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Summary 

People from ethnic minority backgrounds and socioeconomically disadvantaged backgrounds 
experience consistently worse health outcomes than their white British and more affluent 
counterparts. Statutory guidance has recognised that community engagement and empowerment 
are vital to reduce these health inequalities, but the processes for achieving these results are less well 
specified. 

In this evidence brief, we summarise evidence from 32 key research articles examining the 
effectiveness of different community-centred strategies to improve health in disadvantaged 
communities. We identified evidence across three categories: co-designing with communities, 
delivering with communities and empowering communities. The strongest evidence supports the use 
of Community Health Workers (CHWs) as an interface between health systems and communities, 
particularly in improving cancer screening uptake and cardiovascular health outcomes. There is 
also good evidence to support partnerships with faith organisations and community-based peer 
led support to achieve small but consistent health benefits. Promising early findings demonstrate 
effectiveness of approaches that seek to partner with communities in the design and delivery 
of interventions, with examples such as the use of barbershops in the USA to improve health for 
black men, but the evidence is not sufficient to be conclusive. Cross-cutting themes illustrate that 
community-centred approaches are more likely to be effective when they are multicomponent and 
culturally tailored with cultural concordance. 

Current challenges
Decades of evidence have 
highlighted the poor health 
experienced by disadvantaged 
communities. White Gypsy or 
Irish, Bangladeshi, Pakistani and 
Black Caribbean and African 
communities have consistently 
worse health-related quality of 
life compared to white British 
communities (1). Stillbirths and 
infant mortality are consistently 
higher in Black African and 
Caribbean, Pakistani, Indian and 
Bangladeshi groups (1). 
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Figure 1: Health-related quality of life scores by ethnicity in people 
aged 65+
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Figure 1 source: 
Public Health England (2019),  
Health-related quality of life for people 
aged 65 and over (2)
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Communities in 
socioeconomically 
disadvantaged areas with high 
rates of poverty also have worse 
health outcomes. Life expectancy 
in Bloomfield in Blackpool, the 
area with the highest deprivation 
score in England, is 12 years lower 
for men and 7 years lower for 
women (68 and 76 in Bloomfield 
respectively, compared to 
80 and 83 in England) (3). 
Compared to the England 
average, it has more children 
who are obese (30% compared 
to 23% average for England), 
more hospital admissions 
for under 5s (317 per 100,000 
compared to 131 in England), 
and more hospital admissions 
for self-harm (349 per 100,000 
compared to 100 in England) (3). 

Disadvantaged communities 
consistently have poorer access 
to health care. According to the 
latest GP Patient Survey, patients 
from Bangladeshi, Gypsy or 
Irish Traveller and Pakistani 
backgrounds reported the least 
positive overall experience and 
were the least likely to have their 
needs met (4). 
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Figure 2: Healthy life expectancy across Index of Multiple Deprivation 
deciles for men and women, 2018-2020
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Community engagement, framed as public 
involvement, is a Statutory Responsibility for 
Integrated Care Boards (ICBs), NHS Foundation 
Trusts and NHS England. Organisations are 
required to assess the need for, plan and carry 
out involvement activities, document how it has 
informed decision-making and have systems in 
place for reporting. NHS England has produced 
statutory guidance to support ICBs and other NHS 
organisations (6), while NICE have published a 
Community Engagement Quality Standard which 
sets out recommendations on identifying local 
priorities, evaluation, identifying community assets 
and peer and lay roles (7). 

The Core20PLUS Connector Programme funds 
integrated care systems (ICS) to recruit, mobilise 
and support community connectors to support 
community engagement and take practical action 
to improve health and reduce inequalities (8). 
There are examples in the UK of Community Health 
Workers, such as an initiative in Westminster which 
supports socioeconomically disadvantaged areas 
through visiting households to identify problems 
before they escalate (9).  

