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Key Points in this Report  

In December 2007, GHK was commissioned to evaluate the Living Well Portfolio.  This document is 

the final report from the evaluation and this summary presents the reportôs key points.  They are that: 

1 Living Well was part of the BIG Lotteryôs óWellbeing Fundô.  It covered the West Midlands region 

and addressed three main themes: mental health, physical activity and healthy eating.  Services 

were delivered by a diverse range of projects in each of the regionôs Local Authority areas.   

2 The programme used around £8.6 million of resources ï around £2.1 million of which was 

ólevered inô by projects in the form of in-kind and other cash funding.   

3 Projects delivered a wide range of services ï including mentoring, volunteer-led walks, wellbeing 

workshops, support for employers, allotments in schools and community-based exercise classes.  

These services were almost entirely óadditionalô ï they would not have been provided in the 

absence of BIG Lottery funding. 

4 Just over 36,000 people accessed Living Well services.  The demographic profile of the ótypicalô 

beneficiary was young, female and óWhite Britishô.  This was partly an artefact of the profile of 

people accessing óhigh throughput services, such as exercise classes.  The costs per beneficiary 

under Living Well compare well with those of analogous services. 

5 Projects encountered a range of challenges in delivering services to beneficiaries.  These 

included: staff recruitment and retention problems; difficulties attracting, retaining and assessing 

beneficiaries; recruiting and supporting volunteers; engaging with employers; and working with 

GPs and other parts of the NHS.   

6 A range of approaches were developed to address these challenges and projects were, with few 

exceptions, successful in delivering their services.  A key point of learning here was the need for 

simple project designs, especially given the relatively short timescales involved.   

7 There are methodological and practical problems associated with quantifying Living Wellôs 

outcomes.  While noting these limitations, projects reported that around 6,500 people increased 

their levels of physical activity; 6,000 improved their mental wellbeing; and 3,000 improved their 

diet.  There were also a series of significant labour market / workforce related outcomes.   

8 The holistic and broad approach to promoting ówellbeingô was central to achieving these 

outcomes.  Other successful elements in this respect included: the use of interventions based 

upon providing opportunities to socialise and have fun; approaches based upon targeting families 

and groups, rather than individuals; and, the extensive use of volunteers.    

9 The question of projectsô ósustainabilityô is complex.  Very few projects will continue in the form 

established under Living Well, yet most activities will continue in some guise.  Accepting the 

substantive challenges posed by cuts in public spending and the re-organisation of the NHS, the 

policy climate is favourable to Living Well projects.  In particular, the recent Public Health White 

Paper, and the notion of the óBig Societyô present an agenda that fits with that of Living Well.   

10 Living Well highlighted a set of issues and challenges generic to delivering óthis typeô of 

programme.  These included: the need for better guidance in target setting; questions of when 

BIG Lottery or government funding ought to be used; the monitoring and evaluation of projects; 

and, possible improvements to the bid process.  Each of these issues offers an opportunity for 

BIG Lottery and other funders to develop their approaches.   

11 Lastly, Living Well should be seen as part of a broad set of developments to incorporate 

ówellbeingô into public policy.  It therefore offers practical examples of services and models that 

can be used to further these developments.  In particular, projects have tested a range of 

approaches to promoting behavioural change to achieve better health and wellbeing.  Many of 

these approaches fit with emerging government thinking; they can therefore be disseminated and 

learnt from. 
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Executive Summary: what were the main findings from the 
evaluation of Living Well?  

In December 2007, GHK Consulting Ltd (GHK) was commissioned by the West Midlands Regional 

Assembly ï now óWest Midlands Councilsô - to provide monitoring and evaluation services to the Living 

Well in the West Midlands Portfolio.  This is a summary of the Final Report from the evaluation.   

What was Living Well and how was it evaluated? 

Living Well was part of BIG Lotteryôs Ã165 million óWellbeing Fundô.  The Wellbeing Fund was 

established in support of existing policy goals and, more specifically, to further policy developments on 

the issue of wellbeing.  It was designed to improve outcomes in three areas: mental health, physical 

activity and healthy eating. 

Living Well services were delivered in each of the Local Authority areas of the West Midlands.  The 

projects providing these services varied in both nature and scale.  Activities included volunteer-led 

walks, community exercise classes, work to change employersô approaches to wellbeing, supported 

volunteering and social marketing.  Across the projects there was a focus on mental wellbeing, and 

the links between physical activity and mental wellbeing.  In general, projects took a broad and holistic 

approach.   

The evaluation was commissioned to provide an assessment of implementation and outcomes at 

regional level.  This required an understanding of the diversity of local projects, balanced with the 

need to gain enough common information to provide a programme-wide assessment.  GHKôs 

approach to doing so was to use project-level monitoring and evaluation plans, defined around a 

series of common elements (inputs, outputs and outcomes).  We also supported projects in self-

evaluation, and conducted around 450 qualitative interviews with beneficiaries, project staff and 

regional level stakeholders.   

What is óWellbeingô?  Why is it a policy concern? 

As noted above, Living Well should be considered against the background of the development of 

wellbeing as a concept and ï more latterly ï a subject of public policy.  In doing so, it is important to 

note that the concept of wellbeing has long historical and broad philosophical roots.  It has been 

examined by philosophers, economists, psychologists, sociologists and theologians.  This has left the 

definition broad.   

More recently, wellbeing has become a policy concern ï partly because there is evidence (albeit 

contested evidence) to suggest that, beyond a certain point of development, greater material wealth 

does not lead to higher levels of self-reported wellbeing.  This has led to various efforts to re-define 

the ways we aim for and measure human development ï principally to have a more balanced 

approach than a more narrow focus on GDP allows. 

What resources were used by Living Well?  How many people accessed services?  

Over the three years of the programme, projects used around £8.6 million of resources.  Significantly, 

around £2.1 million of this was ólevered inô by projects in the form of in-kind and other cash funding.  

Resources provided in-kind were important to many projects ï especially in terms of volunteer time.  

Living Well activities were almost entirely óadditionalô ï meaning that services would not have been 

provided but for BIG Lottery funding.   

People accessing Living Well services were from a range of backgrounds.  Some projects specifically 

targeted certain groups ï such as older people, people with learning disabilities or primary school 

children; other projects were óopen accessô.  By the end of the programme, over 36,000 people had 

accessed a service and nearly all projects either met or exceeded targets in this respect.  The ótypicalô 

beneficiary was young, female and óWhite Britishô; this profile is largely an artefact of a few high 

throughput projects.   
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How well was Living Well implemented?  

While some projects were able to óget up and runningô from the start of the programme, many took 

much of the first year to establish themselves and start delivering services to beneficiaries.  

Implementation improved greatly in Year 2, as reflected in data showing expenditure and uptake of 

services over time.  By the end of Year 3, many projects considered themselves to be óahead of 

scheduleô.   

A range of common issues emerged relating to implementation; these included: 

ǐ Staffing.  Many projects reported problems recruiting suitable staff at the start of projects.  This 

was for a range of reasons including apparent skills shortages, conditions of near full employment 

(and a buoyant public sector), and some inflexibility in statutory organisations relative to the 

voluntary sector.  There were also some problems in retaining staff at the end of projects, but this 

was largely overcome ï through the use of sessional staff for example; 

ǐ Attracting, retaining and motivating beneficiaries.  As noted above, nearly all projects met targets 

for recruitment and Living Well offered some examples of good practice in this respect.  Success 

factors here included: tailoring services to specific groupsô needs; working to make services 

ódemand ledô; making services practical and fun; and, using community development approaches; 

ǐ Assessing beneficiary progress.  Some projects worked with a stable cohort of beneficiaries and 

delivered a standard programme.  They could therefore undertake initial and follow-up 

assessments of progress comparatively easily.  Conversely, where projects were open access and 

had high levels of throughput (community exercise classes for example), tracking change was 

more difficult; 

ǐ Recruiting and supporting volunteers.  The use of volunteers was a feature of many projects.  In 

the main, projects were successful at recruiting, training and retaining volunteers.  This was 

despite some increases in the requirements of volunteers ï notably in terms of the qualifications 

needed to lead exercise classes.  Successful approaches here included: tailoring experiences to 

suit the motivations of volunteers (some of which were work-related); working hard to ensure a 

high quality placement ï including some use of formal agreements; and, providing clear and 

appropriate support to volunteers; 

ǐ Engaging with employers.  Living Well was implemented as the economy entered recession; 

engaging with private sector employers therefore proved difficult.  Most projects addressing 

workplace wellbeing therefore concentrated on the public sector.  There was one notable 

exception to this, where a voluntary sector organisation took a flexible approach to engaging 

private sector employers.  They successfully used human resources legislation as a means of 

framing the issue of wellbeing; and,    

ǐ Engaging with primary care services.  Several projects set out with a design based upon receiving 

referrals from GPs and other parts of primary care services.  In the main, this did not work as 

planned.  These projects therefore typically revised their approach to include alternative sources of 

referrals.  In cases where projects did successfully engage with primary care services, the key 

factor seemed to be simple persistence.  

Lastly, and in more general terms, implementation was aided by effective local partnerships and 

simple project designs.   

What difference did Living Well make?  

There are methodological and practical challenges inherent in quantifying Living Wellôs outcomes.  

Accepting the limitations that these challenges provide, Living Well increased around 6,500 peopleôs 

levels of physical activity; improved the mental wellbeing of around 6,000 people; and, improved 3,000 

peopleôs diet.   

Qualitative evidence showed that: 

ǐ Improvements in mental wellbeing, physical activity and healthy eating were often related.  The 

broad approach taken by projects meant that many beneficiaries  experienced improvements on 

all three dimensions; 
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ǐ Offering the opportunity to socialise and have fun was central to many projectsô approach.  Very 
often, the óactive ingredientô in Living Well services was the chance to participate in group activities 

and make friends.  Providing tailored interventions that promoted choice and control were also 

cited as being effective; 

ǐ Improvements in physical activity were seen in a range of target groups.  Again, tailored and fun 

approaches worked well here.  One project also overcame barriers of price and access to 

childcare to promote improved physical activity amongst women in deprived neighbourhoods;   

ǐ Projects that worked with whole families seemed to be more effective at changing diet than 

projects that targeted individuals (and especially individual children).  Practical approaches ï 

demonstrating recipes and physically showing salt / fat content in foods for example ï also worked 

well here; and, 

ǐ Projects working with volunteers were notable for achieving labour market related outcomes.  

There were several examples of projects achieving ósoftô outcomes, such as gains in confidence 

and self-esteem, as well as óharderô outcomes such as employment or improved qualifications. 

There were other, less common, outcomes - such as: beneficiaries reducing their use of treatment 

services; and, beneficiaries having better access to other services and opportunities.  Moreover, at the 

organisational level, there were some gains in capability ï in part arising from the programme of 

support put in place by the programme management team.   

Have Living Well projects been sustained?  

óSustainabilityô is a somewhat complex notion here.  Few projects gained funding for their work to 

continue in the form established under Living Well.  Yet, through a variety of approaches ï including 

changing mainstream services; making wellbeing a core offer of the organisation that delivered the 

project; training volunteers; and gaining funding for part of the service established under Living Well ï 

the majority of services will continue in some guise.   

