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Abstract

Background \Weight management services have not always benefitted everyone equally. People who live in more
deprived areas, racially minoritised communities, those with complex additional needs (e.g., a physical or mental
disability), and men are less likely to take part in weight management services. This can subsequently widen health
inequalities. One way to counter this is to co-design services with under-served groups to better meet their needs.
Using a case study approach, we explored how co-designed adult weight management services were developed, the
barriers and facilitators to co-design, and the implications for future commissioning.

Methods We selected four case studies of adult weight management services in Southwest England where
co-design had been planned, representing a range of populations and settings. In each case, we recruited
commissioners and providers of the services, and where possible, community members involved in co-design
activities. Interviews were conducted online, audio-recorded, transcribed verbatim, and analysed using thematic
analysis.

Results We interviewed 18 participants (8 female; 10 male): seven commissioners, eight providers, and three
community members involved in co-designing the services. The case studies used a range of co-design activities
(planned and actualised), from light-touch to more in-depth approaches. In two case studies, co-design activities
were planned but were not fully implemented due to organisational time or funding constraints. Co-design was
viewed positively by participants as a way of creating more appropriate services and better engagement, thus
potentially leading to reduced inequalities. Building relationships— with communities, individual community
members, and with partner organisations— was critical for successful co-design and took time and effort. Short-term
and unpredictable funding often hindered co-design efforts and could damage relationships with communities.
Some commissioners raised concerns over the limited evidence for co-design, while others described having to
embrace “a different way of thinking” when commissioning for co-design.
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Conclusions Co-design is an increasingly popular approach to designing health in services but can be difficult

to achieve within traditional funding and commissioning practices. Drawing on our case studies, we present key
considerations for those wanting to co-design health services, noting the importance of building strong relationships,
creating supportive organisational cultures, and developing the evidence base.
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Background

Nearly two-thirds of UK adults are living with overweight
or obesity, with higher prevalence among people liv-
ing in deprived areas, men, certain racially minoritised
populations, and adults with learning disabilities [1-3].
Providing direct support to adults who wish to man-
age their weight is a key national and local government
priority [4], as well as that of the health service [5]. This
can be done through weight management services which
typically include “behaviour change strategies to increase
people’s physical activity or decrease inactivity, improve
eating behaviour and the quality of a person’s diet” [6].
However, in the past weight management services have
had the potential to widen inequalities because those
who would benefit the most from support are less likely
to engage and most likely to dropout [7].

One possible solution to this problem is to ‘co-design’
weight management services with meaningful input from
members of under-served communities to ensure inter-
ventions better meet their needs. Co-designing services
may help remove barriers to accessing weight manage-
ment, potentially leading to more equitable engagement
and improved health outcomes for service users [8].

Involving community members in developing services
has become increasingly popular in recent years. Peer-
reviewed articles on co-design and health have increased
by 25% per year between 2004 and 2019 [9], with the
rate accelerating in the past decade [10]. Dudau and col-
leagues [11] describe the ‘co-’ paradigm as intuitively
appealing, while Filipe et al. [12] describe co-production
as a ‘hot topic’ and suggest it has become a mainstream
term in UK public policy, governance and research
discourse.

There is some evidence to suggest that co-design can
positively impact on health outcomes, within research
contexts at least. A recent meta-analysis found small to
medium effects on a range of social or community-level
outcomes, healthcare outcomes, and physical health and
health behaviour outcomes, though impact on longer-
term outcomes was rarely reported [13]. Other reviews
have identified key principles for success in co-design,
including systems-based perspectives, embracing cre-
ative approaches, focusing on win-win situations for all
co-design partners, building on existing skills and inter-
ests, and embedding co-design into organisational cul-
tures [13-15].

Several reviews have explored the use of co-design
within health services, focusing on acute health care set-
tings [16], chronic disease prevention [10], public health
[17], cardiovascular disease [18] and immigrant health
[19]. None of these co-design reviews (and few of the
studies included within these reviews) focused specifi-
cally on adult obesity or weight management services,
reflecting a gap in the literature. Within the UK, pub-
lished literature on co-designed approaches to weight
management services is limited. A scoping review of
co-designed weight management services is currently
underway [20] but only three UK-based studies have
been identified [21-23].

