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ABSTRACT

This paper reviews the literature on how empowerment can lead to an improvement in the health status
of an individual, group, or community. There is a broad body of literature on empowerment, and this
review has been designed to identify material, particularly case studies, that can be included within the
following 'empowerment domains': Participation; Community-based organizations; Local leadership;
Resource mobilization; Asking 'why'; Assessment of problems; Links with other people and organiza-
tions; Role of outside agents; and Programme management. The paper discusses the results of the litera-
ture review and provides examples, from both developed and developing countries, of how each of the
'empowerment domains' has led to an improvement in health outcomes. The results of the review should
be of interest to the planners and practitioners of health, population and nutrition programmes that have
a particular focus on empowerment.
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INTRODUCTION

Empowerment, the means to attaining power, is described
here in the broadest sense as the process by which rela-
tively powerless people work together to increase con-
trol over events that determine their lives and health.
Most definitions give the term a positive value that em-
bodies the notion of empowerment coming from within
an individual or group (1,2). The essence of empower-
ment is that it cannot be bestowed by others but must
be gained by those who seek it. Those who have power
or have access to it, such as a health practitioner, and
those who want it, such as their clients, must work toge-
ther to create the conditions necessary to make empower-
ment possible. In this paper, the term 'practitioner' has
been used for describing the range of population, health
and nutrition professionals, who in their everyday work,

have an opportunity to help empower individuals, groups,
and communities.

Community empowerment is a process that involves
continual shifts in power relations between different
individuals and social groups in society. It is also an out-
come and, in this form, can vary, for example, as a pro-
duct of the redistribution of resources and decision-
making authority (power-over) or as the achievement of
an increased sense of self-determination and self-esteem
(power-from-within) (3). But it is most consistently viewed
in a programme context as a process in which indivi-
duals, groups, and communities progress towards more
organized and broadly-based forms of social action. This
is a rather linear interpretation of what is a very dynamic
process but it does help clarify the way in which different
people, who have a shared interest, can come together to
progressively gain more power. This can be to address
the underlying social, structural and economic conditions
that impact on their health or their immediate needs, such
as improving access to recreational facilities (4) or impro-
ving the condition of rented housing (5). In a programme
context, the role of the practitioner is to create opportu-
nities to help others gain more power-over the deter-
minants of health, and this often involves a process of
capacity-building. 
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The link between empowerment and health outcomes

In the literature on community psychology, empower-
ment is seen to enhance individual competence and self-
esteem which, in turn, increase perceptions of personal
control which has a direct effect on improving health
outcomes (1). This argument can be extended to include
an individual's connectedness with other people and their
participation in groups and communities of interest who
wish to gain more power with the intent of bringing
about changes in their external environment (6). 

In the literature on community health, empowerment
is generally viewed as a process beginning with indivi-
dual action and then the development of small mutual
groups, community organizations, partnerships, and ulti-
mately social and political actions (7,8). Power is seen
as a finite entity. Communities can only possess X amount
of power (control over resources and decision-making)
to the extent that another group has an absence of an
equivalent amount. It is, therefore, a 'win/lose' situation.
Power is also resource dependent in that it can be used
as a lever for raising the position of one person or group,
while simultaneously lowering it for another person or
group (9). The literature on community health recognizes
that many inequalities in health are a result of power
relations that have an effect on the distribution of resources
and the development of policy. People attaining the
power they need to redress inequalities can bring about
social and structural changes, and community empower-
ment is often the process they use to do this (10).

Community-based empowerment initiatives that lead
to improvements in health outcomes have focused largely
on environmental changes. These often have an imme-
diate impact on behaviours that are measurable during
the time period covered by the intervention (11). The
evidence shows that community action has been able to
lead to sustained changes in the social and organizational
environment that is linked to improvements in health,
for example, abuse of alcohol and prevention of inju-
ries. Community action in Surfers Paradise in Australia
led to increased regulation of licensed alcohol premises
and the implementation of policies and a code of prac-
tice for bar staff and as a consequence-reduced alcohol-
related violence (12,5). Community action at Piha in
New Zealand led to bans on public drinking resulting
in fewer injuries and incidents of crime and an improved
sense of well-being (14). Elsewhere, community-action
projects on alcohol regulation have resulted in training
of bar staff, shortening of hours of operation of licensed
premises, increased age-verification checks, and highly
visible drink-driving enforcement resulting in reductions
in injuries (15) and in drink-driving by those aged 18-
19 years (16).

