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Research Coproduction in Healthcare, First Edition. Edited by 
Ian D. Graham, Jo Rycroft-Malone, Anita Kothari, and Chris McCutcheon. 
© 2022 John Wiley & Sons Ltd. Published 2022 by John Wiley & Sons Ltd.

I n t r o d u c t i o n

BACKGROUND: WHAT IS THIS BOOK ABOUT?

Research coproduction is a collaborative way to plan and implement healthcare 
research. Instead of the researcher working alone, driven by academic curiosity, 
those who will use the research – called knowledge users – are part of the 
research team. A researcher or a knowledge user can initiate the research pro-
ject. The idea is that multiple perspectives about a research problem will result 
in research that is more relevant to programs, policies, practice, patients, and 
communities. The findings will be more feasible to implement, eventually 
resulting in better health services and improved health and wellness. In this 
book we define research coproduction as a model of collaborative research 
that explicitly responds to knowledge user needs in order to produce research 
findings that are useful, useable, and used. Collaboration in coproduction 
research is characterized by shared decision-making between knowledge users 
and researchers, mutual learning, and respect.

This emerging approach is receiving strong attention in healthcare for a 
number of reasons. One motivation is the indicators that research findings are 
not finding their way into practice, programs, or policy, suggesting a lag time 
between research findings and their application (Health Economics Research 
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Group et al. 2008). This gap in implementation of research results has been 
noticed by governments and research funders, who need to demonstrate a return 
on investment. Historically and theoretically, the problem has been called the 
two-community problem, characterized by differences in timelines, jargon, and 
performance rewards between the researcher and knowledge user communities 
(Dunn 1980). Two solutions have been presented for this lag time in research 
application. First, knowledge transfer strategies have focused on improved tai-
loring and dissemination efforts of research findings for knowledge users, start-
ing from the assumption that knowing and practice are two separate 
epistemologies; in this worldview, using research findings to make healthcare 
decisions is seen as rational behavior. The second solution is about a different 
way to generate knowledge, a collaborative way that assumes knowledge and 
practice are linked, and hence coproduction approaches will result in research 
findings that are more feasible and relevant for practice (Greenhalgh and 
 Wieringa 2011). In this book, we spotlight the latter approach to knowledge gen-
eration. The assumption is that research coproduction will result in research 
that is relevant and usable in particular (practice/policy/patients/community) 
contexts, thus accelerating the application of research findings to solve real-
world problems.

Another motivation for research coproduction is the conceptual shift, from 
patient to consumer of healthcare, which has led to the recognition from health-
care organizations for patient, caregiver, and public involvement in research. 
Endeavors such as the INVOLVE initiative (INVOLVE 2012), Patient-Centred 
Outcomes Research Initiative (PCORI) (Selby 2013), and Strategy for Patient 
Oriented Research (SPOR) (Canadian Institutes of Health Research 2014) were 
created, and they aligned with the patient and consumer activism movement in 
research, often termed patient and public engagement or involvement. Major 
funders, like the UK’s National Institute of Health Research and PCORI in the 
USA, signaled their support for this partnered approach by requiring patient or 
public participation in research projects from the outset. In shifting from patients 
to consumers, this movement acknowledges patient/public agency and power in 
health and social care processes.

The broader societal shift around re-defining “the expert” and democratiz-
ing science also motivates the turn to research coproduction. This agenda has a 
broad focus, whether that be related to institutions (through which knowledge 
production is supported) (Hutchinson et al. Chapter 3.5), decision-making (for 
which research findings are considered along with lay persons’ knowledge) 
(Ludwig and Banner Chapter 3.2), or determining scientific impact (where soci-
etal outcomes are counted along with contributions to science) (McLean et al. 
Chapter 4.3). The important lesson is that this agenda, which is complementary 
to the consumerism movement, strives to rebalance the privileging of science. 
Research coproduction is a way to give power to citizens and their values by 
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creating an inclusive and deliberative knowledge-generation process with equal 
contributions from multiple types of knowledge (Ritter et al. 2018).

Often there is ambiguity in the broader literature about exactly who the 
stakeholders are in contrast to knowledge users (McGrath and Whitty 2017). We 
define stakeholders as all individuals and groups who might be interested in, or 
affected by, the research findings, such as funders or managers in the wider 
healthcare community. Knowledge users are a special set of stakeholders who 
use research findings to make healthcare or system decisions over which they 
have control; these knowledge users are sometimes called “decision makers.” 
They include, but are not limited to, policy makers, clinicians, health system 
managers, the public, patients, and researchers from different fields or indus-
tries. A second group of stakeholders is not in a position to make decisions but 
is affected by the decisions that knowledge users make, and by the research. The 
third group of stakeholders does not make decisions and is not directly impacted, 
but is generally interested in research findings.

In terms of their role within a research team, knowledge users are consid-
ered research partners (essentially, co-investigators or research team members 
on research projects or research programs); they are necessary for research 
coproduction. Stakeholders from groups two (affected by the research findings) 
or three (interested in the findings) could be included as research partners, but 
often they are not. Stakeholders from any of the three groups could also be 
included as advisors (advisory committee members to projects or individuals 
consulted by the research team to elicit their unique perspectives) to the research 
process or the dissemination of project findings (McCutcheon et al. Chapter 
4.2). As advisors, they might provide guidance to the research team at key deci-
sion points about methodology, dissemination, or implementation, but they are 
not as closely integrated with the research process as the knowledge user part-
ners, nor are they considered equal partners with researchers on the team. 
 Figure 1.1 depicts these possible different groups, where stakeholders operating 
as knowledge user partners is a necessary condition for research coproduction.

Understanding these distinctions among knowledge user partners, knowl-
edge user advisors, and stakeholders can be extremely useful in understanding 
the different perspectives each brings to the coproduction process. Armed with 
this understanding, coproduction research teams can consider the possible need 
for different levels of involvement depending on the stage of the research pro-
cess. For example, some stakeholders might be engaged broadly through surveys 
or workshops, but the team might decide that stakeholders also need to be aware 
of ongoing project findings throughout the research, using tailored dissemina-
tion strategies. We encourage the coproduction team to attend to each category 
of involvement and engagement by thinking about what to measure, engage-
ment processes and related barriers, information and dissemination needs, and 
sustainability issues.



4 Introduction Introduction 

FOCUS OF THE CHAPTER: WHAT DO WE MEAN BY 
RESEARCH COPRODUCTION?

This book focuses on coproduction during the research endeavor (a model of 
collaborative research that explicitly responds to knowledge user needs in order 
to produce research findings that are useful, useable, and used). Research copro-
duction is an approach that can be superimposed on any study design or research 
methodology and associated method (e.g., see Baumbusch et al. (2018) for an 
account of research coproduction and ethnography). Therefore, we position it as 
a lens but not quite yet as a philosophy accompanied by a particular epistemol-
ogy, as others have defined partnered research (Frank et al. 2020). This lens can 
be layered on top of other paradigms and ontologies. Research coproduction can 
be characterized as taking up a problem and using deliberative processes to turn 
it into a question that is useful for, or derived from, the practice/policy field and 
from gaps in knowledge. Research coproduction adopts a participatory approach. 
Team members – researchers and knowledge users – are equal partners with 
respect to research and dissemination decisions, drawing on everyone’s exper-
tise. Research coproduction usually originates in one of three ways: 1) research-
ers initiate a discussion with knowledge users about a potential research question 

THE COPRODUCTION RESEARCH TEAM AND STAKEHOLDERS.
* could include knowledge users and other stakeholders who are impacted and/or interested 
in the research findings. Adapted from: Reszel J, Sprague AE, Darling EK, on behalf of the 
Ontario Birth Centre Demonstration project evaluation team. An integrated knowledge trans-
lation approach to evaluate the first year of operations of two new freestanding, midwifery-led 
birth centers in Ontario. In: McCutcheon C, Reszel J, Kothari A, Graham ID, editors. How We 
Work Together: The Integrated Knowledge Translation Research Network Casebook. Volume 4. 
Ottawa, ON: Integrated Knowledge Translation Research Network. 2021; 11–15.
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or problem, 2) researchers and knowledge users collectively come up with a 
research question or problem, or 3) knowledge users initiate discussion with 
researchers about a research question or problem of interest to them. Researcher-
initiated coproduction is the most common way researcher–knowledge user 
partnerships are developed. Because knowledge user partners are invested in the 
research question, and see the research-generating solutions to their problems/
issues, they can easily use the findings in practice or policy. Research coproduc-
tion is also about mutual learning – through a research project a researcher 
learns about the knowledge user partner context and the knowledge user learns 
about research.

One way to understand research coproduction is to contrast the approach 
with traditional, researcher-driven research (Bowen and Graham 2013) that 
uses knowledge translation strategies to get research findings in the hands of 
knowledge users. Bowen and Graham (2013) have framed the problem as the 
failure to effectively communicate research findings and with the research gen-
eration process itself; research coproduction is positioned as a solution. The 
authors state that researcher-driven research is fueled by curiosity, while 
research coproduction is usually motivated by knowledge user-identified prob-
lems. Unlike researcher-driven research, in research coproduction the team is 
composed of researchers and knowledge users, all of whom decide on the 
research question, data collection approaches including analysis, outcome meas-
ures, and implementation approaches. Knowledge users are equal partners on 
the team, and their insights are valued in research discussions. This implies that 
what counts as evidence in research coproduction can often go beyond research 
findings (researcher-driven) to also include expert knowledge, local knowledge, 
cultural knowledge, and patient/caregiver experiential knowledge, especially 
when data are interpreted in discussions using this knowledge. Finally, another 
important difference is that researcher-driven research focuses on generalizable 
findings that can be applied across contexts, while research coproduction is 
focused on findings that are feasible and most often relevant for application in a 
particular context, yet theoretically transferable to other contexts.

As shown in Chapters 2.3 (Effects, Facilitators, and Barriers), 5.3 (Role of 
Funders), and elsewhere (Campbell and Vanderhoven 2016), there are many ben-
efits to research coproduction. In 2012, the Canadian Institutes of Health Research 
released a report of an evaluation of CIHR’s Knowledge Translation Funding Pro-
gram (McLean and Tucker 2013). This was, and remains, the largest and most 
comprehensive evaluation of a health funder’s research coproduction funding 
program. CIHR uses the term integrated knowledge translation (IKT) in a way 
that aligns with research coproduction. The evaluation revealed that the grants 
funded through the IKT funding program that required knowledge-user co-
investigators or co-principal investigators were just as likely to generate the same 
number of academic outputs (e.g., peer-reviewed publications, books), more 
likely to engage highly trained personnel (students, postdoctoral fellows), and 
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more likely to produce knowledge translation or dissemination outputs (e.g., 
websites, decision tools) compared to more traditional researcher-driven project 
grants funded by CIHR (i.e., with no knowledge users on the research team). It 
has also been shown that IKT projects tend to be based on what researchers and 
knowledge users refer to as meaningful partnerships, which they consider to be 
“a catalyst for increasing both the relevance of research and the use of research,” 
(McLean and Tucker 2013, p. ii). Evaluation findings demonstrated that the 
involvement of partners in research happened more often with IKT structured 
grants; these grants were more likely to influence the behavior of knowledge user 
partners and lead to the creation of real-world relevant applications.

The take-home message from this evaluation is that coproduction grants are 
complementary to traditional researcher-driven grants. It takes time and effort 
to develop productive relationships with knowledge user partners to plan and 
execute coproduction grants. However, these grants have the potential to influ-
ence uptake and the impact of the research findings and, from a researcher’s 
perspective, produce similar or more academic outputs, highly qualified person-
nel, and knowledge translation products than traditional grants.

KNOWN FROM THE LITERATURE: INTELLECTUAL ORIGINS 
AND HISTORICAL TRADITIONS

Research coproduction can trace its intellectual development and departure 
from traditional research approaches to a range of disciplines and fields. To 
describe these threads, Nguyen et al. (2020) examined five specific collaborative 
research approaches: IKT, engaged scholarship, Mode 2 research, coproduction, 
and participatory research. Nguyen and colleagues noted more similarities than 
differences across these five approaches, based on interviews with experts in the 
field. The identified common elements included: an orientation towards true 
partnerships and collaborations, the need for extensive time and financial 
resources, and similar core values and principles. Participants also focused on 
the “essential components and processes rather than labels” (Nguyen et al. 2020, 
p. 2). Below we describe each of these five approaches to contribute to our con-
ceptualization of research coproduction.

The concept of research coproduction is very closely aligned with the Cana-
dian term IKT, the first partnership approach examined by Nguyen et al., defined 
as a “model of collaborative research, where researchers work with knowledge-
users who identify a problem and have the authority to implement the research 
recommendations” (Kothari et al. 2017, p. 299). IKT “…represents a different 
way of doing research and involves active collaboration between researchers and 
research users in all parts of the research process, including the shaping of the 
research questions, decisions about the methods involvement in the data collec-
tion and tools development, interpretation of the findings and dissemination 
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and implementation of the research results,” (Graham and Tetroe 2007, p. 21). In 
some cases, the co-development of an intervention (service/treatment/imple-
mentation strategy) is considered research coproduction, but it would not be 
considered research coproduction from an IKT perspective as this would repre-
sent coproduction of only one phase of the research process rather than the 
entire research process.

Nguyen and colleagues included engaged scholarship as another collabora-
tive approach in their study. The driver behind engaged scholarship is the gap 
between theory and practice, albeit from a management perspective. Boyer 
(1996) and Van de Ven (Van de Ven 2018; Van de Ven and Johnson 2006) have 
developed the concept of engaged scholarship: an identity or positionality 
between researchers and their communities, which forms a learning community 
through negotiation and mutual respect – a research model where others (i.e., 
relevant non-researcher perspectives) contribute whose voices are valued. Van 
de Ven offers at least four different forms of engaged scholarship depending on 
the type of research (e.g., description, action intervention) and whether the 
researcher is located externally, like a consultant, or internally within an organi-
zation (Cuthill 2008). Engaged scholarship relationships can include research, 
teaching, and service activities to benefit communities (Bowen 2015).

Mode 2, the third collaborative approach examined by Nguyen and col-
leagues, is another influential view alongside research coproduction. In the 
1990s, Gibbons and Nowotny developed the concept of Mode 2 research to dif-
ferentiate it from what they called Mode 1 research (Gibbons 1999; Nowotny 
et al. 2003). The former concept reflects a reinvigorated social contract between 
universities and society in which research is based on social problems. In addi-
tion, Mode 2 research is seen as transdisciplinary, scientifically valid, and socially 
robust. The research process is conducted with engagement of knowledge users, 
including industry partners. Thus, research is conducted with an eye to applica-
tion. Mode 1 research, on the other hand, represents traditional, curiosity-driven 
university research that takes the position of objectivity as scientifically valid. 
Subsequently, Mode 3 research (Carayannis et al. 2016) – basic research in the 
context of application – was proposed to work by supporting diverse knowledge 
production and innovation or application approaches, such as across 
Modes 1 and 2.

A historical lens shows how the general term “coproduction,” the next 
approach examined by Nguyen et al., was developed in the field of economics. 
Ostrom and colleagues used it to stress the need to include consumers in the 
production and consumption of public services, specifically police services 
(Ostrom 1973; Ostrom et al. 1978). Scholars then extended the concept to other 
public services. The general premise was that consumers or clients have local 
knowledge and resources that are just as important as the expert skills held 
by practitioners. It was envisioned that, with this knowledge, consumers 
would be able to design services for better outcomes. The original definition of 
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coproduction was the “…process through which inputs used to produce a good or 
service are contributed by individuals who are not ‘in’ the same organization” 
(Ostrom 1996, p. 1073). This broader view of coproduction for applied health 
services continues to be popular in several countries.

The tradition of involving the community in the process of health research 
encompasses a number of sub-genres, such as action research or community-
based participatory research. This entire body of literature is vast and well devel-
oped. While each sub-genre has developed its own nuanced method, the broad 
tradition of participatory research rests on the principles of social justice, com-
munity expertise and capacity-building. Nguyen et al. (2020) describe the two 
major branches of participatory research known as the Northern and Southern 
Traditions. The former, originally developed in the US and the UK based on 
Lewin’s work, can be characterized as cycles of reflection and action with com-
munity members who are positioned as co-researchers (Lewin 1946). Through 
collaborative efforts, problems that concern community members are addressed 
with community-generated solutions. The Southern tradition, credited to Freire 
(1970), is rooted in emancipation of disadvantaged groups through their engage-
ment in research and change. Much of this original work can be traced to South 
America, Africa and Asia. Participatory research has a strong focus on process as 
well as on power: humility is needed to reflect authentically on privilege and 
power (Nguyen et al. 2020).

Nguyen and colleagues found that IKT, engaged scholarship, Mode 2 
research, coproduction, and participatory research share more similarities than 
differences. They vary in the extent to which they are concerned with emancipa-
tion, building the capacity of knowledge users to become researchers in their 
own right, or relinquishing complete power to knowledge users. They share a 
common view on being action-oriented, facilitating authentic partnering and 
involvement with non-researcher partners, and embracing diverse sources of 
knowledge (Bowen 2015). Essentially, these collaborative research approaches 
acknowledge and value the different knowledge, skills, and lived experiences 
brought to the research partnership by researchers and knowledge user partners.

It is likely that other collaborative approaches will also shape how we think 
about research coproduction. These models influence how we conceptualize the 
relationship, the partnering, and the partners; how we think about power within 
this process; and how collective efficacy is actualized. Research coproduction is 
a cross-disciplinary and pluralistic approach with its roots embedded in many 
traditions. The relationship between researchers and knowledge users within a 
coproduction approach represents shared expertise through a research process, 
where both are equal partners. Researchers bring their expertise in conducting 
research; knowledge users bring their expertise, including lived experience of 
the research issue and implementation know-how. These different perspectives 
enrich the research project and generate synergistic effects.
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SCOPE OF THE BOOK

The collection of chapters in this book presents both the scholarship and appli-
cation of coproduction for researchers, knowledge users, funders, organizations 
and coproduction teams. Chapter authors discuss coproduction occurring in 
projects, programs of research, at an organizational or geographical level. Most 
chapters focus on high-income countries. The use of examples, key learnings, 
and the development of a slide presentation for each chapter is intended to 
ensure the chapters are practical and useful for a range of audiences. The chap-
ters stand on their own, which means readers might notice some overlapping 
content or different interpretations of concepts. For example, some authors pre-
sent slightly different “principles” for coproduction (Plamondon et al. Chapter 
2.2; Sibley et al. Chapter 2.3; Langley et al. Chapter 3.3; Hutchinson et al. Chap-
ter 3.5). Our response is that readers do not try to locate the perfect set of princi-
ples but rather use them to frame their partnership planning and discussions. In 
addition, research coproduction includes some skills that are not emphasized in 
traditional research training, like building trust through humility, ongoing com-
munication, and emotional intelligence. These “soft skills,” discussed by Sibley 
and colleagues (Chapter 2.3), Hutchison et al. (Chapter 3.5), and others (Hoek-
stra et al. 2020) are important for the relational aspects of successful research 
collaboration between very different groups.

Section 2 of the book lays down the foundations of research coproduction. 
Salsberg and MacFarlane start Chapter 2.1 by making the case for the impor-
tance of developing a theory of coproduction. To support this development, they 
discuss the concepts underlying coproduction, such as power and tokenism, 
complemented by a description of the key literature theorizing research copro-
duction. Plamondon and colleagues, in Chapter 2.2, elaborate on the notions of 
power and equity as the touchpoints of social systems, structures, and human 
interactions. They highlight coproduction’s transformative potential for social 
change. The concluding Chapter (2.3), by Sibley and colleagues, presents 
research coproduction facilitators and barriers, organized as individual, rela-
tionship, process, and system factors, as identified in the published literature. 
The effects of coproduction are also described.

The theme of Section 3 is the structures and processes related to working 
with a range of knowledge users. Cooke et al. provide some helpful approaches 
in Chapter 3.1, using case examples to initiate a research coproduction relation-
ship at both project and program levels. What becomes clear is that spending 
time on relationship infrastructure, like developing a joint vision and doing 
some relationship building, is important at both levels. Chapter 3.2, by Ludwig 
and Banner, takes up patients and caregivers as coproduction partners, noting 
the barriers to partnering meaningfully with this knowledge user category. Strat-
egies that researchers and patients can use to build an effective research 
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partnership are offered. In the chapter that follows, 3.3, Langley and colleagues 
direct their comments at researchers to advance a principles-based approach to 
research coproduction. The five principles are accompanied by resources to 
assist in the application of the principles. Next, in Chapter 3.4, Bowen et al. 
direct their comments at organizations (i.e., health leaders and managers) who 
wish to be more savvy in their coproduction involvement. They encourage 
organizations to clearly specify the role they wish to play in research, and then 
ensure that policies, structures, and processes are established to avoid any nega-
tive consequences to partnering. Research coproduction can also occur when 
universities and health service organizations partner, as described by Hutchison 
et al. in Chapter 3.5. Similarly to the previous chapter, this one presents practical 
strategies in the area of partnership management, sustainability, and evaluation 
to mitigate any possible challenges to a productive relationship; these strategies 
are based on the underlying principles of mutual respect, trust, transparency, 
flexibility, open communication, shared knowledge, and commitment.

The chapters in Section 4 address the planning, doing, and evaluating of 
research coproduction. In Chapter 4.1, Graham and colleagues write about how 
to write a successful research coproduction proposal. They draw on guides from 
funders, their own experience as funders and peer reviewers, the published 
 literature, and tips from Twitter colleagues to put together a comprehensive 
blueprint with several key learnings for grant writers. Next, in Chapter 4.2, 
McCutcheon et al. take and adapt current guidance on dissemination to reflect 
when knowledge users and researchers also collaborate on the dissemination 
plan, in addition to the knowledge generation. Even researcher-driven research 
might benefit from a coproduced dissemination plan. In Chapter 4.3, McLean 
and colleagues focus on measuring coproduction impact using the RQ+ 
methodology.

Capacity-building and infrastructure are discussed in Section 5. In the first 
chapter of this section (5.1), Burton and Elin discuss research coproduction and 
implementation competencies related to mastery of research, personal effective-
ness, public involvement, and impact generation. Next, as trainees, Cassidy and 
colleagues are offering their perspective in Chapter 5.2 to provide a much-needed 
roadmap to other trainees wanting to move into the research coproduction 
space. Chapter 5.3 focuses on the role of funders and speaks to how funding 
agencies can support research coproduction at program design, application 
review, project facilitation, and reporting stages. Holmes and Jones suggest that 
funders can promote research coproduction on multiple levels.

We end the book with a reflective chapter to reveal overarching themes of 
several chapters and identify some essential building blocks of research copro-
duction. Readers might be interested in how chapter authors presented research 
coproduction as a lens (rather than a method), and correspondingly, that involve-
ment with knowledge users and stakeholders ought to remain flexible. We 
describe the strong push for meaningful and authentic partnerships. In parallel, 
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authors situated research coproduction partnerships within contextual layers, 
each with its own challenges and opportunities. Other considerations include 
the need to build individual and system-level competencies for coproduction. 
Finally, we propose that, when properly understood, we have entered the fourth 
generation of knowledge to action, called “democratization,” that builds on and 
evolves the earlier generations of linear, relational, and systems knowledge to 
action thinking.
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Key Learning Points

•	 The	 theory	 of	 research	 coproduction	 is	 important	 to	 improve	 our	
conceptual	understanding	about,	and	support,	the	practices	and	processes	
of	meaningful	research	partnerships.

•	 Theorizing	about	research	coproduction	is	underway	and	is	essential	for	
clarifying	 conceptual	 ambiguities	 about	 what	 research	 coproduction	 is	
and	 for	 understanding	 relationships	 and	 mechanisms	 between	 its	
core	concepts.

•	 Combining	knowledge	about	the	theory	and	concepts	of	research	copro-
duction	with	implementation	theories	will	enrich	our	understanding	of	
what	 it	 takes	 to	co-generate,	 implement	and	sustain	new	knowledge	 in	
routine	practice,	programmes	and	policy	in	health	care	settings.

Research Coproduction
2.1 Conceptualizing and Theorizing for 
Research Coproduction

Anne MacFarlane and Jon Salsberg

F o u n d a t i o n s  of 
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INTRODUCTION

In	this	chapter,	we	use	the	term	coproduction	broadly	to	encapsulate	research	
approaches	 that	 meaningfully	 engage	 and	 empower	 a	 broad	 range	 of	 stake-
holders,	particularly	those	who	must	use	or	stand	to	benefit	from	the	research	
process.	Research	coproduction	is	an	extrapolation	of	Ostrom’s	(1996)	original	
proposition	of	coproduction	as	a	synergistic	collaboration	between	public	pro-
viders	 and	 service	 users/consumers	 in	 the	 coproduction	 of	 public	 services	
(Ostrom	1996).	Research	coproduction	in	the	field	of	healthcare	integrates	stake-
holders	and	knowledge	users	 from	community,	clinical,	policy,	and	academic	
settings	into	the	knowledge	creation	process	to	maximize	the	chance	of	using	
that	knowledge	 to	achieve	outcomes	 such	as	changes	 in	health	policy	and/or	
healthcare	 practice	 (Nguyen	 et	 al.	 2020	 and	 see	 Chapter	 1).	 The	 process	 of	
research	coproduction	emphasizes	equality	among	stakeholders	and	knowledge	
users	 by	 placing	 a	 value	 on	 the	 diversity	 of	 experiences	 and	 knowledge.	 The	
emphasis	is	on	giving voice to all involved	so	that	their	expertise	is	acknowledged	
and	incorporated	into	the	research	process.	This	adds	breadth	and	depth	to	more	
traditional	forms	of	research,	which	have	privileged	academic	knowledge	only	
(Nguyen	et	al.	2020;	Wallerstein	and	Duran	2010).	Thus,	research	coproduction	
leads	 to	 more	 comprehensive	 and	 inclusive	 knowledge	 that	 can	 be	 used	 to	
improve	health	status	and	health	 (Nguyen	et	al.	2020;	Wallerstein	and	Duran	
2010).	 This	 is	 beneficial	 for	 all	 research	 but	 has	 particular	 significance	 for	
research	 with	 people	 who	 are	 underserved,	 harmed	 by	 the	 research	 process	
itself,	experience	marginalization	and	inequitable	health	outcomes	(e.g.,	people	
of	color),	Indigenous	communities,	and	migrants	(Macaulay	et	al.	1999;	Waller-
stein	and	Duran	2010	and	see	Chapter	2.2).

The	key	issue	arising	from	this	basic	premise	is	that	research	coproduction	
needs	to	be	meaningful	to	combat	the	problem	of	tokenistic	participation.	This	is	
important	because	too	often	stakeholders	and	knowledge	users	are	involved	in	
events	and	activities	by	researchers	in	order	to	“tick	a	box,”	to	say	that	there	was	
participation,	when	in	fact	there	was	none:	decisions	had	already	been	taken,	or	
the	 process	 used	 limited	 the	 scope	 for	 stakeholders	 and	 knowledge	 users	 to	
deliberate	and	share	decision-making	(Clarke	et	al.	2019;	Cornwall	2002).	There	
is	 a	 history	 of	 “helicopter	 research:”	 researchers	 swoop	 in	 “from	 above”	 and	
extract	 data	 from	 patient	 or	 community	 groups	 at	 a	 distance	 without	 under-
standing	their	experiential	knowledge	and	context	(Macaulay	2017).	This	leads	
to	disappointment,	distrust,	and	research	fatigue	–	particularly	among	people	of	
color,	Indigenous	communities,	and	migrants	–	as	it	repeats	a	pattern	of	institu-
tional	injustice	whereby	there	is	a	lack	of	respectful	attention	to	the	plurality	of	
knowledge	 and	 practices	 within,	 and	 across,	 social	 and	 cultural	 groups	 (see	
Chapter	2.2).	Further,	it	means	that	important	knowledge	from	key	stakeholders	
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is	missing	from	the	analysis,	so	the	quality,	sustainability,	and	overall	impact	of	
research	is	diminished	(Wallerstein	and	Duran	2010).

The	historical	origins	of	research	coproduction	are	diverse,	and	have	been	
shaped	by	 the	 influence	of	concepts	and	 theories	about	power,	ethics,	equity,	
context,	 and	 sustainability	 from	 a	 variety	 of	 disciplines	 (Nguyen	 et	 al.	 2020).	
These	include	the	organizational	action	reflection	cycle	(Lewin	1946),	engaged	
scholarship	 (Boyer	 1996),	 health	 equity-related	 theories	 of	 conscientization,	
emancipation,	and	power	for	individual	and	structural	change	(Freire	1970),	and	
post-colonial	psychology	(Duran	and	Duran	1995).	Within	some	academic	tradi-
tions	(e.g.,	Duran	and	Duran	1995;	Freire	1970),	issues	of	social	justice	and	ineq-
uity	are	central	as	they	focus	on	power	differentials	linked	with	gender,	class,	
ethnicity,	and	other	intersectional	characteristics,	as	well	as	indicators	of	social	
deprivation	or	marginalization.

These	 underlying	 concepts	 and	 theories	 are	 important	 to	 consider	 in	 our	
work	because	they	are	the	foundations of research coproduction	that	can	guide	
our	thinking	and	practice	in	terms	of	designing	partnerships,	projects,	and	their	
evaluation.	 Importantly,	 however,	 this	 is	 a	 foundation of ever-evolving knowl-
edge:	while	we	can	certainly	seek	guidance	from	underlying	concepts	and	theo-
ries,	 our	 work	 can	 also	 contribute	 further	 to	 their	 refinement,	 relevance,	 and	
impact.	Indeed,	arguably	an	important	goal	would	be	to	develop	an	overarching,	
contemporary	theory	(or	theories)	of	research	coproduction	to	provide	a	robust,	
conceptual	synthesis	and	explanation	of	when	and	how	research	coproduction	
is	successful.	Such	a	theory	would	provide	scope	for	accumulating	knowledge	
over	time	and	across	settings	(Eccles	et	al.	2009).	This	will	enhance	understand-
ing	of	what	has	worked	in	the	past.	Moreover,	it	will	help	prospectively	to	estab-
lish	and	sustain	meaningful,	impactful	research	coproduction	initiatives.	There	
is	 no	 overarching,	 dominant,	 or	 grand	 theory of research coproduction	 at	 this	
time	(Nguyen	et	al.	2020),	but	there	is	valuable	work	theorizing about research 
coproduction.

In	this	chapter,	we	begin	with	a	more	detailed	look	at	meaningful	participa-
tion	and	research	partnerships.	We	distinguish	between	theory	and	theorizing,	
and	then	provide	examples	of	theorizing	in	the	field.	These	examples	are	mostly	
based	on	our	combined	interests	in	participatory	health	research,	community-
based	participatory	research,	social	network	analysis,	participatory	spaces	and	
participatory	learning,	and	action	research	from	European	and	North	American	
research.	Throughout,	we	consider	the	implications	of	this	work	for	the	practice	
of	research	coproduction.	We	highlight	how	findings	from	these	examples	can	
be	 used	 to	 guide	 project	 partnership	 development	 and	 sustainability,	 project	
development,	implementation,	evaluation,	etc.	We	end	with	a	close	look	at	how	
theorizing	 about	 research	 coproduction	 can	 have	 complementary	 benefits	 for	
theories	of	implementation.
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MEANINGFUL PARTICIPATION

In	the	broad	and	diverse	literature	around	coproduction,	there	are	frequent	ref-
erences	to	“meaningful	participation.”	What	does	this	look	like	exactly?	Jagosh	
et	al.	(2012)	found	that,	at	a	minimum,	it	involved	the	empowerment	of	partners	
in	identifying	the	project	goal,	its	governance,	and	interpretation	and	dissemina-
tion	of	its	results.	This	sustained	involvement	and	power-sharing,	from	project	
start	to	end,	was	found	to	create	resilience,	sustained	health-related	goals,	and	
extended	 program	 infrastructure;	 and,	 further,	 new	 and	 unexpected	 ideas	
and	outcomes.

Given	the	centrality	of	meaningful	partnerships	for	research	coproduction,	
it	 is	 important	 that	we	do	not	 regard	 them	or	 the	processes	 they	 involve	as	a	
“black	boxes.”	We	need	to	fully	understand	what	these	partnerships	are	and	how	
they	 work.	 This	 is	 beneficial	 for	 understanding	 the	 successes	 and	 failures	 of	
completed	work	and,	more	importantly,	to	develop	and	nurture	effective	part-
nerships	for	planned	work.	The	literature	on	research	coproduction	is	expand-
ing	all	the	time;	there	are	new	journals	and	more	and	more	examples	of	projects	
that	 describe	 and	 reflect	 on	 what	 has	 been	 done,	 what	 worked,	 the	 lessons	
learned,	and	so	on.	These	are	important	additions	to	our	knowledge	but,	at	the	
same	time,	they	can	be	overwhelming.	The	expanding	amount	of	information	
about	different	projects,	in	different	settings,	with	different	processes	and	out-
comes,	 can	 be	 challenging	 to	 navigate.	 Are	 the	 lessons	 learned	 comparable,	
given	the	differences	in	context,	process,	and	outcome?	Can	we	synthesize	key	
messages	from	across	projects?	Sometimes,	researchers	use	emerging	ideas	from	
grounded	theory	research	and/or	established	concepts,	typologies,	models,	and	
theories	as	a	conceptual	lens	through	which	to	view	the	issues	they	are	exploring	
in	a	new	way	and	to	synthesize	key	messages.	This	is	where	theory	and	theoriz-
ing	come	in.

THEORY AND THEORIZING

Put	simply,	a	theory	is	a	set	of	ideas	that	are	linked	together	to	explain	and	pre-
dict	a	phenomenon.	Theories	can	be	used	to	provide	a	picture	of	how	things	“fit	
together”	and	be	tested	empirically	to	see	if	that	is	accurate	or	not	in	real	world	
settings	(Creswell	and	Creswell	2017;	Hammond	2018).	Brazil	et	al.	(2005)	high-
light	the	specific	value	of	theory	in	health	research:	a	theory	provides	a	heuristic	
to	 understand	 the	 relationship	 between	 program	 inputs	 (resources),	 program	
activities	 (how	 the	 program	 is	 implemented),	 and	 their	 outputs	 or	 outcomes.	
This	is	a	process	of	identifying	the	mechanisms	by	which	programs	are	effective	
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(Astbury	and	Leeuw	2010).	Theory	also	offers	the	opportunity	to	examine	the	
context	and	its	influence	on	the	effectiveness	of	an	intervention	(Pawson	2003).	
As	 mentioned,	 the	 use	 of	 theory	 in	 different	 studies	 over	 time	 leads	 to	 an	
accumulation	 of	 more	 generalizable	 knowledge	 that	 can	 be	 used	 to	 “alert”	
researchers	to	factors	that	are	relevant	to	their	study	(Eccles	et	al.	2009).

The	process	of	thinking	theoretically,	or	building	theory,	is	known	as	theo-
rizing	(Hammond	2018;	Silver	2019)	and	this	 involves	four	 iterative	processes	
(Silver	2019).	First,	it	involves	identifying	ideas	that	need	to	be	clearer	or	criti-
cally	 appraised	 and	 “unpacked.”	 This	 means	 that	 we	 question	 things	 that	 we	
take	for	granted.	Second,	it	involves	identifying	where	there	is	ambiguity	in	the	
ideas,	 perhaps	 because	 the	 terminology	 used	 is	 complicated	 or	 contested,	 or	
because	there	is	confusion	between	ideas	that	look	the	same	but	are	actually	dif-
ferent.	Third,	it	encourages	us	to	“think	through”	how	ideas	could	be	organized	
in	relation	to	each	other	–	do	they	all	have	the	same	“weight”	or	are	some	sub-
components	of	others?	Typologies	and	conceptual	 logic	models	may	be	devel-
oped	at	this	stage.	Finally,	theorizing	encourages	us	to	think	about	relationships	
between	ideas	and	to	start	to	develop	hypotheses	about	the	mechanisms	between	
them	or	what	the	outcomes	are	likely	to	be.	Through	this,	we	may	identify	gaps	
and	weaknesses,	and	refine	and	recommend	further	adaptations	to	improve	the-
oretical	 knowledge.	 As	 mentioned	 earlier,	 at	 present	 there	 is	 no	 established	
“grand	 theory”	of	 research	coproduction	but	 there	are	 important	examples	of	
theorizing,	to	which	we	now	turn.

THEORIZING ABOUT RESEARCH COPRODUCTION

As	 we	 have	 seen,	 theorizing	 about	 research	 coproduction	 involves	 different	
layers	of	inter-related	work.	Here	we	describe	some	work	by	researchers	that	has	
focused	on	(i)	enhancing	conceptual	clarity	and	model	building	and	(ii)	utilizing	
existing	concepts	for	new	and	deeper	understanding.

Enhancing Conceptual Clarity and Model Building

One	of	the	well	known	features	and	challenges	in	the	field	of	research	coproduc-
tion	is	that	there	are	different	traditions,	approaches,	and	terminologies	in	use	
(Nguyen	 et	 al.	 2020).	 There	 has	 been	 some	 work	 done	 within	 traditions	 to	
enhance	 conceptual	 clarity.	 In	 a	 critical	 comparative	 analysis	 of	 community-
based	participatory	research,	for	example,	eight	core	principles	were	identified,	
including	genuine	partnership	and	co-learning,	capacity	building	of	community	
members	 in	research,	applying	 findings	 to	benefit	all	partners,	and	 long-term	
partnership	commitments	(Israel	et	al.	1998,	2017).	See	Chapters	2.3,	3.3,	and	3.5	
for	more	on	principles.	There	has	also	been	work	done	to	enhance	conceptual	
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clarity	 across	 traditions	 –	 integrated	 knowledge	 translation,	 engaged	 scholar-
ship,	mode	2	research,	coproduction,	and	participatory	research.	A	comparison	
of	 their	 disciplinary	 origins,	 primary	 motivation,	 and	 so	 on	 highlighted	 that	
there	are	core	principles	and	values	across	them.	These	are	power-sharing,	co-
creation,	 reciprocity,	 trust,	 fostering	 relationships,	 collaboration,	 respect,	 co-
learning,	 active	 participation,	 and	 democratization	 of	 knowledge	 (Nguyen	
et	al.	2020).

Enhanced	 conceptual	 clarity	 will	 allow	 us	 to	 synthesize	 lengthy	 detail	 in	
descriptive,	 empirical	 accounts	 into	 a	 smaller	 number	 of	 more	 meaningful,	
abstract	 key	 concepts	 and	 processes.	 This	 allows	 us	 to	 organize	 our	 thinking	
further.	For	example,	a	conceptual	logic	model	for	community-based	participa-
tory	research	(CBPR)	has	been	developed	and	adapted	(Wallerstein	et	al.	2008,	
2017).	This	provides	a	useful	framework	for	understanding	CBPR	processes	and	
the	contextual	and	process-related	factors	that	affect	the	partnership	process,	as	
well	as	the	project	goals	and	outcomes.	Further,	highlighting	the	iterative	nature	
of	 theorizing	 mentioned	 earlier,	 the	 CBPR	 model	 highlights	 where	 there	 is	 a	
need	for	more	critical	investigation.	The	centrality	of	trust	in	partnerships,	for	
example,	is	well	recognized	in	the	CBPR	model	and	other	literature	(Jagosh	et	al.	
2012;	Nguyen	et	al.	2020;	Wallerstein	et	al.	2017)	but	this	has	not	been	“unpacked”	
to	determine	its	internal	dimensions	and	processes	(Gilfoyle	et	al.	2020).

Utilizing Existing Concepts for New and Deeper Understanding

There	are	many	existing	concepts	in	the	literature	that	can	be	used	to	bring	a	
new	and	deeper	way	of	thinking	to	research	coproduction.	The	aforementioned	
analysis	of	the	internal	dimensions	and	processes	involved	in	trust	is	an	example	
of	 this	 (Gilfoyle	 et	 al.	 2020).	 This	 analysis	 was	 taken	 forward	 by	 combining	
knowledge	about	the	literature	on	CBPR,	trust	and	social	network	theory	(Gil-
foyle	et	al.	2020).	This	 is	a	novel	analysis	because	although	existing	 literature	
discusses	trust	and	CBPR,	or	trust	and	social	networks,	none had linked all three 
concepts.	The	analysis	revealed	 important	 findings	about	 the	multidimension-
ality	of	trust	in	each	of	the	conceptual	domains	in	which	it	operates	as	context,	
mechanism,	and	outcome.	This	kind	of	deeper	understanding	of	trust	will	move	
us	past	“taken	for	granted”	assumptions	about	what	it	is	and	how	it	features	in,	
and	shapes,	partnerships	for	research	coproduction.	This	knowledge	can	be	used	
for	 building	 and	 sustaining	 partnerships	 by,	 for	 example,	 having	 methods	 to	
measure	trust	to	alert	stakeholders	if	they	would	benefit	from	an	intervention	to	
improve	trust	during	a	project’s	lifetime	(Gilfoyle	et	al.	2020).

Another	example	relates	to	research	about	inclusivity	and	feelings	of	belong-
ing.	Like	 trust,	 these	are	 important	 for	coproduction	because	 they	strengthen	
stakeholders’	engagement	with	the	process.	This,	in	turn,	strengthens	the	scope	
for	 implementation	 of	 co-generated	 knowledge	 into	 practice	 (Rycroft-Malone	
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et	al.	2013).	“Inclusivity,”	again	like	trust,	is	something	we	can	have	taken	for	
granted	knowledge	about;	but,	 in	fact,	we	need	to	know	much	more	about	its	
internal	 dimensions	 and	 processes.	 Clarke	 et	 al.	 (2019)	 became	 interested	 in	
how	inclusivity	is	realized	through	rituals	and	drew	on	sociologist	Erving	Goff-
man’s	 1967	 ritual theory	 to	 empirically	 examine	 this	 further	 (Goffman	 1967).	
Their	analysis	of	rituals	in	meetings	for	collaborative	health	partnerships	in	the	
UK	revealed	that	 the	common	ritual	of	 inviting	and	using	stakeholders’	 feed-
back	developed	coherence	and	an	affective	sense	of	belonging	among	stakehold-
ers	to	the	goals	of	their	projects.	This	enhanced	ownership	and	the	success	of	
collaborations	 (Clarke	et	al.	2019).	We	can	use	 this	knowledge	about	meeting	
rituals	and	the	mechanisms	of	inclusivity	to	design	communication	and	govern-
ance	plans	in	new	research	partnerships.

Other	scholars	have	drawn	on	the	writings	of	social	scientists	in	geography	
and	development	studies,	such	as	Massey	(2005)	and	Cornwall	(2002),	about	
spaces for participation.	 This	 concept	 encourages	 critical	 thinking	 about	 the	
physical,	 social,	 and	 temporal	dimensions	of	public	participation.	Following	
this	conceptualization,	questions	arise,	 such	as:	Where	does	 research	copro-
duction	take	place	(physical	dimension)?	de	Freitas	and	Martin	(2015)	found	
that	the	involvement	of	migrants	in	the	coproduction	of	mental	health	services	
in	Portugal	benefited	from	holding	the	meetings	in community settings.	Unlike	
statutory	initiated	spaces,	representatives	of	the	state	were	invited	into	a	space	
designed	to	empower	people	from	a	marginalized	community	and	the	statu-
tory	stakeholders	had	to	adapt	to	their	norms	for	sharing	voice	and	knowledge.	
There	was	equitable	discussion	and	examples	of	changes	to	mental	health	ser-
vice	policy	and	services	as	a	result.	This	finding	can	be	used	to	guide	project	
planning	 in	 terms	 of	 the	 symbolic	 and	 practical	 impact	 that	 arises	 from	 the	
location	of	meetings.

What	 power	 dynamics	 are	 at	 play	 within	 research	 coproduction	 teams	
(social	dimension)?	Think	about	how	to	operationalize	power-sharing	in	diverse	
stakeholder	groups.	In	an	Irish	project,	designed	to	develop	a	national	guideline	
for	communication	in	cross-cultural	consultations	between	migrants	and	gen-
eral	practitioners,	meaningful	participation	was	enacted	by	using	a	participatory	
approach:	Participatory	Learning	and	Action	(PLA)	research	(described	further	
below).	In	this	project,	the	use	of	PLA	meant	that	migrants,	general	practition-
ers,	service	planners,	and	interpreters	in	Ireland	had	an	equal	say	in	the	develop-
ment	of	the	guideline	because	specific	visual	and	analytic	tools	and	techniques	
(see	Table	2.1.1)	were	used	to	give	everyone	an	equal	opportunity	to	share	per-
spectives	 and	 to	 vote	 on	 the	 content	 of	 the	 guideline	 (O’Reilly-de	 Brun	 et	 al.	
2015).	 This	 work	 highlights	 that	 it	 pays	 to	 take	 time	 to	 identify	 participatory	
approaches	 that	 explicitly	 and	 practically	 attend	 to	 power	 asymmetries	 (see	
Chapter	2.2).	This	will	help	to	counteract	established	socio-cultural	norms	and	
practices	about	who	is	(or	is	not)	an	expert	in	the	room.
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PLA TECHNIQUES

PLA Technique Purpose

Flexible Brainstorming

Fast and creative approach of using materials,such as 
pictures or objects, to generateinformation and ideas 
about the topic

Card sort An interactive method for facilitating, recording and 
thematically analyzing brainstorming around topics

Direct ranking A transparent and democratic process that enables a 
group of stakeholders to indicate priorities or preference

Seasonal calendar
A grid-based diagram used for co-operative planning 
and democraticDecision-making and can be used as a 
“running record” of stakeholders’ planning over time

How	does	the	timeframe	of	a	partnership	impact	on	its	functioning	and	out-
comes?	Some	studies	of	participatory	spaces	have	found	that	community	stake-
holders’	 resources	 and	 capacities	 in	 terms	 of	 knowledge	 and	 confidence,	 and	
their	feelings	of	power,	are	not	fixed;	they	can	strengthen	and	grow	in	empower-
ing	participatory	spaces	over time	(de	Freitas	and	Martin	2015).	The	implications	
of	this	are	that	the	more	empowering	the	space	is,	and	the	more	resources	there	
are	 for	 it	 to	continue	over	a	 long	period	of	 time,	 the	more	 the	 likelihood	that	
stakeholders	and	decision-makers	can	engage	 in	dialogues	and	co-learning	 in	
equitable	ways.	This,	in	turn,	is	associated	with	transformational learning	among	
decision-makers	to	inform	their	thinking	about	changes	to	policy	and	practice	
(de	Freitas	and	Martin	2015;	MacFarlane	et	al.	2021).

