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Managing community engagement initiatives in
health and social care: lessons learned from Italy and
the United Kingdom
Francesco Longo • Sara Barsanti • Manila Bonciani • Anita Bunea • Angelica Zazzera

Background: Determining the different features and potential impacts of community initiatives aimed at health-related
outcomes poses challenges for both researchers and policy makers.
Purpose: This article explores the nature of heterogeneous “community engagement initiatives” (CEIs) considering both
their social and organizational features in order to understand themanagerial and policy implications to maximize their
potential local health and social care-related impacts.
Methodology:A threefold qualitative analysiswas conducted: (a) Three frameworksweredeveloped to classify andanalyze
different CEIs features, building upon the current literature debate; (b) primary datawere collected from Italian CEIs; and (c)
a comparative cross-case analysis of a total of 79 CEIs in Italy and the United Kingdom was implemented.
Findings: The results show two types of strategic policy andmanagement implications: (a) CEI portfolios are very broad and
differentiated; (b) different social networks have diversified social constructs, internal cultures, and organizational features;
and (c) there is a consequent need to contextualize relational and steering approaches in order tomaximize their potential
community added value.
Conclusion: CEIs are fundamental pillars of contemporary welfare systems because of both the changing demography and
epidemiology and thedisruptive impact of platformeconomymodels. This challenging scenario and the relatedCEIs involve
a complex social mechanism, which requires a new awareness and strengthened competences for public administrations’
steering.
Practice Implications: It is crucial for policy makers and managers to become familiar with all the different CEIs available in
order to choosewhich solution to implement, depending on their potential impacts related to local public health and social
care priorities. They also need to select the related effective steering logic.

Key words: Classification of CEIs, community engagement initiatives (CEIs), health and social care, integration of social
networks with public services, Italy, management of CEIs, United Kingdom

T here is a general agreement about the importance of
social networks and social capital for health and social
care service design and planning (Igalla et al., 2020;

Popay et al., 2007). The integration and involvement of vol-
unteers, peers, groups of patients, and social networks with
formal health and social care services or programs have bolstered
the concept of community engagement initiatives (CEIs).

Concrete examples range from self-support groups of peer pa-
tients (e.g., addicts) or their caregivers to volunteer aid to the
fragile older adults or people with disabilities or to walking
groups for older adults. CEIs can also operate in ex post public
accountability processes regarding the quality of care involv-
ing users, caregivers, and the general community or from an
ex ante participatory perspective for service design or redesign
(Watt, 1986). This approach recognizes that health and social
inclusion are driven by multiple behaviors and different cogni-
tive maps influenced by cultural, economic, social, and envi-
ronmental variables that are embedded in social networks
but which are difficult to address and positively influence. Each
local portfolio of social network drivers may have a positive or
negative effect on community health and social outcomes. A
crucial policy and managerial question thus arises: Are tradi-
tional formalized welfare institutions able to recognize and in-
fluence these social networks and community drivers in order
to promote positive health and social behaviors? There is a
growing stream of research documenting the direct relation-
ship between social capital and initiatives that involve com-
munity engagement (Igalla et al., 2020), in which social net-
works are conceived as a core determinant for healthy and in-
clusive communities. However, determining the features and

Francesco Longo, PhD, is Associate Professor, Center for Research on Health and Social
Care Management, Bocconi University, Milan, Italy. E-mail: francesco.longo@
unibocconi.it.
Sara Barsanti, PhD, is Assistant Professor, Management and Health Laboratory, In-
stitute of Management, Sant'Anna School of Advanced Studies, Pisa, Italy.
Manila Bonciani, PhD, is Post-Doctoral Fellow, Management and Health Laboratory,
Institute of Management, Sant'Anna School of Advanced Studies, Pisa, Italy.
Anita Bunea, PhD, is Post-Doctoral Fellow, Management and Health Laboratory,
Institute of Management, Sant'Anna School of Advanced Studies, Pisa, Italy.
Angelica Zazzera, MS, is Junior Lecturer, Center for Research on Health and Social
Care Management, Bocconi University, Milan, Italy.

The authors have disclosed that they have no significant relationship with, or finan-
cial interest in, any commercial companies pertaining to this article.

This is an open-access article distributed under the terms of the Creative Commons
Attribution-Non Commercial-No Derivatives License 4.0 (CCBY-NC-ND), where it is
permissible to download and share the work provided it is properly cited. The work
cannot be changed in any way or used commercially without permission from the
journal.

Copyright © 2022 The Authors. Published by Wolters Kluwer Health, Inc.

DOI: 10.1097/HMR.0000000000000343

Community Engagement Initiatives in Health and Social Care www.hcmrjournal.com 1

Feature

http://www.hcmrjournal.com


effectiveness of CEIs to achieve health and social-related out-
comes is challenging for both researchers and policy makers.
Moreover, as Cyril et al. (2015) underlined, there is a need
for innovative frameworks and approaches based on a better
understanding of the potential impacts of CEIs on health
and well-being. This article thus aims to (a) explore the nature
of CEIs in health and social care by conducting an in-depth
analysis of 79 CEIs in Italy and the United Kingdom using pri-
mary data, specific frameworks developed, and a comparative
approach (Stake, 1995) and (b) understand the managerial
and primary policy implications derived from the different fea-
tures of CEIs and their potential social and health impacts.
First, we provide a definition of CEIs; then, we discuss their po-
tential benefits in tackling some social and health challenges
on the rise inWestern countries. A framework to classify CEIs
and their different features is then provided, together with the
methodology applied to analyze 79 cases. After, we present our
empirical evidence, which is then discussed. The last section
outlines the strategic policy andmanagerial implications for lo-
cal social and health authorities.

