Building collective control and improving health through a place-based
community empowerment initiative: Qualitative evidence from

communities seeking agency over their built environment.

Both environmental improvement and collective agency over local decisions are
recognised strategies for promoting health and health equity. However, both strategies
have been critiqued for their association with policies that emphasise local resources
and decision-making while the state disinvests in social and environmental
determinants of health. This paper explores the role of place-based community
empowerment initiatives in building collective control and improving health. We
examined the perspectives of participating communities using qualitative data from
interviews and observational fieldwork embedded within an evaluation of a national
community empowerment initiative: Big Local (funded by The National Lottery
Community Fund and overseen by Local Trust). We selected five examples of
community action to improve and maintain built environments. We found that while
academics (including the authors) are interested in mechanisms to health impacts,
participants focused on something more general: delivering benefits to their
communities and maintaining services threatened by state disinvestment. Participants
sometimes used ‘health’ as a pragmatic justification for action. We posit that systemic
pathways to health impact are plausible even when communities themselves do not
forefront health goals. For example, 'quick wins' and 'quick losses' resulting from early
community action have potential to galvanise or undermine collective agency, and so
affect communities’ capability to deliver future improvements to social and
environmental determinants of health. However, structural limitations and unequal
access to resources limit the potential of communities to make health-promoting
change, as some participants acknowledged. Collective agency may improve socio-
environmental determinants of health but systemic barriers to empowerment and equity

persist.



Background

Environment and control can each be considered social determinants of health (World Health
Organisation (WHO) 2013). Public health strategies and recommendations for reducing
health inequity frequently state that the quality of neighbourhood environments should be
improved; and that collective agency should be encouraged so that communities have more
control over decisions that affect them (Marmot et al, 2020; WHO, 2013; Solar & Irwin,
2010).

Communities could, potentially, have more control over neighbourhood improvement.
However, neighbourhood planning and improvement programmes are typically top-down
processes managed and implemented by governments and the public sector, at times in
partnership with third and private sector organisations (Lawless et al, 2010). Dargen (2009)
argues that area-based initiatives (ABIs: programmes to deliver improvements in specific
localities) may include some resident consultations or limited participation opportunities.
Nonetheless, those designing and delivering ABIs tend not to offer opportunities for
communities to exercise control over decisions (Popay et al, 2015).

Collective control is related to concepts such as collective agency, action and power.
These terms are used inconsistently in the literature (we discuss this in detail in another
publication) but here we outline our own understanding. In previous work (Popay et al, in
press; Ponsford et al, in press) we argued that ‘action’ refers to a thing that is done, while
‘control’ relates to power in that it denotes the ability to influence events and others’
behaviour. We proposed a capabilities framework that distinguishes between a community’s
(i) internal capabilities; (ii) capabilities to work with other agencies to achieve agreed ends;
and (iii) the organisational structures and capabilities to take action. Drawing on feminist
literature we term these capabilities power within, power with and power to respectively.

With respect to agency, Rolfe (2018) suggests that community groups may at times appear to



have agency in the sense of having opportunities to come together to make their own
decisions. However, individuals and communities do not have equal capacity (or equal
capabilities, as we would frame it) to fully realise this agency. Furthermore, this unequal
capability may be linked to broader social inequities. Policies to promote community agency
therefore risk being less effective for disadvantaged communities and residents (Rolfe, 2018).

The aim to “empower communities to come together to address local issues”
(Conservative Party, 2010) has increasingly been embraced by a range of political ideologies.
In the UK, widening health inequity has resulted from a decade-long retrenchment in public
spending instigated by a government that in 2010 emphasised community empowerment
alongside economic austerity as its flagship policies. Community empowerment, once seen as
a challenge to the status quo, has become mistrusted by some as a regressive means of filling
gaps left by government disinvestment in local areas and services. (Bambra et al. 2019;
Woodall, Warwick-Booth & Cross, 2012).