Across	these	examples,	we	can	see	how	theorizing	about	a research copro-
duction approach can enhance the implementation of knowledge.	In	this	final	part	
of	 the	 chapter,	 we	 consider	 work	 that	 has	 focused	 explicitly	 on	 participatory	
implementation	in	healthcare.

PARTICIPATORY IMPLEMENTATION RESEARCH

Scholars	 from	the	 field	of	research	coproduction	and	implementation	science	
are	fundamentally	concerned	with	the	same	thing:	multiple	failures	of	imple-
mentation	in	health	care	which	diminish	the	development	and	delivery	of	policy	
and	practice	to	improve	people’s	health	and	wellbeing	(de	Brun	et	al.	2016).	Yet,	
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research	coproduction	 is	not	usually	guided	by	knowledge	 from	implementa-
tion	theory,	and	implementation	theory	does	not	usually	attend	to	coproduction	
processes.	For	example,	there	is	a	wide	variety	of	implementation	theories	from	
different	disciplines	(see	Nilsen	(2015)	for	an	overview)	but	few	focus	on	copro-
duction	 with	 stakeholders	 from	 healthcare	 settings.	 In	 terms	 of	 attention	 to	
coproduction	processes,	Greenhalgh	et	al.	(2004),	in	their	review	of	the	diffusion	
of	 innovations	 in	 service	 organizations,	 did	 emphasize	 that	 implementation	
research	should	be	participatory,	engaging	“on	the	ground”	practitioners	as	part-
ners	 in	 the	 research	 process.	 Greenhalgh’s	 more	 recent	 work	 considers	 the	
ethics	of	participatory	implementation	research	with	community	stakeholders	
(Goodyear-Smith	et	al.	2015).	Normalization	Process	Theory	(NPT)	(described	
in	more	detail	further	down)	and	its	application	have	been	critiqued	for	lacking	
consideration	to	patient	and	service	user	perspectives	(see	May	et	al.	2018;	McE-
voy	et	al.	2014),	even	though	the	originators	of	NPT	do	not	restrict	its	focus	to	
professional	activity.	May	et	al.	 (2018)	consider	 that	 the	exclusion	of	patients	
and	carers	from	NPT-informed	analysis	may	arise	because	they	are	not	usually	
centrally	involved	as	stakeholders	in	implementation	processes.	Overall,	how-
ever,	attention	to	how	partnerships	and	research	coproduction	are	relevant	to	
understanding	implementation	is under explored	and	warrants further investiga-
tion.	 Here	 we	 present	 a	 detailed	 case	 study	 of	 a	 novel	 European	 Union	 (EU)	
funded	participatory	 implementation	project	known	as	 the	RESTORE	project	
(2011–2015).

Case Study: Blending Implementation Theory with Research 
Coproduction Practice

MacFarlane	et	al.	(2012)	were	concerned	with	adapting	primary	care	services	to	
improve	 communication	 between	 migrants	 and	 their	 primary	 care	 providers.	
The	research	question	was	“Does	 the	combination	of	a	participatory	 research	
approach	 and	 implementation	 theory	 improve	 implementation	 of	 guidelines	
and	training	 initiatives	 in	daily	practice?”	RESTORE	established	participatory	
spaces	 to	 support	 partnership	 development	 and	 co-learning	 between	 diverse	
stakeholders:	migrants,	primary	care	clinicians	and	practice	staff,	health	service	
planners,	interpreters,	and	researchers.	These	stakeholders	were	invited	to	work	
collaboratively	to	implement	communication	guidelines	and	training	initiatives	
in	real-world	primary	care	settings	in	Austria,	England,	Greece,	Ireland,	and	the	
Netherlands.1

The	 research	 was	 based	 on	 an	 exploratory	 combination	 of	 concepts	 from	
participatory	learning	and	action,	which	has	roots	in	Freire’s	(1970)	and	Cham-
bers’	(1994)	work	in	the	Global	South	(Chambers	1994;	Freire	1970),	with	NPT,	

The	sixth	RESTORE	country	partner	was	Scotland	where	the	focus	was	on	policy	analysis.
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NORMALIZATION PROCESS THEORY: FOUR CONSTRUCTS 
DESCRIBING IMPLEMENTATION WORK

Construct Implementation work

Sense making Can stakeholders make sense of the intervention?

Engagement Can stakeholders get others involved in implementing the 
intervention?

Enactment What needs to be done to make the intervention work in practice?

Appraisal Can the intervention be evaluated and re-configured to make it 
more workable in practice?

which	is	a	contemporary	sociological	theory	of	implementation	developed	in	the	
UK	by	May	and	Finch	(2009).	Participatory	Learning	and	Action	research	is	a	
practical,	adaptive	research	strategy	that	enables	diverse	groups	and	individuals	
to	participate,	learn,	work	and	act	together	in	a	co-operative	manner.	Stakehold-
ers	 focus	on	 issues	of	 joint	concern,	 identify	challenges	and	generate	positive	
responses	in	a	collaborative	and	democratic	manner.	The	great	strength	of	PLA	
lies	 in	the	democratic	 inclusion	of	 locals	as	“experts	 in	their	own	right”	–	the	
reconfiguring	of	locals	as	stakeholders	capable	of	providing	unique	insights	to	
the	issue.	PLA	researchers	have	a	specific	role	to	adopt	a	participatory	mode of 
engagement	 and,	 as	 mentioned	 previously,	 can	 utilize	 an	 extensive	 tool kit of 
techniques	that	can	be	used	in	sequential	ways	to	create	meaningful	partnerships	
via	dialogues	and	co-learning	processes	(de	Brun	et	al.	2017;	O’Reilly-de	Brun	
et	al.	2018)	–	see	Table	2.1.1.

Normalization	Process	Theory	(May	and	Finch	2009)	was	developed	from	a	
grounded	theory	process,	based	on	over	a	decade	of	research	about	change	and	
innovation	in	the	UK	health	system.	It	provides	a	heuristic	to	think	through	the	
work	that	stakeholders	have	to	do	in	order	to	make	a	new	intervention	part	of	
routine	 and	 normalized	 practice.	 NPT	 describes	 four	 different	 kinds	 of	 inter-
related	implementation	work	(see	Table	2.1.2).

The	rationale	for	combining	PLA	and	NPT	(see	de	Brun	et	al.	(2016))	was	
that	 both	 had	 been	 developed	 in	 response	 to	 multiple	 failures	 to	 implement	
innovations	and	both	are	located	within	the	broad	frame	of	social	construction-
ism,	which	acknowledges	that	reality	is	defined	and	conveyed	through	a	range	
of	socio-cultural	means.	There	were	differences:	NPT	has	 focused	on	 the	per-
spectives	 of	 “professionals”	 (service	 providers,	 planners,	 policy-makers)	 and	
does	not	explicitly	address	power	dynamics.	PLA	does	pay	attention	to	power	
but	may	“miss”	implementation	processes	that	NPT	has	identified	through	sys-
tematic	theory	building	processes.

The	challenge	for	RESTORE	researchers	was	twofold.	First,	they	had	to	
think	about	how	 to	combine	PLA	and	NPT	in	a	way	that	would	investigate	
and	 support	 the	 implementation	 of	 guidelines	 and	 training	 initiatives.	
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SUMMARY OF USING PLA AND NPT IN EACH STAGE 

Figure	2.1	shows	that	there	were	three	stages	to	RESTORE	and	how	PLA	and	
NPT	were	operationalized	in	each	stage.	In	the	first	stage,	the	emphasis	was	
on	using	the	concepts,	mode	of	engagement	and	tools	and	techniques	from	
PLA	to	create	a	welcoming	participatory	space	for	stakeholders	from	diverse	
backgrounds.	In	parallel	with	this,	the	research	team	completed	a	mapping	
exercise	to	identify	guidelines	and	training	initiatives	and	used	NPT	to	“think	
through”	how	implementable	they	would	be	in	each	country	setting	based	on	
policy,	practice	organization	and	the	migration	context.

In	Stage	2,	research	teams	in	each	country	used	PLA	to	create	partnerships	
between	themselves	and	all	the	other	stakeholders	and	to	support	them	to	have	
meaningful	dialogues	about	the	guidelines	and	training	initiatives.	The	goal	was	
to	reach	a	consensus	decision	in	each	setting	about	one	to	take	forward	as	their	
local	implementation	project.	This	was	achieved	in	all	sites	following	a	period	of	
dialogue	and	a	PLA	direct	ranking	exercise	and	fostered	ownership	of	the	imple-
mentation	process.

In	Stage	3,	stakeholders	became	the	“champions”	of	their	selected	guideline/
training	initiative	and	worked	together	to	get	it	working	in	daily	practice.	This	
involved	ongoing	dialogues,	sharing	of	expertise,	and	co-learning	to	understand	
all	the	work	required	to	get	resources	in	place,	to	develop	skills	for	and	confi-
dence	in	the	new	ways	of	working,	and	to	explore	if	it	helped	them	reach	their	
goals	of	enhanced	communication.	The	importance	of	appraising	the	new	way	
of	 working,	 which	 NPT	 emphasizes,	 was	 not	 something	 that	 all	 stakeholder	
groups	thought	of	themselves.	In	this	case,	the	research	teams	alerted	them	to	
the	fact	that	this	was	missing	from	their	implementation	work	and	it	was	then	
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incorporated	 into	 stakeholders’	 implementation	 plans.	 NPT	 was	 also	 used	 to	
guide	a	comprehensive	conceptual	qualitative	analysis	of	all	the	PLA-informed	
focus	groups	to	synthesize	knowledge	about	levers	and	barriers	to	stakeholders’	
implementation	work.

Second,	the	researchers	had	to	explore	if	PLA	and	NPT	provided	a	stronger	
heuristic	device	combined	as	opposed	to	 individually.	An	extensive	participa-
tory	 qualitative	 evaluation	 of	 stakeholders’	 experiences	 during	 RESTORE	
revealed	that	they	felt	PLA	had	provided	tools	and	techniques	to	create	mean-
ingful	 partnerships	 between	 all	 the	 stakeholders	 involved	 (migrants,	 primary	
care	 clinicians	 and	 practice	 staff,	 health	 service	 planners,	 interpreters,	 and	
researchers)	(de	Brun	et	al.	2017;	O’Reilly-de	Brun	et	al.	2018).	They	also	reported	
that	 PLA	 addressed	 power	 dynamics	 within	 stakeholder	 groups	 where	 there	
were	asymmetries	of	power	(de	Brun	et	al.	2017;	O’Reilly-de	Brun	et	al.	2018).	
The	use	of	PLA	created	a	safe	and	enjoyable	participatory	space	for	dialogue,	
deliberation,	co-learning	and	transformational	or	“aha”	moments,	all	of	which	
helped	to	support	the	implementation:	stakeholders	learned	to	see	things	from	
each	other’s	perspective	and	could	combine	knowledge	to	think	through	solu-
tions	to	many	arising	problems.	It	became	clear	that	this	was	helping	the	imple-
mentation	 work.	 In	 NPT	 terms,	 the	 evaluation	 found	 that	 PLA	 enabled	
implementation	work	strengthening	engagement	(buy-in)	and	supporting	enact-
ment	 (problem-solving)	(Lionis	et	al.	2016;	Teunissen	et	al.	2017).	In	terms	of	
impact,	a	follow-up	study	(van	den	Muijsenbergh	et	al.	2020)	found	that	many	
positive	 changes	 in	 knowledge,	 attitude,	 and	 behavior	 among	 reception	 staff,	
primary	care	nurses,	and	doctors	documented	during	RESTORE	were	sustained	
in	clinical	settings	four	years	later.	There	were	also	examples	of	unanticipated	
positive	 “ripple	 effects,”	 such	 as	 enhanced	 confidence	 and	 opportunities	 for	
advocacy	 among	 migrants,	 and	 new	 inter-sectoral	 collaborations	 between	
researchers,	 migrants,	 and	 service	 planners	 to	 improve	 access	 to	 healthcare	
for	migrants.

The	implementation	work	was	not,	however,	problem-free	(Teunissen	et	al.	
2017).	Some	stakeholders	from	clinical	backgrounds	were	concerned	about	time	
commitment	involved	in	PLA	(PLA	focus	groups	were	usually	two	to	three	hours	
in	 length).	There	were	structural	 influences,	such	as	 funding	mechanisms	for	
primary	care,	that	limited	the	scope	to	advertise	and	embed	a	new	interpreting	
service,	as	well	as	policies	and	budget	allocations	that	undermined	the	scope	to	
introduce	or	sustain	healthcare	adaptations	through	RESTORE.	It	became	clear	
that,	 when	 stakeholders	 had	 resources	 themselves	 to	 progress	 problems	 and	
remove	barriers	to	implementation,	they	were	largely	successful,	but	when	their	
ideas	and	efforts	were	thwarted	by	structural	factors	this	was	not	the	case	(Mac-
Farlane	et	al.	2021).

It	is	also	important	to	ask	whether	RESTORE	could	have	been	more	partici-
patory.	A	critical	analysis	of	this	with	primary	care	academics	and	community	
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partners,	two	of	whom	were	RESTORE	stakeholders,	(see	Acknowledgements)	
revealed	important	insights	in	this	regard:

1.	 History	and	composition	of	partnerships:	while	some	of	the	researchers	
involved	had	longstanding	partnerships	with	migrants	and	health	sector	
stakeholders,	some	did	not	and	the	governance	of	RESTORE	was	solely	
by	a	consortium	of	researchers.	Having	partners	at	the	consortium	meet-
ings	 may	 have	 changed	 the	 understanding	 and	 decision-making	 about	
the	project	and	its	deliverables.

2.	 Deeper	involvement	in	the	NPT	process:	while	the	follow-up	study	docu-
mented	examples	of	positive	impact	there	are,	of	course,	many	aspects	of	
service	delivery	that	had,	and	have	not	been,	adapted	or	improved.	There	
is	 a	 persistent	 lack	 of	 interpreting	 services	 in	 Ireland	 and	 Greece,	 in	
particular.	It	is	important	to	acknowledge	that	for	this	project,	and	many	
others,	change	is	a	function	of	evolution	rather	than	“intervention.”	Many	
stakeholders	“on	the	ground”	in	community	and	clinical	settings	are	frus-
trated	that	significant	change	is	so	slow	and	incremental	even after invest-
ing time and effort in a meaningful participatory process.	If	they	had	been	
more	 involved	in	the	NPT	analysis	of	 their	 implementation	work,	 they	
might	have	been	able	to	provide	insight	 into	the	reasons	for	their	slow	
progress.	 Further,	 stakeholders’	 perspective	 on	 the	 accuracy	 and	 rele-
vance	of	NPT	as	a	conceptual	lens	would	have	been	valuable.

3.	 Losing	the	relational	“magic	ingredients”	at	project	end:	the	RESTORE	
project	 created	 unique	 groups	 of	 diverse	 stakeholders	 who	 had	 been	
through	 the	 implementation	 and	 co-learning	 process	 together.	 They	
understood	the	participatory	process	and	what	it	would	take	to	succeed.	
When	a	project	ends	like	this,	the	issue	“goes	off”	into	practice	/	policy	to	
other	stakeholders	who	do	not	have	a	real	understanding	of	the	partner-
ship,	what	made	it	work,	and	what	will	be	required	to	progress	the	imple-
mentation	 work	 further.	 This	 relates	 to	 the	 “wicked”	 problem	 of	
scalability.	 Indeed,	 this	 is	 where	 the	 concept	 of	 participatory	 space	 is	
really	 valuable	 for	 analyzing	 RESTORE	 because	 space is always open	
(Massey	2005).	Thus,	 it	 is	worth	thinking	about	 inter-connected webs of 
participatory spaces	 and	 how	 stakeholders	 can	 move between them	 and	
shape	dialogues	with	other	relevant	stakeholders	who	may	have	power	
over	specific	decisions	of	interest	(MacFarlane	et	al.	2021).	This	is	partic-
ularly	important	in	the	area	of	migrant	health	in	the	European	context	
where	many	decision-makers	are	white	people	from	the	ethnic	majority	
in	 the	 host	 country	 with,	 sometimes,	 limited	 understanding	 of	 institu-
tional	racism	and	the	importance	of	healthcare	adaptations	for	migrants.	
So,	scalability	might	be	more	about	networks of participatory action	rather	
than	a	large	project	or	network	per	se.	For	example,	migrants	who	partic-



   Future Research 27

ipated	in	the	Irish	fieldwork	in	RESTORE	have	sustained	their	partner-
ship	 and	 involvement	 with	 the	 researchers	 and	 have	 participated	 in	
national	and	regional	policy	working	groups	to	further	support	the	imple-
mentation	of	trained	interpreters	in	the	Irish	healthcare	setting.	In	this	
way,	their	participation	in	dissemination	and	implementation	activities	
is	ongoing.

Notwithstanding	these	points,	overall	NPT	and	PLA	were	found	to	be	compat-
ible	in	RESTORE	to	investigate	and	support	implementation	of	guidelines	and	
training	initiatives.	Combined,	they	did	provide	a	stronger	heuristic	device	than	
either	one	on	their	own	may	have	provided.	The	main	advice	from	RESTORE	
about	 how	 to	 use	 a	 research	 coproduction	 approach	 with	 an	 implementation	
theory	would	be	to	start as early as possible with principles of partnership building	
and	 centralize attention to the partnership	 throughout	 the	project,	particularly	
with	regard	to	project	governance.	Find	ways	to	operationalize	partnership	by,	
for	 example,	 the	 use	 of	 a	 PLA	 mode	 of	 engagement	 and	 PLA	 tools	 and	 tech-
niques	that	shape	and	support	inter-stakeholder	dialogue	and	decision-making.	
These	actions	are	an	investment	in	the	scope	for	co-learning	and	transformative	
learning	between	stakeholders	about	the	implementation	work	at	hand.	Imple-
mentation	 theory	can	be	used	 to	alert	stakeholders	 to	 the	range	of	 levers	and	
barriers	 that	shape	the	 likelihood	that	 the	 intervention	 involved	can	be	 intro-
duced,	 embedded,	 and	 sustained	 as	 a	 new	 practice.	 Equally,	 implementation	
theory	can	be	adapted	and	advanced	by	involving	community	and	health	sector	
partnerships	in	co-analyzing	how	it	is	being	used	and	what	impact	it	is	having	on	
the	 implementation	work.	Participatory	evaluations	are	essential	 from	project	
start	to	completion	to	monitor	the	partnership	process	and	to	evaluate	how	the	
process	 is	 working,	 for	 whom,	 and	 so	 on.	 This	 provides	 a	 “feedback	 loop”	 to	
support	 and	 strengthen	 meaningful	 participation.	 Finally,	 seek	 to	 establish	 a	
formal	structure	for	partnership	that	will	endure	beyond	the	lifetime	of	a	specific	
project	 to	 support	 community	 members	 to	 drive	 the	 work	 forward.	 It	 is	 also	
important	that	the	partnership	report	to	partners	and	other	stakeholders	what	
the	process	and	outcomes	are	as	the	partnership	continues.

There	are,	of	course,	many	other	participatory	approaches	and	other	imple-
mentation	theories	that	could	be	combined,	which	brings	us	to	the	final	part	of	
our	chapter	where	we	explore	knowledge	gaps	and	directions	for	future	research.

FUTURE RESEARCH

Drawing	 from	 the	 RESTORE	 case	 study	 and	 other	 examples	 provided	 in	 this	
chapter,	we	argue	that	we	are	missing	an	opportunity	by	not	paying	attention	to	
research	coproduction	in	implementation	theory.	If	we	take	this	opportunity,	we	
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can	harness the wealth of knowledge in each field to create a broader base for inves-
tigating and supporting knowledge generation, implementation, and sustain-
ability.	Some	ideas	for	future	research	include	the	value	of:

•	 Systematically	 analyzing	 the	 attention	 to	 coproduction	 in	 implementa-
tion	frameworks	and	theories

•	 Exploring	 the	utility	and	 impact	of	other	combinations	of	participatory	
approaches	 and	 implementation	 theories	 to	 augment	 the	 evidence	 and	
learning	generated	from	combining	PLA	and	NPT

•	 Exploring	the	role	of	participatory spaces	in	implementation
•	 Increasing	the	participatory	elements	of	such	studies.

CONCLUSION

Progress	is	being	made	to	develop	research	coproduction	models	and	theories	
but	 there	 is	 more	 work	 to	 be	 done.	 There	 are	 many	 mechanisms	 (e.g.,	 trust,	
belonging,	dialogue)	that	are	known	to	be	relevant	but	are	poorly	conceptual-
ized,	operationalized,	and	measured	(see	Chapter	3.3).	We	need	to	 investigate	
these	further	because	this	theorizing	presents	building	blocks	for	theory,	leading	
to	more	conceptually	robust	understanding,	and	scope	to	accumulate	a	general-
izable	 knowledge	 base.	 Further,	 given	 that	 theories	 of	 implementation	 have	
underplayed	 the	 value	 of	 equal	 and	 meaningful	 participation	 of	 stakeholders	
from	community	and	healthcare	settings,	and	that	research	coproduction	can	
benefit	 from	implementation	theory,	we	also	need	to	“close	the	gap”	between	
these	fields.	This	will	help	to	 illuminate	each	other’s	blind	spots	with	the	for-
mer’s	attention	to	issues	of	power,	equity,	and	self-determination,	and	the	lat-
ter’s	attention	to	knowledge	utilization	and	outcomes.	Thus,	there	is	potential	
for	conceptual	and	practical	gains	for	research	coproduction	and	its	impact	on	
health	care	settings.
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Key Learning Points

•	 All	social	systems,	structures,	and	human	interactions	within	 them	are	
inextricably	shaped	by	equity	and	power.

•	 Research	 coproduction	 is	 therefore	 also	 inherently	 shaped	 by	 issues	 of	
equity	and	power	within	these	contexts.

•	 Understanding	how	power	works	to	produce	inequitable	representation,	
voice,	 and	 benefits	 is	 foundational	 to	 equity-informed	 coproduction	
practices.

Knowledge	 rooted	 in	 experience	 shapes	 what	 we	 value	 and	 as	 a	
consequence	 how	 we	 know	 what	 we	 know	 as	 well	 as	 how	 we	 use	
what	we	know.

bell	hooks

Transformative Research 
Coproduction
Katrina Plamondon, Sume Ndumbe-Eyoh, and Sana Shahram

2 . 2  Equity, Power, and 



   Introduction 35

INTRODUCTION

As	 scholars	 who	 explicitly	 seek	 to	 advance	 health	 equity,	 we	 are	 constantly	
attentive	to	power	in	our	work:	from	our	interactions,	our	priorities,	and	prac-
tices.	An	important	part	of	 this	attentiveness	 is	our	acknowledgement	of	how	
legacies	of	the	formal	colonial	period	shape	contemporary	power	relationships	
and	wealth	distribution	of	societies	both	within	and	between	countries.	Popula-
tions	with	histories	of	various	forms	of	colonization,	displacement,	or	disenfran-
chisement	 experience	 consistent,	 systematic	 inequalities	 in	 virtually	 every	
measurable	health	outcome,	including	life	expectancy	(Came	and	Griffith	2018;	
Commission	of	the	Pan	American	Health	Organization	on	Equity	and	Inequal-
ities	 in	 the	 Americas	 2019).	 Depoliticized	 narratives	 that	 naturalize	 poverty	
while	elevating	the	interests	and	perspectives	of	particular	(dominant,	privileged)	
groups	over	others	have	contributed	to	the	maintenance,	justification,	and	seem-
ingly	invisible	nature	of	these	structures	over	time	(Brisbois	et	al.	2019;	Came	
and	 Griffith	 2018;	 Escobar	 2012).	 Social,	 historical,	 economic,	 and	 environ-
mental	conditions	–	collectively	referred	to	as	the	social	and	structural	determi-
nants	of	health	(SSDH)	–	shape	people’s	 life	 trajectories	and	health	outcomes	
more	than	their	lifestyle,	behavior,	or	biology	combined	(Commission	of	the	Pan	
American	 Health	 Organization	 on	 Equity	 and	 Inequalities	 in	 the	 Americas	
2019).	Interventions	that	focus	solely	on	behavior,	lifestyle,	or	specific	diseases	
are	 therefore	 unlikely	 to	 lead	 to	 meaningful	 improvements	 in	 health	 and/or	
progress	 in	 promoting	 health	 equity.	 Interrupting	 health	 inequities	 instead	
requires	 action	 on	 social	 and	 structural	 inequities	 to	 redistribute	 power,	
resources,	 and	 wealth	 as	 a	 critical	 pathway	 to	 improving	 virtually	 any	 health	
outcome.	Efforts	to	promote	health	equity	and	reduce	health	inequities	through	
attention	 to	 issues	 of	 power	 are	 therefore	 essential	 for	 advancing	 health,	
well-being,	and	happiness.

As	critical	equity	scholars,	our	work	focuses	on	illuminating	or	interrupting	
social	and	structural	inequities	to	advance	health	equity	action.	We	do	research	
and	knowledge	translation	with	people	who	use	it,	aiming	to	position	our	skills	
and	resources	as	researchers	and	boundary	spanners	to	bring	people	together	to	
examine	or	generate	knowledge	(including	that	generated	through	research)	to	
create	more	equitable	futures	together.	Our	thinking	is	guided	by	decolonizing	
(Escobar	 2012;	 Smith	 1999)	 and	 other	 critical	 theorists	 such	 as	 Paolo	 Freire	
(1997)	and	bell	hooks	(2010),	both	of	whom	describe	the	transformative	poten-
tial	of	people	coming	together	in	dialogue	to	deepen	mutual	understanding	and	
examine	 issues	 of	 power	 and	 equity	 (Freire	 1997;	 hooks	 2010).	We	 engage	 in	
doing	and	using	research	as	a	means	for	transformative	change	for	a	more	equi-
table	future.	Our	work	includes	a	wide	range	of	groups,	populations,	communi-
ties,	organizations,	and	systems	–	on	a	diverse	range	of	global	and	public	health	
topics	 –	 to	 collaboratively	 and	 strategically	 align	 equity	 intentions,	 evidence,	
and	action.
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If	coproduction	is	understood	to	be	about	the	way	research	is	done	and	used, 
transformative coproduction	extends	this	commitment	to	advancing	health	
equity	through	both the content and processes	of	research.	Rather	than	directing	
attention	 to	 a	 particular	 research	 method	 or	 study	 design,	 it	 directs	 its	 gaze	
toward	 who	 is	 engaged,	 how	 questions	 are	 asked	 and	 research	 problems	 and	
designs	framed,	what	is	prioritized,	what	is	produced,	how	coproduced	knowl-
edge	is	worked	with,	how	positionalities	are	attended	to,	and	how	environments	
of	curiosity,	learning,	and	listening	are	created.	Methodologies	are	then	able	to	
be	responsive	to	diverse	teams,	using	mixed	methods	that	always	involve	dia-
logue	as	either	a	tool	for	generating	research	data,	facilitating	knowledge	trans-
lation,	 or	 supporting	 their	 processes.	 All	 of	 these	 research	 practices	 should	
involve	an	active	and	continuous	commitment	to	examining	and	intervening	on	
systems	 power,	 using	 inclusive,	 decolonizing,	 antiracist,	 and	 dialogue-based	
practices	to	unsettle	inequities	and	leverage	the	positionalities	of	all	involved.

In	 this	 chapter,	 we	 unpack	 our	 assumptions	 and	 language,	 sharing	 our	
reflexive	insights	and	grappling	with	questions	about	how	we	engage	in	trans-
formative	 research	 coproduction.	 We	 begin	 by	 exploring	 power	 –	 the central	
coproduction	problem,	arguing	it	is	always	present	and	productive,	and	that	we	
ought	to	strive	to	leverage	and	shift	 it	 toward	equity.	We	offer	readers	a	high-
level	summary	of	literature	on	health	equity,	suggesting	equity-	and	evidence-
informed	 coproduction	 plays	 an	 important	 role	 in	 shaping	 more	 equitable	
futures.	We	use	examples	 to	demonstrate	 the	 scope	and	scale	of	equity	work,	
pointing	to	the	relationship	between	coproduction	and	systems	transformations.	
We	offer	examples	from	our	own	practice,	featuring	the	transformative	potential	
of	coproduction	at	organizational,	network/communities,	and	systems	levels.	In	
naming	 specific	 examples	 and	 practices	 for	 transformative	 coproduction,	 our	
attention	to	language	is	deliberate,	because	definitions	“can	reflect	deep	divides	
in	values	and	beliefs	that	can	be	used	to	justify	and	promote	very	different	poli-
cies	and	practices”	(Braveman	et	al.	2017,	p.	1).	When	research	efforts	strive	to	
be	transformative,	they	must	involve	coproduction	and	therefore	must	involve	a	
continuous	attentiveness	to	issues	of	power.	We	are	also	deliberatively	provoca-
tive	in	our	suggestion	that	any	kind	of	health	research	has	the	potential	to	be	
transformative,	regardless	of	whether	it	involves	basic	or	clinical	sciences,	health	
systems	or	services	research,	or	population	and	public	health	research.

POWER IS THE CENTRAL RESEARCH 
COPRODUCTION PROBLEM

Coproduction	 is	 a	 process	 of	 generating	 new	 understandings,	 insights,	
knowledge,	or	constructing	 futures	 in	relationship	with	others.	Power	 is	 the	
overarching	and	essential	problem	of	research	coproduction.	Though	dynamic,	
changeable,	 and	 productive,	 power	 is	 always	 at	 play,	 in	 every	 relationship.	
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Research	involves	relationships	between	people,	ideas,	contexts,	findings	and	
interpretations,	 results	 and	 impacts,	 processes	 and	 outcomes,	 etc.	 As	 a	
systematic	 pursuit	 of	 inquiry	 involving	 relationships,	 research	 is	 therefore	
intrinsically	 and	 essentially	 about	 power	 and	 positionality.	 Returning	 to	
Weber’s	 definition	 of	 power,	 power	 is	 about	 the	 possibility	 of	 being	 able	
to	 assert	 will	 –	 as	 individuals	 or	 collectives	 –	 even	 in	 the	 face	 of	 resistance	
(Wallimann	et	al.	1977).	Power	and	positionalities	shape	who	and	what	is	seen,	
privileged,	and	legitimized	as	worthy	of	research	and	implementation	attention	
and	resources.

Research	is	 therefore	never	benign	and	always	political	–	even	(and	espe-
cially)	 if	 those	 leading	 the	 research	 do	 not	 themselves	 consider	 it	 so.	 Indeed,	
power	lies	even	in	the	degree	to	which	we	require	ourselves	to	afford	it	attention,	
with	 the	 dominant	 positivist	 scientific	 worldview	 adopting	 a	 positionality	 of	
absoluteness,	correctness,	and	self-reinforcing	assertion	of	objectivity	that	often	
denies	the	role	of	power.	Whether	and	how	we	examine	our	systems	of	thinking	
and	the	assumptions	that	shape	what	 is	privileged	and	legitimized	as	science,	
data,	 evidence,	 or	 knowledge	 are	 existentially	 about	 power	 and	 positionality.	
Accepting	the	inevitable	and	unavoidable	presence	of	power	extends	the		concept	
of	positionality	to	knowledge	systems	themselves.

Box 2.2.1Clarifying our language (key terms)

Systematic	 inequalities	 in	 health	 that	 are	 associated	 with	 modifiable	 and	
unfair	 social	 disadvantages	 are	 called	 “health inequities”	 (National	
Collaborating	 Centre	 for	 Determinants	 of	 Health	 2015).	 Health	 inequities	
vary	systematically	with	social	positionality	(see	below),	with	those	holding	
greater	 access	 to	 power,	 resources,	 and	 wealth	 experiencing	 unfair	 and	
unearned	 advantage	 and	 with	 those	 holding	 less	 experiencing	 unfair	 and	
unearned	disadvantage	(CSDH	2008;	Nixon	2019).

Health equity	means	that	“all	people	(individuals,	groups,	and	communi-
ties)	are	able	to	reach	their	full	potential	and	are	not	disadvantaged	by	social,	
economic	or	environmental	conditions”	 (National	Collaborating	Centre	 for	
Determinants	 of	 Health	 2015).	 It	 “requires	 removing	 obstacles	 to	 health,	
including	poverty,	discrimination	and	their	consequences,	including	power-
lessness,	lack	of	access	to	good	jobs	with	fair	pay,	quality	education	and	hous-
ing,	safe	environments,	and	health	care”	(Braveman	et	al.	2017,	p.	2).

Positionality	 is	 the	 complex	 social	 location	 that	 any	 person,	 group,	 or	
community	occupies	in	relationship	to	others,	characterized	by	intersecting	
identities	and	factors	(both	ascribed	to	by	themselves,	or	assigned	by	others)	
that	directly	shapes	the	ways	in	which	they	navigate	society	and	their	access	
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to	power,	resources,	and	wealth.	It	is	fluid	–	can	change	over	time.	It	may	be	
more	or	less	taken	for	granted,	depending	on	the	degree	of	advantage	afforded	
a	 particular	 positionality,	 wherein	 those	 holding	 greater	 access	 to	 power,	
resources,	 and	 wealth	 may	 not	 be	 afforded	 the	 need	 or	 opportunity	 to	 be	
attentive	 to	 their	 own	 positionality	 (Cousins	 2010;	 Crenshaw	 1997;	
Nixon	2019).

Power	exists	in	any	relationship	between	people,	organizations,	systems,	
ideas,	and	action.	One	of	the	most	commonly	cited	theorists	on	power,	Max	
Weber,	argued	that:	“within	a	social	relationship,	power	means	any	chance,	
(no	matter	whereon	this	chance	is	based)	to	carry	through	one’s	own	[indi-
vidual	 or	 collective]	 will	 (even	 against	 resistance)”	 (Wallimann	 et	 al.	 1977,	
p.	234).	It	is	complex,	always	productive,	and	exerted	through	different	means,	
such	as	concepts	of	justice,	rights,	and	social	structures	(Linares-Péreza	and	
López-Arellanob	2008).	Power	is	not	a	problem	in	and	of	itself,	but	how	it	is	
used,	distributed,	and/or	shared	has	important	consequences	for	equity.

Power-privileged	people,	 ideas	(ways	of	knowing;	bodies	of	knowledge),	
and	institutions	are	those	that	experience	less	resistance	in	carrying	through	
their	individual	or	collective	will,	and	therefore	experience	greater	advantage	
in	 their	 navigation	 and	 influence	 in	 society.	 Power privilege	 relies	 on	 often	
taken-for-granted	assumptions	that	ideas	from	these	sources	are	non-contest-
able	and	above	reproach,	effectively	 imposed	on	society	as	“natural,”	“logi-
cal,”	or	“correct.”	The	collective	impact	of	power	privilege	is	an	assertion	of	
rarely	contested	systems,	structures,	and	norms	that	impact	our	worldviews	
and	approaches	to	research.

Praxis and reflexivity	go	hand-in-hand.	Praxis	 is	about	connecting	what	
we	know	with	what	we	do,	through	deep	self-awareness	and	attentiveness	to	
one’s	own	positionality,	as	it	is	related	to	the	broader	contexts	in	which	we	are	
situated	and	as	it	relates	to	what	we	(think)	we	know,	what	we	do,	and	how	
we	do	it	(Finlay	and	Gough	2003;	Kowal	et	al.	2013).

Transformative,	in	the	context	of	this	chapter,	is	effort	that	aims	to	shift	or	
change	power	in	ways	that	enable	or	advance	health	equity.	Transformative	
research	coproduction	is	aspirational	and	achievable	through	public	and	pri-
vate	decisions	(and	actions).

Transformative	 research	 coproduction	 challenges	 notions	 of	 knowledge,	
redefines	 research	 roles	 and	 relationships,	 and	 elevates	 issues	 of	 equity.	 As	 a	
process	of	generating	knowledge,	the	first	and	most	foundational	assumptions	
for	us	to	unpack	are	about	how	we	understand	knowledge	and	knowing.	Know-
ing,	acting,	and	being,	in	the	dominant,	Western-Eurocentric	worldview	tend	to	
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privilege	linear,	reductionistic	conceptualizations	of	the	world	and	things	within	
it	 as	 discrete	 and	 separate	 (e.g.,	 biomedical,	 behavioral,	 neoliberal,	 capitalist,	
racist,	White	supremacist).	This	conceptual	separation	of	knowledge,	knowing,	
and	action	stretches	back	to	the	influential	17th	century	theories	of	Descartes	
and	Newton,	who	advanced	a	reductionist	view	of	the	world	that	broke	phenom-
enon,	experience,	and	living	things	into	constituent	parts	with	hierarchical,	lin-
ear	relationships	that	lead	from	input	to	output	(Jayasinghe	2011).	Their	theories	
advanced	 one	 way	 of	 thinking	 about	 reality,	 what	 “counts”	 as	 real	 and	 what	
constitutes	 legitimate	and	(purportedly)	objective	ways	of	describing,	measur-
ing,	 and	 reporting	 what	 is	 real.	 Dominance	 of	 this	 thought	 system	 since	 that	
time	is	a	signal	of	power	more	than	a	signal	of	correctness.	Indigenous	ways	of	
thinking	 about	 the	 world,	 though	 diverse	 and	 unique	 to	 each	 nation,	 tend	 to	
weave	these	verbs	into	interdependent	co-existence,	as	one	and	the	same	(Smylie	
et	al.	2014).	When	we	consider	equity	and	power	in	what	“counts”	as	knowledge,	
what	we	know	and	how	we	come	to	know	are	fluid,	and	socially	constructed	–	as	
are	who	we	determine	to	be	legitimate	knowledge	holders	(Escobar	1988;	Freire	
1997;	hooks	2010;	Smith	1999;	Smylie	et	al.	2014).

Research	systems	are	complex	and	multi-institutional,	made	up	of	a	com-
plex	network	of	people,	agencies,	and	governments.	They	include	funding	and	
peer	review	mechanisms,	research	ethics	boards,	healthcare	organizations,	uni-
versities,	researchers,	students,	staff,	knowledge	brokers,	knowledge	translation	
platforms,	and	all	of	the	communities	they	serve.	These	systems	are	power-priv-
ileged,	 wielding	 influence	 in	 determining	 what	 and	 who	 is	 funded,	 what	
approaches	are	judged	as	feasible	and	scientifically	sound.	They	serve	to	rein-
force	conditions	that	normalize	inattention	to	issues	of	power.	Research	priori-
ties	 and	 the	 distribution	 of	 research	 resources	 through	 funding	 agencies	 and	
university	 investments	 in	 graduate	 education	 are	 all	 part	 of	 the	 systems	 that	
serve	 to	uphold	particular	knowledge	systems	and	positionalities.	Despite	 the	
intention	of	contributing	to	public	good	(by	virtue	of	the	public	investment	in	
academic	pursuits),	these	systems	often	miss	the	mark	by	not	being	afforded	the	
need	or	opportunity	to	examine	power	in	a	meaningful	way.

As	researchers	we	are	often	positioned	as	experts	with	authority	over	knowl-
edge	and	knowing.	We	are	privileged	to	be	the	definers	of	research	problems,	
legitimizing	our	work	by	situating	it	within	an	academic	literature	that,	itself,	is	
reflective	of	power-privileged	bodies	of	knowledge	(Croom	2017;	Gair	et	al.	2015;	
Ramirez-Castaneda	2020).	The	academic	enterprise	is	constructed	by	power	sys-
tems	 that	 make	 coproduction	 challenging	 and	 transformative	 coproduction	
even	more	so,	declaring	some	knowledge	systems	as	more	relevant	than	others	
(Ratima	et	al.	2019).	Even	when	research	priorities	to	motivate	and	incentivize	
partnered,	impactful	research	are	articulated,	systems	of	power	shape	assump-
tions	of	what	counts	as	a	legitimate	scholarly	record	in	ways	that	privilege	indi-
vidual	 excellence	 and	 productivity.	 As	 such,	 transformative	 research	
coproduction	 affords	 attentiveness	 to	 issues	 of	 power	 across research systems 
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themselves	 and	 not	 just	 within	 a	 particular	 project.	 (See	 the	 example	 of	 the		
xac/qanaǂ	ʔitkiniǂ	project,	described	in	the	Experiential Knowledge	section	below.)

Recognizing	health	inequities	as	embedded	in	SSDH,	themselves	shaped	by	
historical	legacies	of	colonialism,	another	central	assumption	of	transformative	
research	 coproduction	 is	 that	 power	 dynamics	 are	 never	 neutral.	 Genuine	
engagement	 in	 coproduction	 requires	 actively	 engaging	 in	 examining	 power,	
both	within	the	research	team	and	as	part	of	framing	and	understanding	research	
problems.	Issues	of	inclusion,	representation,	and	voice	are	inevitably	prone	to	
inequity.	 If	 we	 wish	 to	 advance	 a	 more	 equitable	 future,	 we	 must	 be	 deeply	
attentive	to	epistemological	(in)justice	and	the	ways	in	which	research	has	his-
torically	reinforced	particular	systems	of	power	by	elevating	particular	systems	
of	knowing	and	knowledge	(Greenwood	et	al.	2018;	Rowe	et	al.	2015;	Shahram	
no	date).	And	we	must	be	willing	to	prioritize	research	content	and	process	that	
offers	the	possibility	of	a	more	equitable	future,	wherein	research	is	designed	to	
actively	redistribute	power	and	actually	improve	the	lives	of	marginalized,	colo-
nized	peoples.	The	purpose	and	problem	of	transformative	research	coproduc-
tion	 is	not	 research	 for	 research’s	 sake,	but	 rather	 to	be	 responsive	 to	known	
health	 inequities	 and	 focused	 on	 impacts	 that	 promote	 health	 equity,	 be	 it	
through	theory,	research,	practice,	or	policy.

WHAT IS KNOWN FROM THE LITERATURE?

The	 literature	 on	 health	 inequities,	 health	 equity,	 and	 the	 SSDH	 has	 evolved	
over	time.	In	2008,	the	World	Health	Organization	released	an	influential	report	
summarizing	years	of	findings	from	nine	knowledge	networks	around	the	world.	
In	“Closing the Gap in a Generation,”	leaders	from	around	the	world	provided	
irrefutably	clear	evidence	about	the	relationship	between	health	and	the	social	
and	structural	conditions	of	living.	They	argued	that	“social	injustice	is	killing	
people	on	a	grand	scale”	(CSDH	2008,	p.	1)	and	showed	that	health	inequities	
were	directly	 related	 to	 the	unfair	 (and	changeable)	distribution	of	 resources,	
power,	and	health	in	societies.	Though	the	report	provided	specific	recommen-
dations	for	policy	and	research,	it	fell	short	of	naming	the	sociopolitical	and	his-
torical	legacies	of	colonialism	as	deterministic	of	contemporary	distribution	of	
power,	resources,	and	wealth	within	and	between	countries.	Though	the	report	
served	 to	 amplify	 the	 attention	 on	 SSDH,	 it	 avoided	 critical	 power	 analysis.	
When	 the	 Pan	 American	 Health	 Organization	 opened	 the	 table	 to	 include	
diverse	perspectives	in	its	Commission	on	Equity	and	Health	Inequalities	in	the	
Americas,	this	action	shifted	the	dialogue,	advancing	an	evidence-	and	equity-
informed	process	that	was	explicitly	attentive	to	the	role	of	power	(Commission	
of	 the	 Pan	 American	 Health	 Organization	 on	 Equity	 and	 Inequalities	 in	 the	
Americas	2019).	In	essence,	what	questions	are	asked,	who	is	represented,	and	
how	the	process	unfolds	matters.
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We	can	examine	what	the	literature	reveals	in	a	living	example	where	trans-
formative	research	coproduction	could	be	playing	a	role	in	shaping	a	more	equi-
table	 future.	 In	 2020,	 a	 pandemic	 surged	 around	 the	 world,	 revealing	 the	
interconnectedness	of	our	collective	global	health.	Also	revealed	were	the	depths	
of	 social,	economic,	and	racial	divides	 that	positioned	Black,	 Indigenous,	and	
people	 of	 colour	 in	 greater	 economic	 and	 health	 hardship	 (Bhala	 et	 al.	 2020;	
Oppel	Jr	et	al.	2020;	Tai	et	al.	2021).	Though	initially	described	as	a	“great	equal-
izer,”	dramatic	 inequities	 in	 the	burden	and	 impact	of	COVID-19	mirror	pat-
terns	 exposed	 by	 previous	 pandemics	 in	 ways	 that	 provided	 a	 substantive	
knowledge	base	that	should	have	drawn	research,	practice,	and	policy	attention	
to	SSDH	(Gaynor	and	Wilson	2020;	Mein	2020).	Despite	the	strength	of	evidence,	
responses	 to	 the	 pandemic	 focused	 predominantly	 on	 public	 health	 interven-
tions	 that	 make	 power-privileged	 assumptions	 about	 basic	 health,	 living,	 and	
working	 conditions	 –	 made	 by	 people	 positioned	 with	 enough	 privilege	 to	
assume	the	SSDH	didn’t	factor	into	the	epidemiology	of	an	infectious	disease.	It	
would	 be	 laughable	 for	 researchers	 to	 overlook	 the	 pandemic	 as	 involving	 a	
virus,	 yet	 many	 responded	 with	 surprise	 when	 epidemiological	 data	 demon-
strated	it	involves	inequities.	There	is	no	legitimate	scientific,	ethical,	or	practi-
cal	 justification	 for	 this	 surprise	 or	 for	 not	 understanding	 the	 pandemic	 as	
inextricable	from	SSDH.	The	strength	of	evidence	about	the	ubiquity	and	impacts	
of	SSDH	on	health	is	irrefutable.	Absence	of	critical	and	equity-centered	power	
analysis	is	harmful	for	everyone.

