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Understanding what works in community-led health and wellbeing in underserved 
communities 

Questions from the chat answered by the research team 

In December 2025, The Health Creation Alliance and Yunus Centre, Glasgow Caledonian 
University Glasgow held an on-line event attended by over 270 participants from many sectors 
who were inspired by emerging insights from a three-year national research project exploring 
how community organisations create real health and wellbeing impact. 

Watch the video here. 

Below the research team has responded to the questions posted in the webinar chat.  Please 
keep an eye on the website for publications and news: 

https://www.commonhealthassets.uk/publications  

 

What is next? 

We will be presenting our findings and working with community and public sector partners to 
use our findings and hopefully cite Common Health Assets research evidence in policy and 
practice.   

 

How did you retain a high retention rate, 86%, with 350 participants across different CLOs? 

We were very excited about the success of our longitudinal questionnaire recruitment and 
retention over 12 months.  It is higher than typical in the literature. We put it down to several 
strategies we built into the study design.  With NIHR funding we were able to employ 
researchers local to the CLOs and with many of the organisations they were present on site 
regularly – developing relationships with CLO leads, staff, volunteers and participants was 
important to recruitment and retention. We were also able to include costs for incentive 
payments – each time a participant completed a questionnaire or interview they were paid £10 
with a larger amount paid on completion of the survey at 12 months, after all four time points. 

 

How did you recruit the 12 people with lived experience and was it a definite type of lived 
experience that you were seeking to draw into the LEAP? 

We took advice from our community organisations and recruited people through contacts 
locally.  The commitment required of the Lived Experience Panel (LEP) was longer and more 
intensive than for research participants, and panel members were asked to commit blocks of 
time for meetings over the duration of the project (but with awareness that people’s 
circumstances change over time).  Our PPIE/ LEP leads (Mohasin Ahmed and Dr Jennifer 
McLean at Glasgow Centre for Population Health) led this aspect of the work.    

https://www.youtube.com/watch?v=aKo-XjJ2ezA&feature=youtu.be
https://www.commonhealthassets.uk/publications
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Yes, it was a broad type of lived experience we were interested in.  We wanted expertise from 
people with lived experience as members of the community around the CLOs, and who had 
participated in their CLOs in different ways.   

More can be learned about our Lived Experience Panel recruitment approach in our Baseline 
Evaluation report and our recently published journal article: 

Ahmed, M., McLean, J., Donaldson, C. et al. Creating the conditions for meaningful and 
effective PPIE in community-based public health research: learning from a UK-wide lived 
experience panel. Res Involv Engagem 11, 85 (2025). https://doi.org/10.1186/s40900-025-
00727-x  

 

This is great - how confident are you of the power of your analysis to distinguish effects 
across activity types-types of outcome? 

Before we started, we calculated how many participants we needed to detect meaningful 
differences, and we exceeded that target. We conducted multiple statistical analyses looking at 
the data in different ways – examining overall engagement, specific activities, timing of benefits, 
and how frequently people participated. These different approaches all pointed in the same 
direction, giving us confidence in the patterns we're seeing. The statistical results aligned with 
the theoretical predictions (programme theories), which we developed separately.  Our analysis 
accounted for the complex structure of the data – comparing between different people, tracking 
changes within the same person over time, and recognising that participants within the same 
CLO might share similar experiences. We also controlled for factors like age, gender, 
employment status, and health conditions that might influence wellbeing, making our results 
more robust. All our wellbeing measures are well-established tools used widely in health and 
social research, ensuring we're measuring what we intend to measure reliably. These elements 
combined give us strong confidence that our results are good descriptions of reality and useful 
for policymakers, CLO managers and other stakeholders. 

 

How do we ensure that individuals are actually taking control of their health via 
community-led projects, as opposed to mainly participating in activities that are planned 
and organised by VCSE leads? 

Good question – there are a few ways to respond to this question, and the lived experience 
panel gave us some great insights here. We had a range of people in our survey sample and 
interviews, some of whom were quite new to the organisation and might have been referred in 
for a specific programme of activities and others who had been engaged with the CLO over a 
period of years.  It’s likely that people in our sample were at different points in a journey or 
trajectory – and that those who had been involved for longer were better able to take control of 
aspects of their lives than others who might even be at a point of crisis when they first engage. 

The other aspect of control emerges from our programme theories, based on our qualitive 
findings as well as our survey, where sense of meaning/ purpose/ contribution/control are seen 
as mechanisms to health and wellbeing.  We have some more work planned in our analysis of 
card sort data that might shed further light on this question and will be published later in the 
year. 

https://www.gcph.co.uk/assets/000/000/009/Baseline_evaluation_report_original.pdf?1697728262
https://www.gcph.co.uk/assets/000/000/009/Baseline_evaluation_report_original.pdf?1697728262
https://doi.org/10.1186/s40900-025-00727-x
https://doi.org/10.1186/s40900-025-00727-x
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Were there any changes to the CLOs over the study? i.e. short term contracts/funding - 
which we find with a lot of community organisations close due to lack of sustainable 
funding, who offer key support for communities. 

