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Abstract
Background: Peer-research is steered and conducted by people with lived experience of the issues being
researched. This paper explores the value of peer-research in two complex public health intervention evaluations in
the UK.
Methods: Reports from 18 peer research projects, completed by residents from 12 communities in the UK taking
part in two community empowerment interventions, were analysed using cross-case analysis.
Results: Undertaking peer research helped to build the evaluation and research skills within individual projects as
well as providing data on other outcomes related to the programmes Theory of Change. Some peer researchers,
however, felt unprepared for the activity despite support from the academic team and were unsatisfied with project
outcomes. While peer research projects provided more opportunities for local residents to engage with the overall
evaluations, there was an overreliance on people closely connected to the programmes to be peer researchers. The
peer research projects explored topics that were broader than the aims and objectives of the overall programme
evaluations. All provided insight into the context in which projects occurred, while some also informed understand‑
ing of programme change mechanisms.
Conclusions: Including peer research as part of complex public health intervention evaluations can help uncover
important contextual and ecological details beyond the reach of more traditional evaluation data collection. Peer
research can also empower and build research/evaluation capacity within communities, which is particularly perti‑
nent for community empowerment interventions.
Keywords: Peer research, Evaluation, Research methods, Complex interventions, Community empowerment
Introduction
Evaluation of complex public health interventions – those
that have multiple interacting components and nonlinear causal pathways [1] – requires a multidisciplinary
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approach [2, 3], triangulation between the insights of
different methodologies [4], and consideration of the
context and ecology in which interventions occur [5].
Methodologies, like ethnography [6], photo-elicitation
[4], and in-depth longitudinal case studies [7], have
emerged as means to capture complexity in public health
intervention evaluations that would have otherwise been
overlooked.
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This paper supports the need for high quality, robust,
realistic and proportionate evaluation methodologies [8]
by examining the contribution of peer research in two
community empowerment intervention evaluations in
the UK: Local People (LP) and Local Conversations (LC).
Community empowerment approaches are complex public health interventions because of the multiple, usually
non-standardised, components involved and multiple
layers of interaction within the intervention and with
the local ecology [6, 9, 10]. The LP and LC programmes
involved residents in fifty disadvantaged neighbourhoods
being supported by local and national voluntary and
community sector (VCS) organisations to come together
to increase their control and influence over the things
that matter to them locally to improve social determinants of health, local services, and health and wellbeing,
ultimately contributing to reduced health inequalities.
(See the programme website for more detail [11]).
Peer research is steered and conducted by people with
lived experience of the issue being studied, who adopt
the role of active researchers to collect data from their
peers about their experiences. It is a way to reach into
communities and include seldom heard voices – which
is particularly useful when tackling health inequalities
[12] – establishing rapport with participants, empowering and upskilling participants and communities [13,
14], and exploring issues that participants are less willing to raise with academic researchers [15]. There are
apparent synergies between peer research and community empowerment: involvement in peer research
is an opportunity for community members to assume
control, to learn new skills, and increase their capacity
[4, 16, 17], which, in turn, can support the sustainability of community-based interventions [16]. However,
concerns with the method include maintaining confidentiality and data quality [18], being time-consuming
and unpredictable [19], and getting the balance right
between empowering participants and ensuring academic rigour [20]. The emergence of ‘lay experts’ and
‘expert patients’ indicates the increasing value of experiential knowledge in health and public health fields
[21], and peer research is increasingly acknowledged
by governments and commissioners [22]. Peer research
fits within a wider group of community-based participatory research methodologies that attempt to reframe
research with a health equity perspective [16]. However, the extent of peer research’s contribution to evaluating complex public health interventions is currently
underexplored. The value of the broader class of “community-based participatory research” to intervention
research [16] and of peer research as a part of multimodal evaluation design to account for complexity [7]
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has been interrogated. This paper describes the specific
methodology and presents an analysis of the contribution of peer research to the evaluation of the LP and LC
complex public health interventions. In this context,
peer research projects were delivered across a wide
variety of neighbourhoods and communities experiencing socioeconomic disadvantage.