Transformative	research	coproduction	draws	systems	to	task.	It	invites	crea-
tive	consideration	of	how	people,	environments,	behaviors,	and	practices	work	
to	restrict	or	share	power.	Most	health	professions	and	health	science	research-
ers	are	not	sensitized	to	the	importance	(or	even	presence)	of	power,	let	alone	
hold	capacity	to	identify	and	analyze	its	role	in	society	or	in	their	work	settings.	
Absence	of	the	attentiveness	to	the	power	is	self-reinforcing,	regardless	of	how	
seemingly	 good	 or	 sincere	 the	 intention,	 and	 serves	 to	 maintain	 or	 entrench	
inequities	in	the	distribution	of	power.	Further,	even	when	efforts	in	global	and	
public	health	are	described	as	doing	something	to	address	health	inequities	or	
promote	health	equity,	evidence	about	the	causes	of	health	inequities	is	over-
looked	as	often	as	not	(Plamondon	et	al.	2020).	When	efforts	to	connect	knowl-
edge	with	action	focus	on	issues	of	health	equity,	much	of	it	tends	to	problematize	
the	disparities	or	inequities	–	with	the	bulk	of	interventions	aimed	at	the	behav-
iors,	lifestyles,	or	living	conditions	of	those	who	are	navigating	positionalities	of	
disadvantage.	The	problem	is	defined	as	belonging	to	the	populations	experienc-
ing	inequities,	rather	than	those	experiencing	advantage.	In	order	to	dismantle	
the	systems	and	structures	that	uphold	inequitable	SSDH,	our	gaze	needs	to	turn	
to	 dismantling	 systems	 of	 unfair	 unearned	 advantage.	When	 attentiveness	 to	
positionality	and	power	is	low,	the	likelihood	of	a	thorough	and	honest	exami-
nation	 of	 the	 ways	 in	 which	 power	 is	 shaping	 a	 particular	 health	 outcome	
is	also	low.



42 2.2 Equity, Power, And Transformative Research Coproduction 2.2 Equity, Power, and Transformative Research Coproduction

Research	 aimed	 at	 examining	 how	 to	 connect	 knowledge	 with	 action	 for	
health	equity	showed	that	how	we	think	about	health	equity	is	in	constant	rela-
tionship	 with	 how	 we	 engage	 in	 efforts	 to	 act.	 Civil	 society	 movements	 and	
scholars	alike	are	pushing	boundaries	of	action	on	SSDH.	Evidence-informed	
practices	for	connecting	knowledge	with	action	for	health	equity	challenge	the	
core	 structures	 and	 functions	 of	 relationships	 between	 power-privileged	 and	
others	in	society.	Given	the	ubiquitous	role	of	SSDH	in	shaping	health	outcomes	
and	life	trajectories,	we	argue	that	these	practices	have	much	to	offer	any	effort	
to	use	or	do	research	–	and	are	essential	to	transformative	research	coproduc-
tion.	 Several	 tools	 and	 strategies	 are	 also	 available	 to	 support	 critical	 engage-
ment	 in	 power	 analysis	 and	 attentiveness	 to	 issues	 of	 equity.	 Offered	 by	 a	
Canada-based	 network	 of	 people	 interested	 in	 using	 and	 doing	 research	 to	
address	 issues	 of	 equity	 in	 global	 health	 settings,	 the	 Canadian	 Coalition	 for	
Global	Health	Research	(CCGHR)	Principles	for	Global	Health	Research	offer	a	
platform	for	critically	reflective	dialogue	that	can	be	used	in	any	effort	to	center	
equity	(https://www.ccghr.ca/resources/principles-global-health-research).	The	
six	 principles	 include	 partnering	 authentically,	 fostering	 inclusion,	 creating	
shared	benefits,	planning	with	a	commitment	to	the	future,	responding	to	the	
causes	 of	 inequities,	 and	 practicing	 humility	 (Plamondon	 and	 Bisung	 2019).	
With	their	deeply	relational	focus,	the	principles	and	accompanying	tools	pro-
vide	people	with	a	mechanism	to	support	conversations	about	equity	implica-
tions,	emphasizing	that	there	are	always	choices	in	what	and	how	we	approach	
research	 or	 knowledge	 translation	 –	 with	 some	 choices	 more	 equity-centered	
than	others.

The	World	Health	Organization’s	health	equity	assessment	tools	are	used	by	
governments	 to	 provide	 a	 mechanism	 for	 elevating	 equity	 considerations	 in	
municipal,	regional,	national	and	international	policy,	monitoring	and	evalua-
tion	efforts.	Political	economy	frameworks,	such	as	that	described	by	Raphael	
and	colleagues,	provide	another	useful	tool	to	engage	in	critical	power	analysis	
of	context	and	players	connected	to	the	SSDH	(Raphael	and	Bryant	2019).	The	
Systems	Health	Equity	Lens	(SHEL),	developed	in	partnership	with	health	sys-
tem	partners,	is	a	dual	lens	that	focuses	on	recognizing	health	inequities	as	well	
as	 promoting	 health	 equity.	 The	 lens	 necessarily	 shifts	 attention	 away	 from	
identifying	“at-risk”	or	“vulnerable”	populations	toward	the	root	causes	of	ineq-
uities:	the	systems,	structures,	and	processes	that	create	disadvantage	and	vul-
nerability	 in	 the	 first	 place.	 Guided	 by	 intersectionality	 and	 complexity,	 the	
SHEL	incorporates	health	system	actions	across	all	levels	of	the	health	system	
through	 application	 of	 a	 socio-ecological	 model	 (Pauly	 et	 al.	 2018).	 Both	 the	
SHEL	and	the	CCGHR	Principles	for	Global	Health	Research	are	useful	tools	for	
people	involved	in	coproduction	to	think	through	the	equity	implications	and	
choices	they	navigate	in	any	given	endeavor.
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The	National	Collaborating	Centre	for	Determinants	of	Health,	a	Canadian	
knowledge	translation	organization,	moves	forward	equity-oriented	knowledge	
translation	by	attending	to	multiple	ways	of	knowing,	explicitly	centering	equity	
and	naming	systems	of	power,	taking	a	problem-solving	approach,	drawing	on	
and	working	with	affected	communities	(particularly	outsiders-within),	 learn-
ing	 from	 multisectoral	 and	 multidisciplinary	 perspectives,	 and	 understanding	
the	context	within	which	knowledge	 is	generated	and	applied	 (Davison	et	al.	
2015).	With	these	considerations	in	mind,	resources	on	key	health	equity,	struc-
tural	and	social	determinants	of	health	issues	are	developed	in	partnership	with	
researchers	and	practitioners.	These	resources	take	up	issues	of	power	and	how	
it	 influences	 health,	 contributing	 to	 the	 normalization	 of	 a	 power	 analysis	 in	
public	 health.	 For	 example,	 through	 the	 Let’s	 Talk	 series	 the	 NCCDH	 has	
explored	health	equity,	racism,	and	Whiteness	and	provides	questions	to	support	
reflection	and	dialogue	within	organizations.	The	resources	and	tools	articulate	
roles	for	public	health	to	contribute	to	reducing	health	inequities	through	policy	
advocacy,	 community	 engagement,	 collaborative	 practice,	 and	 partnerships	
with	non-health	sectors.

EXPERIENTIAL KNOWLEDGE

Research	coproduction	that	transforms	includes	and	facilitates	power	analysis	
to	eliminate	echo	chamber	research,	redistributes	power,	and	empowers	people	
who	are	not	typically	given	the	opportunity	to	analyze	power	to	engage	in	the	
power	analysis	(because	they	are	usually	the	subject	of	study).	Below,	we	offer	
three	examples	of	transformative	coproduction	from	our	own	experience	within	
organizations,	networks	and	communities,	and	systems.

Coproduction to Transform Organizations (Sume)

My	engagement	in	transformative	research	coproduction	sits	at	the	intersection	
of	research	and	practice.	I	have	chosen	to	work	at	the	margins	of	public	health	
and	through	knowledge	translation,	collaboratively	develop	tools	and	resources	
to	support	policy	and	practice	change	to	improve	health	equity.	I	actively	bring	
in	perspectives	 that	have	 the	potential	 to	 transform	health	 inequities	 into	 the	
consciousness	 of	 public	 health	 practitioners	 and	 decision-makers.	 I	 position	
SSDH,	such	as	racism	and	Whiteness,	as	being	pertinent	to	public	health	prac-
tice,	research,	and	education	(National	Collaborating	Centre	for	Determinants	
of	Health	2015;	Ndumbe-Eyoh	et	al.	2020).	I	pay	thoughtful	attention	to	who	is	
invited	 to	 provide	 open	 peer	 review	 of	 publications	 and	 aim	 to	 draw	 on	 an	
inclusive	 pool	 of	 reviewers	 with	 expertise	 and	 lived	 experience.	 I	 actively	
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privilege	outsiders-within,	 those	who	have	lived	experience	of	structural	mar-
ginalization	 and	 resistance,	 who	 practice	 or	 research	 in	 health	 equity.	 This	
consideration	extends	to	who	I	invite	to	provide	advice	on	the	knowledge	trans-
lation	resources	I	develop.	Through	webinars	and	workshops,	I	regularly	profile	
the	knowledge	of	 researchers	and	practitioners	 from	health	and	other	sectors	
(Ndumbe-Eyoh	 et	 al.	 2020).	 My	 transformative	 coproduction	 practice	 centers	
co-learning	on	individuals	and	organizations,	positioning	practitioners	as	legiti-
mate	 knowledge-holders	 and	 working	 collaboratively	 to	 capture	 their	 experi-
ences.	This	invites	different	ways	of	knowing	that	are	rooted	in	issues	that	matter	
to	the	field.	I	strive	to	be	a	critical	friend	to	public	health	practitioners	and	orga-
nizations,	 inviting	 learning	 and	 curiosity	 while	 always	 moving	 dialogue	 and	
action	in	the	service	of	reducing	social	and	health	inequities.

Coproduction to Transform Networks/Communities (Katrina)

I	engage	in	transformative	research	coproduction	with	the	broad	and	dispersed	
academic	fields	of	global	and	public	health,	advancing	health	equity	action	by	
working	with	those	in	positions	of	influence.	I	do	research	with	people	who	use	
it,	collaboratively	designing	research	that	examines	the	determinants	of	uptake	
and	integration	of	equity-centered	approaches	among	those	individuals	and	col-
lectives	that	constitute	health	research	systems	such	that	transformative	copro-
duction	 is	 unfolding	 from	 within	 our	 own	 practice	 community.	 I	 do	 this	 by	
constructing	 my	 role	 as	 an	 academic	 around	 advancing	 health	 equity	 action,	
such	that	my	teaching,	service,	and	research	are	all	incremental	contributions	to	
transforming	 practices	 in	 global	 and	 public	 health.	 I	 confront	 scholarly	 and	
research	practices	that	restrict	our	collective	capacity	to	align	equity	intentions	
with	action	(Plamondon	et	al.	2020).	I	contribute	to	theoretical	and	methodolog-
ical	debate	that	contributes	to	sparking	dialogue	about	how	we	strive	for	trans-
formative	coproduction	(Plamondon	2021;	Plamondon	and	Caxaj	2018).	I	build	
long-term	relationships	with	networks	and	communities	over	time,	listening	for	
direction	and	positioning	my	time,	skills,	and	resources	in	service.	Transforma-
tive	 research	 coproduction	 is	 a	 career	 commitment	 to	 working	 with	 this	
community	of	 influence,	catalyzing	 the	potential	 for	change	by	strengthening	
attentiveness	to	issues	of	power	and	equity	among	networks	and	practice	com-
munities	whose	work	is	influential	in	shaping	(and	re-shaping)	the	SSDH.

Coproduction for Systems Transformation: The xac/qanaǂ ʔitkiniǂ 
Project (Sana)

The	xac/qanaǂ	ʔitkiniǂ	(Many	Ways	of	Doing	the	Same	Thing)	research	project	is	
a	long-term	partnership	between	Ktunaxa	Nation	Council,	Interior	Health,	the	
University	 of	 British	 Columbia,	 and	 the	 University	 of	 Victoria	 to	 coproduce	
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solutions	for	promoting	equitable	health	outcomes	for	people	within	Ktunaxa	
territory.	 The	 research	 team	 includes	 scholars,	 leaders,	 and	 Elders	 from	 the	
Nation,	with	oversight	and	guidance	from	the	xac/qanaǂ	ʔitkiniǂ	Advisory	Group,	
composed	of	Ktunaxa	Elders,	knowledge	holders	and	language	experts.	There	
are	 several	 examples	 of	 practically	 implementing	 coproduction	 practices	 that	
are	attentive	to	power	and	transformative	in	application	from	this	project	(Shah-
ram	et	al.,	in	progress).	One	example	is	the	allocation	of	over	80%	of	all	research	
funds	directly	into	communities	through	hosting	local	research	events,	contract-
ing	 local	vendors,	appropriate	compensation	of	Knowledge	Holders	and	 team	
members,	and	purposefully	supporting	the	training	and	capacity	of	Ktunaxa	cit-
izens.	Another	is	the	team’s	collaboration	with	Ktunaxa	Nation	Council	to	co-
fund	three	local	Ktunaxa	artists	to	capture	themes	from	research	findings	and	
community	 wellness	 concepts	 to	 display	 in	 the	 Ktunaxa	 Nation	 Governance	
Building.	Finally,	in	a	departure	from	academic	traditions	that	claim	data	and	
knowledge	 as	 “owned”	 by	 researchers,	 our	 team’s	 refusal	 to	 publish	 or	 share	
community	data	that	is	contextualized,	and	for	the	sole	purpose	and	gain	of	the	
Nation	and	community,	is	an	important	act	of	honoring	the	spirit	of	coproduc-
tion.	Instead,	we	publish	only	the	insights	gained	about	transformative	processes	
as	a	means	of	informing	anti-colonial	actions	in	broader	systems	(e.g.,	health-
care	and	health	research	systems).	While	this	project	has	importantly	generated	
useful	data	and	products	for	Ktunaxa	Nation	to	support	health	and	wellness,	as	
well	as	contributed	to	the	refinement	of	methods,	policies,	and	resources	that	are	
being	 applied	 in	 many	 sectors,	 a	 major	 contribution	 has	 been	 the	 process	 of	
doing	this	work	in	the	first	place.	By	creating	space	for	different	ways	of	knowing	
and	doing,	our	project	demonstrates	how	coproduction,	that	is	equitable	in	pro-
cess	as	well	 as	purpose,	 can	confront	 systems-level	barriers	with	community-
driven	solutions,	create	shared	and	mutual	benefits	for	all	partners	and	transform	
broad	systems	alongside	local	and	context-rich	efforts	to	engage	with	and	balance	
issues	of	power	and	privilege	(Shahram	et	al.,	in	progress).

PRACTICE IMPLICATIONS

Practice	is	a	word	comfortably	used	by	the	health	professions,	often	with	clinical	
implications.	 As	 critical	 equity	 scholars,	 we	 understand	 practice	 as	 the	 daily,	
habitual	 actions	 people	 or	 collectives	 engage	 in	 as	 routine	 ways	 of	 doing,	
working,	and	interacting	in	any	setting.	All	people	engage	in	practices	relevant	
to	their	own	lives	and	interactions.	Practices	exist	in	a	constant	relationship	with	
what	and	how	individuals	and	collectives	think,	and	are	therefore	acts	of	assert-
ing	power.	Returning	to	our	definition	of	transformative,	we	focus	our	energy	on	
research	and	knowledge	translation	topics	that	we	believe	can	shift	or	change	
power	in	ways	that	enable	or	advance	health	equity	–	and	also	on	practices	that	
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can	do	the	same.	Transformative	research	coproduction	is	aspirational,	future-
facing,	and	achievable.	What	we	do	with	power	on	a	daily,	routine	basis	is	foun-
dational	to	achieving	transformation	for	a	more	equitable	future.

What	 we	 do	 with	 power	 in	 our	 routine	 practices	 is,	 indeed,	 precisely	 the	
point	at	which	individuals	or	collectives	generate	the	conditions	that	determine	
the	 distribution	 of	 power	 and	 resources.	 Far	 from	 trite,	 and	 regardless	 of	 the	
degree	of	attentiveness	afforded	them,	practices	are	enactments	of	power	and	
agency.	They	can	be	more	or	 less	 responsive	 to	 issues	of	 equity,	more	or	 less	
transformative.	The	relationship	between	practice	and	transformative	potential	
is	circular	and	mutually	reinforcing,	such	that	adopting	a	practice	of	identifying	
and	examining	practices	themselves	is	transformative.	It	turns	a	critical,	analyti-
cal	gaze	upon	the	role	of	individual	or	collective	practices	in	shaping	power	rela-
tionships,	and	it	requires	deep	attentiveness	to	positionality.	This	analysis	must	
extend	to	the	systems,	structures,	and	social	narratives	that	serve	to	construct	
particular	ideas	about	“truth”	and	“knowledge.”

Because	power	is	inescapable,	and	because	all	people	and	ideas	are	embed-
ded	 in	 social	 contexts,	 no	 individual	 or	 collective	 is	 immune	 from	 its	 effects.	
Power-privileged	narratives	elevate	particular	ideas	and	priorities	while	silenc-
ing	others	–	bell	hooks	describes	how	the	power	dynamics	of	patriarchy	are	con-
stantly	and	actively	constructed	by	both	men	and	women:

We	 need	 to	 highlight	 the	 role	 women	 play	 in	 perpetuating	 and	 sus-
taining	 patriarchal	 culture	 so	 that	 we	 will	 recognize	 patriarchy	 as	 a	
system	 women	 and	 men	 support	 equally,	 even	 if	 men	 receive	 more	
rewards	from	that	system.	Dismantling	and	changing	patriarchal	culture	
is	work	that	men	and	women	must	do	together.

(hooks	2004)

The	practice	implication	for	those	pursuing	transformative	research	coproduc-
tion	is	a	call	to	reflexivity	and	power-aware	praxis.	It	is	intense,	demanding	head	
and	heart	work.	It	is	a	call	to	stay	in	conversation	and	embrace	a	willingness	not	
only	to	change	but	also	to	teach.	It	is	an	everybody	problem,	inviting	individuals	
and	collectives	(research	teams	and	research	systems)	to	take	up	our	autonomy	
and	exert	our	agency	to	be	part	of	a	transformative	solution.

One	 of	 the	 paradoxes	 of	 engagement	 that	 we	 grapple	 with	 in	 the	 ever-
expanding	scholarly	field	of	“coproduction”	stems	from	the	use	of	language	that	
assigns	a	code	and	positionality	 to	different	kinds	of	knowledge	user	or	 team	
member.	Terms	like	“patient-oriented”	can	sound	like	good	ways	to	open	trans-
formative	possibilities,	but	they	often	require	particular	team	members	to	legiti-
mize	their	presence	or	foreground	their	status	through	an	illness	or	some	kind	of	
diversity	or	inclusion	quota,	while	others	foreground	their	professional	qualifi-
cations	or	formal	titles.	Researchers	are	commonly	assigned	leadership	roles	or	
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authority	 in	 research	 processes,	 even	 in	 teams	 or	 on	 projects	 that	 explicitly	
center	 themselves	 around	 an	 intention	 of	 coproduction.	 Risk	 of	 tokenism,	 or	
worse	 –	 of	 diminishing	 the	 multiplicities	 of	 our	 humanity	 –	 arises,	 however,	
when	assumptions	about	 language	and	positionality	are	 left	unquestioned.	 In	
any	interaction	there	is	power.	Coproduction	teams	must	prioritize	and	engage	
in	dialogue	about	power.	Being	aware	of	our	own	power	and	positionality,	in	our	
own	 complex	 social	 position,	 allows	 us	 to	 leverage,	 share,	 and	 redistribute	 it.	
The	 more	 power	 we	 hold,	 the	 greater	 our	 responsibility	 to	 be	 aware	 and	 the	
greater	our	accountability	to	redistribute	it.

Box 2.2.2Ten basic practices for transformative coproduction

1.	 	Engage	in	a	personal	reflective	practice	to	understand	your	own	posi-
tionality.	Commit	to	routine	practices	that	draw	upon	your	own	crea-
tivity,	 using	 art,	 poetry,	 journaling,	 or	 dialogue	 to	 advance	 your	
reflective	practice.	Do	some	work	on	your	own,	and	other	work	in	safe	
places	where	you	can	be	vulnerable.	For	each	of	the	following	points,	
engage	 in	 dialogue	 with	 others,	 balancing	 talking,	 listening,	 and	
reflecting	as	a	foundation.

2.	 Intentionally	 articulate	 assumptions,	 values,	 theories,	 and	 philoso-
phies	that	influence	your	worldview.	Invite	others	with	different	per-
spectives	to	be	part	of	identifying	these	things,	because	it	can	be	hard	
to	do	in	isolation.	Challenge	each	other.	Engage	in	working	through	all	
of	these	practices	together.

3.	 Do	 difficult,	 deep	 reading	 of	 critical	 authors	 whose	 writing	 invites	
reflection	 on	 issues	 of	 power	 and	 privilege.	 For	 example,	 visit	 the	
NCCDH	 website	 for	 resources	 on	 Whiteness	 (http://nccdh.ca/
resources/glossary),	 or	 use	 tools	 to	 support	 reflective	 dialogue	 (e.g.,	
https://toolsforchange.org/wp-content/uploads/2014/03/to%20	
equalize%20power.pdf).	Many	of	 the	authors	we	cite	 in	 this	 chapter	
are	a	great	starting	place,	as	are	the	many	incredible	Indigenous,	anti-
racism,	and	anti-White	Supremacy	scholars	whose	works	can	easily	be	
found	by	searching	your	local	or	online	bookstore	for	these	topics.

4.	 Practice	humility,	approaching	from	a	position	of	listening	and	learn-
ing	rather	than	knowing.

5.	 Don’t	assume	that	your	perspective	is	neutral.	Acknowledge	that	you	
bring	 a	 perspective	 and	 experiences	 into	 the	 space	 that	 will	 create	
biases	and	taken-for-granted	assumptions.	Invite	dialogue	that	inter-
rogates	these	perspectives.
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6.	 Locate	 health	 in	 the	 broader	 political	 historical	 contexts	 that	 are	
known	 to	 shape	 inequities	 and	 imbalances	 in	 the	 distribution	 of	
wealth,	 resources,	 and	 power.	 Extending	 consideration	 of	 these	
broader	contexts	to	your	research	design,	approaches,	questions,	and	
knowledge	translation	plans.

7.	 Embrace	 theoretical	 research	 approaches	 that	 allow	 space	 for	 and	
honor	different	ways	of	knowing.

8.	 Center	the	purpose	of	coproduction	on	the	benefits	it	will	produce	for	
the	groups,	communities,	or	populations	it	is	supposed	to	serve.

9.	 Ask	critical	questions	about	the	benefits	of	research:	where	does	the	
money	go?	Is	the	community	building	capacity	in	ways	that	transform?	
Are	communities	sharing	the	benefits	and	burdens	of	research?

10.	 Observe	your	own	emotional	response	to	challenges	to	power.	Recognize	
when	you	are	feeling	uncertain,	vulnerable,	bold,	or	confident.	Use	this	
observation	to	support	a	practice	of	power-sharing,	power	redistribu-
tion,	and	transformation.

Reprinted	with	permission	from:	CCGHR	Principles	for	Global	Health	Research,	Figure	
and	questions	(for	which	Katrina	Plamondon	was	the	lead	author	and	concept	designer	of	
the	 figure).	 Agreed	 and	 accepted	 by	 Christina	 Zarowsky	 and	 Susan	 Elliott,	 Co-Chairs	
CAGH	Interim	Board.

FUTURE RESEARCH

Transformative	 research	coproduction	 is	evolving,	 iterative,	and	 full	of	 future	
potential.	It	builds	on	a	deep	and	diverse	tradition	that	strives	for	more	equitable	
societies	 in	 which	 all	 communities	 thrive.	 Each	 of	 us	 is	 actively	 involved	 in	
knowledge	translation	science	that	examines	questions	of	how	to	achieve	health	
equity	action.	We	believe	 future	 research	can	extend	 to	explore	 the	 impact	of	
training	 on	 the	 capacity,	 confidence,	 and	 competence	 of	 people	 engaging	 in	
coproduction.	There	may	be	spaces	where	 it	 is	more	 likely	 to	be	 taken	up,	or	
more	needed	–	and	there	may	not	be	space	for	transformative	research	in	all	set-
tings.	 Future	 efforts	 should	 include	 ongoing	 monitoring	 and	 research	 on	 the	
long-term	impacts	of	working	in	more	equity-informed	and	transformative	ways	
to	promote	health	equity	and	reduce	inequity.
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CONCLUSION

Transformative	research	coproduction	may	be	more	comfortably	embraced	by	
people	who	have	an	explicit	equity	intention;	however,	because	of	the	ubiquity	
and	 influence	of	 issues	of	power	 in	shaping	virtually	any	health	outcome,	we	
argue	 that	 all	 research	 could	 more	 or	 less	 be	 equity-informed;	 therefore	 any	
effort	to	use	or	do	research	could	be	more	or	less	transformative.	Both	between	
and	within	countries,	vast	inequities	shape	dramatically	different	life	trajectories	
among	 people	 who	 either	 benefit	 or	 are	 harmed	 by	 the	 persistent	 legacies	 of	
colonialism.	Legacies	of	power	 inequities	directly	 shape	 the	SSDH	today,	and	
have	for	centuries.	In	the	twenty-first	century,	waves	of	critical	public	dialogue	
demonstrate	 an	 increasing	 intolerance	 for	 inattention	 to	 issues	 of	 power	 and	
privilege.	There	 is	growing	desire	and	 interest	 to	do	better.	Activist	and	poet,	
Maya	Angelou	famously	said	“…when you know better, you do better.”	We	know	
that	there	is	a	need	to	strengthen	collective	capacity	to	identify,	understand,	and	
transform	 inequitable	 power	 structures	 and	 relationships	 in	 society.	 Inviting	
power-privileged	 perspectives	 and	 populations	 into	 brave	 and	 productive	 dia-
logue,	with	accountability	and	responsibility,	is	central	to	transformative	copro-
duction.	Doing	so	requires	compassion,	advanced	facilitative	skills	(that	can	be	
learned	and	developed),	researchers,	and	facilitators	who	invest	in	the	deep	criti-
cal	thinking	work	required	to	unpack	complex	issues	of	power	and	understand	
their	 own	 positionality	 and	 its	 embeddedness	 in	 broader	 social	 narratives.	
Health	 equity	 work	 is	 everyone’s	 work,	 and	 the	 more	 we	 see	 each	 other	 as	
connected	to	our	collective	futures,	the	more	likely	we	are	to	be	accepting	in	the	
process	of	learning	how	to	engage	in	power	analysis	and	transformation.

Transformative	 potential	 is	 fluid,	 with	 coproduction	 serving	 to	 favorably	
shift	research	efforts	toward	advancing	equity.	It	can	be	applied	to	research	ques-
tions	 that	 seek	 to	 analyze	 the	 powerful,	 or	 to	 setting	 priorities	 for	 discovery-
driven	research	by,	for	example,	examining	issues	of	equity	in	what	benefits	are	
imagined	and	established,	and	for	whom.	When	we	engage	in	coproduction	for	
transformation,	 we	 commit	 to	 building	 knowledge	 and	 knowing	 together,	 we	
create	space	for	honoring	many	ways	of	knowing,	and	we	approach	everything	
we	 do	 from	 a	 position	 of	 listening	 and	 learning,	 rather	 than	 authority.	 We	
embrace	optimism	for	our	collective	capacity	to	create	more	equitable	futures.	
We	take	risks	of	disruption,	unlearning,	and	re-creating	relationships.	When	we	
authentically	engage	in	transformative	coproduction,	we	make	ourselves	vulner-
able,	examining	our	own	positionalities	in	the	context	of	broader	societal	narra-
tives	and	inviting	critical	conversations	with	others.	We	build	our	individual	and	
collective	capacity	to	engage	in	uncomfortable,	unsettling	learning	because	we	
believe	in	the	creative	and	amazing	capacity	of	humanity.	We	hold	optimism	and	
hope	 with	 reverence,	 and	 acknowledge	 our	 role	 in	 service	 to	 a	 greater	 public	
good,	as	one	voice	among	the	many	needed	to	create	a	more	equitable	future.
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C H A P T E R  2
2.3 Effects, Facilitators, and 
Barriers of Research 
Coproduction Reported in 
Peer-Reviewed Literature
Katheryn M. Sibley, Femke Hoekstra, Anita Kothari, and Kelly Mrklas

Key Learning Points

•	 Research	coproduction	reporting	and	evaluation	design	practices	should	
be	strengthened.

•	 Many	 types	 of	 effects	 have	 been	 identified,	 although	 the	 strategies	 or	
mechanisms	to	produce	them	are	not	clear.

•	 Many	facilitators	and	barriers	are	also	effects	of	coproduction,	suggesting	
a	need	for	further	study	to	identify	a	causal	pathway.

•	 Outcomes	and	impacts	are	not	well	defined	in	coproduction	research.
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INTRODUCTION

Previous	chapters	have	explored	what	research	coproduction	 in	healthcare	 is,	
relevant	theories	and	theorizing	about	research	coproduction.	This	chapter	pro-
vides	an	overview	of	the	effects	of,	and	facilitators	and	barriers	to,	coproduction	
as	 reported	 in	 peer-reviewed	 academic	 literature.	 While	 acknowledging	 that	
there	are	many	ways	to	gain	insight	about	research	coproduction,	peer-reviewed	
literature	 is	 an	 important	 source	 of	 evidence	 because	 the	 review	 process	 pro-
vides	a	measure	of	quality	that	ensures	a	minimum	standard.	Understanding	the	
effects	of	research	coproduction	is	important	for	building	knowledge	about	how	
research	coproduction	works,	making	the	decisions	easier	to	engage	in	copro-
duction,	planning	a	coproduction	approach,	and	its	evaluation.	Understanding	
facilitators	and	barriers	to	research	coproduction	–	what	helps	or	hinders	it	–	is	
critical	for	optimizing	coproduction.

What Are Effects? What Are Facilitators and Barriers?

While	there	is	no	universally	accepted	definition	of	effects	of	coproduction,	they	
have	been	described	as	intended	and/or	unintended	changes	due	directly	or	indi-
rectly	 to	 an	 intervention	 (Belcher	 and	 Palenberg	 2018)	 (i.e.,	 the	 coproduction	
strategy).	 Short-	 or	 medium-term	 effects	 are	 often	 referred	 to	 as	 “outcomes,”	
which	are	measured	or	assessed	as	a	component	of	a	study	(Hoekstra	et	al.	2018).	
Impacts	are	often	considered	long-term	or	secondary	effects	with	“an	identifiable	
benefit	to,	or	positive	influence	on,	the	economy,	society,	public	services,	health,	
the	 environment,	 quality	 of	 life,	 or	 academia”	 (Higher	 Education	 Funding	
Council	for	England	2014).	Outcomes	and	impacts	are	not	well-differentiated	in	
published	literature	on	research	partnerships,	suggesting	that	these	terms	may	be	
used	interchangeably	(Hoekstra	et	al.	2020).	For	this	reason,	in	this	chapter	we	
use	the	term	“effects”	to	cover	both	and	do	not	distinguish	between	the	two.

Facilitators	and	barriers	can	be	considered	factors	 that	 influence	research	
coproduction.	In	this	chapter	we	define	facilitators	as	single	or	multilevel	factors	
that	 are	 positively	 associated	 with,	 or	 enhance,	 research	 coproduction	 effects	
(Hoekstra	et	al.	2018).	We	define	barriers	as	single	or	multilevel	factors	that	are	
negatively	 associated	 with,	 or	 hinder,	 the	 effects	 of	 research	 coproduction	
(Hoekstra	et	al.	2018).

Understanding Research Coproduction – an Evolving 
Area of Study

Explicit	 studies	exploring	and	evaluating	research	coproduction	 in	healthcare	
have	grown	steadily	over	time,	particularly	in	the	early	decades	of	the	twenty-
first	 century	 (Gagliardi	 et	 al.	 2016;	 Mitton	 et	 al.	 2007).	 The	 nature	 of	 these	
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publications	has	evolved	and	expanded	as	coproduction	paradigms	mature.	For	
example,	 integrated	knowledge	 translation	emerged	 from	 the	broader	 field	of	
knowledge	 translation	 and	 implementation	 science,	 and	 patient	 and	 public	
involvement	in	research	has	grown	with	mandated	and	expanded	acceptance.	
However,	three	limitations	of	coproduction	evidence	persist:	many	publications	
on	 coproduction	 are	 based	 on	 case	 study	 descriptions	 of	 partnerships	 in	
individual	projects	or	research	networks;	much	of	the	synthesized	partnership	
evidence	to	date	is	“sliced”	into	discrete	foci	on	specific	knowledge	user	groups,	
paradigms,	or	approaches;	and,	a	lack	of	evaluation	remains	prominent.

Numerous	examples	illustrate	both	the	shifts	and	consistencies	in	coproduc-
tion	research.	Mitton	et	al.’s	 (2007)	 review	of	 studies	published	between	1997	
and	2005	included	both	knowledge	transfer	and	exchange	literature	in	a	reflec-
tion	of	 the	developing	 field	of	 integrated	knowledge	 translation	 (Mitton	et	al.	
2007).	 The	 majority	 of	 papers	 included	 in	 that	 review	 were	 opinion	 pieces,	
reviews,	 or	 surveys	 of	 knowledge	 user	 perspectives,	 and	 just	 20%	 of	 articles	
reported	on	the	application	of	a	knowledge	transfer	or	exchange	strategy.	The	
few	large	cross-sectional	studies	of	research	coproduction	are	based	on	data	that	
is	more	than	a	decade	old	(Sibbald	et	al.	2019).	Sibbald	et	al.	(2019)	reported	the	
results	of	their	survey	conducted	in	2010	with	216	researchers	and	knowledge	
users	 who	 received	 Canadian	 funding	 for	 coproduction	 research	 projects	
between	2005	and	2009.	Most	 syntheses	of	 coproduction	are	 restricted	 to	one	
type	of	knowledge	user.	For	example,	the	Gagliardi	et	al.	(2016)	review	focused	
solely	on	policy	makers	and	administrators.	Camden	et	al.	(2015)	included	all	
types	of	research	users	in	their	analysis	but	restricted	their	scope	to	rehabilita-
tion	research.	Many	systematic	analyses	of	patient	and	public	 involvement	 in	
research	 do	 not	 include	 other	 users	 (e.g.,	 Camden	 et	 al.	 2015;	 Domecq	 et	 al.	
2014).	With	regards	to	challenges	with	evaluation,	Kislov	et	al.	(2018)	systemati-
cally	reviewed	published	evaluations	of	funded	Collaborations	for	Leadership	in	
Applied	 Health	 Research	 and	 Care	 (CLAHRCs)	 in	 the	 United	 Kingdom	 and	
determined	that	much	of	the	focus	was	on	organizational	arrangements	and	pro-
cesses,	 with	 minimal	 evaluation	 exploring	 evidence	 of	 impact	 (Kislov	 et	 al.	
2018).	These	issues	persist	 in	newer	studies	as	well.	A	2019	scoping	review	of	
integrated	 knowledge	 translation	 studies	 published	 between	 2005	 and	 2017,	
which	 involved	public	health	policy	makers,	 reported	 that	only	one	of	 the	20	
included	 studies	 evaluated	 the	 coproduction	 process	 and	 only	 one	 examined	
knowledge	use	(Lawrence	et	al.	2019).

Identifying Effects, Facilitators, and Barriers – Our Approach

We	used	a	rapid	review	approach	(Khangura	et	al.	2012)	to	identify	the	effects,	
facilitators,	 and	 barriers	 to	 research	 coproduction,	 relying	 on	 published	 or	
ongoing	evidence	syntheses	of	research	partnerships.	Rapid	reviews	are	based	
on	rigorous	systematic	review	methodologies	but	simplify	or	restrict	the	scope	of	
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a	review	to	produce	information	in	a	timely	manner	(Tricco	et	al.	2015).	In	our	
review	we	included	a	review	of	reviews	published	in	2020	(Hoekstra	et	al.	2020)	
as	well	as	eight	systematic	or	scoping	reviews	of	health	research	partnerships	
published	between	2016	and	2020	that	were	general	in	focus	and	not	confined	to	
a	 specific	 population	 or	 sub-area	 of	 research	 identified	 from	 an	 established	
search	strategy	(Bird	et	al.	2020;	Brush	et	al.	2020;	Bush	et	al.	2017;	Drahota	et	al.	
2016;	Gagliardi	et	al.	2016;	Lawrence	et	al.	2019;	Tricco	et	al.	2018;	Vat	et	al.	2020)	
(Table	2.3.1).	These	were	supplemented	with	 incoming	 information	 from	two	
ongoing	 reviews	 conducted	 by	 chapter	 co-authors	 (Kothari,	 work	 in	 prepara-
tion;	Mrklas,	work	in	preparation).	We	identified	all	effects,	facilitators,	and	bar-
riers	 reported	 in	 each	 review,	 then	 organized	 the	 information	 into	 categories	
over	multiple	rounds	of	team	discussion.	Methodological	details	are	available	on	
the	Open	Science	Framework	(OSF)	(Sibley	et	al.	2021).

EFFECTS OF RESEARCH COPRODUCTION

Many	positive	and	negative	effects	of	research	coproduction	have	been	reported.	
We	grouped	these	effects	into	seven	broad	categories:	effects	on	the	research	pro-
cess,	on	relationships	among	those	involved	in	coproduction,	on	the	individuals	
involved	in	coproduction,	on	the	results	or	output	of	research,	on	practices	and	
programs,	on	communities,	and	effects	on	policies	and	systems	(Table	2.3.2).

Effects on the Research Process

There	are	a	number	of	documented	effects	of	research	coproduction	relating	to	
the	conduct	of	research.	Research	coproduction	can	influence	decision-making	
in	 the	 research	 process,	 such	 as	 setting	 priorities	 for	 the	 overall	 direction	 of	
research	(Gagliardi	et	al.	2016;	Hoekstra	et	al.	2020;	Lawrence	et	al.	2019),	estab-
lishing	research	questions,	selecting	methods	(such	as	recruitment	and	data	col-
lection	approaches),	choosing	 interventions,	and	determining	study	outcomes	
(Bird	et	al.	2020;	Vat	et	al.	2020).	Research	coproduction	can	also	affect	the	feasi-
bility	(Lawrence	et	al.	2019),	efficiency,	and/or	quality	of	conducting	research.	
For	example,	it	can	help	improve	enrolment	and	retention	of	participants	(Bird	
et	al.	2020;	Vat	et	al.	2020).	It	can	also	facilitate	the	development	of	 inclusive,	
accessible,	and	appropriate	study	procedures	(Vat	et	al.	2020),	improve	protocol	
adherence,	assessment	quality,	and	speed	of	study	completion	(Vat	et	al.	2020).	
Partnerships	can	also	facilitate	the	ability	to	develop	funding	applications	(Bird	
et	al.	2020)	and	in	some	cases	improve	the	fundability	of	research	proposals	(Vat	
et	al.	2020).	In	turn,	these	effects	can	influence	the	number	of	collaborative	pro-
jects	undertaken	(Gagliardi	et	al.	2016)	and	have	an	effect	on	subsequent	stages	
of	research	(Bird	et	al.	2020).



TA
B

LE
 2

.3
.1

 
C

ha
ra

ct
er

is
tic

s	o
f	t

he
	in

cl
ud

ed
	re

vi
ew

s.

R
ef

er
en

ce
Ti

tle
Ty

pe
 o

f 
re

vi
ew

Pa
rt

ne
rs

hi
p 

ap
pr

oa
ch

Kn
ow

le
dg

e 
us

er
 ty

pe
# 

of
 in

cl
ud

ed
 

pa
pe

rs
D

at
e 

ra
ng

e
In

di
ca

to
rs

 
re

po
rt

ed

H
oe

ks
tra

 
et

 a
l. 

20
20

A
 re

vi
ew

 o
f 

re
vi

ew
s 

on
 

pr
in

ci
pl

es
, 

st
ra

te
gi

es
, 

ou
tc

om
es

 a
nd

 
im

pa
ct

s 
of

 
re

se
ar

ch
 

pa
rt

ne
rs

hi
ps

 
ap

pr
oa

ch
es

: a
 fi

rs
t 

st
ep

 in
 

sy
nt

he
si

zi
ng

 th
e 

re
se

ar
ch

 
pa

rt
ne

rs
hi

p 
lit

er
at

ur
e

R
ev

ie
w

 o
f 

re
vi

ew
s

R
es

ea
rc

h 
pa

rt
ne

rs
hi

p
A

ll 
ty

pe
s

86
 re

vi
ew

s
In

ce
pt

io
n 

– 
A

pr
 2

01
8

Ef
fe

ct
s

Br
us

h 
et

 a
l. 

20
20

Su
cc

es
s 

in
 

Lo
ng

-S
ta

nd
in

g 
Co

m
m

un
ity

-B
as

ed
 

Pa
rt

ic
ip

at
or

y 
R

es
ea

rc
h 

(C
BP

R
) 

Pa
rt

ne
rs

hi
ps

: A
 

Sc
op

in
g 

Li
te

ra
tu

re
 

R
ev

ie
w

Sc
op

in
g 

re
vi

ew
C

BP
R

N
ot

 s
pe

ci
fie

d
26

 s
tu

di
es

20
07

–2
01

7
Ef

fe
ct

s
Fa

ci
lit

at
or

s 
an

d 
ba

rr
ie

rs



R
ef

er
en

ce
Ti

tle
Ty

pe
 o

f 
re

vi
ew

Pa
rt

ne
rs

hi
p 

ap
pr

oa
ch

Kn
ow

le
dg

e 
us

er
 ty

pe
# 

of
 in

cl
ud

ed
 

pa
pe

rs
D

at
e 

ra
ng

e
In

di
ca

to
rs

 
re

po
rt

ed

Bi
rd

 e
t a

l. 
20

20
Pr

ep
ar

in
g 

fo
r 

pa
tie

nt
 

pa
rt

ne
rs

hi
p:

 A
 

sc
op

in
g 

re
vi

ew
 o

f 
pa

tie
nt

 p
ar

tn
er

 
en

ga
ge

m
en

t a
nd

 
ev

al
ua

tio
n 

in
 

re
se

ar
ch

Sc
op

in
g 

re
vi

ew
Pa

tie
nt

 
en

ga
ge

m
en

t
Pa

tie
nt

s,
 

fa
m

ily
 

m
em

be
rs

 a
nd

 
ca

re
gi

ve
rs

14
 s

tu
di

es
In

ce
pt

io
n 

– 
O

ct
 2

01
9

Ef
fe

ct
s

Fa
ci

lit
at

or
s 

an
d 

ba
rr

ie
rs

Va
t e

t a
l. 

20
20

Ev
al

ua
tin

g 
th

e 
“r

et
ur

n 
on

 p
at

ie
nt

 
en

ga
ge

m
en

t 
in

iti
at

iv
es

” i
n 

m
ed

ic
in

es
 

re
se

ar
ch

 a
nd

 
de

ve
lo

pm
en

t: 
A

 
lit

er
at

ur
e 

re
vi

ew

Sc
op

in
g 

re
vi

ew
Pa

tie
nt

 
en

ga
ge

m
en

t
Pa

tie
nt

s,
 p

at
ie

nt
 

ad
vo

ca
te

s,
 

pa
tie

nt
 

re
pr

es
en

ta
tiv

es
 

an
d/

 o
r 

ca
re

gi
ve

rs

91
 s

tu
di

es
In

ce
pt

io
n 

– 
Ju

l 
20

18
Ef

fe
ct

s

La
w

re
nc

e 
et

 a
l. 

20
19

In
te

gr
at

ed
 

Kn
ow

le
dg

e 
Tr

an
sl

at
io

n 
w

ith
 

Pu
bl

ic
 H

ea
lth

 
Po

lic
y 

M
ak

er
s:

 A
 

Sc
op

in
g 

R
ev

ie
w

Sc
op

in
g 

re
vi

ew
In

te
gr

at
ed

 K
T

Pu
bl

ic
 h

ea
lth

 
po

lic
y 

m
ak

er
s

20
 s

tu
di

es
20

05
–2

01
7

Ef
fe

ct
s

Fa
ci

lit
at

or
s 

an
d 

ba
rr

ie
rs

(C
on

tin
ue

d)



R
ef

er
en

ce
Ti

tle
Ty

pe
 o

f 
re

vi
ew

Pa
rt

ne
rs

hi
p 

ap
pr

oa
ch

Kn
ow

le
dg

e 
us

er
 ty

pe
# 

of
 in

cl
ud

ed
 

pa
pe

rs
D

at
e 

ra
ng

e
In

di
ca

to
rs

 
re

po
rt

ed

Tr
ic

co
 e

t a
l. 

