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Background: During the COVID-19 pandemic, public health teams tried several 
approaches to circulate accurate health information and engage with community 
members to understand what they need from public health services. Two such 
approaches were community champions and community participatory action 
research (CPAR). This study evaluates two champion programmes and a CPAR 
programme in terms of what worked, for whom, and in what contexts, including 
the funding and resourcing associated with implementation.

Methods: Between June 2022 and June 2023, a realist evaluation of three 
distinct case studies (COVID-19 champions, Vaccine Champions, and CPAR 
programmes) in the city of Southampton in England was conducted in three 
stages: development of initial programme theories and collection of additional 
contextual information, including funding and resources associated with 
delivering each programme; initial programme theory testing; synthesis of final 
programme theories. Data was collected primarily through semi-structured 
interviews (n  =  29) across programme and training leads, voluntary services, 
community organisations, volunteers, and local community members, and one 
focus group with local community members (n  =  8).

Results: The City Council used £642  k from two funding awards to deliver 
the programmes: COVID-19 Champions £41  k; Vaccine Champions £485  k; 
and CPAR programmes £115  k. Twenty-eight initial programme theories 
were generated, which were “tested” to support, refine, or refute context-
mechanism-outcome relationships, resulting finally in a set of 22 programme 
theories across the three programmes. Six demi-regularities were generated, 
each featuring in multiple programme theories, and providing data on how 
and why these programmes can work, and in which contexts: (1) building trust 
through community connections; (2) fostering relationships and collaboration; 
(3) provision of training and resources; (4) local community knowledge and 
expertise; (5) community representation and leadership; (6) appropriate 
communication and information sharing.

Conclusion: This study provides new knowledge and understanding of the 
factors affecting the implementation of community champion and CPAR 
approaches during public health emergencies. These findings suggest that 
representation and involvement of community members, establishing and 
building on trust, adequate training and resources, and clear communication 
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from trusted community members and organisations are catalysts for meaningful 
engagement with communities.

Evaluation registration: Research Registry identifier: researchregistry8094.
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community champions, realist evaluation, COVID-19, community participatory action 
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Introduction

By March 2020, community transmission of COVID-19 in the 
UK, had become so widespread that unprecedented measures to 
control the spread and reduce pressure on the National Health Service 
were implemented. A series of lockdowns began on 23rd March 2020 
and lasted until the summer of 2021. Throughout this period and 
beyond, local authority-based Public Health departments in England 
were responsible for co-ordinated COVID-19 responses, and a range 
of local initiatives and actions were implemented as part of “Contain 
Outbreak Management” plans, informed by knowledge about local 
population groups that might be most vulnerable and their needs. Two 
examples of these initiatives were community champion approaches 
[see (1), for an overview of COVID-19 champion programmes across 
London] and Community Participatory Action Research (CPAR) 
approaches, which train community members as researchers to 
explore topics of interest with their fellow community members.

Community champion programmes

A variety of community champion programmes have been applied 
in the UK and internationally, during acute emergencies and for 
prevention on a broader timescale (2). These roles have been 
traditionally referred to as community health workers, who are 
individuals from the community in which they are working, are not 
professionally trained, and are normally volunteers (3). Embedding 
community health workers into community and health systems, and 
providing adequate supervision and training, can facilitate improved 
programme delivery in lower-to-middle income countries, however, 
information on how best to adopt such approaches is lacking (3). 
Agarwal et al. (4) proposed a conceptual framework for measuring 
performance of community health workers, focused on processes such 
as community health worker development and support from 
community groups, and outputs such as community health workers 
competency and community access, that can help improve community 
health outcomes.

More recently, these roles have been called champions or 
community champions. Public Health England categorised champion 
programmes into two broad approaches (2). The first is the “Popular 
Opinion Leader” approach, which utilises well-connected leaders who 
are already established in the community and play a role in health 
promotion. This model was most often adopted by Vaccine Champion 
programmes during the pandemic. This approach utilises staff and 
community leaders in a range of healthcare, third sector, or faith-
based contexts. The activities delivered on these programmes are often 
structured information provision sessions [see (5) for an example]. 

The second is the “Community Mobilizer approach”, which utilises a 
wide range of volunteers, typically to support prevention and outreach, 
and allows reciprocal information sharing between communities and 
stakeholder organisations [see (6) for an example]. This model was 
most often adopted by COVID-19 champions programmes, which 
tend to utilise a large number of volunteers or lay-workers, to facilitate 
broad reach into communities, but with less structured activities. Both 
models can reach and communicate with target communities, through 
greater social connections and better linking of communities and 
services (2). However, the two models operate with different methods.

COVID-19 champions are able to reach target groups, 
communicate health risks, and understand and deliver solutions that 
are appropriate to their communities (7). These programmes are more 
likely to succeed when trust of the government is low, and champions 
are given autonomy and are seen as trusted sources (6, 7). A synthesis 
of practice-based learning in COVID-19 champion approaches found 
that stronger relationships with communities was a catalyst for 
prevention efforts in under-served groups, and that this can 
be  facilitated by trusted community member involvement (8). 
Newham Borough Council in London were an early adopter of the 
COVID-19 Champion model and identified useful insights from 
champions, into why people got involved, how they communicated 
messaging onwards into the community, and unexpected benefits (9). 
However, there were challenges faced by COVID-19 champion 
approaches including: reliance on volunteers, potentially resulting in 
stress and burnout for them; limited resources; and reaching and 
including seldom heard and underserved groups (7).

Vaccine Champion programmes were a feature of public health 
efforts globally during the pandemic, and evaluations have focused on 
both the training of champions and the perceptions of service users. 
In Australia, vaccine champions, who were primarily healthcare and 
government workers, were trained to improve their knowledge and 
communication skills to become vaccine advocates (5). Following 
training, they felt more confident to discuss vaccine safety and 
effectiveness and to seek out additional information to fulfil their role 
(5). An example Vaccine Champion programme from India, was 
co-designed with community representatives to increase vaccine 
acceptance, and showed perceived benefits for both parents and 
caregivers, and champions (10). Parents improved their knowledge of 
the vaccine purpose and side effects and were more willing to travel 
for family vaccinations. Vaccine champions felt more ownership and 
were more able to tackle the concerns of community members (10). 
A more focused Vaccine Champion programme in Southeast London, 
was delivered solely through community pharmacies, and over four 
months engaged in several thousand vaccine-related conversations 
with community members, with the majority indicating willingness 
to have the vaccine (11).
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Community participatory action research 
programmes

An alternative approach to Champions to achieve better 
understanding of and connections to communities is CPAR, 
sometimes referred to as community-based participatory research or 
participatory action research. Ortiz et al. (12) highlight a conceptual 
model of community-based participatory research involving four 
domains: research context (e.g., capacity and readiness); partnership 
processes (e.g., relationships, partnership structures); intervention and 
research design consequent to shared decision-making (e.g., 
community-involved research); intermediate and long-term outcomes 
(e.g., shared power relations in research). It has also been 
recommended that participatory action research programmes are 
considered in three phases, involving design (involvement of 
stakeholder groups), implementation (stakeholders to focus on 
appropriate health impact and outcomes), and evaluation (participant 
perspectives and plans for sustainability) (13).

A review of community participatory approaches in health 
systems concluded that studies consistently highlighted improvements 
in the availability, accessibility and acceptability of services, with 
limited evidence for improvements in health behaviors or outcomes 
(14). In line with findings for community champion models, 
individual motivations, trust at the community level, and supportive 
institutional processes promoted community participation, while 
challenges highlighted included limited training, interest or 
information, and a lack of sustainable resources (14). In a later scoping 
review, a range of success factors were highlighted, which span across 
characteristics of partners (e.g., representation), relationships between 
partners (e.g., openness and transparency), and processes, resources, 
and outcomes of the partnership (e.g., sustainable community 
benefits) (15).