MATERIALS AND METHODS

There is more evidence to show the pathways through
which the link between empowerment and health out-
comes occurs and, within a programming context, the
pathways have been identified as the domains of em-
powerment. The domains represent those aspects of the
process of empowerment of the community that allow
individuals and groups to organize and mobilize them-
selves towards social and political changes. 

The use of domains has become an established part
of empowerment strategies (17,10), and the methods
and materials used in their identification are discussed
in a previous study (19). The study reviewed the rele-
vant literature with particular reference to the fields of
health, social sciences, and education for programmes
which sought to achieve the same empowerment goals:
to bring about social and political changes. The identified
domains were categorized from a textual analysis of the
literature, and two independent researchers cross-checked
the validity of data using a confusion matrix approach
(20). The domains were later checked against the histo-
rical literature on community development and the
emerging literature on community capacity-building to
ensure their face-validity (21).

The study identified nine empowerment domains:
Participation; Community-based organizations; Local
leadership; Resource mobilization; Asking 'why'; Assess-
ment of problems; Links with other people and organi-
zations; Role of outside agents; and Programme manage-
ment. The domains cited are robust and provide a useful
means to unpack the complex concept of community
empowerment into the pathways through which it has
a proven link to health outcomes. 

This paper discusses an extensive review of literature
carried out to identify material, including case studies,
that show the link between each domain and specific
health outcomes. A range of measures of health outcomes
were used in the review, including mortality, length of
patient stay, quality of life, perceptions of pain, the ability
to function day to day, and so on.

A literature search was undertaken of the following
electronic databases: Medline, Sociofile (sociological
abstracts), PsycINFO (psychological abstracts), ERIC
(education resources), CINAHL (Cumulative Index of
Nursing and Allied Health), EMbase, databases of the
World Health Organization, and the Cochrane database
of systematic reviews. Searches were limited by year
of publication (1992-2005) in the English language and
used combinations of key words, such as empowerment,
'health promotion', participatory and 'empowerment 
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education', and specific health outcomes, such as depres-
sion, hypertension, asthma, and obesity.     

The search strategy also included a hand search of
grey literature, such as unpublished reports and project
evaluations, and discussions with researchers and prac-
titioners and also with authors of relevant papers, rele-
vant organizations, and discussion lists to identify addi-
tional studies, including ongoing research.

The search results were reviewed for material con-
cerning the process of empowerment and/or capacity-
building and links to health outcomes. A further ana-
lysis of content, methodology, and source was carried
out to classify the literature into papers that were theo-
retical or ideological in nature. Finally, the selected papers
were classified into the nine domains of empowerment.

RESULTS

The results of the review are here discussed under each
domain, and the case-study material is used for illustra-
ting the depth and breadth of empowerment approaches
and their influence on health outcomes.

Participation

Very few studies could measure the health benefits of
community participation. However, individuals do have
a better chance of achieving their health goals if they
can participate with other people who are affected by
the same or similar circumstances to build inter-personal
trust and trust in public institutions (22). For example,
the use of participatory learning exercises in women's
groups in a poor rural population in Nepal led to a reduc-
tion in neonatal and maternal mortality (23). The women
in the intervention clusters had antenatal care, institu-
tional delivery, trained birth attendance, and more hygie-
nic care, which led to an improvement in birth outcomes.
By participating in groups, they were better able to de-
fine, analyze, and then, through the support of others,
articulate and act on their concerns regarding childbirth.
The participation strengthened social networks and im-
proved social support between women and between wo-
men and providers of health-services delivery. 

