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ABSTRACT 

Community-based approaches to participatory design, such as the 

design workshop, promise to engage underserved populations in 

collaborative dialog and provide a platform for promoting the 

views of communities who are not typically given a space to 

engage in design. Yet, we know little about how design workshops 

as a research site can engage underserved individuals (i.e., due to 

class, race, or age status) or address personal concerns (e.g., 

health). As a way of exploring these issues, we conducted a series 

of five design workshops with low-income African-American 

older adults to understand their health experiences. Our findings 

reveal three insights associated with the design workshop and the 

topic of health: comfort with community versus personal health; 

the sociocultural configuration of interaction; and empowerment 

in the context of systematic inequality of opportunity. We discuss 

the importance of understanding the situated nature of design 

workshops, particularly when engaging underserved groups in the 

topic of health, and the potential of the design workshop as a 

mechanism for activism. 
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1  INTRODUCTION 

Participatory design promises to serve as a bridge between 

researcher and participant and engage the ‘user’ in addressing 

various societal phenomena [28, 29, 47, 48, 65]. Muller argues 

that participatory design can provide a “third space” wherein 

knowledge or expertise are exchanged between researcher and 

end-user [41]. Further, participatory design can encourage a 

unique sense of empowerment among participants [11, 20], 

serving as a proponent for autonomy and agency in discussions of 

work environment, political governance, or other life domains. 

This approach can aid in working through power imbalances in a 

number of contexts (e.g., shifting views on illiteracy or cultural 

norms of developing populations) [2, 65], extending its original 

Scandinavian application [7]. Situating participatory design within 

a particular community of individuals allows design to address a 

broader but more political set of societal challenges in a more 

localized context, and can effectively engage communities that 

face issues of access to resources [29, 44, 48]. 

One specific approach to participatory design is the design 

workshop, in which researchers collaboratively engage 

participants in design activities that explore phenomenological 

questions. Here, we extend prior work [46] by referencing the 

design workshop as a site and instrument for research study. The 

design workshop has historical precedence of serving as a 

democratic approach to innovation and development in a variety 

of contexts [7]. For example, recent work has aimed to engage 

those who are often excluded from the design of healthcare 

systems, such as older adults [10, 18, 24, 67] and ethnic minorities 

[44, 49, 59]. Engaging participants in the development of health 

technology systems has been shown to improve acceptance of 

these technologies [17, 37]. Yet, we know little about how design 

workshops can engage groups who historically experience 

systematic inequities (i.e., based on lower income, being an ethnic 

minority, and older age) or support discussions that are highly 

personal and sociocultural (e.g., health and health disparities). 

The present paper aims to fill this gap in the literature through 

an analysis of five health-related design workshops with a 

community of low-income African American older adults. 

Democratizing the design process is particularly important given 

that groups who identify as marginalized based on race, ethnicity, 

age, gender or socioeconomic status often experience considerable 

health inequities when compared to non-marginalized populations 

(i.e., white, middle-class groups). Health disparities and chronic 

illnesses disproportionately affect individuals from racial and 

ethnic minority communities and lower income areas in the U.S. 

[1]. Most often, these individuals face difficulty in maintaining 

their health as they experience structural and systemic barriers to 

accessing equitable healthcare solutions such as lower incomes, 

poor environmental infrastructure, and lessened availability of 

healthier resources [30, 36]. Such structural and systemic barriers 

have resulted in groups who are underserved in terms of access 
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and sustainability of healthcare resources. When compounded by 

age-related factors that impact health maintenance, these 

challenges often exacerbate gaps in health equity and access. 

These constraints impact how these communities approach health 

management and thus their perceptions of health-related 

technological interventions, making it critical to understand health 

needs as defined by these populations and the ways they envision 

solutions. Design workshops, therefore, may be a useful way to 

engage these individuals in collaboratively envisioning future 

health technologies. 

The goals of the present study are twofold: (1) to understand 

how community-based design workshops can elicit priorities, 

experiences, and accounts of health among underserved 

communities, and (2) to examine the impact of workshop 

structure, method, and facilitation on the engagement of these 

participants. Our findings reveal three insights associated with the 

design workshop and the topic of health: comfort with community 

versus personal health; the sociocultural configuration of 

interaction; and empowerment in the context of systematic 

inequality of opportunity. Beyond this, our analysis draws on prior 

conceptualizations of ‘making as expression’ as a way of engaging 

people in health-related design [35] and the framing of design 

workshops as a research sites [46]. We extend prior work by 

contributing a case of how oftentimes design approaches that are 

participatory in theory are still implemented as a privileged, 

middle-class activity, making it challenged to engage underserved 

communities. Despite adapting activities and materials to suit the 

interests and sociocultural perspectives of our participants [48], we 

were met with challenges around what is ‘successful’ engagement, 

certain material choices being perceived as infantilizing, and 

inherent power imbalances. We reflect on these tensions and argue 

that the situated context of the design workshop has significant 

implications for the ways in which health is discussed and the 

potential to facilitate a sense of community activism around 

health. 

2 RELATED WORK 

2.1 Community-Based Design Research 

Much like the participatory design movement, community-based 

participatory research (CBPR) and Participatory Action Research 

(PAR) focus the participant as political collaborator and catalyst 

for change [58]. These approaches leverage education and social 

action in a localized context to address challenges such as health 

disparities among communities of need [25, 62, 65]. CBPR and 

PAR as research methods do not typically emphasize design 

engagement, but are useful in helping researchers understand 

community practices prior to the integration of technology, and 

exploring technology solutions in the context of a particular 

community [23, 54]. Nevertheless, these methods share several 

concepts of engagement, primarily the incorporation of impacted 

individuals, stakeholders, and researchers in various stages of 

project development [58], emphasizing the need for a more 

inclusive and democratic approach to research. 