In terms of the research process itself, challenges can include a 
lack of time and financial resource to enable sustainable community 
engagement, and differing expectations, roles, and processes involved 
in partner organisations (16). Despite these challenges, there were 
factors that promoted community-based research partnerships, 
including recognition of stakeholder expertise, reimbursement of 
costs, and providing variety in communication channels and methods 
(16). When looking at the effects and processes involved in CPAR 
approaches, it is also important to explore benefits/outcomes at 
multiple levels, such as volunteers/paid researchers and community 
organisations. Volunteer researchers reported that their involvement 
in CPAR programmes was valuable training for community 
engagement and for experience in their health field of interest (e.g., 
future nursing related careers) (17). Community partners reported 
that utilising volunteers from within their communities helped 
understanding and acceptance of research-based approaches (17).

Realist evaluation

Evaluating complex public health programmes, where assigning 
causation and isolating specific effects by controlling variables is not 
possible, necessitates a different approach than traditional randomised 
controlled trial design. Recent recommendations on rethinking the 
concept of evidence in implementation science suggest that 
evaluations should prioritise evidence that has been identified as 

important by the communities themselves, and the context of the 
programmes being evaluated as a key domain of study (18). Realist 
evaluations focus on “what works, how, in which conditions, and for 
whom” using context-mechanism-outcome configurations rather than 
focusing on outcome effectiveness alone (19, p.1). Contexts refer to 
anything that forms the existing backdrop of the programme or 
intervention and includes factors such as legal and political contexts, 
socio-demographics of those affected and social or cultural norms. 
Mechanisms combine the “reasoning” or reaction to “resources” 
inherent in the programme (19). Outcomes can include both intended 
or unintended consequences of the interaction between contexts and 
mechanisms. The three phases of a realist evaluation include: 
identifying initial programme theories in terms of context-
mechanism-outcomes; testing the initial programme theories via data 
collection involving interviews with key stakeholders; and analysis of 
the context-mechanism-outcomes and building more refined 
programme theories (20).

Realist evaluations of community-based participatory research 
approaches in the context of health research and practice have 
previously been carried out. Jagosh et al. (21) reviewed studies on the 
benefits of participatory research and highlighted a middle-range 
theory (a synthesis across cases, the final phase highlighted in the 
previous paragraph) that focused on partnership synergy as the key 
catalyst for effective links between the process and outcomes of these 
approaches. Using this lens, findings indicated that participatory 
research can produce culturally appropriate research, increase capacity 
and competence in stakeholders, improve outputs and outcomes, and 
promote sustainability of project goals (21). In follow-up work, Jagosh 
et al. (22) showed that sustainability in community-based participatory 
research partnerships helped achieve collaborative efforts toward 
health improvement, spin-off projects, and system transformations at 
a population level. However, to the present authors’ knowledge this 
study represents the first attempt at a realist evaluation of community 
champion approaches, and of a CPAR programme within a 
pandemic context.

Current study

Existing health inequalities have been further exacerbated by the 
COVID-19 pandemic and efforts to address these inequalities need to 
be  sustained over the long-term and in partnership with those 
affected. Existing evidence about community-focussed initiatives such 
as Champion and CPAR programmes suggest that they can be effective 
for helping to improve reach and engagement with communities and 
could contribute to building more effective and acceptable services. 
Such initiatives, however, are complex and are introduced within 
dynamic contexts making evaluation of their effects difficult. To date, 
whilst there have been evaluations of wider community health 
champions and CPAR projects, published evaluations of their 
application in the COVID-19 context have been limited, particularly 
taking into account the delivery of multiple overlapping programmes 
in the same context. This study provides a unique contribution to 
knowledge by using a realist approach, alongside collecting 
information on funding and resources, to evaluate three co-occurring 
Champion and CPAR programmes in the city of Southampton in 
England, in the context of COVID-19. By using realist evaluation, this 
project aimed to provide unique insights that explain the context, 
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mechanisms, and outcomes of such approaches, and draw out 
overarching themes across programmes, that can help to optimise 
service delivery in the future, informing both public health and 
academic research stakeholders.

The aims of the realist evaluation were to: (1) evaluate the 
COVID-19 Champion, Vaccine Champion, and CPAR programmes 
in terms of how and why they work, for whom and in what contexts, 
including information on funding and resources; (2) provide 
overarching themes that are present within and across these 
programmes to inform future service design.

Materials and methods

This evaluation was funded by the National Institute for Health 
and Care Research (NIHR) Public Health Intervention Responsive 
Studies Team (PHIRST) programme, whereby local authorities apply 
to have one or more programme or service evaluated by a group of 
experts in public health evaluations.

The three programmes

COVID-19 champions
In the city of Southampton in England, three programmes were 

adopted as part of efforts to tackle COVID-19: (i) COVID-19 
Champions; (ii) Vaccine Champions; and (iii) the CPAR programme. 
The COVID-19 Champions initiative began in September 2020 and 
involved volunteers signing up to act as conduits into their 
communities for local information about the pandemic, current data 
on infection rates, and how people could protect themselves and those 
around them. It was also intended to be a way in which the local 
authority could get feedback from communities on the specific 
challenges they were facing, so that the local authority could form a 
better response to local need. Anyone was able to volunteer, and the 
local authority adopted a universal approach, without targeting 
specific groups or communities, recruiting through an online sign-up 
page on their website. All those signing up received details of a 
champion Facebook page and WhatsApp list. The WhatsApp group 
was partly utilised as a way of sharing the latest images of 
communication campaigns from local and national health agencies. 
They also received a weekly email bulletin which contained the latest 
data on COVID-19 rates in Southampton and England, reminders of 
the current restrictions, and information about briefings and online 
groups available that week. COVID-19 champions did not receive any 
incentives or reimbursement. By the end of 2022, the programme had 
evolved into a broader health and wellbeing champion model.

Vaccine champions
Vaccination to protect people from COVID-19 began in the 

UK in December 2020 (23), with an intensive two-dose programme 
roll-out that lasted into summer 2021. A booster dose roll-out 
followed in late 2021 into early 2022. Booster vaccinations for older 
adults and those with underlying health conditions will likely 
continue, for the foreseeable future. Although the UK achieved 
high levels of vaccination, certain groups were less likely to 
be vaccinated (for example people from Black and other minority 
ethnic groups) (24). The Vaccine Champion programme began in 

February 2022 (and overlapped the COVID-19 Champion 
programme). The purpose of this initiative was to increase 
COVID-19 vaccination rates, particularly amongst communities 
and groups where vaccination uptake had been lower. The 
approach was proactive, with deliberate efforts to engage 
organisations linked to communities with large numbers of 
unvaccinated people. This entailed a two-tier champion approach 
with a group of champion organisations grant funded for their time 
in order to reach and engage community members, with a second 
tier of unfunded businesses and organisations helping to 
distribute leaflets.