Empirical research also problematises the assumed benefits of community
empowerment. Control is positively associated with a range physical and mental health
impacts (Orton et al, 2019). However, systematic reviews of community empowerment
interventions have found positive and negative impacts on health and wellbeing (Durand et
al., 2014; O’Mara-Eves et al., 2013; VVoorberg, Bekkers & Tummers, 2015; Wallerstein,
2006) - with participants’ stress and feelings of being overburdened contributing to the
negative impacts (Pennington et al., 2017).

Hence, these are changing times for attempts to relocate collective agency and control
in community settings. It is an appropriate time to revisit the issue of community action
aimed at improving and maintaining neighbourhood built environments. Whereas past ABIs

have been criticised for failing to adequately involve communities, in this paper we consider



an ongoing national ABI that foregrounds collective agency amongst community members —

but at a time when community empowerment is itself the subject of critical scrutiny.

The built environment and health

Built environments are manufactured physical spaces that have social purposes and meanings
for those who create and use them. Built environments risk contributing to health inequities
through physical, psychosocial and behavioural pathways if disadvantaged populations have
greater exposure to harmful, rather than beneficial, environments (Bernard et al; 2007; Elliott,
2018; Marmot et al, 2020). WHO (1948) defined health in terms of its positive (wellbeing)
and negative (ill health) dimensions. Built environments can influence both these dimensions
of health.

Risks of ill health and infirmity associated with the built environment include physical
injury from poorly planned or maintained environments (e.g. dangerous roads) and risks from
polluted or unhygienic environments. (Macintyre, Ellaway & Cummins, 2002; Morello-
Frosch, 2002; Wallace 1990). Environmental characteristics have also been framed as
‘psychosocial stressors’ that adversely affect health through chronic stress (Martikainen,
Bartley & Lahelma; 2002). Stressors include buildings and other physical features that are
perceived to be ugly, vandalised or symbolic of area decline and neglect (Egan et al., 2008;
Kearns et al., 2013). Neighbourhoods may also present opportunities for less healthy
behaviours (e.g. the sale of unhealthy products in local shops (Marmot et al, 2020), or spaces
where the sale of illicit substances occur (Kimpton et al, 2017)).

However, built environments can be salutogenic: that is, supportive of positive
wellbeing. Features of the built environment considered desirable by residents may have
positive psychosocial impacts, for example, clean streets, aesthetically pleasing architecture,

greenspace, and publicly visible artwork. (Maass et al, 2017). However, views about which



kinds of environment are desirable or undesirable are subjective, and can be influenced by
social attitudes and prejudice (Kearns et al., 2013).

Built environments also provide opportunities for salutogenic behaviours. Local
amenities such as greenspace, sports facilities, community hubs, shops and services are
places where people can socialise, engage in physical activity or access services including
health services, or services relevant to social determinants of health - such as employment,
education and social support. Macintyre & Ellaway (2003) applied the term ‘opportunity
structures’ to their description of health-promoting local amenities. The geographical
proximity of affordable and culturally appropriate opportunity structures can help reduce
inequalities of access for those who lack the money, free time, transport and personal
mobility to travel further afield (Bernard et al. 2007).

Despite these posited pathways to health impacts, reviews examining different aspects
of health and place have expressed concerns about the quality of evidence underpinning
assumptions that built environment improvements benefit residents’ health (Ige et al., 2019;
Schile & Bolte, 2015). Attempts to identify and measure causal associations between
specific neighbourhood features and residents’ health have been critiqued as reductionist.
Cummins et al. (2007) argued that interactions between multiple physical and social
exposures are crucial. Bambra et al. (2019) criticised studies that focus on horizontal (e.g.
local level) determinants of health without considering vertical (e.g. regional, national and
international) structures and power imbalances that determine local inequities in resource
allocation.

More recently within public health disciplines, interest in complex systems has
focused attention on wholistic theories of causation: emphasising how health (and other)
impacts can emerge from cyclical causal pathways involving multiple interacting factors

(Rutter et al, 2017). The wider system in which an action takes place may respond and adapt



in ways that amplify or minimise the impacts over time. Systems thinking can also encourage
us to consider not only the impact of specific activities, but also the trade-offs involved in
pursuing one course of action over another (Hawe, Shiell & Riley, 2009)

Analytical approaches that emphasise these more interactional and systemic causal
mechanisms are well suited to the intervention we have studied, which simultaneously
encourages collective agency and neighbourhood improvement in a number of complex

community settings.

