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Summary

Health promotion is thus not only a participatory practice, but a practice for empowerment and social
justice. The study describes findings from a community-based participatory and challenge-driven re-
search program. that aimed to improve health through health promotion platform in an ethnically
diverse low-income neighbourhood of Malmo, Sweden. Local residents together with lay health pro-
moters living in the area were actively involved in the planning phase and decided on the structure
and content of the program. Academic, public sector and commercial actors were involved, as well as
NGOs and residents. Empowerment was used as a lens to analyse focus group interviews with partici-
pants (n=322) in six co-creative health-promoting labs on three occasions in the period 2017-2019.
The CBPR interview guide focused on the dimensions of participation, collaboration and experience
of the activities. The CBPR approach driven by community member contributed to empowerment pro-
cesses within the health promotion labs: Health promotors building trust in social places for integra-
tion, Participants motivate each other by social support and Participants acting for community health
in wider circle. CBPR Health promotion program should be followed up longitudielly with community
participants to be able to see the processes of change and empowerment on the community level.
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organizations or communities to influence the determi-

nants of health. (WHO, 1997)

INTRODUCTION

Health promotion is an important tool for improving
As part of national public health policies, as well as

in the context of global and international policies, cen-
tralized management can lead to situations in which
health promotion is instead framed and implemented in

public health and reducing costs for national health sys-
tems. However, to achieve this potential, health promo-
tion must empower, and match the varying needs and
expectations of, the people it is oriented towards

] a top-down fashion. Assumed needs, problems and de-
(WHO, 2017). The Jakarta Declaration thus states that

sirable changes in lifestyle or behaviours may then be

Health promotion is carried out by and with people, not
on or to people. It improves both the ability of individu-
als to take action, and the capacity of groups,

©The Author(s) 2021. Published by Oxford University Press.

primarily defined on the basis of population statistics,
rather than by drawing on people’s own experiences,
aspirations and preferences. Centralized approaches
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tend to frame people and communities as passive objects
of interventions and ‘target groups’, rather than as
actors in their own lives. Not only can this lead to mis-
matches between public policies and the populations
they propose to serve (WHO, 2017), but a top-down
centralized approach may also neglect the positive role
that local communities can play. With respect to the
European Health 2020 framework, it is therefore under-
lined that

Participatory approaches play a key role in addressing
the link between marginalization and powerlessness,
and in tackling the determinants of health inequities.
[(WHO, 2017), p. 2]

The framework further emphasizes the need for local
solutions to tackle the root causes of social inequities,
where communities and individuals can engage as im-
portant partners in co-creating solutions (WHO, 2017).

This paper presents some of the findings from a
3-year programme in a neighbourhood in the outskirts
of Malmo, Sweden, with a large proportion of inhabi-
tants with an immigrant background. The demographic
characteristics of this neighbourhood meant that many
health concerns of the inhabitants were related to the
status of immigrants in Swedish society. The programme
aimed to develop a model for improving equitable access
to health through challenge-driven innovation, using a
participatory place- and community-based approach to
health promotion. While programme outcomes were
assessed along multiple dimensions, this paper above all
focuses on the impacts of the programme in terms of em-
powerment, from the perspective of the involved citi-
zens, and discusses possible implications of experiences
from the participatory processes for health promotion
practices more generally.

BACKGROUND

Immigration and social segregation in Sweden

In Sweden, as in other European countries, immigration is
largely framed as a ‘problem’: a strain on scarce resources,
a threat to social cohesion or a challenge to existing struc-
tures. The rise of far-right populist movements has contrib-
uted to stigmatizing persons of colour and Muslims [cf.
(ECRI, 2018), pp 14—15]. Although anti-immigrant senti-
ment also affects the health sector, speaking about racism
is sensitive and has been difficult to research in the Swedish
context (Ahlberg et al., 2019; Bradby et al., 2019). Due to
idealized perceptions of the Swedish welfare state, issues in-
stead tend to be framed as ‘cultural’ (Eliassi, 2017), while
the burden of integration is placed on the newcomers. At
the same time, a lack of access to job markets and a lack of

recognition of prior experiences or qualifications have con-
tributed to downward social mobility among immigrants,
as well as to economically, socially and ethnically segre-
gated neighbourhoods (Obucina, 2014; Save the Children
Sweden, 2014; Scarpa, 2015). Not only immigrants but
also the areas they live in are thus exposed to stigmatiza-
tion. Dahlstedt [(Dahlstedt, 2019), p. 89] points to the risk
of understanding urban neighbourhoods as an ‘area of ex-
clusion’—thus attributing causes of exclusion to the place
and its inhabitants, rather than considering structural
mechanisms in society at large.

Neighbourhoods with affordable housing accessible
to immigrants are commonly labelled ‘socially vulnera-
ble’ and ‘at risk” and described as having a ‘high density
of immigrants’, a term with negative connotations in
Sweden (Scarpa, 2015). Such labelling, as well as a more
recent discourse on ‘outsideness’ (utanforskap), contrib-
ute to the perception that these neighbourhoods and
their inhabitants are problematic and somehow located
‘outside’ mainstream Swedish society (Dahlstedt, 2019).
This, in turn, affects the identity, social position and fu-
ture prospects of people who live there, as well as their
opportunity to be heard and taken seriously in political
debates. The social and cultural capital of inhabitants is
not valued, while access to services and amenities may
also be affected by both location and income.

While social exclusion and disempowerment related to
status, class or perceived ethnicity have negative impacts
on health and well-being (Haslam et al., 2012), health is
also directly affected by income and environmental factors.
International research suggests that people with lower so-
cioeconomic status are more at risk for numerous health
issues, and the WHO Commission on Social Determinants
of Health (CSDH) underlines the tremendous inequities in
health caused by social injustice worldwide (WHO, 2008).
Major divides exist globally, as well as within and across
European countries (Dahlgren and Whitehead, 2006;
WHO, 2013). For instance, Donkin et al. (Donkin et al.,
2018) mention that between 45 and 60% of the variation
in health status globally can be attributed to social and en-
vironmental influences, while differences in conditions lead
to a 20-year gap in life expectancy between the richest and
poorest parts of cities such as Glasgow, Baltimore or
Washington DC.

