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How do social enterprises impact upon health and wellbeing? Some lessons from 

CommonHealth  

Gillian Murray, Michael J. Roy, Rachel Baker and Cam Donaldson 

 

Abstract 

Considering that new thinking was required to address longstanding and ever-deepening health 

inequalities in Scotland, we explored the potential of social enterprises to address the factors 

in the social environment that we know favour or harm health: the so-called ‘social 

determinants of health’. In this chapter we outline the key findings of a major five-year 

programme of research (2014-2019) undertaken in Scotland. Working with academic and 

practitioner partners, we sought to conceptualise and improve knowledge of the health and 

wellbeing impacts of social enterprises in various contexts and working with different 

beneficiary groups. We provide an overview of each of the component projects of 

CommonHealth and their key findings and implications. In our view, and reflecting the nature 

of social enterprise, research frameworks are required to account not only for the contexts in 

which they operate but also the consistent outcomes which emerge from such contexts and thus 

reflect the pervasiveness of social enterprise as a driver of wellbeing.  
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Introduction 

Despite the existence of world-class health and social care provision in Scotland, health 

inequalities – the preventable and unfair differences in health status between social groups, 

populations and individuals (Whitehead, 1992) – continue to widen and deepen. This challenge 

is by no means unique to Scotland, but support the premise that new thinking was required to 

address this longstanding issue from a different direction (Donaldson et al., 2011; Roy et al., 

2013). This underpinned the geographical focus for a major five-year programme of research 

(2014-2019) undertaken to develop methods to evaluate the health and wellbeing impacts of 

social enterprises. Many of the factors that social enterprises aim to address are those that we 

know influence the health and wellbeing status of individuals and communities. These are 

otherwise known as the ‘social determinants of health’ (Wilkinson & Marmot, 2003): the 

conditions in which people are born, grow, live, work and age, which are shaped by the 

distribution of money, power and resources at global, national and local levels. The project 

team were keen to establish whether social enterprises can be thought about (and thus studied 

as) a form of health and well-being ‘intervention’ through acting on these social determinants. 

The basic thinking was that even social enterprises that do not explicitly mention ‘health’ 

and/or ‘wellbeing’ in their mission statements, or trade in health-related services with public 

funders such as the National Health Service (NHS) (see, for example, Hall et al., 2015; Roy et 

al., 2013; Vickers et al., 2017), they are likely to have health and well-being impacts, 

irrespective of whether this is their primary intention. We use the term ‘non-obvious’ public 

health intervention in this context because social enterprises exist outside of what we normally 

think about as formal health systems such as the NHS – see Roy et al (2017) in particular. 

The programme of research ‘Developing methods for evidencing social enterprise as a public 

health intervention’, which was quickly shortened to CommonHealth, was jointly funded by 

the UK’s Medical Research Council and the Economic and Social Research Council. It 
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involved a partnership of five universities around Scotland; Glasgow Caledonian University, 

the University of Glasgow, Robert Gordon University, the University of the Highlands and 

Islands and the University of Stirling. The Scottish social enterprise sector was involved in the 

research programme in a variety of ways. Thirty-seven social enterprises actively participated 

in the CommonHealth research projects, featuring as case studies, or providing access to their 

staff, members of their board or other stakeholders, and/or beneficiaries (at times these roles 

overlapped) as interviewees. Advice on facilitating these relationships came from membership- 

and government-funded Scottish social enterprise support bodies such as SENScot, Social 

Firms Scotland, Social Enterprise Scotland and CEiS.  

The research programme drew in expertise from across a range of disciplines, including history, 

sociology, economics, geography, political science and public health, and adopted a wide range 

of methodological approaches. The contexts in which the research was undertaken were also 

wide-ranging, not just geographically, but in the variety of activities that the social enterprises 

were involved in: from women’s self-reliant groups in inner-city communities, to interventions 

focusing on addressing homelessness; from addressing the social exclusion of elderly people, 

to working to address isolation in fragile rural communities. In this chapter we outline the 

programme of research and provide a brief overview of the key findings of the CommonHealth 

projects. We will follow this with an outline of what the programme taught us about the effects 

that social enterprises have in relation to health and wellbeing and the implications for 

evaluation and measurement. We close the chapter with a brief discussion of where our 

research may be heading in future.   

CommonHealth: an overview 

CommonHealth comprised eight distinct projects organised into three broad areas of research 

activity; conceptual, empirical, and evaluative in nature. There was also a transversal theme 
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that ran throughout the project relating to knowledge exchange, with regular ‘knowledge 

exchange forums’ involving representatives from across the third and public sectors with an 

interest in the intersections between social enterprise, health and wellbeing. In the last project 

– ‘Project 8’ – we attempted to gather all of the findings and discussions together, highlight 

overarching themes and lessons, and to lay the groundwork for synthesis across the programme 

post-project, when all the projects had completed their research. Projects 1-7, the research 

projects relevant to this chapter, are outlined in turn.  

Project 1: the ‘history project’ 

Project 1 set out to explore the modern history of social enterprise with a particular interest in 

the ‘community business’ movement, an important forerunner of social enterprise in Scotland. 

Forms of trading that prioritise social good have existed in many forms at a variety of often 

turbulent historical junctures (Roy, McHugh, et al., 2015). The acceleration of 

deindustrialisation in Scotland from the late 1970s compounded economic and social 

challenges, providing a key impetus for the emergence of Scotland’s community business 

movement (Murray, 2019). As well as charting the development of social enterprise in 

Scotland, the historical research also sought to consider the movement’s relationship to the 

developments in thinking in public health that were happening in parallel.  