Social support is generally accepted as an important
determinant of and as having a beneficial effect on health,
both at home or in the community; for example, people
can better cope with stressful events by sharing prob-
lems (24-26) and this can lead to empowerment (27).
The concept of social support overlaps with social capi-
tal, social inclusiveness, social exclusiveness, and social
cohesion. These concepts fundamentally address a sense
of connection to a 'community' and the involvement and

trust between its members manifested through customs,
rituals, and traditional groupings. Participation in groups
that share interests can help individuals compete for li-
mited resources and increase the sense of personal con-
trol in their lives. The link between psychological em-
powerment in patients and health has been demons-
trated in several recent studies (28-30).

Community-based organizations

Community-based organizations include youth groups,
committees, cooperatives, and sports associations which
are the organizational elements in which people come
together to socialize and to address their broader con-
cerns. Community organizations provide the opportunity
for their members to gain the skills and competencies
necessary to allow them to move towards achieving health
outcomes. In a programme context, these skills include
planning and development of strategy, management of
time, team-building, networking, negotiation, fund-rais-
ing, marketing, and writing of proposals. An example of
this is provided from a national programme designed
to address health needs of women in Samoa, Polynesia.
The Samoan Government created a community-based
self-help system based on neighbourhood support and
nursing care that operated through women's committees.
The Government supported the development of these
community organizations through resource-allocation and
building the prestige, skills, and competencies of their
members. The women were shown to have an improved
ability to organize and mobilize themselves around issues,
such as raising resources to build sanitary and health
facilities in their communities (31), which could lead
to improved health status. 

Local leadership

Leadership requires a strong participant-base just as
community organizations and groups require the direc-
tion and structure of strong leadership to move towards
achieving health outcomes. The selection of appropriate
leadership can be seen as a pluralistic approach in the
community, one where there is an interplay between po-
sitional leaders, those who have been elected or appointed,
and reputational leaders, those who informally serve the
community (32). The dominance of one leader may result
in them using their power-over the community or groups
within the community to manipulate situations to their
own advantage. 

An example of the role that local leaders can play in
influencing health is of one community wishing to obtain
assistance from an outside organization to help provide
irrigation pipes and an electric pump to improve the sup-
ply of water. Not all the community members, especially
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groups of low-income women, were satisfied with these
developments. The water supplied was too expensive
for them, and the pipes were laid to better serve family
members of the village leader. They could not complain
because to contradict the leader could mean serious con-
sequences for livelihoods of poor families; for example,
the village leader provided temporary employment du-
ring harvest and distributed flour for making bread to
poorer residents. The village leader was able to use his
power-over others in the community to manipulate the
distribution of health-enhancing resources. The conse-
quence was that the poorer women had to spend more
time to walk to a source of water for drinking and irri-
gation and had less time to look after their families (33).

Communities consist of competing power relations
between individuals and between and within groups. The
delivery of health-enhancing inputs within a programme
context does not guarantee that those with the power-
over others, such as local leaders, will choose to use their
control of the limited resources to benefit individuals
and groups that suffer the worst health inequalities.   

Resource mobilization

Individuals, groups, and communities have the ability
to raise resources from within, including land, food,
money, people skills, and local knowledge, and from
without, for example, financial assistance, technical ex-
pertise, 'new' knowledge, and equipment. The ability of
the community to mobilize resources from within and
to negotiate resources from beyond itself is an indication
of a developed organizational ability. There is little evi-
dence to suggest that this alone will allow the community
to gain social and political power. There is evidence to
suggest that resource mobilization, improved literacy,
and education, particularly for women, can lead to im-
proved health outcomes in developing countries (34,27).

An example of the link between resource mobiliza-
tion and improved health is the use of swimming pools
in remote Aboriginal communities in Australia. These
reduced ear, nose and throat infections (36) and provided
an overall improvement in the well-being of the commu-
nity (37). The public swimming pools invariably operated
at a loss, and costs were borne or subsidised by the
Government because it was seen as a recreational facility
which promoted the health of the population. The com-
munities had access to only limited resources but were
expected to raise finances to maintain the pool. The
communities started to raise additional internal resources
on a small scale through fund-raising and pool-entrance
fees and to raise external resources through seeking
small government funding. In this way, their ability to 

mobilize resources had an effect on its health through
the continued use of the swimming pool (10). 

