
McGee et al. BMC Public Health         (2022) 22:1316  
https://doi.org/10.1186/s12889-022-13396-2

RESEARCH

Supporting and enabling health research 
in a local authority (SERLA): an exploratory study
Ciara E. McGee1,2*, Megan Barlow‑Pay3, Ivaylo Vassilev4, Janis Baird5,6,9, Lee‑Ann Fenge7, Debbie Chase2 and 
Julie Parkes8,9* 

Abstract 

Background: The use of research evidence to underpin public health practice and policy decisions in local govern‑
ment is strongly promoted but its implementation has not been straightforward. This study aimed to explore the 
factors, relationships and processes that contribute towards accessing, using, and generating research evidence that 
is relevant to local authority public health and social care and shapes its practice.

Methods: Semi‑structured individual interviews with elected councillors, officers directly involved with public health 
and social care and with community members from one urban unitary authority in South England were conducted. 
Interviews were audio recorded, transcribed verbatim and thematically analysed.

Results: Fourteen participants took part in the semi‑structured interviews. Local knowledge and evidence are priori‑
tised, and anecdotal evidence is valued. The Director of Public Health was the principal source of information and sup‑
port. Academics were rarely mentioned as information sources, and their involvement was ad hoc. The use of research 
evidence varied between individuals and departments, with wider engagement among public health specialists. Key 
barriers to the use of research evidence included access (not reported among public health professionals), research 
timeliness, local applicability, competence in finding and interpreting evidence and the role of research evidence 
within a political context. Public health and adult social care teams are not currently research active or research ready. 
Major barriers exist due to financial constraints and the socio‑political context of local authorities. COVID‑19  disrupted 
siloed ways of working, strengthening and opening potential collaborations within the local authority. This changed 
perspectives about the value of research but is likely time‑limited unless underpinned by sustainable funding.

Conclusion: Creating strategic level roles within local government to work with the Director of Public Health to 
champion the research agenda and embedding researchers within and across teams would build capacity for local 
authorities to sustainably co‑create, undertake, and use evidence to better inform future actions.
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Background
In 2013, the responsibility for public health was trans-
ferred back to local authorities in England as part of the 
Government’s health and social care reforms [1]. Local 
authorities were given legal responsibility to improve 
local public health and reduce health inequalities [2], 
with elected councillors inheriting ultimate decision-
making powers for public health priority setting and 
commissioning [2]. Local authority public health is a 
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legal duty underpinned by an annual public health grant 
from the Department of Health and Social Care. In 
2019/20 the total public health grant for local authorities 
was £3.13 billion [3] but this grant has been significantly 
cut by £200 million in recent years [4]. Continuous cuts 
to public services pose significant challenges for local 
authorities, increasing the need for reliable and timely 
evidence to optimise the use of resources to improve 
population health [5].

Using research evidence to improve public health out-
comes is widely recommended as it supports decision 
and policy maker understanding by framing options 
and addressing implementation considerations [6]. Aca-
demics seek to produce usable evidence to inform pub-
lic health practice [7] but a recent systematic scoping 
review found that research evidence is underutilised in 
local authorities because it is not always relevant to the 
local context due to its more global nature [8]. Conse-
quently, decision makers may turn to other sources, such 
as expert opinion, anecdotal information, and local intel-
ligence and evaluations of unknown quality [9]. Barriers 
to the use of research evidence include time constraints, 
capacity and expertise, mismatched timescales between   
policy and academic research, access to and availability of 
research, and the role of research evidence within a polit-
ical organisation [9–13]. Nevertheless, there is an appe-
tite for using research evidence to inform public health 
practice and decision making which demonstrates local 
salience [9–11].

Current literature postulates that researchers need to 
understand and respond to the local priority evidence 
needs of public health decision makers [8–11]. Co-pro-
duction between academia and local authorities through 
joint appointments and/or embedding researchers in the 
local authority may support more meaningful outcomes 
but flexible research funding is needed to support such 
models [14, 15]. The Academy of Medical Sciences calls 
for transdisciplinary research to tackle future public 
health challenges [16] and involving local authorities in 
the creation of public health evidence may better inform 
local public health actions [17].