Methodology
In order to explore the contribution of peer research,
a secondary analysis of peer research reports produced
as part of the LC and LP projects was undertaken
using cross-case analysis [23]. A matrix was used to
extract key information from, and facilitate comparison
between, each report. Specific reports are referenced
here by either LC or LP and a number (1–5) denoting
which project it came from and a number (1–3) denoting the round of data collection.
In total, 18 peer research projects were completed
(see Table 1) by twelve different LC and LP projects.
Peer research took place during each of the three data
collection phases in LC (2017, 2019, 2020–21) but only
once in LP (2018). Peer researchers’ reflections on the
process of undertaking peer research were captured
in each project report. The staged peer research process is described in Table 2. Two enforced changes to
the planned process due to Covid-19 were: 1) training and support moved from face-to-face to online
delivery; and 2) co-analysis workshops between peer
researchers and supporting evaluation team members
were replaced with analysis being done by supporting
evaluation team members only and corroborated by
peer researchers via email. Peer researchers were not
involved in producing this paper. Whilst this is contrary
to the principles of peer research, there appeared to be
little appetite among peer researchers to be involved
when we began the writing process.
Evaluation of both programmes was guided by specific research questions based on a Programme Theory
of Change (ToC) [7]. Peer research was one data collection stream in each programme, along with longitudinal qualitative case studies, repeated cross-sectional
surveys, process evaluation, and self-evaluation in
each case study site. South, Button [7] describe how
the overall evaluation methodology accounted for the
complexity of the LP intervention. This paper considers whether peer research contributed to the LC and LP
evaluations in the way that was planned in the evaluation methodology, namely: to build evaluation skills
within participating projects [13], increase the reach of
data collection [12], and explore issues that may not be
accessible to the evaluation team [15].
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1

1

2

2

LC2

LC3

LC4

LC5

LC2

7 (young people)

Peer researchers

Convenience 4

Survey

Convenience 4

Semi-structured interviews Convenience 6

Survey

Intergenerational relations; Semi-structured interviews Convenience 9
making community events
more inclusive

Value of local foodbank
project; community activ‑
ity involvement

Local experience of asset
transfer

Residents’ views of estate
regeneration; community
activity involvement

Female resident’s experi‑
ence of the area

n/a

Sampling

Semi-structured interviews Convenience 8 (local women)

Photovoice

1

LC1

Young resident’s experi‑
ence of the area

Method(s)

Project Round Topic

Table 1 Summary of completed peer research projects

25 (14 female, 11 male)

26

25 (managers, users, nonusers)

55

16 (8 ‘older’, 8 ‘younger’)

7

Participants

ToC component

Context

Context

Context; mechanism of
change

Poor intergenerational
Context; mechanism of
relationships; negative
change
view of teenagers; desire
for community events;
using complimentary skills
to bring people together.

Information about
service users; service
highly valued; potential
improvements; want to
be involved in community
activity; need to match
people skills with roles.

Community assets impor‑ Context; mechanism of
tant to physical and emo‑ change
tional wellbeing; Assets
‘dumped’ on community;
necessary skills/knowledge
in place; CAs to be more
tailored to community;
fear of future viability.

Residents feel margin‑
alised/ignored; improve
current homes; fears of
tenancy changes; dislike
private housing; strong
sense of belonging but
low trust; fear of crime.

Range of skills/interests/
aspirations; common
family pressure; improv‑
ing situation for women;
mental health stigma; low
mental health literacy.

Local identify & culture;
Context
close-knit families; lack of
space; poor-quality hous‑
ing; fly-tipping; social divi‑
sions based on language;
places of unity; communal
celebrations.

Main findings
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3

3

3

LC4

LC1

LC2

LC5

Experience of ‘lockdown’;
social connectedness and
access to support/services
during ‘lockdown’; access,
use, preferences around
digital

Social connectedness and
access to support/services
during ‘lockdown’

Social connection during
‘lockdown’; Access, use,
preferences around digital

Community activity
involvement; access to
local information

Structured interview/
survey

Structured interview/
survey

Structured interview

Survey

Mixed-methods –
survey + semi-structured
interviews

2

LC3

Community activity
involvement

Method(s)

Project Round Topic

Table 1 (continued)
Peer researchers

7

Convenience 8

Convenience 7

Random

Convenience 5

Convenience 5

Sampling

76

22 (17 female, 5 male)

63 (60% under 39 years)

72

5 interviews
42 surveys

Participants
Context

ToC component

Context; mechanism of
change

Range of negative
Context; mechanism of
experiences through
change
lockdown; Most personal
circumstances unchanged;
availability and qual‑
ity of support largely
unchanged; older people
more frequently digitally
excluded.