We collected financial records covering four consecutive financial years (2018/2019, 
2019/2020, 2020/2021, and 2021/2022) from published accounts and requesting information 
from our participating CLOs.    

Financial information was not always recorded in the same way across CLOs and this resulted 
in an incomplete picture. Nevertheless, our analysis sought to identify key income streams 
(including earned income and grant funding) as well as expenditure profiles (including fixed and 
variable costs). 

We observe a highly varied picture of funding sources and financial sustainability, both across 
different CLOs and within individual CLOs over time. Some CLOs were required to limit or cease 
specific activities due to funding shortfalls, while others sold assets to maintain financial 
viability. In several cases, financial losses were reported and offset using reserves accumulated 
in previous years; however, not all CLOs were able to rely on such reserves over a prolonged 
period. All CLOs highlighted ongoing challenges related to financial sustainability, and the 
challenges of short-term contracts and competition among CLOs for funding. 

 It is perhaps worth noting that our local contacts identified CLOs for the study that were in a 
position to participate in the study and hence unlikely to close during the 3-4 years involvement.  
This might have excluded the most financially precarious and smallest organisations from the 
sample. 

 What were the demographics of participants – i.e. spread of age, gender, working vs retired 
and ethnicity? 

Our sample is described in the table below 

• 351 participants recruited 

• 286 at 12 months (81%) 

• Not everyone provided enough data in each survey for analysis 

• Sample for longitudinal analysis 331(94%) participants  

• From 14 CLOs in UK 

Questionnaire sample characteristics  (N=331) 
Age (mean) 54.73 
Female 65% 
Non-white 18% 
Post-16 years education 53% 
Employed 16% 
Benefits 78% 
Retired 31% 
Children in household 25% 
Chronic condition 65% 
Long term sickness 29% 
Carer 24% 
Living alone 40% 
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I’d also like to know if their physical environment is urban, suburban, or rural? 

The CLOs were sampled to be in different areas, 8 CLOs were in urban areas, 3 in rural areas 
and 3 had facilities in both urban and rural areas (CLOs which offered activities across multiple 
spaces).   

 

How will the results be fed back to policy makers and  investors in CLOs? 

We are working with colleagues in community network organisations such as Health Creation 
Alliance and Community Health Exchange (CHEX) and through them meeting with policy people 
in local and national governments and hoping to do some work with other funding bodies.  We 
are publishing our findings in articles, briefing papers and online in different formats for different 
audiences – and welcome all opportunities to connect with government and funders and share 
our findings/ influence policy and practice. 

 

I’m concerned about rising economic inactivity, which still doesn’t appear to have peaked. 
I’m particularly worried about unemployment levels among 18–24‑year‑olds. You 
mentioned five wellbeing groups – did age influence how the groups were defined? 

Our sample is older, mean age was 55 years and only 16% were employed, with 78% claiming 
benefits (including state pension).  We have very few 18-24 year olds in our survey sample, 
which means there are limits to what we can say from our CHA work to this question.   

If you recall the patterns in outcome data we found – slide 18 in the presentation – where we see 
different coloured lines representing different trajectories, we can see some differences in age 
and we find that Groups 1 and 2 (blue and red), which are among the poorer outcomes, were 
younger and more female.  

 
 
 

 

 

 

 

 

 

 

 

 

https://thehealthcreationalliance.org/wp-content/uploads/2026/01/GCU-_-THCA-webinar-slides-FINAL-15-Dec-2025.pdf
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Some other interesting stats: 
 
Group 2 (red) was mostly experienced users rather than new. Group 4 (yellow) was mostly new 
users.  Group 5 (purple) mostly experienced users. Group 3 (green) mix new and experienced. 
Group 1 (blue) mostly new(ish) 

 

Do you have the data as to how many CLO’s were CLERO’s i.e. community lived experience 
recovery orgs? 

One of our CLOs is specifically focussed on recovery (Vita Nova in Bournemouth).  Others 
worked with people in recovery as part of their wider missions, on healthy living more generally 
to include substance use,  or hosted meetings for Alcoholics Anonymous.     

 

Are any of these CLOs collaborating in providing formal health services specifically? Really 
curious about whether that would create reduced health resource use over time. 