A Definition of CEIs Aimed at
Improving Health and Social Care
A Definition of CEIs
Initiatives based on community engagement have often been
poorly understood. They tend to be on the fringes of main-
stream practice, which has largely been dominated by profes-
sionally led solutions (South, 2015) based on individual de-
mand services. However, harnessing the “renewable energy”
of communities is no longer a “discretionary extra” but in-
stead is key to the sustainability of health and social care ser-
vices (Maruthappu et al., 2014). In 1997, the Centers for Dis-
ease Control and Prevention (CDC) defined community en-
gagement as “the process of working collaboratively with and
through groups of people affiliated by geographic proximity,
special interest, or similar situations to address issues affecting
the well-being of those people.” CDC provided a new guide
for understanding community engagement (CDC, 2011),
considering the increasing volume and diversity of initiatives,
terminology, approaches, and literature on the issue, depend-
ing on the characteristics and level of community involve-
ment (World Health Organization, 2020). Evidence sug-
gested that the more community members were supported
by being involved in the design, development, and imple-
mentation of activities to improve their lives (i.e., coproduc-
tion, delegated power, or community control), the more
likely their health and well-being might improve and health
inequalities decrease (Popay et al., 2007). By offering self-
support, promoting peer networks, and fostering neighbor re-
lationships or volunteering, social groups can complement
formal welfare programs. There are fundamental differences
between CEIs and traditional health and social services. First,
CEIs focus on the determinants of health and social inclusion
from a health promotion approach rather than one focused
on curing diseases and eliminating social gaps. Second, they
focus on groups, networks of people, and communities but
not on individual needs. Third, individual and community
resources are exploited as complementary inputs to those of

the formal welfare system, enriching the global energies avail-
able and developing individual and community empower-
ment and consciousness (Hogg & Varda, 2016). Improved
levels of social cohesion and access to informal and formal so-
cial support and social capital are the fundamental outcomes
of CEIs, whichmay provide some answers to the current chal-
lenging scenario (Merzel & D’Afflitti, 2003). The definition
we use in this study for CEIs is “the active involvement of
the community, through the promotion and integration of
its social networks with formal welfare services, to improve
health and social outcomes, developing self-support processes
within social groups, fostering forms of social aggregation also
to positively influence cognitive maps and health and social
behaviors, and promoting participation in health and social
needs assessment, service design and service evaluation.”
Bearing this definition in mind, we pose the following re-
search questions in order to understand how CEIs can be
steered from a public authority perspective: (a) How could
CEIs be classified? (b) What are the features of implemented
CEIs? (c) What are the fundamental policy and managerial
implications of different CEIs? Management is a contextual
and case-specific science: It is important to understand the
characteristics of existing or potential CEIs in order to select
the most appropriate strategies and steering tools.

CEIs, Social Networks, and
Community Partnership
How should CEIs be steered from a managerial perspective?
How can public authorities foster CEIs? To answer these ques-
tions, communities should be regarded as systems of social net-
works that interact with each other. Each citizen may be mem-
ber of a number of social networks, because each one of us may
at the same time be a neighbor, a parent of school children, a
volunteer, an employee, and also possibly a chronic patient.
Ecological models of health are based on the premise that an
individual’s behavior is shaped by a dynamic interaction with
the social environment, which includes influences at the inter-
personal, organizational, community, and social network level
(Merzel & D’Afflitti, 2003). In this sense, CEIs directly affect
the health, social outcomes, and habits of people belonging
to social networks; however, they also have the potential to
enhance the health of others connected to those individuals
(Umberson & Montez, 2010). A combination of three possi-
ble local strategies can be adopted to manage CEIs: (a) pro-
moting existing social networks and partnerships and coordi-
nating and integrating their action with formal welfare ser-
vices; (b) developing the size and scope of existing networks
fostering their capacity and competences—supporting the de-
velopment of additional partnerships, members, and social
connections; and (c) promoting new social networks and part-
nerships, such as associations between peers, new volunteer
groups, new forms of social aggregation, and so forth (Hogg
& Varda, 2016). In addition, formal and informal partnerships
among community stakeholders and institutional actors (such
as hospitals) from different sectors can be effective vehicles for
addressing community health needs (Prybil et al., 2014) or a
mediator between resources and service provision (Beatty
et al., 2010). A recent study in the United States (Cronin
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et al., 2021) shows that the presence of social capital in the sur-
rounding state is associated with hospitals fostering partner-
ships, especially with public health and social service organiza-
tions, two areas where hospitals have traditionally faced bar-
riers in developing community health activities. A policy
focused on community, social networks, and partnerships that
act as cultural and relational ties among individuals and orga-
nizations may thus prove to be a cost-effective strategy for en-
hancing the health and well-being at the population or com-
munity level (Latkin & Knowlton, 2015). Indeed, Brewster
et al. (2018) suggest that U.S. communities that perform well
on health care costs and services utilizationmay be partially ex-
plained by effective cross-sector partnerships between hospitals
and other organizations. As tracing social ties may help to
identify a community’s leadership, understanding its behavior
patterns and drivers (Minkler & Pies, 1997) and mapping
and understanding social networks are critical in steering CEIs
toward health promotion and social inclusion.