This project was based on archival research, making use of a number of regional and national 

archives and the Social Enterprise Collection (Scotland) held by the Glasgow Caledonian 

University Archive Centre. The Collection was created in 2011 when social enterprise pioneer 

John Pearce (see, for example, Pearce 1993; 2003) donated his personal archive of papers and 

literature to the Centre. The archival research also informed the development of an oral history 

project. Running in parallel to the archival research, 10 oral histories were recorded with 

community development workers and community business pioneers across Scotland. Thus, the 

project drew upon a rich range of documents and audio recordings for interpretive analysis.   
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The historical research found that the community development skills and values of community 

business pioneers were of great significance to the development of social enterprise in 

Scotland. Their legacy remains visible in the infrastructure of Scottish social enterprise today, 

where an asset lock on the redistribution of profits remains a central part of the Voluntary Code 

of Practice, to which a significant number of social enterprises in Scotland subscribe. However, 

the project found only scant evidence of community business pioneers working with public 

health practitioners in a formal capacity. Where their paths did overlap, it was through 

community health projects, often working at the ‘radical edges’ of public health that arose in 

response to the attempted suppression of the findings of the Black Report by the Thatcher 

Government in the early 1980s, which starkly revealed the extent to which such inequalities 

were socially determined (Townsend & Davidson, 1982). While the concerns of community 

business practitioners, and the skills and capacities they supported communities to develop, are 

highly comparable to those within community health projects, their learning remained in silos 

of knowledge, that are perhaps only now beginning to come together.  

Since the 1970s, pluralism in health and welfare has frequently been associated with a reaction 

to the imposition of neoliberal policies from above and their effects on the structural 

composition of health systems. However, reflecting on the history of social enterprise in 

Scotland reveals how organisations in Scotland’s developing social economy supported 

communities in comparable ways to community health projects. The acceptance of the 

discourse of socially determined health over the late twentieth and early twenty-first century 

provides an example of the historically contingency in how we conceptualise ‘health’. . 

However, there has not been a comparable reconceptualisation of health actors who support 

the ‘social determinants’ arguments. Hence, the view that the contribution of civil society 

actors to health and wellbeing, from a systems perspective, has been limited to their role as 

organisations that have filled gaps caused by the rollback of state services. They have been 
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characterised as service providers of last resort, rather than service innovators supporting a 

broad range of individual and community needs. Relating this historical insight to projects 2-7 

on the CommonHealth programme, the resonance between the parallel development of the 

social economy and increasing acceptance of, and knowledge of, the social determinants of 

health opens up a new perspective on pluralism from below. It is this ‘non-obvious’ space that 

CommonHealth sought to research and articulate.    

Project 2: The ‘contemporary’ project 

Project 2 was focused on conceptual development, complementing Project 1 by studying 

contemporary social enterprise practice. The project had three aims to: map and describe the 

activities of social enterprises; gather insight into how they report their social impact, and; 

analyse the extent to which they considered their impact in health and wellbeing terms.  

The project combined desk research with qualitative data collection to develop insight giving 

a ‘macro’ perspective on social enterprise in Scotland, as well as producing detailed case 

studies. The desk-based research involved analysing social impact reports in the public domain 

that had utilised either of two popular forms of impact measurement method presently in use 

in Scotland: ‘Social Return on Investment’ and ‘Social Accounting and Audit’ (Arvidson et 

al., 2013; Pearce & Kay, 2008). Through analysing evaluative reports of the work of social 

enterprises in Scotland utilising a ‘process coding’ method, Macaulay et al. (2017) describe 

both the self-reported impacts (measured or not) of the work of social enterprises and the 

mechanisms by which these are said to be derived. The method of coding allowed the 

identification of various processes and outcomes, which could be said to operate at the level of 

the individual, community and/or the ‘systems level.’  

The case study phase, meanwhile, involved in-depth semi-structured interviews and a focus 

group with board members, staff and beneficiaries from three social enterprises in different 
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regions of Scotland. Macaulay et al. (2018) found that rather than social enterprise being a 

homogenous group of organisations with homogenous effects, different types of social 

enterprise, in different sectors, impact on dimensions of health in ways that are contextually 

and contingently dependent. They can: engender a feeling of ownership and control; improve 

environmental conditions (both physical and social); and provide or facilitate meaningful 

employment. Crucially, the project also provided insights into how those who participated in 

the study understood the causal mechanisms through which their activities may impact health 

and wellbeing, even when these activities are not explicitly ‘health focused’. 

Project 3: Growth at the Edge 

‘Growth at the Edge’, the title of Project 3, explored the health and wellbeing effects of rural 

social enterprise activity on individuals and communities in the Highlands and Islands of 

Scotland. Over three years, 68 in-depth interviews were undertaken with stakeholders from a 

variety of roles, including rural social enterprise board members, staff, volunteers and service 

users. These stakeholders were drawn from seven different organisations and, in addition to 

the interviews, were visited for extended periods to allow for ethnographic research on the rural 

communities and contexts in which they were operating.  

Kelly et al. (2019) explain that social enterprises have a significant role in addressing social 

isolation and loneliness, which is a major public health concern because of the associated 

implications for both physical and mental health. Factors identified as contributing to social 

isolation, such as isolated people feeling like they have ‘nothing to do’, and/or having poor 

social connections, can be compounded by living in a remote or rural area (Farmer et al., 2008). 

For example: access to transport can be challenging and being viewed as ‘an incomer’ can be 

difficult to socially navigate (Farmer et al., 2012).   
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The project also explored instances where social enterprises were addressing challenges created 

by the reduction in public budgets and withdrawal of public services. The organisations studied 

worked to counteract factors contributing to social isolation and loneliness, especially those 

exacerbated by rural contexts. The most significant among this range of activities involved 

providing spaces and opportunities for people to meet and interact with others, and the means 

to access these spaces. Over time, the increased sense of purpose that arose from interactions 

with the activities and spaces provided by social enterprises led to perceived improvements in 

health and wellbeing.  

There were also cautionary findings from the project, particularly relating to the need to 

consider more widely the resources, capacity, and resilience of communities to be able to 

continue to respond to public health issues such as social isolation and loneliness. The study 

found that, in rural areas, the burden of maintaining social enterprise tends to fall on a relatively 

small number of community members. Feelings of stress or even ‘burn out’ were reported 

across all the social enterprises studied. There is often a small pool of rural volunteers to draw 

upon, especially people with skills such as business and accounting skills, and even holding 

driving licenses. These factors contributed to the social enterprises studied often seeming 

fragile and precarious, as has been noted in other rural studies (e.g. in rural Ireland – see 

O’Shaughnessy, 2008; O’Shaughnessy et al., 2011). This reinforces the idea that policy 

interventions supporting social enterprises in rural areas require to be tailored effectively to 

take into account specific contextual needs and requirements (Steiner & Teasdale, 2019; van 

Twuijver et al., 2020).   