Across numerous contexts, people with immigrant
backgrounds tend to be in worse health than the general
population, while also having less access to health care
(Graetz et al., 2017). For instance, migrants have a
higher incidence, prevalence and mortality rate for dia-
betes as compared with the host population (Stirbu
et al., 2006), as well as a higher risk of ischaemic heart
disease, hypertension and stroke (Sohail et al., 2015;
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Clementi et al., 2016). Access to care is hindered by lan-
guage difficulties, and differences in expectations and
migrants’ experiences of healthcare in their home coun-
tries are also common (Razavi et al., 2011; Luiking
et al., 2019). War and violence in countries of origin are
frequent causes of trauma, while mental health issues
may also be connected to events during migration or
post-migration conditions in the country of residence
(Davies et al., 2009; Kirmayer et al., 2011; Steel et al.,
2011; Mangrio et al., 2018). Importantly, the loss of
their previous social circle, families and friends tends to
negatively impact the mental health status of migrants
(Morosanu, 2013). Both economic constraints and feel-
ings of insecurity in their local environment [see, for in-
stance (Putrik et al., 2015)] may contribute to social
isolation and sedentary lifestyles, where inhabitants
have few opportunities to go outside their own homes.

Widening inequality and the associated negative
health impacts (WHO, 2013) do not only concern groups
with an immigrant background in Sweden but can also be
observed in phenomena such as youth unemployment,
child poverty (Save the Children Sweden, 2014), the so-
cial isolation of the elderly (Larsson et al., 2017) and in-
creasing barriers for people with disability (EU-SILC,
2018). It is particularly important to note that all these
categorizations—whether regarding ethnicity, migratory
background, age, gender or ability—do not correspond to
homogenous groups and that the challenges and opportu-
nities that people experience depend on contextual issues
as well as on individual life stories and circumstances.

Health promotion and community
empowerment

While inequality and social disparities within and across
communities may drive ill health, community assets
such as solidarity, mutual trust and social networks are
recognized as protective factors that promote health and
well-being (Stewart et al., 1999; Sherrieb et al., 2010).
Health promotion is, therefore, a question of empower-
ing communities (Wiggins et al., 2009) and supporting
contexts and activities that build trust and strengthen so-
cial relationships, but it also has a structural dimension
and requires supportive policies and conducive environ-
ments, as stated in the Ottawa Charter (WHO, 1986).
Equally fundamental for health and health equity is the
degree of control people in a community have over their
environment, life situation and futures. The Ottowa
Charter (WHO, 1986) thus defines health promotion as
enabling people to increase control over their health, re-
alize aspirations, satisfy needs and change or cope with
the environment.

Lack of power has a dual impact on health. On the
one hand, it constrains access to resources and affects
the social determinants of health, such as education, oc-
cupation, poverty and social capital, leading to poor
housing, dangerous jobs or exposure to pollution. It lim-
its access to political arenas, allowing socially and eco-
nomically inequitable systems to persist. On the other
hand, alongside such material factors, being marginally
positioned and disempowered in a society also has direct
negative impacts (Haslam et al., 2012). Based on the
Ottowa Charter for Health Promotion, and drawing on
WHO European recommendations (WHO, 2017), the
empowerment of communities and individuals is used in
this study as a lens to analyse materials from the various
activities of the programme. The term empowerment is
here understood as a

(...) social action process, that promotes participation
of people, organizations, and communities towards the
goals of increased individual and community control,
political efficacy, improved quality of community life
and social justice. [(Wallerstein, 1992), p. 198]

The analysis also draws on Zimmerman’s
(Zimmerman, 19935) definition of psychological empow-
erment, which includes the dimensions of people’s per-
ceived control of their lives, their level of participation
in community change and their critical awareness of so-
cial-economic or political contexts and targets for
change.

The active participation of concerned community
members is an essential aspect of empowerment pro-
cesses in community development for health promotion
(Laverack, 2006). Participation is also a crucial aspect
of research on such processes. Due to power imbalances,
underrepresented groups tend to be silenced not only in
planning, management of practices and policy, but also
in research aimed to improve their own health (Lynch,
1999).

Much of the work on supporting health equity in
communities and international research in this area has
been mediated by community health workers (CHW)
(Fausto et al., 2011; Torres et al., 2013). The organiza-
tion and funding of CHWs vary across contexts (Torres
et al., 2013), but common features include proximity
and strong engagement for social justice (Labonté,
2010). Trust requires continuity and long-term commit-
ment (Labonté, 2010), something which is not easy to
achieve when funding is project-based, instrumentalist
and short term. There can also be tensions between the
desire to professionalize community health work
(Rosenthal et al., 2018) and maintaining proximity and
primary loyalty to the community that is served.
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Belonging to the communities and speaking local lan-
guages are other factors for empowering community
health work (Islam et al., 2017).

Community-based participatory research

For community-based participatory research (CBPR),
participatory action research and participatory health
research, participation is fundamental (Abma et al.,
2017). Knowledge is understood as constructed in inter-
action (Wiggins ef al., 2014), based on lived experience,
and the approaches therefore aim to maximize participa-
tion in all stages of the research process [(Cook et al.,
2017), p. 475]. CBPR empowers people and communi-
ties in an approach built upon the community members’
knowledge and skills, and starting with the partcipants’
problems and aspirations rather than the interests of
researchers and professionals (Abma et al., 2017).