Scholars have begun to appropriate CBPR methods into design 

– often termed community-based design research – in order to 

situate design engagements in the context of a particular group or 

geographic location [16, 43, 44, 46, 48]. This approach is 

particularly useful when working with underserved communities 

due to diverse constraints on the ways in which people view 

disparities, access and resources that play into community 

approaches to addressing disparities, and available platforms to 

position and advance community needs [16, 25, 40, 44, 58]. 

Community-based design research is thus largely influenced by 

local climates of community engagement, making it essential to 

attend to the ways in which we define “community”. Specifically, 

community may refer to a particular group based on 

commonalities in work or extracurricular practice, or that of 

individuals who share geographic proximity. Carroll highlights 

that community as geographic proximity presents a shared space 

in which individuals must negotiate living conditions, access to 

common resources, and cultural norms around interaction [13], 

which is the view we adopt in this paper. Situating participatory 

design in a proximate community setting can allow for a more 

democratic approach to design by promoting voice and 

perspective of the larger community. LeDantac and Fox also argue 

that this approach to design contends the power and authority 

dynamics that may exist in various community settings, leading to 

successful community-based interventions [16]. 

Turning to other examples of this approach in practice, 

community-based design research highlights a particular set of 

negotiations in collaborative design work: the co-creation of both 

artifact and method [26], the mutual gain that results from 

collaboration in CBPR [9, 22], and the ways in which  

participatory design through the lens of CBPR presents 

opportunity for social action research and activism [23, 40, 54]. 

Aligning the design workshop with the ethos of CBPR brings 

about two major points of interest: the structuring of community-

based design workshops as research sites, and the ways in which 

the design workshop can engender empowerment among 

underserved communities. 

2.2  Design Workshops as Research Sites 

The concept of the participatory design workshop has long been 

intertwined with crafting, maker labs, and hackerspaces [45, 46], 

often focusing on a particular group’s approach to collaborative 

work and most recently examining this approach from a 

sociotechnical lens of identity [39, 56, 57]. Although collaborative 

maker culture and participatory design overlap in some ways, the 

design workshop as a research site sees a slightly different 

structure and engagement of researcher and workshop participant 

[46]. In this way, the design workshop space serves as an 

opportunity for knowledge exchange between researcher and 

participant about various topics such as health, communication, or 

technology among a particular group based on some other defining 

characteristic outside of common hobby [6, 9, 46, 59]. In addition, 

participatory design workshops provide an opportunity to research 

the application of design workshop methodology itself [6, 28, 44, 

48], highlighting the interaction of methodology and situated 

participant groups when examined in the context of a particular 

community.  

Extending the methodological approaches of ethnography and 

anthropology, the participatory design workshop as a research site 



 

allows for observation of participant behavior as its own 

phenomenon [13, 45, 65], and provides researchers with a better 

understanding of how behaviors may be influenced by method. In 

this way, the participatory design workshop serves as its own 

social experiment into person and method, revealing nuances of 

engagement, power dynamics, and other social structures.  

2.3 Empowerment and Participatory Design 

Empowerment associated with participatory approaches to design 

research has been studied extensively in HCI [15, 19–21, 34, 52, 

58]. Zimmerman describes empowerment as a process that helps 

individuals to gain “understanding and control over personal, 

social, economic, or political forces in order to better their lives” 

[68]. In this way, empowerment is represented as both a resulting 

sense of engagement and a nascent call-to-action. Research on 

community engagement and empowerment in the context of 

participatory design [19, 48] argues that this design approach 

empowers community members by making local concerns more 

visible, focusing on local needs, and holding community 

representatives accountable for addressing those needs. Similarly, 

participatory governance and other participatory action strategies 

can influence change in low-income neighborhoods by focusing 

on the voice of the community resident in partnership with various 

other stakeholders [19]. This approach allows underserved groups 

to directly partake in decision-making that has most immediate 

impact on their well-being and quality of life, and thus is a 

common approach to addressing health disparities [32, 58, 62]. 

 Empowerment, while often examined in terms of civic 

engagement among HCI researchers [15, 16, 19, 52], is described 

as a central theme to collectivism in health promotion in the 

context of CBPR and participatory design [33, 62]. Researchers 

establish that participatory research approaches create local 

ownership of health by engaging and supporting communities that 

are ultimately affected by design decisions in the long run, and 

create opportunity for long-term community goals [32, 62]. In this 

way, empowerment serves as both process and outcome in 

community-based approaches to addressing health needs among 

disadvantaged and underserved groups.  

Laverack and Wallerstein suggest that in considering the 

concept of democratized design, it is important to examine the 

influence of social configuration and power relations as key 

aspects of community empowerment [33]. We assert that these 

aspects are essential factors in health promotion among 

underserved populations, and thus an appropriate approach to 

exploring health among low-income African American older 

adults. It is also beneficial to understand in what ways the design 

workshop elicits and supports notions of empowerment.  

3 METHOD 

Our work builds upon previous work in HCI examining 

participatory design workshops as research sites [16, 46] and the 

ways participatory design can engage underserved individuals 

facing certain systematic oppressions [11, 20, 58].  

 

3.1 Design Workshop Site and Participants 

We conducted a series of five design workshops at a residential 

senior village where all participants lived and participated in 

organized extracurricular activities, providing both site familiarity 

and convenience for participants (see Figure 1). We intentionally 

decided to conduct our workshops within a community setting 

given that situating design work within local geographic 

communities is a beneficial approach to collectivism in design [43, 

48]. As our larger research agenda is to explore ways in which 

design can address health disparities for these individuals, we 

chose a community neighborhood in the Southside of that 

historically experiences inequalities in areas of healthcare and has 

a culturally complex history with the city, including racism, 

segregation, and resource scarcity [19, 42, 53]. Thus, we held 

workshops with residents of a low-income, predominantly 

African-American senior village in a Southside neighborhood in 

Chicago. 