Despite the poor outcomes and statutory 
responsibilities, local health and care organisations, 
such as ICBs, trusts and local authorities, can 
find it difficult to meaningfully engage with 
communities in the design and delivery of services. 
There are particular challenges around equitable 
engagement: people from underserved groups may 
need more support to participate in engagement 
work. Involvement payments may support people 
with financial barriers but also potentially impact on 
benefits. 

Adding to these challenges, community-centred 
approaches to health and wellbeing, although not 
novel, have been difficult to conclusively evaluate 
due to several key barriers. First, by their nature, 
community-centred approaches must adapt to 
specific local contexts and, moreover, the process of 
developing approaches could itself be instrumental 
to empowerment and health improvement (10). 
This granular diversity makes it difficult to draw 
generalisable findings on effectiveness across 
studies. Additionally, the intention of community-
centred approaches to maximise health, rather 
than prevent disease, and the tendency to evaluate 
using experiential and qualitative outcomes, 
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Summary of evidence

We reviewed 32 research articles identified through 
the Health Equity Evidence Centre Living Evidence 
Maps, a complementary search of electronic 
databases and a snowball search to identify 
related relevant articles using an AI tool (Litmaps). 
We prioritise the latest reviews and those of 
greatest relevance to the UK context. 31 of these 
articles are systematic reviews or umbrella reviews, 
while one primary study was included (11) because 
of its recent contribution to the evidence on use of 
community-centred approaches in the UK.  

The research articles were divided into three broad 
categories inspired by the review by O’Mara and 
colleagues examining community engagement 
to reduce inequalities (12). We adapted their 
framework to develop our own categories:  
1) Designing with communities, 2) Delivering with 
communities and 3) Empowering communities  
(see Figure 3). 

leads to conflict with the established biomedical 
paradigm in which public health interventions 
are appraised. Finally, the poor sustainability of 
community-centred approaches means that 
long-term outcomes are rarely realised and pose 
challenges to pooling the findings from across 
programmes. 

Here we seek to summarise the evidence of what 
works to engage and empower disadvantaged 
communities. 

Figure 3: Summary of action areas and evidence-based examples to support community 
engagement and empowerment
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1. Community engagement in design 

Community engagement in design empowers 
community representatives to shape policies and 
interventions, including through coproduction, 
partnerships and participatory research. Although 
evidence on its effectiveness is still emerging, 
the four reviews below indicate that these 
approaches generally make improvements to 
health and wellbeing outcomes including access 
to preventative care and development of culturally 
sensitive services (13–16). Quantifying the added 
benefit of co-designing services, however, is 
challenging and has so far been understudied. 

The COVID-19 vaccination campaign is a recent 
success in co-design. Adeagbo and colleagues 
(2022) reviewed 14 international studies which 
improved COVID-19 vaccine uptake in black 
populations (13). The authors found that 
communication, community engagement, and 
culturally inclusive resources significantly improved 
uptake. UK examples included community 
champions advising on culturally appropriate 
processes, languages and support, multi-
stakeholder inequalities groups, focus groups 
in community venues, partnership with faith 
organisations, and community-informed location 
of mobile vaccination units and centres (17–19). 
Conversely, in their international scoping review 
of 38 studies, Seale and colleagues (2023) found 
that a lack of engagement with communities in 
service design was a barrier to uptake of COVID-19 
vaccinations (20). 

Yip and colleagues’ (2024) review of interventions 
to reduce ethnic disparities in healthcare in the UK 

1 2 3
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included 29 research articles and examined the 
evidence at an individual, community and policy 
level (14). At a community level, there was evidence 
that active involvement of underserved patients, 
families and communities in palliative care service 
planning promoted culturally appropriate care. An 
example is the implementation of an Aboriginal 
health advocacy programme in Australia 
to support patient involvement in care and 
negotiating power dynamics (21). 