Isolating and negative
experience; technology
useful for maintaining
contact but no substitute
for in-person; widespread
access to IT equipment
and social media; limited
use of video calls; older
people more isolated;
digital access requires
skills/knowledge; training/
support needed.

People feel connected
Context; mechanism of
enough; widespread
change
access to smartphones
and social media; not
using email/video calls;
mixed access to online ser‑
vices; widespread access
to media from other
countries; suggestions for
a community TV channel.

Limited awareness of
Context; mechanism of
community activities/that change
activities are community
led; barriers to taking part;
reliance on word-of-mouth
for information.

Broad support for LC
project; involving more
people is good; multiple
barriers to taking part (e.g.
childcare, work); limited
want to be more involved.

Main findings
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1

1

1

1

LC7

LP1

LP2

LP3

LP4

Young resident’s experi‑
ence of the area

Community activity
involvement

Accessibility of the beach/
seafront

Perceptions of the neigh‑
bourhood

Experiences of ‘gatekeep‑
ers’

Peer researchers

Convenience 5

Convenience 7

Sampling

Photovoice

Mixed-method –
Survey + semi-structured
interview

n/a

73 survey,
16 interviews

Unclear number of inter‑
views.
Feedback from over 80
disabled people

Unclear

10

10

Participants

10 (young people) 10

Convenience Unclear

Mixed-methods –
Convenience 5
Semi-structured interviews
+ Feedback at community
events + Desk research +
photovoice

Semi-structured interviews Convenience 4

Structured interview/
survey

Structured interview/
survey

3

LC6

Social connectedness and
access to support/services
during ‘lockdown’

Method(s)

Project Round Topic

Table 1 (continued)
ToC component

Context; mechanism of
change

Context; mechanism of
change

Plentiful local assets; anti- Context
social behaviour; lack of
accessible facilities/places
for young people; new
youth activities are good;
concerns about new hous‑
ing developments.

Multiple barriers to
Context; mechanism of
participation; complex and change
dependent on circum‑
stances; more opportuni‑
ties needed but limited
community resources.

Beach/seafront generally
Context
inaccessible; inadequate
physical infrastructure;
negative impacts individu‑
als; multiple potential ben‑
efits of improved assess.

People like living in the
area; strong local bonds;
newcomers take time to
integrate; limited local
resources; LP project
beneficial for participants;
range of barriers to taking
part.

Range of gatekeepers;
some supportive, some
challenging; range of
barriers to collaboration;
strategies for overcoming
barriers.

Isolating and challeng‑
Context; mechanism of
ing experience; generally
change
enough access to digital
services/support; lack of
skills and confidence cause
of digital exclusion.

Main findings
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Sampling

Peer researchers

Method(s)

Community activity
involvement

Semi-structured interviews Convenience 7

1

Project Round Topic

LP5

Table 1 (continued)
Participants
35

Main findings
Desire for more com‑
munity activities; clearer
information about what’s
happening; multiple barri‑
ers to taking part.

ToC component
Context; mechanism of
change
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Table 2 Local people and local conversations peer research process
1. Peer researchers identified – Peer researchers recruited by the VCS organisation supporting the programmes. Peer researchers were offered compen‑
sation for their contribution in the form of high-street vouchers.
2. Peer researcher training workshop – Peer researchers attended training facilitated by an evaluation team member. Potential research topics, specific
research questions/aims, and methodology were discussed and agreed. Peer researchers were advised how to conduct research in an ethical and safe
way. Training was planned to last two days but was very often condensed into less than one day to suit peer researchers’ availability.
3. Preparation – The supporting evaluation team member prepared necessary data collection materials (e.g. survey/questionnaire, consent forms) and
distributed to peer researchers to use.
4. Data collection – Between four and six weeks was allowed for peer researchers to collect data.
5. Data analysis workshop – A second workshop for peer researchers and supporting evaluation team members to collaboratively analyse the data
collected – discussing emergent findings and identifying and agreeing key themes. For quantitative data, some preliminary analysis (e.g. descriptive
statistics) was done prior to the workshop by the supporting evaluation team member for the peer researchers to discuss.
6. Report writing – A peer research report was drafted by the supporting evaluation team member and shared with peer researchers for comments/
feedback. Amendments were made, and the report signed off by peer researchers.
7. Dissemination and integration into wider evaluation – Peer research sites were given a copy of their report. Reports included in the overall evaluation
as a secondary data source.