Project 4: ‘Passage from India’ 

In January 2011, 13 women from seven different communities in Glasgow were supported by 

the Church of Scotland to travel to India to study women’s self-help groups, a model that has 

been used there to address social and financial exclusion. Inspired by what they saw, the women 
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returned to Scotland to explore how they could apply their learning to their own community 

contexts. The groups that were established as a result of the visit to India came to be known as 

‘Self-Reliant Groups’ (SRGs) and Project 4 was based on five years of ethnographic research, 

where the researcher observed and participated in SRG activities and conducted in-depth 

interviews with SRG members.  

SRGs are usually small groups of 5-10 people who come from a shared economic and social 

background and aim to meet regularly to support each other. At their meetings they agree to 

start a collective savings fund; a typical contribution is £1 per person, per meeting. These 

savings, along with any other income generated by the group, can be lent to SRG members in 

times of need or crisis. The SRGs in this study were all supported by WEvolution, an 

independent organisation established in 2014 to act as a facilitator to emerging groups, provide 

key training opportunities, and offer loans. As the SRGs began to scale up, they often started  

small businesses to generate income (Hill O’Connor, 2013; Roy et al., 2014; Roy, Hill 

O’Connor, et al., 2015) such as running a weekly lunch club, opening a laundrette, and making 

craft products for sale in the local church and craft markets.  

Hill O’Connor et al. (2020) identify two key characteristics of the SRGs that made positive 

differences to the lives of the women involved. Firstly, the savings they generated could 

provide members with control over their finances in times of acute financial stress. This not 

only gave them the ability to avoid high-interest weekly payment retailers or ‘loan sharks’, but 

also to direct savings towards people in the group who had a specific need; the opportunity to 

take a teenage son with developing behavioural issues on a short break to a caravan, for 

example. Within their groups, SRG members set the interest rates and repayment periods for 

the loans and rotated the role of treasurer, offering the women a sense of belonging, ownership 

and trust that they did not necessarily experience in other areas of their lives.   
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Over time, their financial skills – which had often been a point of anxiety for members – 

accumulated to the point where they described a ‘mastery experience’, which strengthened 

their self-efficacy. Secondly, the SRGs provided opportunities for productive activity: the 

activities associated with the small businesses the groups ran became a source of pride for the 

members, who learned new skills and felt they were contributing to their communities. The 

SRG women also reported increased confidence as a result of participating in the group. This 

meant they were able to socialise more easily with people outside their immediate family, and 

in a few cases even talk to large public audiences and the media about their SRG activities. 

Engaging with people in new and different ways had an impact on how the women engaged 

with figures of authority.  

Connecting these findings to health and wellbeing, the external validation SRG members 

received through their engagement with the group, increased their sense of voice and ability to 

use it: an important precursor to agency and the ability to create change and pursue their own 

life choices (Hill O’Connor & Baker, 2017). The analysis identified how group members used 

the SRG activities to negotiate active citizenship, providing insight into how members could 

navigate the political economy of participating in the SRG. In liberal active citizenship terms, 

participation in the SRG allowed members to demonstrate (for example, to the Jobcentre – the 

UK government-funded employment service) that they were ‘responsible’ and readying 

themselves for work. Membership in the SRG also provided space for negotiated ‘active 

citizenship’ (Jansen et al., 2006), where the women were able to make strategic decisions about 

balancing streams of income with their roles as carers (Hill O’Connor, 2016).  

Project 5: Focus 50+ 

The aim of Project 5, Focus 50+, was to understand the impact of social enterprise activities 

on the health and wellbeing of participants aged 50 and over, and how that impact was 

generated. Harnessing the European Union (EU) active aging policy definition that older age 
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begins at 50 years (Davies, 2014), Scottish social enterprise networks and support agencies 

helped us to recruit three partner organisations that all delivered activities at least once a week 

to supported older people in community spaces. The selection of organisations was based on 

the willingness of management/board to participate, their delivery of recurrent activities to 

study, and the availability and cognitive capacity of potential interviewees. Importantly, the 

study aimed to explore the health and wellbeing impacts of involvement in social enterprise 

activities on all older participants regardless of their role. Therefore, staff, clients, carers and 

volunteers were included in interviews. In total, 43 interviews were conducted using an open-

ended topic guide developed by the research team following a review of existing measures of 

subjective wellbeing, quality of life and sense of coherence. Data was collected over one year 

and included social enterprise reports and observations. 

Henderson et al. (2019) explain that all participants reported a greater sense of purpose. Staff 

and volunteers valued the opportunity to support other people, while clients emphasised the 

importance of the social enterprises providing ‘somewhere to go’ each week. By creating these 

opportunities, the social enterprises united people who otherwise would not have met and 

facilitated the formation of new social groups and connections. In this way, participating in the 

social enterprises directly benefitted their health and wellbeing, through a reduction in social 

isolation and an increase in social connectedness, both of which are known to be key 

determinants of health and wellbeing (Ottman et al., 2006).   

The ‘accessible informality’ afforded by the social enterprise enabled participants to shift roles 

and adopt strategies to enhance their own self-perceptions of identity and capabilities, 

increasing self-worth and self-confidence. Traits of what could be described as ‘downward 

social comparison’ (Festinger, 1954) could be identified among the older people participating 

in the study. This has been identified as a protective function where older people distance 

themselves from others who are the same chronological age (Chopik et al., 2018), hence 
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reducing self-internalised ageism which could threaten their wellbeing (Weiss & Freund, 

2012).  