Anderson and colleagues’ (2015) reviewed 58 
predominantly USA-based studies which used 
‘community coalitions’ to improve partnerships 
between healthcare organisations and ethnic 
minority communities (15). Only one study 
examined the added value to health from a 
community coalition model. Wells and colleagues 
(2013) compared two interventions to improve 
quality of care for African American people with 
depression: 1) a co-led community engagement 
programme; and 2) a train the trainer health 
care model (16). The authors found that the 
community engagement model was more 
effective at improving health-related quality of life, 
physical activity, risk factors for homelessness and 
hospitalisations. Several risks noted, however, were 
the potential for power imbalances, differences in 
the knowledge base of community members and 
professionals, and poor sustainability, which may 
be counterproductive to empowerment. 

2. Community engagement in delivery

Community health workers 

Growing evidence demonstrates that community 
health workers (CHWs) improve health in ethnic 
minority and low-income populations (22), with 
the strongest evidence for improvements in cancer 
screening uptake and reduced cardiovascular 
disease (CVD) risk factors. 

In a systematic review of 61 primarily USA-based 
studies, for instance, Kim and colleagues (2016) 
found CHWs delivered significant improvements 
in cancer screening uptake and cardiovascular 
health (23). Most of the 30 studies focusing on 
cancer screening uptake demonstrated benefits, 
while, in the 26 studies looking at CVD risk reduction, 
there were improvements in blood pressure, blood 
glucose, lipids and physical activity. In the few 
studies that examined costs, CHWs were found to 
be cost-effective for breast and cervical cancer 
screening, blood glucose and hypertension 
management, particularly when delivered in 
combination with a professional-led healthcare 
intervention. 

Three reviews focusing specifically on cancer 
screening generally found beneficial effects. 
Okasako-Schumucker and colleagues (2022) 
found 10 to 13 percentage point increases in uptake 
of breast, cervical and colorectal cancer screening 
across 76 mostly-USA focused studies, with the 
largest benefits attained by Asian Americans 
and people from low-income backgrounds 
(24). Similarly, Rana and colleagues’ (2023) 
meta-analysis of 10 randomised controlled trials 
found significant increases in colorectal cancer 
screening uptake in CHW-led interventions (25). 
Conversely, a review by Rees and colleagues 
(2018) which incorporated 15 studies found mixed 
results for cervical cancer (26). 

A recent meta-analysis by Patil and colleagues 
(2024) found that CHWs effectively reduced blood 
pressure among adults with hypertension (27). The 
review which included 41 studies in disadvantaged 
populations of low-, middle- and high-income 
countries, showed that independently delivered 
CHW programmes led to an average 3.7mmHg 
decline in systolic and 1.7mmHg decline in diastolic 
blood pressure relative to a control (for every 
10mmHg decline in systolic blood pressure, the risk 
of major CVD events reduces by 20% (28)). 

There is limited evidence on the effectiveness of 
CHWs for mental health outcomes however. The 
scoping review by Baskin and colleagues (2021) 
found only two CHW-led interventions to improve 
mental health in ethnic minority groups in the UK, 
with only one of these demonstrating significant 
improvements in depressive symptoms (29). 

The specific effects CHWs have can vary 
depending on the roles they adopt, such as when 
acting as navigators, educators or providers of 
social support. Sharma and colleagues (2019) 
found that, while all 37 studies of CHWs they 
reviewed had some beneficial impact, particular 
roles were better suited to specific objectives (30). 
CHWs working as navigators, for instance, were 
more effective at increasing cancer screening 
uptake, while education-focused roles tended 
to better facilitate behaviour change. Rees and 
colleagues (2018) conclude that a theoretical 
behaviour change model is important for ensuring 
that the role a CHW takes on matches the intended 
outcome (26). Other reviews find that programmes 
with multiple components are likely to be most 
effective at achieving health improvement (25,31), 
an approach reflected in the UK implementation of 
the model where CHWs take on a full complement 
of roles. 
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UK evidence of community health workers 

