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Summary
In 2012, CHEX published Healthy Influences, which explored how influential Scottish community-
led health organisations felt they were on policy and strategic decision making by public agencies. 
The research found that community-led health organisations contributed to local and national 
planning structures in a range of different ways. These included responding to consultations, 
forming working partnerships, liaising directly with planners and having representation within 
planning structures. However, the research also highlighted a range of barriers to involvement and 
influence, including limited organisational capacity, a lack of information and inaccessible buildings 
and documents.

CHEX has now repeated the Healthy Influences research with a closely comparable number of 
respondents from the community-led health sector.  The main finding from the new research is 
that levels of perceived influence amongst community-led health organisations are very similar to 
what they were three years ago.  Although responses to individual survey questions vary slightly, 
the differences are rarely big enough to suggest that they are significant.  Collectively the findings 
show that community-led health organisations do not feel any more influential in 2014 than they 
did in 2011.  This is disappointing given the seemingly supportive current policy environment, 
which aspires to involve and work more closely with community organisations. Our findings show 
that these directives have still to make an impact on strengthening the influence of community-led 
organisations and groups. 

More positively, many community-led health organisations continue to state they are well-
connected to statutory partners and regularly have their voices heard. Furthermore, some of them 
can point to examples of where they have contributed to policies at a local and national level.  This 
report highlights where and how collaboration and participation has been successful as well as 
further exploring seemingly persistent barriers to influence.

http://www.chex.org.uk/news/article/healthy-influences/
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The research
As in 2011, this recent Healthy Influences study compiled evidence of the extent to which 
community-led health organisations are involved and influential in planning and delivery 
structures, e.g. Community Health Partnerships (CHPs)1 and Community Planning Partnerships 
(CPPs) at a local level across Scotland.  As such, the key objectives of the investigation were to 
assess current influence, challenges and opportunities, and also to track any change over time in 
how community-led health organisations perceive their influence.

The electronic survey (using Surveymonkey) was sent out in May 2014 to CHEX’s network of 
community-led health organisations and also through partner networks, specifying clearly that 
the survey was for community-led health organisations.  In total, we received 41 responses from 
May to November 2014, which compared well with the 42 responses to the 2011 survey, giving 
us confidence in the comparability of our findings.  There was also a good geographic spread 
of respondents with organisations from at least 13 different Scottish local authorities, from the 
Western Isles to East Lothian, taking part in the survey. 2  Statistical analysis was conducted using 
Surveymonkey and Microsoft Excel.

1 This planning structure will evolve into the new Health and Social Care Partnerships which will take effect from 1st 
April 2015.

2 Not all respondents provided this information.
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Findings
Nature & Extent of Influence
Figure 1: Comparison between 2011 and 2014 of how influential respondents feel at a local and 
national level
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Figure 1 compares how influential community-led health organisations felt in 2011 with how they 
felt in 2014.  The findings are largely similar for both years with a few changes in influence in both 
directions.  Positive shifts, such as that more respondents in 2014 (70.7%) than in 2011 (55%) 
felt “influential to some degree”  locally, are balanced out by negative trends, such as that more 
people in 2014 (51.2%) than 2011 (41%) said they didn’t feel influential at all nationally, while 
fewer people in 2014 said they felt “very influential” both locally and nationally.  The overall trend 
would appear to be that community-led health organisations feel much the same in 2014 as in 
2011 about how much influence they have, with a slight drift away from “very influential” towards 
“influential to some degree.”  

A more positive finding is that, in 2014, 80.5% of organisations felt at least slightly influential 
locally.  With regard to respondents’ involvement with, and influence on, individual local agencies, 
there is a similar mixed picture to the 2011 survey (although comparison is limited due to the 
question being made compulsory in 2014).  Some community-led health organisations reported 
having no contact with particular agencies, whereas others stated that agencies have listened to 
them and acted on this.  Table 1 shows that a surprisingly high number of respondents reported 
having no contact with important local agencies such as CHPs and CPPs.  Furthermore, only around 
one fifth of respondents felt that both of these agencies “listen to us and act on it.”
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Table 1: Respondents’ level of contact with different local agencies/organisations in 2014