Once signed up, grant-funded champions were given details of a 
Facebook page and WhatsApp list and received a weekly bulletin by 
email containing champion stories, and information about vaccination 
hubs, vaccine pop-up sessions, and walk in clinics. Champions were 
also provided with weekly flyers which signposted residents towards 
local vaccination sites, communication in a variety of formats (e.g., 
social media posts, digital campaigns) and translations, Making Every 
Contact Count training, access to training on opening up 
conversations about vaccinations, informational videos, podcasts, 
weekly drop-in sessions and a dedicated email address to answer 
queries, and local data and intelligence. Subsequently, these 
organisations delivered a variety of activities such as sharing 
information about local vaccination provision, information sessions 
to dispel vaccine myths, tailored support to address cultural barriers 
to vaccinations, and even extended opening hours for vaccine 
provision in areas of low uptake. Some Vaccine Champion 
organisations provided educational and health and wellbeing 
activities, where conversations about vaccination could occur but not 
be the focus. For example, a sporting foundation provided tutoring for 
Maths and English. Funding for the Vaccine Champions work ran 
until March 2023.

Community participatory action research 
programme

The CPAR programme was funded from February 2022 to June 
2022. It involved commissioning of a national not-for-profit 
community research and social innovation organisation to recruit and 
train peer researchers from local communities. Peer researcher 
training was facilitated and designed by the training organisation, with 
support by the City Council. Training was delivered over six weeks, 
with 8 h of training per week divided evenly between live zoom 
sessions and self-study/tasks. Training was supplemented by an 
extensive peer researcher handbook, which focused on the following 
topics: what peer research is; recruitment of participants; introducing 
themselves; gaining consent; safeguarding; interviewing skills; 
fieldwork checklists; participant information sheets; reflection log; 
peer research principles; and resources and further reading. The City 
Council also provided three sessions on: COVID-19, health inequality, 
and deprivation in Southampton; “what is public health”; and wider 
determinants of health. The peer researchers were mentored through 
the work by the community research organisation that recruited them. 
Five local voluntary sector organisations were involved to help reach, 
recruit, and engage peer researchers. The purpose of the community 
research was to understand five pre-determined issues affecting health 
and wellbeing during the pandemic (e.g., intergenerational 
experiences, digital use/literacy) so that local public health services 
could be tailored more effectively going forward.
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Study design overview

There are three broad phases involved in a realist evaluation (20). 
The first phase seeks to identify and formalise a set of initial 
programme theories. Data is gathered from individuals involved in the 
development of the programme, its key stakeholders, and from 
academic literature. This data is then used to build initial programme 
theories about the causal relationships between different contexts, 
mechanisms, and outcomes. These theories are then “tested” in the 
second phase through realist interviews with stakeholders to 
determine how the programme unfolds in real life contexts. In the 
third phase, the programme theories are refined through analysis and 
interpretation of the data to generate specific patterns known as demi-
regularities (or themes), which are then linked to relevant research 
and theory.

Phase 1: Development of the initial programme 
theories and collection of costing and resource 
information

Development of the initial programme theories was completed 
through complementary approaches including: (1) review of 
documents related to the Champion and CPAR programmes that 
describe the programme rationales and protocols; (2) informal 
discussions with key stakeholders, e.g., programme managers, to 
identify assumptions about how the programmes work and in what 
contexts, to achieve their intended outcomes; and (3) consulting 
relevant published research.

Funding and resourcing overview of programmes
Information on funding and resourcing was collected for each 

programme, alongside any available demographic data. For the three 
programmes, information was collected from the relevant programme 
managers (outside of interviews), focusing on their provided budgets 
and what was delivered using them. Data from programme managers 
provided context, budget, and general service information, with 
follow-up contacts to sense check findings.

Phase 2: Testing and refining of initial programme 
theories

Realist interviews were conducted with key stakeholders including 
staff involved in setting up and delivering the programmes, COVID-19 
champions, individuals representing Vaccine champion and CPAR 
organisations, peer researchers, and community members to provide 
a local perspective. Realist interviews started with exploratory 
questions to try to ascertain how the programme works for whom and 
in what circumstances. As the interviews progressed, the questions 
were more tailored to specific context-mechanism-outcome 
configurations from the initial programme theories most relevant to 
the interviewee’s experience.

Respondents were selected for the perspective and insight they 
may have about how and why the programme may (or not) work (25). 
It was important to obtain the perspective of different stakeholder 
groups as a variety of perspectives are needed to investigate informal 
patterns and unintended outcomes (25). Practitioners (e.g., public 
health team, community organisation staff) were seen as having 
specific ideas on what was within the programmes that works 
(mechanisms) as they were more likely to have a broad experience of 
successes and failures. Frontline practitioners (e.g., COVID-19 

Champions, Vaccine Champions, CPAR researchers) were also more 
likely to be good sources of information about the programme barriers 
and unintended consequences (25). Local community members were 
more likely to be  sensitised about possible outcomes and how 
programme mechanisms may have influenced outcomes (20).

A realist interview schedule was developed based on the template 
from the Realist And Meta-narrative Evidence Syntheses II Project 
(26). The realist schedule was tailored to each stakeholder group (e.g., 
programme managers, champions). Whilst realist interviews are 
qualitative in nature, their purpose is different to other types of 
interviews (e.g., constructivist) where the aim is to elicit and 
understand the respondent’s world view and experiences (26). Realist 
interviews investigate propositions about how, where, when, and why 
(not) programmes are successful, by capturing the participants’ stories 
about the programme (26). To do this, the interviewer relates with 
interviewees in a distinctive process called the “learner-teacher” cycle 
(20). The interviews explored stakeholders’ accounts of the 
programmes, their implementation, how the programmes were 
expected to work, barriers and its anticipated impact on practice. 
Interviews and focus groups were conducted either face-to-face and 
recorded via a Dictaphone or virtually and recorded via Microsoft 
Teams or Zoom. Transcripts were produced verbatim and 
pseudonymised at the earliest opportunity to remove 
identifiable information.

Phase 3: Programme theory specification
Data previously collected in phase 2 were analysed and integrated 

to develop a comprehensive understanding of the refined programme 
theories. An extensive examination of the programme theories was 
carried out to identify recurring patterns and similarities within the 
refined initial programme theories. Subsequently, within the grouped 
programme theories, specific patterns known as demi-regularities (or 
themes) were identified. The resulting demi-regularities were used to 
identify relevant background research and theory that reported on 
related causal chains or moderating factors which Marchal et al. (27) 
described as a “plausibility check”.

Data analysis

Realist analysis
The audio from recordings of interviews and focus groups were 

transcribed by a General Data Protection Regulation compliant 
transcription service to produce verbatim transcripts. Adhering to 
realist methodology (25), the data analysis process utilised a 
retroductive approach, supported by both inductive and deductive 
analytical processes with the interview transcripts, while also 
incorporating the researchers’ own understanding to uncover 
generative causation. The process required researchers to move back 
and forth between the initial programme theories and the data, to 
identify elements of contexts and mechanisms that explain the 
outcomes (28). The analysis and synthesis of data followed guidance 
by Gilmore et al. (29), which allows for a transparent and rigorous 
analysis process to be conducted. NVivo, a qualitative data analysis 
software, was used for coding the interview transcripts. Coding of 
transcripts was completed in two ways. Excerpts relevant for initial 
programme theories were coded to the relevant programme theory 
(deductive), and then any other comment that was assessed as being 
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a potentially useful additional context, mechanism, or outcome was 
coded (inductive).

The following step-by-step process was followed for each initial 
programme theory:

 1) A “node” was created for each initial programme theory 
(identified in phase 1).

 2) Any relevant comment related to an initial programme theory 
was coded to the relevant node.

 3) All data attached to each node representing an initial 
programme theory was reviewed and if clear context-
mechanism-outcome components could be extracted from the 
data, a memo was created and linked to the relevant initial 
programme theory to record the rationale for agreement, 
refinement, or refutation of the theory.