Asking 'Why'

This domain involves the ability of the community to
be able to critically assess the contextual causes of their
powerlessness and poor health. Asking 'why' can be
described as '... the ability to reflect on the assumptions
underlying our and others' ideas and actions and to con-
template alternative ways of living' (32). This process
of discussion, reflection, and action has been termed
'critical awareness' and 'critical thinking' and forms the
basis for a number of approaches for learning and social
change (38). 

Another example is the Resource Sisters/Compañeras
programme which used an approach of critical thinking
to develop the skills of women from the community to
facilitate peer-support groups and to address the health
issues of its members (39). The programme was imple-
mented in an inner city area in Florida which had a pre-
dominantly African American population and high rates
of low-birth-weight babies and infant mortality. Sup-
port groups or 'mothers' circles' were formed as a forum
to listen to the concerns of women who were also en-
couraged to openly discuss their problems and share
experiences. The facilitators set problems for the women
to address in order for them to explore the root causes
of their poverty and the morbidity and mortality of their
children. The groups were well-attended and were felt
to increase cohesion in the community in an atmosphere
that encouraged active listening and peer support. The
participants mostly focused on their immediate problems
and at first struggled with understanding the broader
contextual issues underlying their powerlessness. Over
time, the women began to understand that social deter-
minants and structural health issues, such as under-
resourced health and education systems in their neigh-
bourhoods, linked their poverty and poor health.  

Generally, small groups focus inwards on the needs
of their members but as they develop into community
organizations they must be able to broaden their focus
outwards to the environment that creates those needs in
the first place, or offers the means (resources, opportuni-
ties) to resolving them. Wang and her colleagues dis-
cussed the application of one approach with small groups
using a simple exercise called 'Photovoice' (40). Photo-
voice is a participatory strategy that can be used by
people for creating and discussing photographs as a means
to bring about greater personal and community control.
It is an approach that engages people in conceptuali-
zing problems, defining goals, training, critical reflection 
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and dialogue, and influencing policy. Wang and colleagues
used this approach in the Yunnan women's reproduc-
tive health and development programme for giving their
clients__women in rural communities__cameras to visu-
ally document their life conditions as they saw them.
These images were then used for stimulating a dialogue
to share ideas and experiences, facilitated by the practi-
tioner, to promote critical thinking and to identify the
causes of their powerlessness. This process of empower-
ment involves the education and training of clients by
the practitioner who provides answers to their questions
and access to supporting sources of information. 

In this programme, the clients were encouraged to
develop a strategy for action to resolve the identified
problems towards greater control. This involved present-
ing their concerns in a visual way to policy-makers which
led to the establishment of day-care centres, midwifery
programmes, and scholarships for rural girls. The vivid
visual images allowed the women to better advocate
for change and led to an improvement in the reported
levels of self-esteem and confidence observed through
their increased participation in the programme.   

Assessment of problems 

Assessment of problems is often a necessary first step
for people to be able to identify the common problems
of their members, solutions to the problems, and actions
to resolve the problems. Addressing health outcomes
does not necessarily start with the community tackling
health problems but may cover a range of personal, social,
economic and environmental factors. The key issue is
that health practitioners must be prepared to listen to
what the members of the community want. They may
not necessarily like what they hear, but they must be
committed to moving forward and building upon these
issues. The motivation to improve one's health must
come from within the community and cannot come from
an outside expert. Programme inputs, such as education
and training, can play a role in improving health out-
comes but these must always support the problems that
have been identified by the community members as being
relevant and important to themselves (41).

An example is a health programme in India working
to improve the lives of rural women in Gujarat. The wo-
men firstly requested and then received cooking stoves
that would reduce the level of smoke in their small air-
less huts. Finding a solution to this initial problem led
them to go on and identify other health-related problems
in their community, including poor maternal and child-
health facilities and the gynaecological training of health
workers (2). 

Links with other people and organizations

Links with other people and organizations include part-
nerships, coalitions, and health alliances formed to add-
ress community-health needs. Links with others demons-
trates the ability to develop relationships outside the com-
munity, often based on mutual interests. The development
of partnerships is an important step towards empower-
ment and can also lead to an improvement in health out-
comes by pooling limited resources and by taking col-
lective action. 