CBPR means much more than shared decisions be-
tween stakeholders, researchers and citizens. It is a more
community-driven strategy, where the community be-
sides participating in the research also decides research
priorities and strategies and co-implements actions from
findings. CBPR is also committed to social actions as
part of the approach, where the community shares a
common identity, and to building on the communities’
strengths with a long-term commitment and a common
goal to translate knowledge into action in practice. In
CBPR, favourable conditions for participation will sub-
stantially affect the outcomes of projects aiming to re-
duce health inequity through community empowerment
(Wallerstein, 2006; Wallerstein et al., 2008). Equitable
group dynamics have further been identified as a key
factor for CBPR processes to support health equity
(Ward et al., 2018). The WHO report on community
empowerment emphasizes the significance of local
organizations and social networks in these processes
(WHO, 2018).

International research from a variety of contexts
points to the positive long-term impacts of participatory
community-based approaches to health [cf. (Laverack,
2006; Wallerstein, 2006; Salimi et al., 2012; Wiggins,
2012; Ward et al., 2018)]. Such impacts are likely to
come not only from increased knowledge, better com-
munication with healthcare providers and the develop-
ment of contextually and culturally sensitive services
better adapted to local needs, but also from the collec-
processes that participatory
approaches entail. Stress is a major factor underlying

tive empowerment

and aggravating ill health and is also associated with the
lack of power to act and make changes in circumstances

concerning life, social relationships or work.

Empowerment processes can thus be assumed to con-
tribute to reducing stress and stress-related ill health, at
the same time that empowered communities have more
options to make effective positive changes to their local
environments. Stronger and wider social support net-
works reduce pressures on the individual, contributing
to psychosocial health and well-being.

The collaborative innovations for health
promotion programme

As a way to reduce existing inequalities in health, the
Collaborative Innovations for Health Promotion pro-
gramme started in 2016, in Malmo, Sweden. Malmo is
the third biggest town in Sweden and the programme
took place in a neighbourhood with about 7800 resi-
dents, of whom ~75% are first- and second-generation
migrants. The average annual income for employed resi-
dents in the area in 2017 was 261 419 SEK compared
with 363 942 SEK in the city of Malmo; 52% of resi-
dents aged 20-64 were employed, compared with 67%
in the rest of the city (Malmo stad, 2019); 43% of the
residents in the neighbourhood were born in Sweden;
the five most frequent countries of birth other than
Sweden were Iraq, Syria, Poland, Denmark and former
Yugoslavia.

The initiative was a community-based participatory
and challenge-driven research programme to create new
ways to improve health through participatory and coop-
erative strategies in a health promotion platform. It
(Malmo
University), public sector (the region of Scania and the
city of Malmé), commercial, NGOs and community
members (Sjogren Forss et al., 2021). The multi-stake-
holder perspective and the active involvement of local
residents in the planning phase were essential to ensure

involved five types of actors: academic

community-driven processes adapted to local needs and
circumstances. A total of 14 organizations and compa-
nies were involved in financing and contributing to the
programme, while the Swedish national innovation
agency Vinnova contributed with half of the funding
(Vinnova Reg. No. 2016-00421, 2017-01272).

The initial pre-implementation of the
programme—'future workshops’

In the programme, three large ‘future workshops’ were
used in the launching phase, to maximize the involve-
ment and empowerment of the community. Future
workshops were originally developed in post-war
Germany (Jungk and Mullert, 1987) as a method for
collective decision-making and visioning of the future.
The approach has been extensively used in Sweden for
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oFive labs:

ePhysical activities in the
area.

oSelf-care for instance oral
health; mental health;
health literacy and safe
environments.

justice

eOral health and food
eQutdoor gym and fitness

eActivities driven by
participatory principles in
the labs.

eMental health

*\Women's health

eSocial health

eSafety in the area

Fig. 1: The Collaborative Innovations for Health Promotion programme, Malmo Sweden.

participatory planning (Renblad et al., 2009). Members
of the community were invited to participate and a total
of 150 did so. They differed in age, gender and cultural
background. Many were unemployed and had low edu-
cation levels. Together they identified health promotion
initiatives based on their perceived needs. The point of
departure in these workshops was the open questions
regarding what was promoting health in the neighbour-
hood (Figure 1).

The community members stated that their lifestyles,
such as physical inactivity, poor food habits and mental
health problems, had a negative impact on their self-per-
ceived health and that they lacked the power to influ-
ence their situation. They also described having
insufficient knowledge about how to promote their
health and were dissatisfied with their contact with the
Swedish healthcare sector. There was a clear lack of
trust in the healthcare system, as well as towards author-
ities such as social services or the employment agency.
Several lived alone, felt isolated from society and had no
social context to be in.

In particular, female participants had very limited
power over their own situation and life. They had the
overall responsibility for their families and most of them
had several children. The husbands often had more than
one job, and many worked shifts to cope financially. All
stated that they had a high workload with limited possi-
bilities and time to relax, recover or take care of their
body. Their current life situation in combination with
memories and traumas from the past, especially from
war, affected their mental health, while physical inactiv-
ity and isolation at home had a negative impact on their
physical health.

Factors identified by community members in the ini-
tial “future workshops’ as important aspects to focus on

were: physical activities in the community; self-care of,
for instance, oral health; mental health; health literacy;
and safe environments. They wanted to create a sense of
place and learning in co-creative living labs in social
meeting places in the area. Based on the identified fac-
tors, the community members together with different
stakeholders working in the area—from private, public
and non-profit sectors and the academy—created a
CBPR model for planning collaboration and designing
the labs (verkstdder), i.e., participatory group activities
aiming to promote better health for the citizens in the
community as well as increased power and control over
their situation.