Yes, there were some examples – although we did not collect data systematically on this and it 
is a picture that changes over time as CLOs’ funding changes over time.  One of our CLOs had a 
contract for toenail cutting, another for hospital discharge support.   On the question of health 
resource use over a longer time period, some of the provision and services at CLOs might 
identify unmet need and in the short-term increase health care use (perhaps longer term 
producing a different pattern).  Overall, we found no significant difference in total healthcare 
resource use between CLO participants and our comparison group. However, we did observe 
reductions in specific services among CLO participants: lower use of NHS 24/111 telephone 
services, mental health support services, and housing advice services. Some caveats: Our 12-
month follow-up period may be too short to capture evolving patterns of service use, 
particularly if CLO engagement leads to delayed health improvements or if initial benefits 
diminish over time. Resource use data were self-reported which may not capture all healthcare 
interactions. Our synthetic control group  was constructed from baseline data of new CLO 
participants. Further research should examine how different levels of CLO participation relate to 
health service use, using a study specifically designed to make these comparisons with 
appropriate long horizons and comparison groups. 

 

Who are the main bodies funding this type of research? 

Our funding was from NIHR (National Institute for Health and Care Research) through their 
Public Health Research Committee.  NIHR are the largest UK funder of health research.  As well 
as research project and research programme funding opportunities, NIHR  also fund Health 
Determinants Research Centres (led by local authorities with academic partners) and PHIRST 
centres, which are interdisciplinary academic research teams set up to respond to research 
questions and evaluations requested by local authorities. 

 Other academic funders would include UKRI and Wellcome Trust, Scottish Government 
through the Chief Scientist Office and charitable funders that cover evaluation. 
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Can I ask why Wales do not appear to have been involved in any form/ capacity? 

We are sorry we didn’t have a Welsh site – the project team was established in 2020 during the 
funding application stage by contacting people who were working on, or experts in, aspects of 
the research – in universities and in the community sector.   We needed people who were 
actively working with and in community organisations, so that we could recruit those CLOs 
around them – and we didn’t find someone (at the time) in Wales.   Which is not to say that those 
people are not there, but rather that we didn’t reach them through our contacts and networks.   

 

Do you have any learnings on how we interrogate what evidence is/is not considered 
credible to allow for the breadth of knowledge and insights that exist in communities? 

We think that realist approaches are a good way of building on knowledge and expertise in 
communities.  Realist research starts with what is known, or how people think interventions 
work. If you recall the study diagram (slide 10 in the presentation, also see the project website 
and webinar video) shows all the components of the research and how they fit  together, in 
phase 1 we worked with stakeholders in communities for precisely this reason – to establish 
what is known in different ways – not only in the research literature but in practice based models 
and knowledge by experience. 

 

Really interesting research, however I'm conscious that translating this type of research 
into policy can be challenging. Do you have any plans to develop policy briefings/engage 
system leaders directly. e.g. how do we get the importance of longevity effectively?   

Yes, translating research is challenging and a very important part of what we are trying to 
achieve right now as findings are emerging –  we are connecting with others, across sectors and 
into policy circles.  We are engaging system leaders directly in Scotland and Northern Ireland 
and working through our networks in England to hopefully do the same (although finding 
connections to national government more challenging in the larger country context in England, 
we have had interest from local authorities). We are producing written outputs in different 
formats for different audiences, including policy briefings in the coming months. 

 

Is there more detail on the different groups (from the changing wellbeing chart), in terms of 
what works for who in what circumstances? 

Whilst the trajectory analysis helps us to visualise our data and understand how wellbeing 
changes over time for different groups of participants, we're limited in what we can say about 
"what works for whom" based on this analysis alone. The groups that showed better wellbeing 
trajectories (the purple and yellow lines) included fewer women compared to the other three 
groups. The groups with more women (blue and red lines) were also generally younger. We also 
saw differences between the groups in terms of participants being new or experienced CLO 
users – for example, the yellow group that improved over time contained more new users, whilst 
the purple group which maintained high wellbeing across had more experienced users of CLOs. 

https://thehealthcreationalliance.org/wp-content/uploads/2026/01/GCU-_-THCA-webinar-slides-FINAL-15-Dec-2025.pdf
file:///C:/Users/neil/AppData/Local/Microsoft/Windows/INetCache/Content.Outlook/4MSQ4J6R/commonhealthassets.uk
https://www.youtube.com/watch?v=aKo-XjJ2ezA&feature=youtu.be
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With this analysis we cannot definitely conclude that CLOs work better for some people e.g. for 
men versus women, because we cannot easily say what would have happened to these 
individuals otherwise. This analysis is a useful first step that allowed us to identify interesting 
patterns to investigate further. We're currently conducting further analysis to examine which 
characteristics predict membership in each group, which may tell us something more on the 
“for whom” question. However, there are many reasons that make an individual be a member of 
these groups some of which are beyond CLO engagement and that makes this analysis very 
complex 

 

Does the project include health economics and support for Aged groups suffering from 
Depressions, loneliness, Alzheimer’s and Parkinsons? 