Junghans and colleagues’ (2023) examined 
the usefulness of a community-based Brazilian 
programme in which CHWs visit and build 
relationships with households, providing 
opportunities for personalised prevention, support 
and signposting in a UK context (11). The programme 
targeted households in a socioeconomically 
disadvantaged estate in Westminster who had been 
visited by a CHW against those who had not yet 
been visited. After 10 months, 160 households who 
had been visited by a CHW were 47% more likely to 
have taken up immunisations, and 84% more likely 
to have participated in cancer screening and NHS 
Health Checks respectively, and there were 7.3% 
fewer unscheduled GP consultations, compared 
to the 502 households who had not yet been 
visited (study was not powered to detect statistical 
significance). Hayhoe and colleagues (2018) have 
explored the costs and potential outcomes of 
rolling out the CHW programme nationally (32). 
The model assumes coverage of the entire general 
practice registered population, and finds that for 
an annual cost of £2.2bn there can be around 
1.5 million additional annual cancer screenings 
(753,000 additional cervical cancer screenings and 
482,000 bowel cancer screenings), 20,000 more 
children per year receiving MMR vaccinations, and 
improvements in chronic disease management. 
There was an estimated return on investment of £4 
in the most deprived areas of Westminster for every 
pound invested (33), with a corresponding ROI of 
£2 for Westminster overall, despite being one of the 
most affluent boroughs. 

Community health workers as patient navigators 

CHWs are often employed as health systems 
navigators, supporting people to understand and 
access health and social care services such as 
by addressing language, health literacy, cultural 
and logistical barriers. We identified five reviews 
exploring the benefits of patient navigation 
on health outcomes. Only one of these looked 
specifically at the use of CHWs in this role, with 
the remaining reviews including both CHW and 
professional led navigation. 

Five reviews looked at the use of patient navigators 
in cancer care. All five found that navigation led to 
significant increases in screening uptake; however, 
results varied and there were differential effects 
by race and education. The meta-analysis by 
Tian and colleagues (2022), for example, which 
included 15 primarily USA-based trials found that 
the likelihood of breast cancer screening and 

diagnosis in women receiving patient navigation 
doubled when facilitated by patient navigators in 
ethnic minority and low-income populations (34). 
Similarly, in their meta-analysis specifically on the 
Asian American population, Kim and Han (2022) 
found navigation increased uptake of screening for 
a number of cancers (35). There is also evidence 
of optimised diagnostic resolution, with Tian and 
colleagues, for example, finding that navigation 
shortened the time to diagnosis by an average of 
9.9 days. Chan and colleagues’ (2023) umbrella 
review, meanwhile, found that benefits extended 
beyond diagnosis, including reduced hospitalisation 
during treatments, and increased adherence to 
surveillance appointments, knowledge and patient 
satisfaction in cancer survivors (31). Conversely, 
Mistry and colleagues (2021) reviewed 29 studies 
examining the role of CHWs as navigators in primary 
and community care, and found no impact on 
cancer treatment outcomes (36). Mosquera and 
colleagues’ (2023) review demonstrated a risk 
that patient navigation programmes could widen 
inequalities in cancer outcomes if not suitably 
designed and implemented, as indications were 
that the most affluent groups tend to experience the 
greatest improvements. 

In addition to cancer outcomes, Mistry and 
colleagues (2021) found evidence for optimised 
primary care use through use of CHW-led 
navigation. There was, however, insufficient 
evidence for impacts on secondary and tertiary 
healthcare use or clinical outcomes such as blood 
pressure. 

Community health workers as patient educators 

CHW as educators focus on health literacy 
and empowerment through culturally-relevant 
education, counselling, and signposting. Two 
recent meta-analyses of CHWs delivering basic 
medical education and holistic support in people 
with diabetes have found significant and clinically 
meaningful impacts on reducing blood glucose 
(HbA1c) levels. Rawal and colleagues (2021) 
looked at the effectiveness of lifestyle educational 
interventions delivered by both peers and CHWs 
(37). A sub-group analysis specifically including 
three CHW-led programmes in the USA and UK 
showed an average modest decline of 0.18% in 
HbA1c level. The analysis by Evans and colleagues 
(2023), meanwhile, included 7 long-duration 
randomised controlled trials from the USA and 
Australia and found a larger average 0.5% reduction 
in HbA1c across underserved study populations, 
including ethnic minority groups and low-income 
communities (38). 
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Community health workers enablers and barriers 