This study was approved by the Institutional Review Board of 

Northwestern University. The first author spent over five months 

volunteering at monthly food distributions and supporting 

extracurricular activities at the senior village to build rapport with 

the community. To aid in recruitment, the first author worked with 

the community coordinator of the senior village to identify 

potential participants that may be interested by arranging in-

person interest sessions for several weeks prior to the workshops 

where researchers visited the center and discussed the upcoming 

workshops and allowed interested participants to sign-up to be 

screened for eligibility. We also used snowball sampling, as 

interested participants offered to share study information with 

others in the community.  

To participate in this study, participants needed to (1) identify 

as African-American; (2) live in the senior village; and (3) earn 

less than $20,000 annually, thus all participants fell below the 

local poverty line (see Table 1 for participant demographics). 

Using a questionnaire adapted from [14], most participants rated 

their health between “fair” and “good” on a 5-point scale of 

“poor” to “excellent”. Based on questionnaire data, our participant 

sample identified as underserved in access to healthcare and 

familiarity with technology. Seven of our participants reported 

using the Internet about once a month for online financial or health 

services, including checking patient portals or medical messages 

from doctors. The other six did not use the Internet or go online. 

  

Figure 1: Participants at weekly design workshop site. 

 



 

 

ID: 

Gender 

Age Employment Education Health 

Status 

201: F 71 Retired <12th grade Good 

202: F 72 Retired High School Very Good 

203: F 70 Retired Some College Poor 

204: F 78 Part-time <12th grade Fair 

205: F 65 Retired Bachelors Fair 

206: F 69 Unemployed Associates Fair 

207: F 68 Retired Bachelors Excellent 

208: F 79 Retired Post-Graduate Very Good 

209: F 69 Unemployed Some College Good 

210: F 68 Part-time Some College Good 

101: M 78 Unemployed <12th grade Fair 

102: M 72 Retired Some College Fair 

103: M 68 Retired High School Very Good 

Table 1. Participant Demographics 

3.2 Design Workshop Structure and Activities 

We conducted five design workshops that guided participants 

through a five-part exploration of perceptions, challenges, and 

approaches to health with the goal of informing future health 

technologies that may be beneficial to them individually or their 

community. Each workshop lasted 90-120 minutes and 

participants were compensated $20 in cash for each workshop they 

attended. Our engagement with participants was solely as 

researcher-participant and co-designers as opposed to providers of 

a service.  

Design workshop activities were selected based on prior design 

research workshops [46], researcher experience conducting similar 

sessions, and iterative feedback from participants. We first sought 

to have participants reflect on their ideas of health and the 

resources they needed in order to be healthy. We prompted this 

reflection through an individual collaging activity. Ads, 

newspapers, and magazines relevant to both the subject area of 

health and wellness and to the African-American community were 

gathered and provided to participants. In addition, researchers 

provided several printed materials such as images of digital health 

technologies and exercise equipment, U.S. currency, stock photos 

of black people representing family members, and word cards that 

could be associated with health and wellness (e.g., spirituality, 

happiness, exercise, mobility). Participants were also encouraged 

to bring any materials that they considered meaningful to their 

personal health and well-being. Poster boards were prepared by 

the research team prior to the session, each divided into three 

sections with prompts to guide reflection: (1) “thoughts of health”, 

(2) “health needs”, and (3) “my health in the future”. 

Workshop 2 focused on documenting what health looked like 

and what challenges participants faced in being healthy through a 

Photovoice exercise [63]. At the end of the first workshop, 

participants were provided with disposable cameras and asked to 

photograph health-related aspects of their environment over the 

course of a week. During the second workshop, we provided 

participants with their developed photos printed on paper, which 

was followed by a group analysis of photos through card sorting 

(i.e., having participants label photos and put them into 

meaningful groups). While the research team suggested ‘Aids’ and 

‘Problem Areas’ to health as categories, participants were 

encouraged to revise these, or add additional groups that they 

found important. 

In the third workshop, participants defined potential design 

challenges to through a “How Might We” small group exercise. 

Five poster boards were provided to each of three groups, each 

with the open statement “How might we…” plus a verb prompt 

(“reduce”, “increase”, “make”, “improve”, “provide”) to get the 

participants started. As providing more detailed instructions was 

one of the requests in the feedback we received weekly, the 

research team adapted the original activity planned by preparing 

print out examples. Additionally, photos from the previous week 

were arranged on poster boards and displayed on the walls 

according to participant-defined categories to guide the activity.   

The fourth and fifth workshop focused on visualizing idea 

solutions to design challenges participants previously identified. 

During Workshop 4, participants individually and visually 

brainstormed solutions to the challenges defined in the prior week. 

For this workshop, participants were introduced to what it meant 

to represent a solution as a tool or service, based on participants’ 

desire for more detailed instructions. Participants were then given 

sheets of paper separated into an ideation drawing area and lines 

for text, and provided with art materials (e.g., drawing paper, 

colored pencils). Participants were asked to ideate solutions that 

would address some of the prevalent “How Might We” challenges 

that emerged from the larger group. Lastly, Workshop 5 saw the 

representation of this ideation through paper prototyping and 

storyboarding. Participants were broken into three groups, where 

each group selected one of the brainstormed solutions to develop 

further and then represent how it would be used to address its 

intended challenge. During this workshop, participants were 

provided with large poster-sized sheets of white paper, several 

storyboard worksheets, markers, colored pencils, sticky notes, and 

other arts and crafts materials (stickers, pipe cleaners, etc.).  

To frame the design engagement, we opened the first workshop 

with an explanation of the overall purpose: to help researchers 

learn and design some form of support tool for community 

residents’ current health needs and priorities. We selected this 

articulation of the goal to emphasize the desire to capture 

participants’ lived experiences, and their role in directing 

researchers’ understandings rather than vice versa. We began 

subsequent workshops with a recap of the previous week and 

ended with an “I Like/I Wish” exercise in which participants 

expressed their thoughts on the workshop’s activity and execution. 