The National Institute for Health Research (NIHR) 
have a long history of providing significant fund-
ing for National Health Service (NHS) research and 
research infrastructure, including developing a skilled 
workforce, pledging to extend support into non-NHS 
public health and social care sectors [18]. Building 
an evidence-base for local authority public health is 
required to improve the health of the public and reduce 
inequalities in health [6]. It has been recommended 
that the NIHR provide relevant mirroring of NHS 
research infrastructure for non-NHS environments to 

inform public health actions and meet the needs of the 
population [17] but local authorities are complex sys-
tems with internal (staff, structures, cultural values) 
and external (political environment, national direc-
tive) influences [19] and this presents challenges. To 
our knowledge there is no published research evidence 
about how a research system could be developed, oper-
ationalised, and maintained within a political organisa-
tion. This study therefore used two major public health 
challenges as exemplars to provide current and cred-
ible insight into the public health actions in relation to 
standard practice (childhood obesity) and a crisis situ-
ation (Covid-19), and identify the resources needed to 
support and enable research within a local authority 
environment.

Childhood obesity and the current COVID-19 crisis 
were chosen exemplars for this study since both were a 
high priority within the local authority. Childhood obe-
sity is one of the public health priorities for the local 
authority under study and has cross party-political 
support as demonstrated in its recent scrutiny inquiry 
into childhood obesity. The local authority was proac-
tively involved in planning and preparing action to pro-
tect its community from the spread of COVID-19. The 
authors felt that including these two areas provided a 
comparison between an on-going public health concern 
and an emergency public health problem was likely to 
illuminate some of the mechanisms that lead to closer 
engagement.

  Using the long-term challenge of childhood obesity 
and the evolving COVID-19 pandemic as exemplars 
this study aimed to develop an understanding of the fac-
tors, relationships and processes that contribute towards 
accessing, using, and generating research evidence that is 
relevant to local authority public health and social care 
and shapes its practice.

Key objectives of the study were to:

1. Understand the sources of information and evi-
dence used in the local authority response to tackle 
childhood obesity and COVID-19.
2. Explore the attitudes and perceptions of research 
and evaluation among elected members and officers 
directly involved with public health and social care.
3. Develop an understanding about what is nec-
essary to create a research system to sustainably 
develop influential and innovative research activity 
within the local authority.
4. Explore how community groups and the public are 
currently involved with council services and their 
views about how processes can be developed to embed 
greater involvement in future research and evaluation.
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Methods
Participants and recruitment
Semi-structured individual interviews were conducted 
in one urban unitary local authority in South England 
with elected councillors and officers directly involved 
with public health and adult social care and with com-
munity members. The local authority was conveniently 
selected for this study based on existing professional net-
works and having an embedded researcher (CM) within 
the public health team. The Director of Public Health 
identified potential participants whose work related to 
public health and social care. Community participants 
were identified via Patient and Public Involvement (PPI) 
representatives and represent a range of demographics, 
particularly communities experiencing health inequali-
ties and poor health outcomes. Seventeen potential par-
ticipants were invited to take part in the interviews via 
email with fourteen (n = 1 withdrew and n = 2 did not 
respond) agreeing to participate. Potential participants 
were invited to take part in a semi-structured interview 
via email with an enclosed information sheet and con-
sent form. Informed consent was obtained from all par-
ticipants in the study. Community participants received 
a £20 voucher for participation in the study.

Interviews
An interview guide was developed covering topics relevant 
to the study research aims and objectives. During the inter-
views, to facilitate exploration of the sources of information 
used by participants we used GENIE [20], an online social 
networking tool to map the relationships and or connec-
tions between people and organisations which showed 
where and from whom information was sought. A separate 
interview guide was co-developed for community repre-
sentatives in collaboration with PPI representatives. Follow-
ing a pilot test of the interview guide [21] with one Public 
Health consultant not involved with the study, we revised 
the interview schedule to maximise clarity of questions 
and pace the interview. Due to the COVID-19 pandemic 
and social distancing, audio-recorded interviews with par-
ticipant consent were conducted using Microsoft Teams 
(n = 11) and over the telephone (n = 3) between September 
and October 2020 and lasted between 40 and 60 min. Inter-
views with council participants and community members 
were conducted by CM and MB, respectively. At the time of 
the study the researcher and first author (CM) was embed-
ded within the public health team and was therefore known 
to some (n = 6) of the study participants.