Results
Table 1 summarises key points about the eighteen peer
research projects, which are described below in terms
of building evaluation skills, the reach of data collection,
and issues explored through peer research.
Building (evaluation) skills and capacity

Peer researcher’ reflections suggest that undertaking
peer research helped to build the evaluation and research
skills within individual LC and LP projects as well as providing data on other outcomes related to the ToC.
Peer researchers described gaining research skills
through participation in peer research. Peer-research
also built research capacity within projects. In LC3–1,
LC5–3, and LC7–3, projects reported feeling encouraged
to do more research after taking part in peer-research.
In LC2–3, the community organisation leading the project had commissioned external research that involves
peer research, based on their experience during the LC
programme.
Peer research also appeared to facilitate some of the
LC and LP programmes’ intended shorter term changes.
Peer-researchers reported gaining confidence, aspirations, and new interpersonal and technical skills through
being involved in the peer-research projects. In LC-1, for
example, young people were trained by a professional
filmmaker on how to use digital cameras, take photographs, and organise an exhibition. Peer researchers
said they generally enjoyed coming together to design
and carry out research. Peer-researchers in LC5–3 and
LC7–3 stated that doing peer-research was purposeful and engaging. In two projects (LC4–1, LC2–2), gains
included more knowledge of their local areas and understanding the experiences of residents which would help
inform their project activities.

Some peer-researchers felt unprepared for the activity. This can be attributed to insufficient time being spent
to develop peer-researchers’ skills prior to commencing
projects. For example, peer-research training was condensed from the planned two sessions into one session
due to scheduling issues. In phase 3 of LC, co-analysis
workshops were not able to take place due to Covid-19
lockdown restrictions. Other peer researchers expressed
frustration at the slow pace of peer-research activities
(LC6–3) and a lack of change that occurred as a result of
peer-research (LC1–3).
The reach of data collection

The ‘reach’ of peer research projects concerns the numbers and breadth of both the peer researchers who were
involved in each project and the people who contributed as respondents in data collection. Numbers of peer
researchers per project ranged from three to ten, with
an average of six. They were all local residents and were
typically already heavily involved in their respective LP
or LC projects as members of steering/advisory groups.
Peer researchers were frequently already contributing to
the overall evaluation as case study participants via their
active roles in LC and LP projects. Demographic information about peer researchers (e.g. age, ethnicity) was
not routinely recorded as part of the process, although
peer researchers in three projects (LC1–1, LC7–3, and
LP4) were young people and in two projects (LC2–3 and
LC2–3) peer researchers were all female.
In terms of reach, all but one (LC1–3) peer research
projects utilised convenience sampling techniques, such
as interviewing friends and neighbours or conducting surveys where local residents already congregated
(e.g. community centres). In total, peer research projects engaged 687 people as respondents, including 248
in qualitative methods (ranging from five to thirty-five
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across individual projects) and 439 survey respondents
(ranging from ten to seventy-six across individual projects). Respondents were mostly local residents. One
project (LC4–1) also engaged managers of local community assets. Another (LP2–1) was focused on a community of experience rather than one of geography (as was
common in most LC and LP projects) and engaged both
community members (people with a disability, their families/carers) and non-members (e.g. ‘seafront traders’).
Respondents were also mostly people not already actively
involved in LC or LP projects or their respective evaluations, indicating the wider reach of the peer research.
Demographic information about respondents is inconsistent between projects – it was either not collected or
not reported in project reports. Peer researchers in LC7–
3, for example, felt very strongly that collecting demographic information was an invasion of privacy and that
respondents would feel uncomfortable giving that information. Reasons why it was not collected in other projects is not clear.
Issues explored