The ‘fluidity’ and flexibility of the social enterprise activities enabled multiple sub-activities 

to emerge simultaneously. For example, a language class that became an unintended support 

group for carers, and a Men’s Group that helped with bereavement. Since such groups are often 

difficult (and expensive) to target through traditional forms of ‘intervention’, the findings from 

this project suggest that social enterprises could play an important role in addressing health and 

wellbeing service provision challenges, particularly for older people (see Farmer et al. 2010).  

Project 6: Aberdeen Foyer 

Project 6 investigated the challenges that employees in social enterprises encounter when 

engaging in social impact management tasks. Social enterprises consistently report that 

providing evidence of their organisation’s performance to funders is complex and challenging 

to plan and implement. Creating organisational capacity to identify tools and train staff to 

collect and record impact data is often difficult for small, often overstretched organisations to 

manage. Given the CommonHealth programme’s interest in elucidating the pathways and 

mechanisms between social enterprise activities and health and wellbeing outcomes, insight 

into how social enterprises tackle the issue of ‘social impact management’ is significant. Social 

impact management can be defined as processes of measuring and monitoring the impact of 

social enterprises, such as for organisational and funder reporting. Understanding the impact 

measurement tools and processes that social enterprises use was also of interest and this aspect 

was investigated from the perspective of managers considering the strategic future of 

organisations, as well as staff and volunteers collecting and recording impact data.    

A process that supported such organisations to identify robust outcomes and indicators was co-

created with Aberdeen Foyer; a social enterprise based in Aberdeen in the northeast of Scotland 
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that supports people towards independent living. The outcomes and indicators were then used 

to build an ‘impact management process’. This was then tested with six further social 

enterprises engaged in delivering projects and interventions related to health and wellbeing. 

Their focus included: housing, substance misuse, learning, employability, early intervention, 

and family support. Across these organisations a total of 40 interviews was conducted with 

client-facing service delivery staff, focusing on the impact management activities in which they 

directly engaged. A further 20 interviews were conducted with operational and strategic-level 

management. The interviews were recorded, transcribed and coded, then analysed thematically. 

Fulford and Liddell (2018a, 2018b) found that social impact measurement activities needed to 

maintain both internal and external relevance, meaning that as well as satisfying the 

requirements of funders, the processes created should facilitate organisational learning. The 

ability of an organisation to undertake a systematic analysis of available social impact 

measurement resources and select the right tools for their requirements was crucial. Often, the 

researchers found, there was a temptation for social enterprises to use tools that seem current 

or fashionable, even if they were a poor fit for the organisation’s requirements. Making sure 

that all staff felt comfortable with their role in measuring social impact and the tools and 

language they were expected to use was significant for successful social impact measurement. 

Finally, the researchers concluded that processes implemented should be meaningful within 

the daily workflow of staff; aligning closely with their working environment so that the process 

of social impact management does not become burdensome.  

Project 7: Housing through Social Enterprise 

The research conducted through Project 7, ‘Housing through social enterprise’ aimed to test 

the CommonHealth hypothesis that social enterprises may deliver health and wellbeing 

impacts, with a focus on the varied roles of social enterprise in parts of the housing sector. A 

longitudinal, mixed methods study was completed over three phases. The research followed a 
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cohort of new tenants from each organisation over the first year of their tenancy, interviewing 

them at the start of their tenancy, after 2-4 months, and after 9-12 months. At each of the 

interviews, tenants were asked questions relating to their health and wellbeing. This included 

measures of wellbeing and perceived impacts on wellbeing and quality of life from the property 

and the social enterprise housing service. The interviews covered a discussion relating to the 

property itself, how tenants were coping financially, and community and social supports they 

received.  

Garnham and Rolfe (2019) found that many of the mechanisms linking housing to health and 

wellbeing operate through tenants’ ability to establish a sense of ‘home’ in their new tenancy: 

recognising that housing is not just a physical shelter, but a foundation for social, psychological 

and cultural wellbeing. They found that tenants’ health and wellbeing generally improved over 

the first year of their tenancy. A strong relationship with a named member of staff, who 

respected them and understood their particular needs, history and situation, was found to be 

important to tenants. Furthermore, a good quality property was one that was efficient and free 

from obvious physical defects, but also well decorated, comfortable and ‘homely’ with the 

condition on move-in day especially important. Although tenants had varying ideas about how 

much they wanted to improve or customise a property to their own tastes, their ability to 

influence this was dependent upon whether they had the capacity, permission or resources to 

do so. Financial challenges were particularly acute at the start of a new tenancy, with some 

tenants struggling to recover from this because of ongoing high or unexpected expenses, many 

of which were related to their properties or tenancies. While tenants valued a sense of safety, 

friendliness and amenities, and having social support networks in their local area, their 

neighbourhood priorities depended on their personal circumstances, characteristics and prior 

experience. Ultimately, having a choice of where they would live was the most important issue 

for tenants.  
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Tenants of the ‘hybrid’ housing organisation (Rolfe et al., 2019) organised as a social enterprise 

showed relatively greater health and wellbeing improvements and satisfaction with their letting 

agency compared to the Housing Association and private landlord tenants. Considering the 

implications of these findings, therefore, social enterprises may have a significant role to play 

in relieving pressure on social housing and providing better outcomes for vulnerable tenants 

compared with the mainstream, for-profit sector. Moreover, the data suggested that it was 

precisely the blurring of the conventionally established boundaries between the social housing 

and private rental sector that led to improved tenant wellbeing and satisfaction since they were 

able to bring different principles (or ‘logics’ – see (Pache & Santos, 2013) to bear: rather than 

simply focusing on extracting maximum profit, their activities were guided by the principle 

that “vulnerable people get access to quality housing and are treated well” (Rolfe et al 2019: 

9). 