Agency/
organisation

No 
contact

They know 
about us

They listen 
to us

They listen 
to us and 
act on it

Don’t 
know our 

level of 
influence

Unaware 
of such a 

body

Community 
Council 46.3% 17.1% 9.8% 17.1% 7.3% 2.4%

Community 
Health 
Partnership

19.5% 41.5% 12.2% 19.5% 7.3% 0.0%

Community 
Learning and 
Development 
Partnership

34.1% 29.3% 12.2% 17.1% 4.9% 2.4%

Community 
Planning 
Partnership

36.6% 24.4% 9.8% 22.0% 7.3% 0.0%

Community 
Safety 
Partnership

51.2% 24.4% 0.0% 12.2% 9.8% 2.4%

Drug & Alcohol 
Action Teams 34.1% 34.1% 9.8% 12.2% 2.4% 2.4%

Housing 
Association 43.9% 17.1% 4.9% 17.1% 9.8% 2.4%

Local 
Development 
Company

61.0% 12.2% 2.4% 0.0% 7.3% 17.1%

Local Interface 
(CVS/Volunteer 
Centre)

17.1% 24.4% 26.8% 22.0% 9.8% 0.0%

Other Strategic 
Group 19.5% 0.0% 9.8% 4.9% 14.6% 4.9%

Public 
Partnership 
Forum

43.9% 24.4% 12.2% 9.8% 4.9% 2.4%

Regeneration 
Partnership 51.2% 17.1% 9.8% 9.8% 4.9%    7.3%

Total respondents 2014: 41
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The following quotes capture the divergence in experience between those who had no contact 
with these agencies and those who felt they had a good working relationship:

“We attend different events and respond to papers but you never really know if they 
have taken what you say on board. There is no recognition from the top down that 
they have made their decision based on comments from organisations like us.”

“We now sit on the Community Health and Wellbeing Thematic Board which is part 
of Community Planning. We are starting to see positive changes and believe there is a 
willingness to work more closely with the third sector.”

CHEX was also interested in the different types of engagement and possible influence that 
organisations felt they had with public agencies and within strategic partnerships. As figure 2 
shows, respondents in 2014 were slightly less likely to have participated in a range of different 
types of engagement than were respondents in 2011.  The average percentage for all six types 
of engagement listed was 57.7% in 2011 decreasing to 52.9% in 2014.  Furthermore, there was a 
decrease between 2011 (60.7%) and 2014 (39%) in the percentage of respondents who said they 
had influenced at least one local or national strategic plan/priority.  

Figure 2: Comparison between 2011 and 2014 of percentage of respondents who have 
participated in different types of engagement
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Barriers to Influence
The barriers faced by community-led health organisations trying to influence strategic plans and 
priorities remained largely the same.  As figure 3 illustrates, the top barriers in 2011 and 2014 were 
lack of capacity and not enough information.  There was an increase in the percentage of people 
who selected short notice of meetings/events as a barrier and a decrease in the percentage of 
people who saw the times meetings/events were held at as a barrier.

Figure 3: Comparison between 2011 and 2014 of barriers to influence
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A number of respondents went into more detail about the barriers they faced.  

“NHS structures are tokenistic, hearing only what already supports their world view 
[…] their fear of risk as opposed to willingness to learn to manage it is a huge barrier 
to working with any innovative contribution this [community-led] sector may offer.”

“Limited organisational capacity means we need to be very deliberate and strategic 
in terms of where and how we participate in decision making structures. Involvement 
in one-off engagement events and short-life working groups is therefore often more 
achievable, as opposed to needing to commit to longer-term involvement.”

“Sometimes large amounts of information are included with the calling notice for 
meetings that are unrealistic to read and absorb before a meeting takes place.”

“I ensure I attend local CVS meetings to get updates on important things being 
reported from CHP etc. I would have no idea how to ensure any influential information 
from my own group would reach them though.”

“[There is a] lack of capacity among public officials to engage.”

“Local authorities and health boards need to be engaging with us - we have tried 
engaging with them.”

“[Statutory partners need to give] more notice, meet even part reimbursement of 
travel and not charge fees for attendance.”

“We are asked to attend lots of meetings by the council but are never recompensed 
for our time/contribution. This would be helpful when trying to cover workload.”
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Analysis
When compared to the results of the 2011 survey, some figures from 2014 might suggest a slight 
increase, and others a decline, in influence.  Given the relatively small survey samples, we cannot 
confidently say that variations in answers to individual questions are significant.  However, the 
consistent overall pattern means we can be confident that community-led health organisations feel 
they have about the same level of influence as they did in 2011.

As in 2011, this leaves us with a mixed bag of messages.  On the bright side, it is still encouraging 
that many community-led health organisations responding to the survey see themselves as being 
influential, particularly at a local level.  Some CCPs and CHPs have listened to the community-
led sector and acted upon this.  Many community-led health organisations also continue to 
be very active in terms of responding to consultations, attending events and conducting their 
own research.  Some community-led health organisations do influence decisions, for instance, 
through partnership arrangements with primary care services working on joint solutions, securing 
additional services through lobbying and campaigning and getting involved in local and national 
forums. 

