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Chapter 9
Ethical Considerations with the Photovoice 
Research Method: A Narrative Reflection

Shannon McMorrow

Abstract This paper explores ethical considerations and challenges of using the 
community-based participatory research method of photovoice with marginalized 
populations. Experiences with conducting photovoice in an urban setting in the 
Midwestern United States with women refugees from the Democratic Republic of 
Congo (DRC) are described along with reflection on ethical aspects of that experi-
ence. Two key related ethical considerations emerge: the roles that empathy, cultural 
competence, and cultural humility play in working with communities and the ten-
sion in research between benefits perceived by individual research participants and 
greater public health benefits for the groups they represent.

Keywords Photovoice · Refugees · Women · Democratic Republic of Congo · 
Ethical tension · Culture · Research

 Public Health Ethics Issue

This paper explores ethical considerations and challenges of using the photovoice 
method to conduct community-based participatory research (CBPR) with marginal-
ized populations. More specifically, I will recount my experiences in conducting 
photovoice in an urban setting in the Midwestern United States with women refu-
gees from the Democratic Republic of Congo (DRC) and reflect on ethical aspects 
of that experience. My reflection takes as its point of departure, Principle 4 of the 
Ethical Principles of the Practice of Public Health (Public Health Leadership 
Society 2002, 4): “Public health should advocate and work for the empowerment of 
disenfranchised community members, aiming to ensure that the basic resources and 
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conditions necessary for health are accessible to all.” But as my story unfolds, two 
related ethical considerations emerge: the roles that empathy, cultural competence, 
and cultural humility play in working with communities and the tension in research 
between benefits perceived by individual research participants and greater public 
health benefits for the groups they represent.

 Background Information

CBPR has evolved over the past three decades with diverse roots across multiple 
disciplines such as social work, education, and international development. Over the 
past 20 years, it has emerged as a common approach to research within public health 
(Minkler and Wallerstein 1999). Key principles of CBPR include facilitation of col-
laborative partnerships throughout the research process, promotion of co-learning 
with participants, and empowerment of participants to redress social inequalities 
(Israel et al. 1998, 178–80). It may particularly appeal to public health professionals 
and researchers specializing in the social, cultural, and behavioral aspects of health 
promotion and education and has more recently been described as an opportunity 
for “giving underserved communities a genuine voice in research” (Wallerstein and 
Duran 2008, S40). CBPR offers public health researchers concerned with holistic 
approaches an option to interrogate the multiple social, political, economic, and 
cultural roots of public health problems.

One specific CBPR method is photovoice. Photovoice owes its creation to global 
public health researchers doing international development work with women in 
rural China. They adapted it to better understand economic and social determinants 
of reproductive health issues (Wang and Burris 1994, 1997; Wang 1999). Simply 
put, photovoice is, “a process by which people can identify, represent, and enhance 
their community through a specific photographic technique” (Wang and Burris 
1997, 369). When following the original approach of Wang and Burris, three over-
arching goals characterize photovoice: (1) enable people to record and reflect their 
community’s strengths and concerns; (2) promote critical dialogue through discus-
sion of photos; and (3) reach policymakers (Wang and Burris 1997, 370). However, 
as Catalani and Minkler (2010, 447) demonstrate, public health researchers who use 
photovoice display a wide range of adherence to those goals.