The eighteen peer research projects investigated fourteen
separate topics (see Table 1). The most researched topics
were around residents’ involvement in community activities (LC3–1, LC3–2, LC5–2, LC4–2, LP3, LP5), residents’
experience of Covid-19 ‘lockdown’ (LC1–3, LC2–3, LC5–
3, LC6–3), and the experience of particular groups of
residents living in the area (LC1–1, LC2–1, LP4). Other
research topics reflected more specific local issues, such
as perceptions of proposed estate regeneration (LC3–1),
the value of a foodbank (LC5–2), or accessibility to the
beach/seafront for people with disabilities (LP2–1).
Mapped against the LC and LP programmes’ ToC, all
eighteen projects revealed information about the context in which LC and LP projects occurred. This included
things like local housing conditions (LC1–1, LC3–1),
local feelings of connectedness (LC1–1, LC2–2, LP2),
availability of local resources and community assets
(LP1–1, LP3, 1, LC4–1, LP4–1), and mental health stigma
in communities (LC2–1). Peer research undertaken during LC phase three provided insight into the local ‘lockdown’ experience (LC1–3, LC2–3, LC5–3, LC6–3).
Twelve peer research projects also produced information
that could relate to LP and LC ‘mechanisms of change’ –
the things LC and LP projects are doing to create change
in local areas. Very often this was about barriers and enabling factors to participation in LC and LP project activities and community activities in general (LC3–1, LC3–2,
LC5–2, LC4–2, LP3, LP5). Other projects provided information about residents’ previous or other experiences of
community involvement and collective action (LC4–1,
LC7–3), which provided insight to inform project action.
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Insights around digital exclusion/inclusion during Covid19 (LC1–3, LC2–3, LC5–3, LC6–3) could also inform
future mechanisms of change.
In terms of how topics were explored, the most frequently used research method (n = 8) was surveys, either
delivered online, in written format, or over the telephone
or face-to-face as a structured interview. Other methods
used were semi-structured interviews (n = 4) and photovoice [24] (n = 3). Three projects used mixed-methods: semi-structured interviews and a survey (n = 2),
and semi-structured interviews, event feedback, desk
research and photovoice (n = 1). The research methods
used in peer research were very often tailored to residents’ characteristics and needs. Semi-structured interviews were carried out in multiple languages (LC2–1,
LC2–2), using photovoice helped engage young people
(LC1–1, LP4–1), and surveys were carried out in locations where residents already gathered rather than just
being online or via post (LC2–1, LC5–2, LC3–2, LC4–2).