The idea for this research project was established
through discussions with our local authority and NHS
stakeholders. The National Institute for Health and Care
Research (NIHR) Applied Research Collaboration (ARC)
West brings together stakeholders from across the health
and social care systems in the West of England to identify
opportunities for applied research. During discussions in
2021, local authority and health service stakeholders (e.g.
commissioners and weight management service leads)
highlighted that many were working with local commu-
nity groups to co-design weight management services.
Given the lack of UK-specific literature on co-designed
weight management services we worked with these local
stakeholders to develop a research proposal to examine
the utility of co-designed weight management services.

The aims of this study were to:

+ Explore how and why co-designed adult weight
management services were developed;

» Examine barriers and facilitators to the co-design
process; and.

+ Identify considerations to support the future
commissioning of co-designed services.

Methods

Co-design definition

Numerous ‘co-’ terms are used to describe the involve-
ment of local communities and/or populations of inter-
est in the development of services, including ‘co-design,
‘co-production; and ‘co-creation; as well as more general
terms such as ‘community engagement’ [8, 10, 24, 25].
Definitions of these terms are inconsistent and contested
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[25-28]. For this study, ‘co-design’ is viewed as an
umbrella term for the involvement of target service users
in the planning or development of services.

Study design

A qualitative case study approach [29] was selected to
allow for in-depth exploration of co-design processes in a
range of settings and populations.

Case study selection

Based on our local knowledge and preliminary discus-
sions with our stakeholders, we identified seven possible
weight management services from four local authorities
(LA) or Integrated Care Boards (ICB) in the region. Fur-
ther information on these services was gathered through
discussion with service leads. From this mapping, and
through consultation with our stakeholders, four services
were selected to provide a manageable but diverse sample
based on their (a) geographical location, (b) planned co-
design activities, and (c) intended population (e.g., men,
racially minoritised populations.)

Though all four selected services planned to co-design,
it became apparent during early conversations with inter-
view participants that these activities had not been fully
realised in two of our services. We included these ser-
vices as they offered valuable insight into the barriers to
co-design.

Participant recruitment

We interviewed three categories of participants in each
service. First, local authority or Integrated Care Board
commissioners who controlled the funding and com-
missioned the co-designed weight management ser-
vices. Second, the providers - staff employed by the local
authority, private company or charity who led the co-
design process and ran the weight management services.
And third, community members who were involved in
co-designing the services.

For commissioner and provider interviews, we inter-
viewed all staff who were directly involved in the co-
designed weight management services. For ethical and
data protection reasons, we were unable to contact com-
munity members directly. We asked providers to send
out an email invite and information sheet to those who
had participated in the co-design process. Four commu-
nity members responded, though one later declined to be
interviewed online.

The study was approved by the Faculty of Health Sci-
ences Research Ethics committee at the University of
Bristol (ref: 12,388) and recorded verbal consent was
obtained for all participants.

Page 3 of 14

Data collection

Participants were interviewed via video call by experi-
enced qualitative researchers (RB or RL) between January
and June 2023. We developed a broad topic guide to cover
key questions while allowing flexibility within interviews
(supplementary file 1). Commissioners and providers
interviews focused on the background to the project, why
a co-design approach was chosen, the co-design process
and engagement, and reflections on the co-design pro-
cess. For community members, interviews focused on
their experience of co-designing the service and reflec-
tions on this process. Interviews lasted 33—80 min, were
audio-recorded, stored securely, and transcribed verba-
tim. Community members were offered a £20 voucher for
participating; commissioners and providers were not.

Data analysis

Transcripts were checked and anonymised before analy-
sis. RB and RL read through the same three transcripts,
independently noting potential codes which were then
developed through discussion into a coding framework
(see supplementary file 2). Codes were developed deduc-
tively (from interview questions) and inductively (from
participants’ responses). This framework was used to
code transcripts, with modifications/additions made
where necessary. RB and RL coded separate transcripts
using NVivo (release 1.7.1), with all coding checked by
the other. Codes and sub-codes were summarised, scru-
tinised and revised, with links and connections between
codes identified, mapped and discussed in the process of
creating our analytical themes [30, 31].