There have been a range of barriers facing projects in approaching mainstream (i.e. Primary Care 

Trust / Local Authority) commissioners.  Principally, the substantive cuts in these organisationsô 

funding, and the re-organisation of the NHS, have hampered efforts here.  On a more positive note, 

the policy agenda set out in the recent Public Health White Paper, and the notion of the óBig Societyô, 

represent favourable developments for Living Well projects.   

What general lessons can be taken from Living Well?   

Living Well highlighted two main types of lesson.  The first relates to the design and implementation of 

programmes of óthis typeô.  Issues highlighted here included: ways that BIG Lottery funding might best 

add value to government funding; the relative merits of different local models of combining sectors and 

organisations to deliver services; issues relating to the bid process and definitional guidance in target 

setting / performance management; and, methods for the monitoring and evaluation of diverse 

projects.  Living Well also highlighted the value of providing structured support to projects (e.g. in bid 

writing or undertaking economic analysis).   

The second type of lesson relates to behavioural change.  Many of the approaches tested under 

Living Well fit with emerging thinking on this issue ï notably in relation to the óMINDSPACEô framework 

currently being developed by Cabinet Office.  Living Well thereby provides some practical examples, 

showing how this framework might be implemented in practice.   

Finally, and thinking in terms of more general learning from the programme, the concept of wellbeing 

has proved useful.  Accepting some of the definitional ófuzzinessô noted above, wellbeing allows for a 

broad range of health issues to be addressed in a positive way.  More specifically, Living Well 

demonstrated that framing services as addressing ówellbeingô enabled many projects to approach 

mental health problems in a way that talking about ómental healthô does not.   
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1 What was Living Well & how was it evaluated? 

In December 2007, GHK Consulting Ltd (GHK) was commissioned by the West Midlands 

Regional Assembly (WMRA) ï now óWest Midlands Councilsô - to provide monitoring and 

evaluation services to the Living Well in the West Midlands Portfolio.  This document is the 

Final Report from the evaluation.   

This first section provides a brief summary of Living Well and the evaluation.  It begins by 

outlining the origins of Living Well and the BIG Lottery Fundôs óWellbeing Fundô. 

1.1 Living Well was part of the BIG Lotteryôs óWellbeing Fundô  

In April 2006, the BIG Lottery Fund (BIG) launched their Wellbeing Fund, making £165 

million available to support portfolios of projects.  In part, the Fund was established to 

support existing policy goals in public health and growing interest in the concept of 

ówellbeingô.   

The overall aim of the Fund was to support communities in need to live healthier lifestyles 

and improve their wellbeing; it focused on three themes
1
: 

1 Healthy Eating: children, parents and the wider community eat more healthily. 

2 Physical Activity: people being more physically active. 

3 Mental Health: people and communities have improved mental wellbeing. 

The table below shows the nine outcomes of the Fund associated with these themes: 

Table 1.1 The three themes and nine outcomes of the Wellbeing Fund 

Theme  Outcome  

Healthy 

Eating 

Promote healthy eating for children, parents and the wider community 

Build greater access to healthy foods to encourage increased consumption and 

healthier choices for everyone 

Increase children's knowledge of healthy foods, food skills and improve their eating 

habits 

Physical 

Activity 

Encourage those who have the most sedentary lifestyles to increase their activity 

levels 

Promote increased physical activity in daily life and encourage individuals to 

incorporate more activity into their daily lives and routines 

Improve the ability of communities to organise and run projects that provide 

opportunities for local people to become more active 

Mental 

Health 

Increase user involvement in the design, development and running of the project 

Improve mental wellbeing by developing preventative approaches to common mental 

health problems 

Contribute towards changing perspectives on mental health by tackling stigma within 

communities and positively promoting mental health 

 

 

 

                                                      
1
 Big Lottery Fund (April 2006) The Wellbeing Programme Guidance notes   
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Bids had to demonstrate that they fulfilled the following general principles: 

ǐ Portfolios should ideally cross over more than one theme; 

ǐ Partnership working across health and other sectors; 

ǐ Providing support to those óin needô; 

ǐ Adding value to existing provision to build on ówhat worksô; and, 

ǐ Encourage innovation and piloting of new approaches.  

BIG designed the Fund such that fewer, larger awards were made - and that they had to be 

of regional or national scale.  As the guidance notes state: 

ñThis application process has been designed for programmes where we want to make 

grants for strategic projects consisting of a portfolio of more than one project. In this 

way, we can make sure our funding is used most effectively to tackle needs 

strategically.ò 

In the West Midlands, the Regional Health Partnership and West Midlands Regional 

Assembly (as was) coordinated a regional bid.  It was successful and £6.79 million of Lottery 

funding was secured to run the óLiving Wellô Portfolio.   

The main part of the bid comprised a series of project proposals from the 14 top-tier Local 

Authority (LA) areas in the region - each addressing one or more of the outcomes set out 

above.  The final set of projects that formed Living Well is shown in the table below. 
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Table 1.2 Projects were varied in nature and scale  

Area  Project(s)  Summary  

Birmingham bWell Birmingham  

Services were commissioned by the Birmingham Health and Wellbeing Partnership to address two themes: 

Communities and Employers.  óCommunitiesô services were largely delivered by the third sector and a range of target 

groups were covered, e.g. survivors of sexual violence.  óEmployersô included training, consultancy and the Mindful 

Employer charter; the aim was to improve wellbeing at work.  

Coventry Body and Mind 
Delivered by a voluntary sector organisation with close relationships with statutory services, this project offered one-to-

one and group-based sessions as part of a holistic mental and physical health programme. 

Dudley 

Healthy Retail 

This project took a social marketing approach to increasing the consumption of fruit and vegetables in a deprived 

neighbourhood, based around a school.  Activities included the provision of cook-and-taste style sessions, food 

vouchers and a mobile food stall. 

Priority Care 
Delivered by a housing association and providing older people who were referred by their GP / associated 

professionals with a ófriendly neighbourô to provide a range of social support services. 

Workmate Supported employers to promote the employment of adults with learning disabilities. 

Healthy You! 
Supported a group of minority ethnic adults with learning disabilities, and their carers, to access mainstream leisure 

services. 

Park Life Provided an officer to support volunteers to lead a variety of different walks in parks. 

Herefordshire 
Living Well 

Herefordshire 

Range of services targeted young people and their families, including counselling, physical activity and woodland-

based sessions.  Delivered largely by the voluntary sector. 

Sandwell 
Being Well in 

Sandwell 

Wide range of interventions (e.g. light therapy, yoga) and addressed each of the three themes.  Delivered by the YMCA 

to both their existing client group, but also to others (e.g. working with nurseries to make their food healthier).   

Shropshire 

Shropshire Outdoors  

Green-gym activities to improve the wellbeing of adults with learning disabilities and / or mental health problems; also 

to improve the support offered to this group by mainstream countryside services.  Delivered by the County Council in 

partnership with local voluntary groups. 

Shropshire Indoors Provided a range of physical activities in community-based settings.  Delivered by a voluntary organisation.  

Solihull SHINE  
Targeted obese children and their families in Solihull and based around a structured programme of weekly healthy 

eating / physical activity sessions.  Run as a partnership between statutory and voluntary organisations.  
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Area  Project(s)  Summary  

Staffordshire 

Dove Mentoring  
Supported volunteers to mentor minority ethnic adults with mental health problems. Delivered by a voluntary 

organisation. 

Wellbeing Workshops 
Provided a structured series of workshops for people to improve their own mental wellbeing, and that of their 

organisation (through a ótrain the trainerô approach). 

Volunteering 4 Health Supported people referred from health services / voluntary sector organisations into volunteering opportunities.  

Sharing Spaces Provided funding, guidance and materials to support the improvement of school grounds. 

Stoke-on-Trent 
Living Well in Stoke-

on-Trent 

Delivered as a partnership between statutory and voluntary organisations, activities included healthy eating workshops 

and large-scale community events to raise awareness of mental health issues. 

Telford and 

Wrekin 
Women in Motion   

Recruited and supported volunteers to deliver physical activity classes in local communities. 

Walsall Feeling Good! 
Offered a range of services, such as a schools-based counselling sessions, physical activity and creative arts sessions.  

Some focus on South Asian communities.  

Warwickshire Action for Wellbeing  
Led by a local Age UK and delivered a wide range of services, including physical activity sessions (e.g. line dancing) 

and community development work. 

Wolverhampton 

Wellbeing for Life Recruited and supported volunteers to deliver physical activity sessions to older people. 

Nutrition Training 
Provided training for schools and professionals (e.g. health professionals / Childrenôs Centre staff) to promote better 

nutritional intake amongst users of these services.   

Farm to Fork 
Worked with local schools to deliver workshops to improve knowledge of food / healthy eating and developing growing 

areas. 

Worcestershire Wellness Works Worked with employers to assess and improve organisational wellbeing.  Delivered by a voluntary organisation.  
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The Figure below maps the projects against the three themes of the Wellbeing Fund using a 

Venn diagram.  It shows that most projects addressed more than one theme - and that 

mental wellbeing was the priority theme within the Portfolio.  In terms of linkages between 

themes, several projects addressed all three, but there were a significant number of projects 

that looked specifically at the links between physical activity and mental wellbeing.   

Figure 1.1 Projects typically addressed more than one theme of the Fund  

 

Projects were supported and overseen by an infrastructure which comprised: 

ǐ Local Communication Leads (LCLs) at the Local Authority level, whose role was to 

oversee and coordinate projects locally.  The exact role varied and some LCLs were 

directly involved in project delivery, whereas others were representatives of the local 

accountable body but had no involvement in direct delivery; 

ǐ The Portfolio Management Team (Programme Director, Programme Manager, backed by 

administrative and financial support);  

ǐ A Steering Group at regional level; and, 

ǐ Other regional level support including:  

ï this evaluation;  

ï a website (www.livingwellwestmidlands.org);  

ï newsletters;  

ï annual conferences; and, 

ï Public Relations support. 

1.2 The evaluation was commissioned at regional level, but was designed ófrom 
the projects upô 

The overall aim of the evaluation, as set out in the Invitation to Tender, was: 

ñéto monitor and evaluate the outcomes, impacts and successes of the portfolio 

including producing generic methods for data capture at a local level, and 

methodologies for assimilating and analysing information at a regional level.ò 

Significantly within this aim, there was a requirement to collect monitoring and evaluation 

(M&E) data at local level such that it could be aggregated to regional / Portfolio level.  The 

diversity described in Table 1.1 above presented a significant challenge to achieving this.  

Moreover, there was a challenge in designing M&E systems that were meaningful at project 

level (so that information gathered was relevant to the services delivered and took account of 

http://www.livingwellwestmidlands.org/
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practical, organisational constraints), but that also contained enough commonality to allow 

the evaluation to aggregate results. 

The approach adopted attempted to address these trade-offs.  It was based upon individual 

project-level M&E plans, which were produced and agreed in consultation with project 

managers early in 2008.  These plans set the requirements for projectsô quarterly and annual 

reporting; they were backed by tools, guidance and ongoing support
2
.  In order to support 

the aggregation of information gathered, some indicators and tools were common to most 

projects.   