 4) Memos for each initial programme theory were reviewed by a 
second member of the research team to ascertain whether each 
initial programme theory needed refinement, taking forward 
in its current form, removing where there was no evidence to 
support, or where there was overlap with another initial 
programme theory and could be combined.

 5) A refined list of programme theories was produced by one 
member of the research team, and then independently 
reviewed by another. Any outstanding issues were discussed in 
a larger team meeting to reach consensus.

Recurring patterns and similarities within the refined list of 
programme theories were then used to produce overarching demi-
regularities, with data from multiple programme theories (and 
stakeholders) supporting. Once demi-regularities were identified, 
previous research and theory were searched to enhance the 
explanatory power of the study, and to transition the evaluation from 
case-specific programme theories to middle-range theories.

Analysis of funding and resource data
Information on funding and resourcing provided by programme 

managers was summarised for a high-level overview. Where needed, 
other quantitative data (e.g., volunteer champion demographics) is 
summarised using descriptive statistics.

Patient and public involvement and 
engagement

Patient and public involvement and engagement was embedded 
through both the involvement of three members of the PHIRST 
Connect Public Involvement in Research group and wider lay and 
public contributors recruited to a project specific “Public Voice” 
group, and a later dissemination and feedback event. Two members of 
the Public Involvement in Research group supported project 
development since inception, attending project meetings, commenting 
on the protocol, and one member (IS) was involved in developing the 
evaluation approach, interview schedules, supporting data analysis, 
and co-authoring this manuscript. For the public voice group, eight 
people were initially recruited, with a mixture of local residents, 
champions, and peer researchers. The group advised on the early 
development, delivery, and recruitment of other public members for 
the evaluation. The chair of the Public Involvement in Research group 

led the public voice group and attended advisory and project 
steering groups.

Results

Phase 1: Development of the initial 
programme theories and collection of 
costing and resource information

Between June and September 2022, an initial set of 28 programme 
theories (see Supplementary Table S1 for full list) was generated based 
on data gathered from individuals involved in the development and 
running of the programmes, other key stakeholders, and from 
academic literature.

Funding and resourcing
Southampton City Council used £157 K from the Department of 

Health and Social Care’s award of the “Contain Outbreak Management 
Fund” (2020–2021 and 2021–2022) and the Department for Levelling 
up, Housing and Communities award of £485 k “Community Vaccine 
Champions Scheme” funding (2022) to deliver the three 
community approaches.

Figure 1 depicts the funding division for each programme based 
on information from project leads at the City Council.

COVID-19 champions
The City Council was awarded £41,725 to support delivery of the 

COVID-19 champion programme. This total amount was used to pay 
the salary (including oncosts) of a community engagement officer who 
was involved in administrating and coordinating the programme and 
its champion volunteers. As of February 2021, there had been 306 
COVID-19 champions signed up to participate. Limited demographic 
data on champion characteristics was collected by the City Council. 
English was the predominantly spoken language (87%, 265/304) 
followed by Polish (3%, 8/304) and Spanish (2%, 7/304), but there was 
representation from 26 different languages. More detailed data was 
available on a smaller subset (n = 208) of champions who opted to 
share their details, whose median age was 55–59 years. Their reported 
ethnicity was: 88% (183/208) White; 5% (10/208) as Asian; 3% (6/208) 
as Black African/Caribbean/Black British; 1% (3/208) as Mixed and 
the remainder as “other” (2%; 5/208).

Vaccine champion programme
The City Council allocated £485 k to the Vaccine Champion 

programme, which funded time for 12 staff members to recruit local 
vaccine organisations, organise grant allocation and support programme 
delivery (e.g., a public health consultant, project manager, and two 
project support officers). In total, £226 k was awarded in grants to 23 
local organisations, with mean and median values of £9.8 k and £9.3 k, 
ranging from £300–£53,140. These organisations were often embedded 
in underserved community groups (e.g., a mosque, two organisations 
supporting refugees, an Afro-Caribbean Women’s group). This funding 
paid for a variety of outreach work that aimed to embed discussions 
about vaccinations into routine activities and communications, with 
larger funding allocations also being utilised for additional events 
centred around encouragement for vaccination and wider talks about 
health and wellbeing. Additionally, there were 105 local businesses who, 
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with no reimbursement, agreed to share the “One Southampton” 
communications campaign in the form of leaflet distribution across 
the city.

CPAR programme
The City Council allocated £115 k of funding to the CPAR 

programme, with local Voluntary Services awarded £85 k for 
coordination (and reimbursing peer researchers for their time) and a 
national community research and social innovation organisation 
awarded £30 k to deliver training and mentoring of peer researchers. 
There were three broad phases to the CPAR programme: recruitment; 
training; and conducting research. During recruitment, the training 
organisation worked with the five local community organisations to 
recruit peer researchers. Together, they created and shared adverts, 
asked potential peer researchers to complete application forms and 
carried out interviews with community organisations. It was estimated 
that across a month, three members of the training organisation 
worked a total of 10 days to complete recruitment (5 days of which 
focused on interviewing potential peer researchers).

Peer researcher training was facilitated and designed by the 
training organisation, with support by the City Council. Training 
focused on the topic, research skills, ethics and conducting research. 
Training was delivered over six weeks, with each week consisting of 
four one-hour zoom sessions and around four hours of self-study/
tasks. Interviews and focus groups for the research were completed by 
15 peer researchers over a three-month period. Peer researchers were 
affiliated and mentored by community organisations, with further 
“drop-in time” provided by the training organisation. The 
decentralised management of peer researchers meant that the total 
numbers of interviews were not recorded. Those recruited typically 

worked around 2–3 days per week for up to 3 months and were paid 
the current UK living wage1 for their work.

Phase 2: Test of initial programme theories

A total of 29 one-to-one interviews and one focus group, with 8 
local community members, were conducted between September 2022 
and April 2023. This covered 20 coordinators and 17 community 
members. The breakdown of coordinator roles, and overall 
coordinator and community member demographics are provided in 
Table 1. Given the age and health status of the community members, 
this sample can usefully inform on the perspective of older ages and 
long-term conditions, known risk factors for COVID-19.

Phase 3: Synthesis of programme theories

Across the three programmes a final total of 22 programme 
theories were generated (see Supplementary Table S2 for a detailed 
summary) between April and June 2023. From the initial 28, each 
initial programme theory was either: taken forward in its current form 
(2 instances); refined (20 instances); removed where there was 
insufficient evidence to support (4 instances); or combined with another 
initial programme theory in cases of considerable overlap (2 instances). 

1 At the time the programme ran in mid-2022 the UK living wage was £9.90 

per hour. Source: https://www.livingwage.org.uk/what-real-living-wage

FIGURE 1

The application of funds across the three champion/CPAR programmes.
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To make the programme theories more accessible to project partners 
and wider audiences, a plain English summary and take-home messages 
were produced for each (Supplementary Table S2). This was shared with 
the evaluation steering and advisory groups so they could provide 
feedback and action any learning for current and future programmes. 
Synthesis of these programme theories across programmes produced 
six demi-regularities.

Demi-regularities
We present each of the six demi-regularities with a narrative 

summary, linked to existing research and theory, with illustrative 
quotes, providing interpretative depth. The quotes presented are the 
most representative of each demi-regularity. A summary of the six 
demi-regularities is provided in Table 2, linked to selected programme 
theories, with 10 out of the 22 programme theories presented as they 
are most relevant for each quote (see Supplementary Table S2 for 
full list).