20
18

En
ga

gi
ng

 p
ol

ic
y 

m
ak

er
s,

 h
ea

lth
 

sy
st

em
 m

an
ag

er
s,

 
an

d 
po

lic
y 

an
al

ys
ts

 in
 th

e 
kn

ow
le

dg
e 

sy
nt

he
si

s 
pr

oc
es

s:
 

a 
sc

op
in

g 
re

vi
ew

Sc
op

in
g 

re
vi

ew
Kn

ow
le

dg
e 

us
er

 
en

ga
ge

m
en

t

Po
lic

y 
m

ak
er

s,
 

he
al

th
 s

ys
te

m
 

m
an

ag
er

s,
 

po
lic

y 
an

al
ys

ts

91
 s

tu
di

es
19

96
 –

 A
ug

 
20

16
Ef

fe
ct

s
Fa

ci
lit

at
or

s 
an

d 
ba

rr
ie

rs

Bu
sh

 e
t a

l. 
20

17
O

rg
an

iz
at

io
na

l 
pa

rt
ic

ip
at

or
y 

re
se

ar
ch

: a
 

sy
st

em
at

ic
 m

ix
ed

 
st

ud
ie

s 
re

vi
ew

 
ex

po
si

ng
 it

s 
ex

tra
 

be
ne

fit
s 

an
d 

th
e 

ke
y 

fa
ct

or
s 

as
so

ci
at

ed
 w

ith
 

th
em

Sy
st

em
at

ic
 

re
vi

ew
Pa

rt
ic

ip
at

or
y 

re
se

ar
ch

H
ea

lth
 

or
ga

ni
za

tio
n 

m
em

be
rs

10
7 

st
ud

ie
s

In
ce

pt
io

n 
– 

N
ov

 2
01

2
Ef

fe
ct

s
Fa

ci
lit

at
or

s 
an

d 
ba

rr
ie

rs

TA
B

LE
 2

.3
.1

 
(C

on
tin

ue
d)



R
ef

er
en

ce
Ti

tle
Ty

pe
 o

f 
re

vi
ew

Pa
rt

ne
rs

hi
p 

ap
pr

oa
ch

Kn
ow

le
dg

e 
us

er
 ty

pe
# 

of
 in

cl
ud

ed
 

pa
pe

rs
D

at
e 

ra
ng

e
In

di
ca

to
rs

 
re

po
rt

ed

D
ra

ho
ta

 e
t 

al
. 2

01
6

Co
m

m
un

ity
-

A
ca

de
m

ic
 

Pa
rt

ne
rs

hi
ps

: A
 

Sy
st

em
at

ic
 

R
ev

ie
w

 o
f t

he
 

St
at

e 
of

 th
e 

Li
te

ra
tu

re
 a

nd
 

R
ec

om
m

en
da

tio
ns

 
fo

r F
ut

ur
e 

R
es

ea
rc

h

Sy
st

em
at

ic
 

re
vi

ew
Co

m
m

un
ity

-
ac

ad
em

ic
 

pa
rt

ne
rs

hi
p

Co
m

m
un

ity
 

st
ak

eh
ol

de
rs

50
 s

tu
di

es
In

ce
pt

io
n 

– 
M

ay
 2

01
5

Ef
fe

ct
s

Fa
ci

lit
at

or
s 

an
d 

ba
rr

ie
rs

G
ag

lia
rd

i 
et

 a
l. 

20
16

In
te

gr
at

ed
 

kn
ow

le
dg

e 
tra

ns
la

tio
n 

(IK
T)

 in
 

he
al

th
ca

re
: a

 
sc

op
in

g 
re

vi
ew

Sc
op

in
g 

re
vi

ew
In

te
gr

at
ed

 K
T

O
rg

an
iz

at
io

na
l 

or
 p

ol
ic

y-
le

ve
l 

de
ci

si
on

-
m

ak
er

s

13
 s

tu
di

es
20

05
–2

01
4

Ef
fe

ct
s

Fa
ci

lit
at

or
s 

an
d 

ba
rr

ie
rs

A
bb

re
vi

at
io

ns
: C

B
PR

 =
 c

om
m

un
ity

-b
as

ed
 p

ar
tn

er
sh

ip
 re

se
ar

ch
; K

T 
= 

kn
ow

le
dg

e 
tr

an
sl

at
io

n



62 Chapter 2 2.3 Effects, Facilitators, and Barriers of Research Coproduction

TABLE 2.3.2 Summary	of	reported	effects	of	research	coproduction	(full	list	
reported	at	OSF	(Sibley	et	al.	2021)).

Category Positive effects Negative effects

Research 
Process

Setting priorities for research
Establishing research questions
Determining research methods
Developing interventions
Choosing research outcomes
Improved participant enrollment 
& retention
Inclusive accessible and 
appropriate study procedures
Improved protocol adherence, 
assessment quality
Faster study completion
Facilitating funding applications 
& fundability

Relationships Strengthened relationships
Trust
Communication
Synergy
Power sharing
Mutual understanding
Continued willingness to partner
Sustainable partnership 
infrastructure

Conflict
Feelings of frustration, 
dissatisfaction, lack of respect
Temporary partnerships

Individuals Knowledge users:
Personal growth in knowledge & 
skills
Empowerment & confidence
Continued involvement in 
partnerships
Compensation
Researchers:
Increased knowledge, capacity, 
skills
Motivation
Additional academic work

Feelings of overburden
Feelings of frustration, 
dissatisfaction, lack of respect
Discomfort
Additional time and financial 
commitments

Research results 
or outputs

Enhanced relevance of results
Tangible research products

Little or no research being 
produced
Biased data
Tokenism
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Category Positive effects Negative effects

Practices/ 
programs

Influences on service delivery
Influences on practice 
recommendations

Communities Clear, concrete, sustainable 
community benefits
Changed community context
Improved community care
Emergence of community 
leaders
Community empowerment
Community acceptance and 
trust in research

Time burden
Financial burden
Stigmatization of groups
Negative findings

Policies/ Systems System or policy change
Improved services and health 
outcomes
More appropriate resource 
allocation
Uptake of evidence by regulators

Research produced not used in 
policy-making

Effects on Relationships

Coproduction	has	effects	on	relationships	between	those	involved	in	coproduc-
tion	(typically	academic	researchers	and	knowledge	users	as	 individuals	or	as	
organizations).	These	effects	are	primarily	related	to	the	establishment	or	main-
tenance	of	ongoing	interactions.	Many	reported	effects	are	positive	and	gener-
ally	relate	to	strengthened	relationships	(Brush	et	al.	2020;	Gagliardi	et	al.	2016).	
Specific	 positive	 effects	 include	 trust	 (Gagliardi	 et	 al.	 2016),	 communication	
(Bush	et	al.	2017),	synergy	(Drahota	et	al.	2016;	Gagliardi	et	al.	2016;	Hoekstra	et	
al.	2020),	power	sharing	(Brush	et	al.	2020),	and	mutual	understanding	(Gagliardi	
et	al.	2016;	Hoekstra	et	al.	2020;	Lawrence	et	al.	2019).	Other	positive	relation-
ship	 effects	 include	 continued	 willingness	 (Brush	 et	 al.	 2020;	 Lawrence	 et	 al.	
2019)	to	partner	and	a	sustainable	infrastructure	(Drahota	et	al.	2016)	for	part-
nership.	Negative	relationship	effects	have	also	been	reported,	including	conflict	
(Hoekstra	et	al.	2020),	feelings	of	frustration,	dissatisfaction,	not	being	listened	
to	or	respected	(Hoekstra	et	al.	2020),	as	well	as	a	failure	to	overcome	differences	
resulting	in	temporary	partnerships	(Gagliardi	et	al.	2016).

Effects on Individuals

Research	 partnerships	 have	 many	 effects	 on	 the	 individuals	 involved	 (both	
researchers	 and	 knowledge	 users)	 at	 a	 personal	 level.	 Knowledge	 users	 can	
experience	 personal	 growth	 in	 terms	 of	 knowledge,	 skills	 (Bird	 et	 al.	 2020;	
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Bush	et	al.	2017;	Hoekstra	et	al.	2020),	empowerment	(Bird	et	al.	2020;	Bush	et	
al.	 2017),	 and	 confidence	 (Bird	 et	 al.	 2020;	 Bush	 et	 al.	 2017;	 Hoekstra	 et	 al.	
2020).	 Knowledge	 users	 may	 also	 continue	 to	 stay	 involved	 in	 research	 and	
engage	in	additional	research	partnerships	(Bird	et	al.	2020),	which	can	con-
tribute	to	them	experiencing	increasingly	positive	perceptions	of	the	value	of	
research	 (Gagliardi	 et	 al.	 2016),	 as	 well	 as	 the	 practical	 benefits	 of	 earning	
money	 (Bird	 et	 al.	 2020).	 However,	 knowledge	 users	 can	 also	 feel	 overbur-
dened	by	tasks	and	responsibilities	(Hoekstra	et	al.	2020)	and	not	respected	or	
empowered,	 which	 can	 lead	 to	 frustration	 and/or	 dissatisfaction	 with	 the	
research	process	(Hoekstra	et	al.	2020).

Researchers	 can	 experience	 increased	 capacity,	 knowledge,	 and	 skills	 for	
working	 in	 partnership,	 as	 well	 as	 the	 area	 of	 study	 (Hoekstra	 et	 al.	 2020),	
increased	motivation	(Hoekstra	et	al.	2020),	and	in	some	cases	may	go	on	to	pur-
sue	additional	research	or	academic	work	as	a	result	of	a	partnership	(Bird	et	al.	
2020).	 Negative	 effects	 experienced	 by	 some	 researchers	 include	 discomfort	
about	 power	 sharing	 and	 the	 pressures	 associated	 with	 additional	 time	 and	
financial	 commitments	 required	 by	 a	 partnership	 approach	 (Hoekstra	 et	
al.	2020).

Effects on Research Results or Outputs

To	date,	relatively	few	effects	of	research	partnerships	on	research	findings	gen-
erated	through	research	coproduction	have	been	identified.	The	most	commonly	
reported	effect	on	research	results	is	an	enhanced	authenticity	or	relevance	of	
the	findings	(Bird	et	al.	2020;	Gagliardi	et	al.	2016;	Hoekstra	et	al.	2020;	Law-
rence	et	al.	2019;	Vat	et	al.	2020).	Others	have	described	the	production	of	tan-
gible	research	products	as	a	result	of	research	partnerships	(Drahota	et	al.	2016).	
Negative	 effects	 on	 research	 partnerships	 include	 poor	 or	 failed	 partnerships	
that	produce	little	to	no	research	(Gagliardi	et	al.	2016),	biased	data	(Hoekstra	et	
al.	2020),	and	tokenism	(Hoekstra	et	al.	2020).

Effects on Practices or Programs

Few	effects	on	practices	or	programs	have	been	identified,	but	can	include	influ-
encing	service	delivery	(Gagliardi	et	al.	2016)	and	incorporating	patient	partner	
concerns	into	practice	recommendations	(Bird	et	al.	2020).

Effects on Communities

A	community	is	defined	here	as	“a	group	of	people	with	diverse	characteristics	
who	are	linked	by	social	ties,	share	common	perspectives,	and	engage	in	joint	
action	in	geographical	locations	or	settings”	(MacQueen	et	al.	2001)	and	can	be	
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affected	by	research	partnerships.	General	effects	 include	clear,	concrete,	sus-
tainable	community	benefits	(Brush	et	al.	2020)	and	changed	community	con-
text	(Drahota	et	al.	2016).	Specific	beneficial	effects	include	improved	community	
care	(Lawrence	et	al.	2019),	the	emergence	of	community	leaders	(Gagliardi	et	
al.	2016),	community	empowerment	and	ownership	of	research	(Hoekstra	et	al.	
2020)	as	well	as	community	acceptance	and	 trust	 in	research	 (Hoekstra	et	al.	
2020).	Conversely,	time	and	financial	burdens,	further	stigmatization	of	groups,	
as	well	as	negative	research	findings	(Hoekstra	et	al.	2020)	can	negatively	impact	
communities.

Effects on Policies and Systems

System	 or	 policy	 change	 (Bush	 et	 al.	 2017;	 Gagliardi	 et	 al.	 2016),	 sometimes	
beyond	the	initial	target	setting	or	intended	time	frame	(Bush	et	al.	2017),	is	an	
important	policy	and	system	effect.	Other	benefits	include	improved	community	
services	and	health	outcomes	(Hoekstra	et	al.	2020),	more	appropriate	resource	
allocation	(Vat	et	al.	2020),	and	uptake	of	evidence	by	regulators	(Vat	et	al.	2020).	
It	is	also	important	to	note	that	one	review	reported	the	research	produced	in	
partnerships	has	not	been	used	in	policy-making	(Gagliardi	et	al.	2016).

FACILITATORS AND BARRIERS TO RESEARCH 
COPRODUCTION

We	identified	many	facilitators	and	barriers	to	research	partnerships,	which	we	
placed	in	four	primary	groups:	individual-level	factors,	relationship	factors,	pro-
cess	factors,	and	system	factors	(Table	2.3.3).

TABLE 2.3.3 A	summary	of	the	reported	facilitators	and	barriers	to	research	
coproduction	(full	list	available	at	OSF	(Sibley	et	al.	2021)).

Category Facilitator Barrier

Individual 
level

Commitment
Willingness to share power, risk, 
accountability, responsibility
Able to make decisions
Having research skills and topic 
expertise

Lack of skill
Lack of understanding about 
partnership processes
Negative attitudes about 
researchers or research
Life challenges related to living 
situation, trauma, poverty
Aspects of research may be 
upsetting

(Continued)
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Category Facilitator Barrier

Relationships Trust
Mutual respect
Openness
Transparency
Established relationship
Shared goals and values
Cultural diversity
Differing values
Attention to power imbalance
Effective conflict resolution

Persisting power imbalances
Lack of shared mission and goals

Process Establishing clear expectations 
and goals
Formal structures to support 
processes
Providing background 
information
Developing shared governance 
structures
Regular evaluations
Dedicated funds and resources
Compensating partners
Hiring dedicated staff
Flexible and tailored 
approaches
Space, equipment, technology

Time requirements

System level Readiness of health system for 
applying findings
Frequent turnover of policy 
makers and managers

TABLE 2.3.3 (Continued)

Individual-Level Factors

The	personal	characteristics	of	the	individuals	involved	in	research	partnership	
play	a	key	role	in	the	outcomes	of	research	coproduction.	Facilitating	factors	of	
coproduction	include	involving	those	who	have	an	appropriate	role	relative	to	
the	project	(Brush	et	al.	2020);	commitment;	willingness	 to	share	power,	risk,	
accountability,	and	responsibility	(Brush	et	al.	2020);	and	those	who	by	role	and/
or	through	organizational	support	are	able	to	make	meaningful	decisions	(Brush	
et	al.	2020;	Gagliardi	et	al.	2016).	Among	knowledge	users,	research	skills	and	
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topic	expertise	facilitate	partnership	(Tricco	et	al.	2018).	Conversely,	lack	of	skill	
and	understanding	of	 the	process	of	research	partnerships	can	be	a	barrier	 to	
individuals	(Gagliardi	et	al.	2016).	Certainly,	 individuals’	negative	attitudes	to	
researchers	or	the	value	of	research	(Gagliardi	et	al.	2016),	or	an	unwillingness	
to	get	involved	(Tricco	et	al.	2018),	are	also	identified	barriers.	It	is	important	to	
recognize	 the	 realities	 of	 life	 challenges	 that	 patients	 or	 community	 partners	
may	experience	that	can	serve	as	barriers	to	engaging	in	research	partnerships,	
such	as	health	issues,	living	situations,	poverty,	trauma	(Bird	et	al.	2020),	and	
subsequently,	that	aspects	of	the	research	process	may	be	upsetting	to	partners	
(Bird	et	al.	2020).

Relationship Factors

The	nature	of	the	relationship	among	partners	can	serve	as	facilitators	or	as	bar-
riers	to	research	coproduction	(Bird	et	al.	2020;	Drahota	et	al.	2016;	Lawrence	et	
al.	2019;	Tricco	et	al.	2018).	For	example,	trust	(Bird	et	al.	2020;	Brush	et	al.	2020;	
Lawrence	et	al.	2019),	mutual	respect	(Brush	et	al.	2020;	Drahota	et	al.	2016),	
openness	(Brush	et	al.	2020;	Gagliardi	et	al.	2016),	and	transparency	(Brush	et	al.	
2020)	 are	 all	 documented	 facilitators	 of	 partnership	 relationships,	 while	 their	
absence	are	known	barriers	(Drahota	et	al.	2016).	An	established	relationship	
can	be	a	facilitator	(Bird	et	al.	2020;	Gagliardi	et	al.	2016;	Lawrence	et	al.	2019).	
While	 shared	 goals	 and	 values	 are	 known	 facilitators	 (Drahota	 et	 al.	 2016;	
Gagliardi	et	al.	2016;	Lawrence	et	al.	2019),	effective	partnerships	do	not	all	nec-
essarily	 need	 to	 be	 homogenous,	 as	 cultural	 diversity	 (Brush	 et	 al.	 2020)	 and	
even	differing	values	(Tricco	et	al.	2018)	can	be	facilitators	in	some	situations.	It	
is	important	to	recognize,	though,	that	a	lack	of	shared	mission	and	goals	(Dra-
hota	et	al.	2016)	can	be	a	barrier	in	some	partnerships.	In	this	regard,	attention	
to	power	imbalances	(Brush	et	al.	2020)	and	effective	conflict	resolution	(Brush	
et	al.	2020;	Drahota	et	al.	2016)	are	important	facilitators	to	prevent	the	negative	
influence	of	a	persistent	power	imbalance	(Bird	et	al.	2020).

Process Factors

Most	 facilitators	and	barriers	we	 identified	are	related	 to	processes	associated	
with	managing	and	operating	research	partnerships	–	both	early	on	in	the	estab-
lishment	 or	 development	 of	 the	 partnership,	 and	 in	 an	 ongoing	 manner	
throughout	the	partnership.	Facilitators	early	in	the	partnership	process	include	
the	establishment	of	clear	expectations	and	roles	for	partners	(Bird	et	al.	2020;	
Brush	et	al.	2020;	Drahota	et	al.	2016;	Lawrence	et	al.	2019;	Tricco	et	al.	2018),	
formal	 structures	 to	 support	 processes	 (Bird	 et	 al.	 2020;	 Brush	 et	 al.	 2020;	
Gagliardi	et	al.	2016)	–	such	as	providing	background	information	in	writing	or	
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through	a	workshop	(Bird	et	al.	2020;	Lawrence	et	al.	2019)	or	development	of	
shared	 governance	 structures	 (Bird	 et	 al.	 2020;	 Gagliardi	 et	 al.	 2016).	 In	 this	
regard,	 regular	 evaluations	 can	 also	 serve	 as	 facilitators	 (Brush	 et	 al.	 2020;	
Gagliardi	 et	 al.	 2016).	 Practically	 speaking,	 dedicated	 funding	 and	 resources,	
typically	through	direct	compensation	to	community	and	patient	partners	(Bird	
et	al.	2020;	Brush	et	al.	2020;	Lawrence	et	al.	2019),	are	important	facilitators.	
Among	public,	community,	and	patient	partners,	flexible	and	tailored	approaches	
are	important	facilitators	(Bird	et	al.	2020;	Brush	et	al.	2020).	Other	facilitators	
include	 dedicated	 staff	 (Bird	 et	 al.	 2020;	 Lawrence	 et	 al.	 2019)	 and	 access	 to	
resources,	such	as	space,	equipment,	or	technology	to	support	the	work	and	con-
duct	of	the	partnership	(Bird	et	al.	2020;	Lawrence	et	al.	2019).	Given	the	impor-
tance	of	resources	as	a	facilitator,	their	absence	is	an	unsurprising	barrier	(Bird	
et	al.	2020;	Tricco	et	al.	2018).	Lastly,	it	is	important	to	acknowledge	that	the	time	
requirements	 associated	 with	 partnerships	 (Bird	 et	 al.	 2020;	 Lawrence	 et	 al.	
2019)	can	be	a	barrier	for	some.

System-Level Factors

System-level	factors	have	been	consistently	identified	as	barriers	to	partnership.	
These	relate	to	readiness	of	the	health	system	for	research	findings	(Bird	et	al.	
2020)	and	frequent	turnover	of	policy	makers	and	managers	that	affect	partner-
ship	continuity	(Bird	et	al.	2020;	Gagliardi	et	al.	2016).

CONNECTING OUTCOMES, IMPACTS, FACILITATORS, AND 
BARRIERS TO RESEARCH COPRODUCTION

It	 is	noteworthy	that	several	categories	of	facilitators	and	barriers	(individual-
level	factors,	relationship	factors,	and	process	factors)	are	also	reported	effects	of	
coproduction	(Figure	2.3.1).	While	additional	study	is	warranted,	we	propose	as	
a	 working	 hypothesis	 that	 these	 overlapping	 facilitators,	 barriers,	 and	 effects	
may	represent	mediating	factors	or	mechanisms	that	could	influence	the	direct	
effects	 (outcomes)	 of	 coproduction	 (the	 research	 results)	 and,	 in	 turn,	 more	
distal	effects	(outcomes	and	impacts,	practice	change,	community	effects,	and	
policy	and	systems	effects).	Although	at	 this	point	we	can	only	 reflect	on	 the	
potential	 significance	 of	 this	 overlap,	 additional	 study	 could	 help	 identify	 a	
causal	pathway	for	more	directly	influencing	beneficial	outcomes	and	impacts	
of	research	partnerships.	We	also	note	that	system	factors	may	be	overarching	
contextual	influences	on	a	potential	research	partnership	pathway,	but	on	the	
other	hand,	may	also	be	considered	external	or	secondary	if	they	are	not	within	
the	direct	control	of	a	partnership.
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FIGURE 2.3.1 Interacting	facilitators,	barriers,	and	effects	in	research	coproduction.

IMPLICATIONS FOR THE PRACTICE OF RESEARCH 
COPRODUCTION

Synthesizing	the	reported	effects,	facilitators,	and	barriers	to	research	copro-
duction	in	healthcare	can	help	inform	the	practice	of	research	coproduction	by	
highlighting	potential	key	ingredients	which	can	optimize	the	strategies	used	
in	coproduction	and	enhance	positive	effects.	For	example,	the	characteristics	
of	individuals	identified	as	both	facilitators	and	barriers	to	research	coproduc-
tion	can	be	considered	when	identifying	potential	team	members	for	a	partner-
ship.	Strategies	can	also	be	undertaken	to	foster	productive	relationships,	such	
as	building	trust	and	mutual	respect,	as	well	as	 identifying	shared	values	or	
goals	around	which	to	build	partnerships	and	coproduce	research.	For	example,	
in	2005,	Bowen	et	al.	discussed	using	both	formal	and	informal	strategies	for	
building	mutual	 trust,	 such	as	 shared	decision-making	 in	 selecting	 research	
deliverables	and	team	dinners	(Bowen	et	al.	2005).	Process	factors	may	be	par-
ticularly	 actionable	 for	 the	 practice	 of	 research	 coproduction.	 For	 example,	
verbal	or	written	discussions	about	expectations	can	clarify	roles	and	respon-
sibilities,	describing	protocols	and	processes	 in	writing	can	help	 to	establish	
formal	 structures,	 and	 written	 forms	 or	 workshops	 can	 facilitate	 processes.	
The	importance	of	dedicated	funds	is	clear:	coproduction	teams	need	them	to	
establish	and	nurture	relationships.	Depending	on	funding	regulations,	there	
may	 be	 the	 opportunity	 to	 allocate	 coproduction	 funds	 to	 existing	 research	
grants,	 as	 well	 as	 emerging	 funding	 opportunities	 which	 are	 dedicated	 to	
engagement	costs.
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LIMITATIONS AND EVIDENCE GAPS

While	there	is	a	growing	body	of	work	on	research	coproduction	in	healthcare	
and	the	synthesis	presented	here	provides	useful	insights,	it	is	also	important	to	
recognize	 its	 limitations.	We	 recognize	 that	 others	 may	 have	 grouped	 effects,	
facilitators,	and	barriers	 into	different	categories,	and	that	there	may	be	some	
overlap.	For	example,	we	coded	tokenism	as	a	negative	effect	on	research	out-
puts	as	it	was	reported	in	reviews	in	this	way,	but	we	also	recognize	that	tokenism	
could	be	experienced	by	individuals	and	affect	relationships.	We	also	recognize	
that	some	system	factors	may	be	intractable	with	other	types	of	factor	–	such	as	
the	 frequent	 turnover	 of	 health	 system	 staff,	 which	 would	 necessarily	 affect	
relationships.

We	 also	 recognize	 that,	 like	 all	 syntheses,	 our	 summary	 is	 limited	 by	 the	
existing	evidence	on	effects,	facilitators,	and	barriers	to	research	coproduction.	
First,	 the	 literature	 only	 tells	 us	 about	 projects	 reported	 in	 the	 peer-reviewed	
space,	not	about	coproduced	research	projects	that	were	absent	from	the	litera-
ture.	From	our	own	experience,	as	authors	and	participants	in	unreported	copro-
duction,	 the	 peer-reviewed	 literature	 on	 coproduction	 may	 just	 represent	 the	
proverbial	“tip	of	the	iceberg.”	Second,	despite	reporting	best	practice	guidance	
for	some	types	of	coproduced	research	(Staniszewska	et	al.	2017),	there	is	con-
siderable	 variation	 in	 what	 is	 published	 on	 research	 coproduction	 in	 peer-
reviewed	 literature.	This	affects	our	ability	 to	collect	and	synthesize	data	and	
draw	conclusions.	For	example,	 in	Gagliardi	et	al.’s	 (2016)	review	included	 in	
this	chapter,	only	five	of	the	13	included	studies	reported	the	duration	and/or	
frequency	 of	 engagement	 activities,	 and	 few	 reported	 exactly	 how	 knowledge	
users	were	involved	or	any	indicators	of	interim	or	long-term	impact	(Gagliardi	
et	al.	2016).	As	such,	the	review	was	unable	to	identify	characteristics	that	lead	
to	 beneficial	 outcomes.	 Several	 authors	 have	 noted	 the	 challenges	 associated	
with	the	overall	lack	of	evaluation	and	reporting	(Kislov	et	al.	2018)	(both	quan-
tity	and	quality),	and	the	majority	of	reported	effects	in	this	chapter	pertain	to	
proximal	process	outcomes,	rather	than	more	distal	outcomes	and	impacts.

FUTURE RESEARCH

While	our	chapter	discusses	the	effects	of	research	coproduction	reported	in	the	
literature,	we	cannot	draw	reliable	conclusions	about	the	frequency	with	which	
these	effects	occur	or	 the	specific	contexts,	approaches,	or	strategies	 that	pro-
duce	them.	Furthermore,	we	are	still	unable	to	describe	or	explain	how	copro-
duction	 actually	 happens,	 or	 the	 social	 processes	 involved	 and	 their	 impacts.	
Realistic	 evaluations,	 which	 seek	 to	 answer	 “What	 works	 for	 whom,	 in	 what	
circumstances,	 and	 why?”	 (Pawson	 2013),	 may	 contribute	 to	 unpacking	 the	
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“black	box”	of	coproduction.	More	consistent	reporting	will	 facilitate	explora-
tion	 of	 the	 comparative	 effectiveness	 of	 different	 coproduction	 strategies	 in	
future	evidence	syntheses	on	research	coproduction.	Large-scale	primary	data	
comparisons	 of	 coproduced	 research	 are	 also	 needed	 to	 expand	 generalized	
understanding	beyond	case	study	reports	and/or	specific	programs.	Additional	
study	is	needed	to	understand	the	specific	outcomes,	impacts,	facilitators,	and	
barriers	 to	 research	 coproduction	 in	 low-	 and	 middle-income	 countries.	
Although	this	review	has	focused	on	general	reviews	of	research	partnerships,	
none	of	them	reported	country-level	characteristics,	and	Hoekstra’s	et	al.’s	(2020)	
review	of	86	reviews	did	not	identify	any	which	focused	on	coproduction	in	low-	
and	middle-income	countries.	Analysis	of	partnership	approaches	employed	in	
global	health	contexts	is	warranted	(Hoekstra	et	al.	2020).

CONCLUSION

Existing	evidence	on	coproduced	research	in	healthcare	shows	many	potential	
outcomes	 and	 impacts,	 along	 with	 the	 factors	 that	 can	 influence	 their	 attain-
ment.	Advances	 in	reporting	standards,	as	well	as	more	consistent	evaluation	
practices,	 will	 facilitate	 continued	 study	 of	 research	 partnerships	 and	 a	 more	
nuanced	understanding	of	the	conditions	and	actions	that	lead	to	optimal,	more	
relevant,	useful,	and	used	research	findings	in	healthcare.
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W o r k i n g  with 

Knowledge Users
3.1 Working with Knowledge Users
Jo Cooke, Susan Mawson, and Susan Hampshaw

Key Learning Points

•	 Focus	on	relationship	“work”	and	build	in	time	to	do	this.	Coproduction	
moves	by	small	steps	and	iterations	and	takes	time	to	happen.	Relationship	
activity	includes	identifying	joint	priorities	and	appropriate	coproduction	
methodologies;	and	developing	a	shared	vision	of	the	project/program	to	
ensure	mutual	benefit.	Be	prepared	to	be	nimble,	honest,	and	reciprocal.	
Listen	throughout	the	process,	and	act	on	what	you	say	you	will	do.

•	 Plan	to	develop	research	capacity	to	sustain	coproduction	in	the	research	
and	knowledge-user	workforce.	Develop	boundary	spanning	skills	in	both	
researchers	and	knowledge	users.	This	is	best	achieved	through	experien-
tial	learning.

•	 Focus	on	impact	from	the	start.	Where	possible	plan	to	develop	actionable	
outputs	 that	 are	 coproduced	 using	 local	 embedded	 knowledge,	 and	
include	a	budget	to	develop	these.
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•	 You	 may	 need	 to	 think	 of	 developing	 formal	 agreements,	 particularly	
when	working	with	industry	partners,	and	confirm	intellectual	property	
(IP)	issues	where	appropriate	at	the	beginning	of	the	project.

INTRODUCTION: STARTING THE COPRODUCTION JOURNEY

This	chapter	sets	out	advice	on	how	to	get	started	in	the	coproduction	journey.	It	
is	drawn	from	our	experiences	working	within	a	CLAHRC	(Collaboration	and	
Leadership	in	Applied	Health	and	Care)	partnership	program	as	both	researchers	
and	knowledge	users.	CLAHRCs	were	funded	in	the	UK	by	the	National	Insti-
tute	for	Health	Research	(NIHR)	to	address	the	research–practice	gap	through	
developing	 collaborations	 between	 academia	 and	 knowledge	 users	 across	 the	
health	 and	 care	 system.	 Knowledge	 users	 came	 from	 a	 variety	 of	 contexts	
including	primary	and	secondary	healthcare,	 local	government,	and	 industry.	
The	 CLAHRC	 partnership	 architecture	 was	 planned	 to	 enable	 coproduction	
where	appropriate.	Our	“getting	started”	advice	is	distilled	from	this	experience	
and	draws	upon	recent	literature.

WHAT IS THE FOCUS OF THIS CHAPTER?

This	 chapter	 focusses	 on	 how	 to	 plan	 coproduction	 at	 two	 levels:	 research	
program	and	research	project.	Firstly,	we	describe	how	to	set	up	a	large	collabo-
ration	 that,	 we	 hope,	 offers	 insight	 into	 other	 research	 programs	 in	 terms	 of	
engendering	a	supportive	environment	for	coproduction.	We	then	provide	two	
vignettes	which	describe	project	work	underpinned	by	coproduction	with	differ-
ent	 knowledge	 users:	 one	 based	 in	 local	 government,	 working	 with	 a	 design	
team;	and	the	second	describes	an	international	collaboration	between	health-
care	partners,	CLAHRC	academics,	and	a	medical-tech	company.	Although	dif-
ferent,	some	common	themes	can	be	drawn	out	to	help	plan	the	coproduction	
journey;	these	were	distilled	into	the	key	points	at	the	beginning	of	this	chapter.

SOME POINTS FROM THE LITERATURE

First	of	all,	consider	whether	coproduction	is	the	right	approach.	This	question	
can	 be	 answered	 by	 exploring	 and	 recognizing	 partners’	 motivation,	 agreeing	
expectations,	 and	 setting	 mutually	 beneficial	 agendas	 with	 an	 eye	 to	 impact	
from	the	outset	(Boaz	et	al.	2018).	This	includes	the	importance	of	focusing	on	
the	right	topic	and	acceptable	methodologies	by	setting	priorities	(Cooke	et	al.	
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2015).	 Knowledge	 users	 often	 have	 different	 expectations,	 experiences,	 and	
views	 on	 the	 meaning	 and	 usefulness	 of	 research,	 including	 what	 constitutes	
knowledge	 and	 research	 priorities,	 and	 how	 research	 questions	 should	 be	
answered	 (Pawson	et	al.	 2003).	Policy	makers	and	 researchers	are	considered	
to	be	from	different	cultures	(Oliver	and	Cairney	2019).	Lorenc	et	al.	(2014)	con-
ducted	a	systematic	review	of	cultures	of	evidence	use	across	policy	sectors	and	
found	that	non-health	sector	policy	makers	valued	evidence	that	informed	their	
practice	and	felt	that	research	evidence	did	not	meet	their	needs.	So	unearthing	
knowledge	views	and	assumptions	should	be	part	of	the	initial	steps	in	any	new	
coproduction	 partnership,	 which	 can	 then	 inform	 the	 development	 of	 shared	
values	and	objectives	(Buick	et	al.	2016).	If	this	is	not	done	tensions	in	research	
partnerships	can	persist	(Oliver	et	al.	2019).	Having	such	conversations	at	the	
beginning	of	the	partnership	can	establish	that	all	partners	agree	to	a	coproduc-
tion	approach	which	aligns	with	their	beliefs.

The	 heart	 of	 coproduction	 is	 equity,	 power-sharing,	 and	 inclusiveness,	
which	gives	all	project	 team	members	an	opportunity	 to	develop	and	express	
their	knowledge	(Langley	et	al.	2018).	This	requires	that	researchers	move	out	of	
their	academic	“ivory	towers”	and	become	creative	about	the	methods	they	use	
(Greenhalgh	et	al.	2016;	Langley	et	al.	2018).	Project	plans	should	include	the	
facilitation	 of	 the	 process,	 support	 for	 relationship	 building,	 and	 democratic	
	governance	in	order	to	maximize	synergy	and	impact	(Greenhalgh	et	al.	2016;	
Jagosh	et	al.	2015).	Time	spent	on	developing	relationships	can	create	a	partner-
ship	that	has	a	ripple	effect,	creating	more	value	than	the	sum	of	parts	(Jagosh	
et	al.	2015).	But	undertaking	this	approach	can	produce	tension	between	pro-
ductivity	and	inclusion	(Boaz	et	al.	2018).	Both	the	funding	bodies	and	research-
ers	need	to	feel	prepared	and	able	to	accept	this	trade-off	to	gain	these	benefits.	
It	takes	time.	Such	flexibility	can	impede	a	focus	on	more	“academic”	research	
(Buick	et	al.	2016).	Importantly,	project	plans	need	to	reflect	time	scales	for	rela-
tionship	work	and	inclusion	activity.

Resource	allocation	is	an	important	consideration	at	the	start	of	the	copro-
duction	journey.	Many	authors	state	that	coproduction	projects	should	be	ade-
quately	resourced	(Boaz	et	al.	2018;	Cooke	et	al.	2015).	This	does	not	only	mean	
financial	resources.	The	experience	of	the	CLAHRCs	is	that	matched	or	“in	kind”	
funding	can	be	very	useful	in	coproduction	partnerships,	where	partners’	time	
on	project	work	is	agreed	at	senior	levels	in	partner	organizations.	This	provides	
legitimacy	of	time	spent	on	projects	and	can	ensure	some	partners	adopt	roles	
that	cross	organizational	boundaries	 (Cooke	et	al.	2015).	 It	might	be	useful	 to	
support	boundary-spanning	or	“hybrid”	roles	(Kislov	et	al.	2018;	Rycroft-Malone	
et	al.	2016)	within	any	coproduction	partnership.	These	roles	include	practition-
ers	working	in	the	academic	sector,	and	researchers	embedded	in	services,	usu-
ally	 on	 a	 part-time	 basis.	 They	 can	 include	 “joint	 posts”	 or	 be	 developed	 as	 a	
temporary	secondment	opportunity.	These	roles	should	be	resourced	adequately,	
including	providing	support	as	they	can	be	challenging	to	enact	(Kislov	et	al.	2018).



   Experience from the Field 77

Understanding	 and	 recognizing	 the	 context	 and	 motivations	 of	 different	
knowledge	users	is	important	to	inform	the	process,	but	it	also	ensures	impact	
(Rycroft-Malone	et	al.	2016).	Active	conversations	at	the	outset	of	a	partnership	
can	help	to	recognize	contextual	drivers,	timelines,	and	organizational	demands,	
priorities,	and	motivations.	These	should	inform	notions	of	“What	is	in	this	for	
me?”	(Rycroft-Malone	et	al.	2016)	and	set	realistic	expectations	of	what	can	be	
achieved	(Buick	et	al.	2016).	Such	knowledge	is	also	a	real	asset	to	coproduction	
partnerships	(Boyle	and	Harris	2009)	as	 it	activates	“How	to	get	 things	done”	
and	“What	will	work	here”	in	their	organizational	context.	Such	knowledge	is	
important	in	the	development	of	actionable	outputs	that	will	be	useful	and	used	
in	practice	(Hampshaw	et	al.	2018;	Melville-Richards	et	al.	2020).	Impact	is	in	
the	 hands	 of	 knowledge	 users;	 as	 such,	 they	 should	 shape	 the	 outputs	 from	
the	outset.

Many	authors	recognize	the	benefits	of	conducting	coproduction	in	an	ongo-
ing	and	long-term	relationship,	with	a	mutual	desire	to	make	the	partnership	
work	 over	 a	 long	 period	 (Buick	 et	 al.	 2016).	 Successful	 collaborations	 should	
provide	a	physical	and	cognitive	“space”	for	coproduction	(Rycroft-Malone	et	al.	
2016).	So,	plan	protected	time	to	build	strong	relationships	and	opportunities	for	
reciprocity	that	lead	to	trust	and	mutual	respect	(Boyle	and	Harris	2009).	The	
long-term	nature	also	provides	opportunities	for	“quick	wins”	that	can	build	on	
earlier	collaborative	work	to	meet	mutually	beneficial	goals	(Cooke	et	al.	2015).	
This	is	illustrated	by	vignette	two	in	this	chapter,	which	builds	on	a	long-term	
academic	 relationship	 and	 links	 with	 service	 providers,	 whilst	 introducing	 a	
partner	from	industry	to	conduct	a	project	that	was	considered	to	offer	mutual	
benefit	to	all.	The	ability	to	respond	quickly	can	support	such	win-win	projects,	
and	the	connectivity	of	a	large	research	program	can	provide	the	right	partners.

EXPERIENCE FROM THE FIELD

Research Program Level: Setting up a Program Architecture that 
Can Enable Coproduction

We	planned	the	CLAHRC	infrastructure	to	enable	research	coproduction	with	
diverse	partners.	Strategies	 included	developing	time	and	space	 for	relation-
ship	building,	flexibility	to	try	new	ways	of	working,	and	resources	to	enable	
this.	 CLAHRC	 included	 knowledge	 users	 from	 the	 National	 Health	 Service	
(NHS),	 local	 government,	 service	 users	 and	 carers,	 and	 industry.	 A	 require-
ment	 for	 participating	 organizations	 was	 a	 commitment	 to	 provide	 “match	
funding,”	in	addition	to	the	funds	awarded	to	the	grant.	This	matched	funding	
was	usually	provided	“in	kind”	through	stakeholder	time	on	projects	and	other	
activities.	When	working	with	industry	the	match	was	usually	in	the	form	of	
no-fee	product	use	in	exchange	for	impartial	evaluation	of	these	products.	The	
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CLAHRC	 program	 of	 work	 included	 undertaking	 applied	 research	 projects,	
implementation	or	knowledge	mobilization	projects,	and	building	the	capacity	
to	do	both.	On	reflection,	having	a	capacity-building	aspect	of	the	program	was	
important	 in	 relation	 to	 supporting	 boundary-spanning	 activity.	 Table	 3.1.1	
describes	some	of	these	skills	identified	through	the	CLAHRC	internal	evalu-
ation.	CLAHRC	offered	“learning	by	doing”	opportunities	for	knowledge	users	
and	researchers	to	use	and	develop	these	skills	and	knowledge	within	differ-
ent	contexts.

TYPES OF BOUNDARY-SPANNING SKILLS DEVELOPED IN CLAHRC.

Boundary Skills and knowledge Examples

• Negotiating skills • Negotiating match funding
• Developing win-win scenarios in project 

plans
• Ensuring “buy-in” across different 

stakeholder groups
• Agreeing on joint priorities

• Understanding culture and 
context – different ways of 
working

• Understanding different objectives of each 
organization

• Understanding cultures of different 
organizations, the drivers and motivators 
within different contexts

• Recognizing and adhering to governance 
and process issues within and across 
organizational boundaries

• Communication – translating 
and interpreting skills

• Learning to understand, speak and use the 
languages of different sectors

• Interpret and use appropriate language to 
communicate effectively messages from your 
own sector

• Partnership skills. Networking 
and  
making connections

• Developing and strengthening relationships. 
Understanding how to sustain partnerships 
across different boundaries

• Developing confidence and ability to cope 
with challenge

• Using challenge positively to shape change 
together

• Skills in planning and developing  
outputs that can be impactful

• Understanding what is considered impactful 
in different contexts

• Developing outputs that are mindful of 
impact
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Structure, Flexible Resources, and Engagement Processes to 
Provide Context for Coproduction

We	 paid	 attention	 to	 collaborative	 structures	 in	 the	 partnership	 to	 provide	
“space”	 where	 coproduction	 can	 take	 place.	 This	 included	 project	 steering	
groups,	 special	 interest	 groups,	 and	 communities	 of	 practice.	 Such	 structures	
enabled	ongoing	dialogue	between	researchers	and	knowledge	users.	We	also	
provided	a	flexible	use	of	resources	to	coproduce	actionable	outputs.	These	out-
puts	were	the	physical	embodiment	of	coproduction:	knowledge	users	could	see	
where	 they	 had	 made	 a	 contribution	 (Cooke	 et	 al.	 2015).	 Additional	 benefits	
included	ownership	of	such	outputs,	which	made	them	more	likely	to	be	used	
and	provided	a	visible	footprint	of	impact.

Our	CLAHRC	included	a	number	of	methodological	and	clinical	themes,	as	
well	as	a	core	team	to	deliver	the	program	of	work.	Some	methodological	themes	
focussed	on	coproduction,	and	collaboration	between	themes	was	encouraged	
to	increase	capacity.	Other	themes	had	coproduction	expertise	within	them	(see	
vignette	one).	We	adopted	a	distributed	management	structure	so	Theme	Leads	
could	act	and	use	a	resource	allocated	to	them	in	a	flexible	manner.	Decisions	
on	 how	 budgets	 were	 spent	 were	 decided	 at	 theme	 level	 and	 derived	 from	
	priority-setting	activity	and	expressed	need	from	the	knowledge	users.	Funding	
and	matched	resources	contributed	to	research,	implementation,	and	capacity-
building	 activities.	 The	 flexibility	 to	 exchange	 and	 interplay	 the	 resource	
between	these	three	types	of	work	meant	that	the	immediate	needs	of	clinical	
practice,	 delivered	 through	 implementation	 projects,	 could	 be	 balanced	 by	
the	longer	timeframe	of	research	activity	and	outputs.	This	helped	to	address	
time	 pressures	 for	 action	 from	 services	 and	 demonstrated	 reciprocity	 and	
building	trust.

Setting Ground Rules: A Good Basis for Nurturing Productive 
Relationships

Paying	attention	to	the	quality	of	the	relationships	was	essential	to	nurture	a	pro-
ductive	and	resilient	collaboration	and	promote	a	sense	of	belonging.	Although	
formal,	 and	 sometimes	 legal,	 documentation	 in	 the	 form	 of	 collaborative	
agreements	 and	 memoranda	 of	 understanding	 (MoUs)	 were	 required	 by	 the	
funders	and	partners	from	industry,	a	more	important	contribution	to	the	rela-
tionship	included	developing	a	set	of	“ground	rules”	–	what	we	called	“principles	
of	working	together.”	Our	principles	were	agreed	to	at	an	initial	“time	out”	and	
included:	 enabling	 coproduction;	 supporting	 partner	 engagement;	 addressing	
inequalities,	 and	 building	 research	 capacity	 across	 the	 whole	 collaboration.	
Coproduction	was	described	as	“activity	that	engages	the	right	people	(service	
users,	 practitioners,	 NHS	 and	 care	 managers,	 and	 academics	 from	 a	 range	 of	
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disciplines)	to	make	decisions	and	support	the	conduct	of	projects	and	activities	
on	issues	that	are	important	and	matter	to	them”	(Cooke	et	al.	2015,	p.	3).	These	
principles	 were	 “hardwired”	 into	 theme-reporting	 frameworks	 to	 ascertain	
progress	and	provide	examples	of	how	they	were	being	put	into	practice.	A	three-
monthly	 reporting	schedule	acted	as	a	 reminder	of	 the	collaboration’s	aspira-
tions	and	provided	excellent	learning	and	sharing	opportunities.	Newcomers	to	
the	 CLAHRC	 were	 introduced	 to	 the	 principles	 through	 workshops	 and	
induction	materials.