In addition to the system of self-evaluation and monitoring returns, the evaluation team 

undertook annual visits to each project.  These visits comprised semi-structured interviews 

with project staff, beneficiaries and stakeholders; interviews were predominantly undertaken 

face-to-face, supplemented by telephone interviews.  Interviews were also undertaken with 

regional stakeholders in the first and third years of the evaluation.   

In total, around 450 interviews were conducted across the three years of the study.  Over 70 

staff and stakeholders, and nearly 80 beneficiaries were interviewed specifically for this 

report.  A list of people staff and stakeholders interviewed is included at Annex 1 and the 

topic guides used are at Annex 2. 

1.2.1 The evaluation was based upon a simple conceptual model of an intervention  

In order to provide some conceptual clarity to projectsô plans, and to support the aggregation 

of information, we used a common model of an intervention - shown in Figure 1.2 below.  

The model also forms the basis for the structure of this report.   

 

                                                      
2
 For example, we widely recommended the use of the Warwick-Edinburgh Mental Wellbeing Scale (WEMWBS) 

to measure changes in mental wellbeing.  We also provided training sessions and guidance in economic analysis.   
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Figure 1.2 The model used to structure the evaluation  

 

Inputs

These are the 
resources available to 

deliver the 
intervention.

This may be in terms 
of specific cash 
ŦǳƴŘƛƴƎ ƻǊ Ψƛƴ-ƪƛƴŘΩ 

contributions.

It is relatively 
straightforward to put 
a monetary value on 

inputs and, in a 
framework of costs 
and benefits, inputs 

are the costs.   

Evaluation at this 
level is about 

economy and the 
resources consumed.

Activities & Outputs

These are the things 
that an intervention 
does, e.g. provide 

workshops, practical 
support, training etc.

Outputs are 
quantitative 

measures of this 
activity, e.g. No.sof:
ÅBeneficiaries

ÅMaterials distributed 
ÅSessions held

Evaluation at this 
level concerns 

implementation and 
efficiency (the 

relationships between 
inputs and outputs).

Short-term
Outcomes

It is often useful to 
distinguish between 
short- and medium-

term outcomes.   

Short-term outcomes 
can be defined as 

changes in knowledge 
/ awareness / attitude 
ςe.g. ΨōŜƴŜŦƛŎƛŀǊƛŜǎ  
have an increased 
ŀǿŀǊŜƴŜǎǎ ƻŦ ΦΦΦΩ

This is based on a 
simple model of 

behavioral change, 
which suggests that 

these changes 
precede changes in 

behaviour or 
condition.

Long-term
Impacts

This is the final, high-
level effect of the 
intervention ςe.g. 
ΨLƳǇǊƻǾŜŘ ƭƛŦŜ 

expectancy, reduced 
ƘŜŀƭǘƘ ƛƴŜǉǳŀƭƛǘƛŜǎΩ. 

This relates closely to 
the original rationale 

for intervention.

Impacts are subject to 
a very wide range of 

other contextual 
influences (e.g. 

combinations of other 
policies, programmes, 
economic conditions), 
- shown by the  very 

permeable line 
around this box.

Context to the Intervention
These are the wider economic, social, environmental, and policy conditions.  This is very important ςmany logic models 

suggest that interventions take place in a vacuum, failing to take account of the way these factors have an influence.

Medium-term
Outcomes

Medium-term 
outcomes are 

changes in behaviour 
or condition ςe.g. 
ΨōŜƴŜŦƛŎƛŀǊƛŜǎ  

increase levels of 
ǇƘȅǎƛŎŀƭ ŀŎǘƛǾƛǘȅΩ

In describing any 
outcomes, language 
suggesting change 
όΨƛƴŎǊŜŀǎŜŘΣ ǊŜŘǳŎŜŘΩύ 

is useful.

Evaluation here is 
about effectiveness.  

The relationship 
between inputs and 
outcomes is the basis 
for cost-effectiveness 
/ cost-benefit studies.

Rationale for Intervention

This is the justification for the selected intervention, e.g.: what is the nature and scale of the specific problem being 
ŀŘŘǊŜǎǎŜŘΚ  ²Ƙŀǘ ǿƛƭƭ ƘŀǇǇŜƴ ƛŦ ǿŜ ΨŘƻ ƴƻǘƘƛƴƎΩΚ  ²Ƙȅ ǘƘƛǎ ƛƴǘŜǊǾŜƴǘƛƻƴ ŀƴŘ ƴƻǘ ŀƭǘŜǊƴŀǘƛǾŜǎΚ
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GHK defined each project in the terms shown in the model and designed M&E requirements 

around each element.  This provided a basis upon which aggregation to regional level could 

take place; we were therefore able to sum inputs, outputs and outcomes across projects to 

form a view at Portfolio level.   

1.3 This report  presents a summary of all the evidence gathered during the 
evaluation 

This report contains the following: 

ǐ Section 2 describes the context to Living Well in terms of the development of the idea of 

óWellbeingô; 

ǐ Section 3 shows the resources consumed by Living Well (inputs) and the associated 

activities (outputs); 

ǐ Section 4 describes the main issues in relation to implementation; 

ǐ Section 5 summarises the outcomes achieved; 

ǐ Section 6 discusses the main issues in relation to sustaining services established under 

Living Well;  

ǐ Section 7 provides a discussion of lessons learnt in relation to programme design / 

management, and also in terms of promoting behavioural change; and, 

ǐ Section 8 brings together evidence presented into a set of conclusions and 

recommendations. 
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2 What is the context for Living Well?  Why is ówellbeingô a 
policy concern? 

This section provides a brief summary of issues, debates and policy developments 

surrounding the concept of ówellbeingô.  It begins by outlining what we might mean by 

ówellbeingô, before setting out some of the key debates surrounding it.  The section 

concludes with a discussion of the most wellbeing policy developments in this area.   

2.1 óWellbeingô is a very broad concept with contested definitions  

The concept that we refer to as wellbeing has long historical and broad philosophical roots. 

For example, it was a subject of the ancient Greek philosophers Aristotle and Epicurus.  

Aristotle wrote that óeudaimoniaô - which has been translated variously as óliving wellô, 

óhappinessô or óhuman flourishingô - was the ultimate goal of human activity.   

In the 1800s, wellbeing was also a concern of the utilitarian thinkers Bentham and Mill.  They 

were concerned with question of how human óutilityô - again variously defined, but normally 

taken to mean happiness or welfare - could be maximised.  In doing so, and with a clear 

focus on public policy, Bentham used the formulation of óthe greatest happiness of the 

greatest numberô as a means of judging the worth of actions.  

The linage of the concept is therefore long.  Moreover, wellbeing has been considered from 

a wide range of perspectives ï including economics, psychology, sociology, physiology, 

theology, philosophy and political economy.  This has rendered the definition broad.   

Nevertheless, it is possible to demarcate the parameters of the definition by reference to 

some of the main debates over what we mean by wellbeing.  Briefly, these relate to: 

ǐ Distinctions between óhigherô and reflective pleasures - such as those gained from 

intellectual and personal development, intimate relationships or contemplation of art - 

and ólowerô more immediate pleasures, such as those gained from eating or sex
3
.  These 

distinctions relate closely to those drawn between the concepts of ólife satisfactionô - 

which would encompass a broad, overall and reflective sense of oneôs life - and 

óhappinessô, which would be an impermanent, but perhaps more intense and 

pleasurable, state.  In the literature, these distinctions are often described as being 

between óhedonicô and óeudaimonicô accounts of wellbeing - where a hedonic perspective 

is concerned with the experience of pleasure and a eudaimonic perspective concerns the 

development of human potential and functioning in a broader sense (even recognising 

that the pursuit of pleasure per se may be damaging); and, 

ǐ Related distinctions between ósubjectiveô and óobjectiveô accounts of wellbeing.  

Questions here concern the extent to which an individualôs perception of their wellbeing 

compares to a set of norms ï e.g. relating to the fulfilment of basic material needs / 

political freedoms / education etc
4
.   

Despite these substantive conceptual difficulties, wellbeing is often given as an aim of policy 

and various attempts have been made to provide working definitions of it for this purpose.  

(As we shall see later in this section, these definitional problems feed directly into the 

problem of measurement).   

 

                                                      
3
 Mill summarised his position in this debate as follows: ñIt is better to be a human being dissatisfied than a pig 
satisfied; better to be Socrates dissatisfied than a fool satisfiedò. 
4
 As an example of this debate, one economist - Carol Graham ï has highlighted some of the problems around 

self-reported wellbeing, describing what she sees as the paradox of óhappy peasants and miserable millionairesô.   
She notes that Kenyans are as satisfied with their healthcare as Americans ï when, by any objective standard, 
they ought not to be.  See: http://www.stwr.org/economic-sharing-alternatives/the-paradox-of-happy-peasants-
and-miserable-millionaires.html.   

http://www.stwr.org/economic-sharing-alternatives/the-paradox-of-happy-peasants-and-miserable-millionaires.html
http://www.stwr.org/economic-sharing-alternatives/the-paradox-of-happy-peasants-and-miserable-millionaires.html
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WHO definitions of óhealthô and ómental 

healthô

Health: a state of complete physical, mental and 

social well-being and not merely the absence of 

disease or infirmity.

Mental Health: a state of well-being in which 

every individual realizes his or her own potential, 

can cope with the normal stresses of life, can 
work productively and fruitfully, and is able to 

make a contribution to her or his community.

Definitions of wellbeing are typically linked to the concept of health; for example, the 

Cambridge (online) dictionary provides the following definition: 

ñThe state of feeling healthy and happyò 

The World Health Organisation (WHO) also 

includes ówellbeingô in its definitions of both 

health and mental health; the latter of 

which goes some way to providing a 

definition of wellbeing itself (see box to the 

right).  

Other broader and more socially-orientated 

attempts at providing a working definition 

include a briefing paper to the Department 

of Education, published in August 2010, 

which defined wellbeing as: 

ñ...generally understood as the quality of peopleôs lives. It is a dynamic state that is 

enhanced when people can fulfil their personal and social goals. It is understood 

both in relation to objective measures, such as household income, educational 

resources and health status; and subjective indicators such as happiness, 

perceptions of quality of life and life satisfaction.ò
5
 

And the cross-departmental Sustainable Development strategy (2007), which defines 

wellbeing as: 

ñ...a positive physical, social and mental state; it is not just the absence of pain, 

discomfort and incapacity. It requires that basic needs are met, that individuals 

have a sense of purpose, that they feel able to achieve important personal goals 

and participate in society. It is enhanced by conditions that include supportive 

personal relationships, strong and inclusive communities, good health, financial 

and personal security, rewarding employment, and a healthy and attractive 

environment.ò 
6
 

A further definition was provided by Stiglitz, Sen and Fitoussi in their report to the French 

President Nicolas Sarkozy (discussed further below) on the measurement of economic 

performance and social progress: 

ñ...wellbeing has to do with both economic resources such as income, and with 

non-economic aspects of peopleôs life (what they do and what they can do, how 

they feel, and the natural environment they live in).ò 

2.2 Policy interest in wellbeing is often related to criticism s of a model of human 
development that is seen as being too concerned with economic growth 

In large part, the concept of wellbeing has (re)entered policy discourse because of a view 

that the dominant goal of post-war western economies - pursuing economic growth and 

enhancing material prosperity
7
 (typically measured by GDP) ï is:  

ǐ not the best way to promote human development in its roundest sense; and,  

ǐ is likely to be environmentally unsustainable. 