Why DoWe Need CEIs in Contemporary
Health Care? The Cases of Italy and the
United Kingdom
Have CEIs merely inherited features from other historical pe-
riods (mainly because of their sensitivity to social values and
the emphasis on democratic participation), or are we at the
forefront of something new and crucial to effectively tackle
contemporary health and social care issues? Western societies
have to deal with many fundamental transitions and chal-
lenges such as the financial sustainability of welfare systems,
the “demographic” desert (aging and reduced fertility), in-
creasing inequalities, climate change, political disruption,
and antibiotic resistance (Walsh et al., 2018). CEIs are not
the answer to all of these challenges; however, they can be ef-
fective for enriching welfare modes and redesigning health
and social services to meet emerging issues. There is a need
to rethink the welfare portfolio in order to tackle (a) pro-
found changes in the demographic, social, and epidemiologi-
cal patterns and (b) the disruptive impact of digital and shar-
ing services, in terms of both provision and consumption. De-
mographic transition involves important changes in health
and social needs such as the aging population, the increasing
demand for long-term care (LTC) services, the low birth rate,
and the lack of availability of informal family care givers. This
social transformation has created a new landscape of people
living alone (around 30% of families are made up of just
one person in Italy [Istat, 2019] and a high divorce rate is re-
ported inWestern countries, for example, in Italy 46 divorces
are recorded out of 100 marriages [Istat, 2019]), thus increas-
ing the cultural and economic distances between different so-
cial clusters and fostering social fragmentation and political
polarization. This article does not analyze the impacts of these
trends onWestern welfare systems in detail; however, it high-
lights that traditional health and social care services alone are
not able to tackle the size, nature, and drivers of the emerging
challenges. Using several examples, we aim to underline the
complementary role that CEIs may play in formal welfare ser-
vices. On the other hand, there has been a general disruptive
change in all service formats, derived from the platform econ-

omy and the tendency to build upon users’ coproduction. The
“sharing economy” or the peer-to-peer-based sharing of access
to goods and services has expanded rapidly (Botsman &
Rogers, 2010). CEIs can be supported by sharing economy
platforms, which reinforce connections between members of
social networks, increasing their mutual recognition and sup-
port, the sharing of health and social care-related information
and positive experiences, and social interactions overall. Table
1 summarizes the literature on the challenges posed by the dis-
cussed scenario (referring mainly to Italy and the United
Kingdom), together with their consequences on health and so-
cial care needs. In the third column, for each issue and its con-
sequence, we list what we consider to be some potential bene-
fits of CEIs, which correspond to the goals shown in Table 3.

Methodology
To explore the characteristics of CEIs and identify the result-
ing managerial and policy implications, a threefold qualita-
tive analysis was performed, including (a) development of three
ad hoc frameworks of analysis, (b) collection of primary data of
ItalianCEIs and secondary data of U.K. CEIs, and (c) data anal-
ysis applying a cross-case analysis approach (Miles&Huberman,
1994) and comparison of CEIs in Italy and theUnitedKingdom
through the developed frameworks in order to test both the ro-
bustness of our classification matrices and the differences be-
tween implemented CEIs. The first two steps of the study were
performed in parallel, but the framework of analysis is presented
first following the logical–theoretical approach. The grids corre-
sponding to the frameworks of analysis are presented in the Re-
sults section, where they are used to classify our panel of CEI
cases as results of the comparative analysis.

The Frameworks of Analysis
To analyze the features and implications of CEIs, three grids
were created. In particular, each matrix has a different classifi-
cation and an analytical focus: (a) characteristics of CEI pro-
moters and the social networks involved (Table 2), (b) CEI
goals and targets (Tables 3 and 4), and (c) CEI public support
modes and their impact on social networks (Table 5). The or-
der in which the grids are presented represents the three logical
steps to manage CEIs. First, the public sector may search for
the social networks available. During the scouting process,
public administrations (PAs) can discover their main features
in order to select the most suitable ones or the ones they think
would be effective for community initiatives (Hogg & Varda,
2016). The second grid can be used to discuss the goals of
any CEI related to the specific target identified in order to be
coherent with the strategic goals of public authorities. Finally,
the third grid can be used to assess the relationships between
social networks and formal welfare services and to decide
how to influence social network behaviors (CDC, 2011).

Different Promoters of CEIs and
Characteristics of Involved Social Networks
The first classification grid identifies the promoters of CEIs
and considers the characteristics of the engaged social net-
works. The promoter refers to the subject leading the process
and designing the social mechanisms that embed CEIs. In this
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respect, the promoter clarifies which followers should be en-
gaged in the initiative. The nature of the promoter inevitably
influences the kind of community initiative—namely, the social
and interorganizational relationships—that will be set up. CEIs
may start as a result of the input of a public authority, and social
networks may be involved as followers. On the other hand, the
promoter may be private, working in close collaboration with
PAs in a public–private partnership, or CEIs can be started by
a professional nonprofit organization, by a group of nonprofes-
sional volunteers, or by a group of peer patients (Hogg &
Varda 2016). The CEI framework does not concern institu-
tional networks of different welfare actors such as hospitals, local

health authorities (LHAs), local governments, and third-sector
organizations. These institutional networks may act as pro-
moters, supporters, or steerers of CEIs: They may represent
a decisive facilitator, a fundamental precondition of the envi-
ronment, or an addition to the work of CEIs. Involved social
networks may be natural or artificial and formalized or infor-
mal and may play different roles in the CEIs (Umberson &
Montez, 2010). “Natural” social networks are stable personal
relationships within an existing recognized group (minority
or ethnic groups) or spontaneously set up by common inter-
ests (members of a church, fans of a sport club, or parents with
children in the same school), or by using common services or

TABLE 1: Contemporary issues, related health and care needs, and possible benefits of community
engagement initiatives (CEIs)

Issue/problems
Health and social care needs/

consequences Possible benefits of the CEIs

Changes in the demographic, social, and epidemiological geography

Increase in average life expectancy and
population aging (79.5 years for
males and 83.1 years for females in
the United Kingdom, 83 years in
Italy; OECD, 2019)

Correlation between health care
expenditures and age, until the age of
90 years when they decrease. The need
for health and social care integration is
positively related with aging
(Leichsenring, 2004).