Planning Priority-setting, Action, and Impact from the Start and 
Throughout

Priority-setting	was	an	important	aspect	of	coproduction	from	the	outset.	We	
considered	this	a	marker	of	authenticity	when	it	led	to	visible	action	(Cooke	
et	al.	2017).	How	priorities	were	set	varied	between	themes.	A	large	collabora-
tion	will	have	a	wide	range	of	skills	and	abilities	to	undertake	coproduction,	
and	approaches	were	often	 influenced	by	the	expertise,	research	disciplines,	
and	 epistemologies	 within	 themes.	 For	 example,	 themes	 that	 included	
researchers	more	familiar	with	positivist	approaches	might	use	a	Delphi	tech-
nique	to	identify	priorities,	whereas	other	themes	used	design	workshops	and	
creative	design	approaches.	Sometimes	a	funding	call	would	be	made,	asking	
service	partners	 to	 identify	projects	based	on	 their	needs	 (see	vignette	one).	
The	CLAHRC	included	a	diverse	range	of	researchers	and	knowledge	users,	
and	we	worked	on	the	strengths	and	assets	of	each	theme	and	supported	their	
interpretation	of	coproduction	based	on	these	strengths.	Other	themes	demon-
strated	collaboration	but	not	necessarily	coproduction.	By	this	we	mean	that	
knowledge	users	might	contribute	to	steering	groups	and	partnership	working	
to	make	decisions	on	what	should	be	researched,	but	more	traditional	methods	
were	executed,	with	little	power-sharing	in	the	research	process.	This	reflected	
the	 leadership	 style	 and	 expertise	 of	 the	 researchers.	 But	 it	 also	 reflected	
whether	 a	 coproduction	 approach	 could	 address	 the	 research	 questions	
being	asked.

Thinking of the Impact from the Beginning

Impact	matters	to	all	stakeholders	and	is	the	reason	they	get	involved.	It	ener-
gizes	 a	 collaboration	 and	 promotes	 engagement.	 On	 reflection,	 a	 number	 of	
factors	supported	 impact	planning.	Firstly,	spend	time	to	set	up	platforms	for	
ongoing	 dialogue.	 These	 can	 support	 joint	 priority-setting,	 which	 can	 help	 to	
focus	project	work	where	it	matters.	Secondly,	projects	should	aim	to	develop	
actionable	outputs	that	are	visible	and	attributable	to	the	project.	Examples	are	
given	in	the	vignettes	below	but	others	can	be	found	at	(http://clahrc-yh.nihr.
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ac.uk/resources/e-repository).	They	include:	the	development	of	decision	aids;	
training	packs	for	knowledge	users;	and,	outcome	measures	for	practice.	Fund-
ing	for	such	outputs	needs	to	have	a	budget	line.	Thirdly,	develop	impact	stories	
and	share	 these.	 Investing	 in	good	communication	methods	 is	 important	and	
should	be	adequately	resourced.	Finally,	plan	to	develop	skills	in	the	research	
and	knowledge	user	workforces	to	make	coproduction	happen	in	a	sustainable	
and	 flexible	 manner	 (see	 Table	 3.1.1).	 We	 have	 found	 this	 is	 best	 achieved	
through	 experiential	 learning,	 combined	 with	 reflection	 through	 supervision,	
mentorship,	or	action	learning	sets/communities	of	practice.

VIGNETTE ONE: THE CO-DESIGN OF AN INTERVENTION TO 
INCREASE PHYSICAL ACTIVITY IN DONCASTER. 
COPRODUCTION IN LOCAL GOVERNMENT.

The	 Doncaster	 Council	 Public	 Health	 team	 worked	 with	 colleagues	 in	 the	
Regeneration	and	Environment	Directorate,	and	with	Doncaster	Rovers	Foot-
ball	Club	(FC)	 to	develop	an	asset	around	Doncaster	Lakeside.	The	Lakeside	
area	of	Doncaster	is	a	mix	of	recreation,	housing,	and	shopping	built	around	a	
man-made	lake.	Colleagues	in	environment	and	recreation	were	keen	to	expand	
its	use	and	 foresaw	opportunities	 to	develop	 the	area	 for	visitors.	The	Public	
Health	 team	 wanted	 to	 find	 a	 way	 to	 increase	 physical	 activity.	 The	 World	
Health	 Organization	 recommends	 that	 adults	 should	 accumulate	 at	 least	
150	minutes	of	moderate	aerobic	exercise	each	week,	75	minutes	of	vigorous	
activity,	or	an	equivalent	combination	of	the	two	(World	Health	Organization	
2010).	At	the	time	of	the	project,	55%	of	Doncaster’s	residents	(60%	of	females)	
stated	they	had	done	no	physical	exercise	in	the	previous	four	weeks.	Inactivity	
was	estimated	(a	conservative	estimate	at	the	time)	to	result	in	health	costs	of	
£5	 million.	 Some	 stakeholders	 wanted	 to	 use	 Lakeside	 for	 recreational	 and	
retail	 activities,	 while	 others	 favored	 improving	 the	 environment	 and	 con-
serving	wildlife.

At	the	same	time	as	the	work	in	Doncaster	was	being	developed,	the	User	
Centre	Design	Theme	within	the	then	CLAHRC	was	extending	its	methods	to	
different	sectors	and	advertised	for	partners	to	take	part	in	a	final	case	study	of	
an	approach	called	Better	Services	by	Design	(BSBD).	One	of	the	members	of	
the	 Doncaster	 Public	 Health	 team	 (chapter	 co-author)	 was	 also	 part	 of	 the	
CLAHRC	matched	funded	service	partners.	Two	things	encouraged	the	Don-
caster	team	to	apply	for	a	co-design	project.	First,	the	application	process	was	
straightforward:	 an	 expression	 of	 interest	 which	 simply	 outlined	 the	 area	 of	
interest	 based	 on	 need	 and	 relevance	 to	 the	 service.	 Second,	 due	 to	 various	
knowledge	exchange	events	and	seminars	–	a	regular	feature	of	the	CLAHRC	
–	 the	 public	 were	 aware	 of	 the	 theme	 and	 its	 approach.	 The	 BSBD	 ran	
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workshops	to	promote	their	final	case	study	and	attendance	at	these	cemented	
the	 interest	 in	 Doncaster.	 We	 have	 observed	 throughout	 the	 CLAHRC	 there	
were	 easier	 beginnings	 when	 there	 was	 some	 form	 of	 existing	 relationships	
between	organizations	and	individuals.	Events	such	as	research	seminars	offer	
opportunities	for	practitioners	and	academics	to	meet	and	find	common	ground	
or	at	least	recognize	common	interests.	Within	the	workshops	to	advertise	the	
BSBD	project,	consideration	was	given	to	timescales	and	permissions/govern-
ance	 to	 get	 going	 in	 any	 project.	 The	 local	 service	 improvement	 activity	 was	
assessed	not	to	require	full	NHS	Ethics	approval.	Nevertheless,	there	were	still	
approvals	to	go	through	within	the	council’s	decision-making	structures.	It	is	
useful	to	understand	these	issues	at	the	beginning	of	the	project	and	anticipate	
that	 this	 may	 not	 be	 a	 one-off	 process.	 For	 example,	 as	 the	 project	 develops,	
there	 may	 be	 a	 need	 to	 formalize	 the	 relationship	 with	 a	 memorandum	 of	
understanding	 or	 a	 formal	 collaboration	 agreement.	 This	 agreement	 should	
result	from	discussions	about	outputs	(and	the	different	products	for	different	
audiences),	as	well	as	authorship,	and	are	worth	signposting	at	the	beginning	of	
the	relationship.

This	vignette	is	written	from	a	unique	perspective	and	reflects	the	experi-
ence	of	a	local	government	officer	whose	role	spans	the	boundary	between	aca-
demic	 and	 public	 health	 practice,	 who	 was	 also	 a	 participant	 in	 this	 BSBD	
coproduction	case	study.	Broader	reflections	on	all	the	projects	that	were	part	of	
the	Better	Service	by	Design	case	study	can	be	found	here	https://bsbd.org.uk/
bsbd.	Wolstenholme	et	al.	(2017)	identifies	that	their	co-design	methods	resulted	
in	 the	 teams	 exhibiting	 characteristics	 that	 supported	 innovation.	 They	 also	
highlight	how	the	design	research	team	offered	both	practical	and	intellectual	
support	throughout	the	project.	The	design	team	was	able	to	create	props	–	for	
example,	such	as	mocked-up	QR	code	boards	linked	to	a	working	website	–	to	
support	a	pilot	of	the	Lakeside	trail.	These	resources	could	not	have	been	created	
in	 a	 timely	 manner	 without	 the	 coproduction	 partnership	 and	 helped	 to	 pro-
mote	credibility	of	the	lakeside	project	internally	in	the	later	stages	of	the	pro-
ject.	They	also	helped	to	debunk	the	idea	that	academics	might	not	be	able	to	
offer	practical	solutions	to	service	and	policy	issues.

This	vignette	describes	the	early	stages	of	the	project	and	reflects	on	what	
helped	at	the	beginning	of	the	journey.	It	attempts	to	isolate	the	magic	ingredi-
ents	which	led	to	a	successful	coproduction	research	project	and	the	installation	
of	 the	 Discover	 Doncaster	 trail.	 The	 project	 was	 underpinned	 by	 use	 of	 the	
Design	 Council’s	 Double	 Diamond	 design	 process	 which	 has	 four	 phases	 to	
guide	 the	 coproduction	 process	 (Design	 Council	 2004).	 These	 are:	 Discover,	
Define,	Develop,	and	Deliver	(see	Figure	3.1.1).	We	have	identified	above	how	
the	introductory	workshops	and	ease	of	application	and	early	discussion	regard-
ing	outputs	helped	in	establishing	the	coproductive	research	project.	Here	we	
focus	on	the	discovery	phase,	which	involves	opening	up	and	questioning	and	
naturally	coincides	with	the	beginnings	of	the	coproduction	journey.
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THE DOUBLE DIAMOND DESIGN PROCESS.

The	 lakeside	 project	 team	 consisted	 of	 Public	 Health	 colleagues	 and	 col-
leagues	from	the	CLAHRC	research	theme.	The	team	of	knowledge	users	from	
Doncaster	Council	included	a	physical	activity	public	health	specialist,	the	pub-
lic	health	research	lead	(and	chapter	author)	and	the	Assistant	Director	of	Public	
Health.	The	project	also	worked	with	a	broader	group	of	stakeholders	including	
other	local	government	officers	(from	regeneration	and	environment,	including	
colleagues	with	enforcement	and	tourism	roles),	a	 local	wildlife	action	group,	
Doncaster	Rovers	FC,	and	retail	representatives.

Once	the	Doncaster	team	had	successfully	completed	the	funding	applica-
tion	stage,	they	were	invited	to	an	introductory	workshop	to	meet	other	project	
teams	 that	 were	 part	 of	 the	 BSBD	 program.	 This	 workshop	 was	 designed	 to	
introduce	and	use	the	Double	Diamond	Design	Process	with	all	the	projects	in	
the	BSBD	program.	Service	project	teams	were	asked	to	share	their	project	idea	
by	each	producing	a	collage.	A	variety	of	materials,	photographs,	and	magazines	
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were	 made	 available.	 The	 resulting	 collages	 acted	 as	 an	 icebreaker	 and	 also	
helped	to	develop	a	useful	visual	language	around	desired	outcomes	that	identi-
fied	different	expectations	from	members	of	each	project	team.	For	example,	the	
tension	in	the	Doncaster	project	–	between	the	desire	of	some	stakeholders	to	
increase	the	use	of	Lakeside	for	recreation	and	of	those	who	wanted	to	increase	
and	protect	the	wildlife	–	was	revealed	by	the	visual	imagery.

Following	on	from	these	introductory	workshops	the	Doncaster-based	pro-
ject	team	concentrated	on	the	first	phase	of	the	Double	Diamond	–	i.e.,	the	Dis-
cover	phase.	The	principle	of	opening	up	and	questioning	can	be	used	to	facilitate	
the	 beginning	 of	 a	 coproduction	 journey.	 It	 is	 underpinned	 by	 the	 notion	 of	
openness,	of	nothing	being	off	the	table	or	irrelevant	to	the	discussion.	This	prin-
ciple,	together	with	some	of	the	creative	methods	the	academics	brought,	helped	
to	mitigate	power	differentials.

Some	of	the	project	team	meetings	took	place	in	rooms	at	the	football	ground,	
adjacent	to	Lakeside.	This	presented	opportunities	to	walk	through	the	environ-
ment	 to	observe	and	build	consensus	as	we	walked	and	 talked.	Working	 in	a	
different	 place	 also	 helped	 with	 democratizing	 ownership	 of	 the	 work	 and	
helped	to	focus	on	the	partnership.	Trust	is	crucial	in	the	beginning,	and	indeed	
throughout	any	coproductive	journey.	What	worked	well,	in	this	example,	is	the	
use	of	the	Double	Diamond	Process	–	once	explained	we	could	all	see	the	steps	
of	our	project.	It	was	also	simple	to	understand	and	did	not	require	us	to	(at	an	
early	stage)	agree	on	a	complex	protocol	(in	researcher	terms)	or	project	initia-
tion	document	(in	knowledge	user	 terms).	 It	meant	we	could	simply	begin	to	
think	 of	 solutions	 together.	 The	 ability	 of	 the	 design	 academics	 to	 produce	
	prototypes	at	a	subsequent	meeting	was	also	an	aid,	and	reinforced	trust	within	
the	team	as	it	showed	progress	and	action	based	on	our	joint	vision	(see	Figure	
3.1.2).	At	the	beginning	of	the	journey	considerable	effort	was	made	to	listen	to	
knowledge	users,	and	this	was	aided	within	the	Discover	phase	of	the	project,	
underpinned	by	friendly,	pragmatic,	and	respectful	approaches.

VIGNETTE TWO: RESEARCH COPRODUCTION WITH 
INDUSTRY: DIGITAL TECHNOLOGY TO TRANSFORM END 
OF LIFE CARE

This	 vignette	 provides	 an	 example	 from	 the	 telehealth	 and	 care	 technology	
(TaCT)	theme	based	in	the	CLAHRC.	The	aim	of	this	theme	was	to	produce	a	
change	in	knowledge	and	practice	in	the	design	and	use	of	telehealth	and	care	
technologies	within	services.	This	example	helps	to	illustrate	the	time	spent	on	
developing	 a	 productive	 partnership	 and	 the	 gatekeeping	 role	 of	 knowledge	
users	 in	 setting	 up/“allowing”	 a	 coproduction	 research	 project	 to	 take	 place,	
and	 ensuring	 momentum	 and	 impact	 continues	 throughout,	 and	 importantly	
after	the	project	has	finished.	This	vignette	focusses	on	the	adaptation,	imple-
mentation,	and	evaluation	of	a	technology	into	a	UK	setting	that	was	shown	to	
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be	effective	in	Canada.	This	technology	is	a	digital	platform,	called	“eshift,”	that	
enables	communication	and	decision-making	to	take	place	between	experts	in	
palliative	 care	 and	 community	 nurses	 delivering	 end	 of	 life	 care	 to	 people	 in	
their	own	home.	This	technology	is	delivered	using	a	hand-held	device	held	by	
community	nurses	whilst	caring	for	patients	in	their	home.	The	project	aimed	to	
adapt	 the	 digital	 platform	 and	 coproduce	 a	 care	 pathway	 that	 had	 eshift	
embedded	 into	 it.	 This	 was	 developed	 along	 with	 an	 ongoing	 and	 embedded	
evaluation	 to	 assess	 the	 clinical	 and	 cost	 effectiveness	 of	 the	 technology.	 The	
project	 resulted	 in	 community	 nurses	 being	 able	 to	 provide	 care	 to	 multiple	
patients	in	their	own	homes	and	extended	the	reach	of	expertise	from	the	hos-
pice.	 Both	 specialist	 and	 community	 nurses	 were	 able	 to	 review	 data	 via	 an	
online	dashboard,	thereby	improving	communication	and	the	quality	of	shared	
information	 across	 the	 service.	 The	 evaluation	 of	 this	 project,	 known	 as	 the	
Enhanced	 Community	 Palliative	 Support	 Service	 (EnComPaSS)	 (Arris	 et	 al.	
2015),	found	that	during	the	evaluation	period	the	number	of	hospice	patients	

DONCASTER LAKESIDE.
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admitted	to	acute	hospital	care	reduced	by	6.6%.	Total	hospital	time	per	acute	
patient	fell	by	5.6	days,	or	19.5%.	These	changes	contributed	to	estimated	savings	
of	£2.4m	per	year	to	the	NHS	and	an	increase	in	patient	and	carer	satisfaction.

This	project	became	part	of	the	CLAHRC	program	through	dialogue	in	the	
wider	network	of	 the	 theme	and	was	an	outcome	of	 the	“horizon	scanning”	
objective	of	the	theme,	which	looked	for	new	technologies	and	how	they	might	
be	helpful	in	problem-solving	in	NHS	services.	This	horizon-scanning	activity	
marked	the	beginning	of	the	coproduction	journey.	The	academic	working	on	
the	evaluation	of	the	platform	in	Canada	had	once	worked	in	the	TaCT	theme	
and	believed	that	the	technology	offered	an	ideal	solution	to	meeting	patients’	
needs.	The	context	of	this	project	is	that	many	end-of-life	care	patients	would	
prefer	to	die	at	home,	but	a	lack	of	specialist	palliative	support	leads	to	poor	
symptom	control,	use	of	emergency	services	and	hospital	admission.

The	 possibilities	 of	 adapting	 and	 using	 this	 technology	 in	 the	 UK	 was	
explored	with	 theme	partners	 from	hospital	and	hospice	providers.	Once	 this	
was	agreed	the	project	moved	to	a	planning	phase	and	partnership	work.	Key	
stakeholders	were	brought	together	to	assess	whether	the	technology	could	meet	
the	 service	 demand	 and	 could	 be	 introduced	 into	 an	 adapted	 care	 pathway.	
International	consultation	meetings	were	held	with	those	who	had	implemented	
the	 system	 in	 Canada,	 the	 multi-professional	 team	 from	 Sheffield,	 and	 TaCT	
theme	 members.	 Knowledge	 users	 included	 senior	 healthcare	 managers,	 the	
medical	director,	nurses	and	patients,	technologist	from	Sensory	Technology	the	
company	producing	eshift,	senior	managers	from	the	Ontario	health	system	and	
evaluators	 from	 the	 university.	 The	 purpose	 of	 these	 virtual	 meetings	 was	 to	
understand	 the	end-of-life	pathway	 in	 the	UK.	They	also	helped	 to	develop	a	
shared	vision	of	 the	project,	which	was	 to	develop	a	new	platform	that	could	
enhance	the	pathway	and	delivery	of	care	and	enable	patients	to	be	well	cared	
for	in	their	own	homes.	Differences	in	culture	and	language	were	also	identified.	
Further	visits	and	workshops	were	developed	between	the	company,	the	evalu-
ation	team,	and	services	to	build	foundations	for	the	project	and	adaptation	of	
both	services	and	the	technology.	Workshops	included	process	mapping	of	exist-
ing	pathways,	with	technology	“touch	points”	to	explore	how	eshift	integrated	
into	 the	UK	pathway.	We	have	undertaken	a	similar	process	using	eshift	 in	a	
stroke	patient	pathway	too	(see	Figure	3.1.3)	and	recommend	including	design-
ers	to	do	this	from	the	start.	The	next	phase	was	to	introduce	the	adapted	tech-
nology	through	testing	prototypes	and	making	modifications	based	on	feedback	
from	services.	In	order	to	do	this	the	company	needed	to	listen,	be	nimble,	agile,	
and	responsive	to	requests	 for	change,	and	the	services	needed	to	understand	
that	you	don’t	always	get	it	right	the	first	time.	When	problems	arose	in	the	clini-
cal	field,	solutions	needed	to	be	swift.	A	failure	to	respond	in	this	manner	would	
have	a	significant	impact	on	the	user	experience,	the	quality	of	the	product,	and	
its	implementation.	The	journey	from	concept	through	to	final	live	implementa-
tion	took	over	three	years,	with	frequent	modification	and	iterations.
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PATHWAY MODEL.

It	became	apparent	that	we	needed	to	have	a	clear	understanding	of	IP	issues	
from	the	start	of	 the	 journey,	as	 the	new	model	of	care	was	coproduced	with	
services	and	industry	partners.	Both	used	their	knowledge	to	customize	eshift	to	
a	UK	setting.	Intellectual	property	(IP)	issues	were	clarified	by	developing	a	col-
laborative	agreement	and	a	MOU.	In	hindsight	this	should	have	been	approved	
before	the	coproduction	started.	The	MOU	detailed	collaborators,	project	scope,	
financial	 arrangements,	 and	 information	 governance	 plans	 together	 with	 an	
agreement	 on	 IP.	 The	 Lambert	 tool	 kit	 (https://www.gov.uk/guidance/univer	
sity-and-business-collaboration-agreements-lambert-toolkit)	 may	 be	 a	 helpful	
resource	if	you	need	to	develop	a	MoU	with	knowledge	users.

IMPLICATIONS FOR PRACTICE WHEN BEGINNING THE 
COPRODUCTION JOURNEY

This	chapter	has	offered	advice	on	what	might	be	important	to	consider	when	
planning	 coproduction	 at	 research	 program	 and	 research	 project	 levels.	 Both	
programs	and	projects	need	to	ensure	there	is	time	and	adequate	resources	to	
work	together,	to	consider	spending	time	and	effort	to	learn	skills	together,	and	
to	focus	on	impact	from	the	outset.	Paying	attention	to	relationships	and	enabling	
trust-building	is	the	most	precious	resource	in	coproduction.
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Developing	coproduction	partnership	with	industry	needs	some	thoughtful	
consideration.	Try	and	identify	companies	willing	to	share,	change,	and	adapt	
their	 technology	or	product.	We	have	found	that	smaller	companies	are	more	
willing	to	work	this	way.	Issues	of	IP	also	need	to	be	agreed	and	discussed.	This	
includes	clarifying	what	belongs	 to	 the	company	before	 the	partnership	work	
(background	IP)	and	what	is	developed	together	(foreground	IP).	Funding	bod-
ies	 should	 recognize	 resources,	 time	 requirements,	 and	 the	 flexibility	 needed	
when	commissioning	coproduced	research.

FUTURE RESEARCH

Our	 experience	 is	 that	 coproduction	 takes	 time	 and	 needs	 to	 be	 adequately	
resourced.	 Budgets	 and	 funding	 arrangements	 should	 be	 flexible	 based	 on	
emerging	needs	and	priorities.	It	may	be	fruitful	to	examine	how	funding	bodies	
resource	 coproduction,	 identify	 how	 resources	 are	 used,	 and	 link	 patterns	 of	
resource	with	sustainable	impact.	It	could	also	be	possible	this	may	vary	with	
different	combinations	of	stakeholders.	For	example,	would	impact	be	more	sus-
tainable	with	industry	partners?

Similarly,	we	consider	that	setting	priorities	with	all	stakeholders	is	impor-
tant	to	develop	jointly	agreed	workplans.	It	would	be	interesting	to	describe	the	
different	methods	of	priority-setting,	 identify	which	stakeholders	are	 involved	
and	how,	and	whether	this	leads	to	impact	and	change.

CONCLUSION

This	chapter	has	focussed	on	how	to	get	started	on	the	coproduction	journey	and	
offered	 learning	 from	 our	 experience	 as	 knowledge	 users	 and	 researchers.	 We	
have	explored	how	to	develop	an	environment	in	which	coproduction	can	flour-
ish,	how	to	support	capacity-building,	create	innovative	boundary-spanning,	and	
promote	leadership	that	will	enhance	and	support	coproduction	in	the	workplace.	
We	hope	this	will	encourage	others	to	plan	their	journey,	as	the	benefits	in	relation	
to	sustainable	partnerships	and	impact	on	practice	is	worth	this	careful	planning.
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C H A P T E R  3
3.2 Research Coproduction 
with Patients and 
Caregivers
Claire Ludwig and Davina Banner

Key Learning Points

•	 There	has	been	a	rapid	increase	in	research	coproduction	with	patients	
and	caregivers	over	recent	years.

•	 Research	coproduction	with	patients	and	caregivers	 leads	 to	more	rele-
vant	and	responsive	research	outputs.

•	 Multiple	barriers	to	coproduction	exist	which	necessitates	teams	working	
collectively	to	mitigate	barriers	and	foster	meaningful	partnership	across	
the	research	process.

•	 Practical	supports	for	meaningful	coproduction	are	essential	and	include	
orientation,	 training,	and	strategies	 to	optimize	equitable	and	 inclusive	
partnerships.
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•	 The	 impacts	of	coproduction	with	patients	and	caregivers	are	yet	 to	be	
fully	understood	or	realized.	An	intentional	focus	on	evaluating	the	nega-
tive	and	positive	aspects	of	partnerships	is	urgently	needed	to	advance	the	
science	of	coproduction.

INTRODUCTION AND BACKGROUND

Hailed	as	a	means	of	optimizing	the	relevance	and	impact	of	health	research,	the	
engagement	of	patients	and	caregivers	in	research	has	seen	a	rapid	upsurge	in	
popularity	and	has	transformed	the	ways	in	which	research	is	planned,	funded,	
and	undertaken	(Domecq	et	al.	2014).	Supported	by	international	frameworks	
and	strategies,	including	the	INVOLVE	initiative	(INVOLVE	2012),	the	Patient-
Centered	Outcomes	Research	Initiative	(Patient-Centered	Outcomes	Research	
Institute	2013),	and	the	Strategy	for	Patient	Oriented	Research	(SPOR)	(Canadian	
Institutes	of	Health	Research	2014),	research	coproduction	with	patients,	care-
givers,	and	the	public	has	grown	exponentially	and	has	changed	the	landscape	of	
health	research	globally.	While	numerous	models	and	frameworks	exist,	these	
are	underpinned	by	common	principles	that	include/require:	1)	authentic	and	
meaningful	partnerships	across	the	research	process,	2)	clearly	articulated	roles	
and	expectations,	3)	mutual	trust	and	attention	to	power,	4)	commitment	to	co-
creation	and	coproduction,	and	5)	access	 to	required	resources,	supports,	and	
training	(Banner	et	al.	2019;	Shippee	et	al.	2015).

Historically,	 the	 engagement	 of	 patients	 and	 caregivers	 became	 most	
entrenched	in	community-engaged	research	and	evolved	alongside	the	growing	
work	of	community	activists,	most	notably	among	those	living	with	disabilities,	
arthritis,	and	HIV	(Charlton	2000).	Seen	as	a	means	of	enhancing	democracy,	
ethical	practice,	and	social	responsibility	within	the	research	endeavor,	patients	
and	 caregivers	 have	 become	 increasingly	 engaged	 in	 research	 coproduction.	
This	 has	 allowed	 for	 the	 refocusing	 of	 research	 to	 more	 directly	 address	 the	
needs,	values,	and	priorities	of	patients.	While	these	modes	of	research	continue	
to	grow	steadily,	the	wider	impacts	have	been	slow	to	emerge	and	the	evidence	
base	surrounding	the	engagement	of	patients,	caregivers,	and	the	public	remains	
somewhat	limited	(Brett	et	al.	2014).	Despite	this,	the	intrinsic	value	of	engage-
ment	 with	 diverse	 knowledge	 users	 and	 stakeholders,	 including	 patients	 and	
caregivers,	is	well	accepted	and	recent	efforts	have	seen	the	widespread	transi-
tion	 of	 patient	 engagement	 from	 the	 margins	 to	 the	 mainstream	 of	 research.	
Early	evidence	reveals	that	the	engagement	of	patients,	caregivers,	and	the	pub-
lic	can	enhance	the	relevance	of	research,	improve	study	planning	and	proce-
dures,	 and	 facilitate	 generation	 of	 findings	 that	 better	 reflect	 the	 needs	 and	
values	of	 those	most	 impacted	(Shippee	et	al.	2015).	Alongside	this,	 there	has	
been	 a	 revival	 in	 engagement	 methods,	 focusing	 upon	 the	 mechanics	 of	
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coproduction	among	diverse	stakeholder	groups,	and	demonstrating	how	this	
fosters	impactful	and	responsive	research.

Current	 frameworks	delineating	patient	engagement	are	centered	directly	
around	 the	 researcher-patient	 dyad	 (Canadian	 Institutes	 of	 Health	 Research	
2014;	 Patient-Centered	 Outcomes	 Research	 Institute	 2013);	 however,	 these	
frameworks	complement	existing	research	coproduction	frameworks,	including	
Integrated	Knowledge	Translation	that	advocates	 for	meaningful	partnerships	
with	diverse	knowledge	users	and	stakeholders,	and	including	patients	and	the	
public,	to	create,	translate,	and	mobilize	knowledge	(Graham	et	al.	2006).	In	this	
chapter,	we	will	critically	examine	the	potential	impacts	of	research	coproduc-
tion	with	patients	and	caregivers	and	will	identify	implications	for	the	practice	
of	research	coproduction.

WHO IS A “PATIENT?”

Diverse	terminology	that	reflects	research	coproduction	with	patients	and	care-
givers	has	emerged,	but	perhaps	none	more	contentious	than	the	term	“patient.”	
Major	international	health	research	funding	organizations	have	widely	adopted	
the	 term	 “patient”	 to	 denote	 a	 broad	 and	 all-encompassing	 group,	 including	
	persons	with	lived	experience,	community	members,	caregivers,	family,	friends,	
and	patient	organizations	(see	Table	3.2.1),	and	while	we	adopt	this	terminology	
here,	we	do	so	cautiously	noting	its	inherent	complexity.	Such	latitude	in	defini-
tion	 presents	 both	 opportunities	 and	 challenges	 for	 researchers	 seeking	 to	
partner	with	patients	 in	 research	coproduction.	The	breadth	 in	 the	definition	
offers	ease	and	convenience	to	researchers,	particularly	those	seeking	to	partner	
with	patients	from	groups	difficult	to	reach	due	to	structural	vulnerabilities	(e.g.,	
populations	that	face	intersecting	challenges,	such	as	those	living	with	housing	
insecurity	 and	 immigrant	 and	 refugee	 populations)	 or	 those	 with	 physical	 or	
cognitive	vulnerabilities	(e.g.,	patients	who	are	frail	and	seriously	ill).	Partnering	
with	caregivers	or	representatives	from	community/advocacy	groups	invariably	
helps	 to	 circumvent	 barriers	 to	 accessing	 hard-to-reach	 patient	 populations.	
However,	researchers	should	also	exercise	caution	in	relying	solely	on	caregivers	
and	community	representatives	to	speak	for	patients	(Largent	et	al.	2018).	Patient	
and	caregiver	partners	should	reflect	the	characteristics,	experiences,	and	inter-
ests	of	 the	population	under	study	(Largent	et	al.	2018).	Each	will	bring	their	
own		experiences	to	bear,	but	by	using	them	as	a	proxy	to	speak	for	others,	they	
may	inadvertently	lose	the	opportunity	to	voice	their	own	unique	experiences,	
and	moreover	may	not	truly	reflect	the	patient	experience.	In	considering	who	is	
best	qualified	to	speak	to	the	patient	experience,	it	is	imperative	that	research	
teams	consider	the	population	of	interest,	the	research	question,	and	the	goals	of	
the	research	partnership,	both	in	the	context	of	the	overall	study	and	with	regard	
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to	 specific	 activities	 across	 the	 research	 cycle	 (Canadian	 Institutes	 of	 Health	
Research	2014).	Research	teams	must	consciously	deliberate	on	how	and	where	
patients’	 contributions	 are	 situated	 throughout	 the	 research	 process	 and	
acknowledge	 the	 possibility	 that	 in	 privileging	 the	 voices	 of	 some,	 they	 may	
simultaneously	 be	 silencing	 the	 voices	 of	 others.	 Thus,	 considering	 issues	 of	
diversity,	inclusion,	and	representation	is	essential	in	planning	meaningful	and	
impactful	coproduced	research	(Banner	et	al.	2019).	In	some	situations,	teams	
may	seek	to	include	multiple	perspectives,	including	those	of	the	patient,	care-
giver,	and/or	community	member.	Each	of	these	may	contribute	unique	insights,	
but	together	may	yield	some	additional	sensitivities	that	must	be	considered	and	
navigated.

TABLE 3.2.1 Major	funders’	definition	of	patients.

Major Funders’ Definitions of Patients for the Purposes of Research Coproduction

CIHR (Canada) PCORI (US) NIHR (UK) NHMRC (Australia)

An overarching 
term inclusive of 
individuals with 
personal 
experience of a 
health issue and 
informal 
caregivers, 
including family 
and friends.
https://cihr-irsc.
gc.ca/e/48413.
html#a4

Persons with 
current or past 
experience of 
illness or injury, 
family members or 
other unpaid 
caregivers of 
patients, or 
members of 
advocacy 
organizations that 
represent patients 
or caregivers.
https://www.pcori.
org/about-us/
our-programs/
engagement/
public-and-
patient-
engagement/
pcoris-
stakeholders

Utilizes the 
INVOLVE definition 
of the term “public” 
to include patients, 
potential patients, 
carers and people 
who use health 
and social care 
services as well as 
people 
from organizations 
that represent 
people who 
use services.
https://www.invo.
org.uk/find-out-
more/what- 
is-public-
involvement-in-
research-2

Utilizes the 
Australian 
Commission on 
Safety and Quality 
in Health Care 
definition: members 
of the public who 
use, or are potential 
users of, healthcare 
services – patients, 
consumers, families, 
carers and other 
support people.
https://www.nhmrc.
gov.au/about-us/
publications/
statement-
consumer-and-
community-
involvement-
health-and-
medical-
research#block-
views-block-file-
attachments-
content-block-1

*Adapted from Frank et al. (2020).
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WHAT DO WE KNOW ABOUT POTENTIAL BENEFITS 
AND IMPACTS OF RESEARCH COPRODUCTION 
WITH PATIENTS?

There	is	emerging	evidence	to	suggest	that	research	coproduced	with	patients	is	
more	relevant	and	responsive	to	patients’	needs	because	it	incorporates	unique	
insights	into	living	with	an	illness,	whilst	including	their	values	and	preferences	
(Brett	 et	 al.	 2014).	 Patients	 and	 caregivers	 describe	 deeply	 personal	 benefits	
related	to	partnering	in	research,	particularly	with	regard	to	validation	of	their	
illness	 experience	 and	 feelings	 of	 empowerment.	 Partnering	 in	 research	 can	
equip	patients	with	new	skills	and	knowledge,	enhance	a	sense	of	purpose	and	
identity,	 and	 may	 also	 serve	 as	 a	 transformational	 function	 for	 patients	 who	
have	suffered	debilitating	loss	from	illness,	frailty,	and/or	aggressive	treatment	
regimens	 (Thompson	 et	 al.	 2014).	 For	 elderly	 participants,	 it	 may	 potentially	
serve	as	a	protective	factor	against	loneliness	or	cognitive	and	functional	decline	
(Bindels	et	al.	2014).	For	those	with	life-limiting	illness,	it	may	help	to	experi-
ence	a	sense	of	agency	in	the	face	of	a	disease	over	which	they	have	little	control,	
reducing	a	sense	of	hopelessness	in	the	knowledge	that	their	participation	may	
benefit	others	(Cotterell	et	al.	2011).	Patients	further	describe	feeling	emotion-
ally	 supported,	 experiencing	 a	 sense	 of	 community	 with	 team	 members,	 and	
acquiring	new	knowledge	about	their	disease	and	treatments	(Brett	et	al.	2014;	
Leese	 et	 al.	 2018).	 For	 caregivers,	 it	 may	 similarly	 create	 a	 welcome	 space	 to	
share	 their	experiences	and	 to	highlight	challenges	 faced	when	attempting	 to	
navigate	the	health	system	(Rapaport	et	al.	2018).

Positive	experiences	appear	 to	motivate	patients	and	caregivers	 to	 remain	
involved	 in	 the	 partnership.	 However,	 damaging	 effects,	 such	 as	 exposure	 to	
negative	attitudes	and	perceptions,	feeling	undervalued	or	irrelevant	to	the	pro-
ject,	or	feeling	overloaded,	can	discourage	input	and	involvement	from	patients	
and	caregivers,	and	may	negatively	impact	the	research	process	(Brett	et	al.	2014;	
Jørgensen	et	al.	2018).	Patient	and	caregiver	partners	have	also	expressed	feeling	
emotionally	vulnerable	during	 the	research	process	 following	exposure	 to	 the	
suffering	of	others	or	hearing	about	deleterious	research	outcomes	(Brett	et	al.	
2014).	 Furthermore,	 patient-partners,	 who	 are	 dealing	 with	 significant	 illness	
and	frailty,	may	experience	additional	burden	on	already	compromised	physical	
and	cognitive	stamina	when	participating	in	research	activities.

Researchers	and	knowledge	users	engaged	in	research	coproduction	describe	
a	process	of	mutual	respect	and	learning	that	occurs	as	a	result	of	their	partner-
ships	with	patients	and	caregivers	 (Leese	et	al.	2018).	Researchers	report	 that	
partnerships	 with	 patients	 and	 caregivers	 require	 a	 different	 way	 of	 working,	
increasing	their	recognition	of	the	value	patients	bring	to	the	team	and	enhanc-
ing	their	interpersonal	skills	(Brett	et	al.	2014).	Researchers	have	also	described	
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feeling	motivated	by	the	strength	and	resiliency	that	they	witness	in	their	patient-
partners	(Price	et	al.	2018).	On	the	flip	side,	researchers	have	revealed	feeling	
ill-prepared	 to	 deal	 with	 the	 emotional	 labor	 involved	 in	 partnerships	 with	
patients,	 including	navigating	partnerships	which	may	be	conflictual	or	 chal-
lenge	their	assumptions	(Boylan	et	al.	2019).	Fears	of	delays	in	the	research	pro-
cess,	 and	 feeling	 unprepared	 to	 deal	 with	 ethical	 issues	 of	 partnering	 with	
patients,	have	also	been	described	as	negatively	impacting	researchers’	comfort	
and	willingness	 for	meaningful	partnership	(Belisle-Pipon	et	al.	2018;	Ludwig	
et	al.	2020).

Evidence	 examining	 the	 impacts	 of	 coproduction	 on	 the	 design,	 delivery,	
and	uptake	of	research	is	continuing	to	emerge,	but	includes:	incorporation	of	
patients’	priorities,	changes	to	study	materials	to	enhance	accessibility	to	study	
participants	 (e.g.,	 consent	 documents,	 survey	 tools),	 and	 increased	 enrolment	
and	 retention	 in	 studies	 (Domecq	et	al.	 2014).	Where	patients	have	 served	as	
peer	researchers	there	is	evidence	to	suggest	that	patient	partners	have	greater	
understanding	and	emotional	connection	with	study	participants,	which	in	turn	
appears	to	lead	to	more	honest	and	candid	responses	from	participants	and	facil-
itate	deeper	analysis	of	the	responses	given	by	participants	in	focus	groups	and	
interviews	(Bindels	et	al.	2014).	Involvement	of	patient	and	caregiver	partners	
has	further	contributed	to	more	impactful	and	targeted	dissemination	activities	
(Brett	et	al.	2014).

BARRIERS AND FACILITATORS TO RESEARCH 
COPRODUCTION WITH PATIENTS AND CAREGIVERS

Barriers	and	facilitators	to	research	coproduction	have	been	well	documented	
in	the	literature	(Bethell	et	al.	2018;	Domecq	et	al.	2014;	Ludwig	et	al.	2020).	At	
the	system	level,	researchers	have	cited	challenges	related	to	culture	and	hierar-
chical	 power	 structures,	 lack	 of	 formal	 policy,	 insufficient	 governance	 and	
infrastructure,	 and	 inconsistent	 funding	 and	 compensation	 frameworks	 to	
support	research	coproduction	(Bethell	et	al.	2018;	Domecq	et	al.	2014;	Ludwig	
et	al.	2020).	For	example,	appropriate	and	adequate	 resources	continue	 to	be	
cited	by	researchers	as	a	key	enabler	of	more	intensive	and	prolonged	partner-
ships	with	patients	 (Bethell	et	al.	2018).	Government-based	 funding	opportu-
nities	now	encourage	or	mandate	research	coproduction	with	patients;	in	turn,	
this	has	spurred	the	development	of	infrastructure	to	support	the	process,	e.g.,	
the	Strategy	for	Patient-Oriented	Research,	established	by	the	Canadian	Insti-
tutes	of	Health	Research	(Canadian	Institutes	of	Health	Research	2014).	This	
infrastructure	 offers	 practical	 support	 and	 training,	 heightening	 researchers’	
awareness	of	best	practices	in	patient	engagement.	However,	at	the	operational	
level,	 researchers	 have	 continued	 to	 report	 barriers	 related	 to	 resource	
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constraints,	 lack	 of	 time,	 funding	 and	 administrative	 support,	 and	 the	
incremental	time	and	energy	required	to	initiate	and	build	meaningful	relation-
ships	 with	 patient-partners	 over	 the	 course	 of	 the	 study	 (Bethell	 et	 al.	 2018;	
Domecq	et	al.	2014).	These	barriers	are	often	amplified	 in	coproduction	with	
patients	 and	 caregivers	 from	 underserved	 populations,	 such	 as	 those	 facing	
intersecting	 structural	 inequities	 and	 stigma,	 or	 those	 who	 are	 frail	 and	 seri-
ously	ill	(Heckert	et	al.	2020).

Relational	practices	remain	at	the	heart	of	coproduction	with	patients	and	
caregivers.	Lack	of	familiarity	with	the	principles	and	practice	of	coproduction	
amongst	team	members,	or	the	lack	of	a	primary	lead	for	patient	engagement,	
has	left	many	teams	without	the	requisite	knowledge	to	structure	practices	for	
coproduction	(Bethell	et	al.	2018).	This	can	give	rise	to	poorly	defined	roles	and	
responsibilities	for	patient	and	caregiver	partners,	a	lack	of	meaningful	integra-
tion	of	patient-partners	into	the	team,	and	ill-defined	processes	and	mechanisms	
to	support	shared	decision-making	(Banner	et	al.	2019).	For	patients	and	car-
egivers,	this	can	translate	as	tokenism	and	can	serve	as	a	significant	barrier	to	
meaningful	partnership.	Without	meaningful	partnership,	patients	and	caregiv-
ers	may	be	left	wondering	what	their	input	will	amount	to,	particularly	when	
they	 are	 included	 in	 projects	 after	 major	 decisions	 have	 already	 been	 made.	
Lack	of	training,	preparation,	rigidity	in	the	timing	and	modes	of	engagement,	
and	use	of	complex	medical	or	research	terminology	serve	as	a	barrier	to	patient	
and	caregivers’	full	participation	(Brett	et	al.	2014).	For	those	juggling	with	the	
impact	of	illness,	aggressive	treatment	regimens,	and/or	caregiving	responsibili-
ties,	partnering	in	research	can	be	seen	as	an	additional	burden	to	an	already	
full	plate	(Leese	et	al.	2018).	Additionally,	 failure	to	evaluate	or	provide	feed-
back	 to	 patient	 and	 caregiver	 partners	 about	 how	 their	 contributions	 have	
shaped	 the	 research	 process	 and/or	 the	 outcomes	 of	 the	 study	 contribute	 to	
	feelings	 of	 uncertainty	 and	 may	 reduce	 the	 likelihood	 of	 their	 partnering	 in	
future	studies.

Facilitators	to	successful	integration	of	patient-partners	include:	providing	
relevant	 research	 training;	 providing	 clarity	 on	 roles	 and	 responsibilities	 for	
patient	and	caregiver	partners	that	take	into	consideration	their	individual	pref-
erences,	skills	and	abilities;	maintaining	flexibility	in	the	modes	and	methods	of	
contribution,	 including	ensuring	accessibility	 to	 team	activities	and	meetings;	
promoting	clear	and	 jargon-free	communication;	offering	 logistical	support	 to	
attend	meetings;	remunerating	patients	and	caregivers	for	their	expert	contribu-
tions,	 or	 at	 a	 minimum	 providing	 compensation	 for	 out-of-pocket	 expenses;	
maintaining	regular	updates	on	study	progress,	results,	and	outcomes;	acknowl-
edging	 the	 contributions	 of	 patient	 and	 caregiver	 partners;	 and	 promoting	 a	
	welcoming	 environment	 and	 relationships	 that	 are	 built	 on	 trust	 and	 mutual	
respect	(Bethell	et	al.	2018;	Brett	et	al.	2014;	Domecq	et	al.	2014;	Heckert	et	al.	
2020;	Ludwig	et	al.	2020;	Shippee	et	al.	2015).
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EXPERIENTIAL KNOWLEDGE: PATIENT AND CAREGIVER 
PARTNER IMPLICATIONS FOR PRACTICE

There	 are	 several	 practice	 considerations	 from	 the	 perspective	 of	 patient	 and	
caregiver	partners	involved	in	research	coproduction.	At	the	individual	project	
level,	patients	and	caregivers	can	adopt	varied	roles,	ranging	from	advisors	on	
project	steering	committees	or	working	groups	to	research	team	members,	col-
laborators,	or	peer-researchers.	Despite	the	rapidly	evolving	role	of	patients	and	
caregivers	in	research,	these	partnerships	remain	fundamentally	dependent	on	
researchers’	willingness	to	partner	and	engage	in	coproduction.	Given	that	most	
health	research	continues	to	be	conceived	and	led	by	academics	and	clinicians,	
patient	 and	 caregiver	 involvement	 is	 contingent	 on	 both	 initial	 and	 ongoing	
invitations	to	partners	in	projects.	Moreover,	being	an	invited	participant	invari-
ably	 influences	how	patients/caregivers	perceive	themselves	 in	relation	to	the	
project	and	their	overall	role,	including	their	decision-making	power.