One of the most widely cited pieces of evidence in support of the first of these points is 

provided by the economist Richard Easterlin, who showed that self-reported happiness does 

                                                      
5
 http://www.education.gov.uk/research/data/uploadfiles/FinalChildDFEwebsite.pdf p. 2 

6
 Defra website, Sustainable Development pages: 

http://www.defra.gov.uk/sustainable/government/progress/national/68.htm  
7
 There have been notable criticisms of this characterisation of government policy by those who argue (Paul 

Ormerod for example) that governments have always maintained a balance of policy aims and have not typically 
pursued growth at the exclusion of all else.  

http://www.education.gov.uk/research/data/uploadfiles/FinalChildDFEwebsite.pdf
http://www.defra.gov.uk/sustainable/government/progress/national/68.htm
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not increase in line with GDP (as shown in Figure 2.1).  This seemed to suggest that, beyond 

a certain point of development, the relationship between greater material wealth and 

happiness breaks. 

Figure 2.1 Money doesnôt make you happy (beyond a certain point) ï the óEasterlin 
Paradoxô8 9 

 

Moreover, as the economist Andrew Oswald notes, there is also the risk of confusing means 

and ends: 

ñThe relevance of economic performance is that it may be a means to an end. That 

end is not consumption of beef burgers, nor the accumulation of television sets, nor 

the vanquishing of some high level of interest rates, but rather the enrichment of 

mankindôs feeling of wellbeing. Economic things matter in so far as they make 

people happyò
10

 

Furthermore, as noted above, even if GDP were a good measure of wellbeing, it does not 

seem to take sufficient account of environmental sustainability ï meaning that it does not 

properly reflect trade-offs between the wellbeing of generations.  This work has been 

developed partly by environmental economists, such as Professor Tim Jackson, in the 

search for measures of progress that go óbeyond GDPô.  Insights from this work, alongside 

evidence that a good natural environment is a contributor to wellbeing
11

, has meant that 

wellbeing is increasingly included in sustainable development models (see Defra definition 

above).   

 

 

                                                      
8
 Available at http://www2.warwick.ac.uk/fac/soc/economics/staff/academic/oswald/ - Presentations ñEmotional 
Prosperityò  
9
 It is again important to note that this finding ï and the policy implications of it ï has been the subject of debate.  
For example, in the 2007 book óHappiness, Economics and Public Policyô Helen Johns and Paul Ormerod argue 
that one interpretation of the paradox is that measurements of GDP are not bounded (and so can keep 
increasing), whereas wellbeing is typically measured using scaled questions (and so reach a limit as a feature of 
the means of measurement).  Johns and Ormerod also cite problems with the paternalistic nature of the policy 
implications of much wellbeing / happiness research ï that that the state / scientists know what is better for the 
individual than they do. For a useful summary of the arguments on the Easterlin paradox, see HM Treasury 
(2008) Developments in the economics of wellbeing  
10

 Oswald (1997) ñHappiness and Economic Performanceò in The Economic Journal, 107(November) p.1815 
11

 Newton, J (2007) Wellbeing and the Natural Environment: A brief overview of the evidence. Defra 
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Eight Dimensions of Wellbeing

1. Material living standards

2. Health

3. Education

4. Personal activities (including work)

5. Political voice and governance

6. Social connections and relationships

7. Environment (present and future conditions)

8. Insecurity, of an economic as well as 

physical nature

2.2.2 óMeasuring what mattersô is a related concern 

If we choose to pursue a broader agenda based more on wellbeing (or, at least, a rounder 

definition of human development) and less on economic growth, how would we measure 

progress towards these revised goals?  There have been various attempts to address this 

question; for example: 

ǐ The United Nations Development Programmeôs Human Development Index (HDI), which 

built on the work of economist / philosopher Amartya Sen ï who looked at human 

capability in a broad sense - takes into account a fuller definition of ówellbeingô, but 

excludes self-reported measures.   

ǐ Sen also worked with economists Stiglitz 

and Fitoussi
12
, on a óCommission on the 

Measurement of Economic Performance 

and Social Progressô - established by 

President Sarkozy - to examine 

alternatives to the goal of increased 

GDP.  Their report argued that GDP is 

an inadequate measure of human 

wellbeing - and that this is important as 

what we measure affects how policy 

perceives and responds to problems.  

They assert that GDP is often 

inaccurate, not trusted by the public
13

, 

and that there are trade-offs between 

growth in GDP and protection of the environment.  The report identifies eight dimensions 

of wellbeing (shown in the box to the right) and provides twelve recommendations for 

improving the measurement of wellbeing.  In the UK, the 2010 óMarmot Reviewô into 

health inequalities supported the work of this commission, noting that: ñWellbeing should 

be a more important societal goal than simply more economic growthò. 

ǐ New economics foundation (nef) has attempted to measure wellbeing in their Happy 

Planet Index (HPI), which aims to represent: ñ...the efficiency with which countries 

convert the earthôs finite resources into wellbeing experienced by their citizens.ò
14

  Items 

included cover ecological resources, subjective measures of wellbeing and measures of 

health.  This can lead to some counter-intuitive results, as countries usually ranked 

highly when measuring GDP (for example the UK) are much less successful in the HPI.  

For example, in 2009 the UK was ranked 74
th
, while Pakistan was 24

th
.     

ǐ There has been interest in the experience of the Himalayan kingdom of Bhutan who 

have been working on an appropriate measurement system for Gross National 

Happiness
15

 (GNH) for some years and have recently begun to measure their progress 

in this way.  Bhutan is one of the few low-income countries with high levels of self-

reported happiness (although is should be noted that this result is problematic and 

contested). 

ǐ The European Commission led a óBeyond GDPô project to produce indicator sets that 

take account of poverty, resource depletion, and issues associated with climate change.  

ǐ Two prominent economists - Lord Layard and Paul Dolan ï have promoted the role of 

self-reported measures of wellbeing.  Layard argues that economics ought to concern 

itself with utility (see Bentham / Mill above) and subjective happiness.  He views GDP as 

a proxy for utility, and argues that it has become less relevant as better measures of 

                                                      
12

 http://www.stiglitz-sen-fitoussi.fr/documents/rapport_anglais.pdf  
13

 According to the report only one third of the UK public trust government figures on economic growth, inflation 
and unemployment.  
14

 NEF Happy Planet Index (2006) p.8 
15

 http://www.grossnationalhappiness.com/default.aspx 

http://www.stiglitz-sen-fitoussi.fr/documents/rapport_anglais.pdf
http://www.grossnationalhappiness.com/default.aspx
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Warwick-Edinburgh Mental Wellbeing 

Scale (WEMWBS)

WEMWBS was designed by a team from the 

Warwick and Edinburgh Universities. It 

comprises 14 statements covering key 
aspects of mental wellbeing such as mood, 

energy, coping, cognitive ability and 

relationships. It covers both óhedonicô and 
óeudaimonicô accounts of wellbeing.  There is

also now a short WEMWBS, with seven items.  

Both have been used in population level 
surveys; they have also been used as part of 

this evaluation. 

subjective wellbeing have been developed.  For Dolan, objective lists ï such as those 

used in the HDI - can become prescriptive accounts of wellbeing in which those 

measuring tell others what makes them happy. Further, the weighting of items in an 

objective list is difficult ï what makes us happier: better healthcare or better housing?  

Dolan proposes that subjective measures of wellbeing should not replace other ways of 

looking at wellbeing but should be used to provide a fuller picture and make up for 

shortcomings of other types of measurement.   

ǐ The Childrenôs Society has developed an óIndex of Children's Wellbeingô, which is based 

on self-reported measures of overall happiness, 

as well as domain-specific measures covering 

issues such as family situation and satisfaction 

with appearance.  

Finally, another important development in the 

measurement of mental wellbeing is the use of the 

Warwick-Edinburgh Mental Wellbeing Scale 

(WEMWBS) in population surveys.  WEMWBS has 

been used in population surveys by NHS Grampian 

and the North West Public Health Observatory as 

well as being included in the core modules of the 

British Social Attitudes Survey in 2007.  It is 

described further in the box: 

2.3 There have been several recent policy developments in relation to wellbeing  

In England, the issue of wellbeing has recently become a mainstream policy concern ï 

although it is important to note that the definitional problems described at the beginning of 

this section remain.  Notable points in relation to policy development include: 

ǐ The 2000 Local Government Act, which gave Local Authorities the duty to: ñpromote the 

general wellbeing of a community and its citizensò;  

ǐ In 2005, Defra established the cross-departmental Whitehall Wellbeing Working Group.  

Defra also led work showing the importance of wellbeing within the framework of 

sustainable development, which was contained within the 2007 Sustainable 

Development strategy; 

ǐ The 2008 Foresight Project on Mental Capital and Wellbeing, which provided a summary 

of the best evidence available in this area and provided recommendations to government 

for improvements in this area. One output of this review was nefôs óFive Ways to 

Wellbeingô
16

, which sought an equivalent of the ó5-a-dayô message for mental health;   

ǐ The mission statement of the Department of Health is to ñimprove the health and 

wellbeing of people in Englandò and one of the key themes in health policy 

development
17

 has been a reorientation away from treating ill-health and towards 

prevention and promotion of better health.  Policy development here has tended to 

emphasise the links between better physical / mental health and a sense of ówellbeingô; 

ǐ One of the two HM Treasury departmental strategic objectives for 2008-2011 is: 

ñEnsuring high and sustainable levels of economic growth, well being and prosperity for 

allò; 

                                                      
16

 http://www.neweconomics.org/projects/five-ways-wellbeing  
17

 For example see the 2004 report óSecuring Good Health for the Whole Populationô (the óWanless reportô), which 
recommended this reorientation for the NHS ï away from being a óNational Sickness Serviceô, which focuses on 
treating problems once they arise.   

http://www.neweconomics.org/projects/five-ways-well-being
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ǐ In January 2009, the Department for Communities and Local Government put together 

the first Child Wellbeing Index (CWI)
18

, which takes a similar approach to the index of 

multiple deprivation;  

ǐ The 2003 Every Child Matters (ECM) agenda has been the key driver for policy in 

childrenôs services and which includes óAchieving Economic Well Beingô as one of its five 

outcomes. ECM prompted the Social and Emotional Aspects of Learning (SEAL) 

programme to run in 80% of primary schools and 30% of secondary schools across 

England.  NICE also issued guidance on the promotion of wellbeing in primary and 

secondary schools; and, 

ǐ In December 2009 the New Horizons Mental Health strategy was published. The 

strategy established that the government departments which were engaged in the 

agenda
19

 would form a Ministerial board to ensure high level oversight. The strategy set 

out that all policies should consider wellbeing and contained a strong focus on children, 

early intervention and promotion of wellbeing during childhood.  