Participants were encouraged to share feedback to improve 

workshops from week-to-week.  

Although a few of the workshop activities were done 

individually (collaging, photovoice photography, solution 

ideation), workshops were structured in a group setting using large 

tables where participants faced each other to encourage sharing of 

ideas and materials. 

3.3 Follow-Up Interviews 

To allow for further reflection on the methods and context of the 

design workshop with this population, we conducted one-on-one 

follow-up interviews with participants shortly after conclusion of 

the workshop series. Interview opportunities were extended to all 

13 individuals who participated in the workshop series, where 12 



 

individuals participated in follow-up interviews.  These interviews 

focused on the perceptions and experiences of workshop 

participants and explored ways the workshop could promote 

action to problem areas that emerged. Our protocol revisited the 

workshop activities, setting, participant engagement, and future 

goals; forming our understanding of how participants interpreted 

this experience. Interviews lasted between 30-45 minutes and took 

place at the same site as the design workshops. 

3.4 Data Analysis and Positionality 

The research team took detailed fieldnotes and captured 

photographs of the workshop activities. When appropriate, we also 

collected video and audio recordings of participants’ interactions. 

Following each workshop, each researcher wrote analytic memos 

that expanded their field notes, which were then combined to one 

set of memos for all workshops. We reviewed all video and audio 

recordings, photographs, field notes, and participant generated 

artifacts. We transcribed follow-up interview data and analyzed 

these data alongside our other workshop data. We analyzed these 

data streams in parallel through a process of open coding to 

identify initial themes across the qualitative workshop data. The 

research team regularly reviewed and discussed emergent themes, 

and then iteratively memoed on and identified resulting higher-

level themes. We looked to the analytic approach of Sabiescu [48] 

and Rosner [46] in adopting an iterative process of reflecting on 

our data against the existing ideological stances of CBPR, PAR, 

and participatory design [44]. 

As both a methodological and ethical concern pertaining to 

research with diverse participant groups [51, 66], we disclose the 

identities and positionality of the researchers and authors of this 

paper. This series of design workshops were executed by a 

research team comprised of an African-American female lead 

researcher from a southern region of the United States (U.S.), a 

Hispanic female research assistant from Puerto Rico, and a white 

female research assistant from the Midwest region of the U.S. The 

third author is a white female from a rural, southern region of the 

U.S. All authors were involved in analysis of data and 

interpretation of workshop findings. As part of their own reflexive 

practice, the researchers worked together to constantly challenge 

and discuss assumptions and interpretations that emerged during 

analysis. 

4 FINDINGS 

Our analysis of workshop and interview data suggest three main 

insights into the application of design workshops for this 

particular population and the topic of health: comfort with 

community versus personal health; the sociocultural configuration 

of the design workshop itself; and empowerment in the context of 

systematic inequality of opportunity.   

4.1 From Personal to Community Health 

At the outset of our research, we formulated this series of design 

workshops as a way of drawing out personal health experiences 

and needs from this understudied participant group. During our 

first workshop session, conversations and activity engagement 

focused on participants’ personal stories and experiences 

regarding their health. In Workshop 1, participants collaged about 

their health, visually depicting personal health issues, equipment 

or medications they used, their personal approaches to access 

doctors or healthcare, their vision for a healthier version of 

themselves, and the things they would need to achieve that vision 

(i.e. money, proper foods, etc.). As previously stated, participants 

were also encouraged to bring in materials and artifacts that were 

meaningful to them in regard to health, which in turn elicited 

dialogue about why certain objects had meaning and in what ways 

they resembled health for this population. For example, several 

participants brought in community health booklets they received 

in the mail that advertised local health services and medical 

equipment.  

In attempts to further draw out personal health experiences and 

needs, our second workshop involved participants reviewing 

photos they took during the take-home Photovoice activity (with 

photo taking occurring in the time between Workshops 1 and 2). 

We observed, however, a distinct shift in discussion away from 

personal health. Although participants discussed aspects of 

personal health captured on their individual collage boards with 

the group during Workshop 1, they were reticent to discuss photos 

in the same way. There was a reluctance among most participants 

to acknowledge personal health issues or discuss particulars of 

these photos, leading to generalized statements, such as “these 

would be bad for anyone’s health” or “smoking is bad for you”. 

Many of the images participants captured depicted alcohol and 

tobacco consumption among other building residents and poor 

living conditions in their building and neighborhood (Fig 2). 

Although participants readily framed these activities as poor 

health habits, the conversations that surfaced upon reviewing these 

photos were general in nature. Moreover, there was a reluctance to 

claim ownership of images that depicted what the larger group 

deemed to be poor health habits. Despite attempts by the lead 

researcher, participants distanced these health habits from 

themselves personally. P201: I guess we don’t have no personal 

health problems that we want to discuss. Conversations were 

instead re-directed to be more about the larger community or 

behaviors that would be considered a poor habit for “any senior”. 

This was in direct contrast to the sharing that took place during 

our first collaging workshop, where personal health was discussed 

freely. 

Instead, the second and subsequent workshop sessions became 

more focused on environment and community as an agent of 

health. Conversations emphasized the concept of health as a 

community practice – environmental conditions such as upkeep 

and sanitation in the building and neighborhood, accessible 

community resources, and issues of safety and community 

support. This may have been due to our using the resident senior 

village itself as a research site and conducting these workshops 

with a group made up of only building residents.  



 

 

Workshops 2-5 involved conversations about how the 

surrounding environment (neighborhood, street, building) 

impacted feelings of safety and thus the ability to live healthily at 

their age. For example, one participant shared how the lack of road 

infrastructure in the area surrounding their building impacted their 

ability to get to and from doctor’s appointments and grocery trips.  

P201: A problem area to me is, like, crossing that street 

over there where we don’t have a [shelter] and we’re 

standing … waiting for the bus … and it’s dangerous 

trying to get across the street to get the bus but we don’t 

want to stand out there in the rain and the snow so we 

stay on this side so now we have to fight to get across … 

to me, that’s a danger right there. 