Prior	 to	 accepting	 the	 offer	 to	 partner	 in	 a	 study,	 patients	 and	 caregivers	
should	be	encouraged	to	think	about	what	the	research	project	has	to	offer	them,	
what	contributions	they	can	make,	what	skills	and	experiences	they	bring	to	the	
table,	and	how	they	envision	their	role	in	the	partnership	to	ensure	that	it	aligns	
with	their	interests	and	abilities.	Strategies	to	ascertain	this	fit	and	mutual	inter-
est	 may	 include	 ensuring	 that	 research	 and	 healthcare	 organizations	 support	
opportunities	 for	knowledge	exchange	and	networking	with	patients	and	car-
egivers.	Examples	may	include	Café	Scientifique,	community	presentations,	or	
town	 hall	 meetings	 that	 can	 allow	 participants	 to	 exchange	 knowledge	 and	
engage	in	shared	learning.

Patient	and	caregiver	partners	engaged	in	research	coproduction	deserve	the	
right	 to	equal	 respect	and	concern.	 If	not	addressed	early	 in	 the	 relationship,	
hierarchical	power	structures	and	misconceptions	about	the	abilities	of	patient-
partners	will	function	as	a	barrier	to	full	and	meaningful	partnerships.	Thus,	the	
co-creation	of	a	safe	participatory	space	in	which	the	experiential	knowledge	of	
patient	and	caregiver	partners	is	acknowledged	and	respected	is	essential	to	suc-
cessful	 research	 partnerships.	 Expressions	 of	 tokenism	 have	 the	 potential	 to	
devalue	the	contributions	of	patient	and	caregiver	partners,	 trigger	feelings	of	
inadequacy,	and	have	a	negative	impact	on	the	research	process	and	outcomes	
(Brett	et	al.	2014;	Price	et	al.	2018).	Patient-partners	may	be	particularly	vulner-
able	to	negative	attitudes	or	indifferent	behaviors,	and	this	vulnerability	may	be	
amplified	in	those	patients	struggling	with	loss	of	self-esteem	due	to	illness	and/
or	 aggressive	 or	 prolonged	 treatment	 regimens.	 Fears	 of	 being	 perceived	 as	
difficult,	 or	 lacking	 in	 knowledge	 or	 trust,	 may	 inadvertently	 force	 patients’	
compliance	 and	 acquiescence	 to	 the	 views	 of	 others.	 Tacit	 sentiments	 of	
paternalism	 and	 ageism	 can	 be	 equally	 detrimental	 to	 research	 relationships	
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when	working	alongside	frail	and	seriously	ill	patients,	or	those	who	are	struc-
turally	vulnerable	(Bindels	et	al.	2014).

Reciprocal	 communication	 between	 team	 members	 is	 highly	 valued	 by	
patients	and	caregivers	(Leese	et	al.	2018).	Feedback	to	patient	and	caregiver	
partners	 regarding	 the	 value	 and	 utility	 of	 their	 input	 promotes	 respect	 and	
serves	as	an	 impetus	 for	patients	 to	remain	engaged	and	continue	with	their	
contributions	 (Leese	 et	 al.	 2018).	 In	 particular,	 patients	 and	 caregivers	 may	
benefit	most	from	feedback	that	is	constructive,	respectful,	balanced,	and	hon-
est,	particularly	in	situations	where	their	input	has	been	perceived	as	not	useful	
or	relevant	to	the	project,	or	is	perceived	as	overly	personal	in	advancing	a	polit-
ical	agenda.	Failure	to	address	both	the	positive	and	negative	aspects	of	patient	
and	caregiver	partners’	contributions	may	lead	to	feelings	of	tokenism,	frustra-
tion,	 lack	of	 trust,	 conciliatory	behaviors,	 and	ultimately	delay	 research	pro-
gress.	Patient	and	caregiver	partners	need	assurance	that	constructive	feedback	
is	given	for	the	purposes	of	advancing	the	research	agenda	and	safeguarding	a	
productive	relationship.	Conversely,	patient	and	caregiver	partners	have	equal	
responsibility	 to	provide	 instrumental	 feedback	 to	 their	 research	 team	peers,	
particularly	if	the	materials,	conversation,	or	behavior	of	others	is	upsetting	or	
offensive.	Mechanisms	to	revisit	the	objectives	and	successes	of	the	partnership	
must	be	securely	in	place	throughout	the	research	cycle	to	protect	all	members	
of	the	team	(Brett	et	al.	2014).	The	results	of	a	formal	evaluation	should	also	be	
shared	with	patients	so	that	they	can	appreciate	the	impact	of	their	input.

The	 nature	 of	 illness,	 frailty,	 and	 caregiving	 responsibilities	 necessitates	
consideration	for	well-being,	and	it	is	incumbent	on	patients	not	to	minimize	or	
negate	these	impacts	as	they	consider	partnering	in	research.	Patient	and	car-
egiver	partners	may	be	reluctant	to	discuss	special	considerations	or	accommo-
dations	 for	 fear	of	over-burdening	busy	researchers;	however,	 failure	 to	do	so	
may	 result	 in	 additional	 stress	 and	 lead	 to	 inconsistent	 involvement	 in	 the	
research	process.	Practical	considerations	for	patient-partners	must	be	acknowl-
edged,	e.g.,	accessibility	to	meetings	(in-person	and	virtual)	may	be	difficult	for	
those	who	are	physically	or	cognitively	impaired,	timing	of	meetings	should	be	
considered	 against	 treatment	 or	 caregiving	 demands.	 Out-of-pocket	 expenses	
should	 be	 compensated	 in	 a	 timely	 manner	 so	 that	 patient-partners	 are	 not	
financially	 burdened.	 Practical	 considerations	 related	 to	 communication	 pro-
cesses	should	be	addressed,	and	patient	and	caregiver	partners	should	have	a	
consistent	point	of	contact	for	the	project	so	that	special	considerations	can	be	
easily	 addressed	 without	 needing	 to	 provide	 a	 rationale	 in	 a	 public	 forum.	
Finally,	patient	and	caregiver	partners	also	need	 to	be	aware	of	 their	 right	 to	
control	disclosure	of	their	health	information,	such	as	diagnoses	and	prognosis.	
Disclosure	of	other	 information,	especially	 financial	 status,	 can	be	a	 sensitive	
issue	(Jørgensen	et	al.	2018)	and	discussions	regarding	compensation	should	be	
done	privately	rather	than	in	a	group	setting.
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EXPERIENTIAL KNOWLEDGE: RESEARCHER IMPLICATIONS 
FOR PRACTICE

Through	 research	 coproduction	 partnerships,	 disciplinary,	 and	 professional	
boundaries	are	minimized,	as	researchers,	knowledge	users,	and	stakeholders,	
including	patients	and	caregivers,	join	forces	to	tackle	complex	healthcare	prob-
lems	and	to	support	creation	and	mobilization	of	more	impactful	and	responsive	
evidence.	At	the	heart	of	this	collaborative	process	is	the	need	for	researchers	to	
partner	meaningfully	with	patients	and	caregivers.	Researchers	hold	a	central	
responsibility	and	role	in	the	creation	of	engagement	spaces	that	are	inclusive	
and	allow	for	collaboration	and	shared	learning	(Heckert	et	al.	2020).	In	doing	
this,	researchers	are	charged	with	the	need	to	recognize	and	explicitly	value	the	
contributions	of	each	partner,	whether	this	be	the	methodological	and	scientific	
expertise	of	the	research	team	members,	the	point	of	care	insights	and	contextu-
alized	 knowledge	 of	 knowledge	 users	 and	 stakeholders,	 or	 experiential	
knowledge	 of	 those	 with	 lived	 experience.	 Through	 the	 process	 of	 research	
coproduction,	 patients	 and	 caregivers	 are	 well	 positioned	 to	 provide	 essential	
perspectives	on	complex	healthcare	issues,	contributing	experiential	knowledge	
of	the	healthcare	system,	as	well	as	other	experiences	and	skills	based	on	their	
own	personal	and	professional	knowledge	(Banner	et	al.	2019).

Despite	offering	rich	contributions,	patient	and	caregiver	partners	may	lack	
the	typical	decision-making	power	afforded	to	other	members	of	a	team.	They	
can	be	disadvantaged	due	to	their	precarious	positioning,	often	being	the	only	
unpaid	member	of	the	team,	and	may	experience	power	imbalances	that	result	
in	their	contributions	not	being	valued	in	the	same	way	as	those	of	other	team	
members.	 While	 the	 support	 of	 inclusive	 and	 safe	 engagement	 spaces	 is	 the	
responsibility	of	all	research	team	members,	the	researcher-leads	must	be	com-
mitted	to	setting	the	tone	of	the	partnership	by	fostering	collaboration	and	open	
communication.	 Creating	 safe	 spaces	 for	 engagement,	 including	 promoting	
diversity,	equity,	and	inclusion	within	partnerships,	is	the	bedrock	of	meaning-
ful	 collaboration	 and	 is	 particularly	 important	 in	 research	 coproduction	 with	
patients	 and	 caregivers	 that	 face	 multiple	 barriers	 to	 engagement,	 including	
those	that	face	complex	health	conditions,	frailty,	or	structural	inequities.	Team	
leaders	must	spend	time	to	build	relationships	with	patient	and	caregiver	part-
ners,	creating	a	foundation	of	reciprocity	and	trust,	and	promoting	ways	to	effec-
tively	address	conflicts	or	tensions.

Within	 the	 context	 of	 research	 coproduction,	 practical	 supports	 are	 also	
needed	for	patients	and	caregiver	partners	to	fully	contribute.	Upon	initiation	of	
the	partnership,	this	should	involve	a	clear	discussion	of	expectations,	roles,	and	
responsibilities,	in	addition	to	planning	for	compensation,	training,	and	support.	
For	example,	research	studies	commonly	comprise	complex	methodological	and	
theoretical	principles	and	practices.	While	researchers	receive	extensive	training	
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as	part	of	their	professional	preparation,	patients	and	caregivers	may	be	expected	
to	grasp	the	essential	principles	and	practices	with	little	to	no	training.	Research-
ers	must	take	time	to	orientate	and	support	the	patient	and	caregiver	partners	to	
gain	a	solid	understanding	of	the	focus,	process,	and	expected	outcomes	of	the	
research.	This	may	include	generating	plain	language	summaries	of	key	stages	
of	the	research	process,	delineating	key	terminology	(e.g.,	plain	language	glos-
saries),	providing	direct	training	for	research	activities	(e.g.,	literature	screening	
or	analysis	training),	and	providing	support	for	patient	and	community	partners	
to	 contribute	 the	 development	 of	 research	 study	 and	 creation	 of	 proposals,	
grants,	and	study	outputs.

Researchers	must	also	successfully	plan	and	resource	projects	to	allow	for	
meaningful	coproduction	to	take	place.	Primarily,	teams	must	ensure	that	there	
is	sufficient	time	and	financial	resources	to	support	intentional	and	purposeful	
engagement.	This	may	include	allocating	time	to	build	and	establish	relation-
ships	prior	to	the	development	of	funding	applications	and	determining	project	
timelines	that	allow	for	ongoing	engagement.	As	part	of	this,	planning	for	appro-
priate	 and	 accessible	 remuneration	 and	 compensation	 is	 vital.	 Challenges	 in	
facilitating	 the	 timely	 payment	 of	 patient	 and	 caregiver	 partners	 has	 been	
reported,	 alongside	 a	 lack	 of	 flexibility	 in	 the	 ways	 in	 which	 payment	 can	 be	
offered.	 Researchers	 must	 continue	 to	 advocate	 enhanced	 options	 from	 aca-
demic	institutions	and	funders,	including	flexibility	in	how	payments	are	offered	
(e.g.,	 cash,	honorarium,	gift	 certificates)	and	 the	ability	 to	provide	alternative	
payment	 (e.g.,	 the	 opportunity	 to	 attend	 a	 conference	 or	 training	 classes)	 as	
determined	by	the	patient	and	caregiver	partner.

Care	must	also	be	taken	to	create	inclusive	and	safe	partnership	spaces.	This	
can	 include	 ensuring	 a	 commitment	 to	 ongoing	 and	 regular	 communication	
with	patient	and	caregiver	partners,	along	with	the	facilitation	of	spaces	for	dif-
ficult	conversations	to	take	place	without	endangering	the	broader	partnership.	
As	part	of	 this,	processes	must	be	 in	place	 to	 identify	and	manage	conflict	or	
disparate	expectations	within	research	teams,	particularly	 in	situations	where	
research	results	may	not	reflect	or	support	the	perspectives	of	patients,	caregiv-
ers,	or	researchers.	Furthermore,	research	teams	may	comprise	knowledge	users	
that	span	diverse	disciplines	and	practice	settings.	Each	may	contribute	different	
perspectives	 and	 sensitivities,	 meaning	 that	 teams	 must	 also	 navigate	 varied	
dynamics,	 disciplinary	 norms,	 and	 perspectives	 about	 the	 role	 and	 value	 of	
patient	and	caregiver	engagement	in	research.	Adopting	practices	that	seek	to	
minimize	power	imbalances	is	similarly	important,	including	considering	how	
team	members	are	introduced,	how	language	and	jargon	are	used,	and	ensuring	
that	dedicated	time	is	available	for	patient	and	caregiver	partners	to	share	their	
insights	and	ideas.

Researchers	must	be	prepared	to	respond	to,	and	integrate,	the	insights	of	
patient	and	caregiver	partners.	This	requires	researchers	to	be	open	and	flexible,	
while	balancing	the	methodological	and	scientific	demands	of	the	work.	Teams	
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must	be	sensitive	to	the	perspectives	of	patient	and	caregiver	partners	and	must	
be	cognizant	of	how	health	issues	are	communicated	and	discussed.	This	should	
include	attention	to	the	emotional	labor	associated	with	patient	and	caregiver	
partnerships,	as	well	as	conscious	efforts	to	avoid	stigmatizing	terminology	or	
the	use	of	inappropriate	humor.	For	researchers,	recognition	of	the	emotional	
impacts	of	partnerships	with	patients	and	caregivers	is	similarly	important,	as	
team	members	may	also	be	faced	with	emotional	situations	resulting	from	the	
advancing	illness	or	potential	death	of	a	patient	or	caregiver	partner.

When	considering	the	process	of	translating	and	mobilizing	research	find-
ings	and	outputs,	patients	and	caregivers	can	directly	inform	knowledge	mobi-
lization	by	offering	a	unique	and	valuable	perspective.	Patient	and	caregiver	
partners	 should	be	 supported	 to	co-create	 targeted	KMb	products,	 including	
the	 creation	 of	 patient-oriented	 tools	 and	 resources,	 as	 well	 as	 traditional	
	academic	outputs,	such	as	manuscripts	and	conference	presentations.	Of	note,	
storytelling	by	 those	with	 lived	experience	can	be	among	 the	most	powerful	
forms	of	KMb	and	can	inspire	change,	direct	innovation,	and	support	collabo-
ration	(Bourbonnais	and	Michaud	2018).	Finally,	patients	may	provide	a	valu-
able	lens	on	the	ongoing	evaluation	and	sustainability	of	initiatives	and	outputs	
as	 they	 relate	 to	 the	 research	 outputs.	 Considerations	 related	 to	 patient	 and	
caregiver	 partnerships	 within	 research	 coproduction	 are	 summarized	 in	
Table	3.2.2.

TABLE 3.2.2 Considerations	for	research	coproduction	by	research	stage.

Research 
Stage 
(adapted from 
Shippee et al. 
(2015))

Researcher Perspective Patient and Caregiver 
Perspective

Agenda Setting 
and Funding

• Identify and connect with 
diverse knowledge users and 
stakeholder partners, 
including patient and 
caregiver partners

• Build and establish 
relationships with patient and 
caregiver partners

• Partner with others to 
co-create research agendas, 
priorities, and proposals

• Identify how patient and 
caregiver partners may 
contribute to research

• Comprehend the intention/
purpose of involvement

• Contribute to the development 
of research agendas, priorities, 
and proposals

• Consider how to represent or 
speak to the illness experience 
under study

• Communicate with team if 
alternative engagement is 
needed

• Determine and negotiate 
engagement and role on 
the team
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Research 
Stage 
(adapted from 
Shippee et al. 
(2015))

Researcher Perspective Patient and Caregiver 
Perspective

Study Design 
and Procedures

• Consider orientation and 
training needs of all team 
members

• Consider roles and 
responsibilities of team 
members

• Facilitate ongoing and regular 
communication among team 
members, including team 
meetings

• Facilitate safe engagement 
spaces

• Facilitate and promote shared 
learning and coproduction

• Liaise with research team leads 
to determine information and 
training needs, including 
orientation and access to 
ongoing training

• Contribute to the design and 
execution of study activities

• Negotiate and be aware of 
roles and responsibilities within 
the project

• Facilitate safe engagement 
spaces

• Participate in team activities, 
including team meetings

Study 
Participant 
Recruitment

• Identify and communicate 
potential recruitment methods

• Facilitate shared decision-
making to promote effective 
recruitment and retention of 
the study participants

• Facilitate the creation and 
review of study recruitment 
materials

• Determine how recruitment 
materials and processes meet 
required ethical criteria and 
standards

• Co-create recruitment plans
• Provide insights around how 

teams might promote ongoing 
engagement and retention in 
research studies

• Provide input into the 
development and review of 
advertising and recruitment 
materials

• Identify if study materials are 
accessible to patients.

Data Collection 
and Analysis

• Support collaboration in data 
collection and analysis

• Identify and provide training 
and support to optimize 
engagement of patient and 
caregiver partners

• Facilitate opportunities for 
partners to assist with the 
interpretation of findings

• Determine opportunities to 
assist with data analysis and 
the interpretation of the 
findings

• Consider training needs that 
may support a more active 
role in data collection and 
analysis (e.g., co-lead focus 
groups)

• Advocate for ongoing support 
to bolster engagement

(Continued)
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TABLE 2.3.3 (Continued)

Research 
Stage 
(adapted from 
Shippee et al. 
(2015))

Researcher Perspective Patient and Caregiver 
Perspective

Dissemination • Promote the engagement 
and recognition of partners 
in study outputs

• Facilitate engagement in the 
planning, creation, and 
disseminating of KMb 
outputs

• Communicate the impacts of 
multi-stakeholder 
partnerships in research 
coproduction, including 
partnerships with patients 
and caregivers

• Advocate for engagement 
and recognition in the 
intellectual and practical 
outputs of the study

• Participate in the planning, 
creation, and disseminating 
of KMb outputs

• Communicate the impacts of 
patient and caregiver 
partnerships in research 
coproduction

Implementation • Obtain input into the barriers 
and facilitators to 
implementation

• Facilitate opportunities for 
team members to work 
directly with stakeholders or 
policy makers to implement 
research outputs

• Provide input into the 
barriers and facilitators to 
implementation

• Consider opportunities to 
work directly with 
stakeholders or policy 
makers to implement 
research outputs

Evaluation • Facilitate open 
communication

• Consider informal and formal 
means of evaluating 
coproduction partnerships 
and impacts

• Report partnerships insights 
and impacts

• Offer honest and 
constructive feedback about 
the experience of 
partnerships, with 
recommendations for 
improving the process as 
appropriate.

• Participate or lead evaluation 
activities

• Identify partnership insights 
and impacts



   Future Research 105

Research 
Stage 
(adapted from 
Shippee et al. 
(2015))

Researcher Perspective Patient and Caregiver 
Perspective

General 
considerations

• Examine perspectives around 
diversity, inclusion, and 
representation in research 
coproduction with patients 
and caregivers

• Be flexible and open to new 
insights and new ways of 
approaching research 
problems

• Remain attentive to and 
engaged in the prevention of 
actual or potential harms 
resulting from te partnership 
or research process

• Consider how experiential 
knowledge is perceived and 
used in research 
coproduction

• Find a balance between 
providing input based on lived 
experience, whilst avoiding an 
overly personal or political 
agenda

• Identify and communicate 
concerns, including actual or 
potential harms, resulting 
from the partnership or 
research process

• Seek out information through 
research coproduction 
networks (locally or nationally) 
or from experienced patient-
partners that can help 
support knowledge about the 
full extent of the role

*Phases and stages of patient and service user engagement in research adapted from Shippee 
et al. (2015).

FUTURE RESEARCH

Despite	 growing	 enthusiasm	 and	 uptake	 of	 coproduction	 with	 patients	 and	
caregivers,	the	potential	impacts	are	yet	to	be	fully	realized	(Banner	et	al.	2019;	
Shippee	 et	 al.	 2015).	 As	 patient	 and	 caregiver	 roles	 in	 research	 coproduction	
have	begun	to	shift	away	from	one-off	consultations	to	an	emphasis	on	mean-
ingful	partnerships	and	shared	decision-making	 throughout	 the	 lifecycle	of	a	
project	 or	 projects,	 evidence	 about	 the	 impacts	 on	 research,	 researchers,	 and	
patients/caregivers	themselves	continues	to	lag.	While	evidence	is	beginning	to	
emerge	within	the	patient	engagement	field,	the	nature	of	partnerships,	along	
with	the	related	costs,	resources,	time,	and	impacts	require	further	exploration.	
An	 opportunity	 exists	 for	 teams	 to	 address	 these	 gaps,	 which	 in	 turn	 would	
advance	the	science	of	coproduction.	Examples	of	research	questions	are	sum-
marized	in	Table	3.2.3.

An	 opportunity	 exists	 to	 systematically	 explore	 the	 patient	 and	 caregiver	
role	within	the	context	of	research	coproduction,	and	in	turn	investigate	how	
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issues	 of	 diversity,	 inclusion,	 and	 safety	 are	 promoted	 and	 managed.	 Under-
standing	the	barriers	and	facilitators	of	engagement,	along	with	a	focus	on	how	
barriers	may	be	overcome	within	the	context	of	research,	would	be	of	particular	
value.	 Likewise,	 documenting	 and	 evaluating	 coproduction	 successes,	 along	
with	 episodes	 of	 discordance,	 can	 help	 to	 further	 explicate	 the	 synergies	 and	
circumstances	 needed	 to	 optimize	 engagement	 (Staniszewska	 et	 al.	 2017).	 To	
date,	there	has	been	a	tendency	to	over-report	on	the	positive	aspects	of	research	
coproduction.	With	regard	to	the	practice	of	coproduction,	reporting	of	negative	
outcomes	is	limited,	particularly	where	strategies	have	been	ineffective	or	were	
too	time	consuming	to	maintain	(Heckert	et	al.	2020).

There	is	a	need	to	bolster	evidence	on	the	outcomes	and	impacts	of	copro-
duction	so	that	the	academic	community	can	move	beyond	anecdotal	and	intui-
tive	support	for	the	practice.	It	is	imperative	that	we	incorporate	evaluation	of	
the	 specific	 components	 of	 research	 coproduction	 which	 contributed	 to	 the	
development	 of	 the	 research	 product	 and	 determine	 positive	 and	 negative	
impacts	to	patients,	caregivers,	and	researchers.	The	development	of	dedicated	
evaluation	 tools	 may	 yield	 valuable	 opportunities	 to	 understand	 the	 process	
and	 outcomes	 of	 coproduction	 (Staniszewska	 et	 al.	 2017).	 Evaluation	 frame-
works	adapted	for	use	within	patient-oriented	research	may	offer	a	promising	
opportunity	to	delve	inside	the	black	box	of	partnerships;	however,	further	tools	
that	address	the	specific	context	of	research	coproduction	(including	partner-
ships	with	knowledge	users	and	other	stakeholders)	is	needed	to	further	decon-
struct	 the	 conditions	 and	 practices	 inherent	 to	 meaningful	 and	 impactful	
coproduction.

Attention	to	diversity	and	inclusion	is	urgently	required	within	the	context	
of	research	coproduction,	particularly	with	respect	to	the	meaningful	inclusion	

TABLE 3.2.3 Research	questions	to	guide	future	coproduction	scholarship.

1. How can teams engaged in coproduction foster optimal engagement among all 
researchers, knowledge users, stakeholders, patients, and caregivers?

2. How do patients and caregivers contribute to the process and outcomes of 
research coproduction?

3. How can coproduction practices foster the voices of those most often excluded 
from research?

4. How do clinician knowledge users and stakeholders experience research 
coproduction with patients and caregivers? Does this differ from non-clinician 
knowledge users and stakeholders?

5. How can ethical/relational practices be fostered in research coproduction?
6. How can teams identify and mitigate unintended harms for patients and 

caregiver partners?
7. How do research teams, and others, experience working alongside patients and 

caregivers that are experiencing frailty and life-limiting illness?
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of	patients	and	caregivers	who	may	 face	multiple	and	 intersecting	barriers	 to	
engagement	 and	 may	 be	 typically	 excluded	 from	 research.	 Developing	 and	
adopting	engagement	methods	that	allow	for	the	study	of	relational	complexity,	
such	as	microethnography	or	realist	methods,	along	with	research	that	attends	
to	 issues	 of	 equity	 and	 social	 justice,	 may	 assist	 in	 achieving	 more	 inclusive	
modes	of	 research	coproduction.	Furthermore,	attending	 to	 the	 intended	and	
unintended	 consequences	 of	 research	 coproduction	 can	 offer	 new	 insights.	
Uncovering	what	characteristics	and	environments	foster	and	optimize	copro-
duction	amongst	diverse	groups,	and	in	turn,	how	these	partnerships	drive	and	
impact	the	creation	and	mobilization	of	evidence	in	healthcare,	remains	poorly	
understood.

There	 needs	 to	 be	 ongoing	 advocacy	 to	 support	 the	 documentation	 of	
coproduction	within	research	outputs,	including	academic	journals,	along	with	
the	 development	 of	 flexible	 financial	 policies.	 This	 includes	 lobbying	 high	
impact	journals	to	create	opportunities	for	teams	to	better	share	the	outcomes	
of	coproduction	with	patients	and	caregivers.	For	example,	the	small	word	lim-
its	of	many	high	impact	journals	restrict	the	ability	to	fully	document	coproduc-
tion	practices	or	fully	explicate	the	benefits	and	contributions	of	coproduction.	
The	 use	 of	 patient	 and	 caregiver	 engagement	 evaluation	 tools	 or	 reporting	
guidelines	 (Staniszewska	 et	 al.	 2017)	 may	 help	 address	 this	 gap	 and	 foster	
greater	 transparency	around	the	nature	and	scope	of	engagement	within	 the	
context	 of	 research	 coproduction.	 Likewise,	 ongoing	 lobbying	 of	 research	
funders	to	facilitate	more	targeted	funding	for	coproduced	research	is	needed.	
As	part	of	this,	enhanced	financial	flexibility	for	research	teams	to	operational-
ize	partnerships	with	patients	and	caregivers	is	needed.	This	should	include	an	
overhaul	of	current	financial	policies	among	health	research	funders	and	aca-
demic	 institutions	 to	 allow	 for	 more	 inclusive	 ways	 for	 funding	 to	 be	 held,	
accessed,	and	used.

Finally,	 given	 the	 increasing	 engagement	 of	 patients	 across	 the	 research	
continuum,	there	is	heightened	awareness	of	the	need	to	extend	recognition	of	
the	 intellectual	 contribution	 of	 patient	 partners	 to	 authorship	 on	 academic	
papers.	 Although	 some	 journals	 have	 incorporated	 patient	 perspectives	 into	
their	strategic	direction	and	operations,	there	is	a	substantial	number	(30%)	of	
medical	journal	editors-in-chief	who	do	not	view	the	inclusion	of	patient	part-
ners	as	authors	to	be	appropriate	(Cobey	et	al.	2021).	In	order	to	promote	equi-
table	inclusion,	there	is	a	need	to	address	both	the	philosophical	and	practical	
barriers	 to	 the	authorship	of	patient	partners.	 In	 recognition	of	 this	 tension,	
Richards	 et	 al.	 (2020)	 offer	 research	 teams	 resources	 and	 practical	 guidance	
including	advice	about:	1)	how	to	open	the	conversation	about	authorship;	2)	
requirements	for	authorship	and	acknowledgement;	and	3)	the	relevant	com-
mitments	 of	 all	 parties	 throughout	 the	 development	 and	 revision	 of	 a	
manuscript.
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TABLE 3.2.4 Developing	and	sustaining	effective	partnerships.

1. Get to know each other and the project. Allocate time and resources to build 
relationships and trust and allow space for all team members to explore the 
desired nature and scope of their partnerships. Intentional relationship-building 
may help patients and caregivers to feel more at ease and to seek more clarity 
about the project.

2. Co-define the purpose of engagement, collaboratively determine the expected 
outcomes and contributions, along with team values.

3. Identify roles and fit, focusing on the strengths and skills of all team members.
4. Identify any barriers and facilitators to engagement prior to the initiation of the 

project and throughout each research stage. Re-evaluate these at regular 
intervals.

5. Allow opportunities for reflection and open and transparent conversation 
about the partnership. Creating safe spaces and addressing power imbalances 
can allow for meaningful connection and partnership.

6. Identify and manage conflicts of interest. Teams should have a process in 
place to address issues as they arise.

7. Commit to evaluating the experience and impact of coproduction 
partnerships and reporting these with the wider scientific community.

8. Explore the long-term goals of all team members and vision for ongoing research, 
paying attention to how engagement capacity and priorities may shift over time.

CONCLUSION

Research	 coproduction	 with	 patients	 and	 caregivers	 has	 grown	 rapidly	 over	
recent	years	and	is	changing	the	landscape	of	health	research.	Patients	and	care-
givers	have	become	increasingly	engaged	in	research	coproduction,	allowing	for	
a	refocusing	of	research	to	more	directly	address	the	needs,	values,	and	priorities	
of	patients.	In	this	chapter,	practical	suggestions	are	provided	to	foster	curious	
and	meaningful	engagement	with	patients	and	caregivers.	These	strategies	are	
summarized	in	Table	3.2.4.	Despite	widespread	adoption,	the	impacts	of	research	
coproduction	with	patients	and	caregivers	are	poorly	understood	and	are	yet	to	
be	fully	realized.	Promoting	meaningful	engagement,	whilst	addressing	barriers	
and	 research	 gaps,	 will	 allow	 for	 continued	 development	 in	 coproduction	
research	with	patients	and	caregivers.
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C H A P T E R  3
3.3 Conducting a Research 
Coproduction Project
A Principles-Based Approach
Joe Langley, Sarah E. Knowles, and Vicky Ward

Key Learning Points

•	 Coproduction	 cannot	 be	 achieved	 through	 using	 a	 specific	 research	
method.	 Coproduction	 is	 instead	 an	 approach	 to	 working	 with	
knowledge	users.

•	 Researchers	can	adopt	this	approach	through	considering	the	five	princi-
ples	of	coproduction,	and	through	embracing	open	dialogue	and	iterative	
working	alongside	knowledge	users	to	achieve	these	in	practice.	They	are	
not	easy	tasks,	and	research	structures	and	processes	offer	some	specific	
challenges	to	achieving	them	in	practice.

•	 Coproduction	 is	 not	 a	 technique	 you	 apply	 rightly	 or	 wrongly,	 but	 a	
journey	of	learning,	and	it	is	not	a	journey	you	make	alone.
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INTRODUCTION

In	this	chapter	we	aim	to:

1.	 Illustrate	why	there	is	no	research	coproduction	“method”	through	dem-
onstrating	how	“traditional”	and	“non-traditional”	methods	can	be	more	
or	less	coproductive	in	action.

2.	 Describe	the	five	key	principles	of	doing	research	coproduction	and	intro-
duce	 resources	 that	 can	 help	 researchers	 understand,	 plan	 and	 enact	
these	principles.

3.	 Recognize	that	research	coproduction	ideals	are	often	challenged	by	real	
world	 practicalities.	 We	 will	 describe	 common	 problems	 to	 encourage	
researchers	 to	 anticipate	 such	 challenges	 and	 provide	 suggestions	 for	
how	they	might	be	overcome.

“What does research coproduction look like?”
“How do I design a coproduction study?”
“Which is the best method to use to coproduce research?”

These	are	common	questions	we	are	asked	by	researchers	looking	for	answers	
around	How	to	engage	in	coproduction.	It	may	disappoint	readers	to	hear	there	
is	no	“method”	of	coproduction.	Coproduction	has	been	described	as	“a	way	of	
being	not	a	way	of	doing.”	This	means	that	we	cannot	offer	a	toolkit	to	guarantee	
your	work	is	coproduced,	or	provide	a	 list	of	approved	methods	which	would	
enable	you	to	say	with	certainty	that	coproduction	took	place.	Perhaps	research	
coproduction	could	more	accurately	be	described	as	“a	way	of	being	with	and	
doing	 with.”	The	crucial	 element	 is	 that	 it	 is	 a	 collaboration	with	knowledge	
users,	rather	than	a	method	of	accessing	them	or	extracting	their	perspectives	
or	insights.

Given	the	above,	rather	than	list	specific	methods,	this	chapter	will	provide	
guidance	and	resources	to	help	you	consider	how	you	can	both	embody	(be)	and	
enact	(do)	research	coproduction.	We	signpost	examples	of	tools	that	help	to	do	
this	and	offer	practical	suggestions	to	support	researchers	in	overcoming	some	
common	challenges.

Although	there	are	no	specific	methods	that	guarantee	research	coproduc-
tion,	 there	 are	 two	 common	 processes	 found	 across	 different	 participatory	
approaches;	specifically	dialogue	and	iteration	(Abma	and	Broerse	2010).	Dia-
logue	reflects	the	need	for	interaction,	for	exploration	of	each	other’s	views.	Iter-
ation	reflects	the	need	for	this	exploration	to	result	in	change,	acknowledging	
that	first	attempts	(such	as	a	first	set	of	research	questions,	our	first	study	proto-
col,	or	our	first	design	of	an	intervention)	must	be	seen	as	beginning	a	process	of	
seeking	and	making	changes,	often	multiple	times.	Iteration	reflects	humility	in	
working	with	others,	a	recognition	that	our	own	understanding	is	 incomplete	
without	their	knowledge,	that	making	sense	of	what	each	person	brings	and	how	
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all	these	pieces	of	knowledge	“fit	together”	takes	time	and	commitment	to	learn-
ing	from	and	responding	to	those	we	coproduce	with.

Underpinning	or	surrounding	these	two	processes	are	five	key	principles	of	
coproduction	(Hickey	et	al.	2018):	(a)	sharing	power,	(b)	including	all	perspec-
tives,	 (c)	 valuing	 the	 knowledge	 of	 everyone,	 (d)	 reciprocity,	 and	 (e)	 building	
relationships.	These	are	complexly	interrelated,	not	mutually	exclusive.	Enact-
ing	these	key	principles,	we	propose,	creates	the	conditions	for	the	two	common	
processes	(dialogue	and	iteration),	which	in	turn	support	the	shared	selection	
and	application	of	appropriate	methods.	Before	we	get	into	these	principles,	pro-
cesses,	and	challenges,	we	first	want	to	illustrate	what	we	mean	when	we	say	
there	is	no	coproduction	method.

AIM 1. ILLUSTRATING WHY THERE IS NO RESEARCH 
COPRODUCTION “METHOD”

Within	a	coproduction	research	study,	any	number	of	methods,	both	quantitative	
and	qualitative,	may	be	employed.	The	research	is	considered	to	be	coproduced	
if	the	process	of	choosing,	applying,	and	analyzing	the	results	of	those	methods	
was	a	process	of	dialogue	and	iteration	with	knowledge	users	themselves.

To	demonstrate	that	dialogue	and	iteration	do	not	necessarily	“belong”	with	
specific	methods,	we	have	created	four	descriptions	of	hypothetical	studies	(Box	
3.3.1).	These	use	 two	different	 research	methods.	The	 traditional	method	 is	a	
survey	that	involves	asking	a	sample	of	respondents	to	answer	specific	questions	
(which	can	be	either	qualitative	open-ended	questions	or	quantitative	ranking	
or	item	response	questions).	The	non-traditional	method	is	Lego®	Serious	Play®	
(LSP).	 LSP	 (Boaz	 2016;	 James	 2015)	 is	 a	 participatory	 method	 that	 uses	 Lego	
bricks	to	build	metaphorical	representations	of	thoughts,	ideas,	experiences,	and	
feelings.	Individuals	build,	explain,	and	combine	models	in	response	to	specific	
questions	and	prompts.	Our	aim	 is	 to	demonstrate	how	both	methods	can	be	
examples	of	coproduction,	and	equally	both	can	be	done	“about”	and	not	“with.”

For the purposes of illustrating the differences we have imagined a team of 
researchers tasked with understanding the views of mental health service users 
about a new community service…

In	the	survey	“About,	not	with”	example,	we	demonstrate	how	researchers	
can	seek	out	knowledge	user	input	(on	the	language	used,	and	on	how	to	pro-
mote	the	study)	without	it	being	coproduction.	In	this,	support	was	sought	but	
the	 knowledge	 users	 did	 not	 have	 direct	 influence	 on	 the	 process;	 it	 was	 the	
researchers	 who	 chose	 which	 feedback	 to	 include	 or	 discard.	 The	 “With,	 not	
about”	 survey	 example	 demonstrates	 how	 the	 method	 can	 be	 coproduction.	
There	is	collective	sense-making	about	the	research	findings,	with	knowledge	
users	as	active	contributors	to	analysis.	The	researchers	consider	what	they	can	
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Box 3.3.1 Coproduction of research examples.

offer	in	return	for	community	support	and	both	analysis	and	dissemination	deci-
sions	are	made	jointly.

In	the	LSP	example	version	without	knowledge	user	partners	(“about,	not	
with”)	 we	 show	 that	 participatory	 methods	 can	 be	 applied	 by	 researchers	 in	
“extractive”	 ways,	 where	 findings	 are	 wholly	 “owned”	 and	 controlled	 by	 the	
researchers.	In	the	coproductive	variation	(“with,	not	about”),	we	demonstrate	
that	 the	choice	of	method	is	“up-for-debate”	and	decided	by	dialogue.	We	see	
that	knowledge	users	are	engaged	 in	 the	process	 throughout.	Training	 is	pro-
vided	to	enable	them	to	co-facilitate	the	chosen	method	and,	after	data	are	gen-
erated,	they	are	co-owners	of	the	process,	the	data,	what	happens	to	it,	how	it	is	
used,	and	the	story	that	is	told	about	how	the	research	was	conducted.
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These	examples	illustrate	that	it	is	not	the	method	itself	that	leads	to	or	con-
strains	 coproduction,	 but	 how	 the	 researchers	 and	 knowledge	 users	 work	
together.	This	leads	to	our	next	section,	where	we	describe	how	five	principles	of	
research	coproduction	can	help	guide	approaches	to	working	with	knowledge	
users	in	research.

AIM 2. FIVE PRINCIPLES OF COPRODUCTION AND 
RESOURCES TO ENACT THEM

Although	no	method	can	guarantee	research	as	coproduction,	some	methodol-
ogies	have	been	developed	explicitly	with	coproduction	in	mind	and	may	make	
it	easier	to	enact	the	five	principles.	A	rich	literature	exists,	which	describes	the	
processes	and	impacts	of	coproduction	through	methodologies	such	as	Partici-
patory	Action	Research,	Community	Based	Participatory	Research,	and	Human-
Centered	 Co-Design;	 see	Vaughn	 and	 Jacquez	 (2020)	 for	 an	 overview.	 Rather	
than	seeking	to	describe	these	approaches	here,	our	goal	is	to	identify	from	these	
methods	which	elements	are	most	conducive	to	coproduction	efforts	so	that	we	
might	support	researchers	in	adopting	these	elements	irrespective	of	their	own	
methodological	background.	Throughout,	we	return	to	the	key	processes	of	dia-
logue	and	iteration	and	pose	the	following	questions	we	feel	researchers	should	
consider	asking	themselves:

1.	 Does	 your	 approach	 explicitly	 elicit,	 recognize,	 and	 use	 the	 different	
kinds	of	knowledge	and	expertise	that	can	contribute	to	the	research?	Is	
this	 done	 openly	 and	 transparently,	 with	 the	 knowledge	 users	 them-
selves?	(Dialogue)

2.	 Does	your	approach	allow	“messiness?”	Is	the	decision-making	for	which	
changes	should	occur	a	collective	process	where	the	knowledge	users	are	
in	a	position	to	change	the	research	in	unexpected	ways?	(Iteration)

Our	 hypothetical	 examples	 demonstrate	 that,	 whilst	 some	 methods	 are	 more	
amenable	 to	 these	 (e.g.,	LSP),	 the	choice	of	method	alone	does	not	guarantee	
this.	Researchers	need	to	consider	how	dialogue	and	iteration	are	enabled	and	
enacted	in	regard	to	the	research	itself,	not	only	as	approaches	to	working	with	
participants	or	data	within	a	study.

This	brings	us	to	wider	issues	around	responsibility	for,	and	ownership	of,	
the	research	and	about	the	inclusion	or	exclusion	of	different	knowledge	user	
voices;	the	five	key	principles	of	coproduction	we	mentioned	earlier	(Hickey	et	
al.	2018).	Here	we	summarize	each	principle	and	explain	how	each	might	be	
taken	 into	account	during	a	research	project.	We	will	 sum	up	some	reflective	
questions	for	researchers	in	Figure	3.3.1.
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FIGURE 3.3.1 Reflective	questions,	tools	and	resources	to	aid	the	enactment	of	the	five	
principles	of	coproduction.

Sharing Power

“…	 the research is jointly owned and people work together to achieve a joint 
understanding…”

This	is	the	headline	principle	and	the	one	from	which	all	others	follow.	If	copro-
duction	is	about	shared	ownership	of,	and	responsibility	for,	a	research	process,	
then	it	stands	to	reason	that	this	cannot	happen	without	shared	power.

Power	exists	in	various	forms,	many	of	which	we	are	unconscious	of.	Even	
if	we	do	know	how	to	hold	power	 in	a	given	setting	so	as	not	 to	deliberately	
wield	power	“over”	others,	there	are	systems	of	power	and	hierarchies,	or	per-
ceptions	of	power,	which	others	can	see.	Acknowledging	power	differences	to	
begin	with	becomes	an	essential	starting	point.	It	relies	on	individuals	reflex-
ively	 assessing	 their	 own	 role,	 and	 exploring	 ownership	 of	 decisions	 about	
the	research	and	actions	within	the	research	with	knowledge	users.	This	is	best	
done	 not	 by	 researchers	 in	 isolation	 but	 with	 all	 collaborators.	 This	 enables	
transparency,	 reveals	 “hidden”	 power	 and	 considers	 how	 power	 might	
be	 	 	re-distributed.	 It	 is	 also	 something	 that	 should	 be	 frequently	 re-visited	
throughout	a	project:	power	–	its	distribution	and	use	–	fluctuates.	Continuous	
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reflexivity	 throughout	 collaborative	 working	 is	 advocated	 by	 a	 number	 of	
authors	 writing	 from	 both	 academic	 and	 knowledge	 user	 perspectives	 (Farr	
2018).	An	initial	reflection	on	the	power	of	the	collaborators	and	a	plan	to	peri-
odically	re-visit	this	reflection	sets	up	a	framework	for	transparent	dialogue	and	
iteration	for	the	entire	research	coproduction	project.	It	is	rare	for	power	to	be	
explicitly	considered,	but	we	encourage	researchers	to	do	this	more	openly;	see	
Wechsler	(2017)	for	an	example.

We	recommend	considering	how	power	can	be	shared	in	research	settings.	
This	could	include	a	researcher	and	knowledge	user	as	joint	project	leads,	with	
the	latter,	or	a	group	of	knowledge	users,	as	the	budget	holder	and	also	in	the	
role	 of	 chair	 or	 lead	 facilitator.	 So,	 knowledge	 users	 are	 not	 outnumbered	 by	
researchers	in	a	team	and	they	have	equal	say	in	the	project’s	reporting.	They	
should	also	avoid	the	use	of	professional	titles	and	specialist	jargon,	which	tend	
to	build	up	boundaries	due	to	perceived	knowledge	and	status.

Perhaps	more	radically,	and	thinking	beyond	the	equal	sharing	of	power,	we	
can	 begin	 to	 consider	 models	 where	 knowledge	 users	 hold	 more	 power,	 and	
researchers	work	to	either	provide	evidence	to	knowledge	users	or	to	advise	and	
support	knowledge	users	in	how	they	might	go	about	gathering	evidence	them-
selves.	Successful	examples	of	this	already	exist,	such	as	the	Parenting	Science	
Gang	 (Collins	 et	 al.	 2020).	 (See	 https://www.facebook.com/parentingscience	
gang	 for	 more	 details)	 or	 Heart	 n	 Soul	 at	 the	 Hub	 (see	 https://heartnsoulat	
thehub.com	for	more	details.)

Including All Perspectives

“…make sure the research team includes all those who can make a contribution…”

The	underpinning	imperative	of	research	coproduction	is	that	those	impacted	by	
the	outcome	of	a	piece	of	work	should	have	 influence	over	 it;	moreover,	 they	
have	a	valuable	contribution	 to	make	 to	 the	process.	This	principle	 relates	 to	
diversity,	inclusion,	exclusion,	representation,	access,	and	how	we	enable	differ-
ent	knowledge	users	to	contribute	in	full.	Whilst	practical	barriers	to	such	facil-
itation	are	easy	to	identify,	others	can	be	less	obvious.	For	example,	the	ways	that	
individuals	process	information,	communicate,	and	share	ideas	can	vary	signifi-
cantly.	A	dialogue	(in	the	broadest	sense	of	diverse	forms	of	communication),	
and	iteratively	exploring	different	forms	of	engagement,	will	allow	individuals	to	
identify	how,	when,	where,	and	what	they	can	contribute.