Photovoice researchers have used the method with diverse populations interna-
tionally and across disciplines for over 20  years (Breny and Lombardi 2017; 
Castleden et al. 2008; Keller et al. 2008; Livingood et al. 2017; Mamary et al. 2007; 
McMorrow and Smith 2016; McMorrow and Saksena 2017; Saksena and McMorrow 
2020; Strack et al. 2004; Wang and Burris 1997; Wang et al. 1996). Researchers 
often employ the photovoice method with marginalized populations to amplify 
voices of the group and gather often-ignored perspectives. Photovoice researchers 
usually hold a series of meetings with a participant group to introduce them to the 
process. The group learns what photovoice is, how to use a camera, the plan and 
timelines for taking photos, and the ethical and safety considerations for taking 
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photos of people in their communities. Health topics and specific goals of Photovoice 
projects often vary widely between groups. Researchers offer broad guidelines to 
participants about what to photograph based on the research questions, with careful 
attention to avoiding social desirability bias and encouraging both positive and neg-
ative depictions of their community. After taking their photos, participants recon-
vene in a modified focus group to discuss their photos. The researcher guides 
participants in how to choose which photos they wish to share, discuss them with 
the group, identify common feelings and experiences related to the content of the 
photos, and have further discussions that build on discussion of the photos. To 
accompany the photos, all discussions are recorded and transcribed. The ideal out-
come is for the photos and accompanying stories to reach key decision makers and 
policy influencers either through a public exhibition or advocacy. Examples include 
participants attending a local school board meeting to discuss their photos, an 
exhibit at a public library with a reception inviting community leaders, or direct 
meetings with state or federal representatives where researchers and/or participants 
share the photos and stories. Figure  9.1 below shows a photo and story from a 
woman who came to the United States as a refugee after fleeing the ongoing wars in 
the Democratic Republic of Congo (DRC), (McMorrow and Saksena 2017, 8). In 
this project, researchers asked participants to photograph things that made them feel 
happy, sad, or surprised about their new life in the United States.

Fig. 9.1 Photovoice example that illustrates a participant’s daily experience of health (McMorrow 
and Saksena 2017, 8). Participant photo story: “This is sad because they find they have cock-
roaches and other insects in my house so I have to do all this laundry and pack all of the like that 
so they can…spray the medication. That picture is of packing. It reminds me of war in Africa 
where you have to pack and keep running, keep on the run”
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Sometimes participants may photograph a blank wall or a mundane set of stairs. 
However, the impact of photovoice ultimately depends neither on the actual photo-
graph nor on photography skills. It depends instead on the string of stories in con-
junction with the photos, which produces compelling qualitative data with the 
potential to inform public health practice and policy. Just as important, participation 
in a photovoice project often empowers participants by facilitating their acquiring 
the knowledge, attitudes, and skills needed to improve their health and their lives.

 Approach to the Narrative

The following narrative takes as its point of departure the photovoice project that 
produced Fig. 9.1. The story centers around the perspectives of Harriet, a research 
team member whose cultural and ethnic background mirrors that of the research 
participants, and of Julie, one of the research team leads. Though fictional, the char-
acters represent composites based on the author’s actual experience in conducting 
photovoice research. The moral lesson of the story illustrates an ethical tension that 
may result from the use of photovoice. On the one hand, by empowering disenfran-
chised community members, photovoice can in the long run enhance their access to 
basic resources and conditions necessary for health. On the other hand, in the short 
term, photovoice and other participatory research methods may reveal immediate 
needs of individual participants that cannot be met during the course of a photovoice 
project. Nested within the story are enduring questions about ethical relationships 
with communities and the clash between service delivery and empowerment activ-
ism that can occur in public health research and practice. These are critical to reflect 
upon because ethical, intentional partnerships with communities are a mainstay of 
public health practice.

 Narrative

 Harriet

Here it was 2019 and Harriet was struggling yet again over whether to become a 
member of the photovoice research team to help follow-up on the study she had 
worked on back in 2016. The researchers needed her help in recruiting participants 
and serving as an interpreter. She was the ideal person, because the research would 
focus on women and she felt connected to in her local community, refugees with 
families who had fled the Democratic Republic of Congo (DRC). Harriet shared a 
strong affinity with the study participants as she too, had fled her home in Rwanda. 
Though her circumstances were different from the participants in that she had not 
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undergone the official UNHCR1 process as a refugee, she empathized strongly with 
these women. This was because she had also experienced the trauma of conflict and 
horrific violence in her home country as well as many of the challenges of integrat-
ing and adjusting to life in the United States that the participants now faced.

In any case, the upside of working on the photovoice project again was that she 
needed the money and the work would thankfully only be temporary. Also, she 
would get a chance to re-connect with the study participants since part of her job 
would be to recruit the same women she had recruited to participate in the 2016 
photovoice study. On the downside, she had uncomfortable memories about the 
challenges of working on the study back then. Harriet had continually struggled to 
see how sitting and talking about photos actually helped the women. After all, being 
a local health navigator for the refugee resettlement agency had opened her eyes to 
the range of ongoing adverse mental and physical health conditions the women suf-
fered. Those were on top of the daunting social and economic barriers facing them 
in adjusting to life and surviving in the United States. The last time around, during 
the 2016 project, she had felt overwhelmed and caught in the middle. She had to 
answer to both the refugee resettlement agency and the researchers, and her work 
for the research study was on top of her normal job duties. It had certainly become 
more trouble than it was worth. With the new follow-up study, they would hire her 
as an independent contractor and pay her directly as a “research assistant.” She 
would work on multiple parts of the project such as helping find a community meet-
ing space, recruitment, and interpreting.