The model was influenced by Wallerstein’s CBPR
model (Wallerstein et al., 2008; Oetzel et al., 2018), fo-
cussing on factors such as empowerment and community
participation, and the planning resulted in the design of
six co-creative health-promoting labs: Oral bealth and
food; Outdoor gym and Fitness Justice; Mental health
(for people with disabilities); Women’s health; Social
health for young adults; Safety in the area. As part of the
planning, the community members and stakeholders also
decided how to participate together in building trust from
a community perspective. The community members were
involved in the planning, implementation and evaluation
of the model and were also the owners of the labs. More
residents were recruited to the activities in the labs
spreading information
through face-to-face interactions, as well as using mes-
sages and flyers. Participants learned of the activities
through hearing about them from others or through
announcements. Each of the labs had a different aim but

through snowball sampling,

a common approach was adopted for community engage-
ment across the activities. For example, there were fami-
lies wanting culturally appropriate health information
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materials since the existing materials distributed by
healthcare staff were based on the Swedish context and
lifestyle. Therefore, one of the labs, in multistage focus
group sessions, created new brochures on diet and sugar,
based on foods the community used, and those brochures
were disseminated at house parties, with the help of a
PhD student and stakeholders from health and oral care
(Ramji et al., 2020b). In the lab with physical activities,
community members wanted a training programme based
on their needs for free activities in the daytime where they
could also test their physical health. Community members
together with a health promoter performed physical activ-
ities outdoors and indoors and physical health was mea-
sured in the community setting by a researcher from the
university in an intervention programme (Ramji et al.,
2020a). In a lab focussing on safety in the area, school
children were engaged in environmental planning, look-
ing at secure and less secure places with photovoice
(Enskir et al., 2020). The lab Mental health focussed on
the participants being in a social context, meeting and so-
cializing with others to decrease loneliness for community
members with mental health problems in focus groups.
Also, participants performed different social activities, for
example, dancing and going on various day trips.

The health promoters facilitating the labs

The health promotional activities in the labs were coor-
dinated by lay health promoters (N = 6) who were mem-
bers in the community and had expressed interest in the
programme during the initial ‘future workshops’. They
were also involved in the CBPR planning and were
employed by partners in the programme. All of them
were first-generation immigrants, differing in gender,
age and ethnic background (being, for example, from
the Middle East and Eastern Europe). The lay health
promoters were engaged as facilitators for the pro-
gramme and sent information about the activities
through social meeting places and invited community
members in the neighbourhood. The health promoters
did not have prior expertise in health issues but were
recruited for their knowledge of the neighbourhood.
They could be seen as facilitators for participant recruit-
ment and language interpretation, as well as relationship
and trust builders, since they had a continuous dialogue
with the community members between the activities in
the labs (Ramji et al., 2020a). The fact that the health
promoters were residents of the neighbourhood and had
various ethnic backgrounds was essential for trust, cred-
ibility and communication [cf. (Lugo, 1996; Aambo,
1997)]. In the initial period of recruiting participants for
the labs, many joined because they knew the health

promoters personally, while later on recruitment was
driven by the positive experiences of the first
participants.

The health promoters received training in participa-
tory methodologies from academics and practitioners in
order to document and reflect on the processes in the
labs. Decisions within the labs were reached by consensus
after occasionally extensive discussions. Conflicts and di-
verging interests sometimes emerged, and the health pro-
moters received support from experienced practitioners to
be able to jointly reflect on such tensions and maintain an
open, respectful and pluralistic climate within the labs.
The methods used within the labs included research
circles, culture circles, photovoice, dialogue groups and
storytelling. The health promoters were also engaged in
the steering group, which was formed at the initial stage
and included representatives from all stakeholders on a
structural level. Participation in the programme involved
community members in all processes and, therefore, it
was important to evaluate this participation and analyse
the processes of empowerment. Focus groups with com-
munity members were conducted in all labs during the
programme. The results from the focus groups were pre-
sented in the steering group, in which stakeholders and
community members discussed structural barriers and
hindrances for the community. The stakeholders’ experi-
ences were followed up in a study to evaluate the organi-
zation and the collaboration in the programme (Sjogren
Forss et al., 2021). The present study only concerns the
lab evaluations by neighbourhood residents.

METHODS

Participants

A total of 322 residents participated in the 6 co-creative
health promotion labs. Three-quarters of the partici-
pants in the labs were female. Participants in the
Women’s health lab were all female, and this lab had
twice as many participants as the others. The majority
of the participants in the Outdoor gym lab were also fe-
male, while gender distribution was almost equal in the
remaining labs. The age distribution was relatively even:
110 participants were over 50; 86 were aged 30-50; 47
were aged 15-30, while 78 participants were aged 5-15.
Participants’ countries of origin were Iraq, Lebanon,
Chile,
Finland, Algeria, Saudi Arabia, Bosnia, Morocco,
Poland, Gambia, China,
Afghanistan, Serbia and Egypt.

Korea, Syria, Pakistan, Palestine, Sweden,

Sudan, Australia, Iran,
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Table 1: Characteristics of participants

Lab Oral health and Outdoor gym Mental Women’s Social health Safety in the
food (n =45) and fitness health (n=30)  health (n=79) for young area (n = 45)

justice (n = 35) adults (n = 16)

Age

Range 5to>65 15to >63 35to >75 15to >70 15 to 30 8to 10

Gender

Women (%) 31 (69) 32 (91) 15 (50) 79 (100) 5(31) 20 (44)

Men (%) 14 (31) 3(9) 15 (50) - 11 (69) 25 (56)

Ethnicity

Asian — 3(9%) — — 5(11%)

European 10 (22%) 4(11%) 18 (60%) - 8 (50%) 12 (27%)

Middle Eastern 35 (78%) 28 (80%) 12 (40%) 69 (88%) 8 (50%) 20 (44%)

Africa - - - 10 (12%) — 8 (18%)

Data collection

The material used for this study consists of 30 focus
group interviews with 250 participants. The focus group
interviews were conducted when the programme started,
in 2017, and in Autumn 2018 and May—June 2019. All
residents who had participated in the six co-creative
health labs were invited to the focus group interviews,
which took place in each of the six labs. Some partici-
pants were not able to take part in the interviews due to
holidays, illness or other reasons. When needed, the
health promoters functioned as translators. The compo-
sition of the focus groups is presented in Table 1.