Public involvement

We recruited three public contributors living with obe-
sity via Obesity Voices as part of our research manage-
ment team who offered a lived-experience perspective on
the research. As part of this team, they contributed to the
oversight of the project, provided feedback on analyses,
and contributed to study outputs. They were later joined
by a further three public contributors who provided input
into study outputs and dissemination plans. These partic-
ipants were paid for their time. An induction to the study
and their role was provided by RL and RB, and ongoing
support was provided by the Patient and Public Involve-
ment co-ordinators at Obesity Voices and ARC West.

Results

We interviewed 18 (8 female; 10 male) participants in
total; seven commissioners, eight service providers,
and three community members (Table 1). Two services
(Healthy Choices, Active People) did not conduct their
co-design activities as planned (for reasons discussed
below) meaning there were no community members to
interview. Requests to the FitnFun providers to facilitate
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Table 1 List of participants

Project Name Healthy Choices (HC) FitnFun (FnF) Active People (AP) Men'’s Proj-
ect (MP)

Area Local Authority 1 Local Authority 1 Local Authority 2 Integrated
Care Board 1

Intended target population Racially minoritised Adults with mild learning  High deprivation & racially Men

populations disabilities minoritised populations

Commissioners (C) 3Q2F1M) 202F) 22 M)

Providers (P) 1(F) 1(F) 4(1F3M) 2 (2 M)

Community members (CM) 0 N/A N/A 33 M)

Numbers indicate number of interviews completed. F=Female, M=Male. N/A=Not Applicable: In two studies co-design activities were not completed meaning

there were no community members to interview

recruitment of community members involved in the co-
design received no response. An overview of each case
study is provided Table 2.

Project names are pseudonyms. Participant IDs indi-
cate category of participant (C=Commissioner; P=Pro-
vider; CM=Community Member), interview number,
and associated project acronym (Healthy Choices=HC;
FitnFun=FnF; Active People=AP; Men’s Project=MP).

We identified five analytical themes, described below,
and summarised in Table 3.

Perspectives on co-design

Participants used a range of ‘co-” words to describe their
activities, with word choice reflecting the intensity of
involvement. Commissioners and providers from the
Healthy Choices and FitnFun projects were more likely
to use the term ‘co-design’ and generally described lower
levels of community involvement. Active People and The
Men’s Project reflected more in-depth levels of commu-
nity involvement and preferred the terms ‘co-production’
and ‘co-creation, respectively.

The FitnFun service sought to engage and consult with
adults with learning disabilities to increase the relevance
and appeal of the course materials and ensure content
was locally tailored. The primary aim was to adapt an
existing local service rather than co-design a new one.

For Healthy Choices, the role of co-design was less
clear. Though originally intended to be run by peer men-
tors selected from the local community, it ended up
being run by local authority staff, due to time and fund-
ing constraints. Based on a pre-existing programme, staff
followed the published course content but encouraged
participants to identify what they wanted to discuss and
“how they wanted to do it” (P05_HC). Whether this con-
stituted “co-design” was questioned by one of the com-
missioners who acknowledged the “peer support element”
was meant to be the ‘defining characteristic of that piece
of work;” though she added being “flexible to adapt to the
needs of the group and the insight collected along the way”
was also important (C09_HC).

Active People staff were very intentional with their
use of terminology, querying during the interview what

researchers meant by “co-design” and differentiating it
from their “co-production” approach:

I don’t think [co-design and co-production] mean
the same thing. Co-design implies that you're sitting
down with someone and you're writing something
together... Whereas co-production feels like a col-
laborative effort that doesn’t have a design in mind,
you're just producing something together. (PO8_AP)

The Active People staft had carefully considered what dif-
ferent terms meant and contrasted their approach— built
on trust and empowering local communities— with lower
levels of involvement such as “public and patient involve-
ment... getting people to talk about things, like what'’s your
feedback on this?” (PO3_AP).