Would the project create false hopes for the women that the researchers were 
going to do something direct and specific to help them? It was already clear in 2016 
that the women needed a variety of support services, so would the project do more 
to provide those services this time? Harriet had doubts but decided to move forward 
despite her reservations. Julie and Ren, the project researchers, were both women 
who appeared well intentioned and had some understanding of the women’s cultural 
background. Julie who was leading the research, at least had lived in East Africa for 
3 years, with some travel to the DRC, and knew more about where the women were 
coming from than the average American. Ren, like Harriet, also immigrated to the 
United States from a developing country. She could sympathize more with some of 
the cross-cultural barriers Harriet faced when trying to recruit and guide participa-
tion of the women in the study. However, Harriet also thought they lacked full 
understanding of some of the social and economic hardships faced by the partici-
pants as they were both college professors and researchers working in high status 
jobs with reliable incomes. That gap in status left Harriet with a solid dose of skepti-
cism about whether the researchers truly grasped the gravity of some of the chal-
lenges the women faced. That skepticism only added to her nagging doubts about 
how the photovoice project could help the participants improve their health and 
access to healthcare.

1 United Nations High Commissioner for Refugees.
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In her day job as health navigator, Harriet was a service provider, giving refugee 
women concrete, practical information that helped them learn the ropes in their new 
country. Photovoice struck her as more roundabout. Both researchers had conducted 
training with Harriet, detailing the steps of photovoice, highlighting the focus on 
empowerment of participants as opposed to service delivery, and coaching her on 
how being the interpreter for a research study differed from her work with the 
women in her health navigator role. The researchers also started out the photovoice 
group meetings with the participants by explaining that the immediate project goal 
was to gather information directly from the women, encouraging them to share 
about their experiences as refugees. Later, the researchers would eventually use this 
information to advocate for change. However, as much as Harriet tried to translate 
this message clearly into Kinyarwanda and Kiswahili, the languages the study par-
ticipants spoke, she still could sense the women expected the researchers to do 
something beyond ask questions and listen to their stories. Every now and then, the 
women would ask Harriet a question in their preferred language that she would not 
translate to the researchers lest they become offended or frustrated. For example, 
sometimes the women wondered if the researchers were available to help transport 
them to doctor appointments. After all, the women were communicating this need 
through their photos and discussions (see Fig. 9.2), so it made sense that the next 
step would be for the researchers to help them with these needs.

Fig. 9.2 Photovoice 
example illustrating 
transportation barriers 
(Saksena and McMorrow 
2020, 11). Participant 
photo story: “I took a 
picture of this place 
because it is the bus stop 
where we stop and just 
leave around that bus stop 
early. You go take a bus for 
two hours and you have a 
car back home. It is a pain. 
It is a sad picture”
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Even when participants were not directly asking for help, Harriet found herself 
looking to the researchers to see what actions they would take after participants had 
shared grave concerns and experiences about their health. For example, during the 
initial 2016 study, they learned that one of the participants, Eliza, suffered from type 
1 diabetes and had trouble paying for her medication. When Eliza participated in the 
2019 study, she again offered photos and narrative stories detailing financial barriers 
she still faced that caused her to skip taking medication, ending up hospitalized, and 
as she acknowledged, fearing she might die. Harriet felt a mixture of sadness and 
frustration that Eliza was still facing these barriers to accessing her life-saving med-
ication. Eliza’s desperate lack of access to the resources she needed to stay healthy 
was the most important, immediate issue at hand. What was needed was urgent 
action to get her the ongoing, sustainable access to healthcare services of medica-
tion and care to manage her Type 1 diabetes. How could the researchers be so con-
cerned about Eliza’s story and seemingly care so little about helping her now?