Data analysis
Interview audio recordings were transcribed verba-
tim, entered in NVivo 12 software, and thematically 

analysed [22]. All interview transcripts were read 
and re-read with the council interviews and commu-
nity interviews being coded by CM and MB, respec-
tively. Interviewers undertook initial coding using a 
combination of inductive and deductive techniques 
to generate codes. Broad codes were collapsed into 
higher and lower order themes to develop descrip-
tive and interpretive summaries. To aid credibility and 
trustworthiness of findings, analyses and interpreta-
tion were discussed and checked with the research 
team. Community interview analysis and interpreta-
tion went through a process of consultation with PPI 
representatives.

Results
Findings from the local authority and community inter-
views are presented and discussed separately with a 
wide range of anonymised quotations under thematic 
categories. The findings provide an insight into the pro-
cesses and practices for generating and using evidence 
to address local concerns, while also highlighting the 
different sets of complexities experienced within local 
authorities and communities.

Findings from the local authority interviews
We present a broad range of key themes from the local 
authority interviews which highlight some of the key 
tensions and processes involved in the negotiating 
between different groups of professionals within the 
local authority, particularly in relation to political agen-
das and political processes and the generation and use 
of evidence.

The childhood obesity and COVID‑19 response
Childhood obesity is an important public health and 
government priority, but most study participants 
focused on COVID-19 as a priority response due to 
its immediate threat, and prioritisation nationally and 
locally. Few participants were directly involved in the 
childhood obesity response, aside from the Director of 
Public Health, a Senior Public Health Practitioner, and 
the Ward Councillor on the Scrutiny Panel. A recent 
scrutiny inquiry, led by a panel of elected councillors, 
reviewed a range of stakeholder and expert witness 
responses to how evidence shaped the council response 
to tackling childhood obesity. The inquiry also raised 
awareness of the issue of childhood obesity among 
other departments and elected members, highlighting 
the need for a long-term commitment and willingness 
for flexibility across council functions, and with part-
ners, including the Government.
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“What I hope will come out of the scrutiny is more 
joined up working between the city council and the 
university, more understanding of the drivers on 
both sides, accepting what needs to be done in an 
academic sense… but to say that sometimes this 
may not result in a Lancet publication, but if it helps 
the delivery of services or stopping services that are 
not working or helps us to evaluate. So, I hope that 
because of the juxtaposition of the university and me 
being a councillor and having that overlap we may 
be able to... take advantage of the expertise of how to 
do proper research.”

Participant responses demonstrated that COVID-
19 responses were strategic, with the development of 
the Local Outbreak Control Plan, and delivery of the 
plan through a comprehensive programme of projects 
including testing, contact tracing, intelligence, commu-
nications, community engagement via COVID-19 Com-
munity Champions, and Public Health information-cell 
provision. Consultants in Public Health provided strate-
gic and operational support under the leadership of the 
Director of Public Health, and key Officers from across 
the local authority were tasked with leading projects to 
support a whole council response. COVID-19 has led to a 
move away from operational silos, increasing partnership 
working for example, between Public Health and Adult 
Social Care to support with personal protective equip-
ment  procurement, and the prevention and management 
of COVID-19 outbreaks within care homes. Social Care 
professionals commended public health guidance and 
support which enhanced their response.

“Adult social care had some connect points with 
public health, but never like this… They [public 
health] gave us the information and data, the likely 
trajectory and what was going to happen, the num-
ber of people that you were going to see within hos-
pitals and the impact on local communities, which 
enabled us to move our resources to the most appro-
priate places. That was very key”.