Demi-regularity 1: Building trust through community 
connections (selected programme theory: 2)

Being embedded within existing community groups can be due 
to an organisation already serving that community, or an individual 
being representative, well-known, or an established leader within a 
community. In this circumstance, the individual is able to build on 
relationships and trust that already exist within the community. 
Offering information from trusted sources is recommended as a 
strategy to increase vaccination uptake in hesitant community 
members (30). Moreover, by partnering with established community 
organisations, these programmes can leverage the trust that these 
organisations have already built with their members. Members of the 
community are more likely to trust and engage with a programme 
when it is led by someone they know and respect, or an organisation 
that has a history of serving the community.

Quote: “Well, the first thing is really trust, isn't it? Because we have 
to trust each other to share the messages. So, the most problems 
with COVID would be overcome, I think a lot, not most, if we had 
that, because some communities, as we saw from CPAR research, 
when people go for information online, then problems start. So, it's 
sending them clear scientific data, and make sure that there is that 
trust. Obviously, you can't just barge into a community and say 

trust me because I look good. So, you need that relationship, which 
is built, and basically this is how Vaccine Champions really were 
created. This was part of it, like, how to engage with those 
communities, because they don't know us, they don't know the 
council. If anything, probably we're on the wrong side for them to 
understand us. So that's how these links with community 
organisations that are present in those communities, started 
creating.” (Programme lead)

Quote: “The stress that can come from going elsewhere or travelling 
elsewhere or not being in a place that feels safe to you, you're not 
going to trust what anyone says because you already feel like you're 
out of your comfort zone and you've got no power. So, enabling 
people to be sort of here, for example, or even in schools, so parents 
can come to a school and hear things about the vaccines for their 
children, they'll feel more able to trust.” (Community member)

Increased trust was also highlighted in relation to champions and 
peer researchers being invested in the importance of the programmes 
and having personal experience of the health and wellbeing 
experiences or wider circumstances of the target community 
members/groups. This aligns with previous literature that has shown 
that when community partners are personally invested in the research, 
efforts to enhance trust become a priority, leading to the development 
of impactful working relationships (22). This can help to build trust 
and credibility with community members. When champions and peer 
researchers have shared experiences with individuals from the 
community, they may be more likely to be listened to and respected. 
Recognition of the impactful value of experiential knowledge from 
local communities has been found to be  a successful indicator of 
sustainable community-based participatory research 
programmes (15).

Demi-regularity 2: Fostering relationships and 
collaboration (selected programme theories: 7b and 18)

Relationships and collaboration were key components of the 
Vaccine Champion, COVID-19 Champion and CPAR 
programmes. One way the programmes foster relationships and 
reciprocity is by linking established organisations and well-known 
individuals with communities. These organisations and 

TABLE 1 Interviewee participant demographics (N = 37).

Stakeholder 
group

Stakeholder subgroups Age (years): 
mean (range)

Sex: n 
female (% 
female)

Ethnicity: n (%) Long-term 
condition or 

disability: n (%)

Coordinators (n = 20) Programme leads (n = 3)

48 (22–70) 13 (65%)

White British, 10 (50%)

White other

3 (15%)

Asian

3 (15%)

n/a

Training lead (n = 1)

Voluntary services lead (n =1)

Community engagement officer (n = 1)

Community organisation representative (n =2)

Vaccine champion (n = 3)

COVID-19 champion (n = 5)

Peer researcher (n = 4)

Community members (n = 17) 72 (34–87) 9 (56%) 15 (88%) White British 11 (69%)
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TABLE 2 Demi-regularities summary and selected relevant context-mechanism-outcome configurations

Demi-regularity label Demi-regularity summary Programme theory 
(PT) and label

Context Mechanism Outcome

1: Building trust through 

community connections

Increased levels of trust can come from 

community organisations and 

individual members being embedded 

within existing community groups 

with which champion and peer 

researcher programmes were hoping to 

engage.

PT2: getting representative 

champions and peer 

researchers

If recruited champions/peer 

researchers are a good 

representation of targeted 

communities.

Resource: champions/peer researchers will have more 

commonalities with the community and will be more 

likely to have the confidence, knowledge, and 

understanding to approach the communities

Reaction: this could lead to increased trust among 

members in the community who would perceive 

champions/peer researchers as more relatable.

This can lead to increased engagement 

from community members in the 

champion/peer researcher programme.

2: Fostering relationships and 

collaboration

The importance of working together 

was recognised, with community 

members and organisations trying to 

achieve better health outcomes and 

create sustainable change in the 

community.

PT18: partnership working 

improved

If appropriate support 

structures are in place for the 

CPAR programme to engage 

with local organisations.

Resource: the CPAR programme provides a tangible way 

for public health programmes to work closely with 

community organisations.

This can lead to effective collaboration 

and ongoing partnerships with 

community organisations.

PT7b: insights must lead to 

improvement of services

If insights from community 

members about how best to 

deliver current programmes, 

and potential barriers are 

gained through champions/

peer researchers.

Resource: there are no actions taken in terms of changes 

to the current programmes or future services.

Reaction: community members feel disappointed by the 

lack of actions/improvements.

Uptake or engagement is negatively 

affected for current programmes and 

future services among target 

communities, groups, or individuals.

3: Provision of training and 

resources

Providing adequate resources and 

training (where appropriate), helps to 

ensure champions and peer researchers 

have the capacity, skills, and knowledge 

necessary to effectively communicate 

with community members and build 

relationships based on trust and 

mutual respect.

PT20b: resources and 

training for community 

research

If there is adequate resource 

for the CPAR approach.

Resource: effective training and ongoing support for 

community researchers.

Reaction: CPAR researchers are able to conduct safe, 

ethical, confidential, and open-ended interviews.

The CPAR programme is viewed as 

trustworthy and community members 

feel comfortable being open and honest 

in interviews, providing valuable 

insights.

PT4: enabling champions 

and peer researchers

If champions/peer researchers 

who might (or not) have prior 

relevant experience are 

adequately trained in the role.

Resource: timely training materials and resources are 

provided, with opportunities to practice and access to 

ongoing support or mentoring.

Reaction: champions/peer researchers would feel more 

confident and enabled to deliver an effective service.

This could lead to more effective reach 

into communities and communications 

with community members.

4: Local community knowledge 

and expertise

Community member involvement is 

essential for success because they bring 

local knowledge and expertise that is 

crucial for delivering programmes that 

meet the unique needs of their 

communities.

PT6: two-way 

understanding and 

ownership

If there are representative 

community members 

engaging in the programmes.

Resource: this provides a forum for local authority and 

partner organisations and community members to listen 

to and understand each other, often through champions.

Reaction: local authority and partner organisations 

would feel more confident understanding how to meet 

community member needs, and community members 

would feel more empowered and trusting of services.

This improves relationships between 

local authority and partner 

organisations and community 

members and brings about a sense of 

shared ownership of programmes/

services.

(Continued)
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TABLE 2 (Continued)

Demi-regularity label Demi-regularity summary Programme theory 
(PT) and label

Context Mechanism Outcome

5: Community representation 

and leadership

Community representation and 

leadership helps to build trust and 

credibility, as these individuals and 

organisations are able to communicate 

with the public in a way that is 

respectful and culturally appropriate.

PT16: representation 

through vaccine champion 

organisations

If vaccine champion 

organisations already 

represent local community 

members and/or issues of 

importance (e.g., health, 

faith).

Resource: they are ideally positioned as trusted sources 

to initiate conversation and circulate key information.