Discussion 

The groundwork for synthesising findings across the various CommonHealth projects began 

during the final two years of the research programme. Through ‘Project 8’ researchers ran a 

series of events that were designed to generate discussion between the project teams on their 

emerging findings, as well as with policymakers and sector representatives. Further synthesis 

has taken place since the teams started to publish their individual project findings and formal 

synthesis will continue for some time yet. As described above, the research conducted by 

various projects was generally exploratory and mostly utilised qualitative methods, albeit with 

tailored approaches per project. Although often beginning from different methodological 

foundations, the projects have permitted development of rich descriptions based on lived 

accounts of people involved in and with social enterprises, whether as board members, staff, 

volunteers, or beneficiaries. The projects (generally speaking) did not seek to measure 

outcomes or impacts on large participant samples but sought to reveal the plausible 
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mechanisms by which impacts on health and well-being were achieved, which can then serve 

as the basis for identifying some overarching findings about pathways between social 

enterprise, health and wellbeing. Although articulated in slightly different terms in each project, 

taken together the qualitative findings point to a common set of intermediate determinants of 

longer-term health outcomes in relation to: social inclusion; social capital; connectedness and 

sense of belonging; empowerment and control; confidence and self-worth; and sense of 

meaning or purpose in life. Figure 1 brings together some of the high-level insights from the 

qualitative studies on the impact of social enterprises on health and wellbeing across different 

geographical and demographic contexts. While the diagram shows how ‘sense of purpose’ can 

be described as a shared impact, this is just one example provided for the purposes of this 

chapter, and further synthesis will begin to illuminate further shared outcomes in future 

publications. 

 

Figure 1: Pathways to Impact - ‘Sense of purpose’ example 

The diagram illustrates several of the experiences provided by social enterprises discussed, 

which we have identified as ‘spaces and activities’ (particularly project 3), ‘mastery 
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experiences’ (project 4), and ‘accessible informality’ (project 5). The diagram also illustrates 

the observation that, whilst ‘sense of purpose’ or ‘sense of worth’ are very strong themes 

running throughout the separate analyses, across geographical context and different groups of 

beneficiaries, that other (intermediate) impacts are contextually dependent. This combination 

of context and shared impacts is key, not only for drawing lessons from CommonHealth, but 

also going forward, so addressing dual requirements for evidence of individual (often-small) 

social enterprises as well as of the sector as a whole.  

Historically, social enterprise in Scotland developed from a community base, with a patchwork 

of support from local authorities, government bodies, national regeneration funds, and, more 

recently, a tailored policy framework for social enterprise which has culminated in a ten-year 

(2016-2026) social enterprise strategy co-produced between government and the sector. The 

most striking change over the longer term is how the professional dialogues that inform social 

enterprise and public health have gravitated towards each other over several decades; from the 

Ottawa Charter (WHO, 1986) and full recognition of the importance of the social determinants 

of health (Commission on Social Determinants of Health, 2008), to the more recent and 

emergent discourse around the ‘wellbeing economy’ (Coscieme et al., 2019; Costanza et al., 

2018). There are structural forces at play that have undoubtedly informed the parameters of 

this convergence, particularly since the Great Financial Crisis of 2008, which precipitated a 

decade of austerity policies, the profound effects of which on health and wellbeing are just 

starting to be understood (Marmot, 2020). Gains, to this point, in life expectancy have stalled, 

or even fallen in places, for the first time in a century (Boseley, 2020). The immediate after-

effects of the COVID-19 pandemic of 2020 in both health and economic terms have also barely 

begun to be understood. Project 1 revealed how a focus on how neoliberal policies has shifted 

health and welfare provision from a systems perspective, neglecting to reconfigure 

understandings of health actors from a community perspective. This alternative narrative 
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around the ‘service innovation’ (Farmer et al., 2018; Osborne & Brown, 2011) that social 

enterprises provide in the spaces they create, which has been far more difficult to articulate and 

make heard, has been taken up by projects 2-7 exploring the ability of social enterprises to 

address a wide variety of needs.  

Project 2 identified the diverse and complex relationship between social enterprise processes 

and intermediate health outcomes. The relationship between these processes and outcomes was 

examined in closer contextual detail in projects 3-5. What appear to be consistently important 

across the insights from these projects are the positive impacts that arise from the interaction 

between people, space and activities that community-based social enterprises provide. 

Effectively this means that social enterprises provide space for a ‘dialogic’ experience 

(Bakhtin, 1982) supporting opportunities for personal and collective growth and 

transformation, since “every human being likes to resist, confront and make personal meaning 

out of social interactions” (Nesari, 2015, p. 643). This resonates with the idea of social 

enterprise as an ‘alternative’ economic space, and an opportunity to “reject the values and 

identities associated with the mainstream, instead choosing to operate differently and being 

concerned with different values” (McHugh et al., 2019, p. 81).  

The project has also informed the impacts of social enterprises on intermediate outcomes that 

support longer-term health outcomes. Projects 3-5 found situated contextual impacts that were 

specific to the geographical and social context of their operation. For example, project 3 found 

that rural transport initiatives were vital to addressing the social isolation and loneliness 

experienced in rural communities; project 4 demonstrated the impact that the financial skills 

gained by women in urban SRGs to their feelings of self-efficacy; and project 5 found that 

older people participating in social enterprise activities made downward social comparisons 

which provide a protective function to their wellbeing. Thus, in all three of these examples, 

community-based social enterprises provided activities that fulfilled the needs of people in their 
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local areas and acted upon factors that can be connected to the social determinants of health. 

These findings are comparable to previous research which has depended on case studies to 

explore the impact of social enterprise in health and wellbeing. Indeed, the social enterprise 

research field, particularly in its early phase, was dominated by case studies generally. Where 

the CommonHealth research takes us further, though, is in the analysis of the shared impacts 

of community-based social enterprises, which appear to be consistent across contexts. 

While projects 3-5 all identified and discussed the plausible mechanisms they observed 

differently – spaces and activities; mastery experiences; assessable informality – they all 

supported an increased ‘sense of purpose’ for those participating in the social enterprises 

studied. This suggests an element of consistency in the nature of social enterprise spaces in 

relation to people and activities that permits shared health and wellbeing outcomes (such as 

sense of purpose) to emerge. The comparative evaluation work completed in project 7 

identified ‘hybridity’ (Doherty et al., 2014) as the potential element that amplified the health 

and wellbeing impacts of social enterprise housing associations in relation to both state and 

private sector housing providers. This insight provides a steer on directions for future research. 