Sources of information utilised in the childhood obesity 
and COVID‑19 response
During the interviews participants were asked about 
the main sources of information they used to inform 
the local authority response to childhood obesity and 
COVID-19. We used GENIE (as described in the meth-
ods) to help with this. The Director of Public Health was 
the most frequently cited source of information and sup-
port, alongside other local authority staff and elected 
members. Outside the local authority, local networks of 
Directors of Public Health, the Association of Directors 

of Adult Social Services, the Local Resilience Forum, and 
the Clinical Commissioning Group were cited as sources 
of information in the COVID-19 response, alongside sen-
ior academic involvement in the COVID-19 Health Pro-
tection Board and COVID-19 Saliva Testing Programme. 
Childhood obesity networks included the 0–19  years 
partnership and practitioner forums, and links with uni-
versities via academic presentations at the childhood 
obesity scrutiny inquiry. Academic research did not 
explicitly feature during the network mapping exercise 
but was accessed through National Institute of Clinical 
Excellence Guidance, Public Health England, Office for 
National Statistics, Local Government Association bul-
letins and government websites. Participants highlighted 
that understanding and accessing evidence, and its inter-
pretation and contextualisation alongside experiential 
knowledge and peer learning was treated and experi-
enced as an individual responsibility.

“In terms of understanding the evidence, I would say 
that is our role to understand the evidence.”

“The ADASS  [Association of Directors of Adult 
Social Services], you need your own networks to help 
inform decisions and conversations, so if you’ve got 
queries, you can put that out to that wider group.”

“I’m in a network of Directors of Public Health and 
we come together on a weekly basis… that’s impor-
tant from a peer support perspective.”

Multiple concepts, preferences, and priorities of evidence
Participants provided broad definitions of what counts as 
evidence and its use within a local authority context.

“It’s looking at international and national evidence. 
The other type of evidence is data. We run city sur-
veys to understand what the public are doing, what 
they are thinking, how they are interacting.”

“If it’s evidence it’s data, or it could be anecdotal but 
gathered in a meaningful way that demonstrates 
how residents are feeling or demonstrates the impact 
of an intervention or an activity.”

Emphasis was placed on quantitative data, primar-
ily using descriptive statistics rather than qualitative 
sources, although a lack of coherent strategy across 
departments on evidence use lead to frustration.

“I couldn’t say hand-on-heart that every single 
council service does that well. There are some that 
are doing it well like the integrated commissioning 
unit because they straddle the health service and 
the council operations. Adult social care I’d say are 
doing it to a degree, but it could be strengthened, 
and public health do it…. that is part of our culture.”
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“If I’m absolutely honest, with our local authority 
I would say that we don’t’ have one version of the 
truth. We have lots of different versions… everyone’s 
got a different version of what their evidence is.”

Some councillors preferred anecdotal evidence from 
constituents, but local government officers are perceived 
as having responsibility to present evidence to support 
councillor decision-making.

“Each individual councillor will look at evidence 
very differently. There are some who will only work 
anecdotally.”

“It’s not necessarily the priority of the councillor to 
look at the evidence, its incumbent on the persons 
who is championing that topic to make sure that 
they present the evidence in a way that resonates 
with the councillor.”

Priority of evidence differed across local authori-
ties and NHS organisations, and local authorities exist 
within a wider socio-political context requiring a balance 
between evidence within these wider requirements.

“In the NHS, it is almost easier because you’re in a 
health environment and you’re thinking, what is 
this health intervention? What does the evidence 
show us…? When you work in a political environ-
ment, you’re balancing that evidence with a political 
approach to support society for a population.”

Types of evidence used
A wide range of evidence was accessed including online 
and local data, peers, networks, and social media to keep 
abreast of emerging COVID-19 evidence. Few accessed 
academic research evidence directly even though pub-
lic health participants have free open access to  sci-
entific  journal databases via visitor status at one local 
University. Participants from adult social care relied on 

other sources to collate and synthesise available research 
evidence including the Social Care Institute for Excel-
lence and Research in Practice for Adults, which trian-
gulates academic research, practice expertise, and service 
user insights. Triangulating evidence was seen as integral 
for social care and public health to a create a rich and rel-
evant knowledge base.

Barriers to and facilitators for evidence‑informed practice
Barriers for evidence use related to access (except for 
public health participants) and accessibility; time and 
timeliness of research evidence; the political process; lack 
of relevant research applicable to the local context; and 
competence to find, analyse and interpret research evi-
dence (see Table  1). Public health participants require 
timely evidence that is relevant to their real-world prac-
tice settings, as academic research often lags behind 
urgent decision-making processes.

“We need to make decisions quickly… Public health 
intervention doesn’t fit an evidence-based model 
well because of this whole system approach that’s 
needed… With childhood obesity we have got great 
evidence that you can do pockets of things, but what 
we don’t have and need more of is evidence of whole 
systems approaches.”