This	principle,	in	action,	should	include:

•	 Diversity	or	multiplicity	of	perspectives:	Are	we	 trying,	 for	example,	 to	
present	“the”	patient	voice,	rather	than	engage	with	a	variety	of	people	
with	different	experiences?
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•	 Diversity	in	terms	of	inclusion	and	exclusion:	we	must	move	beyond	the	
idea	 that	 some	 groups	 are	 “hard	 to	 reach”	 within	 research.	 Indeed,	
researchers	themselves	can	often	be	immensely	hard	for	knowledge	users	
to	 reach,	 whilst	 the	 latter	 can	 be	 easy	 to	 ignore.	 Instead,	 researchers	
should	consider	the	groups	that	are	“seldom	heard/involved”	in	research,	
consider	why	this	might	be	the	case,	and	whether	opportunities	are	acces-
sible	 to	 these	 groups.	 This	 can	 include	 considering	 whether	 capacity	
building	and	training	is	required	to	give	knowledge	users	the	tools	they	
need	to	be	research	partners	(evidence	suggests	that,	with	support,	even	
very	technical	areas	of	research,	such	as	data-linkage	studies,	can	be	made	
accessible	to	knowledge	users	(Jewell	et	al.	2019)).

•	 Diversity	of	contributions:	we	 learn,	communicate,	 take	 in	and	process	
information	and	express	ourselves	in	a	wide	variety	of	ways.	Some	favor	
text	or	spoken	word,	others	images,	graphics,	visual	language,	or	kines-
thetic	and	active	forms	of	thinking	and	communicating.	We	should	not	
make	 assumptions	 about	 these,	 nor	 default	 to	 those	 that	 are	 easy	 for	
researchers	to	use	and	apply;	rather,	we	should	embrace	the	opportunity	
to	 support	 a	 diversity	 of	 forms	 of	 thinking	 and	 communication	 (for	
example,	Tierney	et	al.	(2021)	explored	how	producing	artworks	enabled	
“easy	to	ignore”	groups	to	share	priorities	for	research).

Respecting and Valuing the Research Coproduction Partners

“…everyone is of equal importance…”

Coproduction	in	research	involves	recognizing	the	unique	expertise	and	insights	
that	knowledge	users	can	bring	(which	is	very	different	from	methods	of	research	
which	assess	users	according	to	sampling	criteria,	such	as	whether	they	repre-
sent	 a	 target	 population).	 It	 is	 worth	 investing	 some	 resources	 early	 on	 into	
surfacing	and	recognizing	the	assets	that	knowledge	users	bring.	Like	power	and	
approaches	 to	 including	 perspectives,	 some	 of	 these	 may	 be	 “hidden”	 –	 not	
obvious	 to	 individuals	 themselves.	 A	 variety	 of	 team-building	 and	 asset-map-
ping	 exercises	 provide	 structured	 formats	 for	 such	 dialogue	 and	 iteration	 to	
enable	 mutual	 understanding	 of	 expertise	 and	 value	 each	 person	 brings	 to	
the	research.

Alternatively,	we	also	suggest	some	team	game	formats	which	can	encapsu-
late	and	combine	the	benefits	of	dialogue	and	iteration,	a	specific	example	being	
Initiate:Collaborate.	This	game	was	designed	for	interdisciplinary	partners	(ini-
tially	 designers	 and	 healthcare	 professionals)	 about	 to	 set	 out	 on	 a	 project	
together.	 The	 game	 takes	 partners	 through	 a	 series	 of	 exercises	 for	 collective	
reflection	 on	 Context,	 Connectivity,	 and	 Capability,	 in	 which	 they	 document	
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their	perceptions	of	each	other	and	what	they	will	bring	to	the	research	copro-
duction.	Themes	of	risk	and	riskiness	are	explored	within	a	series	of	fauxjects	
(fake	projects)	where	participants	are	challenged	by	different	perspectives,	ulti-
mately	 finishing	with	a	greater	awareness,	appreciation,	and	respect	 for	what	
each	individual	brings	to	a	partnership.

Reciprocity

“…everybody benefits from working together…”

Reciprocity	can	be	seen	as	value	in	action	–	we	need	to	make	good	on	our	claims	
so	that	we	value	the	labor	that	our	partners	contribute.	The	reciprocity	principle	
asks	us	to	consider	how	all	coproduction	partners	are	benefiting	from	the	copro-
duction.	It	requires	us	to	answer	that	question	in	the	here	and	now,	rather	than	
consider	 a	 future	 hypothetical	 benefit	 which	 can	 be	 typical	 in	 research	 (for	
example,	the	clinicians	taking	part	will	benefit	in	the	future	when	our	research	
is	published	and	will	possibly	change	the	training	they	are	given).	These	benefits	
can,	for	some	knowledge	users,	be	about	sharing	the	research	gains	with	them	
–	 for	 example,	 providing	 training	 so	 they	 can	 build	 capacity	 in	 research,	 or	
	supporting	them	to	be	a	co-author	on	an	academic	output.	In	other	cases,	we	
need	to	 think	more	broadly	about	how	we	can	give	back	to	our	coproduction	
partners;	 this	might	be	through	direct	reimbursement,	 financially	recognizing	
their		contribution.	However,	it	can	happen	in	other	ways;	for	example,	through	
helping	to	promote	a	service,	sharing	content	or	methodological	expertise	with	
an	 organization	 more	 widely,	 or	 providing	 opportunities	 that	 can	 help	 with	
career	or	personal	development.	Dialogue	 is	necessary	here	 to	openly	explore	
what	will	be	valuable	to	different	knowledge	users.

Still	more	fundamentally,	perhaps,	reciprocity	can	come	in	the	form	of	recog-
nition	of	what	people	have	invested.	This	links	strongly	to	the	previous	principle	
of	valuing	contributions	but	here	we	can	be	more	nuanced	about	the	types	of	
contribution.	Specifically,	the	emotional	labor	of	coproduction	is	only	beginning	
to	be	recognized.	We	do	not	see	this	effort	as	a	reason	not	to	engage	in	coproduc-
tion,	but	it	does	require	us	to	think	sensitively	about	what	we	are	asking	of	those	
involved,	how	we	respect	their	time	and	their	needs,	and	how	we	demonstrate	
that	we	value	their	contribution.	Recognizing	the	investment	and	contribution	
beyond	the	practical,	financial,	and	physical	to	honor	their	emotions,	intellect,	
or	skills	begins	to	frame	the	contributions	of	knowledge	users	in	the	same	terms	
as	researchers,	which	also	helps	to	address	the	issue	of	sharing	power.

There	has	been	an	increased	focus	on	the	need	to	evaluate	research	copro-
duction,	which	is	to	be	welcomed	where	it	contributes	to	better	understanding	
the	challenges	of	coproduction	and	providing	learning	to	improve	how	copro-
duction	is	done.	However,	any	such	evaluations	need	to	 look	beyond	the	per-
spectives	of	researchers	and	the	impacts	relevant	to	researchers	(e.g.,	recruiting	
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to	target	more	quickly,	or	publishable	papers	for	the	academics	involved).	The	
reciprocity	principle	pushes	us	to	consider	impacts	and	outcomes	from	the	point	
of	view	of	knowledge	users	themselves	(see	Chapter	4.3).

Building Relationships

“…an emphasis on relationships is key to sharing power. There needs to be joint 
understanding and consensus and clarity over roles and responsibilities. It is also 
important to value people and unlock their potential…”

This	principle	comes	full	circle	to	the	first	principle	–	the	sharing	of	power;	and	
it	encompasses	the	other	three	principles	simultaneously.	When	people	value	
each	other,	relationships	form,	grow,	and	flourish.	Evaluations	of	coproduced	
research	 repeatedly	 emphasize	 the	 importance	 of	 relationships	 for	 effective	
coproduction.	There	are	ways	to	facilitate	relationships,	through	encouraging	
partners	to	learn	about	each	other,	and	dedicating	time	to	do	this.	However,	it	
is	important	to	try	to	go	beyond	“managed”	relationships.	There	needs	to	be	a	
level	of	trust,	openness	to	vulnerability,	and	recognition	of	 imperfections	on	
all	sides.

A	key	part	of	this,	in	our	experience,	can	seem	like	the	very	thing	we	would	
want	to	avoid:	debate	and	dissent,	even	conflict.	This	“storming”	part	of	a	copro-
duction	project	can	be	essential	 to	surface	 the	differences	between	researcher	
perspectives	and	knowledge	user	perspectives,	and	to	grapple	with	these	rather	
than	try	to	avoid	them.	In	our	experience,	knowledge	user	partners	reflect	on	
these	debates	positively,	as	evidence	that	researchers	were	open	to	disagreement	
and	respected	differences	enough	to	explore	 them.	So,	 this	demonstrates	how	
dialogue	and	 iteration	are	 important	 in	 terms	of	 relationships:	 the	 researcher	
must	be	willing	to	engage	in	open	dialogue	with	knowledge	users	about	the	pro-
cess	being	undertaken	and	to	change	their	approach	and	their	mind.

This	can	be	challenging	for	researchers,	and	we	do	not	underestimate	the	
complexity	 of	 engaging	 in	 what	 can	 be	 difficult	 conversations.	We	 encourage	
researchers	to	think	about	how	they	can	be	supported	to	do	this.	Perhaps	there	
is	 a	 supervisor	 or	 mentor	 with	 experience	 of	 research	 coproduction	 who	 can	
help	debrief	afterwards?	Do	you	have	access	to	training	or	support	in	facilitating	
group	discussions?	Have	you	set	ground	rules	for	the	discussions,	to	make	sure	
everyone	shares	their	perspective	in	constructive	ways?	The	selection	of	meth-
ods	can	play	a	role	in	these	dialogues.	Methods	that	support	richer	self-expres-
sion	 of	 experiences	 and	 perspective,	 and	 externalizing	 these,	 should	 enable	
dialogue	about	specific	experiences	or	perspectives	rather	than	the	person	who	
expressed	them.

We	 also	 encourage	 researchers	 to	 think	 about	 fostering	 relationships	
between	different	knowledge	user	groups,	not	just	knowledge	users	and	research-
ers	themselves.	Traditionally,	separation	of	stakeholder	groups,	perhaps	argued	
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on	the	basis	of	ethics	or	even	power,	has	allowed	researchers	to	work	with	sepa-
rate	groups	of	patients,	professionals,	or	other	stakeholder	groups.	These	models	
centralize	control	and	power	of	the	process	with	the	researchers.	Methods	such	
as	Experience	Based	Co-Design	emphasize	the	need	for	all	stakeholders	to	work	
together,	 and	 demonstrate	 how	 more	 powerful	 insights	 can	 be	 generated	 if	
researchers	 try	 to	 create	 spaces	 for	 all	 knowledge	 users	 to	 collaborate,	 rather	
than	work	in	isolation.

AIM 3. RESEARCH COPRODUCTION IN THE REAL WORLD: 
CHALLENGES AND WAYS FORWARD

There	are	many	strong	champions	of	coproduction	and	occasionally	dogmatic-
sounding	narratives	on	how	coproduction	“should”	be	done.	From	an	idealistic	
point	of	view,	the	five	principles	appear	incredibly	challenging	and	potentially	
impossible	 to	 meet.	 The	 practical	 realities	 of	 the	 systems	 and	 cultures	 within	
which	research	often	occurs	can	present	many	barriers.	However,	we	are	keen	to	
support	people	to	try	and	to	learn.	This	learning	itself	can	be	a	journey	of	mutual	
discovery,	and	is	an	opportunity	to	develop	unique	collaborations,	inspire	each	
other,	and	achieve	change.	We	believe	the	very	best	training	comes	from	copro-
duction	with	the	humility	to	be	open	to	both	knowledge	users’	critical	feedback	
and	to	the	transformative	possibilities	that	arise	when	working	beyond	the	usual	
academic	borders.	We	hope	the	following	suggestions	provide	some	reassurance	
that	 challenges	 are	 surmountable,	 and	 that	 learning	 about	 the	 best	 ways	 to	
address	them	is	ongoing.

Who to Work With

Deciding	who	to	work	with	when	coproducing	research	can	be	complex.	Stake-
holder	management,	analysis,	and	mapping	can	potentially	be	Machiavellian:	
the	people	who	do	these	activities	hold	the	power	to	manipulate	outcomes	so	
that	the	stakeholders	“selected”	endorse	a	desired	endpoint.	These	activities	also	
tend	 to	 be	 technocratic	 rather	 than	 democratic	 by	 considering	 who	 will	 be	
impacted	by	the	project	and	how	best	to	mitigate	(almost	in	an	optics	or	public	
relations	management	sense)	negative	impacts.

We	support	a	careful	consideration	of	all	stakeholders	and	use	of	the	tools	
listed	above	to	do	this.	In	addition,	we	recommend	two	things:	(1)	this	is	done	in	
dialogue	and	iteratively	with	others,	as	we	will	explain;	and	(2)	it	considers	how/
when	stakeholders	can	and	would	prefer	to	engage	in	the	coproduction	process.	
It	is	important	to	accommodate	different	preferences	flexibly	through	multiple	
channels	or	media.
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On	the	first	issue,	an	evolving	map	of	stakeholders	who	continuously	ask	the	
question	all	stakeholders	ask,	“Who	else	should	be	involved?”	takes	the	selective	
power	away	from	the	researcher	and	invites	wider	consideration	of	the	impact	
and	influence	of	the	proposed	work.

On	 the	 second	 issue,	 the	 global	 COVID-19	 pandemic	 resulted	 in	 travel	
restrictions	and	national	stay-at-home	orders.	During	this	time,	our	experiences	
of	socially	distant	co-design	forced	us	to	consider	who	was	engaging,	how	they	
were	engaging,	and	when	they	were	engaging	(Davis	et	al.	2021;	Langley	et	al.	
2021),	and	the	dangers	of	excluding	stakeholders	when	a	single	mode	of	engage-
ment,	that	is	easy	for	researchers	to	use,	is	adopted	uncritically.	During	this	time,	
home	computer	and	online	meeting	platforms	became	the	unchallenged	default	
mode	of	engaging	service	users,	with	very	little	exploration	of	the	exclusion	aris-
ing	from	variations	in	digital	access	and	literacy.	An	example	from	our	explora-
tion	of	 these	issues	used	local	radio	and	social	media,	posted	activity	kits	and	
digital	 co-design	 tools,	 and	 scheduled	 online	 workshops.	 Partners	 (staff,	
researchers,	and	local	residents)	were	able	to	choose	and	change	their	mode	of	
engagement,	 depending	 on	 which	 was	 most	 accessible	 to	 them	 at	 any	 given	
point	in	the	process.

When to Collaborate

In	 some	 approaches,	 coproduction	 can	 occur	 at	 particular	 points	 within	 a	
research	process	and	may	not	occur	throughout.	Opinions	vary	as	to	whether	
partial	coproduction	can	be	called	coproduction	at	all.	(Action	Researchers,	for	
example,	adhere	to	the	“stick	of	rock”	principle,	that	a	study	has	coproduction	
running	throughout	and	the	study	viewed	at	any	point	would	reveal	its	sticky	
core.)	We	do	not	have,	nor	seek,	the	authority	to	rule	on	this,	but	we	do	recom-
mend	 that	 researchers	 choose	 their	 language	 carefully.	 “An	 evaluation	 of	 a	
coproduced	survey	tool,”	for	example,	is	different	to	“A	coproduced	evaluation	of	
a	survey	tool.”

Figure	 3.3.2	 demonstrates	 a	 simplified	 model	 of	 the	 research	 process.	
Although,	in	an	ideal	world,	research	coproduction	happens	from	start	to	finish,	
in	a	continuous	research	process,	with	the	same	stakeholders	involved	through-
out,	this	is	rarely	the	case.	The	life	course	of	most	research	enquiries	is	fractured	
and	fragmented,	often	spanning	many	years,	with	multiple	attempts	to	secure	
funding	for	some	stages,	no	funding	for	other	stages,	and	frequent	gaps,	pauses,	
or	changes	of	direction/emphasis	within	external	factors	(such	as	funders’	pri-
orities,	or	staff	availability).

We	also	suggest	that	it	is	the	right	of	research	coproduction	partners	(includ-
ing	researchers)	 to	engage	and	disengage	 from	a	process,	without	 the	process	
necessarily	 pausing	 or	 stopping.	 Examples	 of	 this	 could	 include	 a	 researcher	
going	on	parental	leave	whilst	a	coproduced	research	project	continues,	and	for	
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them	to	rejoin	on	their	return	to	work.	Equally,	a	two-year	coproduced	research	
project	 focused	on	a	narrow	age	group	 (for	example,	adolescents	aged	16–18)	
would	require	a	“flow”	of	coproduction	partners	in	the	target	age	range.	Simi-
larly,	a	four-year	medical	device	research	program	for	people	with	Motor	Neu-
rone	Disease	(MND)	might	experience	some	coproduction	partner	deaths	whilst	
people	with	newly	diagnosed	MND	might	wish	to	join.	Applying	a	criterion	of	
working	 with	 the	 same	 group	 throughout	 can	 inadvertently	 create	 a	 barrier	
through	“membership”	of	coproduction	becoming	exclusive,	closed	groups.	We	
suggest	considering	how	to	explicitly	capture	the	learning	generated	by	different	
individuals	(so	that	knowledge	is	not	lost	when	those	individuals	leave)	but	with	
plans	that	allow	flexibility	for	new	contributors	to	join.

Another	 common	 question	 we	 are	 asked	 regarding	 “when”	 relates	 to	
whether	there	are	specific	methods	that	are	most	appropriate	for	coproduction	
at	particular	stages	of	research.	Although	it	may	seem	contrary	to	our	argument	
that	individual	methods	cannot	“be”	coproduction,	it	is	true	that	certain	meth-
ods	have	been	adopted	specifically	to	facilitate	coproduction	at	particular	points	
(for	example,	priority-setting	partnerships	are	clearly	intended	to	help	collabora-
tively	agree	on	research	priorities).	We	provide	further	examples	in	Figure	3.3.2,	
but	do	not	suggest	these	are	the	best	or	only	methods	appropriate,	and,	as	illus-
trated	earlier,	do	not	guarantee	research	has	been	coproduced	unless	they	are	
used	collaboratively	with	researcher	users.

Institutional Power

When	 setting	 out	 on	 research	 coproduction	 initiatives,	 we	 must	 be	 aware	 of	
institutional	 power.	 A	 common	 response	 to	 raising	 the	 issue	 of	 power	 is	 for	
researchers	to	respond	“But	I	don’t	have	power!	I	have	to	do	[what	my	PI	says/

FIGURE 3.3.2 Examples	of	methods	that	facilitate	coproduction	at	different	points	within	
a	research	process.
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what	the	funder	wants/what	the	journals	expect,	etc.]”	While	our	earlier	com-
ment	about	personal	power	asks	researchers	to	consider	the	power	they	do	have,	
it	is	still	important	to	acknowledge	wider	issues	that	impact	on	how	research	is	
conducted.	 Research	 on	 coproduction	 has	 recognized	 how	 academic	 settings	
and	structures	can	restrict	effective	coproduction.	For	example,	research	copro-
duction	in	which	knowledge	users	can	genuinely	influence	and	change	research	
plans	can	be	difficult	to	achieve	when	researchers	need	to	provide	exact	proto-
cols	 of	 their	 work	 in	 advance,	 and	 specify	 intended	 outcomes	 (Madden	 et	 al.	
2020).	This	can	limit	the	space	that	researchers	have	to	learn	from	the	knowledge	
users.	Production	of	academic	papers	and	of	further	grants	are	the	main	career	
goals,	which	may	come	into	conflict	with	other	knowledge	users’	needs.	In	our	
own	work,	we	often	create	templates	for	all	individuals,	including	the	academics	
and	 others	 collaborating	 in	 professional	 capacities,	 that	 ask	 people	 to	 specify	
their	goals	 for,	and	expectations	of,	 the	project.	They	include	prompts	to	con-
sider	various	outputs,	endpoints,	or	goals.	These	are	shared	with	all	partners	and	
a	map	of	shared	expectations	and	goals	 is	created.	We	are	then	able	to	collec-
tively	highlight	goals	or	expectations	that	may	be	in	tension	with	each	other	and	
decide	on	actions	to	amend	goals	or	define	ways	to	navigate	and	monitor	these	
tensions.	We	keep	the	map	as	a	work	in	progress,	frequently	revisited	and	updated.

EXPECTATIONS OF HEALTH SERVICES RESEARCH

Particular	challenges	can	be	encountered	when	applying	coproduction	within	a	
health	research	context.	These	include	the	following	three	common	issues:

1.	 The	blurring	of	data	collection	and	data	analysis:	in	a	research	study	and	
in	research	papers,	typically	data	collection	and	analysis	of	that	data	are	
considered	as	distinct	phases	of	research.	In	coproduction,	when	report-
ing	the	decisions	made	it	may	not	be	possible	to	differentiate	these	stages	
clearly.	 To	 do	 so	 would	 apply	 a	 framework	 that	 views	 the	 knowledge	
users	as	providing	data	that	is	then	separately	analyzed	(with	the	implica-
tion	that	researchers	needed	to	assess	and	interpret	the	data	for	results	to	
be	produced).	In	this	scenario,	the	researchers	have	power	over	the	data	
and	the	contributions,	rather	than	this	being	shared.	In	practice,	copro-
duction	involves	a	dynamic	process	of	concurrently	generating	and	ana-
lyzing	contributions.	Different	research	disciplines	have	different	levels	
of	familiarity	with	this	way	of	working.	In	our	experience,	it	is	welcomed	
as	standard	practice	in	Design	journals,	but	typically	contested	in	Health	
Services	 journals,	 where	 reviewers	 expect	 to	 see	 analysis	 “done	
to”	the	data.

2.	 Applying	research	ethics	processes	to	coproduction	practice:	in	the	UK,	
Patient	and	Public	Involvement	is	considered	to	be	outside	of	traditional	
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ethical	 approval	 processes.	 Patients	 themselves	 have	 argued	 that	 com-
pleting	 an	 ethics	 application	 about	 a	 coproduction	 event	 steers	 the	
researcher	to	think	of	themselves	and	the	knowledge	users	as	separate,	to	
see	 the	 activity	 as	 research	 on	 those	 users	 rather	 than	 a	 collaboration	
with	them.	But	this,	of	course,	does	not	mean	that	coproduction	is	without	
ethical	 considerations	 around	 burden	 and	 costs	 to	 those	 involved	 (see	
Chapter	3.2).	Having	formal	ethics	approvals	(that	might	not	cover	such	
things)	does	not	mean	we	can	avoid	consideration	of	how	to	manage	and	
support	partnerships	in	coproduced	research.	Careful	planning	is	needed	
around	issues	such	as	confidentiality,	support,	and	anticipation	of	burden,	
especially	but	not	exclusively	when	working	with	service	users	(Pandya-
Wood	et	al.	2017).	The	difference,	as	we	have	tried	to	illustrate	throughout,	
is	 that	 this	 planning	 should	 occur	 with	 the	 knowledge	 users,	 not	
about	them.

3.	 Debating	how	“representative”	 the	knowledge	users	need	 to	be:	a	very	
common	 perception	 is	 that	 knowledge	 users	 who	 become	 involved	 in	
research	 should	 be	 “representative”	 of	 the	 wider	 population	 (Maguire	
and	Britten	2017).	This	applies	a	consideration	about	sampling,	an	impor-
tant	aspect	of	research	methodology,	to	the	coproduction	process,	and	in	
doing	so	positions	knowledge	users	as	“participants”	or	sources	of	data,	
as	opposed	to	considering	them	as	partners	or	collaborators.	 (It	 is	very	
notable	that	this	debate	tends	to	happen	when	those	knowledge	users	are	
patients	 or	 service	 users,	 and	 not	 when	 they	 are	 different	 kinds	 of	
professionals.)

CONCLUSION

Many	researchers	are	looking	for	answers	around	how	to	do	research	copro-
duction.	But	coproduction	is	as	much	a	way	of	being	as	a	way	of	doing.	In	this	
chapter	 we	 have	 illustrated	 how	 various	 methods	 and	 approaches	 can	 be	
more	 or	 less	 coproductive	 depending	 on	 how	 closely	 researchers	 relate	 to,	
and	work	with,	knowledge	users.	This	demonstrates	 the	 importance	of	 the	
mindset	that	researchers	need	to	bring	to	coproduction	to	be	with	people	in	
coproduction.

We	have	described	five	key	principles	of	research	coproduction,	defined	by	
others,	 then	introduced	resources	that	can	help	researchers	understand,	plan,	
and	enact	these	principles.	These	provide	practical	tools	to	support	researchers	
in	doing	coproduction	with	people.

Finally,	 we	 have	 described	 common	 challenges	 of	 research	 coproduction	
and	made	some	suggestions	for	how	they	might	be	overcome.
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C H A P T E R  3

Key Learning Points

•	 Although	appreciation	of	 the	experience	and	work	context	of	organiza-
tional	partners	is	essential	for	development	of	effective	research	partner-
ships,	little	attention	has	been	directed	to	understanding	the	perspectives	
and	needs	of	leaders	and	managers	of	healthcare	organizations.

•	 There	 are	 two	 main	 approaches	 to	 increasing	 organizational	 research	
capacity:	 creating	 some	 form	 of	 “interface”	 with	 academia;	 developing	
internal	embedded	research	capacity.	Understanding	the	potential	advan-
tages	 and	 disadvantages	 of	 each	 can	 help	 organizations	 plan	 appro-
priate	action.

•	 Effective	 initiatives	 within	 either	 approach	 require	 that	 organizations	
undertake	key	foundational	activities:	develop	a	shared	understanding	of	
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Organizational Strategies 
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Partnerships
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the	 concept	 of	 research	 and	 its	 benefits	 to	 the	 organization;	 clarify	 the	
roles	 it	wishes	 to	play;	and	develop	policy,	 structures,	and	processes	 to	
support	and	protect	the	organization.

•	 Healthcare	organizations	wishing	to	engage	with	academics	in	research	
partnerships	are	encouraged	to	focus	on	ongoing	organization-to-organi-
zation	 relationships;	 to	 clearly	 communicate	 their	 expectations;	 and	 to	
build	 a	 plan	 to	 address	 potential	 pitfalls	 of	 such	 partnerships	 to	 their	
organization.

BACKGROUND/INTRODUCTION

One	important	evolution	in	the	current	health	research	landscape	is	re-consid-
eration	of	the	role	of	healthcare	organizations	in	health	research.	This	attention	
results	both	from	a	greater	awareness	that	research	conducted	in	collaboration	
with	 intended	 users	 is	 more	 likely	 to	 be	 relevant	 and	 used	 (Boaz	 et	 al.	 2015;	
	Oliver	et	al.	2014);	and	from	the	requirement	of	many	health	research	funders	
for	a	health	system	partner	on	funding	applications	(McLean	et	al.	2018).	These	
developments	have	led	many	health	organizations	to	clarify	their	role	in	research	
and	determine	what	research-related	activities	they	will	engage	in	–	and	how.

Because	their	mandate	is	to	deliver quality healthcare,	health	organizations	
have	 historically	 played	 a	 marginal,	 and	 largely	 responsive,	 role	 in	 research.	
They	have	been	expected	to	use	research	that	has	been	produced	by	academics,	
and	also	to	provide access	to	their	data,	patients,	or	sites	in	order	to	support	uni-
versity-based	research	projects.	Only	recently	has	there	been	exploration	of	the	
roles	of	these	organizations	as	research	partners,	playing	a	meaningful	(or	even	
leadership)	role	in	coproduction	of	research,	and	the	implications	of	coproduc-
tion	roles	for	researchers	who	wish	to	work	with	them.	As	a	result,	while	much	
has	been	learned	about	issues	related	to	research use	by	decision-makers	(Oliver	
et	al.	2004),	less	is	known	about	effective	strategies	for	coproduction of research.

We	have	observed	that,	although	a	number	of	creative	models	of	academic-
health	system	partnership	have	been	reported	in	the	literature	in	recent	years,	
such	examples	are	not	widespread,	and	their	applicability	to	diverse	contexts	is	
unclear.	 Also,	 although	 recent	 research	 has	 proposed	 “guiding	 principles,”	
“mechanisms,”	or	“features”	of	effective	collaboration	(Boaz	et	al.	2018;	Bowen	
et	al.	2017;	Greenhalgh	et	al.	2016;	Rycroft-Malone	et	al.	2016),	there	is	little	to	
guide	an	organization	in	developing	research	responses	that	enable	it	–	in	ways	
that	 are	 appropriate	 to	 the	 unique	 characteristics	 of	 their	 organization	 –	 to	
engage	as	an	equal	 in	the	research	production	process	(Gagliardi	et	al.	2017;	
Hoekstra	et	al.	2018;	Hofmeyer	et	al.	2012).	Reflecting	the	earlier,	more	passive,	
assumptions	 of	 the	 role	 of	 health	 organizations	 in	 research,	 resources	 focus	
largely	 on	 supporting	 researchers	 in	 developing	 skills	 in	 communicating	
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research	 findings,	 or	 increasing	 the	 capacity	 of	 health	 system	 personnel	 to	
access	and	use	research	in	planning	and	service	delivery1	(de	Moissac	et	al.	2019).

In	addition,	while	there	is	extensive	literature	on	research	partnerships	in	
general,	little	research	addresses	the	specific	issues	in	partnerships	between	aca-
demic	researchers	and	healthcare	personnel	(particularly	the	leaders	and	man-
agers	of	health	organizations).	These	partnerships	have	unique	characteristics	
not	 necessarily	 found	 in	 other	 forms	 of	 collaborative	 research	 (e.g.,	 patient	
engagement	 in	 research,	 community-based	 health	 research).	 Guidelines	 for	
health	services	and	policy	research	partnership	are	often	extrapolated	from	the	
community	collaboration	literature	(Kothari	et	al.	2011).	However,	while	many	
principles	and	characteristics	identified	through	research	with	grassroots	com-
munity	groups	are	applicable	to	partnerships	between	researchers	and	health-
care	organizations,	differences	in	barriers,	benefits,	and	strategies	may	also	be	
expected.	As	one	example:	research	with	patients	and	community	members	is	
usually	based	on	assumptions	of	a	power	imbalance	in	favor	of	the	researcher.	
Some	of	the	focus	has,	therefore,	been	on	the	challenges	of	what	has	been	called	
“researching	 down.”	 In	 contrast,	 much	 health	 services	 research	 involves	
researcher	relationships	with	well-established	power	and	governance	structures	
and	high-status	individuals	(“researching	up”	in	the	case	of	trainees	and	junior	
researchers;	“researching	across”	for	some	senior	researchers)	(Marx	and	Tre-
harne	2018).	Ethical	and	 logistical	processes	established	 to	protect	vulnerable	
communities	may	not	be	useful	or	needed	in	relationships	with	those	in	power-
ful	positions.

An	important	gap	in	the	current	research	is	that,	while	issues	faced	by	aca-
demics	 in	research	partnerships	have	been	well-documented	in	the	 literature,	
the	voices	of	health	system	leaders	and	health	personnel	are	largely	absent	(Bar-
tunek	and	Rynes	2014;	Nyström	et	al.	2018).	While	academics	and	health	system	
personnel	often	identify	similar	challenges	to	research	collaboration	(e.g.,	time-
lines	for	action),	healthcare	personnel	often	emphasize	barriers	not	reported	in	
the	literature:	the	impact	of	organizational	stress	and	restructuring;	researchers	
who	 are	 unready	 to	 work	 in	 a	 fast-paced	 healthcare	 environment,	 have	 been	
identified	as	major	barriers	(Bowen	et	al.	2019).	In	addition,	many	within	health	
organizations	 find	research,	as	currently	defined	and	conducted,	unhelpful	 to	
their	work,	suggesting	that	health	research	should	be	redefined	and	promoted	
(Bowen	et	al.	2019).

Despite	support	of	health	system	management	for	the	principles	of	collabo-
rative	research	(Bowen	et	al.	2017),	in	practice	these	collaborations	commonly	

1	One	exception	to	this	trend	is	the	recent	release	of	a	guide	designed	for	health	organizations,	
“Its	 time	to	 talk	about	–	Our	Relationship	with	Research”	(Bowen,	S,	Graham	ID,	Botting,	
2021).	Available	at	https://iktrn.ohri.ca/resources/ikt-resources.
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experience	many	challenges	(Bowen	et	al.	2017;	Ellen	et	al.	2018;	Jessani	et	al.	
2018).	Many	are	concerned	about	the	lack	of	genuine	collaboration	on	the	part	
of	some	academic	researchers	(who	may	be	perceived	as	unprepared	to	respond	
to	the	actual	needs	and	priorities	of	healthcare	organizations)	(Bowen	et	al.	2017;	
Rycroft-Malone	et	al.	2016;	Wehrens	et	al.	2010).

We	propose	that	recognition	of	the	experience	and	work	context	of	health	
system	 partners	 is	 essential	 for	 development	 of	 effective	 partnerships:	 giving	
voice	to	health	system	perspectives	and	concerns	will	also	support	researchers	in	
developing	authentic	partnerships.	Our	aim	in	this	chapter	is,	therefore,	to	build	
on	the	emerging	research	which	describes	the	experiences	of	health	system	lead-
ers	and	staff	with	research	partnerships.	We	suggest	initial	frameworks,	princi-
ples,	and	strategies	to	assist	organizations	as	they	explore	how	they	will	respond	
to	the	changing	expectations	of	their	research	role.

HOW SHOULD ORGANIZATIONS RESPOND TO THE 
EXPECTATIONS OF A RESEARCH PARTNERSHIP?

Before Beginning to Plan for “Research Partnerships”: Clarifying 
the Concepts of “Partnership” and “Research”

Healthcare	organizations	are	tremendously	diverse,	not	only	in	size,	complexity,	
focus,	 staffing,	 and	 available	 resources,	 but	 also	 in	 their	 maturity	 in	 research	
understanding	and	leadership.	While	there	can	be	no	“one-size-fits-all”	model	of	
organizational	research	engagement,	all	organizations	can	benefit	from	careful	
consideration	of	the	issues	and	challenges	in	any	action	–	whether	to	develop	
internal	research	capacity	or	to	establish/enhance	partnerships	with	academic	
researchers.

Not	all	organizations	have	an	interest	in	research	coproduction.	Some	feel	
they	are	not	sufficiently	resourced	to	play	an	active	role	in	research	production	
(or	even	 to	access	 the	quality	 research	on	which	organizational	programs	are	
based).	Instead,	they	choose	to	focus	on	implementing	and	maintaining	stand-
ards	 set	 by	 other	 bodies.	 Other	 organizations	 invest	 resources	 in	 accessing,	
assessing,	and	implementing	quality	research	into	their	planning	and	programs.

While	appropriate	use	of	existing	research	is	critical	for	any	health	or	social	
care	organization,	we	focus	our	discussion	here	on	the	issues	facing	organiza-
tions	 that	 wish	 to	 explore	 their	 role	 in	 research production.	 These	 may	 vary	
greatly:	from	responding	to	academic	researchers’	requests	for	access	or	support	
to	researcher-initiated	projects;	to	active	engagement	in	all	phases	of	a	research	
project;	to	initiating	research	activities	that	address	an	organization’s	problems.	
It	 is	 important	 to	 recognize	 this	 diversity	 in	 types	 of	 research	 “partnership”	
activities	–	many	participants	will	have	different	assumptions,	and	framing	of	a	
partnership	 will	 affect	 how	 it	 plays	 out	 in	 practice	 (Holmes	 2020).	 It	 is	 often	
quite	 appropriate	 for	 an	 organization	 to	 select	 different	 kinds	 and	 levels	 of	
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“partnership”	around	particular	projects,	though	assumptions	about	what	“part-
nership”	means	may	not	be	shared.

There	are	two	important	distinctions	that	must	be	considered	in	our	discus-
sion	 of	 research	 partnerships.	 The	 first	 is	 whether	 the	 proposed	 research	 is	
driven	by	system	needs	and	priorities	or	by	researcher	and/or	research	funder	
interest:	Is	the	organizational	role	reactive,	or	proactive?	For	some	time,	health-
care	organizations	have	been	required	to	respond	to	requests	for	data	access,	and	
sometimes	 to	 requests	 for	 access	 to	 particular	 staff,	 programs,	 or	 sites.	 The	
increasing	requirement	–	particularly	in	health	services	research	–	that	research-
ers	find	a	“health	system	partner”	to	support	a	research	funding	application	has,	
however,	increased	both	the	number	and	types	of	requests	a	healthcare	organi-
zation	may	receive.	They	may	be	asked	to	provide	moral,	in-kind,	or	even	finan-
cial	support	for	the	research.	They	may	also	be	asked	to	play	a	range	of	roles	in	
the	research	itself	–	from	helping	to	frame	the	research	question,	to	sitting	on	an	
“advisory”	body,	 to	analyzing	and	 interpreting	data,	 to	planning	 implementa-
tion.	Rarely,	however,	are	these	organizations	included	as	full	partners	in	deci-
sion-making,	including	budgeting	and	financial	management,	and	the	demands	
on	 their	 organizational	 time	 and	 resources	 are	 rarely	 reimbursed,	 even	 when	
there	 is	 little	or	no	benefit	 to	 the	research	organization.	Even	less	common	is	
research	which	addresses	a	problem	identified	by	a	health	organization.

The	 second	 critical	 distinction	 is	 between	 individual	 and	 organizational	
partnerships.	To	date,	most	research	partnerships	are	not	between,	for	example,	
a	 particular	 university	 and	 a	 health	 region,	 but	 rather	 between	 one	 or	 more	
researchers,	 and	 a	 manager/director	 of	 a	 specific	 program.	 This	 arrangement	
creates	vulnerabilities	for	both	the	organization	and	the	researchers,	as	well	as	
the	research	itself.	While	there	have	been	extremely	effective	individual	partner-
ships,	organization-to-organization	relationships	are	needed	if	the	full	benefits	
of	research	partnerships	are	to	be	achieved.

If	there	is	confusion	about	the	concept	of	“partnership,”	there	is	often	even	
less	clarity	and	consensus	on	the	idea	of	“research”	within	healthcare	organiza-
tions.	There	are	often	major	differences	–	not	only	between	organizations	but	
within	the	same	organization	–	in	understanding	of	what	“research	is”	and	how	
it	relates	 to	quality	 improvement	(QI)	and	other	knowledge-generating	activi-
ties,	such	as	evaluation	(Bowen	et	al.	2019).	Individual	staff	may	define	research	
quite	narrowly,	limiting	it	to	only	one	area	(for	example,	basic	laboratory	or	clin-
ical	research)	or	certain	methods	of	research	(e.g.,	 randomized	control	 trials),	
and	may	not	fully	appreciate	the	potential	contributions	or	an	expanded	research	
role.	Many	confuse	research	with	simple	data	analysis,	while	others	consider	a	
quick	“internet”	search	on	a	specific	topic	to	be	research.

In	addition	to	often	limited	perspectives	on	the	scope	and	variety	of	research	
activities,	many	leaders,	managers,	and	staff	have	not	found	research	relevant	to	
their	work,	or	responsive	to	their	needs	(Barnes	et	al.	2015;	Bowen	et	al.	2019).	
They	 may	 see	 research	 as	 limited	 to	 specific	 research	 projects,	 supported	 by	
research	funding	agencies	and	–	often	–	driven	by	“ivory	tower”	interests.	They	
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may	have	had	experience	of	researchers	and	regard	them	as	out	of	touch	with	the	
realities	 of	 care	 provision,	 or	 they	 may	 have	 encountered	 research	 processes	
which	 are	 insensitive	 to	 the	 real-time	 demands	 of	 care	 delivery	 (Bowen	 et	 al.	
2005;	Jessani	et	al.	2018).	Negative	experiences	range	from	frustration	at	the	token	
roles	allocated	to	health	personnel,	to	feelings	of	being	“used,”	to	major	incidents	
that	have	required	legal	or	human	resource	intervention	(Bowen	et	al.	2019).

There	is	also	commonly	a	lack	of	consensus	about	how	research	“fits”	with	
other	knowledge-generating	activities	within	the	organization:	some	view	activi-
ties	 such	as	QI,	evaluation,	and	research	as	points	on	a	continuum,	others	as	
distinct	activities	that	“belong”	in	different	places	(e.g.,	QI	as	an	organizational	
responsibility,	evaluation	delegated	to	external	contractors,	and	research	belong-
ing	to	the	world	of	academia)	(Bowen	et	al.	2019).	Many	health	organizations	
have	made	major	commitments	to	QI	initiatives	and	may	feel	that	this	removes	
the	need	for	greater	attention	to	“research.”

First Things First: Preparing to Become a Research Partner

There	 are	 several	 important	 preparatory	 activities	 that	 allow	 organizations	 to	
make	thoughtful	decisions	on	how	they	will	increase	their	research	capacity	or	
engage	 in	research	partnerships.	These	activities	are	often	 iterative	 in	nature,	
and	many	organizations	will	undertake	them	at	the	same	time.

Developing Shared Understanding

The	common	lack	of	clarity	on	the	core	concept	of	“research,”	and	its	relation-
ship	to	other	important	organizational	activities,	means	that	many	organizations	
may	need	to	devote	significant	effort	to	building	shared	understandings	before	
initiating	any	action.	It	is	important	not	only	to	promote	a	definition	of	research	
that	encompasses	the	many	different	types	of	research,	but	also	to	help	staff	dis-
tinguish	between	“research and its potential to be useful to the organization”	and	
“my personal experience of one researcher/research project.”	Discussion	is	needed	
on	how	–	if	research	was	truly	responsive	–	it	could	support	and	enhance	the	
work	 of	 the	 organization.	 Research	 must	 be	 “re-imagined”	 in	 ways	 that	 both	
enable	useful	research	activities	within	the	organization,	and	also	support	and	
enhance	other	knowledge-generating	activities,	such	as	QI	(Bowen	et	al.	2019).

Integration	 of	 “research	 and	 evaluative	 thinking”	 into	 discussions	 is	 one	
way	to	begin	to	illustrate,	in	practical	ways,	the	broad	scope	of	research	and	the	
useful	roles	it	could	play	within	the	organization.	See	Table	3.4.1.	for	some	exam-
ples	of	how	emerging	issues	and	questions	can	be	used	to	promote	in-depth	dis-
cussion.	 Other	 strategies	 include:	 ensuring	 relevant	 research	 reports;	 reports	
from	research-related	committees	are	standing	items	on	meeting	agendas,	either	
“for	 discussion”	 or	 for	 information;	 and,	 preparing	 questions	 to	 support	 evi-
dence-informed	discussion	around	agenda	items.



TABLE 3.4.1 Sample	discussion	questions.

Presenting Problem Sample discussion questions

How will the 
organization respond to 
the request from 
University X to sign on 
as a partner for their 
research proposal?

Do we have a clear research policy? What are our 
priorities for research involvement? Are our procedures for 
reviewing requests adequate to protect the organization? 
What will be demanded of staff time and organizational 
resources? What are our expectations of the research 
team?

Do we need to have an 
external evaluation/
review of Program X?

What are we hoping to learn? What skills are needed to 
answer this question? What questions require an external 
review rather an internal evaluation or original research? 
How often do such questions come up and what guidelines 
do we have for how to respond to them? What are 
advantages and disadvantages of internal vs. external 
evaluations? How do we find a research partner to help us?

We don’t have the 
information we need to 
know how to respond to 
the crisis in our ER: 
what do we do?

What information do we have in-house? Are there 
existing systematic or scoping reviews that could guide 
us? Which program areas need to be involved in coming 
up with a solution? How do we find a research partner 
who can help us solve this problem?

The X Institute has just 
released a report on the 
costs of chronic disease 
management: what do 
we need to do as a 
health service 
organization?

Who can provide an analysis of the report to assess its 
applicability to our organization? Should we develop 
in-house capacity to do this? Can we find a research 
partner to help with this? What is current evidence on the 
effectiveness of our current programs and services to 
respond to current disease prevalence? Do we need an 
evaluation? What is the latest evidence of effective 
interventions?

Should we change 
Policy X in light of 
COVID-19?

What is the latest evidence on this question? How strong 
is this evidence? How do we remain current in a rapidly 
evolving environment? What strategies do we have for 
communicating policy to staff, patients and community? 
What skills are needed to support us in this?

How can we best 
design a comprehensive 
service to address 
mental health needs 
among the elderly?

What do we know about this population in our catchment 
area? Is more investigation needed? If so, what is the best 
way to do it? What can we learn from the literature about 
effective mental health services for this population? What 
is the evidence that these interventions would be 
appropriate in our context? What different forms of 
expertise and experience must be involved in designing 
our response? How do we plan for effective 
implementation? How do we build in evaluation activities 
that enables evaluation of service implementation, and 
promotes ongoing improvement and needed adaptation?

(Continued)
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Presenting Problem Sample discussion questions

As we do not have the 
budget to continue to 
fund both Program X 
and Program Y, which 
one will we cancel?

On what evidence do we make this decision? Are the 
programs reflecting latest evidence or are changes 
needed? Why is the choice only between these two 
programs? What can we learn from the literature about 
most effective interventions for the issues the programs 
are meant to address?

Should we approve 
funds to hire another 
data analyst?

What is the purpose of this role? Do we need another 
analyst or are other roles to support use of evidence 
(knowledge dissemination, evaluation specialist) of 
higher importance? What can these roles do that a data 
analyst cannot do?

TABLE 3.4.1 (Continued)

Determining Current Organizational Position

Some	organizations	have	invested	in	planning	processes	to	determine	how	they	
will	engage	in	research,	and	have	built	concrete	responses	that	reflect	their	goals	
and	priorities.	Many	more	organizations,	however,	have	developed	a	response	
reactively,	often	to	cope	with	demands	from	academic	bodies	seeking	partner-
ship	 on	 a	 specific	 research	 project.	 Some	 organizations	 address	 requests	 on	 a	
case-by-case	 basis	 (with	 decisions	 often	 varying	 based	 on	 who	 receives	 the	
request).	Existing	systems	for	evaluating	requests	may	be	based	on	actions	taken	
in	other	organizations.	As	a	result,	current	practice	may	not	be	the	best	fit	for	the	
particular	context.