Aim

This paper aims to examine the role of place-based community empowerment initiatives in
building collective control and improving health. We focus on perspectives of residents from
communities who participate in the ongoing BL initiative and who have sought to exert

collective control over the built environment in neighbourhoods they live in.

Methods

Study design and ethics

This research was conducted as part of the Communities in Control study: an ongoing
independent mixed-methods evaluation of the impact of the BL initiative on health
inequalities and their social determinants. The qualitative component of this evaluation
included in-depth studies of a sample of 15 BL areas, including semi-structured interviews
with 280 participants. The analysis presented in this paper focuses on examples of built
environment initiatives from five of those areas based on data collected between November

2013 and November 2015; and a second fieldwork phase from January to December 2016.



Research ethics approval was obtained from Lancaster University Research Ethics
Committee. The sites are anonymised, which limits the level of contextual information we

provide about each area. Areas in this paper are labelled Al to A5.

Intervention

BL is funded by the English Big Lottery Charity and managed by a not-for-profit
organisation: Local Trust. This long term (>10 years) initiative involves residents of 150
relatively disadvantaged areas in England receiving £1 million per area to use to improve
their neighbourhoods. BL communities did not apply for this funding. Initially, the funder
produced a long list of English neighbourhoods that had not received significant national
lottery funding previously. The final 150 BL areas were selected from this list, following
discussions between the funder and stakeholders from local government and the local
voluntary and community sector.

Residents in each neighbourhood decide collectively how to use funds, within a
common overall framework comprising: forming a resident-led governance Partnership;
involving the wider community in developing and delivering a local plan; reviewing
progress; and adapting the plan as necessary. BL Partnerships are encouraged, but not
required, to collaborate with other organisations. The programme is innovative in having the
central objective of giving power over the £1 million to the residents of BL areas, unlike most
previous place-based interventions that put financial control in the hands of local government
or other professional institutions (Local Trust, 2012). Governance over how the money is
spent in each area rests with a resident-led Partnership but many Partnerships open up the
“governance space” to the wider ‘community of place’ to enable them to contribute to

priority setting, decision making and plan delivery.



Sampling and data collection

The research team worked with Local Trust to identify areas to approach, then contacted
local BL representatives to facilitate contact with the Partnerships in that area. The
researchers sampled BL areas to ensure geographical variety (e.g. villages/towns/cities). The
research team is a collaboration of researchers based in different English regions (North
West, North East, South West, London), and the geographical spread of sampled areas
reflected this. Partnership Members were contacted to discuss participation. If interest was
expressed, the researchers attended Partnership meetings to discuss the research and seek
consent.

Fieldwork at new sites began with a short period of familiarisation. Stakeholders were
identified, including members of the Partnership, the BL representatives providing support to
the Partnership, and relevant stakeholders and decision-makers working across the area.

Stakeholders were invited to participate in interviews or group discussions. In some
instances, follow-up interviews and informal conversations were conducted with participants
with particularly in-depth knowledge of BL in their area. The following year, further
fieldwork included sampling a mixture of previous participants and new participants.
Observations took place at both Partnership meetings, during guided area ‘walkabouts’ and at
events associated with the Partnership. Documents relevant to each site (e.g. those produced
by Partnerships) were collated for analysis.

With the consent of participants, formal interviews and group discussions were audio-
recorded and the recording was transcribed. Informal conversations were not audio-recorded:
the researcher made notes during or as soon as possible after the conversation. Observations
of Partnership meetings and BL-related events were recorded using written notes made on a

structured observation reporting template.



Analysis

The analysis was conducted in two stages. In the first stage, cross-case analysis was initiated
through the sharing of memos and a series of face-to-face analysis workshops where findings
were presented by each of the five research teams. In the second stage, 5 examples of
community actions to improve or maintain features of the built environment were selected.
Selection criteria stipulated that each should come from a different site and involve different
types of built environment. Researchers discussed the different types of initiatives taking
place in areas they were working in and from that discussion we agreed to seek an example
for each of the following categories: a sport or leisure facility for young people; a community
centre or hub, green space, community art, and the local economy. We selected an outdoor
sports facility in Al; a community hub in A2; a ‘pocket park’ (greenspace) in A3; a wall
mural in A4; and aesthetic improvements to a street containing shops in A5 (see also Table 1
in the online supplemental document).