Thematic guide

To continuously evaluate how the collaboration was
working and to assess whether the CBPR processes, with
the support of the stakeholders, offered residents better
opportunities to improve their health, community mem-
bers and health promoters met in focus groups that were
facilitated by researchers and the health promoters. A
CBPR guide (Wallerstein, 2017) was used for the inter-
views focussing on the dimensions of power and trust in
the collaboration, the degree of participation in the labs,
the skills and resources and the outcome of the activities.
This evaluation of the programme and the research ac-
tivities conducted by participants was part of the CBPR
approach used in the programme. It served to initiate
and adjust the ongoing activities as research data and to
inform discussions on the continuation after the 3-year
period. The CBPR guide (Wallerstein, 2017) used in the
focus-group interviews is designed to evaluate processes
related to empowerment and participation in the collab-
oration, while research questions and evaluation criteria
were decided by the participants based on the initial set
of focus groups and the CBPR planning.

The CBPR approach (Wallerstein et al., 2008; Oetzel
et al., 2018) adopted for the programme meant that
neighbourhood residents, together with the other stake-
holders, not only decided how to organize collaboration
and which activities to conduct, but also which research
questions to pursue and how to evaluate them. The cri-
teria for assessing empowerment are in this sense inter-
nal to the programme, and cannot be readily compared
as is the case for standardized assessment criteria. While
the lack of standardized criteria is problematic for
assessing the efficacy of various measures at national
levels (WHO, 2018), the relevance and meaning of
measures to the people involved is central to CBPR and
in itself a criterion of participation. Besides the fact that
the research questions and evaluation criteria grew di-
rectly out of the initial set of focus groups and the CBPR
planning, participants in the co-creative health labs also
decided research questions in the labs, as well as being
involved in further developing them and developing sol-
utions to the challenges that emerged during the process
(Ramyji et al., 2020b). Community members took part in
the research findings for the various studies conducted
within the programme and discussed, in the focus
groups, the implications for the continuation of the
programme.

Data analysis

In this study, empowerment was examined from two
perspectives. On the one hand, we investigated the ex-
tent to which the programme contributed to community
capacity building (Labonté and Laverack, 2001;
Laverack, 2004), including levels of participation in
community change (Wallerstein, 1992; Zimmerman,
1995). On the other hand, we sought to identify the spe-
cific aspects that were experienced as empowering by
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neighbourhood residents and how they could be
strengthened. Particular attention was given in the
analysis of the focus-group interviews to the moments
that were experienced as significant by the participants
and to those that increased their sense of control over
their lives (Zimmerman, 1995).

All focus group interviews were tape-recorded and
transcribed verbatim. The transcripts were read individ-
ually by the authors to get an overall understanding and
to minimize the risk of prejudice (Polit and Beck, 2017).
Thereafter, an inductive qualitative content analysis, in-
spired by Elo and Kyngis (Elo and Kyngas, 2008) was
used in order to find the most important themes.
Meaning units in the text that corresponded with the
aim were condensed and coded and the coded meaning
units were then interpreted and compared by the
authors, as we wanted to find similarities and differen-
ces. Thereafter, the data was given to the health pro-
moters to discuss and adjust. Finally, the codes were
sorted into tentative themes without losing their content
and the authors agreed on four themes: Empowerment
processes within the co-creative health promotion labs;
Group dynamics and mutual support; Improvements in
health; and Mixing culture, language, age and gender.

Subsequently, we analysed the material from each
lab separately. We were inspired by the analytical ap-
proach to case studies described by Creswell (Creswell,
2007), containing two steps. In the first step, the inter-
views from each lab were critically read numerous times.
The text in from each lab was analysed and condensed
looking for processes of participation, capacity building,
community members’ sense of control and other aspects
of empowerment. In the second step, we did a cross-
analysis between all cases, focussing on similarities and
differences, and found common processes for all the
labs: Health promoters building trust in social places for
integration; Participants motivate each other by social
support; and Participants acting for community health
in wider circles. This process was discussed with to-
gether with the health promoters in each lab. The com-
munity members were also given continuous feedback
by the health promoters.

Ethical issues

Informed consent and ethics committee approval were
obtained at the outset of the programme (Reg. No.
2016-00421, 2017-01272). In participatory projects,
however, ethical considerations go far beyond compli-
ance with ethics requirements (Lahman, 2018), and no-
tably involve changing conventional power relationships
between academic partners and communities (Banks

and Brydon-Miller, 2019). For initiatives that aim to re-
duce health inequity by empowering communities, con-
ditions for participation and equitable relationships in
the processes are central issues (Wallerstein ez al., 2008;
Ward et al., 2018). The approach of the programme fo-
cussed on the community members’ perceived needs and
what they wanted to do about them. Thus, the risk of
stigmatization as well as the risk that other actors, such
as the stakeholders, set the agenda for activities, was
reduced.

RESULTS

Empowerment processes within the co-creative
health promotion labs

While positive changes were experienced by most of
those who participated in the interviews in the various
co-creative health promotion labs, the effects were most
noticeable for the women. In order for the programme
to move beyond the core groups that were formed dur-
ing the ‘“future workshops’ and mobilize more widely in
the community, residents from the neighbourhood, par-
ticularly women, initially needed to be persuaded by the
health promoters to participate in the various activities.
They agreed to participate in the activities since they
knew the health promoters and trusted that they cared
for their well-being and recommended activities that
were appropriate for them. There was a general percep-
tion of a lack of availability and accessibility to health-
promoting activities in the neighbourhood, like physical
training and dietary counselling for women. The women
also wanted to have the activity in the daytime and for
free since they were unemployed and the families strug-
gled with poor incomes.