Involvement of people on a scale large
enough to monitor the community frailty
and proactively provide access to welfare
(World Health Organization, 2020).
(Proactive Welfare Access)

Increase in chronic disease prevalence
(40% in the United Kingdom and
60% in Italy) and related costs (70%
of budget consumption of health
care systems; OECD, 2019)

Chronic diseases have important societal
consequences (Cockerham et al., 2017)
that can be influenced by empowerment,
compliance, and self-controlled healthy
lifestyles.

Increase peer support among people with
similar experiences to improve and
maintain health (Doull et al., 2017).
(Users’ compliance support)

Insufficient coverage of long-term care
needs by health and social services
(guaranteed by family networks)

Need for integrated care pathways for
preventing frailty, loss of autonomy, and
maintaining mental health of elderly
patients and caregivers (Dubuc et al., 2013).

Social networks may support families in
their care activities, foster health literacy,
and offer psychological help (Umberson
& Montez, 2010). (Social and health care
system integration)

Fast growth in loneliness and families’
social isolation: 9 million lonely
people in the United Kingdom
(Allen, 2020) and 33% of total
population live alone in Italy
(Istat, 2019)

Correlation between loneliness and
patients’ compliance and between family
isolation and reduction in community-
shared knowledge about service access
and health literacy (National Academies of
Sciences, Engineering, andMedicine, 2020).

Mobilize existing resources and social
capital to enhance the informal ways
people connect with each other and give
reciprocal assistance (Dale & Newman,
2010). (Foster social relationships)

Sharing economy and digital transformation

Increased customer empowerment
and coproduction (Voorberg, 2015)

Potential negative impacts on health and
exacerbation of health inequities:
potential selection of more interested and
advantaged users (Curtis et al., 2020).

Development of collective capacity/social
literacy to mitigate health inequalities
(Batterham et al., 2016). (Health
education)

Change in economic landscape as a
result of online platforms: decrease
in consumers’ costs (Botsman &
Rogers, 2010)

Big data and social knowledge may be
captured mostly by private platform-
based corporations, which keep most of
the potential added value (OECD, 2019).

Enhance responsiveness and accountability
of service providers by working in
partnership with public agencies and
social networks (Igalla et al., 2020).
(Service delivery support)

Social and geographical inequalities in
access to care and quality of care are
increasing (OECD, 2019)

A more proactive health and welfare
approach to patients’ needs is required to
tackle inequalities and achieve better
health literacy and quality of care
(Mayberry et al., 2006).

Foster community involvement in decision-
making processes, delivery and
evaluation of services and initiatives for
the whole population. (Popay et al.,
2007). (Services participatory design)
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settings (neighbors, library users, employers of the same orga-
nizations, commuters’ cluster, etc.) or living in similar condi-
tions (same illness [e.g., on dialysis], in public housing, etc.).
“Formalized networks” may have internal rules, a recognized
status, some organizational structure, or representative bodies
or formal public recognition. Formal and informal social net-
works require different steering and relational approaches,
which entail the public component having a diversified port-
folio of communication and integration competences. To
sum up, social networks may play different roles within CEIs:
Promoters and pivotal actors or followers may be the target
group of the initiative or may act as a welfare resource and
tool to tackle a local social issue (e.g., a volunteer group).

Goals and Targets of CEIs
CEIsmay benefit local health and social care systems (see Table 1
for further details). To reach a specific goal, they can be en-
hanced by traditional welfare services or even work within
an integrated approach with structured health and social or-
ganizations (Boonstra & Boelens, 2011). As shown in Table 1,
CEIs' goals may focus on foster equity and easy access to wel-
fare services as a result of a better monitoring of people in
need. Patients’ compliance to therapies and correct lifestyles
may be enhanced by CEIs by supporting coproduction or
with psychological aids for sustaining chronic conditions,
which thus enables self-empowerment. The home delivery
of drugs and medical devices can be provided by social net-
works, as well as support for medical treatments. Health pro-
motion programs can work effectively on social network
grounds, offering both health literacy and health promotion
programs and services. The lack of integration between social
and health care can be tackled by CEIs, because social net-
works can support health care access, for example, through
transportation and consumption aids or by offering frequent
and regular social relationships. A richer social life can be
promoted using physical or virtual platforms, or by setting

up collaborative lifestyles (e.g., social housing). Community
participation in steering public services can focus more on
monitoring, audit processes, or codesign logics.

Mutual Exchanges Among Social Networks
and PA Within CEIs
PAs support social networks through different forms of incen-
tives, including (CDC, 2011) (a) providing social or institu-
tional recognition, (b) offering public facilities for free, (c)
supporting social networks with human or financial resources,
(d) promoting social networks to attract new members, (e)
integrating social network actions with public services, (f )
training volunteers or patient peer groups, and (g) supporting
social interactions between the network members (Edelenbos
et al., 2018). Some of these incentives are traditional tools of
public action, whereas others are new. At the same time, so-
cial networks have different impacts on the social clusters
they help. It can affect closer connections within a homoge-
nous group of people that are often based on kinship and rec-
iprocity (bonding social capital), or more distant connections
between people who are dissimilar in terms of their socioeco-
nomic status (bridging social capital) or interactions between
communities and people in positions of influence in formal
organizations (linking social capitals; Szreter & Woolcock,
2004). The interventions bond community members within
a given social cluster by decreasing social gaps, or support so-
cial bridging between heterogeneous clusters, or even pro-
duce social mixing (Aldrich, 2012; Szreter & Woolcock,
2004; Voorberg et al., 2015). Although the intervention does
not reach the best desirable goal, it is important to be aware of
the impacts on these aspects of the social capital.