Many participants also expressed concern for local violence 

prevention, a determinant which has traditionally been shown to 

impact community health in low-income communities [40]. 

Further, the shift away from personal health calls attention to the 

private and intimate nature of health when localized in a particular 

individual rather than a social group or organization. Many 

participants expressed in follow-up interviews that they would feel 

more comfortable discussing personal health with complete 

strangers, certain family members, or close friends that did not 

live in proximity to them. Participants explained their reluctance 

to discuss personal health and perceived poor health habits with 

community peers they would see every day as a result of pre-

existing social dynamics and history of familial disclosure about 

health, whether good or bad.  

P204: Like I said, there’s too much talk… it’s just too 

much talk… And they tell other people’s business. If we 

was in here, and talked about something… when you go 

out there, a day or two may pass, then somebody asks, 

“come in, let me ask you something”. You know… I 

don’t trust people in here. 

Participants indicated that personal health was a subject too 

intimate to be engaged with for participatory design workshops 

configured within this particular social community. Follow-up 

interviews disclosed that for many participants this stemmed from 

their personal bouts with chronic illness or drug use that they 

would not want shared with people they saw every day. 

Confidentiality thus emerged as a major concern for discussing 

intimate details of one’s personal health in the setting of design 

workshops. The emphasis on community health and distancing 

from a focus on personal health reveals the ways in which the 

structure of design workshops influences conversations on health 

experiences and needs. Here, we see not only that individual 

health is a personal issue, making it sensitive to group discussion, 

but that the social configuration of the group raises additional 

confidentiality considerations for the orchestration and facilitation 

of design workshops as a research method for understanding 

health. We see through our analysis, and our decision to hold 

workshops with residents within a single residential community, 

that the site of research cannot be separated from the social 

context of the workshop, which forms a backdrop for engagement. 

Considering the design workshop as a “situated instrument of 

innovation” [46] frames the way in which we understand both 

engagement and outcomes, a key underpinning of community-

based design work [16]. The situated location of our workshop site 

influenced the content of the workshop in such a way that the 

constructs of health and community, both social and material, 

cannot be disentangled. 

4.2 Sociocultural Configuration of Participation 

When conducting community-based participatory design, it is vital 

for researchers to allow for re-configuration of tools, spaces, and 

activities themselves as they learn the local culture of participants 

[48, 49]. Prior to and throughout our design workshops, the 

research team discussed the aspects of the workshops that would 

in essence ‘configure participation’ [60]. At the most basic level, 

we were sensitive to the sociocultural dimensions of activities by 

examining whether materials, prompts and instructions were in a 

form that was relevant and digestible for workshop participants. 

For example, we sought to provide geographically relevant 

magazines and flyers (e.g., Penny Saver ads) during collaging that 

would be hyper-local to the population engaging in the workshops. 

This consideration extended to the format of activities and 

complexity level of materials, in which we constantly monitored 

how participants reacted to both the material selection and 

physical configuration of the workspace. 

An interesting tension that emerged across the workshops was 

the desire for simplicity in ideation materials coupled with the 

expression of feeling that certain materials (e.g., colored pencils or 

markers) made participants feel as though they were engaging in 

“elementary activities”. Based on observations during the first 

three workshops, we realized that ideation activities might be best 

supported by facilitating conversation with participants about the 

ways they wanted to visually express their ideas. While many 

participants felt they had little context to inform responses to this 

discussion, a few commented that “arts and crafts materials” 

similar to those available during collaging would be useful to 

showcasing ideas. Ultimately, we adapted our plans to leverage a 

variety of materials that ranged in fluidity and potential for 

expression [35] (e.g., paper, markers, magazines clippings), and 

practices with which participants were familiar and comfortable 

performing (e.g., artistic collaging, taking pictures). However, a 

few participants felt that the presence of these materials indicated 

    

Figure 2: Participant photos of health within their community during Workshop 2 Photovoice activity. 

 



 

that the researchers perceived participants as incompetent or 

inexperienced, likening this engagement to that of “little kids 

coloring in coloring books” [P201]. We see an inextricable link 

between social expectations and material appropriation, and find 

that these constructs are rooted in the sociocultural associations 

participants bring to bear on an engagement. As others have noted, 

attending to and making adjustments based on such sociocultural 

associations is essential to engaging diverse populations in 

participatory design [26, 48, 49]. 

Although we aimed to strike a balance in the kinds of materials 

we provided for each activity, participants felt that there were gaps 

in what we provided. In the collaging activity for example, 

participants desired images that represented negative feelings 

regarding health and various stages of feeling sick or disabled. 

Many participants felt that in showing themselves in collages or 

storyboards it was important to show a realistic depiction of how 

they felt on average. P204: It’s important for me to show myself 

how I feel, cuz some seniors don’t think about it and don’t try to 

look better or do better. Additionally, there was an emphasis 

placed on having more representation of money as this was 

perceived as both a catalyst and barrier for health among the 

group. In the collaging activity, this was indicated by each 

participant using images of money throughout their collage 

boards. Following this common use of imagery, participants 

explained that finances prevented them from accessing things such 

as health insurance, necessary medications, and proper nutrition. 

The overwhelming use of visual imagery depicting money 

provides a clear signal of the tension between the dependence on 

and lack of access to money for health shared among the group. 

Just as sociocultural associations with materials shaped 

participation and elicitation of participant experiences, so did 

social expectations and norms for engagement in the concept of a 

design workshop itself. One emergent social configuration was the 

formation of informal leaders during workshop activities. Our 

workshop structure, specifically the choice of group activities and 

arrangement of large group tables, was intended to encourage 

collaborative participant interaction. However, in some instances 

we observed the emergence or designation of one or more leaders 

or “speakers” for the larger group. At certain points this 

engagement took the form of an informal group leader translating 

their perceived understanding of design activities, and at other 

points these leaders made design decisions on behalf of the group. 