Finally and most recently, the concept of wellbeing has also been a feature of the coalition 

governmentôs policy development.  Wellbeing is mentioned three times in the óProgramme 

for Governmentô and David Cameron has long expressed interest in the concept ï for 

example, in a 2007 speech at the London School of Economics, he stated that: 

ñAbstract national wealth ï a high rate of GDP ï is necessary, but not sufficient, to 

deliver higher GWB, or general wellbeing.ò
20

  

Cameron went on to argue that three things that consistently correlate with wellbeing are: 

trust in society; health; and strength of marriage.  For Cameron, ñwellbeing is simply the 

opposite of social breakdown.ò
21

 In November 2010, Cameron asked national statistician Jil 

Matheson to examine ways that wellbeing could be measured and tracked over time ï with a 

view to incorporating this information into policy making.  In doing so, the measures will 

balance objective data (such as levels of recycling) with subjective, self-reported data.   

We return to the policy context for Living Well in Section 6, when we examine the scope for 

lessons from the Portfolio to be applied more broadly.  Before doing so, it is first necessary 

to present the detailed findings from the evaluation, which we now do ï starting with a 

description of the resources used and outputs created.    

 

                                                      
18

 http://www.communities.gov.uk/documents/communities/pdf/1126232.pdf  
19

 At the time this included the Department of Health and the Department for Children, Schools and Families, the 
Cabinet Office, the Department for Work and Pensions, the Department for Communities and Local Government, 
the Ministry of Justice and the Home Office.  This strategy is due to be re-launched under the new public health 
agenda (described later in this report).  
20

 http://www2.lse.ac.uk/PublicEvents/pdf/20071009t1634zoo1.pdf p.8 
21

 Ibid p.2 

http://www.communities.gov.uk/documents/communities/pdf/1126232.pdf
http://www2.lse.ac.uk/PublicEvents/pdf/20071009t1634zoo1.pdf
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3 What resources did Living Well use & what outputs were 
created? 

This section addresses the first two elements of the model shown in Figure 1.2, namely 

óinputsô (resources consumed) and óoutputsô (quantitative measures of activity).  As such, it 

draws mainly on the quarterly monitoring returns provided by the projects, which 

concentrated on these elements.   

The section begins by setting out caveats in relation to the data presented, before moving on 

to describe Living Wellôs inputs (cash and in-kind) and outputs (primarily in terms of sessions 

held and beneficiary numbers).  It concludes by presenting some limited analysis of a 

combination of inputs and outputs ï looking at costs per beneficiary ï and considering the 

extent to which Living Well activity was óadditionalô.  

Caveats in relation to the data 

Before presenting any results, it is first important to note that the data derived from the monitoring 

returns are aggregated across projects.  They should therefore be treated with some caution.  While 

summing inputs is comparatively straightforward, since they are all monetised, aggregating outputs is 

an inexact undertaking that relies upon the use of assumptions and judgements.  For example, one 

of the main outputs ï the number of beneficiaries ï faces a definitional challenge, since projects 

engaged in very different ways with their service users
22

 .  Data presented here should therefore be 

used with this caveat in mind.   

3.1 Living Well projects used around £7.6 million of resources  

The Figure below shows the final total level of resources used by Living Well projects, 

broken down by the ótypeô of input.  These types are óBIG Lottery fundingô, óOther cash 

fundingô and óIn-kindô
23

 support.  The results show that: 

ǐ A total of £ £7,579,170 worth of resources were used; 

ǐ BIG Lottery funding accounted for over 70% of these inputs (£5,487,753) and óother 

cashô for over 10% (£900,771); and, 

ǐ In-kind funding was worth nearly £1.2 million. 

These figures can be added to the (part projected) management budget, which includes 

staffing costs, the PR and evaluation contracts, legal and financial advice to give a grand 

total for Living Well of a little over £8.6 million.  

                                                      
22

 The problems relating to this definition became apparent early in Year 1.  GHK therefore issued a working 
definition for projects to use, defining a óbeneficiaryô as: ñAn individual who receives an intervention, where a 
plausible link can be made between this and some improvement in their lifeò.  We included the test of a óplausible 
linkô between intervention and outcome in order to leave aside those who had received minimal levels of 
intervention ï e.g. had visited a website or been given a leaflet.   
23

 We asked projects to keep a record of in-kind support, following guidance based upon the estimated value of 
peopleôs time for specific tasks and / or estimates of what they would have had to pay in the absence of the 
resource being provided for ófreeô. 
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Figure 3.1 Living Well projects used a range of different inputs  ï óin-kindô resources were 
significant  

 

The Figure below shows the way in which these different types of input varied over time.  It 

shows that the most significant change in the rate of use was in relation to BIG Lottery 

funding, which began to increase rapidly from the end of Year 1.   

Figure 3.2 Levels and types of input have varied over time 

 

Looking in more detail at the change in rates of BIG Lottery funding over time, we see from 

the Figure below that the rate of expenditure grew most between the third quarter of Years 1 

and 2.  It then stabilised, before a slight rise and fall at the end of Year 3.  The average 

quarterly rate grew each year from £272,595 in Year 1, to £516,797 in Year 2, to £582,547 in 

the final year. 
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Figure 3.3 The quarterly rate of BIG Lottery expenditure grew steadily until mid -way 
through Year 2 

 

As a means of estimating possible óunder-spendô at the end of each quarter, GHK provided 

estimates of the likelihood of projects using their full allocation of BIG funding.  This exercise 

showed a progressive decline in the likelihood of substantive under-spend as project 

activities reached full delivery - and as the programme team and Steering Group 

emphasised the importance of monitoring expenditure (alongside developing strategies for 

the potential use of such funds).  In combination, these factors led to a situation where nearly 

all projects used between 90%-100% of their allocated funding, as shown in the Figure 

below, which is taken from a project survey in the final quarterly monitoring return: 

Figure 3.4 Nearly all projects spent their allocated funding  

 

3.2 A wide range of activities were delivered by projects and just over 36,000 
people in the region were beneficiaries of the services  

As noted at the start of this section, the task of aggregating projectsô outputs faces a number 

of conceptual and practical challenges.  Nevertheless, using data returned through the 

monitoring system, it is possible to provide good estimates of the scale of activities 

undertaken; this is shown in the Table below.   
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The key points of note are that: 

ǐ physical activity sessions were the most common output, followed by mental wellbeing 

and healthy eating sessions; 

ǐ nearly 1,000 professionals were engaged in some form of training; 

ǐ nearly 700 volunteers were recruited / trained; 

ǐ there have been high levels of partnership working / engaging with partner organisations; 

and, 

ǐ over 50 sites have had some form of physical improvement made to them.  

Table 3.1 There have been a wide-ranging set of outputs across the Portfolio24 

Output  type  No.  

Physical activity sessions 7,250 

Mental wellbeing sessions 5,860 

Healthy eating sessions 2,710 

Professionals engaged in training activity 980 

Partner organisations engaged with 790 

Volunteers recruited and / or trained 680 

People consulted 370 

Sessions relating to consultation / research and scoping activities 120 

Sites improved 53 

The Figure below shows the numbers of people that have accessed the sessions / activities 

described above.  It shows that a total of 36,035 people were supported by the projects.  

Considering these numbers over time, we see that, on this measure, project delivery was 

slow to get going and beneficiary numbers were low at the end of Year 1.  They 

subsequently picked up rapidly during the first quarters of Year 2 and growth remained 

broadly steady thereafter
25

.  This largely matches the results for the analysis of expenditure 

shown above.   

The other notable trend in this Figure (also reported in the quarterly monitoring returns), was 

the slow growth in beneficiary numbers over the Christmas period.  This was due to some 

projects having to cancel activities due to bad weather - Women in Motion cancelled several 

exercise classes in quarter 1 of Year 2 for example.  

                                                      
24

 Outputs rounded to the nearest 10 with the exception of ósites improvedô. 
25

 We have smoothed the trend line at Q2 of Year 3, when a number of projects gave poor returns and the 
beneficiary count went down.  As the figures collected are ócumulativeô, this should not have happened and 
subsequent figures ought to correct this error.  Therefore, to present a more accurate picture of the change over 
time, we used the mid-point of the two quarters either side.  The ódropô in beneficiary numbers between Q1 and 2 
of Year 1 reflects the ótighterô definitional guidance issued by the evaluation.  
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Figure 3.5 Living Well projects have supported just over 36,000 people  

 

The First Annual report from the evaluation addressed the question of the very significant 

disparity between the targets set for Living Well and the actual numbers achieved (targets 

were far higher than the actual results).  The report noted that this disparity was a function of 

a number of over-optimistic assumptions, perhaps combining with the incentives of bidder 

and appraiser to be optimistic at the bid stage.   

Targets for projects were therefore revised during the first quarters of Year 2; as part of the 

final monitoring return projects were asked whether they had met these targets.  The Figure 

below shows the results reported by projects; it suggests that the targets were either met or 

exceeded by nearly all projects. 

Figure 3.6 Nearly all projects reached or exceed their targets for beneficiaries reached 

 

Looking across Living Well, the mean number of beneficiaries per project was a little over 

1,500 and the median was a little below 860.  The project with the fewest beneficiaries was 

Priority Care (a little under 100) and the project with the most was Living Well in Sandwell 

(slightly over 8,050).  The Figure below shows this distribution across the projects; it shows 

that projects most commonly had fewer than 1,000 beneficiaries. 
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Figure 3.7 Projects typically had fewer than 1,000 beneficiaries 

 

The characteristics of these beneficiaries remained broadly constant from the end of Year 1; 

they are that: 

ǐ Nearly 70% of beneficiaries were female; 

ǐ Over 40% were aged under 16, those over 55 accounted for around 20%; 

ǐ Over 65% were óWhite Britishô, with óAsianô groups accounting for 18%; and, 

ǐ Around 4% considered themselves to have a disability - although qualitative information 

gained during project visits suggested that this is likely to be higher since some 

beneficiaries with disabilities did not identify themselves as such.  

This profile is largely an artefact of a few high throughput projects, such as Sharing Spaces 

and Being Well in Sandwell.  More detailed results are shown in the Figures below. 

Figure 3.8 Around 2/3rds of the beneficiaries were female 
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Figure 3.9 Over 40% of beneficiaries were under 16 

 

Figure 3.10 Over 65% of beneficiaries were óWhite Britishô  

 

3.2.2 Projectsô costs per beneficiary are comparable to available benchmarks 

We can compare Living Wellôs inputs and outputs to generate a series of per beneficiary 

costs.  Using the BIG Lottery element of the funding and the total number of beneficiaries 

shows that the median
26

 per beneficiary cost across the projects was a little over £190, with 

a range from £20 (Sharing Spaces) to nearly £1,020 (Dove Mentoring).  The Figure below 

shows the distribution of costs per beneficiary; it shows that projects most typically had a per 

beneficiary cost of less than £200.   

                                                      
26

 We use the median figure given the skewed nature of the distribution.  The mean was a little under £290.  
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Figure 3.11 Per beneficiary costs were typically under £200 

 

These costs can be benchmarked against ósimilarô services to see how Living Well 

compares.  Care must be taken in doing so.  While this analysis is more sophisticated than 

simply assuming that lower per beneficiary costs are better, it is still limited ï notably in this 

case by the challenge of finding ósimilarô services.  There are also problems in the way that 

different figures are produced.  Nevertheless, it seems that Living Well compares either 

similarly or broadly favourably with: 

ǐ The Watch It! programme, which ranged from around £460 to £2,450 per participant; 

ǐ LEAP interventions, which ranged from £50 to £3,400; 

ǐ The Well@Work programme, which had a figure of £150 per participant
27

; and 

ǐ Health projects within the New Deal for Communities programme
28

, which showed an 

average figure of a little under £300. 