Collection of Primary Data on Italian CEIs
and Secondary Data on U.K. CEIs
We focus our study onCEIs in the United Kingdom and Italy,
because these are two nations that have a similar national

TABLE 2: Characteristics of community engagement initiative (CEI) promoters and the social networks
involved

Social
connection
driver

Degree of
formalization Country

CEI promoter

Total
country TotalPublic

Professional
third sector Volunteers Peers

Natural Informal United Kingdom 1 1 0 5 7 10

Italy 2 1 0 0 3

Formal United Kingdom 1 0 0 0 1 3

Italy 2 0 0 0 2

Constructed Informal United Kingdom 4 2 1 2 9 15

Italy 5 1 0 0 6

Formal United Kingdom 10 8 4 1 23 51

Italy 20 6 2 0 28

Total 45 19 7 8 79 79
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health system based on general taxation (Beveridge model),
and both social care systems are managed by local govern-
ments with a strong integration with LHAs for planning
functions and third-sector organizations for the provision of
social services. For the Italian CEIs, we conducted a primary
data collection, because at the time of research, there was

no database of CEIs available. To gather data, we first created
a network of LHAs and third-sector institutions with the col-
laboration of two prominent associations of public health or-
ganizations (FIASO and ANCI Federsanità). The network
was built as a result of a research project implemented by
Bocconi University and Sant'Anna School of Advanced

TABLE 3: Goals and primary activities of community engagement initiatives

Goal Activity Country n Total (activity) Total (goal)

Proactive welfare access Community fragility monitoring United Kingdom 3 8 15

Italy 5

Proactive welfare programs United Kingdom 1 7

Italy 6

Users’ compliance support User coproduction support United Kingdom 4 7 12

Italy 3

Psychological support United Kingdom 4 5

Italy 1

Service delivery support Drugs and MD United Kingdom 0 0 3

Italy 0

Treatments United Kingdom 0 3

Italy 3

Health education Health literacy education United Kingdom 2 4 21

Italy 2

Health promotion programs United Kingdom 10 17

Italy 7

Social and health care
integration

Users’ transport and accompaniment United Kingdom 0 0 5

Italy 0

Social support to patients United Kingdom 3 5

Italy 2

Foster social relationships Platforms for social contacts and
relationships

United Kingdom 5 10 13

Italy 5

Collaborative lifestyles United Kingdom 0 3

Italy 3

Services participatory design Service monitoring United Kingdom 1 1 10

Italy 0

Service auditing United Kingdom 1 3

Italy 2

Service design United Kingdom 6 6

Italy 0

Total 79 79 79
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Studies in Pisa. The network involved 30 LHAs from all over
Italy, whose services address approximately 30% of the Italian
population. Second, we conducted an online survey of the 30
LHAs to analyze the following: their cognitive maps of CEIs,
their initial strategies in the field, their goals in the new ap-
proach (general aims and target population), the actors in-
volved (institutional and noninstitutional), the managerial
approaches and tools applied, and the expected and obtained
results. Third, we searched for concrete CEIs within our net-
work of 30 LHAs through a second survey. We gathered 80
CEIs and analyzed 39 of them. Our selection criteria included
being in line with our definition of CEI, in particular, the
prominent engagement of social networks. Many interesting
but excluded projects were related to institutional networks,
such as collaborations between local governments and LHAs
or between LHAs and general practitioners. The survey
found that there was a cognitive difficulty to frame and differ-
entiate social networks from interinstitutional networks. All
the 80 initiatives are now published in an online catalogue
of community interventions. For the U.K. CEIs, we used sec-
ondary data and analyzed 40 out of 54 “community-centered
practice examples” published in the Public Health England
(PHE) catalogue, curated by the PHE’s Knowledge and Li-
brary Services (PHE, 2019). For the purpose of this work,
we consider the features of CEIs developed in the region of
England as generalizable to the whole United Kingdom.
Again, as selection criteria, we examined the level of consis-
tency of each intervention with the definition of CEI pre-
sented in the section above. In the PHE catalogue, the fol-
lowing information is provided for each CEI: (a) title and au-
thor, (b) a brief summary, (c) timescale for the project, (d)

setting and population covered, (e) main objective, (f ) moti-
vation to act, (g) detailed description, (h) motivation for the
intervention’s selection, (i) outcome, (j) learned lessons, (k)
suggestions for the initiative replication, (l) future actions,
and (m) contacts for additional information. In total, we an-
alyzed and compared data from 79 case studies (39 from Italy
and 40 from the United Kingdom).

Case Assessment and Cross-Case
Analysis Methodology
The entire research group, made up of six researchers, became
familiar with the classification grids, as well as the logic and
the meaning given to each variable considered. In two 90-
minute meetings, the meaning of each classification dimen-
sion and criteria was discussed, until every member of the re-
search team had a common interpretation. Each case was
read and evaluated separately by two different researchers,
who then discussed any divergent assessments of specific
items for each case. Some doubts emerging from the case re-
ports were solved through a phone interview with a represen-
tative of the steering LHA (for the Italian panel) and through
a meeting with the research team who collected the cases
from the PHE catalogue (for the English panel) with whom
the final aggregate results had been previously discussed.
The aggregate analysis of Italian cases was also discussed in
a 3-hour focus group meeting involving a representative of
all the 30 LHAs involved.