The ability to identify some consistent findings is of crucial value to the social enterprise sector. 

Practitioners can describe in detail the complex impact that engaging with their organisation 

has on individuals and even their families, but the ability to begin to identify and articulate this 

impact beyond individual organisations and their clients is crucial to building knowledge on 

the connections between social enterprise, health and wellbeing.  

Relating this back to the voice of social enterprises, Project 2 looked at how social enterprises 

understood their impact, and to what extent they expressed this in terms of health and 

wellbeing. This was examined in greater depth in project 6, which found that although social 

enterprises have a great deal of experienced-based knowledge about their activities and 

impacts, they can struggle to identify and make use of tools that allow them to express this 
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impact for impact-reporting activities. Connecting with the sector’s perspective on evaluating 

their impact was (and will remain) essential in the endeavour of shifting the collective 

knowledge of the sector from the ‘non-obvious’ to evidenced and knowable. It is crucial not to 

overlook the importance of partnership working between the sector and academia, such as we 

saw during CommonHealth, as a means of attracting resources to start to grapple with such 

issues. Comparing these experiences with the findings of project 6, our research suggests that 

social enterprises themselves have an important role in articulating their health impacts and 

should be supported to strengthen their voices in this area. Moreover, reflecting on the findings 

of project 7, it is suggested that future investigations should consider the nature and dimensions 

of ‘hybridity’ of social enterprise (that is, their ability to draw on the logics of the state, market 

and civil society/community – see (Billis, 2010; Brandsen et al., 2005), and in what ways the 

nature of such hybridity supports the wellbeing impacts of community-based social enterprises.  

Conclusion 

There are several implications of the CommonHealth programme of research for understanding 

the impacts that social enterprises have in relation to health and wellbeing. This was (and still 

remains, in many ways) a previously understudied dimension of the contribution of civil 

society to individual and community health and wellbeing. The CommonHealth research 

projects have together illuminated and connected what social enterprises do to contribute to a 

variety of intermediate health outcomes that supports improved health and wellbeing by acting 

on the social determinants of health: social inclusion, social capital, connectedness and sense 

of belonging; empowerment and control; confidence and self-worth; and sense of meaning or 

purpose in life.  

In relation to evaluation and measurement, in future research it is imperative that approaches 

to researching social enterprise, health and wellbeing do not ‘flatten out’ social enterprise into 
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a series of stable component elements and outcomes, but should look to employ methods that 

are able to capture the fluidity and plurality of social enterprise spaces and experiences. 

Although, as we have stated, the social enterprise experience is highly contingent and 

contextually specific – involving different places, spaces, beneficiary or target groups, and so 

on – this does not mean that some degree of consistency of outcome cannot be achieved. The 

level of consistency in the nature of the spaces in relation to people and activities and the 

interactions between them permits relatively common health and wellbeing outcomes to 

emerge.  

The CommonHealth research has provided insights into health and wellbeing outcomes that 

map onto current understandings of the social determinants of health and has also supported 

the creation and development of new knowledge on the nature of social dynamics that support 

them across different community organisations and settings. There is a necessity to account for 

both context as well as commonality in order to evidence and articulate the potential 

pervasiveness of social enterprise as a driver of wellbeing.   



22 

 

References 

Arvidson, M., Lyon, F., McKay, S., & Moro, D. (2013). Valuing the Social? The Nature and 

Controversies of Measuring Social Return on Investment (SROI). Voluntary Sector 

Review, 4(1), 3–18. 

Bakhtin, M. M. (1982). The Dialogic Imagination: Four Essays (M. Holquist, Ed.; C. 

Emerson, Trans.). University of Texas Press. 

Billis, D. (Ed.). (2010). Hybrid Organizations and the Third Sector: Challenges for Practice, 

Theory and Policy. Palgrave Macmillan. 

Boseley, S. (2020, February 25). Austerity Blamed for Life Expectancy Stalling for First 

Time in Century. The Guardian. 

https://www.theguardian.com/society/2020/feb/24/austerity-blamed-for-life-

expectancy-stalling-for-first-time-in-century 

Brandsen, T., van de Donk, W., & Putters, K. (2005). Griffins or Chameleons? Hybridity as a 

Permanent and Inevitable Characteristic of the Third Sector. International Journal of 

Public Administration, 28(9–10), 749–765. 

Chopik, W. J., Bremner, R. H., Johnson, D. J., & Giasson, H. L. (2018). Age Differences in 

Age Perceptions and Developmental Transitions. Frontiers in Psychology, 9. 

https://doi.org/10.3389/fpsyg.2018.00067 

Commission on Social Determinants of Health. (2008). Closing the Gap in a Generation: 

Health Equity Through Action on the Social Determinants of Health. World Health 

Organization. 

Coscieme, L., Sutton, P., Mortensen, L. F., Kubiszewski, I., Costanza, R., Trebeck, K., 

Pulselli, F. M., Giannetti, B. F., & Fioramonti, L. (2019). Overcoming the Myths of 

Mainstream Economics to Enable a New Wellbeing Economy. Sustainability, 11(16), 

4374. https://doi.org/10.3390/su11164374 



23 

 

Costanza, R., Caniglia, B., Fioramonti, L., Kubiszewski, I., Lewis, H., Lovins, L. H., 

McGlade, J., Mortensen, L. F., Philipsen, D., Ragnarsdóttir, K. V., Roberts, D., 

Sutton, P., Trebeck, K., Wallis, S., Ward, J., Weatherhead, M., & Wilkinson, R. 

(2018). Toward a Sustainable Wellbeing Economy. The Solutions Journal, 9(2), 5. 