Social care participants highlighted how COVID-19  
increased pressure on adult social care services and the 
need for evidence to forecast future demands.

“There’s a huge amount of work that we need to do 
collectively in the system to properly understand the 
impact of COVID. I want a demand model for adult 
social care, based on the health of the population and 
what that means... There’s a need to properly consider 
the impact of COVID and how we measure that.”

Table 1 Barriers to evidence use in the local authority

Theme Quote

Access and accessibility “The question is how would be get access to [academic research] and how accessible is it for the non-scientists among us?”

Time constraints “The key one is time… people have different time pressures.”

Timeliness of research “Sometimes people like Public Health England collate and rapidly pull evidence together and that is helpful, but often it takes a long 
time to do it. You [Public Health] want it now. They [academics] are going to bring research in six months or next year… so there is 
something about the timeliness of evidence.”

Political processes “I don’t feel like we [politicians] are often making good decisions based on good evidence. I think a lot of the decision making is driven 
by will it look good, can we put it on a leaflet that we can go out and get people to vote for us, because the primary driver for politi-
cians is to stay in power.”

Research relevance “I think there’s something about pragmatism… so we can look at the most thorough trials… but can you apply that to our local 
context, given our population needs? I think that’s challenging.”

Competencies “I don’t feel very skilled to be able to look for research evidence and interpreting some of it because I don’t regularly do that… I would 
definitely need some training.”
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Training was identified as one solution for improving 
competencies and overcoming ‘fears’ of using evidence, 
particularly in adult social care to support engagement 
with a range of evidence including grey literature, prac-
tice guidance, service user perspectives and academic 
research.

“It’s breaking down barriers of fear around evidence 
because it feels scary… My assumption is that it’s 
really difficult to do, to look for research, I don’t 
really know where to go to or how to do it and then 
what to do with it.”

“What [University name] have is an arrangement 
that all Public Health teams in the South West can 
attend modules for free. It’s not that they [practi-
tioners] don’t want to have those skills, it’s just they 
haven’t necessarily had the opportunity.”

Barriers to engaging with research
There was much enthusiasm for local authority involve-
ment in generating public health and social care 
research and evaluation. However, teams are currently 
not research active or research ready. Major barriers 
exist due to the socio-political context of local authori-
ties. Research is just one source of information for pol-
icy makers, and engagement is restricted due to limited 
resources, organisational capacity, local priorities, time 
constraints and short political cycles.

“I see that [research] as a great opportunity. Particu-
larly with COVID, I have seen a shift in understand-
ing the value and importance of an evidence-based 
approach… Money, resources, that’s the massive 
challenge. It is the elephant in the room. have been 
cut right back.”

“It’s a question of how we make sure it [research] is 
relevant to what we want to do and the pressure that 
colleagues might feel about it. I think that’s one of 
the challenges of [political] short-termism.”

Supporting and enabling research capacity
Participants suggested that local authority research could 
boost investment and funding to challenge the “Cinder-
ella Service” mindset. Participants postulated COVID-19 
presented an opportunity to establish a research climate 
within the local authority but unless supported by addi-
tional resources this is likely time-limited.

“If there was a greater body of research in local 
authorities, then that might get properly resourced, 
funded, and looked at in different way rather than 
just it’s a bit of Cinderella service.”

“Particularly with COVID, the time is right to set-
up that culture, the policies to enable us to do that. 
The problem is people. Its resources to support 
it, and without that I’m afraid it won’t happen.” 

Suggested solutions for supporting research capacity 
within the local authority included recruiting people 
with skills in research methodology, data analysis and 
evaluation to better inform practice and decisions.

“I would recruit people skilled in research and 
evaluation and embed them in teams.”

“We need methodologists to take us with them. So, 
they lead and inform and support us in the methods 
and approaches we take within our local authorities.” 

Developing academic support to formulate research ques-
tions, alongside co-production with diverse communities, 
would enable more effective local community responses.

“There’s a host of questions that as a public health 
consultant we have but turning that into research 
question is a different thing… so I need a university to 
help pull that out.”