Discussion
This paper has examined the contribution of peer
research to two complex public health intervention
evaluations in terms of building evaluation skills within
participating projects, increasing the reach of data collection, and exploring issues that may not be accessible to
the evaluation team. These three aspects are discussed in
turn but with recognition that they overlap and interact.
Firstly, in terms of building evaluation skills, peer
research allowed individual peer researchers to learn
new research and evaluation skills and for projects to
increase their research capacity [13, 14]. This is particularly salient in the context of community empowerment interventions. Including peer research (or other
participatory methods) as part of an evaluation of a
community empowerment programme can support
community empowerment itself, enabling people to
come together and engage in dialogue, decision making and action, and, through doing so, increase components of collective control and improve local social
determinants of health and wellbeing. Community
members gain influence over what constitutes knowledge (and that their lived experiences are a legitimate
source of knowledge/evidence) and how that knowledge is produced (via the research questions/agenda
they set). This reflects findings in wider literature that
bringing stakeholders together provides opportunities
for them to learn from each other and from research so
that they can act [17, 25]. Peer research also produced a
number of shorter-term programme outcomes, including for peer researchers themselves (e.g. confidence,
skills, enjoyment, sense of purpose), for LC and LP
projects (e.g. increased capacity, gaining new insights
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into communities, increased capacity to influence local
decision makers), and their respective communities
(e.g. stimulating social interaction). Again, this reflects
findings in the wider literature that participation in
research can directly benefit individuals and their
community through learning new skills and increased
capacity [4, 9, 16], which, in turn, can support the sustainability of community-based interventions [16].
Secondly, in terms of increasing the reach of data collection, peer research projects provided additional
opportunities for residents to engage in the overall evaluations. At least some of these residents would have been
beyond the reach of the external evaluation teams, such
as those who did not speak English, and those who were
not engaged with the projects. This reflects the broader
value of peer research to facilitate the inclusion of seldom heard voices [12]. However, because demographic
information was not routinely collected, it is not possible to say for certain how the respondents compare to
those in the other data collection methods. Rather than
relying on convenience sampling – a common approach
in peer research [26] – purposive or representative sampling to recruit people not represented in other data collection may be an effective way of ensuring peer research
increases the reach of data collection. However, this may
create additional burdens for peer researchers and/or
infringe on peer researchers control of projects.
There was a reliance on those already strongly associated with LC and LP projects and that were already
engaged in the respective evaluations as case study
respondents to be peer researchers. This means that the
benefits of peer research for empowering and upskilling
participants and communities [13, 14] were limited to a
small pool of people. It is perhaps unrealistic to expect
people with no connections to community projects
to become effective peer researchers. Whilst training
was provided in the technical aspects of research, peer
researchers each brought with them important a priori
knowledge of projects and trust in the external evaluators. A strategy to broaden the pool of peer researchers
may be to actively support people who had been respondents to other data collection methods or other rounds of
peer research to become peer researchers. Additionally,
while peer-researchers were compensated for their time
with high-street shopping vouchers [22], other payment methods (e.g. money) may have been preferred
and encouraged greater engagement. Although, many
learned bodies have guidance about paying members
of the public for their involvement in research, such as
NIHR [27], navigating appropriate and fair payment still
present challenges for both academics and peer researchers [28]. Future projects may consider taking guidance
from potential peer-researchers about their preferred
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mode and having different ways of compensating different individuals.
Thirdly, in terms of exploring issues that may be beyond
the reach of the evaluation team,
the topics of the eighteen peer research projects were
broader than the aims and objectives of the overall programme evaluations. All provided insight into the context in which projects occurred, while some informed
understanding of programme change mechanisms. This
demonstrates that peer research can contribute to an
understanding of the context and ecology in which interventions occur [5], enriching interpretation of the mechanisms and processes occurring within programmes [7,
10]. Peer research unpacked community-level processes
and perspectives that help explain the interaction of the
intervention in context and that have traditionally been
insufficiently taken account of in evaluations [8, 21]. The
unpredictability of peer research [19] means a potential
danger is peer research topics being too removed from
the aims and objectives of the evaluation to become
irrelevant. Evaluators could mitigate any risk by taking
more control of peer research topics, although this would
undermine the strength of peer research being led and
controlled by people with lived experience. This illustrates the inherent challenge of peer research of getting
the balance right between empowering participants and
ensuring rigour [20].
Other risks associated with peer research concern
data quality and validity [18]. These were mitigated here
through training and ongoing support for peer researchers, strategies that have been demonstrated successfully
elsewhere [18, 26]. Allowing peer researchers autonomy
to adapt data collection methods based on their knowledge of respondents’ needs and preferences also supported validity. Peer researchers generally found the
training and support available useful, although some said
they felt unprepared. This is perhaps not surprising given
that the training was very often condensed to less than
one day, allowing little time to ensure all peer researchers
sufficiently understood all aspects of the research process. Potentially insufficient ethics and data protection
training raises questions about the safety of peer-research
projects. However, ongoing support and supervision by
a member of the evaluation team helped to mitigate this
risk. Further training and support would always be beneficial, although this must be balanced with demands from
other aspects of evaluations.
Supporting peer researchers to do co-analysis with
the evaluation team was stopped due to Covid-19. The
impact of this on individual peer research projects and on
evaluations is unknown but it was a necessary pragmatic
decision. Likewise, for practical reasons (e.g. researcher
and evaluation team capacity, project timelines) peer
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researchers’ involvement in producing outputs from
their projects was limited to commenting on/editing
reports drafted by evaluation team members and having final sign-off on completed reports. Whilst this may
appear contrary to the principles of peer research, an
alternative view is that participation is a continuum, not
an absolute [29], and that peer researchers had choices
over the extent of their involvement within the confines
of this project. Planning additional resources to support
fuller participation during this phase may support deeper
engagement with analysis and report writing.
A limitation of this current analysis is that it is partially based on limited feedback from peer researchers
and observations made whilst supporting peer researcher
projects rather than through a systematic evaluation of
the peer research process. Further research to, for example, formally assess peer researcher skill acquisition
or to compare the composition of respondents to peer
research and other data collection methods within evaluations would be useful. While the breadth of the sample
of peer research projects across two national community
empowerment programmes made it possible to draw out
common themes about the contribution of peer research,
findings are not generalisable. Further evaluation of peer
research in different contexts is merited to examine the
transferability and relevance of these themes to other
complex public health intervention evaluations.

Conclusion
This paper has shown that including peer research as part
of complex public health intervention evaluations can
help uncover important contextual and ecological details
beyond the reach of more traditional evaluation data
collection, supporting expectations that public health
decision makers draw on the best available evidence [2,
30]. Including peer research fits with a growing focus on
patient and public involvement in health research [31]
and offer a means of expanding the role of members of
the public [21] into the design, delivery, and analysis of
enquiries. There is distinct value in enabling research that
matters to communities. However, balancing increasing community control with managing a complex public
health intervention evaluation is challenging and without
appropriate planning and resources may necessitate compromising participatory ideals.
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