Variations in study quality and context-
specific factors underlie inconsistencies in CHW 
effectiveness. Both Kim and colleagues (2016) 
and Chan and colleagues (2023), for instance, 
found that variation in the results between 
specific interventions could be partly explained by 
differences in the rigour of CHW training, with more 
advanced training tending to predict improved 
health outcomes (23,31). Several reviews also noted 
that longer study durations tended to be associated 
with improved outcomes (24,30,31). However, while 
Sharma and colleagues (2019) showed that multiple 
visits are associated with better relationships and 
better outcomes, a risk is loss to follow-up due to 
contact fatigue which impacted the outcomes 
of some studies (30). In their review of qualitative 
factors influencing the success of patient navigation 
programmes, Chan and colleagues (2023) found 
furthermore that integration with the wider health 
system was important to achieve sustainability (31). 

Faith-based organisations 

The faith sector is an important community partner 
for health improvement and equity, especially for 
reaching minority groups. We found four systematic 
reviews that examine the use of faith-based 
organisations to engage with communities and 
deliver health-related activities. 

Abud-Ras and colleagues (2024) specifically 
reviewed studies examining mosques for health 
promotion (39). Based on 14 studies across six 
countries, interventions included religiously tailored 
education programmes, peer-to-peer health care 
training, exercise programmes, psychotherapy, 
smoking cessation and methadone maintenance. 
Most studies were a before-and-after design and 
there was one RCT. All studies showed favourable 
results with improvements in mental health, 
engagement with addiction services, cancer 
screening and smoking cessation. 

Sanusi and colleagues (2023) and Chan 
and colleagues (2023) both looked at faith-
based organisations to deliver cardiovascular 
programmes (40,41). Sanusi and colleagues 
included 24 primary studies which looked at faith-
based organisations to deliver cardiovascular 
health promotion, especially for hypertension (40). 
The majority of studies were based in churches in 
the USA and included six randomised controlled 
trials. Programmes included health education with 
direct lifestyle linking, health coaching, diet advice, 
health measurements and opportunistic blood 
pressure checks. In a meta-analysis, systolic blood 
pressure reduced significantly by 3.0 mmHg after 
3 months and 0.7 mmHg at 12 months and mean 

weight reduction at 3 and 12 months of 0.83kg, but 
there was no significant difference in diastolic blood 
pressure. 

Chan and colleagues (2023) undertook a meta-
analysis of 11 studies to examine the overall effect 
of hypertension interventions in faith-based 
organisations (41). All were based in churches in the 
USA with the exception of one in a Buddhist temple 
in Thailand. There were a range of interventions, 
including structured group sessions to promote 
physical activity or healthy eating, provision of 
healthy food and walking groups. The authors 
found a reduction in systolic blood pressure of 6.2 
mmHg for people with existing hypertension, but 
no statistically significant difference for the general 
population.  

A review by Hou and Cao published in 2017 looked at 
US faith-based interventions for African American, 
Latino or Hispanic groups to promote cancer 
prevention (42). Interventions were all in churches 
and focused on education, including written 
material, group education and one-to-one sessions. 
Faith-based interventions improved knowledge and 
screening uptake. 

The highest quality research on faith-based 
organisational interventions comes from the 
USA and is predominantly focused on churches. 
However more research is taking place in the UK. 
A recent study from 7 mosques in East London 
found that presenting health information about 
bowel cancer in mosques increases the intention 
to test, recommending it to others and confidence 
to undertake bowel screening (43). Overall, 
there is good evidence of small, but significant, 
improvements in blood pressure, weight and cancer 
screening intentions. 

Peer-led community interventions 

Peer-led community interventions involve a person 
who has lived experience of a health condition, 
or of caring for those with that condition, being 
employed to use their experiences and empathy 
to support others. We identified ten key reviews 
which considered community-based peer-led 
interventions for disadvantaged groups. Four 
examined mental health, three focused on diabetes, 
two focused specifically on health inequalities, one 
on chronic conditions and one on CVD. 