Thus, informal group leaders shaped participation through both 

acts of facilitation and the narrowing of possible design futures. 

The theme of leadership was also felt in workshop participants 

looking to researchers as instructors to help guide their 

engagement. During follow-up interviews participants expressed a 

desire for researchers to provide detailed instructions on how an 

activity should be executed and insight on the direction of the 

solution.  

In our observations, the emergence of group leaders and the 

expressed preference for instructional guidance appeared to be tied 

to participants’ perceptions of their education level and 

experience. Some participants felt that their ability to be vocal in 

design activities was limited due to them not being educated 

enough. Others expressed that their thoughts or level of familiarity 

with these types of activities prevented them from providing 

“good” ideas. Participants suggested that group leaders could 

guide their group to a “successful” outcome, stating things such as 

“her brain works better than mine, I’ll let her lead” or “she does 

this more often that I do”. While previous studies suggest that it is 

not uncommon for hierarchical relationships to exist in the context 

of participatory design work [11, 26, 48, 49], this phenomena has 

primarily been explored in developing countries with different 

social norms for interpersonal interaction. Here, we observe a 

tendency to relegate leadership based on participants’ perceptions 

of ideal education, intellect, and experience.  

The notion of a “successful outcome” for participatory design 

has been challenged in prior work [12] and is felt by participants 

in our design engagements. The thought that there is a “right or 

wrong” solution or approach extended throughout our participants’ 

understandings of activities and how they engaged in them. 

Participants in our workshops seemed to focus on whether they 

were visually representing ideas correctly, creating the right types 

of drawings, or capturing the correct objects of their photo project. 

In our debrief interviews, participants expressed a desire to have 

more of a concrete idea of what the researcher considered “right or 

wrong” in brainstorming or ideating solutions, echoing results 

from CBPR work with low-income minorities [25, 44].  

P201: That's the hardest part is not knowing what it is 

that you're looking for, what it is you want. So you don’t 

know how you going to put your brain together for this. 

This is something that you never did, you're not used to 

it. We tried to fit in what we thought you might want.  

During solution brainstorming and mockups, participants had a 

hard time thinking beyond ideas or solutions with which they were 

already familiar. Previous analyses of participatory design 

methodology suggest that the concept of creativity may be 

difficult for those not familiar with the design process [50], 

particularly among older adults, minority groups, or others who 

may feel they lack a certain knowledge to be creative [17]. The 

common sentiment that there was a right or wrong answer, was 

also seen in the critique of “wild ideas” as ridiculous or out of 

scope. When prompted to think of “blue sky” ideas that may push 

the boundaries of participants’ imaginations, participants of our 

workshops responded to peer ideas that they considered to be 

“crazy” or “ridiculous” with criticism and mocking. During 

Workshop 3’s “How Might We” activity, participants were asked 

to think of solutions to increase their access to healthcare. One 

participant suggested an emergency room that could be located in 

the first floor of the senior village. This caused an uproar among 

other participants with laughter and yelling, expressing that 

solution as incorrect to what was being asked. Rather, 

conversations seemed to center on ideas that were feasible from 

participants’ perspectives or pre-existent, even when encouraged 

to think “outside of the box.”  

During solution brainstorming, participants had a hard time 

thinking beyond resources they were already familiar with. 

Oftentimes, participants expressed that they were not sure what a 

proposed solution should look like outside of existing public and 

local health services. For example, when brainstorming solutions 

for better communication of health-related information to 

healthcare professionals, one participant expressed that it would be 

difficult for the larger group to think of things outside of simply 



 

 

communicating verbally with the doctor in person. P201: We 

don’t know any other way to tell the doctors about our health 

other than using our mouth in the doctor’s office. That’s the only 

way.  

The challenges seen here in participants’ creative ideation 

indicate the importance of researchers understanding and 

acknowledging what is considered familiar among research 

participants. However, the tendency to focus on the familiar and 

known, or limited vocal engagement during design activities, as 

seen among our workshop participants, should not be viewed as a 

less desirable path to envision design futures. Aligned with Rosner 

[46] and other recent studies examining engagement in the design 

workshop [17, 38, 55], we challenge the notion of a uniform style 

of participant engagement or creativity. Instead, we suggest that 

emphasizing the elicitation of out-of-the-box and future-oriented 

ideas may marginalize the essential and practical ideas that are 

central to the lives of underserved communities.  

4.3 Empowerment and Systematic Inequality  

Empowerment emerged as a salient theme across all of the design 

workshops. Workshop participants consistently expressed that 

engaging in workshop activities allowed them to think more 

expansively about health and methods to address health 

challenges. Here, the concept of empowerment emerged in three 

different ways: empowerment to participate in and take ownership 

over design workshops themselves; empowerment of the 

individual to own their health choices and management; and 

community empowerment towards a collectivist and activist 

approach to social and environmental determinants of health. We 

engage the concept of empowerment from the perspective of 

action, or power-to [52], as defined by Schneider as a means to 

encourage personal ownership of health decisions. 

First, a sense of empowerment emerged through participant 

engagement in altering workshop activities and materials, 

providing participants with a sense of ownership over the direction 

of the design workshop itself. Throughout our design 

engagements, researchers regularly sought participants’ guidance 

on how the workshops should unfold, and in turn, participants 

provided input as to which areas of health they wanted to focus on, 

stating that some areas were more immediately pressing and 

relevant to them than others. This is evident in the shift from 

personal to community health: 

P207: … [we] want a broader perspective of health in 

general, and not so much focused on the individual, but 

on the people around the individual. That means family, 

that means the neighborhood, that means more than just 

an individual.  