Within the Men’s Project, the commissioner preferred
the terms ‘co-creation” or ‘co-production” which she
felt recognised the ‘depth of the involvement of the indi-
viduals, their ability to truly influence what's happening”
(C10_MP). For her, this collaboration involved more than
“one-off bits of consultation... where there’s no context or
relationship” and encompassed the entire process involv-
ing people in ‘defining the problem, thinking about solu-
tions, enacting those solutions, defining how you measure
it”

Participants across all projects spoke positively about
the potential benefits of co-designing weight manage-
ment services with community members. Commission-
ers and providers recognised current services often failed
to meet the needs of certain, often marginalised, groups
and that a different approach was needed. Directly
involving the intended populations in designing a more
suitable service made sense:

If you're designing for a less engaged group that’s not
represented in the data, where there isn'’t literature
out there that’s easily translated into service, it just
makes sense to pay a lot of attention to working with
that group, to understand that problem, and design
something for them. (C10_MDP)
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Table 2 Case study details

Case
Study
Name

Details

Healthy
Choices

FitnFun

Active
People

Target population: Racially minoritised communities.

Background: Local data suggested uptake of universally commissioned services like Slimming World was low among racially minoritised
communities. Commissioners were aware of research evidence suggesting “peer support” interventions were effective and may work
well for weight management, and wanted to use this approach to increase uptake and engagement in these communities. The plan
was to identify a peer mentor to run the service, working with their community to adapt the course content and activities to local needs.
However, the public health team were unable to identify, recruit and train a peer mentor to run the service within the time available. In-
stead, the course ran using local authority health promotion officers, rather than a peer mentor. Time constraints also limited their ability
to effectively recruit racially minoritised participants. Participants were therefore recruited from the weight management services waiting
list: predominantly white middle-aged women, who did not want to attend more traditional weight management services.

Co-design activities: No specific co-design used in determining the overall service due to time constraints. However, there was a focus
on tailoring the weight management service to the needs of the individual group members as the service went on.

Final service: A 12-week service, based on Cancer Research UK's Ten Top Tips took place at two community settings in central LA1,
focusing on an individually-tailored lifestyle approach.

Target population: Adults with mild learning disabilities.

Background: Adults with learning disabilities are more likely than their non-disabled peers to be living with overweight or obesity [3].
Based on the national Change4Life Healthier Families campaign, LAT had previously created their own adult weight management ser-
vice, developing an intervention booklet which guided sessions and activities over a series of weeks. With some additional government
funding available, the service provider (P14_FnF) suggested they adapt this service for adults with learning disabilities, whom she noted
often had poor diets and lacked exercise.

Co-design activities: LA1 partnered with a local learning disability day centre and advocacy group, with whom they had pre-existing re-
lationships, to conduct the co-design activities. Adults with learning disabilities attending a local day centre were asked to participate in
a one-off co-design session. Participants were shown the original healthy weight booklet and discussed what they liked/disliked about it
and how it could be modified to suit their needs. Support staff from the day centre and a disability advocacy group also gave their views.
Changes made included simplifying the language and removing some of the pictures to avoid distraction, but keeping the vibrant
colours. Some physical activities were adapted so they were suitable for wheelchair users, while some food suggestions were adapted

to use cheaper ingredients. Feedback from participants included an emphasis on making it “fun”and maintaining a positive body image.
The overall service was also tailored to the local setting e.g,, referencing local services and including a trip to a local supermarket.

Final service: A 12-week weight management intervention using a guidance booklet, based on the original healthy weight service, but
adapted for use with adults with a mild learning disability. The original service was 10 weeks long, but FitnFun extended this to 12 weeks
to allow more time to cover key concepts. The first six sessions included a theory element (e.g., the importance of healthy eating and
exercise) and a physically-active game. Participants were encouraged to set personal goals and suggest ideas for what they wanted to
cover in later weeks. The second half of service re-visited previous content to reinforce learning and included visits to local supermarkets
and taster physical activity sessions at local clubs.

Target population: Racially minoritised populations and areas of high deprivation.