Participants felt uncertain and did not show confi-
dence in the beginning, since all activities were con-
ducted in groups and participants knew only the health
promoter. Eventually, they began to connect with other
members of the group with whom they developed a so-
cial relation given that they met regularly. Participants
interacted with each other even outside the times they
met as a group, through meeting for coffee, having bar-
becues together in the area and going on excursions with
their families. Besides the health benefits, the social in-
teraction within the activity groups led to an increased
sense of safety in the neighbourhood for the women,
who otherwise never interacted with others when they
were outside, in the supermarket or elsewhere in the
neighbourhood centre. After participation in the activi-
ties, the women also believed that they could together
create the environment they initially believed was
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lacking in the neighbourhood: a social environment
open to all without differences, aiming to promote
health and well-being. Participants who had initially
been reluctant to participate or make changes in their
lifestyle and routines had a complete change of mind, in
that they believed that they could change their own lives
and also be role models or change agents for families,
relatives and friends within the neighbourhood. Besides
spreading their knowledge within the neighbourhood,
participants also informed their family and friends in
their countries of origin; some of them even expressed
their desire to become lay health promoters themselves.

The women said that in the labs they had the oppor-
tunity to state their opinions and that there was always
someone who listened to them. In the lab, they experi-
enced a learning process in which they supported each
other to understand what they could do by themselves.
Many were not used to having someone listen to their
opinions:

Here is someone that listens. No one has listened to me
before.

Social interaction was described as very important.
The women stated that they worked for each other and
for the group and they had a strong wish to help each
other and to share their knowledge. As a result, they felt
that they could affect their situation and by helping and
learning from each other they had realized the possibil-
ity to have a stronger influence in society. They thought
it was important for the future that they worked to-
gether, and pointed out that everyone could contribute
in some way:

We learn from each other. Some can sew and can teach
others how to do and others can help those who cannot
read or write.

In the physical activity lab, the participants thought
that they could act as role models to attract more resi-
dents in the neighbourhood to join in, for example, by
telling others about their own experiences. As a result of
newfound faith in themselves, they stated that they
could act as instructors to others.

Group dynamics and mutual support

It is noteworthy that in the interviews, all participants
expressed that they had felt involved in the activities in
the labs and that they appreciated the discussions. The
importance of being in a group was remarked on by
most of the participants. Many had come to the labs
since they wanted to get away from home and be to-
gether with others to break their isolation. However,

some of the women were uncomfortable with participa-
tion in physical activities together with men. It was im-
portant to be in a social context and to talk and laugh
together, but also to reflect on their own problems and
realize that many are in the same situation of isolation.

The participants in the physical activity lab felt very
positive about exercising together with others in a group
and a fellowship was created, where they supported each
other, laughed together and got to know new people. The
group acted as a motivator, as individuals respected each
other, keeping their promises to continue participating.

Those who participated in the lab about mental
health highlighted the importance of being in a social
context as well as meeting others and being seen as an
individual even when part of a group. The isolation
many had experienced before was now gone and they
looked forward to coming to the lab:

I feel like a human again. Because when you are at home
alone, I have tried so I know, finally you lost your own
dignity. Yes, it is like this that humans are not going to
be alone.

In the group, they felt able to trust each other, helped
and cared for each other, and were responsive if some-
one needed extra support. They had found a context in
which they could be alone among others, where they
were accepted and did not have to live up to all of the
social codes in society:

We try to be alone in a group, we are all alone but here
we are alone together in the group. Here is cohesion and
always someone to ask for help. And we had known
each other for so long so you know what is wrong if
someone acts strange.

Improvements in health
Participants stated that being engaged in the labs had con-
tributed to changed habits. In the oral health and nutrition
lab, all participants had in some positive way changed their
food habits. They now ate less sugar and more vegetables.
Some said that they ate less white bread and many children
had fruit and vegetables for breakfast. Children also con-
sumed less sweets candy than before, often just once per
week. As a result, both parents and children stated that
they felt better when compared with before. They had
more energy and fewer sleeping problems and were losing
overweight. The children had told classmates about what
they had learned in the lab and were proud and happy that
they could give their friends new knowledge.

In the lab about physical activity and fitness, all par-
ticipants were more physically active as compared with
before and stated that it had resulted in both better
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physical and mental health Their body awareness had
increased; they had become more aware of how to use
their body in daily life, for example, how to properly lift
and carry. Some had started to do activities at home
with their children and, thus, physical activity had be-
come a greater part of their daily lives.

The participants in the mental health lab experienced
better mental health; they had a place to go and were not
just sitting at home alone watching television. They had
found a place for individual recreation in a social context
that gave them a belief in the future. In the lab about wom-
en’s health, the participants were encouraged to solve their
problems and discover activities to perform through story-
telling. They developed their own education by starting a
health circle and inviting different professionals to discuss
their problems with, e.g. professionals from primary care, a
trauma consultant and lecturers from the university. The
invited professionals developed an understanding of the
context and the situation of the women, and the women re-
ceived knowledge about a variety of health issues.

Many of the participants highlighted the importance
of the labs being located in the neighbourhood, in which
they felt safe and familiar. Most of the participants did
not know each other before they came to the labs and
appreciated that they had made new friends and met
more residents in the neighbourhood. Some stated that
safety in an area is built when people come together and
get to know each other. The more people you get to
know, the better it is. Participation in the labs improved
their social networks in the area and helped them to feel
safer. One participant said

To exercise in this group, with new people, it gives a
real security in the area.