Additionally, we regularly asked participants about their 

perception of workshop materials and approaches for visualizing 

solutions, allowing researchers to shift to materials and activity 

approaches that would be tailored to participant experiences and 

backgrounds. This ongoing, open dialog between researchers and 

participants seemed to promote participant “buy-in” to the actual 

activities themselves, promoting a sense of empowerment through 

collaborative design of the workshop activities themselves.  

Second, a sense of empowerment to own health choices was 

observed in different ways, including individuals feeling that 

activities encouraged realistic approaches to their current health 

practices, or that they were introduced to areas of their health that 

they had previously not considered. Many participants commented 

that this stemmed from the structure of the design workshop 

feeling “informational,” and done in such a way that they felt they 

were learning about new approaches to sustaining their health. 

This structure of the design workshop may also encourage a sense 

of ownership over personal health practices and outcomes as a 

result of this knowledge sharing. Such autonomy in health 

decision-making presents a tension in the history among low-

income African-Americans to rely on institutional medical 

resources as the ultimate authority in their health [5, 61]. Our 

participants expressed that the decision-making regarding health 

maintenance should be something that older adults engage in 

more. As P102 explained, Sure, I think they should have a say. 

Definitely. I mean, it’s your health and if you ain’t got a say, you 

got other people making choices for you. You should be able to 

make your own choices. 

 Third, and most notably, empowerment in the sense of 

community activism and collectivist approaches to health emerged 

as a theme from our workshop series. Participants felt that 

activities such as Photovoice in Workshop 2 helped them to “get 

out and see their community” and “capture things that were 

meaningful to their health”, establishing a firsthand lens on their 

environment and the ability to define problem areas in a 

meaningful way [63]. Participants also commented that engaging 

in the design workshop helped them to see that they could 

approach these issues as a community.  

P102: I learned that we could make some changes if we 

work collectively instead of just trying to do things on 

our own I mean, I always knew that, but it seemed like 

we couldn't get people to do that. It's one thing to know 

something, but then it's another thing to do it. We were 

actually doing some things to make changes.  

Defining and brainstorming community health solutions also 

brought about a sense of activism among the group to implement 

change for things that had been long-standing problems in the 

community. Brainstorming and ideation activities quickly 

progressed into participants discussing ways in which they could 

better their community and residential senior village, such as 

petitions to building management to address structural building 

issues, or a neighborhood watch and anonymous photo submission 

system to address neighborhood crime (Fig. 3).  

Participants expressed that discussing community health 

challenges as a group led them to think critically about ways to 

address health issues that have been longstanding problems. One 

participant said, “I’m glad we discussed some of these things,” and 

another echoed, “I liked that it seemed some of these things can 

actually get done.” When asked in follow-up interviews if 

participants felt that older adults should be involved in designing 

solutions for their health, many participants commented that 

engaging in designing solutions for their health would help them 

be more invested and perhaps consistent with health maintenance, 

echoing prior work [18, 24]. This sense of investment in 

individual involvement as activism related to community health 



 

also led participants to urge for action to take place following the 

workshops. Participants felt that design workshops could be a very 

useful tool in addressing community health concerns if they were: 

held consistently with more engagement from community 

residents; addressed areas that were immediately relevant; and 

informed community residents on how they could move forward 

with action to implement solutions designed during the workshop.  

P102: Definitely more needs to happen, otherwise it's 

just talk, we just brainstorming, thinking about things, 

we're putting things out there, but where do we go from 

here? What's the next step? Things need to start getting 

done, the things that we talked about. Not just we talked 

about it and then that's as far as it's going to go. That's 

what's been happening. We been talking about we need 

more jobs in the community, how long we been talking 

about that? Ever since Martin Luther King. I mean, 

that's always been a problem. 

This focus on empowerment and being an agent of change 

speaks to a sense of community activism that participants seemed 

excited about across each design workshop; however, this sense of 

empowerment and making change is situated against the backdrop 

of systematic inequality and local cultural context. Solution 

brainstorming among participants centered on the abilities and 

actions of community residents themselves and less on needing 

law enforcement or local governance and leadership to create such 

change. For example, participants formulated plans to start a 

petition to building management about their current living 

conditions and concerns of neighborhood upkeep and safety. 

Although existing literature highlights participatory design and the 

design workshop as a lens to examine the utilization of readily 

available community resources as assets [19], participants of our 

workshops expressed that existing resources that were available to 

address these concerns (neighborhood crime and upkeep) such as 

311 and the police were often unresponsive in their neighborhood 

and other low-income environments. Thus, participants ideated 

solutions and actions that could be upheld among community 

residents themselves. It is also beneficial to consider the history 

and current climate of relations between police and African-

American community residents in the area where our workshops 

were conducted. This climate is currently associated with distrust 

and skepticism of law enforcement and local governance [53, 64], 

which was also stated as a reason for participants not wanting to 

solely rely on existing law enforcement as a solution.  

P206: A little while back, we had a meeting with [the 

police] … you remember, when they were talking about 

having those lights right here on the corner, the 

cameras… does anybody remember? Group: Yeah, [we] 

remember. P206: Well, what happened? Nothing…  

This inclination to focus on ideas that participants themselves 

could execute and uphold helps understand why participants may 

be less willing to engage with “wild” or “blue sky” ideas during 

brainstorming. That is, participants are thinking practically about 

their own ability to see these ideas to fruition given their resource 

constraints, experience with authority, and position in society. 

Participants commented that ideating crazy ideas was 

“impractical” because those solutions would not actually happen. 

Oftentimes local government resources that are put in place to 

support community maintenance (e.g., city call centers, town 

halls) are not as supported in low-income neighborhoods or 

communities of color [40], presenting a particular tension between 

ownership of community health maintenance and the systematic 

inequalities that challenge that ownership. This tension may be 

heightened among older adults as there is a perception that in older 

age health is out of the individual’s control and guided primarily 

by healthcare professionals, leading to a reliance on a doctor or 

nurse as authoritative knowledge [3, 4].  