Returning to the primary data, structured memos were created to describe what had
happened, who was involved, the improvement’s purpose, contrasting opinions, health
perspectives, progress made, and any other important factors that influenced developments.
We compared participants’ views on potential health impacts with our own understanding of
health pathways based on the literature (summarised above in the Background section). Our
intention was to consider hypothesised pathways to health impacts for initiatives that were at

a planning or early implementation stage — rather than assess actual health impacts.

Findings
From our analysis, several themes emerged that provide insights into the role this place-based

community empowerment initiative could play in improving health. We present these below



under the headings (i) contrasting views on health pathways; (ii) systemic pathways; and (iii)

setbacks and limits to agency.

Contrasting views on health pathways

Each of the five examples had their own unique configuration of immediate intended impacts
(see Figure 1). The community actions we selected included opportunity structures intended
to encourage socialising (A1, A2, A3), physical activity (A1, A3), and access to information
and services (e.g. employment service, youth group, art group, and education/training for
adults) (A2). Different examples of salutogenic improvements to area aesthetics were found
in A3, A4 and A5. In A3 it was also hoped that cleaner, more attractive greenspace would
provide a safe place for children to play. In A4 it was hoped the wall mural would attract
people to the community centre — a space at times used by the BL Partnership. In A5 it was
hoped that the aesthetic improvement would attract people to local shops and therefore help

the local economy.

[Figure 1 near here]

However, the hypothesised pathways that we describe in Figure 1 reflected the
researchers’ perspectives — influenced by professional expectations that we focus on
pathways to potential health impacts. In contrast, the community members we observed and
spoke to discussed health relatively infrequently. They were more concerned with more
general goals of neighbourhood improvement, implementation and community engagement.

Community members did refer to health at times in formal documentation. For
example, in the BL Partnership’s written local plan for A1, Partnership members stated that

their proposed outdoor sports facility would provide young people with opportunities for
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physical activity, which they linked to potential health benefits including lower blood
pressure and delayed onset of diabetes.

Community members also gave health more prominence when a proposed community
action was the subject of contention. For example, the Pocket Park was contentious amongst
some of the residents in A3, who thought the land would be better used to build affordable
housing. In the face of this opposition, a Partnership member who advocated for the park was

keen to make the case for its benefits, including health benefits.

[the pocket park] will be more beneficial, health and wellbeing wise, because it is a
very densely populated car congested area, full of pollution. More housing on
there...will be more tightly packed, more cars, more pollution and you know they
need a bit of greenspace. There is nowhere for kids to play, they are playing in the
flipping road now, the park, is a mile further up the road, along busy main roads the
kids aren’t going to go to the park to play.

(A3-Interview-Partnership Member).

This proponent of the park framed his arguments to contrast the health benefits of greenspace
to what he perceived to be health harms resulting from an alternative land-use (housing
development). In contrast, a supporter of new housing turned this framing on its head by

claiming that greenspace attracted harmful and anti-social behaviours.

There is still people that wants to see houses on there, not everybody wants to see a
little park. Because you put a little green space you are going to get people drinking,
drug dealing, dog fouling, so it is not everybody that want to see a green space there.

(A3-Interview-Resident).
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While these views appear contradictory, they share an implicit recognition that the decision
on how best to use this land required a trade-off: choosing one form of land-use meant
rejecting another. Furthermore, both speakers appeared to believe that framing this trade-off

around health harms and benefits could strengthen their own case.

Systemic Pathways.

Partnership members did at times express an awareness that their efforts to modify local
environments were linked to a strategy for increasing capabilities for collective control. For
example, the wall mural intervention in A4 was considered by one of the participants to be an
initial step to more ambitious future projects. The participant hoped that actions to improve
the built environment could strengthen the Partnership’s capabilities to take more ambitious

action in the future.