Background: Active People is a UK-based weight management healthy lifestyles organisation contracted by LA2 to deliver community-
based weight management services to both adults and children. Alongside providing weight-management services, Active People were
commissioned by LA2 to gather local “insights” with a view to co-producing locally-relevant weight management services. This included
extensive community development with local organisations, key stakeholders and members of the public, to map out existing services
and build relationships within particular communities within LA2. Active People also employed community members (like P11_AP) from
target communities to talk with local people and gather “insights”into what a successful weight management service would look like,
though initial conversations were often framed around the concept of ‘good health”rather than weight per se. This work was building
towards specific events with the community members where weight management services would be co-designed. However, govern-
ment funding was pulled before Active People had the chance to implement these activities.

Co-design activities: A framework for co-design was created but not fully implemented, due to funding cuts. The planned activities
involved four ‘stations’ using the analogy of a kitchen and building a recipe together: 1. What's in your cupboard? (What’s in the commu-
nity already? What can be built on?); 2. What's on your shopping list? (What or who else is needed to create this?); 3. Method (How should we
make this happen?); 4. Reflection. (Are we happy with this? Do we need to change anything?)

Final service: Active People offer a range of online or in-person services. Most are 12-week services which are tailored to different audi-
ences including adults, families, people with disabilities and adolescents. No co-design activities took place during this period to modify
the service formally, but participants suggested there may have been some minimal changes based on the feedback they were received
from their “insights” work.
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Table 2 (continued)

Case Details

Study

Name

The Men's  Target population: Men

project Background: Commissioners at ICB1 had a remit around upstream prevention, focusing on the wider determinants of health and reduc-

ing inequalities. Local service data suggested men were not accessing commissioned weight management services like Weight Watch-
ers, which are often perceived by men as not appropriate or accessible [32-34]. Commissioners wanted to create something that would
address this unmet need but were aware the NHS label could be off-putting. Commissioners were already aware of a well-respected
local charity whose goal was to create social connection through sharing food. Wanting to try something different, they approached the
charity and asked them to partner with them in co-designing this service.

Co-design activities: Co-design activities occurred in both the planning and implementation stages of the project using what the
commissioner (C10_MP) called a “social design”approach and drawing on the Design Council’s paper on co-creating health services [35].
An initial informal survey was circulated via the charity’s local social media to ask men their views on health and wellbeing. This led to

a series of focus groups to explore what the men wanted to focus on, as well as practical issues such as time of day or group size. Com-
missioners and providers used this information to create a framework for the service, which was presented to men at an open evening
for further feedback and discussion. The service was run successively with two cohorts of 10-12 men, with further co-design occurring
throughout: providers provided a loose framework for the initial meeting, but the content and structure of sessions were largely directed
by the men thereafter.

Final service: Six-week peer support group for men (though many participants continued meeting after the service had ended). The
service involved men coming together to talk about their mental and physical health, while participating in a group activity often based
around the sharing of food. The premise was that increased social connection built resilience and enabled men to talk about their health
concerns, which may or may not include weight management. Conversations were loosely structured around principles of health coach-
ing and motivational interviewing, to enable participants to set goals for themselves, but the remit was open and collaborative.

» o«

Participants suggested co-design could make services
more effective. They believed it could help reach the
“people were not reaching” (thus potentially reducing
inequalities) and ensure services “fit the priorities of the
[intended] population rather than our agenda” (C12_MP).
On a pragmatic note, co-design helped ensure content
was appropriate to the target audience. For example, the
FitnFun commissioner recognised their original materials
would have been “too wordy, too complicated” for adults
with learning disabilities, while the provider added:

Without that user input, we could’ve got [the service]
completely wrong [because] guys with [learning dis-
abilities] see things in a completely different way.
(P14_ENE)

Other participants suggested co-design could lead to
better engagement because people were more likely to
“stick to” (P11_AP) something they had helped design.
The Men’s Project commissioner (C10_MP) noted the
co-design process created “buy-in” because the men felt
they had “skin in the game”, while one of the community
members noted:

If you tell people they’re in charge of designing it,
they’re much more likely to remain engaged because
if they feel there are flaws or things that could be
done, they've got the voice. (CM16_MP)

Though commissioners and providers identified many
benefits of co-design, they also acknowledged it was a
challenging approach. Co-design took more time, more

effort, and was described as “hard, ‘complicated” or
bluntly “really f***ing difficult” Consequently, despite it
being seen as “the best thing” to do, it was often not fully
realised “because it's simplest not to” (C06_HC).