Results: A Comparative Analysis of the
Cases in Italy and the United Kingdom
CEI Promotors and Nature of Social
Networks Involved
Table 2 presents the results of application of the first grid
outlined in the methodology section with promoters of se-
lected CEIs and the various types of social networks. The table
highlights that, in Italy, the role of promoter is largely covered
by PAs (74%, 29 of 39 cases), whereas in theUnited Kingdom,
although public entities are still a frequent promoter (16 of 40
cases), the percentage is considerably lower (40%). In both
cases, nonprofit organizations are the second most frequent
promoter (21% in Italy and 28% in the United Kingdom),
apart from two exceptions in the United Kingdom where
two for-profit organizations were identified. Unlike in the
United Kingdom, in Italy, there are very few volunteers and
peers acting as promoters, as they often act as followers. The
two panels of national cases have a similar distribution of “nat-
ural” versus artificial social networks and the same degree of
formalization. Formalized networks are the most common
(72% in Italy and 58% in the United Kingdom). Peer-
promoted CEIs also have more informal and natural social
networks, whereas formalized volunteer associations and pro-
fessional third-sector organization have more formalized so-
cial networks. Finally, only initiatives promoted by PAs show
the involvement of “natural” and formalized social networks.

Goals and Targets of CEIs
To analyze the goals of CEIs according to the second grid (goals
and targets of CEIs), we considered both the main objective of

TABLE 4: Targets of community engagement
initiatives

Target
United

Kingdom Italy Total

Patients with chronic
conditions

1 8 9

Lonely older adults 4 1 5

Fragile older adults 3 12 15

Elderly patients in long-term
care facilities

5 2 7

Mental health conditions/
addicted patients

7 6 13

Disabled adults 2 3 5

Poor families 13 7 20

Minors/children 2 4 6

Palliative patients 0 2 2

Community 14 5 19

Other 2 1 3

Total 53 51 104

Community Engagement Initiatives in Health and Social Care www.hcmrjournal.com 7

http://www.hcmrjournal.com


the initiative (core goal and activities) along with any ancillary
objectives. The majority of U.K. CEIs concern health promo-
tion (25% of cases), participatory service design (15%), the
creation of platforms for social contacts and relationships
(12.5%), user coproduction (10%), and themonitoring of com-
munity fragility (7.5%). In Italy, CEIs involved in promoting
health are again themost frequent (18%), followed by proactive
welfare programs (15%), the monitoring of community fragility
(13%), and the creation of platforms for social contacts and re-
lationships (13%). In both nations, some goals and activities are
not primary activities or are rarely implemented, for example,
support for service delivery, service monitoring, and the trans-
port and accompaniment of users. Unlike in the United
Kingdom, in Italy, service design is not a priority goal. On
the other hand, collaborative lifestyles and treatments are pri-
mary goals in Italy, but not in the United Kingdom. CEIs are
multitargeted both in Italy and in the United Kingdom.
There is thus a complexity in both the design of the interven-
tion and the involvement of possible networks. The goals are
in line with the targets tackled by CEIs in the United Kingdom,
which are mainly the community as a whole (14 cases) and
families and people living in poor conditions (13 cases).

Findings regarding CEI targets in Italy show the predomi-
nance of the fragile older adults (12 cases), followed by pa-
tients with chronic conditions (8 cases) and families and peo-
ple living in poor conditions (7 cases). The main targets in the
United Kingdom are related to social issues. This explains
why only a few CEIs in the United Kingdom are addressed
to the fragile older adults or to patients with chronic condi-
tions. Italian CEIs are more influenced by health care policy
priorities driven by epidemiological challenges. The goals
most frequently pursued are distributed proportionally with
respect to targets; however, some activities seem specific to some
targets. For example, programs for supported and proactive
access to welfare services and psychological aid are addressed
to people in poor economic conditions and psychiatric pa-
tients or drug addicts. In addition, social support of patients
is offered more often to psychiatric or addicted patients, the
fragile older adults, people in LTC, and the general commu-
nity. Some CEIs in the United Kingdom are addressed to
women (either young, mothers to be, or immigrants), whereas
this does not happen at all in Italy. The following tables show
the goals and the activities (Table 3) and the targets (Table 4)
of the Italian and U.K. cases. Although the tables correspond

TABLE 5: Mutual exchanges among social networks and public administration within community
engagement initiatives

Public support to social networks Country

Impact on social clusters

Total country TotalBonding Bridging
Linking/
mixing

Social or institutional recognition United Kingdom 0 3 2 5 11

Italy 2 1 3 6

Public facilities for free United Kingdom 0 0 1 1 4

Italy 1 2 0 3

Human or monetary resources United Kingdom 2 3 3 8 20

Italy 7 4 1 12

Promotion, marketing in order to increase
members

United Kingdom 0 0 0 0 0

Italy 0 0 0 0

Integration with public services United Kingdom 2 6 4 12 24

Italy 8 2 2 12

Training and education United Kingdom 1 0 3 4 9

Italy 3 1 1 5

Digital support United Kingdom 0 0 0 0 0

Italy 0 0 0 0

No public support United Kingdom 5 4 1 10 11

Italy 0 1 0 1

Total United Kingdom 10 16 14 40 79

Italy 21 11 7 39
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to a single grid, they are presented separately for better read-
ability of the data.