The two reviews focused on health inequalities 
were published in 2015 and 2016 respectively. Harris 
and colleagues examined if community-based 
peer support could promote health literacy and 
reduce inequalities (44). In this realist review, the 
authors identified 39 studies relevant to the UK 
context and found that community-based peer 
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support was likely to be effective when they were 
based on identifying needs, involving local people 
in recruitment, using codesign and empowerment 
education in training, developing partnerships, 
providing ongoing support and allowing peer 
support workers autonomy and control. They found 
that peer support workers best improved health 
literacy when they have time to engage and create 
rapport with community members, facilitate social 
networks and allow community members to be in 
control and decide what health issues they would 
like to address. 

The second health inequalities review by Sokol and 
Fisher (2016) examined peer support strategies 
for the ‘hardly reached’ (45). In total 44 studies 
of 47 (94%) showed positive outcomes in terms 
of engaging and retaining people in health 
programmes. The authors found that strategies 
that focused on respect and trust had the greatest 
engagement, and that benefits were greatest 
amongst disadvantaged groups. 

Of the reviews that focused on mental health, 
Cooper and colleagues (2024) undertook a review 
of reviews of peer support approaches for mental 
health (46). They explored 25 reviews and found 
mixed results. There was evidence from meta-
analyses that peer support is beneficial in perinatal 
depression, and mixed evidence for people with 
severe mental illness. Huang and colleagues 
(2020), in their meta-analysis of 10 studies found 
that, in women with perinatal depression, a peer 
support intervention reduced mean depressive 
scores (−0.37, 95% CI −0.66 to −0.08). Based on 
Cooper’s review of reviews key factors of success 
were adequate training and supervision, recovery-
orientated culture in workplace interventions, 
strong leadership and trusting workplace. Based on 
three studies which included economic analysis, 
the authors found peer support was low cost and 
cost-saving. 

Baskin and colleagues (2021) looked at public 
mental health intervention for minority ethnic 
groups (29). Two studies looked at peer support 
groups for British Pakistani women with depression 
and an RCT found that it improved social 
functioning but not depression because, according 
to complementary focus groups, the intervention 
was too short and there was resistance from family 
members. 

The final mental health review found mixed results 
in peer-based health interventions for people with 
severe mental illness (47). Based on 18 articles, the 
authors found that most promising interventions 
were those that focused on self-management and 
peer-navigator interventions. 

Four reviews explored the use of peer support 
interventions for chronic diseases finding mixed 
results on effectiveness. Spencer and colleagues 
(2024) found that peer support and diabetes 
self-management education improve diabetes 
control in a Mayan community in Mexico and in 
the Korean American, African American, and Latino 
American communities in the USA (48). Based 
on 7 studies, Rawal and colleagues (2020) found 
that, for diabetes management among migrants 
and ethnic minorities,  peer-led interventions 
showed relatively better outcomes in terms of 
HbA1c reduction compared with CHW interventions, 
but the difference was not statistically significant 
(p=0.379)(37). Thompson and colleagues (2022), 
meanwhile, examined 31 studies in people with 
chronic conditions and found that peer support was 
associated with positive, but usually non-significant 
effects across quality of life and self-efficacy 
(49). Lim and colleagues (2024) included two UK 
feasibility studies examining peer support workers 
for CVD, reporting challenges in recruitment and 
retention of peer support workers, especially for 
disadvantaged groups (50). 