“There are particular groups of the community and 
vulnerable people that we need to pay particular  
attention to and do things slightly different for and its 
thinking about who those groups might be…. It’s about 
ensuring we have a two-way process with the community.” 

Strategic development of appropriate infrastructure 
for local authority research activity, alongside leader-
ship support and commitment for research, are crucial.

“My suggestion is to take someone at the level of 
[person’s name] from the NIHR and they work a 
day a week working through what this infrastruc-
ture looks like and what resources would be made 
available to better support us.”

“I’d like to think this structure that we’re developing secures 
from the local authority leaders itself a commitment to 
research and evaluation... there needs to be support-
ive structures from leadership, as well as operationally.” 

Councillors echoed this through recognition of the 
importance of linking research to council priorities to 
reinforce the value of research to the administration.

“Saying [to politicians] I can see this is what you 
want to do. We could evaluate that, and that eval-
uation could lead to it being made bigger, being 
rolled out across the country… That’s how you get 
politicians to understand research.”
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Promoting and improving academic relationships 
and collaborations
The value of collaborative relationships with universi-
ties was recognised but these were seen as opportunis-
tic rather than strategic. Major barriers to forming and 
maintaining academic links relate to timing, differences 
in thinking, financial costs of academic involvement, and 
knowing who to connect with.

“They’ve stalled because of timing or a slight mis-
match between what local authority people are 
thinking and what academic people are thinking…
”“They’ve stalled because of timing or a slight mis-
match between what local authority people are 
thinking and what academic people are thinking…”

“I know there are universities, but I don’t know how 
you would make those initial links. I don’t know how to 
develop that relationship with an evidence organisation.” 

Wider academic networks across higher education 
institutions are needed to strengthen support for local 
authorities with improved communication around cul-
ture and priorities  to  identify mutual interests and 
research opportunities.

“The Wessex forum supports us to create that link 
with the University. I’d argue we’re not doing that well 
enough across all Universities… there is a need for 
Universities to come together in their own network, so 
they can strengthen what that academic offer is.”

“I think it would be helpful for universities to have 
an appreciation of the political environment… then 
they would be able to work out how to influence 
local authorities and get that research.”

“I guess universities just letting local authorities 
know what research they are doing and giving them 
the opportunity to get involved... having discus-
sions about what would be helpful for both sides.” 

Embedded researchers, joint appointments, and mod-
els of support between the local authority and academia 
can bridge the gap between research and practice.

“Having that embedded researcher role has been 
crucial in keeping this going. You are almost like a 
little bit of thread holding us together... we need to 
strengthen that link.”

“They [researchers] could be the leads in terms of 
stakeholder relationships with universities and 
making connections and bridging the gap between 
research and practice. A joint post would be a lovely 
way of doing it.”

Social work teaching partnerships offer an example of 
local authority and higher education institution collabo-
rations and a step towards improving evidence-based 
practice. Working within practice can inform teaching 
about public health issues, and local authority student 
placements provide a balance between theoretical knowl-
edge and real-world problems.

“I can bring real-life stuff to them [students]… I 
would love to get to a stage where we are utilising 
students and getting them into work that is really 
needed… I think there would be huge opportunities 
there.”

Findings from the community interviews
We present two broad themes from the community 
interviews which identified the need for meaningful and 
sustainable engagement with local communities, and 
their capabilities as well as their priorities and needs.

Negotiating the meaning of community, representation, 
and involvement
Different ways of engaging with the local authority 
include through tenant’s panels, although the effective-
ness of these were questioned.

“I think you should bear in mind is that I reckon that 
the average age of people on tenant panels is going to 
be over 60 because they’re the only people that have 
got the time.”

One participant, representing a local mosque, spoke 
about council members attending the mosque to share 
information.

  "Well, when we opened up the centre, I remember 
lots of council used to come because we invited the 
mayor and others to open up different events."  

All community interviewees were active and engaged 
members of their community but were not considered 
representative of the groups they represent (e.g., resi-
dents of a social housing estate) and activity is largely 
driven by a few motivated individuals.

"What a lot of people have got to realise is unfortu-
nately a lot of people don’t want to do anything for 
their community, they rely on people like me.”