Mutual Exchanges Among Social Networks
and PAs Within CEIs
The third step of the comparative analysis focuses on the kind
ofmutual exchanges between PAs and social networks within
CEIs and their impact on community relationships. In Italy,
there are always contributions from public authorities, with
a predominance of integration with public services (20.5%
of cases) and economic support (18% of cases). The most fre-
quent impact on social clusters created by CEIs in Italy is
bonding among participants (54%, 21 of 39 cases). On the
other hand, in the United Kingdom, CEIs often lack support
from public authorities (25% of cases). This might be ex-
plained by the fact that, in the United Kingdom, numerous
cases of professional third-sector organizations, volunteer or-
ganizations, and peers act as promoters, as seen in Table 2.
When CEIs in the United Kingdom have public support, it
is generally with regard to integration with public services
(30%) and economic support (20%), as in Italy. However,
unlike in Italy, in the United Kingdom, CEIs mostly create
bridging among social clusters (40% of cases) and linking/
mixing connections (35% of cases). This is not surprising given
that the most common targets tackled by initiatives in the
United Kingdom are the general population and people living
in poor economic or social conditions with a more relevant
social policy focus. The promotion and marketing of social
networks by PAs are lacking in both the United Kingdom
and Italy, despite the existence of social platforms. Overall,
both in the United Kingdom and Italy, public sector support
for social networks is essentially institutional recognition, hu-
man and monetary resources, and free community facilities.
Finally, there is little digital support in either nation. Table
5 shows the distribution of the kind of social support offered
to social networks by the public sector and the CEIs' impact
on social clusters in Italy and the United Kingdom.

Discussion
In line with our research questions, the tools used to classify
and analyze CEIs have three aims: (a) to test the robustness
and managerial importance of our classification grids; (b) to
highlight the broad diversity of features and opportunities
for health and the socially relevant goals that CEIs can pro-
vide for public welfare authorities; and (c) to discuss the dif-
ferent managerial approaches needed to steer heterogeneous
CEIs, depending on their different features, social arenas,
and natures (section below). After analyzing 79 cases, the
three classification grids appear to be useful and robust for
both scholars and practitioners. First of all, they work well ac-
cording to their different scopes. The first grid focuses on the
characteristics of the actors involved and their social net-
works. The second grid examines goals and targets. The third
grid analyzes the public contribution to social networks and
CEI impacts on social inclusion. The three logical steps de-
rived from the different grids are coherent with strategic man-
agerial approaches: scouting for influential stakeholders,
planning possible goals and targets, negotiating a system of

exchange in order to build and foster the implementation al-
liance, and defining expected impacts. In addition, the differ-
ent classification scopes provided by the three grids support
different analytical steps, which can initially be run autono-
mously, in order to have simplified and sequential assessment
processes. The grids seemed to be easy to use and provided
converging assessments between different researchers, be-
cause the variables suggested for each item result to be suffi-
ciently clustered and polarized. Not all the cells available
were used, which is usually an indicator of excessive theoret-
ical differentiation, not related to actual real-life situations.
However, we have to consider that CEIs are in an early stage
of evolution and innovations appear to converge in both
countries. The empty or not-often-used cells appeared in
the discussion to be plausible or at least significant possible
policy and managerial options, and probably they will be ap-
plicable in future, more mature and diffused phases of CEIs.
CEIs represent a broad portfolio of heterogeneous public
health and/or social programs, which need to be understood
in terms of their extensive characteristics in order to integrate
them within institutional welfare goals and steer them effec-
tively (CDC, 2011; Popay et al., 2007). From a general per-
spective, the nature of the promoter seems to drive the entire
mission in terms of private philanthropic actors versus public
authorities (Hogg & Varda, 2016). In the first case, in our
panel, there was a stronger commitment to evident social fra-
gilities. In contrast, public authorities have more evidence-
based epidemiological approaches, which may lean toward
more health care-related clusters (e.g., LTC and chronic con-
ditions), which are probably politically less sensitive. The
portfolio of targets is really broad because of both the different
selection metrics and policy priorities. CEIs also have many
different goals—from fostering social aggregation to promot-
ing health literacy and from enriching welfare services to fos-
tering participatory services. Public sector contributions to so-
cial networks do not always appear fundamental if the philan-
thropic commitment to CEIs is sufficiently strong, although
this can lead to the risk of a silo effect because of the lack of
integration between CEIs and traditional welfare services.
Value for money, in any case, appears to be very beneficial
in terms of formal welfare, considering the modest financial
value of public sector support (institutional accreditation,
spare facilities, and integration with welfare services) and
the great potential health and social-related benefits guaran-
teed by CEIs. The expected results are not always the optimal
ones (e.g., social bonding effect); however, they still represent
an improvement compared to preexisting local scenarios. We
found a relevant level of heterogeneity and also differences
betweenU.K. and Italian cases. The biggest difference regards
the nature of CEI promoters: More philanthropic initiatives
were identified in the United Kingdom, and more public sec-
tor initiatives were identified in Italy. This highlights the dif-
ferent focuses of the United Kingdom, which is more social
care oriented, and Italy, which is more health care oriented.
This also explains the differences in targets and benefits ex-
pected from CEIs. In the United Kingdom, more attention
is paid to poverty, low literacy levels, and social loneliness,
with a particular focus on vulnerable women. Italian CEIs
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are more oriented to support chronic conditions and LTC
care, which are across all social conditions and genders. Pub-
lic authorities in Italy spend resources on fostering CEIs, which
happens less frequently in the United Kingdom. Infra- and in-
ternational differences are always good news from amanagerial
perspective, because they leave room for local autonomy and
adaptation to contexts.