As participatory design serves as a catalyst for social action in 

various areas, we find that engagement in design workshops 

seemed to have the impact of exposing community residents to 

ways that they could take ownership over actions and decisions 

regarding their health. Our findings suggest that directly involving 

individuals that are most affected by design decisions in 

conceptualizing, brainstorming, and ideation processes is a 

promising way to address health equity and disadvantage while 

fostering a sense of empowerment at multiple levels.  

5 DISCUSSION 

Our analysis is framed by examining the design workshop as a 

research site. Through this view, we articulate the ways in which 

the setting and structure of the design workshop and its 

situatedness within a community impacts participant engagement 

with the topic of health. Further, our results highlight the ways in 

which the design workshop can serve as a mechanism for 

community health activism and provide insights into future 

participatory design research. 

5.1 Situated Context of Design Workshops 

Our analysis of this particular community and discussions of 

health provides a novel case of how the social dynamics of a 

group and local community affect design engagements [15, 16, 44, 

46, 48, 65]. In examining the design workshop as a research site, 

we observed that the topic – in this case health – and the situated 

 

Figure 3: Workshop participant’s solution brainstorming of 

how to reduce crime in the local neighborhood. Image depicts 

woman using telescope for neighborhood watch. 

 



 

 

context of the workshop itself cannot be disentangled. In 

particular, we found that disclosure of illnesses, personal health 

behaviors, and health history or experiences was considered too 

intimate to discuss among the group, despite commonalities 

among workshop participants. Instead, the social dynamics and 

norms within this community gave rise to issues of confidentiality 

and discomfort in personal health discussions, particularly 

discussions that might reveal past health behaviors (e.g., drug use) 

that go against social norms.  

Beyond the social dynamics of a particular community, it is 

important to understand the broader sociocultural context of the 

individuals brought together through the design engagement and 

how it shapes participation. This is particularly important for 

discussions of health, in which sociocultural perspectives have 

been crucial in revealing health perceptions and concepts of low-

income and minority groups [27, 30, 31, 43]. While other 

participatory design engagements with older adults demonstrate 

successful explorations of personal health topics such as symptom 

tracking and condition monitoring [18, 24, 67], our data suggests a 

preference to focus on community health and disparities in access 

to care – themes that have been highlighted by sociocultural 

perspectives on health in communities of low-income people of 

color [32, 62]. On one hand this might suggest that participants’ 

sociocultural perspectives of health, along with the collectivist 

nature of resident collaboration on design ideas, led to a focus on 

community health. On the other hand, activity structure and 

workshop size likely also played a role, as our workshops were 

convened as groups in a community-oriented location.  

5.2 Design Workshops as Mechanisms for Activism 

Workshop discussions revealed the perception of environmental 

and social inequalities that participants felt were associated with 

their sociocultural positioning. As such, much of our design 

engagement featured conversations about addressing community 

health issues through social action due to an extended history of 

lack of resources and feelings that residents could not rely on local 

government. Extending the work of CBPR as well as social action 

research [62, 65], our work recognizes participant engagement in 

design workshops as a platform for community activism. The 

participatory design movement has its initial origin in the 

inclusion of local communities in political processes for social and 

economic empowerment and “democracy at work” and has 

progressed into a method of democratizing innovation and system 

development [7, 8]. A defining characteristic of participatory 

design as a method is the centering of empowerment and 

democratic participation [14], which we see as a strong argument 

for the inclusion of individuals in the design process who may 

otherwise be excluded, particularly those facing systemic 

inequality. Thus, we must further question what constitutes a 

product of participatory design [12] and how participants take 

action through design. In particular, identifying solutions such as 

petitions to building management and community programs that 

the residents themselves can uphold serve as highly “successful” 

products of design engagements when the goal is empowerment 

and social activism. Our participants identified local community 

resources as approaches to health access, mentioning existing 

transportation resources or food services. This highlights the ways 

in which design workshops can make visible local or community 

resources and support collective thinking around resource access 

[43]. This is particularly important in community settings where 

resources are limited, and sustaining design solutions is uncertain. 

This engagement mirrors the collectivist outcomes of Participatory 

Action Research in that it sees the acknowledgement and 

development of equitable community-based solutions that aim to 

develop local residents as active co-researchers and implementers 

of change.  

5.3 Implications for Future Research 

Despite the potential for the design workshop to support a 

democratic approach to innovation and political engagement, there 

are several ethical and methodological considerations. In 

particular, we must be critical of how design engagements can 

foreground researchers as empowering participants instead of 

community empowering community. Researchers must also 

consider the ways in which their own privilege and assumptions 

underlie and set priorities for community-based design efforts. 

Even with a concerted effort to provide culturally sensitive 

materials and adapt to participant feedback, we still faced 

challenges in terms of negotiating a desire for participant 

creativity and what they perceive as valued by researchers. The 

choice of certain materials can seem engaging to some while 

others may interpret this as alienating or infantilizing [35]. Thus, 

we point to the need for a collaborative research agenda that 

centers community partnership in developing the research plan 

and structure of design workshops similar to Participatory Action 

Research, as there is evidence that community activism is 

supported through communal connections and collaborations [16]. 

And, this early emphasis on community partnership and the notion 

of mutual gain may be, in part, what helps participants sustain 

engagement and realize proposed social action initiatives beyond 

workshop participation [9, 22]. 

6 CONCLUSION 

This paper contributes a case analysis of design workshops as a 

research site, focusing on how this approach stands to engage low-

income African-American older adults in health discussions. Our 

results identify the ways in which design workshops can support 

this community in ownership of their health, suggesting 

community health activism as a focus of interest. Extending prior 

work, we argue that community-based participatory design should 

extend beyond the focus of the artifact being designed and 

technocentric views of what constitutes design success. Instead, 

designers and researchers should leverage community-based 

design workshops as a vehicle to simultaneously understand and 

influence not only potential health outcomes, but also provide a 

platform for the social and political outlooks of underserved 

individuals. 
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