Harriet looked to the researchers to respond when Eliza shared that she some-
times missed her medication. They appeared to be listening and sympathetic, but 
instead of offering her advice or consolation, they proceeded to other questions for 
the group to discuss. The researchers even asked a question to the group about their 
collective ideas and suggestions for how Eliza might handle this problem of not 
having access to her medication. Harriet found it ridiculous that the researchers 
would ask the participants how to solve Eliza’s problem because it seemed clear that 
these women were in need and unable to solve their own problems. They needed 
help from her and from the researchers. At that point, Harriet deviated from her role 
as an interpreter for the research study to talk with Eliza in Kinyarwanda. Harriet 
offered advice from her other role as a health navigator to let Eliza know that the 
medication should be covered by Eliza’s insurance. Harriet clarified that it must be 
an issue that Eliza was facing in terms of the complexities of using the version of 
Medicaid in their state and assured Eliza that after the photovoice meeting was over, 
she would assist her with the paperwork and other case management support needed 
to help her navigate the challenges.

 Julie

By spring of 2019, Julie had been conducting photovoice as a community-based 
participatory researcher in public health for 7 years. Before that, she had worked as 
a public health educator in community settings for 20  years. She embraced the 
nuanced and messy process inherent to CBPR methods and particularly, to photo-
voice. Still, lingering ethical questions related to this work dogged her. She often 
thought about her commitment to empower disenfranchised community members 
and wondered if she were doing enough.

At first glance, Julie’s public health career seemed to follow a crooked path. 
Viewed as a whole, however, pivotal experiences had guided her path to CBPR, a 
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road less taken in public health research. Twenty years earlier, she had taken her first 
public health job for Planned Parenthood, delivering sex education in California’s 
Bay Area. Despite having attended a racially, ethnically, and socioeconomically 
diverse public school in the Midwest, she came off to coast dwellers as a naively 
underexposed Midwesterner. Her sex education delivery combined wholesome 
enthusiasm with an utter lack of cultural humility (Tervalon and Murray-Garcia 
1998). The latter went unnoticed by her equally culturally tone-deaf supervisor, but 
not by colleagues and community members in whom it provoked resistance and 
resentment. Convinced of her good intentions of empowering the disenfranchised, 
she failed to fathom why her educational sessions provoked such negative reactions.

Answers began to emerge during her time with Planned Parenthood once she 
embarked on a Master of Public Health in Community Health Education. That 
course of study commenced a journey of lifelong learning that deepened her cultural 
competence and cultural humility. Her initial fumbling and bumbling through “on 
the job training” in cultural competence did, however, have an upside. The practical 
experience generated a deep-rooted discomfort with the way public health practitio-
ners and researchers unwittingly plied their interventions and hypotheses. Due to 
their lack of cultural humility and competence, they often did more harm than good 
in their endeavors to empower the disenfranchised.

That lingering discomfort eventually guided Julie to zero in on photovoice as a 
means to both work for and with disenfranchised community members. The partici-
patory nature of photovoice and most CBPR research in public health offered some 
decision making and control of the research process to participants including 
choices related to where to share the data. One of the core underpinnings of photo-
voice was empowerment and consciousness raising with the goal of sustainable 
change for participants (Wang and Burris 1994, 1997). However, there was also the 
inherent power imbalance that occurs with all research that gave Julie and the 
research team the opportunity and responsibility to identify how and where to use 
the data for advocacy. That partly explained why she felt it important that Harriet 
had agreed to be their Research Assistant and Interpreter. Harriet already had pho-
tovoice experience and could follow up with the Congolese refugee women who 
had participated in their 2016 study. Julie, who had visited the DRC several times 
during a three-year stint in public health in Uganda, was familiar with the study 
population. However, her outsider familiarity paled in comparison to Harriet’s 
insider perspective and the ethnic and linguistic background she shared with the 
women in the study. Even better, Harriet’s professional experience as a health navi-
gator working for the local resettlement agency added cultural depth and insight to 
the bare data and its analysis. During the 2016 study, participants had demonstrably 
trusted Harriet; the hope going forward was that this trust would help with the 2019 
recruitment and implementation. That hope was not misplaced; she managed to 
recruit many of the early participants into the 2019 study.