Mixing culture, language, age and gender

In the labs, the participants met others from different
cultures, different languages were spoken and, in most
of the labs, both women and men of different ages par-
ticipated, which was seen as positive by participants.
That the health promoters spoke different languages,
mostly Swedish, English and Arabic, in the groups, was
experienced as positive and some stated that it was good
to be together with others speaking Swedish.

It was important to respect each other, especially
since the participants came from different cultures and
had different religions. In the lab about mental health,
the participants focussed on what they had in common
and had realized that it was a lot. One participant
stated:

We assume that we are all the same, all of us are a little
wacky and thus, we have the same rights. We don’t care
about our origin.

Also, by meeting and talking, the participants stated
that it had been easier to understand their differences
but also to see what they had in common.

Processes during the programme
For the six labs, an analysis of the documentation shows
that the process went through the same steps.

Health promoters building trust in social places for
integration

1. The starting point was trust in the health promoters,
who were all laypersons from the neighbourhood, and
who had, mostly, personally invited the participants to

join the lab.

2. The meeting places played a role since they were com-
munal spaces for residents of the neighbourhood, rather
than part of formal institutions such as the primary care
facilities. Participants expressed that it meant a lot to
find a space where issues they found important were dis-
cussed, and where their opinion mattered.

Participants motivate each other by social support

3. Much of the motivation to continue attending the
gatherings came from the sense of social togetherness
that participants felt in the group. Apart from the lab at
the school, many participants did not know each other
before and most came from quite different backgrounds.

4. The friendships that developed over time meant that
participants started meeting also outside the labs, pro-
viding a strong motivation to continue to participate.
The women, in particular, started supporting each other
with their personal family concerns.

Participants acting for community health in wider
circles

5. After having participated for a while, participants
wanted to take a more active role in health promotion.
They invited family members and members of their net-
works to the labs, as well as encouraging people they
knew to adopt healthier lifestyles. Participants’ outreach
was not limited to the neighbourhood; they were also
concerned with giving advice to people they knew in
their countries of origin, or to those who had emigrated
to other countries. The active engagement of partici-

pants made the labs known in wider circles, and brought
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new people into the activities, including from other parts
of town.

The process for the various labs thus moved from a
sense of resignation and powerlessness—with little en-
ergy to undertake any activities—towards a state of in-
creasing energy, optimism and motivation to take
initiatives, not only concerning their personal lives, but
also for the community and wider networks. Trust and
positive interpersonal interaction during the meetings
played a key role in the process. Additional impetus was
given through the new friendships and social networks
that developed in the neighbourhood, and through the
sense of pride that the visibility of the programme had,
both locally and in the wider city of Malmo.

DISCUSSION

The CBPR approach in health promotion has contrib-
uted to community-inspired outcomes and empower-
ment processes in six health promotion labs in a
neighbourhood outside traditional health institutions,
driven by community members. All the six labs followed
the same steps in a process of dialogue and action
empowering the community: Health promoters building
trust in social places for integration, Participants moti-
vate each other by social support and Participants acting
for community health in wider circles.

Local lay health promoters were important for build-
ing trust and by promoting social support they also
strengthened the community members’ motivation to
continue the health promotion activities in the labs by
promoting social support. The health promoters, mostly
women, were the link for building trust between differ-
ent groups of community members, and an important
tool to achieve psychological empowerment as well as
being brokers for building community capacity
(Wenger, 1998; Michael et al., 2008). The social togeth-
erness and friendship created a social sustainability over
time that was important for community members’ expe-
rience of health and well-being. Earlier research has
shown that residents with a migrant background often
lose their social circles. Combined with economic con-
straint and isolation this can negatively impact mental
health status (Morosanu, 2013; Putrik et al., 2015). As a
result of the engagement in the labs, many community
members with a migrant background experienced
improvements in mental and physical health, for exam-
ple, by losing weight and getting more energy, having
fewer sleeping problems and experiencing less social iso-
lation (Ramji et al., 2020a,b).

The co-creative labs were located in the local neigh-
bourhood, close to home, with activities based on inclu-
sion regardless of age, gender and ethnicity. As they
served as physical venues in which social interaction and
the formation of social ties took place, these labs could
be related to the concept of third places: ‘public places
that host the regular, voluntary, informal, and happily
anticipated gatherings of individuals beyond the realms
of home and work’ [(Oldenburg, 1999), p. 16].
Knowledge from the labs was transferred by the in-
volved community members not only to other residents
in the neighbourhood but also to other areas in the city
of Malmé and to the participants” home countries.

Addressing health inequity involves seeing people as
assets rather than as ‘problems to be fixed’, and it
involves empowering local communities to take greater
control over factors such as service design or how the
neighbourhood they live in is developed and managed
[(WHO, 2017), p. 9]. As Lorenda Belone et al. (2016)
argue, academic literature and experts’ papers are often
built upon a certain consensus and it is important to get
community input in order to assess face validity and ac-
ceptability and to strengthen community voices in health
promotion research.

However, although community-based approaches
have in certain contexts been able to inform policy and
effect deeper changes, health promotion as such has lit-
tle scope to change the underlying structural causes of
unequal access to health, unless a wider mobilization is
achieved and awareness is raised across broad segments
of society. Among the findings in the analysis of the fo-
cus-group interviews with neighbourhood residents who
participated in the labs, one of the findings was that the
sense of empowerment they expressed was connected to
the rapid physical health improvements that they experi-
enced subjectively. Breaking social isolation and having
an increased sense of security and safety in their immedi-
ate surroundings, were also significant outcomes that
contributed to feeling empowered.