Davies, R. (2014). Older People in Europe. European Parliament Research Service. 

https://www.europarl.europa.eu/RegData/bibliotheque/briefing/2014/140811/LDM_B

RI(2014)140811_REV1_EN.pdf 

Doherty, B., Haugh, H., & Lyon, F. (2014). Social Enterprises as Hybrid Organizations: A 

Review and Research Agenda. International Journal of Management Reviews, 16(4), 

417–436. https://doi.org/10.1111/ijmr.12028 

Donaldson, C., Baker, R., Cheater, F., Gillespie, M., McHugh, N., & Sinclair, S. (2011). 

Social Business, Health and Well-Being. Social Business, 1(1), 17–35. 

Farmer, J., Carlisle, K., Dickson-Swift, V., Teasdale, S., Kenny, A., Taylor, J., Croker, F., 

Marini, K., & Gussy, M. (2018). Applying Social Innovation Theory to Examine How 

Community Co-Designed Health Services Develop: Using a Case Study Approach 

and Mixed Methods. BMC Health Services Research, 18(1). 

https://doi.org/10.1186/s12913-018-2852-0 

Farmer, J., Hill, C., & Muñoz, S.-A. (2012). Community Co-Production: Social Enterprise in 

Remote and Rural Communities. Edward Elgar Publishing. 

Farmer, J., Philip, L., King, G., Farrington, J., & MacLeod, M. (2010). Territorial Tensions: 

Misaligned Management and Community Perspectives on Health Services for Older 

People in Remote Rural Areas. Health & Place, 16(2), 275–283. 

https://doi.org/10.1016/j.healthplace.2009.10.010 



24 

 

Farmer, J., Steinerowski, A., & Jack, S. (2008). Starting Social Enterprises in Remote and 

Rural Scotland: Best or Worst of Circumstances? International Journal of 

Entrepreneurship and Small Business, 6(3), 450–464. 

Festinger, L. (1954). A Theory of Social Comparison Processes. Human Relations, 7(2), 117–

140. https://doi.org/10.1177/001872675400700202 

Fulford, H., & Liddell, M. (2018a). Social Impact Management: Employee Perceptions and 

Experiences. CommonHealth Briefing Paper Series: Paper Number 9. 

https://static1.squarespace.com/static/543e889fe4b0c26d0d7235e4/t/5bf41307032be4

8ae7ad3c38/1542722313562/Commonhealth_Paper9+_FINAL.pdf 

Fulford, H., & Liddell, M. (2018b). Social Impact Management: Exploring Managers’ 

Perspectives. CommonHealth Briefing Paper Series: Paper Number 10. 

https://static1.squarespace.com/static/543e889fe4b0c26d0d7235e4/t/5bf41390032be4

8ae7ad42ff/1542722449499/Commonhealth_Paper10_FINAL.pdf 

Garnham, L., & Rolfe, S. (2019). Housing as a Social Determinant of Health: Evidence from 

the Housing Through Social Enterprise Study. Glasgow Centre for Population Health. 

https://www.gcph.co.uk/assets/0000/7295/Housing_through_social_enterprise_WEB.

pdf 

Hall, K., Miller, R., & Millar, R. (2015). Public, Private or Neither? Analysing the Publicness 

of Health Care Social Enterprises. Public Management Review, 1–19. 

https://doi.org/10.1080/14719037.2015.1014398 

Henderson, F., Steiner, A., Mazzei, M., & Docherty, C. (2019). Social Enterprises’ Impact on 

Older People’s Health and Wellbeing: Exploring Scottish Experiences. Health 

Promotion International, daz102. https://doi.org/10.1093/heapro/daz102 

Hill O’Connor, C. (2013, July). The Role of Self Reliant Groups (SRGs) in Improving 

Individual Health and Wellbeing. If Not for Profit, for What? And How? The 4th 



25 

 

EMES International Research Conference on Social Enterprise, Liege, Belgium. 

http://www.iap-socent.be/sites/default/files/Hill%20O%27Connor%20ECSP-LG13-

70.pdf 

Hill O’Connor, C. (2016). The Emergence of Self Reliant Groups in Scotland: Illustrating a 

Continuum of Active Citizenship [Ph.D.]. Glasgow Caledonian University. 

Hill O’Connor, C., & Baker, R. (2017). Working with and for Social Enterprises: The Role of 

the Volunteer Ethnographer. Social Enterprise Journal, 13(02), 180–193. 

https://doi.org/10.1108/SEJ-07-2016-0033 

Hill O’Connor, C., Mazzei, M., & Baker, R. (2020). Self Reliant Groups from India to 

Scotland: Lessons from South to North. Community Development Journal, 55(2). 

https://doi.org/10.1093/cdj/bsy037 

Jansen, T., Chioncel, N., & Dekkers, H. (2006). Social Cohesion and Integration: Learning 

Active Citizenship. British Journal of Sociology of Education, 27(2), 189–205. 

https://doi.org/10.1080/01425690600556305 

Kelly, D., Steiner, A., Mazzei, M., & Baker, R. (2019). Filling a Void? The Role of Social 

Enterprise in Addressing Social Isolation and Loneliness in Rural Communities. 

Journal of Rural Studies, 70, 225–236. https://doi.org/10.1016/j.jrurstud.2019.01.024 

Macaulay, B., Mazzei, M., Roy, M. J., Teasdale, S., & Donaldson, C. (2018). Differentiating 

the Effect of Social Enterprise Activities on Health. Social Science & Medicine, 200, 

211–217. https://doi.org/10.1016/j.socscimed.2018.01.042 

Macaulay, B., Roy, M. J., Donaldson, C., Teasdale, S., & Kay, A. (2018). Conceptualizing 

the Health and Well-Being Impacts of Social Enterprise: A UK-Based Study. Health 

Promotion International, 33(5), 748–759. https://doi.org/10.1093/heapro/dax009 

Marmot, M. (2020). Health Equity in England: The Marmot Review 10 Years On. BMJ, 368. 

https://doi.org/10.1136/bmj.m693 



26 

 

McHugh, N., Baker, R., & Donaldson, C. (2019). Microcredit for Enterprise in the UK as an 

‘Alternative’ Economic Space. Geoforum, 100, 80–88. 

https://doi.org/10.1016/j.geoforum.2019.02.004 

Nesari, A. J. (2015). Dialogism versus Monologism: A Bakhtinian Approach to Teaching. 