“It does depend on how it’s presented. I find it very 
difficult because I’ve made a conscious decision to 
get involved in whatever it might be… there’s only 
one way to change it, and that’s to get involved, not 
sit back and moan and complain.”
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It was considered challenging to engage wider commu-
nity members with activities which require longer-term 
commitments.

“When they [the council] set up panels, okay, they 
said that nobody should stay on a panel for more 
than five years... because they believe that they will 
be inundated with people…. it has not happened like 
that. You’re not getting enough people on the panels.”

A mosque volunteer recommended trying more ad 
hoc flexible approaches of engagement in spaces already 
attended (in this case at Friday prayers).

“Oh yes, they will talk about things, but if you want 
them to participate to write things out or to join 
something or do something, that’s not that easy. On a 
Friday, for example, if you come and you want to do 
quick research by questionnaire type of thing… but to 
do something substantial, yes, they usually switch off.”

Understanding the process of community (dis)engagement
Community interviews indicated that a lack of inter-
est and or ability to sign up to current long-term mod-
els  (such as panels)  for involvement were a barrier for 
those with competing prioritised or chaotic lives. There-
fore, a combination of longer-term relationship building 
and co-production methods, alongside the opportunity 
to input and collaborate informally was recommended.  
Barriers  of community engagement were  often  com-
pounded by cultural or language barriers which may 
deter people from Black, Asian, and Minority Ethnic 
groups and disproportionately affect women from some 
communities. Barriers can be systemic resulting from a 
lack of understanding or bias by researchers about com-
munity needs.

“Sometimes it’s imagined barriers. You might think 
oh I am English, or I am something, if I go there, I 
have to be this, that or maybe they don’t like. It is 
not like that; you should try to come and participate 
now. I’m not just talking about the Muslim commu-
nity, go into other communities as well.”

The use of incentives could motivate people to take part 
in research, although financial remuneration should not 
affect benefit entitlement. Vouchers, small gifts, thank 
you cards, and recognition may incentivise involvement. 
Preventing logistical barriers is important, including 
using accessible locations or providing transport.

“You were never going to get people to go out unless 
you can arrange transit. That would be an incentive, 
and then financial incentive or a voucher for what-
ever.”

All participants positively referenced projects under-
taken in communities by Non-Governmental Organi-
sations and community groups, highlighting the 
importance of local knowledge and existing relationships 
and trust. Religious organisations engage with a wide 
range of external stakeholders and their networks offer 
access opportunities to different people.

Participants appeared motivated by issues which 
directly affected them, or their community. Health and 
social care research were considered something that hap-
pens ‘somewhere else’ resulting in a lack of understanding. 
For example, one participant described how a previous 
research group that tried to recruit through their com-
munity but struggled with recruitment as it was per-
ceived too complicated and not directly relevant.

Discussion
This paper presents the findings from semi-structured 
interviews with local government elected councillors, 
council officers and community members from one 
urban region in South England. Our findings demon-
strated that research and evaluation are not a high prior-
ity for local government and budgets cuts contribute to 
a lack of research capacity. Enthusiasm for local author-
ity research exists in principle and interviews highlight 
the value of research evidence to inform practice. How-
ever, barriers include time constraints,  lack of resources 
and capacity, organisational priorities, and short politi-
cal cycles. These findings concur with previous studies 
highlighting barriers to evidence use, including access 
(not reported among public health participants), timeli-
ness of research evidence, and competence in finding 
and appraising evidence and the political context of the 
local authority [6, 8–10]. Multiple perspectives on what 
counts as evidence exist; local knowledge and evidence 
is prioritised, and anecdotal evidence is valued [23]. Evi-
dence use varied between individuals and departments, 
with wider engagement among public health special-
ists reflecting an existing research culture [23]. COVID-
19 disrupted siloed ways of working, strengthening and 
opening potential collaborations within the local author-
ity. This changed perspectives about the value of research 
but is likely time-limited unless underpinned by sustain-
able funding. Additionally, access to scientific publica-
tions and confidence in using scientific databases by local 
authority staff are unlikely to improve the use of evidence 
without additional support. Even where such access was 
available it was sources such as the National Institute for 
Health and Care Excellence Guidance, Public Health Eng-
land, Office for National Statistics, government websites 
and experts in the area, principally the Director of Public 
Health, that were prioritised sources of information and 
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support. Academics were rarely mentioned as informa-
tion sources [24] and their involvement was mostly ad 
hoc or through invitation to specific forums.