Finally on this issue, last yearôs Annual Report noted that there was some tendency for 

óharder to reachô beneficiaries to cost more to support.   

3.3 Activity under Living Well was very largely óadditional ô 

Lastly in this section, we consider the extent to which activity under Living Well was 

óadditionalô.  Additionality is: ñ...the extent to which something happens as a result of an 

intervention that would not have occurred in the absence of the interventionò
29

.  We 

investigate this partly as a means of addressing the methodological problem of not having 

any comparator or control groups within the evaluation; in doing so, we accept that this does 

not substantively answer the question of what would otherwise have happened (see Section 

5 for a fuller discussion of this issue).     

Assessment of additionality requires judgements on a number of key dimensions.  In our 

assessment we have assumed:  

ǐ No leakage (benefits falling outside the target area), since the programme was regional 

and no projects raised this as an issue for them; 

                                                      
27

 Figures for these three programmes taken from Policy Exchange (November 2008) Weighing in Dealing with 
the challenge of obesity.  No adjustments made for inflation.  
28

 Cambridge Economic Associates Ltd (2005) National Evaluation of New Deal for Communities: Value for 
Money Strand, Final Report (figure taken from Figure 10.7, p.68). 
29

 Definition taken from (the excellent) 2004 English Partnerships óAdditionality Guideô 
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ǐ No displacement (where the project leads to reduced activity elsewhere), since the 

services are very largely in the voluntary sector and the primary concern here would be 

state action ócrowding outô private / voluntary action; and, 

ǐ No multiplier effect (where benefits óripple outô to those other than beneficiaries), 

because the causal chains to make such claims are too long and indirect.  It is however 

worth noting that these effects could be significant ï for example, the Action for 

Wellbeing in Warwickshire project led to 19 employers developing a mental health policy, 

covering an estimated 37,000 employees; we also know that cascade training has taken 

place under several projects ï Nutrition Training, Wellness Works and the Wellbeing 

Workshops for example.  There may well therefore have been benefits for some people 

involved as ósecondaryô beneficiaries.  Nevertheless, we leave these hypothesised 

benefits outside of our analysis.  The main reason for doing so is that there is not a good 

conceptual means of stopping this line of thought: the reductio ad absurdum is that 

insofar as any project has led to a reduction in the use of NHS services then all UK 

taxpayers would be óbeneficiariesô of Living Well.  We have therefore taken a slightly 

conservative position on this issue in order to maintain a defensible set of figures. 

The assessment of additionality therefore focuses on the narrow issue of estimating the 

extent to which projectsô activities would have taken place in the absence of Living Well 

funding
30

.  To assess this, we asked the following question as part of the first quarterly 

monitoring return of the final year: 

What do you think would have happened to your project if Living Well funding had not 

been available?  (Assume that you could not have accessed another funding stream) 

Our projecté 

éwould have gone ahead without any changes  

éwould have gone ahead, but slightly reduced level of activity   

éwould have gone ahead, but substantially reduced level of activity  

éwould not have gone ahead 

The Figure below shows the results; it suggests that only a minority of projects would have 

delivered any activity without Living Well funding.   

Figure 3.12 Nearly all projects would not have gone ahead in the absence of Living Well  

 

We can then apply these results to the results achieved in order to estimate the scale of 

additionality across the portfolio.  Three projects (Parklife, SHINE and Women in Motion) 

stated that that would have gone ahead but with ósubstantially reducedô levels of activity 

would.  This means that, in the absence of Living Well, these projects would have had some 

                                                      
30

 Our method for doing so draws upon the approach used in Cambridge Economic Associates Ltd (2005) 
National Evaluation Of New Deal For Communities Value For Money Strand: Final Report 
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beneficiaries and would thereby have achieved some outcomes.  We can use assumptions 

about the degree to which they would have gone ahead to examine the effect on results 

achieved.   

This exercise suggests that very little would change at Portfolio level.  If we assume that 

these three projects would have reduced their activities by two-thirds, then would have 

expected around 850 beneficiaries to have received an intervention in the absence of Living 

Well funding.  Even if we assume that half of the three projectsô activities would have taken 

place anyway, then the figure is still only around 1,200 - less than 0.05% of the Portfolio 

total.  The conclusion therefore is that Living Well activity was almost entirely additional. 

Having described the nature and scale of Living Wellôs inputs and outputs, we now turn to 

the issue of implementation.    
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4 How well was Living Well implemented?  

This section addresses the question of implementation; it follows the model set out in Figure 

1.2, by looking at the issues faced by projects in converting funding into activities.  It begins 

by providing a short quantitative description, before moving on to a more in-depth qualitative 

examination of the main themes arising from the research.  

4.1 Monitoring returns suggest a gradual improvement in implementation  

As part of the quarterly returns, projects were asked to rank the state of their implementation 

relative to their planned timescales.  They were asked to respond on a scale from 1-10: a 

score of 10 representing being óWell Ahead of Scheduleô and a 1 being óWell Behind 

Scheduleô; a score of 5-6 would therefore indicate being broadly on-track.   

Over time, the results showed a consistent increase in the rating; there was also a reduction 

in the variation between Year 1 and 2, although this re-emerged at the end of Year 3 as four 

projects rated themselves as being ówell aheadô of schedule.  The range and the mean at the 

end of each year
31

 are shown in the Figure below:  

Figure 4.1 Projects rated their implementation as improving over the lifetime of the 
programme 

 

There is a significant degree of subtlety underneath these headline figures; this is set out in 

the remainder of this section. 

4.2 Projects faced a range of challenges in delivering their services; they evolved 
a range of strategies to address them 

The main themes relating to implementation, as highlighted through the project visits, are 

described in detail below.  

4.2.1 There were slow starts, but some projects were able to deliver quickly   

The First Annual Report noted that, whilst some projects were able to get up and running 

early in the first year, some took more than a year to begin full delivery.  At the end of the 

first quarter of the second year, three projects were still not delivering services to 

beneficiaries.  There were a range of reasons for this, including: over-optimism in terms of 

the length of time needed to recruit; trying to do so during a period or near full employment; 

the re-organising of PCTs; CRB checks for staff and volunteers; and the inflexibility of public 

bodies relative to the voluntary sector.  

In a small number of cases, this related to the need for substantive revisions to the original 

service.  For example, the Solihull project was originally conceived as a óWatch it!ô service, 

but this had to be revised when the main partners for the service were unable to fulfil their 

roles in the project.  This entailed re-designing the project substantively, before then 

recruiting staff and a project manager.  These delays meant that the Solihull service took 

over a year to become operational.   

                                                      
31

 The figure for Year 2 is taken from the Q3 return as the question was not asked at Q4. 
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But the most common reason for delays related to staff recruitment.  For example, Dudleyôs 

Healthy Retail project also found it difficult to recruit a project lead from the PCT; in part, this 

was a feature of the time-limited nature of the funding being relatively unattractive to existing 

PCT staff.  Similarly, Being Well in Sandwell experienced delays in implementing some of 

the interventions (e.g. Social Skills training) due to various problems with recruitment and 

retention in the specialist roles required. Training also created delays for the ómindfulnessô 

intervention as accreditation of tutors took some time. 

As projects neared the end, some found that staffing problems re-emerged as staff left 

before the end of fixed-term contracts.  There were examples where projects were creative 

in addressing this problem - allowing services to continue.  These included Action for 

Wellbeing in Warwickshire, which made use of sessional workers to ensure that their healthy 

eating and physical activity work could be maintained without having to recruit staff (which 

would have delayed, and may have even stopped, delivery).  Similarly, Shropshire Outdoors 

was able to retain its project manager on a consultancy basis to enable the project to run to 

the end - rather than finish early, or attempt to recruit to fill the post.  

Lastly on this point, as noted throughout the evaluation, the voluntary sector was most able 

to óget up and runningô quickly and start delivering services to beneficiaries.  Notable 

examples here included Coventry Body and Mind and the Dove mentoring project.  The main 

reasons for these organisations being able to do this relate to flexibility and size ï as well as 

a familiarity with the need to deliver quickly in a time-limited grant-funded environment.  

4.2.2 Attracting , motivating  and retaining beneficiaries was a common challenge 

As noted in the previous section, nearly all projects met their targets in relation to reaching 

beneficiaries.  In doing so, a number of projects developed specific messages and 

approaches; examples of this are set out below. 

In Stoke, the underlying approach was to use simple messages to promote wellbeing ï and 

also to make it fun.  For example, one of the public events for 2010 was the óFamily Fun Try 

a Sport Dayô, where there were trampolines and games that the public could try.  Over 800 

people came and were able to talk to community sports and fitness organisations - where 

they could sign up to do more activities.  Project staff considered this to be an effective way 

to promote wellbeing - especially in comparison to their experience in Year 1, where they 

promoted activities such as life coaching, stress management, and self awareness through 

more óstructuredô activity.  As one member of staff noted: ñItôs always harder to sell the 

mental wellbeing side of it because itôs more nebulous...[whereas]...you can always entice 

people with ideas of eating something and trying new foods!ò.   

Similarly, in Staffordshire, Changes (the organisation delivering the Wellbeing Workshops) 

moved away from the term ómental distressô, as some organisations and beneficiaries did not 

recognise this as óan issue for themô.  Instead, they promoted the service as improving 

ómental fitnessô, which met with wider appeal. 

Tailoring Services for Specific Groups ï Livin g Well in Stoke 

As part of Living Well, Stoke on Trent PCT delivered a five-week course of óCook and Eatô workshops 

in the community. Messages about healthy eating were tailored to different groups and communities 

so that participants were taught the skills that they need to eat healthily. 

Some of the óCook and Eatô workshops were tailored to groups of Asian women. Many were already 

confident home cooks eager to learn new ways to cook for their families. The facilitator researched 

how Asian women cooked at home, and ensured that each session focused on cooking healthy 

meals from scratch, and included the national '5 a day' recommendations. Courses covered a wide 

range of recipes including vegetarian lasagne with no salt - but with added lentils and spices such as 

ginger, garlic and chilli for flavour. There was also an emphasis on encouraging the children to be 

involved in cooking and using healthy recipes that are appealing to children. 

For example, at one session observed by the evaluator, the participants cooked a flapjack. At each 

stage, the facilitator explained how unhealthy ingredients could be substituted for more healthy 

ingredients and amounts. The facilitator also explained the different products used such as dried fruit 
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and oats, and how these could be affordably bought and cooked.  Attendees were also encouraged 

to cascade the information taken away from the sessions by telling their children about the tips 

picked up. The sessions concluded by eating the food together, allowing the participants to 

appreciate the taste of healthier food. 