The processes of the programme, Collaborative
Innovations for Health Promotion, effected positive
changes in the participants’ sense of identity, both individ-
ually and in terms of belonging to the neighbourhood.
Feelings of increased confidence and empowerment
expressed by lab participants are similar to those
expressed by community health workers in a study by
Wiggins et al. (Wiggins et al., 2014) and the importance
of social support found in the interviews is consistent
with findings by Michael et al. (Michael et al., 2008) and
Lugo (Lugo, 1996). The programme was significant in
helping to break social isolation and enabling the sharing
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of feelings, particularly for some of the female partici-
pants [cf. (Lugo, 1996; Aambo, 1997)].

As argued by Haslam et al. (Haslam et al., 2012),
health is closely linked to the status of people’s identity
and their position in society. Thus, the empowerment
processes of the programme had impacts not only within
the different co-creative health promotion labs and for
their participants but also by improving the status of the
entire neighbourhood. Additionally, the involvement of
multiple stakeholders offered numerous opportunities
for residents to meet and engage in dialogue with local
authorities. Community members were in a clear major-
ity in the labs (compared with other stakeholders and
researchers) and made decisions regarding the participa-
tion processes, handled the planning and managed the
labs together with local lay health promoters. According
to the participation ladder model (Arnstein, 1969), one
could argue that the citizens experienced a high degree
of control in this participation. However, while the out-
comes of these meetings were constructive, impacts on
policy have so far been limited. Despite overwhelmingly
positive responses from all involved, the future is uncer-
tain, since a minimum of funding is required to employ
local health promoters and to ensure continued organi-
zation and coordination. The large number of stake-
holders and the considerable investment of time and
resources also posed challenges to the programme in
terms of high and sometimes incompatible expectations
on outcomes, prioritizing immediate measurable results
over long-term holistic community development (Ortiz,
2003; Cook et al., 2017).

An initial discussion in the programme was to de-
velop a CBPR programme that could be used in other
locations to improve access to health. Although the out-
comes indicate that the programme was successful in
engaging and mobilizing the inhabitants of the neigh-
bourhood, the structural issues were only partly
resolved. In other words, progress was made in terms of
psychological empowerment (Zimmerman, 1995), and
in community capacity building (Wallerstein, 1992;
Labonté and Laverack, 2001), but not in achieving a
systemic shift in realizing the goals of social justice, fur-
ther-reaching policy changes or impacting material con-
ditions connected to the social determinants of health
(Labonté and Laverack, 2008). It is too early to evaluate
if the programme has had positive impacts in this re-
spect. However, we wish to argue that both psychologi-
cal and community empowerment (Laverack, 2004) are
in themselves important aspects of the social determi-
nants of health (Wallerstein, 1992; Haslam et al., 2012).
Despite the commitment of local authorities, the experi-
ence from the programme Collaborative Innovations for

Health Promotion, illustrates the difficulties in changing
barriers because of the inflexibility and rigidity in the
partners’ own organizations (Sjogren Forss et al., 2021).
The success of any programme using this model is there-
fore likely to depend above all on how committed au-
thorities are to rethinking their own structures and
involving citizens as decision-makers. Findings from the
programme nevertheless suggest that adopting a partici-
patory and place-based approach does have the poten-
tial to strengthen communities, improving health
conditions and quality of life (Enskir ez al., 2020; Ramji
et al., 2020a,b). A significant finding concerning apply-
ing insights from the Collaborative Innovations for
Health Promotion initiative elsewhere, is that it was
possible to jump-start the process of community-build-
ing by investing in the ‘future workshops’, before using
the CBPR-planning model, and leaving sufficient time
and openness for agreements to be reached. Another key
aspect in enabling citizen engagement was giving the lay
health promoters a wide scope of action combined with
support in facilitating group processes.

Strengths and limitations
The materials analysed here originate from interviews
with participants in the programme activities and thus
do not cover the population of the neighbourhood as a
whole, although impacts from the activities extended far
beyond the groups who were directly engaged in them.
Participation is likely to have depended on having avail-
able time, feeling comfortable with space and group
dynamics, as well as feeling that the activities were rele-
vant or interesting. Efforts were made to make activities
accessible in terms of location, time and language.
Despite limitations deriving from the programme de-
sign, looking closer at participants’ experiences and percep-
tions shows aspects that have the potential to be driven
further by members of the community. The analysis makes
contributions to our understanding of health promotion
practices and exposes areas in which a mismatch may exist
between perceived benefits of these practices from the per-
spective of policymakers or health practitioners and the
intended beneficiaries. Importantly, continued engagement
in meetings and activities over time allowed participants to
collectively deepen their reflections on and understandings
of the processes, in ways that cannot be adequately cap-
tured through isolated surveys or pre/post studies.

Suggestions for future research

The health promotion programme should be followed
up longitudinally to be able to see the processes of
change and empowerment on the community level.
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Furthermore, the relevance of places to health and qual-
ity of life is under-researched in CBPR and should be ex-
plored in rural as well as urban settings (Lorena Belone
et al; 2016)).

CONCLUSION

During the programme, the CBPR processes created an op-
portunity to discuss health issues with others from the
neighbourhood and to collectively develop strategies for
improving health for oneself and others in the neighbour-
hood. This contributed to better access to existing services
and initiated a dialogue with authorities and care pro-
viders. The empowerment processes, grounded in trust
building and social support, were the same in all the six
labs, irrespective of participants’ age, ethnicity and gender
and the labs’ different activities. Lay health promoters de-
veloping arenas for social interactions strengthened com-
munity members’ participation in the labs and enabled
individuals to develop new resources suited to their own
needs and preferences, as well as making conscious in-
formed choices concerning various aspects of their health,
such as diet, exercise and engaging in stimulating activities.
The programme not only contributed to confidence and
initiative-taking among participants but also improved so-
cial interaction, trust and the sense of belonging in the
neighbourhood more generally. In the processes of empow-
erment, the location of the labs in social meeting places
close to people’s homes played an important role.
Integrating diverse groups in the labs increased understand-
ing, empathy and solidarity across generations and cultural
boundaries.
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