Reaction: community members are more likely to pay 

attention to messages they hear from trusted sources, 

especially where direct contact has been made.

A trusted source is gained in the 

champions, who are actively involved 

in local matters. This can lead to 

community members making more 

informed decisions, thereby increasing 

engagement and impact.

PT3a: embedded champions 

and peer researchers

If recruited champions/peer 

researchers are already well 

known in their communities/

established leaders.

Resource: champions/peer researchers will have existing 

links and networks with people across the target 

community

Reaction: community members will feel safe and 

be more receptive of champions/peer researchers as they 

would be perceived as trustworthy.

This could lead to increased uptake and 

meaningful reciprocal engagement 

between champions/peer researchers 

and community members, which can 

last over the long-term

6: Appropriate communication 

and information sharing

Communication and information that 

is both culturally appropriate and/or 

that utilises the right delivery formats 

is an important consideration to build 

and enhance trust and credibility with 

community members.

PT15: making informed 

choices

If information about the 

vaccine is not readily 

accessible to individuals in the 

community.

Resource: champions can act as the bridge in providing 

key information to individuals within the community 

and feedback the community voice.

Reaction: individuals in the community would feel that 

they have better understanding and knowledge of the 

vaccine and related local and country wide issues.

This would likely lead to individuals 

being able to make a more informed 

choice about vaccination and the 

associated community benefits.

PT12: personable and 

appropriate communication

If individuals in the 

community do not feel as 

though they have enough 

vaccination information, or 

the information keeps 

changing.

Resource: communication with champions and peer-

researchers provide personable, accurate and up-to-date 

information without pressure, or signposting to a 

suitable health professional who can provide specific 

information about vaccine side-effects.

Reaction: individuals trust the Champions and peer-

researchers and feel well-informed.

This can lead to better understanding 

of the vaccine and stronger intentions 

to get the vaccine.
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individuals act as intermediaries, helping to build relationships 
and trust between the champions and researchers and the 
community. This is supported by a review of the UK evidence on 
community champions which found that they act as a link 
between communities and services and build social relationships 
(2). They provide insight into the needs and concerns of the 
community, and act as advocates for the programme. This can 
subsequently lead to effective programme implementation and 
better uptake by the community. In addition to this, these 
programmes provide a platform for collaboration between the 
local authority, community organisations, voluntary services and 
community members. Research suggests that the need to meet 
new demands during the early COVID-19 pandemic provided an 
opportunity for new partnerships and collaboration between 
organisations (31). This collaboration can potentially lead to 
better understanding of the needs of the community and the 
creation of more effective services.

Quote: “The notion of handing power back to communities is 
one that really resonates with our mission, as a kind of anchor 
organisation within the voluntary sector. And I think what we've 
done is the public health team, the [name of organisation 
removed] and ourselves, we've created a real synergy there by all 
bringing our own organisational strengths to the programme. 
Along with, of course, the five supporting organisations and the 
peer researchers. So, I think it's a good demonstration of how 
together you  can do things a lot better.” (Voluntary 
Services lead)

It was also theorised that these programmes provided a platform 
or new forum to explore reciprocal working between the local 
authority, community organisations, voluntary services, and 
community members, and that this would lead to better services going 
forward. A meta-review of community participatory research 
identified partnership processes, including the importance of 
reciprocal relationships, as one of the key contributors to effective 
approaches (12). The idea of reciprocal working between different 
stakeholders is important for these programmes because it recognises 
that sustainable change cannot be  achieved through a top-down 
approach. However, there is a danger that this relationship building 
will be wasted if community members and organisations do not see 
actions resulting from the collaboration (i.e., no change to services).

Quote: “I think my biggest point that I want to stress, is what I was 
saying at the beginning about just the lack of feeling. It feels like the 
research has been quite inconsequential because we haven't seen 
anything being done about it. I haven't received any feedback on 
what I've done, and so it's hard to pass that back down to the 
community as well. So, I don't want it to be for nothing, and I'm sure 
that no one else in the project does, but that's what it feels like has 
happened, at the moment. So, potentially, some more work needs to 
be done there.” (CPAR researcher)

Demi-regularity 3: Provision of training and resources 
(selected programme theories: 4 and 20b)

Studies reviewing how to optimise the use of community health 
workers support the notion that training, and ongoing support and 

supervision, which are suitably resourced, are essential to the success 
of these approaches (32, 33). Inadequate training or support 
structures, a lack of resources, and weak infrastructure have also been 
highlighted as barriers to community engagement for COVID-19 
prevention and control (34). This provision also helps to create a 
sense of ownership and empowerment amongst the community 
members involved, which makes them more likely to take an active 
role in the programmes and to feel invested in their success. An 
appropriate level of training and ongoing support is particularly 
important in CPAR approaches so that research is conducted in a 
safe, ethical, and confidential manner. This helps ensure professional 
conduct, but also maximises the likelihood that community members 
will feel open to sharing their thoughts and feelings about the 
interview topic/s.

Quote: “This isn't simply going out and anecdotally chatting to 
people, this was within a research, within a qualitative research 
framework. There was a lot of consideration that the peer researchers 
had to give to a lot of areas, not least of all ethics. So, if it's going to 
have validity as an exercise, it needs to be done properly, because 
otherwise there's so many ways that it could go wrong. People could 
be using unethical methods, people could not be getting the reach, 
the research questions might not be appropriate. I mean, the list 
could go on and on, couldn't it? So, it's really important that it has 
a solid foundation and that the peer researchers fully understand 
what their role is, that they're involved in it, because part of it is 
coming from them themselves. And they're interested in those 
communities because they're part of it, that it's safe for them and for 
the participants. And that the findings that are coming out of it are 
seen as valid and rigorous.” (Programme Lead)

An additional consideration was that for the CPAR programme, 
the timeline was seen as very tight by involved stakeholders (i.e., the 
programme lead, and community organisation and researchers). The 
need for this type of approach to be resourced over a longer period for 
more sustained community engagement is an important learning 
point going forward. This is reflected in a report from the Scottish 
Government (31) that found organisations involved in the COVID-19 
response want to prioritise “integrated and sustainable models” for 
services going forward. Early engagement (34) and the need to build 
trust over the longer term to achieve the best effects and sustainable 
partnerships (22) are both features of effective community 
participation efforts.

Quote: “I think that this project that we worked on took place over 
a very short period of time. The training itself took four weeks, and 
then there were about three weeks left for community engagement. 
Unfortunately, the researchers were not encouraged to start 
contacting possible participants at the beginning of the project. So, 
this is something that I stressed that we should be doing—again, it 
didn't happen. So, we lost four weeks, and then we had three weeks 
to, frankly, scramble because we know it takes time for people [to 
engage with community members]. So, giving an adequate time to 
the project is essential. It took more time for the training and the 
wrapping up of the results, than it took for the actual community 
engagement and the research period. So, one third was actually 
searching the community, and two-thirds was training plus 
wrapping up, so disproportionate.” (Community Organisation)
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Demi-regularity 4: Local community knowledge and 
expertise (selected programme theory: 6)

The involvement of community members throughout the champion 
and CPAR programmes brought local knowledge and expertise that is 
crucial for delivering programmes that cater to community needs. This 
is supported by a review of volunteering during COVID-19 that found 
utilising local knowledge was one of the keys to identifying and 
responding to the needs of underserved groups (35). Through 
collaborative working, community members were able to share their 
experiences and insights, which helped shape ongoing development of 
programmes. This involvement helped to ensure that the programmes 
were culturally appropriate and sensitive to the needs of the community.