Less positively, it is still the case that a considerable number of respondents have no contact with 
CPPs and CHPs and that the same barriers to influence continue to exist.  It is also interesting 
to note that a few organisations reported they have no contact with the local Third Sector 
Interface (TSI), although those who have contact reported a high level of involvement.  The lack 
of contact with these local agencies is particularly disappointing given the policy drive around 
partnership, participation and prevention.  The Christie Commission into the future of public 
services in Scotland published its findings in 2011, the same year as our original survey. Christie 
recommended that public services should involve people more, focus more on prevention and 
improve partnership working.3  Since then, this emphasis on participation and partnership has 
been repeated in a range of other policy developments, including the Community Empowerment 
(Scotland) Bill4 and the integration of health and social care in Scotland.5

This study suggests that policy developments have not yet had an impact ‘on the ground’ for many 
community-led health organisations. It is possible that some of these recent policy developments 
have not yet had time to filter through to the management levels of statutory agencies, a level 
at which they should be able to engage effectively with community organisations.  The fact that 
partnership working appears to be at the same level as three years ago should serve as a warning 
that a lot still needs to be done to ensure that supportive policies actually lead to improvements in 
how health inequalities are tackled and how health services are designed and delivered.

3 Commission on the Future Delivery of Public Services in Scotland (2011) Report on the Future Delivery of Public Ser-
vices  http://www.scotland.gov.uk/Resource/Doc/352649/0118638.pdf

4 Scottish Parliament Bill (2014) Community Empowerment (Scotland) Bill http://www.scottish.parliament.uk/S4_
Bills/Community%20Empowerment%20%28Scotland%29%20Bill/b52s4-introd.pdf

5 Scottish Parliament Bill (2013) Public Bodies (Joint Working) (Scotland) Bill http://www.scottish.parliament.uk/
S4_Bills/Public%20Bodies%20%28Joint%20Working%29%20%28Scotland%29%20Bill/b32s4-introd.pdf

http://www.scotland.gov.uk/Resource/Doc/352649/0118638.pdf
http://www.scottish.parliament.uk/S4_Bills/Community%20Empowerment%20%28Scotland%29%20Bill/b52s4-introd.pdf
http://www.scottish.parliament.uk/S4_Bills/Community%20Empowerment%20%28Scotland%29%20Bill/b52s4-introd.pdf
http://www.scottish.parliament.uk/S4_Bills/Public%20Bodies%20%28Joint%20Working%29%20%28Scotland%29%20Bill/b32s4-introd.pdf
http://www.scottish.parliament.uk/S4_Bills/Public%20Bodies%20%28Joint%20Working%29%20%28Scotland%29%20Bill/b32s4-introd.pdf
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Conclusion - Strengthening the influence
The aim of Healthy Influences is not simply to establish what the levels of influence are, but to 
suggest ways to increase influence.  The previous Healthy Influences report presented examples 
provided by respondents of how some community-led health organisations had overcome the 
barriers and challenges they faced to engage constructively with statutory providers and decision 
makers. Advice included not giving up on trying to influence in new ways after being ignored 
previously and investing any time available in this important dimension of our work.

Respondents in the 2014 study were equally keen to illustrate examples of where they had 
managed to influence strategic planning.  A few organisations linked the level of influence they 
had to their own research and engagement, with statutory partners valuing their experience of the 
issues faced by communities.  Other respondents said they strive to form close allegiances with 
individuals and organisations from the wider voluntary and community sector as well as public 
sector agencies.

“We are third sector representatives on area partnership structures, we conduct our own research 
and surveys and share, we support others to engage with the community to gather their opinion, 
we have an extensive network, we are invited to consultations on national developments, we are 
guest speakers at events and share learning and also opinions and insights.”

Most respondents, including those who felt less influential, recognised their first-hand knowledge 
of communities and the issues they face as their most vital contribution to local and national 
decision making processes.

“We are a user-led organisation which values and supports peer-support. People with the real lived 
experience need to be heard and listened to.”
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Recommendations
As outlined above, community-led health organisations do a lot in terms of influencing local and 
national decision making. We recommend that community-led health organisations continue to:

•	 Join up with other community-led health organisations and third sector organisations, who 
can support each other in terms of sharing knowledge, combining evidence (a collective 
voice), spreading workload and providing moral support.

•	 Establish links with local TSIs, which can co-ordinate effort and provide support.