Policy and Managerial Implications
We believe that our evidence highlights three major policy
and management implications. One is related to the choice
of CEIs priorities. The second regards the selection of partners,
whereas the third regards different managerial approaches and
tools needed to steer heterogeneous CEIs models. First of all,
different CEI models cover specific targets that tackle precise
service goals and expected social impacts. Public steering au-
thorities must reflect which CEIs should be fostered, depend-
ing upon the strategic goals for their area and awareness of their
particular implementation capacity and competency to steer
social networks. This helps to understand whether CEIs are
able to compliment the strategic goals of public organizations
or substitute them because traditional solutions are ineffective
or not affordable (Boonstra & Boelens 2011). CEIs are com-
plex and long lasting social processes based on different steps:
scouting, choice or building of community network, network
engagement, capacity and program development, mutual ex-
change and negotiation, and CEI management (Igalla et al.,
2020). It is thus not easy to change from one CEI model to an-
other and expect to immediately gain new outcomes. This
makes the choice of CEI priorities even more strategic because
the reversibility costs are very high. Second, there is a need to
identify the right and effective institutional partners, especially
among the existing social and community networks. They
need to be selected in order to fulfill the aims of the CEI pro-
grams, in line with the CEI strategy, considering competences,
attitudes, and activities. Social networks need to be fostered or
promoted with a community-building approach. Besides the
centrality of social networks for CEIs, other organizations
may also be involved in the steering and integrating role with
the formal welfare services (Local governments, health and so-
cial care providers, etc.; Hogg & Varda, 2016). From a public
health or social care perspective, the availability of a social net-
work or the external entrepreneurship of well-intentioned
stakeholders should not act as drivers for the activation of
CEIs. This should work the other way around: Institutional
goals or gaps should act as key drivers for the promotion or fos-
tering of particular CEIs. This is especially true, considering the
broad range of opportunities available in the CEIs portfolio, in
any context characterized by a medium-range social capital.
Third, because the features, goals, and service portfolio of the
social networks involved differ, heterogeneous managerial
styles and approaches are needed for public authorities to be-
come effective in the implementation process. In fact, different
social networks have different sensitivities to differentmessages
and behaviors (Minkler & Pies, 1997; Umberson & Montez,
2010). For example, a very hierarchical network requires direct
contact between leaders, whereas a peer and participatory net-
work may be more sensitive to community and peer-to-peer

dialogue. However, steering the process becomes more com-
plex, because the promoter of the intervention may have al-
ready established various social interaction rules or service fea-
tures. The opposite situation, where the public actor plays the
role of the entrepreneur, requires the selection of the right so-
cial networks, which may need to be created, developed, or
only involved in the interventions. Also, the nature of the so-
cial networks makes a difference for the right managerial ap-
proach and communication (Umberson &Montez, 2010). Fi-
nally, our analysis highlights that the kind of public–private
exchanges between the public authority and the social net-
works involved are fundamental to understand mutual expec-
tations, perceived value opinions, and interexchange equity in
order to implement the right incentive scheme to foster social
networks and internal dynamics. Incentives may be based on
social or institutional recognition, offering free access to public
facilities, professional or monetary resources, promotion of the
network in order to increase its members, or integration with
public services (Edelenbos et al., 2018). This is seldom just a
matter of financial resources. It is more about understanding
networks and their leaders or members’ expectations, which
may, in some cases, be even more challenging than finding ad-
ditional monetary resources. The ability to choose the right in-
centive is related to public steering competences and organi-
zational capacity. This is another important managerial chal-
lenge in order to guide the overall health and social impact of
public organizations as a result of exchanges with their related
social environment.

Conclusions
The evidence collected shows that CEIs are fundamental pil-
lars of contemporary welfare systems because of the changes
in both demography and epidemiology and because of the dis-
ruptive impact of platform economy models. In fact, both
phenomena increase social inequalities, because there is het-
erogeneity of health literacy and coproduction competences,
which are important in self-managing the increasing chronic
conditions (Ricciardi, 2019). The CEI portfolio is very broad.
It is crucial to become familiar with all the different solutions
available in order to be able to choose which one should be
implemented, depending on the local public health priorities.
The characteristics of the different social networks involved
in CEIs are heterogeneous. This requires applying appropriate
public relational style, activating consistent internal compe-
tences, and selecting the right incentives in order to make
the steering of social networks effective and affordable. The
features of CEIs and the related managerial recommendations
provided are based on deductive research logic, with an in-
depth analysis of the characteristics of the networks. This rep-
resents a limitation of our research approach, which might
need to become more inductive, also looking at the quantita-
tive data of each case, considering the internal and external
resources invested in CEIs and the global impact of their in-
terplay. Moreover, an increasing number of CEIs from differ-
ent countries should be studied in order to understand the
convergences and local cultural specificities. The early stage
of this kind of approach requires a managerial framework
and classification in order to provide initial recommendations
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for managerial local action, which are provided here. CEIs are
an innovative, broad, diffused, diversified and complex social
mechanism, which requires new and focused awareness and
competences. There is a new public health management era
in front of us. The first goal of all the new global and local
platforms (most of which are profit oriented) is to establish
a new virtual community, which refers constantly to its new
developed ecosystem (Parker et al., 2016). At the forefront
of business is community engagement, driven by the aware-
ness of the influential power that social networks are able to
exercise on consumers’ behaviors. If the mechanisms of influ-
ence of social bonds are of interest in the private sector, also
in the public welfare sector, these currently constitute an area
to be explored and exploited in order to face the contempo-
rary challenges.
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