Quote: “And in terms of the power sharing, the whole ethos behind the 
programme is that there's that shared power and shared decision-
making. So not only are we pushing out messages, but we're listening 
really actively as well, so that we can then shift and change services. So, 
listening about which venues work well, listening about what kind of 
other health needs people might want to have met at those vaccination 
sessions, listening around what some of the barriers might be…I think 
it would. I think it would help make the programme more appropriately 
designed to engage more people across the communities, because 
there'd been that codesign early in the process.” (Programme Lead)

Involving community members helps to create a sense of 
ownership and empowerment within the community. When 
community members are involved in programmes, they are more 
likely to feel invested in their success and take an active role in their 
implementation. Research on community-led responses to the 
COVID-19 crisis shows that local expertise can help reach vulnerable 
groups, direct help to where it is needed most, and extend the reach 
of traditional services (36). Consequently, a potential longer-term 
benefit, particularly from the CPAR programme, is that insights from 
the local expertise of the community members interviewed have the 
potential to improve future services and programmes, which would 
leave a legacy of community engagement in the city.

Demi-regularity 5: Community representation and 
leadership (selected programme theories: 3a and 16)

Community representation and leadership in champion and peer 
researcher programmes can help to overcome barriers to access and 
uptake of the programmes. This is supported by an evaluation of 
community-led responses to COVID-19, which showed that local 
leadership can be crucial in empowering action and coordination 
efforts through strong existing networks (36).

Quote: “I mean because people relate to people that they think are like 
them don’t they? We all do that naturally, whether we recognise it or 
not, we do. We’re drawn to people with whom we feel relaxed I guess 
because they’re most similar to us and that might be for a whole 
variety of different things. It might be age, it might be geographical 
situation, it might be  economic variants, it might be, you  know, 
ethnicity, faith, all those things that make us feel comfortable and 
confident with particular people.” (Vaccine Champion representative)

Quote: “Then when I went to the mosque, they did say it’s good and 
you should get it done and, you know, everyone needs to get it done 

and they did give good advice, and then I just feel more confident 
about getting it done.” (Community member)

Community leaders and representatives can provide insight into 
the specific challenges and concerns of the community, which can help 
to shape the development and implementation of current, and future 
programmes. Research on sustained community partnerships 
highlights the importance of shared leadership, and the perception 
that leaders are trustworthy and represent community interests (15). 
Community representation and leadership helped the champion and 
peer researcher programme goals align with the needs and values of 
the community. There were also instances in which community 
leaders and representatives served as role models, helping to build 
trust and promote vaccination uptake in the community.

Quote: “I had my jab in front of them, and that was a good example. 
So, one of them, and no one was going up, so I went first and just 
did it because, for me, it's safe, it's good, and no one's trying to do 
anything… I believe it's right. So, when people trust you, some of 
them will come forward, and others will still be reserved and may 
not. But I think it's important for those champion leaders to be there, 
but in order to do that, you would have to have built up trust over 
years and years of that community. So, 14 years of running a 
breakfast and homeless, they trust you, they love you, so they know, 
and that's the way that you can, not entice them, and I wasn't saying 
they had to have it, or didn't have to have it, it's their choice, but it 
was safe to do it. And they know I'm not trying – there's nothing in 
it for me.” (Vaccine champion representative)

Representation has been shown to be important both in previous 
research and from the data collected for this evaluation. The 
organisations involved in the Vaccine Champion and CPAR programmes 
represented leaders in their community, but the demographics of the 
COVID-19 champions, presented in the funding and resource section, 
suggest that recruitment of volunteers for this programme lacked 
diversity and may have struggled to fully represent the target groups.

Demi-regularity 6: Appropriate communication and 
information sharing (selected programme theories: 12 
and 15)

Culturally appropriate communication ensures that everyone 
understands the benefits of vaccination and feels comfortable making 
an informed choice about getting vaccinated (or not). Research 
focused on addressing vaccine hesitancy recommends the use of 
culturally relevant information from trusted sources, available in 
multiple languages (30). However, it is important to acknowledge that 
even with optimal communication and access to information, not all 
individuals will be  persuaded to get vaccinated. Hence, it is the 
responsibility of champions to foster an environment that facilitates 
informed decision-making, rather than attempting to change 
individual viewpoints about vaccination.

Quote: “Well, yeah, I do think that's important, because otherwise 
how would people get that information? I mean, it's quite staggering, 
really, because we see people who are regularly in hospitals, they're 
regularly in GP surgeries, but still aren't necessarily aware of how 
and where they can get their vaccinations from. So, when they come 
into the centre, it's on a poster right in front of them that says, right, 
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this week you can go to here, here and here, and you can just walk 
in when you're ready and get your vaccination, if you'd like to. And 
without that information here today, they may not be aware of it. 
So, there's lots of instances like that where we've been out and about 
at events, and we've made people aware that there's lots of different 
options.” (COVID-19 Champion)

Effective communication helps to build trust and credibility with 
community members. Moreover, it can ensure that community 
members understand the purpose of the programmes, as well as the 
potential benefits to their health and wellbeing. By sharing accurate 
and up-to-date information, the programmes can help educate the 
community about the importance of vaccination and dispel myths or 
misinformation surrounding the COVID-19 vaccine.

Quote: “I think conversations with Vaccine Champions for people 
that were unsure, I  think there would definitely be  a positive 
reaction. I think a lot of people would be persuaded to go and have 
their vaccine, or if not, certainly find out more about it and certainly 
understand why it's so important that people do undertake the 
vaccine programme, especially when you're looking at very 
vulnerable people, as we're dealing with within our organisation 
here, how important it is to protect them.” (COVID Champion and 
Vaccine Champion representative)

The delivery format of communication and information sharing 
is also an important consideration. Although digital communication 
can increase reach, it may exclude large portions of particular target 
community groups. This is supported by research that suggests health 
inequalities can be  worsened for groups that experience digital 
exclusion (e.g., older adults), who may have poorer health outcomes 
due to lack of access to digital healthcare and support (37).

Quote: “Everything these days, not only just Covid but everything 
now, any information you get they’ll give you the web address and 
the web number or whatever and they don’t think of the, they think 
everybody’s got a computer. Well, the majority of the people where 
I live haven’t.” (Community member)

Having identified and developed the demi-regularities that reflect the 
core ways in which champions and participatory research programmes 
are able to bring about change within communities we reflected that the 
first demi-regularity, “building trust through community connections” 
represents a common thread that links all of the demi-regularities 
together. The process of initiating these programmes must start through 
engaging with existing community connections and building on this 
initial trust to achieve each of the other demi-regularities. As each of these 
is further developed it in turn supports strengthened trust and community 
connections, which is supported by recent findings from local and 
national COVID-19 champion programmes across England (6, 7). This 
is illustrated in Figure 2.

Discussion

The City Council used two funding awards totalling £642 k to 
deliver the three programmes. The Vaccine Champion programme was 
much more resource intensive than the COVID-19 Champions 

requiring greater staff time, and utilising grants to maximise engagement 
with a range of local organisations. Most CPAR funding was allocated 
to paying peer researchers and their coordination by voluntary services. 
The six demi-regularities, found across cases and programme theories, 
showed the importance of communicating with people in a clear and 
open way. Relatedly, sharing information using emails or websites may 
help to increase reach overall, but may also mean that a lot of people will 
be excluded. The local community knowledge and expertise of people 
who live in communities is a rich source of information about what 
might be the best approaches to help, support, and engage underserved 
groups. Fostering relationships and collaboration, through community 
members working together with trusted local organisations, can lead to 
better understanding of the needs of the community and how to 
improve services. Community representation and leadership was seen as 
essential in community champion and peer research approaches 
because it is a catalyst for knowing about the challenges and concerns 
of the community members that they regularly talk to. Provision of 
training and resources for community members who signed up to 
be community champions or researchers, was crucial for them to feel 
empowered and capable in these roles. Building trust through community 
connections using community champion and research programmes is 
more likely when they are led by someone they know and respect, or an 
organisation that has a history of serving the community.