•	 Highlight how their work meets outcomes in local and national strategies such as Single 
Outcome Agreements.6

•	 Emphasise community-led health’s understanding of local priorities and how this can assist 
public sector partners with local planning, evidence and knowledge.7

•	 Keep an eye on opportunities arising from new legislation such as the Community 
Empowerment (Scotland) Bill and the integration of health and social care, both of which 
CHEX will continue to provide updates on – especially where opportunities arise.8

CHEX aims to support community-led health organisations to have more influence with decision 
makers, and we will continue to do the following:

•	 Organise networking practice development opportunities around the theme of increasing 
influence.

•	 Create and raise awareness of tools and resources to help community-led health 
organisations increase their influence.

•	 Highlight the effectiveness of community-led health working with public agencies and the 
wider third sector.

•	 Spotlight contribution that community-led health organisations make to local and national 
outcomes.

•	 Provide information on the policy environment, including new legislation and consultations.

•	 Help build the evidence base that demonstrates the impact of community-led health on 
improving health and tackling health inequalities. 

•	 Take forward the community-led health message and evidence into national strategic 
arenas. 

•	 Monitor and report how influential community-led health organisations are in decision 
making structures.

6 The Community Food and Health Scotland resource, Not only but also, provides a few pointers in this regard. 
http://www.communityfoodandhealth.org.uk/wp-content/uploads/2012/05/cfhs-not-only-but-also1.pdf 

7 CHEX is part of the Knowledge Translation Network, which has produced a guide on using evidence to increase 
influence, Evidence for Success http://www.evaluationsupportscotland.org.uk/resources/270/ 

8 See the CHEX publication page at http://www.chex.org.uk/what-we-do/information-and-resources/chex-
publications/ 

http://www.communityfoodandhealth.org.uk/wp-content/uploads/2012/05/cfhs-not-only-but-also1.pdf
http://www.evaluationsupportscotland.org.uk/resources/270/
http://www.chex.org.uk/what-we-do/information-and-resources/chex-publications/
http://www.chex.org.uk/what-we-do/information-and-resources/chex-publications/
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Through this survey there is a sense from some community-led health organisations that they 
had made sustained efforts to be recognised and valued by statutory partners but that, given the 
power differentials between the sectors, it was up to statutory agencies to bring voluntary and 
community organisations more fully into decision making processes.  In this regard, CHEX would 
recommend that CPPs, CHPs and other local and national agencies do the following:

•	 Use their resources to establish community-led health activity in their area and ensure 
open communication with these organisations. 

•	 Provide regular, accessible information on how community-led health organisations can 
participate in planning processes, and give plenty of notice!

•	  Continue to promote and support the 10 standards for effective engagement outlined in 
the National Standards for Community Engagement.9 

•	 Signpost community-led health organisations to appropriate national and local health 
networks involved in strategic planning, e.g. the Health and Social Care Alliance.10

•	 Promote good practice in terms of accessibility, e.g. reimbursing travel/time expenses and 
provision of translation services.

•	 Not to engage in tokenistic involvement, which of itself can generate confusion and 
resentment, but rather to involve community voices in real decision making.

•	 Consistently reinforce the Commission for Local Democracy’s message that “it is 
communities that empower governments at all levels, not governments that empower 
people.”11 

The current policy and practice drivers to support empowerment, participation, co-production 
and assets-based approaches should support decision making structures that are more open to 
influence in the future.  It is clear from our research that community-led health organisations 
continue to make efforts to engage in these opportunities. Examples of good practice exist 
whereby community-led health organisations have clear routes into decision-making.  There 
is acknowledgement of particular expertise and experience that community-led health can 
contribute, and how this brings added value and informs more effective decision-making at a 
strategic level.  However, the research findings show that there is still a long way to go before we 
will see the culture shift aspired to within the current policy directives.

CHEX will continue to monitor the nature and extent of influence, provide updates at CHEX events 
and on our website at www.chex.org.uk and in our mailouts.  

Subscribe to CHEX at http://www.chex.org.uk/subscribe/.  

9 http://www.scotland.gov.uk/Resource/Doc/94257/0084550.pdf 
10 http://www.alliance-scotland.org.uk/ 
11 http://www.localdemocracy.info/2014/08/14/time-to-rebuild-scottish-democracy-what-the-referendum-decides/

http://www.chex.org.uk
http://www.chex.org.uk/subscribe/
http://www.scotland.gov.uk/Resource/Doc/94257/0084550.pdf
http://www.localdemocracy.info/2014/08/14/time-to-rebuild-scottish-democracy-what-the-referendum-decides/
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