Building relationships for co-design

Building strong relationships with communities was criti-
cal for co-design. Across all projects, participants were
clear co-design was not something that could just hap-
pen; it took commitment and patience to establish the
trust needed to work with local communities. Creating
relationships required a “softly, softly approach” (C06_
HC) and couldn’t be forced or rushed.

You can’t just go in and ‘do” co-production...It takes
groundwork. You have to build all these relation-
ships in to do it well. (P02_AP)

Commissioners and providers talked about building rela-
tionships based on the trust established by “integrity,
commitment, transparency” (PO3_AP). Relationships also
needed to be on-going and meaningful, and importantly,
followed up with action. Participants recognised the
damage done when communities were over-consulted,
over-promised and left with little to show for it. Re-estab-
lishing trust after such experiences was challenging:

Communities that have been hit by the “hit-and-
run’, people saying we're going to do this... then a
month later [they're] gone. Then that trust might
take four, six months, a year to build. (PO3_AP)
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Table 3 Summary of themes

Theme name Summary

- Participants used different terms to describe com-
munity involvement- co-design, co-production, co-
creation- reflecting different levels of involvement

- Co-design was viewed positively by all participants

- Co-design was thought to create more suitable
services, increase engagement, and potentially reduce
inequalities

Perspectives
on co-design

Building rela-
tionships for
co-design

- Building relationships with communities was critical
for co-design

- This took time and could not be rushed, especially in
communities where trust had previously been dam-
aged through lack of action

- Case studies demonstrated different ways of building
relationships with communities e.g., partnering with

a local charity, commissioning a private provider, or
using in-house resources and connections

Funding for
co-design: op-
portunities and
harms

- Funding for co-design is often short-term and ad hoc
- Opportunistic funding pots can allow for innovative
approaches to be tried

- However, small amounts of funding and short time
frames can hinder co-design plans

- Relationships with communities can be damaged if
funding is cut

Evidence, ef- - Commissioners recognised co-design lacks a strong
fectiveness and evidence base

evaluation - Tight budgets can favour ‘evidence-based' pro-
grammes over co-designed approaches where
effectiveness is unknown
- Co-design can be hard to evaluate using traditional
approaches and pre-specified outcomes measures
Commission-  « Co-design may not easily fit with current commis-
ing for‘true’ sioning practices
co-design - Commissioning for co-design may require a ‘a differ-

ent way of thinking”

- Co-design involves a level of uncertainty requiring
commissioners to be “brave”and embrace the pos-
sibility of failure

- Facilitating true co-design requires working with
partners who share your vision and values

Active People and the Men’s Project commissioners both
placed particular emphasis on building relationships but
approached this in different ways. Active People spent
over a year building trust and establishing relation-
ships with local communities, through the community
development work of their staff (e.g., PO2_AP), as well
as the “insights” gathered by local people (like P11_AP)
employed by Active People in target neighbourhoods.
Commissioners for the Men’s Project took a different
approach. Recognising the NHS label could be off-put-
ting (a “ickness service”), they chose to partner with a
well-respected local charity, capitalising on the goodwill
and trust already established by this voluntary sector
organisation.

FitnFun commissioners and providers had existing
relationships with a local learning disability day centre,
so found it relatively straight forward to engage with
their intended audience. By contrast, it was notable that
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the Healthy Choices staff originally wished to focus on
racially minoritised communities but, lacking pre-exist-
ing relationships, they failed to recruit a peer mentor
within the time available.

Funding for codesign: opportunities and harms

Funding for co-design was frequently raised by commis-
sioners and providers. Building the necessary relation-
ships to facilitate co-design took time and thus incurred
costs. However, participants often described a situation
of short-term pockets of funding needing to be spent
swiftly, creating a disconnected patchwork of small
projects. As one of the Healthy Choices commissioners
explained,

They send you money and you've got two months to
use it... It’s just too quick... it doesn’t allow... that
programme development” (C06_HC).