Other innovative interventions from the literature 
– barbershops 

Barbershops have been identified as trusted, 
culturally relevant community spaces and may 
be opportune locations for the delivery of health 
promotion services. Khosla and colleagues 
(2024) published a mini-review of barbershop 
interventions to address chronic disease (51). This 
included two randomised controlled trials in the 
USA that have looked at improving hypertension in 
black men through barbershops owned by black 
men. The BARBER-1 trial included 1297 customers 
in 17 shops and randomised them to hypertension 
education coupled with blood pressure monitoring 
and encouragement / connection to physician 
care, or a control of blood pressure leaflets. The 
intervention led to an 8.8% higher hypertension 
control rate after 10 months and a 21 mmHg 
reduction in systolic blood pressure for those 
referred to a hypertension specialist (52). In the Los 
Angeles Barbershop Blood Pressure Study, 319 black 
men in 52 barbershops were randomised to either 
barbers encouraging customers to see a specialist 
pharmacist in a barber shop or a control of 
providing lifestyle advice and doctor appointments 
(53). This found a reduction of 22 mmHg in systolic 
blood pressure in the pharmacist arm compared 
to control at 6 months. Researchers in the UK are 
examining similar schemes in hairdressers and 
beauty therapists (54). 
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3. Community empowerment

Community empowerment, defined as the process 
of enabling communities to increase control over 
their lives, was not explored in any of the studies 
– most studies aggregate individuals to the 
community level. A major UK study of community 
empowerment is the evaluation of the Big Local, 
a Lottery Funded project which awarded £1million 
to 150 disadvantaged communities over 10 years 
and allowed each community to decide how 
they spent the funds (55). Each local community 
established a Big Local Partnership Board with at 
least 51% residents. There was limited evidence 
for population-level social or health impacts. The 
impact on the primary outcome, anxiety, was small 
and not statistically significant (–0.8 percentage 
points compared to control, 95% CI –2.4 to 0.7). 
Similarly, the impacts on the secondary outcomes 
were small and not statistically significant, with the 
exception of burglary. However, communities which 
had moved fastest, measured by spending more 
than 80% of their grant by 2019/20, had a statistically 
significant reduction in the composite measure of 
population mental health. The authors found that 
the greatest impact was when communities had 
power within the community, alliances with other 
agencies, control to make changes and power over 
other statutory organisations (see table below) (56).

Power 
within

Capabilities internal to a 
community supporting 
collective control/action.

Power with Capabilities to build alliances 
and act with others to achieve 
common goals.

Power to Capabilities to achieve desired 
ends including establishing 
structures, procedures and 
opportunities for collective 
decisions and actions as well as 
the outcomes of these.

Power over other institutions or exercise 
of power over a group of 
community members by 
another group.

 
Cross-cutting themes

Culturally tailored 

A common theme across the studies is the need for 
culturally tailored interventions for ethnic minority 
groups. Joo and colleagues (2020) undertook a 
review of reviews and found that culturally tailored 
interventions were associated with increased 
disease knowledge, improved objective clinical 

outcomes, increased satisfaction and improved 
access outcomes (57). This is also supported 
in our complementary evidence brief exploring 
interventions to increase uptake, access and use of 
lifestyle Interventions to address health inequalities. 

Yip and colleagues found evidence for culturally 
adapted education, especially in palliative care 
(14). One high quality RCT found that a multilingual 
online interactive skill-building programme, 
designed especially for diverse patients and carers 
using video stories, narratives and testimonials to 
model how to engage in advanced care planning 
significantly increased documentation of advanced 
directives and engagement with advanced care 
planning, when the intervention was compared with 
non-culturally adapted easy-to-read advanced 
directives. 

A review of interventions targeting cervical cancer 
screening found that a key contributor to successful 
outcomes in 15 studies utilising lay health workers 
was the adaptation of programmes to be culturally 
sensitive and specific (26). For instance, one study 
by Fang and colleagues (2007) which found a 
significant increase in uptake among Korean 
women in the USA, tailored videos used by the 
lay heath workers so that they were linguistically 
concordant and modelled contemporary family 
roles typical of Asian women (58). However, in the 
umbrella review by Chan and colleagues (2023), 
it was found that the success of culturally tailoring 
patient navigation programmes in cancer care 
appeared to be dependent on the ethnic group 
of the target population; cultural tailoring of 
programmes was effective for groups including 
Hispanic, Latino and Asian populations but less so 
for African Americans (31). 