Returning participants shared their experiences of what had happened to them 
over the 3 years since they had last interacted with the researchers. Julie listened to 
these experiences with a mixture of responses. Sorting out her professional response 
from her emotional response was always challenging. Hearing the women tell their 
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stories often made her feel helpless or like she should be doing something more 
beyond “just research” for the participants. Though the photovoice research method 
had participant empowerment as a core tenet, clear and pressing service delivery 
needs were evident during photovoice implementation. Eliza’s distressing story, 
recounted during a data collection session, offered a case in point. With Harriet 
serving as interpreter, Eliza shared her ongoing struggle to access medications for 
her type 1 diabetes. Missing several doses of medication shortly after being resettled 
in the United States had led to her hospitalization and a flirtation with death. The 
story clearly unsettled Julie and Ren, who become more discomfited when Harriet, 
pausing from interpreting, expectantly turned to them. What decisive response 
would the researchers have to Eliza’s story?

Julie had listened to Eliza’s story intently, but the group sat in awkward silence 
when Harriet stopped interpreting. She could tell that Harriet expected her to offer 
advice about Eliza’s case. Instead, adhering to the methods of qualitative data col-
lection, Julie posed further probing questions based on what Eliza had shared. All 
these questions nudged the group to consider ways to collectively address Eliza’s 
predicament. For Julie, CBPR’s overarching purpose and the project’s whole point 
was to empower the participants, helping them find ways to solve their problems. 
Moreover, harnessing, capturing, and scientifically sharing the breadth and depth of 
these women’s experiences had a larger, public health aim. It could ultimately 
impact all of the refugee women’s access to health care and their health, thereby 
reducing the group’s health disparities. Gathering the participants’ stories and expe-
riences formed a crucial piece of a puzzle they could widely share and use to advo-
cate for resources that could improve the lives of Congolese refugee women in the 
United States and potentially, other refugee groups. The reason that it was so cru-
cial, from Julie’s perspective, was that first-hand stories were an important comple-
ment to the quantitative evidence that public health tended to prioritize. In the case 
of photovoice, both stories and photos taken by the participants added depth and a 
more holistic picture of how to build what would ideally guide public health prac-
tice for this population.

Despite this being the “right” way to conduct research, both then and later, it 
troubled Julie not to focus on Eliza’s grave challenges and try to “fix” them. Harriet’s 
initial reaction and subsequent actions only amplified Julie’s unease. Harriet had 
first shot an alarming glance at the researchers, then took matters into her own 
hands. She ceased interpreting for the researchers and switched to Kinyarwanda for 
a few moments to discuss the issue with Eliza. Harriet had prioritized the immediate 
end of ensuring that Eliza had the resources necessary for her to stay healthy. By 
contrast, Julie was attempting to discover whether the photovoice method could be 
an effective means for ultimately empowering women. Once again, Julie would find 
herself struggling with how to square what her heart and what her head were 
telling her.
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 Questions for Discussion

 1. How do the differing perspectives of Harriet and Julie illustrate the potential for 
conflict in approaches to addressing ethical obligations (in this case the obliga-
tion to empower disenfranchised community members and ensure access to 
basic resources and conditions necessary for health)?

 2. What was the role of money and economic need in Harriet and Julie’s narratives? 
How might that apply when working with other “disenfranchised” community 
members as a public health practitioner or researcher?

 3. What are potential implications and consequences when a public health practi-
tioner or researcher endeavors altruistically to adhere to Principle 4 by “advocat-
ing and working for the empowerment of disenfranchised community 
members …” without a baseline of cultural humility and training specific to 
working with and for such “communities”?

 4. Why might some public health professionals argue that training in cultural 
humility and competency is an ethical obligation for the public health profes-
sion? What are some approaches for acquiring these skills? Should training on 
these topics be required?

 5. What does it mean for public health to work with disenfranchised communities 
as opposed to for disenfranchised communities?

 6. Do public health practitioners and researchers have an ethical obligation to 
include team members as staff that are “insiders” of the community like Harriet? 
Why or why not?

 7. Do public health researchers have ethical obligations beyond the requirements of 
an Institutional Review Board to ensure populations comprehend the nature of 
scientific research aiming for long term change such as photovoice? How would 
they actualize this?
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The images or other third party material in this chapter are included in the chapter's Creative 
Commons license, unless indicated otherwise in a credit line to the material. If material is not 
included in the chapter's Creative Commons license and your intended use is not permitted by 
statutory regulation or exceeds the permitted use, you will need to obtain permission directly from 
the copyright holder.
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