Yes, the project includes health economics, and we have one academic publication reporting a 
cost consequence analysis and cost effectiveness analysis (looking at cost in relation to health 
related quality of life (quality adjusted life years) and in relation to wellbeing capabilities ).  
Please look at the publications page on our website for links to that and other papers  

https://www.commonhealthassets.uk/publications  

 It is challenging to conduct economic evaluations in complex systems, including the 
community sector, and we hope we have contributed to a literature on this. For example, there 
was no natural control group for our CLO participants to be compared to (showing us what 
would have happened otherwise), and so our economic evaluation constructed a synthetic 
control using measures from new participants and assumptions about their wellbeing and 
health as well as the services they used, remaining the same over time without CLO 
engagement.  Estimating costs of organisations and their activities is also quite challenging and 
varies with different size and complexity of organisations.   

Most of the CLOs we worked with had activities and programmes focused on well-being, mental 
health and social isolation in older adults including specifically for those experiencing memory 

https://www.commonhealthassets.uk/publications
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difficulties and carers for older adults with chronic ill health. See for example, 
https://www.helpandcare.org.uk/what-we-offer/memory-support-advice/.   Services and 
activities included befriending programmes, daily phone calls, peer support, and respite.   

 

I was interested in the theory of change and that social connection appeared towards the 
right, rather than the left - is there a paper that explains the model? 

Our theories are perhaps better termed ‘programme theories’ that theories of change, in that 
they are realist explanations articulated in terms of contexts, mechanisms and outcomes.   
The two things are related, of course, and the question applies regardless of whether we are 
talking about theory of change or programme theories – and it is an interesting one.    

Social connection could appear as a context (as many CLOs are addressing issues of social 
isolation in communities), a mechanism (something an activity sets out to achieve that leads to 
other things happening ) or an outcome – and perhaps it is all three.    

Social connectedness is often an intermediate outcome in our programme theories (towards 
the right hand side as you noticed).  People reported it in interviews as an important impact of 
being engaged with the CLO, and we measured changes in social connectedness in our survey 
after new participants joined CLOs.   

It could also be seen as a mechanism through which other longer-term outcomes (such as 
improved wellbeing) are achieved and it runs throughout much of our qualitative and 
quantitative data.  Other mechanisms and outcomes work similarly – thinking of improvements 
in confidence or sense of control and purpose in life as important outcomes in and of 
themselves, or as mechanisms that might lead to other longer term outcomes.   

Our programme theories paper is in draft form at time or writing, and we are working in the first 
part of 2026 to find it a home in a journal – so watch this space!  

 

How does the research differentiate the needs between the devolved countries where, for 
example, there are significantly more rural regions and issues accessing services than in 
England? 

We worked with CLOs in rural as well as urban locations in England, Scotland and Northern 
Ireland.  Our multi-level model took account of the characteristics of CLOs as well as the 
characteristics of participants as contexts that might shape outcomes, which included the 
rurality of CLOs.  Whilst there were some differences, the characteristics of participants were 
more powerful in explaining variation in participants’ outcomes, than the characteristics of 
CLOs.   

We also published a paper about the policy contexts our CLOs work in : 

Is Government policy a barrier or facilitator to the work of place-based community-led 
nonprofits? Roy M J, Rendall J, Clewett E et al. Nonprofit Policy Forum, 2024. 
https://doi.org/10.1515/npf-2024-0003   

 

https://www.helpandcare.org.uk/what-we-offer/memory-support-advice/
https://www.degruyter.com/document/doi/10.1515/npf-2024-0003/html
https://www.degruyter.com/document/doi/10.1515/npf-2024-0003/html
https://doi.org/10.1515/npf-2024-0003
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Is anyone working with the Office for the Impact Economy on releasing funding? Office for 
the Impact Economy - GOV.UK 

We haven’t as a research team, but thank you – we will look into this. 

 

Is the missing link the lived experience panel in delivering the research outcomes 
alongside yourself for maximum impact and using real life examples/stories. 

We do need to find more ways to weave through the qualitative findings, stories and expertise 
from our LEP to our findings – so yes!  This is a work in progress and we are looking to exploit all 
ways of getting our findings out there and read/ seen/ influencing the wider world.   

Here are some links to the evaluation report of the lived experience panel and a case study that 
was published: 

https://www.gcph.co.uk/latest/publications/1257-lived-experience-panel-final-evaluation-
report 

and https://www.gcph.co.uk/latest/publications/1032-case-story-lived-experience-panel 

 

- ends –  

 

https://www.gov.uk/government/groups/office-for-the-impact-economy
https://www.gov.uk/government/groups/office-for-the-impact-economy
https://www.gcph.co.uk/latest/publications/1257-lived-experience-panel-final-evaluation-report
https://www.gcph.co.uk/latest/publications/1257-lived-experience-panel-final-evaluation-report
https://www.gcph.co.uk/latest/publications/1032-case-story-lived-experience-panel