1 think it’s a small step... I think it’s just a little nod to what could happen and at the
moment it’s about getting people thinking about art as a positive thing to spend
money on. | think if we get the people onside now, a bigger project that we can do
leading off from this will have a much greater impact.

(A4-Interview-Partnership Member).

Early action could also potentially give Partnership members experience and confidence to
improve their internal capabilities (power within) and provide opportunities to influence other
organisations to work with them (power with). For example, the Partnership in Al entered

into a matched funding arrangement with local councils, allowing their £1million BL budget
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to go further. A council worker in A3 suggested that the early work of the Partnership there

could potentially strengthen the case for greater public investment in the area:

[it] really gave strength to a lot of local authority and elected members arguments
that the area needed investment and knowing that they were residents who were
willing to step up and get involved

(A3-Interview-Council Worker)

Hence, a relatively small initial intervention could be hypothesised to prompt a virtuous circle
of increased collective capability leading to further action, which could further increase
capabilities — and so on. These escalating cyclical pathways are summarised in Figure 2 and
are referred to as ‘positive feedback loops.” They are not the only feedback loops we could

hypothesise but they are pathways that some of the participants seemed particularly aware of.

[Figure 2 near here]
Setbacks and limits to agency
However, the escalation of impact hypothesised in Figure 2 would not occur if community
members considered early interventions to be unsuccessful. A perceived ‘quick loss’ could
reduce Partnership members’ confidence and cohesion. In A5, for example, the plans to
attract more customers to local shops through high street aesthetic improvements was
eventually abandoned following disagreements over who would primarily benefit: residents
or business owners. The episode exposed divisions within the community, as described by the

discussion between two Partnership members.

PM1: How is that helping anybody in the borough, you know?
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PM2: All it’s helping is the shopkeepers.
PM1: Yeah, um, but people didn’t understand what, when she said about economy

They was like, yeah obviously we want to help the economy, we'll tick that

one.
R2: But it wasn’t actually, that’s not what it was about, so.
R: ...they was really misled.

(A5-Interview-Partnership Members).

To some community members, this episode highlighted limitations to what the Partnership
might achieve. In the following quote, one A5 Partnership Member contrasted the difficult
task of attempting to use BL to improve the local economy, with what was felt to be a more

achievable aim of improving specific local spaces.

There weren’t many people in the community, probably barring me and a few other

people, that had that economic understanding. So that it was really hard, because it

felt like ideas had to be suggested more. Whereas with some of the other groups, like
the Community Spaces one, it was much easier.

(A5-Interview-Partnership Member).

This speaker framed the main barrier to collective agency to be a lack of economic expertise:
a limitation of internal capabilities amongst community members. However, external factors
(beyond the community) could also be seen to shape and limit impacts from community
action. For example, A2’s community hub was presented by its Partnership as a response to
cuts in government funded local services. During a presentation about the hub at a local

meeting, one of the Partnership’s PowerPoint slides stated that:
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We want to bring back a range of support services to the village that have been
withdrawn through funding cuts — this would include supporting people into
employment and training, debt and benefit advice, housing, community safety.

(A2-Observation-Partnership Member)

Although residents’ health and wellbeing may be hypothesised to benefit from the kinds of
services accessed through the hub, it is important to consider whether there were any net
benefits — taking into account not only what the Partnership added but also what public sector

disinvestment previously took away.

Discussion

We have drawn on qualitative data relating to our evaluation of the BL, along with our
knowledge of public health literature and evidence, to examine five examples of community
action to improve or maintain the built environment. Four of these were works in progress at
the time of our fieldwork and one (the high street improvements) was abandoned. We have
explored how each of these, if fully implemented, could impact on health and wellbeing
through pathways that include improving local opportunity structures and replacing
psychosocial stressors with salutogenic improvements.

We have also suggested that researchers’ understandings of potential health impacts
may differ from those of community members. As researchers, our views reflect our subject
specialism in health-related fields and our need to focus on health issues in order to meet
professional expectations (e.g. from academic peers, funders and journal editors). Community
members had a need to deliver improvements and to be perceived to be doing so by the wider

community. They tended to focus on concerns around engagement, planning, implementation
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and more general benefits to people’s lives. It was often left to the researchers to theorise
how health improvement linked to the kinds of impacts participants discussed. When
community members did draw on public health discourse, it tended to serve specific strategic
purposes: for example, in written statements to funders, or to reinforce a particular viewpoint
about a disputed issue.