Cultural concordance 

A pattern throughout the evidence is that 
interventions which recruited community members 
from their local community with high cultural 
concordance were more effective. For example, 
Murayama and colleagues re-analysed a 6 month 
RCT in the USA with 164 African American and 
Latino adults (59). The authors found that high 
cultural concordance was associated with greater 
improvements in Hb1Ac and diabetes self-efficacy 
compared to those with lower cultural concordance. 

Cultural congruence was also commonly cited 
as a facilitator of success in CHW interventions. 
Sharma and colleagues (2019), for example, found 
that, of several factors crucial to the success of 
CHWs, cultural and linguistic congruence between 
community health workers and the community 
was essential to build rapport (30). Similarly, the 
umbrella review by Chan and colleagues (2023) 
found that when patient navigators were from the 
same community and spoke the same language 



9WHAT WORKS: COMMUNITY ENGAGEMENT AND EMPOWERMENT TO ADDRESS HEALTH INEQUALITIES

as the target population it improved trust and 
increased the success of cancer care outcomes (31). 

Multicomponent 

The majority of community engagement 
interventions were multicomponent, including, for 
example, community health workers, education, 
navigation, and peer support. It is neither possible, 
nor desirable, to try to isolate the effects of each 
component because they often have mutually 
beneficial effects. This is supported by our 
complementary evidence brief on increasing 
the uptake of behavioural interventions for 
disadvantaged groups that found multifaceted 
interventions were more likely to address health 
inequalities. 

Further considerations

Community-centred approaches to health are 
wide-ranging, and inconsistent terminology used 
in studies means it is possible that our review of the 
literature was unable to find all relevant reviews. 
Across all the reviews, a clear majority of the 
research base is currently based on populations in 
the USA or low and middle-income countries which 
may not be translatable to the UK context. This is 
except for the CHW model which has favourable 
evidence generated based on implementation 
in the UK. Due to the range of barriers outlined in 
the introduction, most of the community-centred 
approaches looked at in this evidence brief are 
furthermore understudied which makes drawing 
conclusions difficult. 

What works: key recommendations

Recommendation Target audience GRADE 
certainty*

Organisational infrastructure should be established to facilitate 
involvement with underserved and disadvantaged communities 
in the design of services, such as community coalitions, advocacy 
groups and multi-stakeholder partnerships 

NHS England, ICBs, 
PCNs, Trusts, local 
authorities and GPs 

   
Moderate 

Community health workers should be used to support underserved 
communities with preventative services (e.g. cancer screening and 
immunisations) and chronic disease management (e.g. hypertension 
and diabetes management). 

NHS England, ICBs, 
PCNs, Trusts, local 
authorities and GPs 

   
High

Community health workers should ideally be recruited from the 
community they serve and provide navigation, health education and 
social support 

NHS England, ICBs, 
PCNs, Trusts, local 
authorities and GPs 

    
Moderate

Community health worker programmes should be sustained over 
time and integrated within the existing health and care system. 

NHS England, ICBs     
Moderate

Health and care organisations should work with faith-based 
organisations to support screening, immunisation, health promotion 
and chronic disease management 

NHS England, ICBs, 
PCNs, Trusts, local 
authorities and GPs 

    
Moderate

Community interventions should be culturally tailored, ideally 
with cultural concordance between staff and residents, and 
multicomponent 

NHS England, ICBs, 
PCNs, Trusts, local 
authorities and GPs

    
Moderate

Peer-led community-based interventions should be considered, 
especially for people with perinatal depression, mental health 
problems and poor health literacy 

NHS England, Local 
authorities, ICBs

    
Low

Consider partnering with key community organisations which act as 
community hubs for underserved communities, such as barbershops, 
for health promotion and chronic disease management 

NHS England, Local 
authorities, ICBs 

    
Low

Initiatives which seek to empower communities should be designed to 
increase the power within the community, power with other agency, 
power to act and power over other organisations to enact change. 

NHS England, ICBs, 
PCNs, Trusts, local 
authorities and GPs 

    
Low
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