The Asian Health Forum in Liverpool, England, iden-
tified a large number of cases of depression and isolation
among Asian women in the area. A government health
practitioner who was working with the local women
held discussions with them to identify their needs and
then approached a leisure centre to arrange swimming
lessons. This arrangement would ensure privacy; for
example, windows would be blacked out and the les-
sons run by other women. The alliance, between the
Asian women and the leisure centre, was able to organize
weekly lessons and to secure funding for a female ins-
tructor. The lessons were very popular, and timings had
to be reorganized to avoid conflict with other pool acti-
vities and to accommodate the young children of the
Asian swimmers. The lessons had a health benefit to the
women by helping to reduce weight but mostly through
an improved feeling of well-being brought about by
the regular exercise. Eventually, the health worker was
able to delegate some responsibilities for the lessons to
the alliance, and their interest slowly moved to other sports
activities and an increase in the choices available to
Asian women (4). 

Another useful account of how small rural commu-
nities have started to empower themselves and improve
their health is by forming cluster communities. A clus-
ter community is defined as '... voluntary alliances bet-
ween two or more communities to address common prob-
lems, needs and interests'. In Iowa, USA, the commu-
nities were faced with concerns common to many rural
populations: a lack of health resources and a decline in
employment caused by sweeping social and economic
changes in society. To succeed, the clusters initially
remained small-scale but soon became legal entities and
developed links with private and public organizations to
help raise funds and to provide health-enhancing ser-
vices (42).

Role of outside agents and programme management

Population health and nutrition practice are traditionally
professionally-led; for example, it is the practitioner or
their agency that chooses individuals, groups, and com-
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munities that they will work with and the methods to be
used. The initiation of the empowerment process and the
enthusiasm for its direction and progress are also often
professionally-led. Practitioners, who are in a position
of relative power, work to help others, who are in a rela-
tively-powerless position, to gain more control. 

Individual control, in part a consequence of the position
of people in structural and social hierarchies, has been
shown to have an influence on their health and well-
being (as discussed earlier). In a programme context,
the issue becomes how much control the outside agent
(the practitioner or agency) gives to the community for
its design, implementation, management, evaluation, fi-
nancial control, administration, and reporting. The com-
munity must have a sense of ownership of the programme
which, in turn, must address their concerns.

An example of this is provided by the Health Authority
in Oldham, England, which established a 'local voices'
steering group with the purpose of involving local peo-
ple in health activities. The group was made up of repre-
sentatives from different departments, community trusts,
and government agencies in a poor-housing area. The
group decided to employ an independent consultant to
carry out a participatory needs assessment within the
community whose members were canvassed door to
door and invited to attend meetings to express their con-
cerns. Child-care facilities and transport were arranged,
and meetings were held at times that would be conve-
nient to the community. Large meetings were often fol-
lowed by small group discussions to elicit further infor-
mation from the community about what they felt affected
their health. These initial discussions led to the deve-
lopment of a questionnaire, which was administered, on
a door-to-door basis by trained interviewers. This pro-
cess involved a relationship between different represen-
tatives working and living in the community to coordi-
nate the activities of an outside agent, the consultants,
to provide a specific technical input (43). The important
issue is that the agents could collect information in a
way that was acceptable to all representatives and that
allowed the community members to take the necessary
action to effect change. 

DISCUSSION

The study has demonstrated the relationship between
empowerment and health outcomes through each of the
'empowerment domains': Participation; Community-based
organizations; Local leadership; Resource mobilization;
Asking 'why'; Assessment of problems; Links with other
people and organizations; Role of outside agents; and
Programme management. It provides a literature review

as an introduction to what is a complex issue. More re-
search is needed to establish the evidence for links bet-
ween empowerment and improvements in the health
status of individuals, groups, and communities. 

The author has used a 'domains approach' for addres-
sing this issue because it offers the advantage of being
able to unpack the complex concept of empowerment
into its different areas of influence. The 'empowerment
domains' also provide a focus for further research where
the evidence for a link between empowerment and health
outcomes is uncertain, for example, the link between
participation and health. It is hoped that the paper will
provide greater clarity for practitioners regarding the link
between empowerment and health outcomes.
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