The community actions described in this paper — though substantial undertakings for
those involved — do not by themselves represent transformative changes to neighbourhood
built environments. They are generally small in scale and so, even if direct pathways to health
are plausible, the scale of those impacts would be limited unless they lead to an escalation of
collective agency and action extending beyond the immediate environmental changes we
have reported here. 'Quick wins' and 'quick losses' resulting from early community action
have potential to galvanise or undermine collective agency, and so affect communities’
capability to deliver future improvements to social and environmental determinants of health.

Previously, we have argued that contextual factors, including community cohesion
and previous experience of community participation, could influence Partnerships’
capabilities for collective control (Ponsford et al, in press). Here, we found that structural
limitations and scarce resources may also limit the potential of communities to make health-
promoting change, as some participants acknowledged (Whitehead et al., 2018). The problem
can be framed as ‘system incoherence’: an attempt to leverage change within a wider system
characterised by more powerful causal pathways resistant to that change (Knai et al., 2018).
In this case, we suggest those more powerful causal pathways involve economic systems and
national government policies that led to disinvestment in local authority public services. This
was made explicit by community members in one of our areas (A3) but could also help
explain why the local Partnership in A5 abandoned its attempts to improve the local

economy. We do not suggest that community-led initiatives to improve local economies are
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an impossibility. We do suggest that local communities should not have to carry the
responsibility for transforming a system that, for the most part, operates beyond their
immediate sphere of influence.

Even when community action is focused on small scale built environment
modifications, we can see how larger structural inequalities can undermine collective agency.
Resources — including so-called local assets - are scarce and scarcity can necessitate trade-off
decisions. We provided an example of a trade-off regarding how best to use local land
(housing vs greenspace), but the principal extends to other types of resource including money
and human capacity. Hawe, Shiell & Riley (2009) have argued that assessing trade-offs could
be considered an important part of intervention evaluation. Here, we argue that trade-offs are
a mechanism for generating intervention inequalities because they disproportionally affect
community action where resources are scarcest — limiting choices for action in those
communities.

The BL initiative does include features that can plausibly help local communities push
back on some of these problems. It provides communities with additional financial resource
and encourages them to seek matched funding so that budgets can seed further investment.
Furthermore, by encouraging the development of collective control, communities may be

better able to expand their sphere of influence in future.

Limitations

This is one of a number of papers (some yet to be produced) from a larger study. The
qualitative component of the study covers 15 areas and from these we selected five examples
to focus on here. Our sampling decisions reflect the common tension of optimising breadth
and depth. It means only a portion of our qualitative dataset was drawn upon here. A

quantitative impact evaluation covering all 150 sites is also planned.
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Experiential and subject disciplinary knowledge of the researchers have played a
crucial role — both in our hypotheses about pathways to health, and our interpretations of
participant accounts. Although we did not systematically review health pathways specifically
for this paper, we have drawn upon a number of relevant systematic reviews and other

sources.

Conclusion

We have examined examples of built environment improvements achieved through
community action linked to the BL initiative and sought to understand their implications for
health improvement and health equity. Participants from the communities we studied tended
to be pragmatic about health, referring to it when it was useful to do so — rather than treat it as
their main priority. Nonetheless, we would argue that researchers and policy-makers involved
in public health policy may still wish to understand the health implications of initiatives such
as BL. Public health strategies have long emphasised the need for action beyond the health
sector, with the implication that health impacts can result from actions that are not primarily
motivated by health concerns. In the case of BL, we caution against assuming that the most
likely pathways to health impacts are through simple, direct causal chains from collective
empowerment to neighbourhood improvement to health improvement. Collective agency may
improve communities’ socio-environmental determinants of health over time through
systemic pathways. However, systemic barriers to empowerment and equity also persist and
may undermine communities’ ability to achieve substantial improvements to their

environment and their health.
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