Procedia - Social and Behavioral Sciences, 205, 642–647. 

https://doi.org/10.1016/j.sbspro.2015.09.101 

Osborne, S. P., & Brown, L. (2011). Innovation, Public Policy and Public Services Delivery 

in the UK. The Word That Would Be King? Public Administration, 89(4), 1335–

1350. https://doi.org/10.1111/j.1467-9299.2011.01932.x 

O’Shaughnessy, M. (2008). Statutory Support and the Implications for the Employee Profile 

of Rural Based Irish Work Integration Social Enterprises (WISEs). Social Enterprise 

Journal, 4(2), 126–135. https://doi.org/10.1108/17508610810902011 

O’Shaughnessy, M., Casey, E., & Enright, P. (2011). Rural Transport in Peripheral Rural 

Areas: The Role of Social Enterprises in Meeting the Needs of Rural Citizens. Social 

Enterprise Journal, 7(2), 183–190. https://doi.org/10.1108/17508611111156637 

Ottman, G., Dickson, J., & Wright, P. (2006). Social Connectedness and Health: A Literature 

Review. Cornell University ILR School. 

http://digitalcommons.ilr.cornell.edu/gladnetcollect/471 

Pache, A.-C., & Santos, F. (2013). Inside the Hybrid Organization: Selective Coupling as a 

Response to Competing Institutional Logics. Academy of Management Journal, 56(4), 

972–1001. https://doi.org/10.5465/amj.2011.0405 

Pearce, J. (1993). At the Heart of the Community Economy: Community Enterprise in a 

Changing World. Calouste Gulbenkian Foundation. 

Pearce, J. (2003). Social Enterprise in Anytown. Calouste Gulbenkian Foundation. 

Pearce, J., & Kay, A. (2008). Really Telling Accounts! Social Audit Network. 



27 

 

Rolfe, S., Garnham, L., Anderson, I., Seaman, P., Godwin, J., & Donaldson, C. (2019). 

Hybridity in the Housing Sector: Examining Impacts on Social and Private Rented 

Sector Tenants in Scotland. Housing Studies. 

https://doi.org/10.1080/02673037.2019.1648770 

Roy, M. J., Baker, R., & Kerr, S. (2017). Conceptualising the Public Health Role of Actors 

Operating Outside of Formal Health Systems: The Case of Social Enterprise. Social 

Science & Medicine, 172, 144–152. https://doi.org/10.1016/j.socscimed.2016.11.009 

Roy, M. J., Donaldson, C., Baker, R., & Kay, A. (2013). Social Enterprise: New Pathways to 

Health and Well-being? Journal of Public Health Policy, 34(1), 55–68. 

https://doi.org/10.1057/jphp.2012.61 

Roy, M. J., Hill O’Connor, C., McHugh, N., Biosca, O., & Donaldson, C. (2015). The New 

Merger: Combining Third Sector and Market-Based Approaches to Tackling 

Inequalities. Social Business, 5(1), 47–60. 

https://doi.org/10.1362/204440815X14267607784848 

Roy, M. J., McHugh, N., & Hill O’Connor, C. (2014). Social Innovation: Worklessness, 

Welfare and Well-being. Social Policy and Society, 13(3), 457–467. 

https://doi.org/10.1017/S1474746414000104 

Roy, M. J., McHugh, N., Huckfield, L., Kay, A., & Donaldson, C. (2015). ‘The Most 

Supportive Environment in the World’? Tracing the Development of an Institutional 

“Ecosystem” for Social Enterprise. Voluntas: International Journal of Voluntary and 

Nonprofit Organizations, 26(3), 777–800. https://doi.org/10.1007/s11266-014-9459-9 

Steiner, A., & Teasdale, S. (2019). Unlocking the Potential of Rural Social Enterprise. 

Journal of Rural Studies, 70, 144–154. https://doi.org/10.1016/j.jrurstud.2017.12.021 

Townsend, P., & Davidson, N. (1982). Inequalities in Health: The Black Report. Penguin. 



28 

 

van Twuijver, M. W., Olmedo, L., O’Shaughnessy, M., & Hennessy, T. (2020). Rural Social 

Enterprises in Europe: A Systematic Literature Review. Local Economy. 

https://doi.org/10.1177/0269094220907024 

Vickers, I., Lyon, F., Sepulveda, L., & McMullin, C. (2017). Public Service Innovation and 

Multiple Institutional Logics: The Case of Hybrid Social Enterprise Providers of 

Health and Wellbeing. Research Policy, 46(10), 1755–1768. 

https://doi.org/10.1016/j.respol.2017.08.003 

Weiss, D., & Freund, A. M. (2012). Still Young at Heart: Negative Age-Related Information 

Motivates Distancing from Same-Aged People. Psychology and Aging, 27(1), 173–

180. https://doi.org/10.1037/a0024819 

Whitehead, M. (1992). The Concepts and Principles of Equity and Health. International 

Journal of Health Services, 22(3), 429–445. 

WHO. (1986, November 21). The Ottawa Charter for Health Promotion. First International 

Conference on Health Promotion, Ottawa. 

http://www.who.int/healthpromotion/conferences/previous/ottawa/en/ 

Wilkinson, R. G., & Marmot, M. G. (Eds.). (2003). Social Determinants of Health: The Solid 

Facts (2nd ed.). World Health Organization, Regional Office for Europe. 

 


	How do social enterprises impact upon health and wellbeing? Some lessons from CommonHealth
	Abstract
	Considering that new thinking was required to address longstanding and ever-deepening health inequalities in Scotland, we explored the potential of social enterprises to address the factors in the social environment that we know favour or harm health:...
	Author’s Pre-publication Version
	Introduction
	CommonHealth: an overview
	Project 1: the ‘history project’
	Project 2: The ‘contemporary’ project
	Project 3: Growth at the Edge
	Project 4: ‘Passage from India’
	Project 5: Focus 50+
	Project 6: Aberdeen Foyer

	Discussion