There were some potential benefits to these opportu-
nistic funding pots. Projects commissioned by the ICB
were largely funded by “one-off pots of monies [and]
underspends” (C12_MP). Because this money was not
ear-marked for specific activities staff could focus on
‘innovation’ and novel approaches, such as partnering
with a charity to co-design a new service. Similarly, both
Healthy Choices and FitnFun commissioners noted hav-
ing extra funding allowed them to try something new:

Any other time it would be difficult in the current
financial context to put on an additional interven-
tion... because we had the additional funding, we
had the flexibility to try something new. (CO4_FnF)

However, participants also acknowledged short-term
funding hindered the co-design process. The FitnFun
provider explained they were unable to do as much co-
design as they wished because “we only had 2% months to
do everything” (P14_FnF). Similarly, the Healthy Choices
provider (PO5_HC) felt their project was “rushed”,
meaning they couldn’t recruit a peer mentor or effec-
tively target recruitment towards racially minoritised
communities.

The Active People project also illustrated the harms
arising from an unpredictable funding landscape. The
local commissioner explained she was “loathe to accept”
the initial offer of one year’s funding for fear of raising
expectations. Despite then being promised three years of
additional funding, this was pulled at short notice leav-
ing those involved ‘“truly sad” (P02_AP), ‘disappointed”
(PO1_AP) and ‘disillusioned” (PO7_AP). With no fol-
low-on funding, the planned “co-production” work was
halted, with an Active People staff member explaining
their reasoning:
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“Working towards co-production, a lot of it is about
trust. We're about to get people in a room, people we
trust, people who trust us, [and] were told there’s no
more funding. So, do you continue [the co-produc-
tion] and then say, ‘By the way, after July you'll never
see us again, so all this work, all your time, all your
commitment is going to be for nothing’? (P02_AP)

Evidence, effectiveness and evaluation

For commissioners in particular, the issue of evidence
and effectiveness was important. Commissioners talked
about wanting to draw on theory and evidence to under-
pin their projects but acknowledged “there’s not loads of
evidence out there” for co-design (C07_AP). How com-
fortable commissioners were with this lack of evidence
appeared to vary. The Active People commissioner
(C07_AP) felt there was a need to try something dif-
ferent, recognising the current way of doing things was
not working. Seeing how a near-by local authority had
worked with the Active People company gave her confi-
dence to try a co-design approach, but noted it required
“faith... and commitment... [because] you haven't got all
the evidence base” Similarly, The Men’s Project commis-
sioner explained their focus was on trying something
new:

This was an experiment. We didn’t really come to it
with a did it work?’ type paradigm. We came to it
with a learning paradigm. (C10_MP)

By contrast, commissioners for Healthy Choices and
FitnFun appeared less comfortable with the lack of evi-
dence, finding this challenging to square with respon-
sible public spending. While the Men’s Project provider
felt co-designed services could potentially “cost less
money because it’s designed by the people who are going
to use it” (P13_MP), the Healthy Choices commissioner
felt co-design was potentially “more expensive and time
consuming” (C06_HC) than ‘off-the-shelf” commercial
weight loss services that could be commissioned. In the
context of tight budgets, they would fund these commer-
cial services: they had “robust RCT evidence” and were
cost-effective. But there was uncertainty around the co-
designed projects, with one commissioner questioning
where money would be best spent:

Are we better spending a huge amount on one [co-
designed] group and we don’t know how effective it
is, compared to less on a wider group where we know
the results are reasonable? (C06_HC)

Co-design and evidence-based practice appeared to sit
less comfortably together for these commissioners. When
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asked about the culture around co-design within his local
authority, one commissioner appeared to suggest tension
between the two:

There will be some people who will be evidenced-
based through and through but there will be some
people that are always thinking of the end service
user first. (CO4_FnF)

For these commissioners, there was a clear need to
develop ‘a really good evidence base for this, otherwise
we could show we're just wasting money” (C06_HC). One
wanted to know whether ‘co-designed weight manage-
ment services are more likely to be successful than [com-
mercial programmes] where you know exactly what you're
going to get?” (C09_HC). She was also keen to see what
other local authorities were doing and how they could
learn from them.

However, all commissione