In a similar way to the example above, Dove Mentoring saw the need to tailor services to 

meet specific needs.  One of the main lessons emerging from the project was that minority 

ethnic access to mainstream mental health services is made difficult through the general 

nature of information provision in this area.  This information was often inappropriate for 

specific groups, and was typically going to organisations who did not serve minority ethnic 

clients.  One of the successes of the Dove project was to establish a partnership with MIND 

ï including running services from their offices; this enabled these services to be more 

tailored and appropriate.  Dove also worked with a wide range of different partner 

organisations to access their beneficiaries.  Referrals came from mental health services, 

health and social care, voluntary organisations and community groups, families and carers, 

housing agencies, JobCentrePlus, the Police and Courts.  Towards the end of the project, 

Dove also worked with GPs, who began to refer into the project.   

The Challenges of Reaching Parents ï Healthy Retail  

Dudleyôs Healthy Retail project aimed to increase fruit and vegetable consumption in one of the most 

deprived neighbourhoods in the borough.  The project delivered healthy eating classes at a local 

school once a week for an hour, rotating the classes on a weekly basis.  The theme of the sessions 

changed each half term, and included: tastings; fruit kebabs; fruit smoothies; fruit faces; glove 

puppets; salad boats; and, exotic fruits. 

The project team cited various examples of cases where there has been a real change in the 

childrenôs knowledge about different fruit and vegetables and their willingness to try something new.  

However, the project found it a lot harder to engage parents; attendance at the groups has been 

limited and relatively few parents bought the fruit and vegetables from the stall in the playground.  

Efforts here included: running family cooking sessions at a ómom and totsô group at the school; free 

giveaways; leaflets, posters and vouchers - but this element of the project proved difficult. 

Lastly, it is interesting to note that the project purposely targeted a ódifficult areaô, with the premise 

that óif the model can work here, it can work anywhereô.  This touches on the issue of ways in which 

Lottery money might be best allocated, highlighting questions of experimentation, ófailureô and 

learning from what doesnôt work.  (This is discussed at more length in Section 7).  

SIFA Fireside (part of the bWell Communities project) worked with the homeless and people 

with substance misuse problems.  As far as possible, there was an emphasis on making the 

services provided demand-led and participants were closely involved in deciding upon and 

designing the activities.  This was a key success factor for the service.  However, the project 

reported difficulties in motivating beneficiaries to try new activities.  The project therefore 

tested a wide range of different activities ï some of which worked well.   Activities included: 

art, photography, music, literacy and writing, and also drama groups, service usersô forums, 

football, and cookery.  Photography stood out as a particular success; it led to a commission 

and an exhibition.  In the main, the activities tested proved effective in developing social and 

communication skills, which has provided a foundation for any later volunteering or work.   

Supporting Beneficiaries  with  Learning Disabilit ies ï Apna 
Menôs Group 

As part of the Healthy You! project, the Apna menôs group had the opportunity to undertake a range 

of activities that they would not otherwise have had the opportunity to do.  For example, they 

accessed the Community Gym, where they took part in circuit training, óboxerciseô as well as using 

exercise machines. The project workers said that they saw a difference within the men and have 

increased their knowledge of the value and means of exercise.  During the summer, the group also 

went on walking groups. One of the male service users had problems with walking, but as a result of 

being involved with Healthy You, has seen a reduction in these problems.  One of the project 
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workers also reported that the men ñ...are increasing their confidence by mixing in with other peopleò.  

Lastly, the PCT provided óeat wellô plate cards as part of a healthy eating course. The course lasted 

12 weeks and was run by the health facilitation team.  It covered areas such as the different types of 

food, what is relevant for their packed lunches portion sizes and diabetes.  

SHINE found (in common with analogous weight management programmes) that there can 

be high rates of drop-out across a twelve week programme.  Project staff considered that 

this is most likely due to the length of time beneficiaries must commit to complete the 

service.  They are therefore reviewing the model to see if this can be addressed.  This 

review will also see where there are opportunities to make the óteachingô element of the 

service more hands-on and practical.  This builds on successful aspects of SHINE - such as 

a using a ófat suitô to give participants a practical sense of the day-to-day problems of being 

overweight, and actually showing the amount of fat / salt in some types of food, which 

seemed to have been more powerful in increasing knowledge than abstract discussion.  

Similarly, Coventry Body and Mind reported that retention of beneficiaries was a key issue in 

the implementation of their services.  They found that the fluctuating mental health of their 

service users meant that the project had to retain a flexible and tailored approach ï 

particularly in trying to keep motivation up.  The project realised that some beneficiaries 

needed longer than the twelve-week block and some needed a shorter ódoseô of intervention.  

Furthermore, when the project investigated their drop-out rates, two main findings arose: 

1 The óheadlineô drop-out rates from the service compared favourably with available 

benchmarks ï notably from gyms and health clubs; and, 

2 Self-referrals showed much better retention rates.  Most clients were referred by 

professionals, but when people self-referred they were much more likely to be ready for 

intervention and to engage with the service as a result. 

As noted above, around two-thirds of Living Well beneficiaries were female.  Some projects 

considered that recruiting men required specific action.  For example in Stoke, Changes 

worked in partnership with Stoke City Football Club to put on sessions in the evenings at the 

Britannia Stadium, allowing men to come after work and learn about health and wellbeing in 

groups where the majority of participants were men.  They also used activities such as 

óMatch Day Walksô to specifically target men.  

Reaching Men ï Wellbeing Workshops 

The first men-only series of Physical Wellness workshops were held at Stoke City Football Club. 

Open to all men in the City, the workshops consisted of five sessions covering health and wellbeing, 

self-image, healthy eating, physical activity and relaxation. The feedback from the participants was 

very positive and a strong bond developed between most of the men, creating a sense of momentum 

to continue meeting up on a regular basis. 

The Action for Wellbeing in Warwickshire project used a community development approach 

for their buddying activity, relying on volunteers leading community activities.  Project staff 

found this to be effective in accessing beneficiaries.  This entailed a very detailed and 

localised approach to accessing beneficiaries, which generated learning about what is 

effective in different local areas.  For example the project found that in more rural areas 

advertising in parish newsletters is effective, because it is free and ñgoes straight through the 

door to the target audienceò.  Walsall also used a community development approach.  They 

found that this required work óup-frontô to gain a detailed knowledge of the area and 

communities they were targeting, and that this was eventually invaluable to the 

implementation of the project. 

Lastly, some projects found that managing demand has been a challenge in engaging with 

beneficiaries.  For example, the Women in Motion project saw very high levels of demand for 

several of its community based exercise classes.  The badminton and netball sessions were 

far more popular than anticipated and the project had to move these sessions to a larger 
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venue.  Making links with other venues and providers ï often through the County Sports 

Partnership ï helped the project to remain flexible and cater to this varying demand.     

4.2.3 Assessing and tracking beneficiaries was easier for some projects than others 

The challenges of undertaking an initial assessment and tracking the progress of 

beneficiaries was another common theme arising from the project visits.  This was very 

notable (and challenging) for projects such as Being Well in Sandwell, where activities were 

high throughput / low intensity.  Examples of the ways in which projects addressed this issue 

are discussed below. 

Once an older person was referred to the Priority Care project, the Project Manager went out 

to meet them and carry out an initial assessment of their needs. Depending upon the level of 

need, people were then signposted or required more information about another service, 

while others needed the support of the Priority Care staff.  Because of their holistic 

approach, the beneficiaries were matched to staff with similar interests. In addition, staff 

used a plan which outlined the needs and desired outcomes for the beneficiary. A key part of 

this role was to develop relationships, as the most effective interventions came when staff 

had a close understanding of the needs of the beneficiary.  

As part of their services, Coventry Body and Mind had robust pre-screening and assessment 

process that was undertaken with beneficiaries at the start of the programme.  This led to an 

individually-tailored ówellbeing planô, which defined specific goals and the required input. The 

assessment was then carried out again at the end of the programme to examine changes 

against the specified areas.  This type of more ócontainedô service allows for the type of 

assessment and tracking that other projects would not have found practically possible.   

Another project that began with a similar intention was Living Well Herefordshire.  School 

nurses were at the heart of the original model there; they were intended to identify children in 

the most deprived schools that were at risk of obesity or poor mental health, before 

coordinating referrals to the three services within the project. They were also asked to take 

baseline measurements and track progress. For a range of reasons ï largely relating to 

problems in engaging with the school nurses - this model was never implemented.  School 

nurses did fill in óformalô referral forms, but did not collect any other information; the schools 

themselves identified which children and families would benefit from the project, and then 

informed the three delivery organisations.  In Herefordshire, engagement of the Head 

Teacher, Special Educational Needs Coordinators and/or Healthy Schools Coordinators 

proved effective in this respect.  The effect, in terms of the model tested, was that services 

operated more as three independent projects rather than the single partnership that was 

originally envisaged. 

The Walsall project also found that it was difficult to work with an óunstableô group that people 

could enter and leave at various points.  The project began working in youth clubs, but 

gradually moved towards working with a single and stable cohort in schools.  They found that 

this enabled project staff to create a ógroup dynamicô, and that they could therefore better 

monitor the effectiveness of their work.  The project also used these groups to bring all of 

their projectôs strands together in one coherent model ï thereby offering service users a 

logical progression from one activity to the next 

The bFit project (part of bWell Communities) noted several challenges in terms of the 

tracking of their beneficiaries:  

ǐ The key challenge was to undertake the three assessments per client through the period 

of their participation.  This was primarily a capacity issue, which was partly overcome by 

having initial group assessments, meaning that staff would meet with multiple clients all 

at the same time;  

ǐ Staff also struggled to contact clients and successfully make arrangements to carry-out 

assessments.  The experience of using volunteers here was mixed; performance was 

very variable and many moved on once other opportunities arose; and, 
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ǐ The project also encountered problems securing health and fitness opportunities that 

were sufficiently local for some beneficiaries.  Childcare costs were also a barrier for 

some beneficiaries and paying for childcare was important to improving access.    

Where these challenges could be addressed, the project saw positive outcomes - including 

weight loss, mental health improvement and stress relief. 

Lastly, Parklife - which was similar to Being Well in Sandwell in that it could also be 

described as high throughput / low intensity ï used walks that varied in their difficulty.  They 

ranged from short walks (45 minutes to an hour), to extended walks (an hour to three hours) 

and Nordic walks. Beneficiaries were assessed before doing a walk to see which one was 

more suitable for them.   

4.2.4 The ability to r ecruit and support volunteers was central to some projectsô success  

The use of volunteers was a feature of many projects.  A small number of projects noted that 

a key issue in this regard was that the training requirements for volunteers to lead exercise 

sessions was sometimes a barrier to delivery.  For example, Wellbeing for Life found the 

engagement and training of volunteers challenging in relation to getting their volunteers up to 

NVQ3 in order to lead seated exercise sessions; there was a high level of drop-out from the 

course and ultimately just one person ï the project manager - completed the full 

qualification.  Nevertheless, the volunteers that set out to achieve the Level 2 qualification 

did so and the project was successful in retaining this group ï largely because of the support 

provided by project staff, but also because the motivations of the volunteers (to improve the 

wellbeing of older people, and in one case to embellish their work-related skills) was fulfilled 

through their work.  The project is considering training one of the volunteers up to train their 

peers. 