Implications for policy and practice

As a pragmatic evaluation of real-world programmes that were 
implemented in particularly challenging circumstances this research 
provides several implications for those working in local authorities and 
voluntary services/organisations, and for those commissioning future 
services. Across all three programmes, the extent of the willingness to 
volunteer and the enthusiasm for engagement may have been partly 
driven by the unique pandemic context, and so future programmes may 
encounter additional challenges to recruitment and retention (e.g., less 
time available for volunteering; lower levels of motivation to help 
outside of an unprecedented crisis). In the case of the COVID-19 
Champion programme, even the volunteers that did participate largely 
identified as White British. It may be  that during public health 
emergencies those who are most likely to have capacity or resource will 
volunteer, and so volunteering is a reflection of existing health 
inequalities. Future programmes need to incorporate a variety of 
recruitment strategies to ensure more diverse volunteers, in terms of a 
wider range of ethnicity, age (i.e., younger volunteers), and other key 
demographics (e.g., faith or education). Consideration of payment for 
those from under-represented groups may be needed to promote more 
diverse champions going forward. Furthermore, although digital 
information sharing (largely used by COVID-19 champions) can 
increase reach, it is likely that large portions of the intended groups will 
be  excluded if this is the only delivery medium. Although online 
communication can save short-term costs, it may also increase long-
term health system costs by exacerbating health inequalities.

The Vaccine Champion programme cost around 12 times the 
resource of the COVID-19 Champion programme. A substantial 
proportion of funding was allocated to community organisations who 
put on structured activities such as pop-up events, walk-in clinics and 
wider education and health initiatives, representing a more intensive 
programme than the COVID-19 champion model. Provision of activities 
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such as Maths and English tutoring, supporting low-income families 
with free food, and mental health support, may represent ways of 
reaching underserved groups that can be utilised in future champion 
programmes. Tentative evidence from the interviews suggested that 
through this greater funding and more intensive activities, better reach 
and outcomes may have been achieved (e.g., people being transported to 
vaccination centres or getting vaccinations at an event). It may be that 
this extra investment is cost-effective in the long run and that utilising 
key community organisations and leaders instead of volunteers may 
provide better representation of and penetration into underserved 
community groups. A recent report showed that Community COVID-19 
Champion programmes may not impact vaccination rates (6).

There were key implications of appropriate resourcing, with data 
suggesting that future CPAR approaches should allow adequate time for 
meaningful engagement with and sufficient recruitment of community 
members. Furthermore, a plethora of research supports the notion that 
CPAR approaches work best over a long period of time, allowing 
ongoing engagement with the community, building research capacity, 
and exploring a range of issues [e.g., (14, 15, 22, 31)]. There is a real 
danger that if community members (and organisations) do not see any 
actions taken as a result of their community research, it will negatively 
affect future relationships and trust. There may also be a need to manage 
the expectations of the stakeholders involved, in regard to the extent to 
which change is possible for complex issues (e.g., housing). On a 
positive note, an accredited qualification offered by the training 
organisation was highly valued by the peer researchers who opted to 
complete this training and should be considered as part of an offer to 
community researchers in future CPAR approaches.

Implications for research

This evaluation faced challenges in identifying participants who 
actually experienced the programmes directly. The programmes were not 

branded and advertised by name and so someone who may have been 
sent information on infection rates by a COVID-19 Champion, attended 
an event held by a Vaccine Champion organisation, or was interviewed 
for the CPAR programme, would not even know that they were a “service 
user”. The need to identify service users has to be balanced with the 
recommendation from Vaccine Champion evaluations that branding by 
the local authority should be avoided as it risks decreasing trust levels (38). 
Embedding more routine data collection of the demographics and reach 
of champions and community researchers at the sign-up stage would 
somewhat help to overcome this challenge and would provide key data 
on who participates and who is being reached (or not). An additional 
consideration for future realist evaluations is how best to craft a realist 
interview schedule for volunteers or service users who may have relatively 
low literacy levels or English as a second language. A key aim of a realist 
interview schedule is the testing of initial programme theories, which can 
often be quite complex or detailed in nature. Making these questions as 
accessible as possible to a range of participants needs to be balanced with 
the need to refine or refute the theories. Consequently, a plain English 
version of each theory can go some way to helping with any overly 
technical, specialist, or academic language.

Strengths and limitations

A key strength of this research was the public and patient 
involvement and engagement through the entire lifecycle of the 
evaluation. The project had public members embedded on the team and 
advising at every stage, with local community members input and 
feedback on the research. Local community members were also involved 
as participants and then in an interactive dissemination and feedback 
workshop, which will help produce an accessible creative output about 
local experiences during COVID-19. The public and patient involvement 
and engagement throughout contributed to the range of practical 
recommendations and actions for local authority partners, which are 
linked to the programme theories (see Supplementary Table S2). A 
further strength is the use of a realist evaluation in the unique context of 
champion programmes during a pandemic, which allowed learning to 
be  summarised across multiple programmes to inform future 
community centred approaches by local authorities.

This research has some inherent limitations, including the fact that 
despite the best efforts of the research and wider project teams, no true 
“service users” were involved as participants, because of the difficulty in 
identifying the programmes themselves. Therefore, we have limited data 
on “for whom” the programmes worked, a common feature of other 
localised evaluations of champion approaches which have not spoken 
directly to local “service users” [e.g., (9)]. There may be a key distinction 
between professional/trained and lay/volunteer community champion 
programmes, with the former often already aligned through their 
professional role with government and/or health related organisations 
[e.g., (5)]. They are, therefore, easily identifiable, and may be more willing 
to engage in an evaluation. The programmes evaluated in this study 
targeted groups that may have had distrust of the vaccine and associated 
organisations that were aligned to it. In addition, one downside of a 
realist evaluation is that it cannot provide strong evidence of whether the 
programmes affected key behavioural and health related outcomes such 
as vaccination or infection rates, or to what extent the programmes 
reached underserved groups. However, a recent evaluation of vaccine 
champion approaches in the UK found that some local authorities were 

FIGURE 2

Building trust through community connections plays a key role in all 
other demi-regularities.
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reluctant to collect monitoring data as it was counter to informal and 
community-focused ethos of the programme and may undermine efforts 
to build trust (38). Even when data was collected there was no impact on 
vaccination uptake in residents of areas with Vaccine Champion 
funding (38).

Conclusion

This study used a rigorous design and analysis approach to provide 
an original contribution to knowledge regarding the key implementation 
issues that can affect community champion and CPAR approaches 
during public health emergencies. Furthermore, a range of practical 
suggestions have been produced for local authorities, commissioners, 
and volunteer organisations to optimise programmes of this nature 
going forward. Representation and involvement of community 
members, establishing and building on existing trust, adequate and 
sustained training and resources, and clear communication, using a 
variety of delivery modes, from trusted community members and 
organisations are catalysts for meaningful engagement with 
communities. Local authorities should look to implement community 
champion and participatory research initiatives over the long-term so 
that a consistently proactive approach can be taken to improvement of 
services, while being better prepared to react to any future public 
health emergencies.
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