Our findings suggest a need to commit at a strate-
gic level to joint appointments and new research roles 
embedded within the local authorities. Such appoint-
ments may help make the use of research evidence 
normal practice in local authorities, support staff to 
use existing evidence in a manner that is realistic and 
adds value to their work and help build sustainable 
links with existing research infrastructure. This might 
be through for example their understanding of existing 
practice in both contexts such as identifying projects 
with mutual local benefit. Further research is required 
to explore sustainability and how this would work for 
different contexts and role priorities. Collaborative 
approaches such as the co-production of relevant and 
timely research between academic researchers and 
local government staff has long been recommended to 
increase the use of evidence in local government prac-
tice and decision-making [25, 26]. Collaborative mod-
els such as the use of embedded researchers in practice 
have shown promise for strengthening networks and 
creating meaningful engagement between local author-
ity public health and academic researchers in the co-
production of evidence [14]. However, embedding 
research and strengthening the uptake of evidence use 
in local government requires senior level buy-in and 
commitment, as leaders set the tone for organisational 
climate and are a key facilitator of capacity building and 
practice [27, 28]. Closer interaction and engagement 
between elected members, chief officers and research-
ers could facilitate a culture of research and evidence 
use by providing more mutual understanding of the 
structures and challenges under which local govern-
ment staff and academic researchers work [28, 29]. 
Many authors recommend new governance arrange-
ments in the form of collective reflective spaces that 
facilitate co-production of new knowledge between 
government departments and external partners [30].

Interviews with community participants highlighted 
several challenges for engaging diverse communities with 
council services and suggested facilitators for embed-
ding greater community involvement in future research. 
Much activity was perceived to be driven by too few 
key motivated individuals. Barriers to wider community 
involvement include structures requiring too much com-
mitment, the timing and location of meetings resulting 
in less diversity of representation. Bias and assumptions 
by researchers may compound lack of engagement due to 
perceived difficulties in accessing seldom heard groups. 
Developing enthusiasm and commitment was considered 
key if research is to be seen as meaningful by community 

participants. Providing relevant, clear, and meaningful 
feedback may improve engagement, alongside flexible ad 
hoc opportunities, and incentives for involvement.

Strengths and limitations
The strength of this study includes having an embedded 
researcher within the public health team and our existing 
academic relationships with the Director of Public Health 
which has enabled us to conduct this study in the middle 
of a pandemic and gather a range of representative views. 
Moreover, this study was part of the NIHR preliminary 
drive to better understand the resources needed to sup-
port and enable research activity within local government 
and is sited in a body of similar research and contributes 
to this evidence base. The study also has some limitations 
as it was based on a small number of interviews from one 
urban unitary authority in South England and some find-
ings may not be generalisable to local authorities in other 
regions. The local authority under study is a medium-sized 
unitary authority within the worst national deprivation 
quintile, and experiences significant and persistent health 
inequalities and thus different priorities to other regions. 
Data gathered from local Councillors were the opinions of 
one political party and may not represent other opinions. 
Despite efforts to limit methodological bias, results are 
based on qualitative research which is by nature subjective. 
The study was conducted during a pandemic and over a 
short time frame which may have led to possible restric-
tion in numbers of available participants, with some being 
unable to take part in the study due to competing priori-
ties. Despite these limitations, a range of views are repre-
sented, and it is unlikely that these limitations compromise 
the integrity of the study.

Conclusions and recommendations
There is appetite for local authority public health and 
adult social care research and although COVID-19 is an 
unforeseen national public health emergency that has 
caused significant disruption it has also created a cata-
lyst to strengthen a culture of research and evidence use 
in within the local authority. However, findings highlight 
the challenges faced by local authority public health and 
adult  social care teams wanting to co-create, undertake, 
and use research evidence to inform future actions. Ade-
quate support and sustainable funding for research and 
research infrastructure is required to address these chal-
lenges to enable and embed public health and social care 
research within local government. Based on our partici-
pants’ suggestions for supporting and embedding research 
within local government and greater community involve-
ment in future research processes several recommenda-
tions for consideration are listed in Tables 2 and 3 below.
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