The Women in Motion project found that volunteer recruitment and retention had been 

critical to the successful implementation of the project.  One member of staff noted that: ñThe 

success of the programme overall is volunteer retention.  Itôs amazed me how precious the 

volunteers are about the sessionsò.  The fact that the project workers themselves used to be 

volunteers has helped this in terms of being able to relate to volunteers: ñWeôve been able to 

empathise with the volunteers....Theyôve appreciated us. Weôre always there and they know 

that.ò 

Lastly, the Volunteering 4 Wellbeing project under bWell Communities reported several 

specific issues relating to the use of volunteering; these included: 

ǐ Attracting and converting an employed personôs interest in volunteering into a placement 
proved challenging; this was typically due to other pressures on their time.  More 

generally, achieving a good conversion rate (from interest to starting) was difficult given 

that police checks take a long time and peopleôs ómomentumô declines or circumstances 

change.  This can take up to three months.  Partly to resolve this, a client tracking 

system was developed, which improved the conversion rate;    

ǐ Having a formal arrangement with host organisations was also a positive element of 

implementation.  This was associated with a fee (around £175) in return for a set of 

expectations.  The fee meant that host organisations were more inclined to accept 

people referred to them; and, 

ǐ It was sometimes difficult to sell the concept of ówellbeingô, to both host organisations 

and clients.  A few host organisations were keen to know if the scheme was just for 

people with mental health problems.   

4.2.5 Engaging with employers proved difficult in most cases  

As noted in the Second Annual Report, the recession made engaging with employers 

challenging for those projects setting out to improve workplace wellbeing.  This was 

especially the case for private sector firms, where immediate commercial survival had taken 

precedence over any medium- / longer- term concerns about employee wellbeing.  So, 

despite a prevailing wind in policy terms (through Carole Blackôs review and relevant NICE 
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Guidance), most workplace projects struggled in their engagement with these organisations.  

Examples of this issue are set out below.  

The Workmate project in Dudley, which found work placements for people with learning 

disabilities and/or mental health problems, reported that the economic downturn made 

engaging with private sector employers much more difficult.  This was because these 

employers wanted to fill posts immediately with someone who did not need extra training or 

support. However, the Local Authority was more receptive, and various Directorates were 

able to offer a six-month placement scheme (which was subsequently extended to a year). 

In a similar vein, albeit absenting the commercial pressures described above, the schools 

cooking element of the Nutrition Training project found that a tailored approach was the key 

to successfully training staff in schools.  Their nutritionist delivered training in each school ï 

rather than expecting schools to release staff for an external event.  Schools found it easier 

to engage with a tailored programme, and Living Well gave the nutritionist the additional 

capacity to be able to deliver the service in this way.   

In general terms, the Employers strand of the bWell Birmingham project was the most 

problematic project in Living Well.  It was relatively expensive, failed to engage with 

employers in a substantive sense (partly due to a lack of clear message around benefits) 

and was ultimately ówound upô by the programme team and the Birmingham Health and 

Wellbeing Partnership.  Within this generally poor strand of work, the most positive element 

was reported as the Positive Pressure service, which provides acupressure massage.  This 

service was trialled (including the use of an óexperimentalô evaluation) and the positive 

results are being used to attract more employers to the service now that bWell has ended.   

Finally on this theme, the notable exception to the problem of engaging with employers was 

the Wellness Works project.  They maintained engagement with small and medium size 

firms, using a range of services and strategies for doing so.  Flexibility underpinned their 

approach and the project staff worked to understand the individual concerns and ï crucially ï 

capacity of the employers they engaged with.  Practical examples here included: running 

lunchtime / evening sessions;  and training managers and using organisational policy 

changes, rather than running ómassô training sessions for employees.  Wellness Works also 

used senior figures on their steering group to advocate locally for the service.  Lastly, and on 

a less tangible point, the project worked hard to overcome the cultural difference between 

the voluntary and private sectors ï using approaches such as account management and 

making the case for their services in commercial terms.   

4.2.6 Working with GPs (and other parts of the health service) was often challenging 

Several projects were originally designed around referrals from GP surgeries ï typically 

providing more ósocially-basedô interventions as a means of reducing use of GP services.  

Last year, we reported that these projects had typically struggled to engage GPs.  

Vounteering4Health was one such project, where a number of surgeries had been engaged 

ï and initial presentations well received ï but few referrals resulted.  The project noted that a 

range of reasons might explain this, notably that: GPs were not being paid for making 

referrals (as is the case with other programmes); and, they often lack the time in short 

appointments to gain knowledge of beneficiariesô social needs.  In this case, the project used 

a range of other referral routes ï principally other voluntary sector organisations.   The 

Buddying strand of the Action for Wellbeing in Warwickshire also found that their initial model 

of receiving referrals via GPs was inappropriate and that a more flexible community-based 

social inclusion model that allows for self-referral was more effective. 

The SHINE project also found that referrals from school nurses and GPs were lower than 

anticipated.  The project tried running training for school nurses, which had some limited 

success.  They also tried to get onto the agenda for meetings during the óprotectedô time that 

GPs have for development, but were not able to.  Finally, feedback from GPs suggested that 

they find it difficult to raise the issue of obesity with parents.  As a result, the project 

sometimes struggled to get enough beneficiaries for a group / cohort to go through the 

programme. 
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Priority Care was delivered by Heantun Housing Association and the Local Authority chose a 

GP surgery for Priority Care to work with. The surgery was chosen because of the high 

proportion of older people who live in the area. Working with the GP surgery was óhit and 

missô - mainly to do with the change in Practice Manager partway through the project. The 

new Manager ódid not understandô the concept of Priority Care and also wanted the project to 

pay the surgery for the referrals.  Upon reflection, staff said they would have worked with 

more than one GP practice and used a wider source of referrers. In addition, they would 

have done the initial groundwork with the GP practice they did work with, so they could be 

made more clearly aware of what Priority Care had to offer.  

Finally on this issue, we reported last year that the Wellbeing Workshops in Staffordshire 

(led by Changes) had encountered problems in terms of the ócredibilityô of the organisation 

and the services being provided.  This was chiefly in terms of resistance from mental health 

professionals.  In the final year of Living Well funding, the workshops overcame many of 

these problems and Changes delivered three workshops a week for GPs in East 

Staffordshire.  These services also appeared to gain the endorsement of local Community 

Psychiatric Nurses.  The lesson reported here was one of perseverance! 

4.2.7 Partnership working  was a key strength of several projects  

Many projects sought to work in partnership with existing services ï most typically to ensure 

appropriate referrals, but also to make sure that Living Well activity fitted into local service 

provision.  For example, Action for Wellbeing in Warwickshire worked with local statutory 

services to identify gaps in services at a very local level, before filling them where possible.  

This led to the delivery of weight management sessions in community centres and Childrenôs 

Centres, where they were scheduled to run at the same time as óStay and Playô sessions.  

Working in partnership with Childrenôs Centres to identify need for activities and then 

recruiting beneficiaries also proved effective because the Centres had a good overview of 

local provision and pre-existing links with their local communities.  However, the project also 

noted that it took time at the beginning of the project to become sufficiently familiar with local 

provision and to build relationships with partners. 

One of the best examples of partnership working in Living Well came from Sandwell: 

Partnership Working at Local Levelï Being Well in Sandwell 

The Being-Well in Sandwell project was delivered by West Bromwich & District YMCA in partnership 

with seven other organisations.  Key partners included the Community Action Project (CAP), the Yew 

Tree Health Centre, Sandwell Deaf Community Association, Greets Green NDC, the Confidence and 

Wellbeing Team at Sandwell PCT, and Sandwell Local Authority. Partner roles included acting as 

satellite delivery locations: 50% of the project delivery took place at the YMCA, 30% at the CAP, and 

the remainder at the Yew Tree Health Centre. Another role has been to provide funding (e.g. Greets 

Green NDC provided the funding for the aromatherapy room to be installed in the YMCA). 

Partnerships across the organisations worked well.  Interviews with partners highlighted how the 

project was able to achieve greater impact and reach because of this approach.  Partners also 

discussed how the pursuit of common goals supported them to work together effectively, with shared 

values providing a platform for this to happen.  Partnerships were especially effective when there 

were formalised roles, which made responsibilities of each of the agencies clear and explicit. 

4.2.8 Monitoring requir ements were generally appropriate, but were too much for some projects  

By far the majority of projects considered that the monitoring requirements of the programme 

were appropriate.  Many compared these arrangement favourably with other funds ï in 

particular noting the tailoring of the quarterly and annual performance indicators as a positive 

feature of Living Well.   

However, some projects reported that they considered themselves to be óover monitoredô 

relative to the size of their grant.  This was especially the case where projects were small 

and they could not see a sufficiently proportionate reduction in their oversight.  This varied 

depending on number of project partners and individual project set up. 
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The Healthy Retail project was a good example of this.  The project was required to report 

on slightly different themes for the National Social Marketing Centre, Big Lottery, GHK and 

their steering group.  In addition to this, the school where delivery took place had their own 

reporting requirements.  This caused a number of capacity issues and often meant that they 

were duplicating effort and struggling to manage the trade-offs between reporting / 

measuring and delivery.   

Again, and as reported each year, the fact that Living Well quarters did not run to the 

financial year was considered unhelpful ï as was the requirement to report on spend before 

the end of a full quarter, which meant having to include estimates and projections in these 

returns.  

4.2.9 Simpler designs helped delivery  

Having a simple project design was typically associated with good implementation.  For 

example, Farm to Fork found that their simple model of delivery was appreciated by schools, 

since it gave them predictability and consistency, which meant they could plan around the 

various sessions.  To support their engagement with the schools, the project used a 

combination of initial site visits, an information booklet describing the detail of the services, 

and links into the curriculum and school year.  Schools also gained practical support and 

expertise.  These approaches, combined with the experience of the project team ensured 

that Farm to Fork was relatively straightforward to implement.   

Similarly, the Walsall project developed a clear model for engagement with schools, which 

helped them to ósellô involvement with the project.  As the project developed, this was backed 

by evidence of effectiveness gained from work with previous schools. Sharing Spaces ï 

another project that worked with schools ï gave a broadly similar set of findings. 

Conversely, our project visit to Sandwell showed that - while the project was effective - it had 

perhaps been over-ambitious in attempting to deliver too many interventions, stretching the 

capacity of the team. This lesson has been taken forward into future plans of focussing 

sustainability of the project on fewer interventions, and trying to extend the reach of these, 

rather than extending the portfolio of services.  Nevertheless, even here there are trade-offs 

and one of the more successful aspects of the Sandwell project has been to offer a óone-stop 

shopô.  Beneficiaries could access a range of services in one place - ranging from 

aromatherapy to yoga, making use of the gym, and then learning to cook healthily, and 

stopping at the cafe for a healthy meal ï this enabled Sandwell to develop a holistic 

approach to wellbeing (described further in the next Section).   

Lastly, the SHINE project found that service delivery was made more challenging by having 

a somewhat complex model of using a voluntary sector organisation to deliver parts of the 

service (rather than keeping all delivery óin-houseô at the Local Authority).  This arrangement 

has increased transactions costs and has not necessarily added value as originally 

conceived.  This raises a set of broader questions as to the best model for administering 

funding and delivering services at local level; we return to this in Section 7.1. 

Having outlined the main issues in implementing the projects, we are now in a position to 

describe the difference they made to the people accessing the services.  This is the subject 

of Section 5.     

 


















































