If	 the	 potential	 for	 effective,	 sustainable	 engagement	 in	 research	 is	 to	 be	
optimized,	organizations	must	first	consider	how	their	research-related	activi-
ties	fit	with	the	organization’s	goals,	priorities,	and	strategic	plan,	and	what	cur-
rent	supports	are	already	in	place.	It	is	useful	to	consider	such	questions	as:

•	 Is	commitment	to	research,	or	specific	research-related	activities,	clearly	
identified	in	the	organization’s	mission	and	values?	In	its	strategic	plan?	
Is	more	discussion	needed?

•	 How	 committed	 are	 those	 in	 key	 leadership	 roles	 (board,	 executive,	
clinical	 lead)	 to	 research	 in	 the	 organization?	 How	 knowledgeable	 are	
they	about	the	full	range	of	research	approaches	and	methods?

•	 What	 is	 the	 organization’s	 current	 involvement	 in	 research?	 Is	 there	 a	
comprehensive	 inventory	 of	 research	 projects	 or	 collaborations	 with	
which	the	organization	is	involved?	How	did	these	come	about?	How	are	
they	 intended	 to	help	 the	organization	achieve	 its	goals?	How	are	 they	
supported?



TABLE 3.4.2 Organizational	current	position.

Description of 
current program/
organizational 
position

Current 
challenges

What issues 
should 
organization 
consider?

How can research 
help meet this 
challenge?

We depend on 
standards set 
by other bodies 
(e.g., provincial/
professional 
standards and 
guidelines) to 
ensure quality 
care.

Ensuring that 
standards are 
met.

Without careful 
attention to 
implementation in 
context, standards 
may not be met.

“Knowledge 
translation/
implementation 
science” can help 
determine effective 
communication and 
Implementation 
strategies.
Evaluation research 
expertise can inform 
quality assurance and 
improvement efforts.

We are committed 
to ensuring our 
programs reflect 
the latest research 
in order to 
optimize the care 
we provide.

Accessing and 
evaluating 
current research 
in a timely and 
ongoing manner.
Ensuring findings 
are assessed, in 
collaboration 
with 
organizational 
leadership, for 
applicability to 
the local context
Facilitating 
uptake of 
findings 
(including 
needed 
organizational 
change).

Research must be 
assessed for its 
applicability in 
specific 
organizational/
program
context.

“Knowledge 
translation/
implementation 
science” can help 
determine effective 
communication and 
Implementation 
strategies.

(Continued)

•	 What	is	the	organization’s	current	position	on	its	role	in	research	(Table	
3.4.2)?	What	implications	does	this	have	going	forward?	Is	there	openness	
to	revisiting	this	position?
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Description of 
current program/
organizational 
position

Current 
challenges

What issues 
should 
organization 
consider?

How can research 
help meet this 
challenge?

We want to 
respond 
appropriately to 
requests from 
external sources 
for access to our 
data, patients or 
sites, or to partner 
with them on 
research projects.

Clarifying 
organizational 
research goals 
and priorities.
Developing, 
implementing, 
communicating, 
and evaluating 
organizational 
policy, processes 
and structures to 
support 
consistent 
organizational 
research action.

Without 
organization-wide 
policy and 
associated 
procedures 
managers and 
clinicians may 
make individual 
decisions.
This may result in 
a) additional  
stress on burdened 
staff/programs, 
b) overcommitment 
of organizational 
resources, 
c) unforeseen 
issues requiring 
management 
intervention, and 
d) missed 
opportunities to 
share findings 
with potential 
relevance to other 
areas of the 
organization.

Evidence-informed 
research policy can 
provide structure for 
consistent action in 
response to 
organizational 
priorities
Effective research 
ethics and access/
impact review 
processes ensure 
policy is followed, 
protect the 
organization, and 
facilitate research 
useful to the 
organization.
Research coordination 
skills facilitate 
processes, positive 
communication, and 
organizational 
knowledge of 
research partners.

We would like to 
play an active role 
in research 
activities that 
could help address 
the major 
problems facing 
our organization

Developing a 
model for 
research 
participation that 
is feasible for the 
organization and 
supports 
organizational 
goals and 
priorities.

Both clarity on 
a)  organizational 
priorities, and 
b) realistic 
assessment of 
needs/potential of 
in-house research 
expertise, or 
effective research 
partnerships is 
needed.

Research expertise to 
undertake, coordinate 
and oversee activities.
Knowledge of 
research evidence on 
effective research 
partnerships.

TABLE 3.4.2 (Continued)



Assessing Organizational Readiness

Organizations	must	then	ensure	that	there	is	both	commitment	to,	and	readi-
ness	 to	 engage	 in,	 research-related	 activities.	 Pre-conditions	 associated	 with	
development	of	an	effective	sustainable	approach	to	engaging	in	research	part-
nerships	include:

•	 Commitment to the importance of research from organizational leadership	
–	 board,	 CEO,	 executive	 management,	 and	 clinical	 leads	 –	 is	 essential.	
Recent	 research	 has	 identified	 organizational	 leadership	 as	 a	 critical	
factor	 in	establishing	and	supporting	effective	research	partnerships,	as	
well	 as	 in	 creating	 a	 research-positive	 organizational	 culture	 (Bowen	
et	al.	2019).

•	 Organizational consensus on a broad definition of “research” and it’s fit 
with other knowledge-generating activities.	 It	 is	essential	 to	build	among	
board,	senior	and	middle	management,	and	staff	a	shared,	comprehensive	
understanding	of	research,	including	the	diversity	(in	approach,	field	of	
focus,	 methods)	 of	 research.	 Discussions	 should	 begin	 –	 but	 not	 end	 –	
with	the	board,	senior	management,	clinical	leads,	and	those	within	the	
organization	with	research	experience.

•	 A shared vision of the benefits of research and research partnerships to the 
organization.	Building	a	shared	understanding	of	the	potential	benefits	of	
research	 involvement	 within	 the	 organization	 (the	 contributions	 it	 can	

Description of 
current program/
organizational 
position

Current 
challenges

What issues 
should 
organization 
consider?

How can research 
help meet this 
challenge?

Strategies to 
ensure all program 
areas are 
supported in 
staying current 
with quality 
research in their 
areas, and to 
respond to external 
research-related 
requests are also 
needed.
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make	to	developing	an	effective	strategic	plan,	to	meeting	organizational	
objectives,	and	to	supporting	the	work	of	staff)	can	be	a	major	challenge.	
If	 research	 partnership	 is	 viewed	 as	 just	 one	 more	 demand	 on	 limited	
time	and	resources,	it	is	not	likely	to	be	prioritized	–	“partnerships”	must	
fit	as	a	“solution”	 to	 the	organization	meeting	 its	goals	–	as	an	 integral	
component	of	decision-making	in	a	learning	organization.

Building a Strong Foundation

As	organizations	move	from	thinking	about	their	role	in	research,	to	developing	
a	model	appropriate	for	its	particular	context,	care	will	be	needed	to	ensure	a)	
inclusion	of	key	stakeholders	in	planning	activities;	b)	effective	communication	
of	the	goals	of	the	organization’s	intended	role	and	approach	to	research	engage-
ment;	and	c)	development	of	appropriate	policies,	structures,	and	processes	to	
support	effective	action.

Inclusion of Key Stakeholders in Planning
Because	there	are	many	different	“kinds”	of	research,	no	one	research	approach	
(or	single	researcher)	can	bring	the	breadth	of	skills	that	an	organization	may	
need,	either	now	or	in	the	future.	It	may	be	a	challenge	to	ensure	that	planning	
is	 not	 limited	 to,	 or	 dominated	 by,	 certain	 research	 areas,	 specific	 types	 of	
research	 question,	 or	 one	 or	 two	 research	 methods.	 A	 research	 team	 with	
strength	in	randomized	control	clinical	trials	may	not	appreciate	the	importance	
of,	or	have	the	expertise	to	conduct,	multi-method	community-based	research.	
A	researcher	who	has	specialized	in	mental	health	may	not	have	an	interest	in	
responding	to	organizational	concern	about	infectious	diseases.

Voices	around	the	planning	table	should	also	include	the	diversity	of	both	
the	catchment	community,	and	of	staff	units	and	point-of-care	providers.	At	a	
time	when	there	is	increasing	recognition	of	the	exclusion	of	many	sectors	of	
society	 from	decision-making	activities,	 it	 is	particularly	 important	 to	ensure	
that	 selection	 of	 research	 priorities	 and	 framing	 of	 research	 questions	 is	 not	
limited	to	certain	research	approaches,	or	to	the	perspectives	and	experience	of	
those	currently	 in	decision-making	roles.	Research	can	also	be	an	 invaluable	
tool	for	integrating	the	voices	of	community	and	point	of	care	to	inform	change.	
Strategies	to	consider	include:	invitations	to	academic	centers	to	make	presen-
tations	on	types	of	research;	integration	of	the	expertise	of	staff	 in	outreach	/	
community	development	roles;	and	ensuring	meaningful	participation	of	clini-
cal	 and	 program	 areas,	 as	 well	 as	 agencies	 and	 services	 outside	 of	 the	
organization.



Effective Communication of the Organization’s Goals for Research 
Partnership
An	 organization	 must	 be	 clear	 about	 what	 it	 wants	 to	 achieve	 through	 its	
research	 involvement,	 and	 how	 such	 involvement	 will	 provide	 a	 strategic	
advantage.	These	objectives	will	need	to	be	communicated	throughout	the	orga-
nization,	as	well	as	to	potential	partners	and	key	organizations	in	the	community.	
One	aspect	of	public	communication	is	a	clear	message	on	what	its	stance	will	be	
with	the	research	community.	Is	the	organization	happy	to	respond	to	researcher	
requests	and	assess	these	requests	on	a	case-by-case	basis?	Will	it	establish	cri-
teria	 for	 research	 collaboration,	 and	 policies	 to	 ensure	 that	 these	 criteria	 are	
met?	Will	it	contribute	only	to	research	activities	that	answer	questions	of	pri-
ority	to	the	organization,	and	in	the	time	frame	the	organization	requires	it?	If	it	
develops	 internal	 research	 capacity	 (e.g.,	 hiring	 evaluators,	 researchers,	 or	
knowledge	 brokers)	 how	 will	 these	 individuals	 or	 units	 relate	 to	 academic	
research	bodies?

Policy, Structures, and Processes to Support a Research Response
Key	 policies,	 structures,	 and	 processes	 are	 necessary	 to	 support	 the	 organiza-
tion’s	research	activities.	Without	adequate	and	appropriate	infrastructure,	ini-
tiatives	 can	 easily	 become	 vulnerable	 to	 changes	 in	 leadership;	 to	 being	
downgraded	 in	 the	 face	 of	 organizational	 crises;	 and	 to	 marginalization	 from	
organizational	decision-making.	Even	small	 initial	efforts	need	 the	support	of	
policy,	structure,	and	clear	processes	and	procedures.

Policy should address the	organization’s	role	in	research:	how	research	will	
be	used	to	inform	policy	setting,	strategic	planning,	and	priority	setting;	relation-
ships	with	external	entities	(e.g.,	government,	university);	who	is	responsible	for	
research	oversight;	site,	data,	personnel,	and	patient	access;	criteria	for	organiza-
tional	participation	in	research;	access	and	ethics	review	processes	and	require-
ments	for	research	reporting.

Organizational research	structure	is	also	needed:	identified	roles	for	research	
responsibility	and	accountability	at	the	most	senior	level;	position	descriptions	
for	 responsibility	areas;	 and,	 clarity	on	 relationships	with	QI,	 evaluation,	and	
other	knowledge-generating	activities.

Clear processes	 for	 decision-making	 around	 research	 are	 essential.	 These	
include	 processes	 for	 identifying	 organizational	 research	 priorities:	 approving	
researcher	organizational	access;	approving	participation	in	research	collabora-
tions;	 assessing	 and	 approving	 use	 of	 organizational	 resources;	 reporting	
research	results;	reviewing,	updating,	and	amending	existing	research	structures	
and	processes.
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FROM PRINCIPLES TO ACTION – NEXT STEPS IN DEVELOPING 
RESEARCH PARTNERSHIPS

While	 there	 are	 many	 actions	 an	 organization	 may	 take	 to	 build	 research	
capacity,	 they	 can	 be	 described	 as	 falling	 into	 two	 major	 approaches	 (Bowen	
et	al.	2019).

The	first	approach	is	 to	create	some	form	of	“interface”	with	academic	or	
other	(e.g.,	provincial,	national,	or	parent)	research	bodies.	This	interface	may	
take	many	forms:	joint	committees,	liaison	offices	within	either	the	organization	
or	another	institution,	discussion	“tables”	or	planning	days	held	in	collaboration	
with	 provincial	 health	 departments,	 universities	 and	 other	 bodies,	 regular	
“research”	days	that	showcase	relevant	academic	and/or	in-house	research;	or,	
negotiating	 for	 specialized	 library	 services.	 These	 initiatives	 are	 based	 on	 the	
assumption	 that	 universities	 (and	 other	 research	 institutes)	 are	 the	 center	 of	
research	expertise:	the	focus	of	the	health	system	should	be	on	healthcare	deliv-
ery.	The	most	practical	approach,	therefore,	is	to	collaborate	with	them	around	
healthcare	organizations’	research	needs	and	interests.

The	second	approach	 is	 to	embed	additional	 research	capacity	within	 the	
organization.	This	may	include	creation	of	some	form	of	a	“Research	and	Evalu-
ation”	unit,	or	embedding	various	forms	of	research	(or	expertise	in	accessing,	
assessing	 and	 communicating	 research),	 within	 existing	 departments	 (e.g.,	
expanding	the	role	of	Organizational	Learning).	These	responses	are	often	based	
on	 the	 assumption	 that	 organizations	 can	 best	 meet	 their	 research	 needs	 if	
responsibility	 and	 accountability	 for	 research	 activity	 rests	 within	 the	
organization.

These	two	major	approaches	are	not	mutually	exclusive	–	organizations	may	
develop	responses	with	aspects	of	each.	There	are	also	creative	initiatives	that	do	
not	fit	neatly	into	either	approach.	For	example,	a	number	of	health	regions	may	
collaborate	to	form	a	regional	research	resource,	or	resources	may	be	situated	
within	 a	 provincial	 department	 of	 health	 or	 national	 bodies.	 An	 organization	
may	negotiate	academic	appointments	for	senior	staff,	or	creative	arrangements	
for	sharing	research	staff	with	academic	centers.

Each	broad	 response	has	potential	advantages	and	disadvantages	and	 the	
critical	 challenges	 in	 effective	 implementation	 and	 management	 of	 each	
response	are	distinct.	In	the	following	section	we	focus	specifically	on	the	poten-
tial	advantages	and	disadvantages	of	the	interface	approach;	identify	important	
issues	in	planning;	and	outline	potential	strategies	for	avoiding	and	mitigating	
common	pitfalls.	In	many	instances,	however,	organizations	may	elect	to	focus	
more	 on	 building	 embedded	 internal	 research	 capacity:	 additional	 considera-
tions	 for	 this	 approach	 can	 be	 found	 in	 a	 companion	 document	 (Bowen	
et	al.	2021).
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Creating a Health System/Academic Interface

There	 are	 many	 potential	 benefits	 to	 healthcare	 organizations	 of	 developing	
partnerships	with	academic	researchers:	universities	and	other	research	 insti-
tutes	are	centers	of	research	expertise,	while	healthcare	organizations	specialize	
in	service	delivery.	Partnerships	allow	organizations	to	have	access	to	a	broader	
range	of	methodological	skills	and	areas	of	program	expertise	than	the	organiza-
tion	could	secure	in-house.	There	may	also	be	increased	credibility	of	findings	if	
research	 is	 led	 from	outside	 the	organization.	 Ideally,	partnerships	may	bring	
together	the	best	of	both	the	service	and	academic	worlds.

Many	organizations	begin	to	strengthen	their	research	role	by	establishing,	
or	 further	 developing,	 relationships	 with	 individual	 researchers.	 While	 this	
approach	may	result	in	positive	experiences	with	a	specific	research	project,	it	is	
not	 equivalent	 to	 developing	 effective	 collaborative	 initiatives	 at	 the	 system	
level.	Potential	disadvantages	of	one-on-one	collaborations	include	risks	of	staff	
turnover	to	research	continuity;	lack	of	organizational	awareness	of,	and	com-
mitment	to,	staff	time	and	other	resources	allocated	to	support	the	collaboration;	
and	less	likelihood	of	organization	adoption	of	relevant	research	findings	(Born-
stein	et	al.	2017;	Hofmeyer	et	al.	2012;	Wolfenden	et	al.	2017).

Although	there	are	a	number	of	potential	advantages	to	the	organization	of	
creating	linkages	with	academic	research	centers	at	the	system	level,	there	are	
also	barriers	to	effective	operation	of	such	collaborations:	key	among	them	being	
rigid	approaches	to	definitions	of	research;	lack	of	researcher	flexibility	in	the	
complex	 world	 of	 healthcare;	 dependence	 on	 funding	 from	 research	 funding	
organizations	(which	may	take	years	to	secure);	lack	of	responsiveness	to	organi-
zational	 time	 lines;	 and,	 the	 pressure	 to	 fall	 into	 a	 reactive	 mode	 based	 on	
researcher	interests	(Bowen	et	al.	2019;	Nyström	et	al.	2018).	Organizations	that	
have	developed	successful	collaborations	often	report	that	it	takes	years	of	dis-
cussion	 and	 interaction,	 skills	 in	 negotiation,	 and	 academic	 commitment	 to	
learning	 about	 healthcare	 needs	 and	 realities	 for	 such	 interfaces	 to	 become	
effective	 (Gagliardi	 et	 al.	 2017;	 Lehmann	 and	 Gilson	 2015;	 Wolfenden	 et	 al.	
2017).	 In	 addition,	 organizations	 often	 come	 to	 realize	 that	 support	 for	 key	
research-related	activities	(e.g.,	evaluation	and	time-sensitive	evidence	reviews)	
are	not	met	by	this	shared	structure,	and	that	the	just-in-time	input	they	need	for	
decision-making	 cannot	 be	 provided.	 The	 often-unresponsive	 time	 frames	 of	
research	 funding	 cycles,	 and	 the	 common	 lack	 of	 priority	 given	 by	 research	
funding	 agencies	 to	 applied	 research,	 may	 result	 in	 organizational	 needs	 not	
being	a	priority	for	university	researchers,	who	are	evaluated	on	their	ability	to	
obtain	 research	grants	and	have	 their	 research	published.	Nor	do	 researchers	
always	have	the	needed	preparation	to	enable	them	to	work	effectively	in	col-
laborations,	or	methodological	breadth	and	flexibility	to	enable	them	to	respond	
to	the	variety	of	research	questions	of	interest	to	knowledge	users.
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The	 organization	 should	 consider	 several	 questions	 about	 the	 proposed	
interface,	including:

•	 What	are	the	objectives	and	scope	of	the	“interface”	initiative?
•	 How	will	it	be	funded	(if	other	than	investment	in	time	from	both	parties)?
•	 How	 responsive	 will	 the	 initiative	 be	 to	 organizational	 priorities?	 How	

will	this	be	assured?
•	 At	 what	 level	 of	 the	 organization	 is	 the	 initiative	 developed?	 Is	 there	

support	from	senior	leadership	(e.g.,	CEO;	Dean)	of	both?
•	 Who	 from	 within	 the	 organization	 will	 take	 the	 lead	 in	 liaison	 and	

coordination	roles?	Do	they	have	the	skills	to	do	this?
•	 How	will	organizational	staff	have	input	into	decisions?
•	 How	will	decisions	be	made	about	who	will	partner	on	the	coproduced	

research	(e.g.,	principal	and	co-investigators)?
•	 How	will	differences	and	misunderstandings	be	handled?
•	 How	will	the	organization	address	the	additional	research-related	needs	

(e.g.,	 “just	 in	 time”	 evidence	 reviews,	 evaluation)	 not	 addressed	 by	 the	
interface?

Recognizing	potential	challenges	and	pitfalls	can	also	help	achieve	the	goals	of	
the	collaboration,	enabling	proactive	action	that	may	help	prevent	or	mitigate	
future	problems	(Table	3.4.3).

TABLE 3.4.3 Potential	pitfalls,	positioning	for	success.

Potential Pitfall Characteristics associated with success

Collaborations limited to 
research questions for 
which there are current 
research funding 
opportunities rather than 
organizational priorities

• Appropriate planning dedicated to clarifying goals of 
the collaboration and organizational expectations, 
including requirement of academic commitment to 
addressing organizational priorities

• Organizational recognition that the collaborative 
setting will likely not address all organizational 
interests and needs

• Investment in internal resources to address broader 
research-related needs

• Investment of all partners into development of 
on-going relationships that will enable proactive 
response

• Clear terms of reference
• Clear processes and approval criteria for decisions on 

joint activity
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Potential Pitfall Characteristics associated with success

Research findings not 
timely

• Investment in internal resources to address immediate 
needs

• Negotiating access to preliminary findings

Failure to negotiate the 
different agendas, 
expectations, and cultures 
of the academic and 
health services world

• Initial in-depth orientation for all participants, that 
includes not only orientation to research and 
research processes, but also to the organization’s 
structure, decision-making processes and priorities

• Clearly identifying areas of expertise of each team 
member

• Clear processes for addressing emerging problems
• Ensuring strong negotiation skills on leadership team
• Academic commitment to recognizing and rewarding 

diverse forms of research, dissemination and 
measurement of impact (Canadian Academy of 
Health Sciences 2017)

Collaborations developed 
at a personal, individual 
(e.g., researcher/manager, 
CEO/Dean) level rather 
than institution to 
institution level

• Negotiated organization-organization agreements
• written organization-to-organization memorandums of 

understanding, and/or specific contracts
• Ensuring appropriate organizational policy
• Succession plan to address potential loss of 

organizational leads
Failure to involve 
appropriate partners with 
interest, skills in 
partnership

• Guidelines for partnership that include requirements 
and expectations of partners

• Consideration of identifying organizational 
“relationship broker” with skills and responsibility to 
develop partnerships (Bowen et al. 2017)

• Proactive identification and recruitment of researchers 
with partnership experiences and approaches

Inadequate time and 
resources dedicated to 
initiative

• Ensuring identified staff have protected time to 
participate

• Clear communication of organization meeting time 
preferences and availability, as well as preferred 
communication strategies (e.g., email, phone, 
in-person. meeting)

• Negotiation of compensation for participation where 
appropriate (e.g., time in proposal development)

Failure to monitor and 
evaluate development of 
the interface and 
participant experience 
with it.

• Joint development of plan to monitor and assess 
participation, satisfaction and impact

• Regular check-ins at senior leadership levels
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Embedding Research Capacity within the Organization

Given	the	costs	of	the	time	needed	to	develop	and	maintain	an	effective	collabo-
rative	 relationship	 with	 academic	 bodies,	 and	 the	 unmet	 research	 needs	 the	
organization	may	continue	to	face,	many	organizations	decide	that	the	best	way	
to	have	their	needs	met	is	to	invest	in	building	internal	research	resources.	This	
response	focuses	on	a	different	form	of	partnership	than	the	one	of	creating	an	
interface,	as	both	“partners”	(researchers	and	organizational	leaders	and	staff)	
are	employed	by	the	same	organization.	The	advantages	and	disadvantages	of	
developing	 embedded	 research,	 along	 with	 guidance	 for	 optimizing	 this	
approach,	are	detailed	elsewhere	(Bowen	et	al.	2021).	As	internal	research	units	
are	unlikely	to	be	able	to	address	all	the	organization’s	research-related	needs	–	
organizations	selecting	to	develop	such	units	may	still	benefit	 from	collabora-
tion	with	academic	centers	around	some	research	questions.

PLANNING FOR IMPLEMENTATION AND EVALUATION

Careful	organizational	planning,	in	and	of	itself,	is	insufficient	for	success.	Any	
research	initiative	–	including	initiation	and	development	of	research	coproduc-
tion	activities	–	must	be	implemented	effectively:	often,	failure	of	an	initiative	is	
not	 the	result	of	a	poorly	 thought-out	 idea,	but	rather	 the	result	of	 failures	 in	
implementation	(Bauer	and	Kirchner	2020).

A	comprehensive	evaluation	plan,	designed	and	ready	to	implement	at	the	
time	an	initiative	is	launched,	is	essential.	Too	often,	evaluation	is	an	organiza-
tional	afterthought,	with	little	or	no	allocation	of	resources	to	support	it.	With-
out	 effective	 and	 ongoing	 evaluation,	 however,	 opportunities	 for	 early	
identification	(and	remediation)	of	problems	may	be	missed;	and	opportunities	
for	growth	and	improvement	of	the	early	research	initiative	may	pass	unrecog-
nized.	Organizations	need	access	 to	competent	evaluation	expertise,	whether	
in-house	or	external.	In	addition,	it	is	useful	to	build	awareness	and	apprecia-
tion	of	the	range	of	evaluation	purposes	and	approaches	among	staff	and	man-
agers.	There	are	a	number	of	practical	resources	that	can	guide	an	organization	
through	the	evaluation	process	(Bowen	2012).	A	useful	 form	of	evaluation	in	
this	 context	 is	 developmental evaluation,	 intended	 to	 support	 the	 continued	
development	of	an	initiative	within	the	organization.	Reflecting	the	principles	
of	complexity	theory,	developmental	evaluation	engages	organizational	mem-
bers	 in	 the	 evaluation	 process,	 supporting	 an	 ongoing	 process	 of	 innovation	
(Patton	2011).

While	the	focus	of	an	evaluation	can	be	expected	to	change	over	time,	the	
first	phase	of	any	evaluation	should	be	implementation	evaluation,	designed	to	
assess	 to	 what	 extent	 the	 initiative	 has	 been	 implemented	 as	 intended.	 This	
allows	for	early	intervention	and	re-direction	if	needed,	optimizing	the	potential	
for	effective	functioning	(Bowen	2012).
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FUTURE RESEARCH

Future	research	should	ensure	that	the	perspectives	of	health	system	personnel	
are	 given	 equal	 attention	 to	 academic	 perspectives,	 and	 that	 there	 is	 broad,	
multi-dimensional	exploration	of	the	impacts	of	coproduction	activities	on	orga-
nizations	and	programs.	Rigorous	evaluation	research,	focusing	on	the	implica-
tions	for	transferability	of	approaches	and	principles	of	specific	approaches	to	
coproduction,	is	also	required	in	order	to	build	a	knowledge	base	that	will	pro-
vide	guidance	to	healthcare	organizations	in	their	work	of	developing	effective	
research	responses.

CONCLUSION

The	perspectives	and	experiences	of	managers	and	staff	of	healthcare	organiza-
tions	with	research	partnerships	have	received	scant	attention	in	the	academic	
literature:	 few	 resources	 are	 available	 to	 support	 these	 organizations	 as	 they	
explore	any	form	of	research	collaboration.	Recent	research	has,	however,	high-
lighted	 the	 many	 challenges	 that	 healthcare	 decision-makers	 may	 face	 in	
engaging	in	research	partnerships.

Not	all	organizations	will	be	prepared	to	engage	in	coproduction	of	research.	
We	have	proposed,	based	on	emerging	research	of	decision-maker	experiences,	
important	questions	for	organizational	consideration	before	decisions	are	made	
about	whether	and	how	personnel	will	engage	in	research	partnerships.	Organi-
zations	 are	 also	 urged	 to	 explore	 the	 potential	 benefits	 of	 building	 embedded	
organizational	capacity	to	ensure	that	research	activities	can	be	responsive	and	
accountable	to	organizational	needs	(Bowen	et	al.	2021).	For	research	coproduc-
tion	to	be	effective,	research	processes	must	be	ready	to	respond	to	the	realities	
of	service	provision,	and	researchers	who	are	committed	to	research	coproduc-
tion	must	support	decisions	that	organizations	take	to	ensure	that	the	proposed	
research	benefits,	rather	than	imposes	on,	their	organization.
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C H A P T E R  3
3.5 Managing Academic-
Health Service Partnerships
Alison M. Hutchinson, Cheyne Chalmers, Katrina Nankervis, and 
Nicole (Nikki) Phillips

Key Learning Points

•	 Partnerships	are	key	to	coproduction.	Academic-health	service	partner-
ships	help	advance	common	research,	education,	and	practice	 interests	
for	mutual	benefit.

•	 Coproduction	of	knowledge	through	such	partnerships	is	more	likely	to	
be	meaningful	and	have	impact.

•	 Sustaining	academic-health	service	partnerships	requires	deliberate	and	
concerted	effort.

•	 Principles	 guiding	 the	 management	 and	 sustainment	 of	 partnerships	
highlight	 the	 importance	 of	 mutual	 respect,	 trust,	 transparency,	 flexi-
bility,	open	communication,	shared	knowledge,	and	commitment.

•	 A	shared	mission	and	vision,	and	mutually	agreed	objectives	are	required.
The	partnership	strategic	plan	should	evolve	as	the	strategic	plans	for	the	
respective	organizations	evolve.
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•	 A	formal	governance	structure	is	essential	to	ensure	the	values	of	the	part-
ners	 remain	 aligned,	 and	 priorities	 and	 future	 research	 directions	 are	
mutually	agreed.

•	 Clear	lines	and	agreed	processes	for	communication	are	necessary.
•	 Researchers	within	the	partnership	require	a	clear	understanding	of	their	

roles	 and	 expectations	 to	 ensure	 they	 address	 the	 imperatives	 of	 each	
organization.	A	 formal	agreement	between	 the	partners	 is	necessary	 to	
ensure	the	partnership	meets	the	expectations	and	needs	of	both	organi-
zations	and	 to	agree	on	and	confirm	 the	commitment	of	 infrastructure	
and	resources	to	support	the	partnership.

•	 Evaluation	of	the	partnership	should	occur	at	mutually	agreed	times;	like-
wise,	the	formal	agreement	should	be	reviewed	and	re-negotiated	at	pre-
determined	time	points.

•	 Research	 conducted	 within	 the	 partnership	 needs	 to	 be	 relevant	 and	
meaningful,	 and	 to	 address	 a	 health	 service	 priority.	 Partnership	
researchers	need	to	respond	nimbly	to	requests	for	research	and	evidence	
reviews,	and	to	be	flexible	in	the	conduct	of	research	in	environments	that	
are	constantly	adapting	to	change.

INTRODUCTION

Partnerships	 are	 central	 to	 research	 coproduction.	 This	 chapter	 will	 focus	 on	
how	to	manage	academic-health	service	partnerships	during	the	research	pro-
cess,	how	 to	 sustain	 such	partnerships	and	how	 to	assess	 their	 sustainability.	
Academic-health	service	partnerships	provide	a	platform	for	the	nexus	between	
research,	education,	and	practice	 to	be	 realized	and	 to	 flourish,	benefiting	all	
three	domains:	the	respective	partner	organizations,	their	employees,	and	most	
importantly	 the	 recipients	 of	 their	 services	 and	 education	 (Bakewell-Sachs	
2016).	Such	partnerships	have	been	defined	as	strategic	arrangements,	formal	or	
informal,	 between	 universities	 and	 health	 services	 that	 are	 established	 to	
advance	 common	 research,	 education	 and	 practice	 interests	 (American	
Association	of	Colleges	of	Nursing	1990).	Academic-health	service	partnerships	
can	leverage	the	combined	strengths	and	resources	of	the	partners	to	generate	
and	translate	knowledge	for	mutual	advantage	and	to	an	extent	that	would	not	
have	been	achieved	in	isolation,	resulting	in	the	whole	being	greater	than	the	
sum	 of	 its	 parts.	 Coproduction	 of	 knowledge	 through	 established	 academic-
health	service	partnerships	is	more	likely	to	have	substantial,	meaningful,	and	
lasting	 impact	 (Beckett	 et	 al.	 2018);	 ultimately	 leading	 to	 better	 outcomes	 for	
patients	(Granger	et	al.	2012)	by	addressing	clinically	relevant	issues	using	rig-
orous	 research	 approaches.	 Additionally,	 such	 partnerships	 can	 contribute	 to	
research	capability	development	among	clinicians,	promote	development	of	a	
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research	 culture	 in	 health	 services,	 and	 strengthen	 the	 network	 and	 depth	 of	
researcher-clinician	collaborations	(Bakewell-Sachs	2016).

Sustaining	academic-health	service	partnerships,	however,	can	be	challeng-
ing	and	requires	concerted	efforts	 from	the	partners	 (Nabavi	et	al.	2012).	The	
different	 sectors	 (university	 and	 health	 service)	 have	 fundamentally	 different	
purposes,	priorities,	performance	measures,	cultures,	and	funding	models	(De	
Geest	et	al.	2010).	Hence,	finding	common	values	and	goal	alignment	is	neces-
sary	for	sustained	partnership.	The	stresses	(for	example	financial	pressures	and	
service	 demand)	 on	 the	 different	 sectors	 vary	 in	 timing	 and	 nature	 and	 each	
partner	needs	to	be	sensitive	to	and	accommodate	the	other’s	needs.

BACKGROUND

In	this	chapter,	we	draw	on	our	experience	in	a	formal,	long-standing	academic-
health	service	partnership.	Established	in	2006,	our	research	center	represents	a	
sustained	 partnership	 between	 the	 disciplines	 of	 nursing	 and	 midwifery	 at	
Monash	Health	(one	health	authority	in	the	state	of	Victoria,	Australia)	and	the	
School	of	Nursing	and	Midwifery	at	Deakin	University.	In	the	previous	decade,	
the	School	had	established	formal	partnerships	with	a	number	of	other	health	
services.	Hence,	our	Monash	Health-Deakin	University	partnership	was	part	of	
a	wider	network	of	academic-health	services	partnerships	with	the	School.	 In	
essence,	the	partnerships	were	established	for	mutual	benefit	in	the	conduct	of	
relevant	and	meaningful	research,	development	of	research	capability	in	nurse	
clinicians,	and	ensuring	the	nursing	education	undergraduate	and	postgraduate	
curricula	is	contemporaneously	informed	by	developments	in	the	health	services.

The	center	is	led	by	the	Chair	in	Nursing	at	Monash	Health,	who	is	also	a	
Professor	of	Nursing	at	the	University.	The	Chair	in	Nursing	reports	to	the	Chief	
Nursing	and	Midwifery	Officer	at	Monash	Health	and	the	Head	of	the	School	of	
Nursing	and	Midwifery	at	Deakin	University.	The	Chair	in	Nursing’s	links	with	
the	school	and	the	health	service	provide	a	conduit	for	rapid	sharing	of	informa-
tion	and	escalation	of	issues	between	the	organizations,	enabling	fast	problem	
resolution	and	decision-making	for	mutual	benefit.	The	center	also	includes	a	
jointly	 appointed	 Associate	 Professor	 and	 Research	 Fellow.	 In	 addition,	 a	
Research	Assistant	and	administrative	officer	are	employed	by	the	health	service	
to	work	with	the	 jointly	appointed	researchers.	These	appointments	 involve	a	
significant	 financial	 commitment	 from	both	partners.	The	health	 service	pro-
vides	office	space	and	computers	for	the	researchers.	This	also	includes	space	for	
research	 assistants	 who	 are	 employed	 on	 casual	 or	 short-term	 contracts	 and	
research-focused	students	of	the	center.	Co-location	of	the	researchers	with	the	
health	 service	 nursing	 and	 midwifery	 education	 and	 strategy	 team	 facilitates	
collaboration,	communication,	and	sharing	of	information	between	the	research-
ers	and	key	nursing	personnel.
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Under	 the	 auspices	 of	 the	 partnership,	 researchers,	 in	 collaboration	 with	
health	service	personnel,	undertake	multiple	studies	and	programs	of	research.	
The	 work	 of	 the	 researchers	 within	 the	 center	 spans	 three	 broad	 domains:	
knowledge	 generation,	 knowledge	 translation	 and	 brokerage,	 and	 capability-
building.	Knowledge	generation	occurs	through	the	conduct	of	primary	and	sec-
ondary	research.	Knowledge	translation	is	facilitated	through	research	designed	
to	implement	the	best	available	evidence	in	policy	and	practice.	Knowledge	bro-
kerage	occurs	through	the	researchers’	responding	to	requests	for	current	evi-
dence	and	the	researchers’	active	involvement	in	a	range	of	committees,	advisory	
and	working	groups	across	the	health	service.	In	terms	of	capability	building,	the	
center’s	researchers	supervise	a	number	of	research	students	(e.g.,	master	and	
doctoral	 level)	 working	 within	 the	 health	 service	 as	 well	 as	 external	 students	
undertaking	research	at	Monash	Health.	Additionally,	the	researchers	support	
staff	who	are	undertaking	clinician-initiated	research	and	link	them	with	other	
university	researchers	who	have	relevant	expertise.	The	Chief	Nursing	and	Mid-
wifery	Officer	at	Monash	Health	holds	an	Adjunct	Professor	role	with	Deakin	
University,	 and	 contributes	 to	 key	 clinical	 education	 governance	 activities	 in	
Deakin’s	 School	 of	 Nursing	 and	 Midwifery,	 such	 as	 curriculum	 development	
and	chairing	the	School’s	Advisory	Board.	This	hard-wired	mechanism	enables	
the	Chief	Nursing	and	Midwifery	Officer	to	be	a	visible	champion	for	the	univer-
sity	and	the	agreed	objectives	of	the	partnership.

Our	partnership	is	part	of	a	wider	network	of	partners.	The	Deakin	Univer-
sity	School	of	Nursing	and	Midwifery	has	similar	partnerships	with	five	other	
health	services	in	the	state	of	Victoria.	Collectively,	we	refer	to	all	the	partner-
ships	as	Deakin Partners in Nursing and Midwifery.	This	hub	and	spoke	model	
enables	 research	 to	 be	 undertaken	 in	 multiple	 health	 services	 across	 the	 net-
work,	to	address	issues	or	problems	that	are	common	to	the	health	service	part-
ners.	Workshops	and	meetings	of	senior	leaders	are	held	to	facilitate	discussion,	
conceptualization,	 prioritization,	 and	 decision-making	 about	 research	 across	
Deakin	Partners	in	Nursing	and	Midwifery.	In	the	following	sections	we	address	
the	evidence	and	our	experience	in	relation	to	the	management	and	sustainment	
of	an	academic-health	service	partnership.

HOW TO MANAGE PARTNERSHIPS DURING THE 
RESEARCH PROCESS

In	 2012,	 the	 American	 Association	 of	 Colleges	 of	 Nursing	 and	 the	 American	
Organization	of	Nurse	Executives	Taskforce	produced	a	set	of	guiding	principles	
for	 academic-practice	 partnerships	 (Table	 3.5.1).	 While	 these	 principles	 were	
specifically	established	for	the	discipline	of	nursing,	they	could	be	readily	applied	
to	other	disciplines.	Adherence	to	principles	by	both	partners	is	necessary	in	the	
ongoing	management	of	partnerships.
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More	 recently,	 Hoekstra	 and	 colleagues	 reviewed	 86	 published	 reviews	 of	
research	partnership	literature	(Hoekstra	et	al.	2018,	2020),	identifying	17	over-
arching	principles,	 grouped	 into	 the	 following	 six	 sub-categories:	 relationship	
between	researchers	and	stakeholders;	coproduction	of	knowledge;	meaningful	
stakeholder	engagement;	capacity-building,	support,	and	resources;	communi-
cation	between	researchers	and	stakeholders;	and	ethical	issues	of	collaborative	
research	 activities.	 The	 most	 frequently	 reported	 principles	 identified	 in	 the	
included	studies	related	to:	the	development	and	maintenance	of	relationships	
“based	on	trust,	credibility,	respect,	dignity	and	transparency”	(Hoekstra	et	al.	
2020,	 p.	 12);	 the	 coproduction	 of	 knowledge	 through	 engagement	 of	 partners	
throughout	 the	 research	 process;	 being	 “flexible	 and	 creative	 in	 collaborative	
research	activities;”	and	adopting	a	tailored	approach	(Hoekstra	et	al.	2020,	p.	12).

Specifically,	in	the	field	of	spinal	injury	research,	Gainforth	and	colleagues	
(2021)	co-developed,	with	an	expert	panel,	 researchers,	knowledge	users,	and	
funders,	 a	 set	 of	 eight	 guiding	 principles	 for	 the	 conduct	 and	 dissemination	
of	 research	 in	 partnership	 with	 knowledge	 users	 (Table	 3.5.2)	 (Gainforth	
et	al.	2021).

Not	surprisingly,	there	are	commonalities	across	these	sets	of	principles	and	
they	also	closely	align	with	our	first-hand	experience	of	partnering	between	a	
university	and	health	service.	In	their	review	of	reviews,	Hoekstra	et	al.	(2020)	
also	identified	a	set	of	11	overarching	strategies	used	to	conduct	research	through	
partnerships;	 the	 strategies	 were	 grouped	 into	 six	 sub-categories:	 relationship	
between	researchers	and	stakeholders;	capacity-building,	support	and	resources;	

TABLE 3.5.1 Guiding	principles	for	academic-practice	partnerships.

1. Collaborative relationships between academia and practice are established and 
sustained.

2. Mutual respect and trust are the cornerstones of the practice/academia relationship.
3. Knowledge is shared among partners.
4. A commitment is shared by partners to maximize the potential of each registered 

nurse to reach the highest level within his/her individual scope of practice.
5. A commitment is shared by partners to work together to determine an evidence-

based transition program for students and new graduates that is both sustainable 
and cost effective.

6. A commitment is shared by partners to develop, implement, and evaluate 
organizational processes and structures that support and recognize academic or 
educational achievements.

7. A commitment is shared by partners to support opportunities for nurses to lead and 
develop collaborative models that redesign practice environments to improve health 
outcomes.

8. A commitment is shared by partners to establish infrastructures to collect and 
analyze data on the current and future needs of the RN workforce.

(American Association of Colleges of Nursing and American Organization of Nurse Executives 
Taskforce 2012).
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TABLE 3.5.2 Guiding	principles	to	engage	in	research

1. Partners develop and maintain relationships based on trust, respect, dignity and 
transparency.

2. Partners share in decision-making.
3. Partners foster open, honest, and responsive communication.
4. Partners recognize, value, and share their diverse expertise and knowledge.
5. Partners are flexible and receptive in tailoring the research approach to match the 

aims and context of the project.
6. Partners can meaningfully benefit by participating in the partnership.
7. Partners address ethical considerations.
8. Partners respect the practical considerations and financial constraints of all 

partners.
(Gainforth et al. 2021)

communication	between	researchers	and	stakeholders;	stakeholder	engagement	
in	 the	 planning	 of	 the	 research;	 stakeholder	 engagement	 in	 conducting	 the	
research;	and	stakeholder	engagement	in	dissemination	and	application	of	the	
research.	These	strategies	resonate	closely	with	the	approaches	that	are	integral	
to	our	partnership	and	are	illustrated	in	the	following	sections.

Experiential Knowledge of Managing a Partnership

Taking	a	strategic	approach	to	the	academic-health	service	partnership	is	critical	
(De	Geest	et	al.	2013).	This	requires	a	shared	mission	and	vision,	and	mutually	
agreed	objectives	 for	 the	partnership.	Alignment	of	 these	with	the	values	and	
strategic	direction,	particularly	for	research	and	education,	of	the	health	service	
as	well	as	the	university,	is	fundamental	(Beal	2012).	As	the	strategic	plans	and	
directions	for	the	respective	organizations	evolve,	the	strategic	plan	for	the	part-
nership	should	evolve	in	unison.	For	the	ongoing	management	of	the	partner-
ship,	 a	 clear	 and	 joint	 governance	 structure	 is	 important	 to	 the	 day-to-day	
management	of	the	center	and	the	strategic	planning	(Sebastian	et	al.	2018).

Formal	governance	meetings	are	essential	to	ensuring	the	values	of	the	part-
ners	remain	aligned	and	are	reflected	in	the	work	of	the	partnership,	to	discuss	
and	 reach	 mutual	 agreement	 on	 priorities,	 to	 reflect	 on	 outputs	 and	 achieve-
ments	(such	as	research	completion,	relevance	of	the	research	to	organizational	
policy	and	practice,	students	undertaking	research	through	the	center,	publica-
tions,	 presentations)	 and	 to	 determine	 future	 research	 directions.	 We	 hold	
	biannual	governance	meetings	that	include:	from	the	health	service,	the	Chief	
Executive	 Officer	 and	 the	 Chief	 Nursing	 and	 Midwifery	 Officer;	 from	 the	
	University,	the	Executive	Dean,	Faculty	of	Health,	and	the	Head	of	the	School	of	
Nursing	and	Midwifery;	and	from	the	partnership	center,	the	Chair	in	Nursing	
and	 the	 Associate	 Professor,	 who	 each	 hold	 joint	 appointments	 between	 the	
	university	and	the	health	service.
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The	personnel	with	joint	appointments	need	to	have	clear	lines	and	agreed	
processes	for	communication	to	promptly	address	issues	such	as	endorsement	
and	 formal	 approval	 for	 research	 and	 resourcing.	 Similarly,	 clear	 roles	 and	
expectations	are	required	to	ensure	the	researchers	are	addressing	the	impera-
tives	 of	 each	 organization.	 Periodic	 evaluation	 and	 re-negotiation	 of	 a	 formal	
agreement	between	the	University	and	Health	Service	is	important	to	ensure	the	
partnership	still	meets	the	expectations	and	needs	of	both	organizations	and	to	
confirm	the	commitment	of	infrastructure	and	resources	to	support	the	partner-
ship	(De	Geest	et	al.	2013).	Set	and	forget	is	not	an	option	for	research	partner-
ship	 agreements.	 Typically,	 the	 health	 service	 and	 university	 re-negotiate	
agreements	on	three-	to	five-year	cycles.

A	title	for	the	partnership	is	important;	it	provides	credibility	and	legitimizes	
the	work	of	the	partnership.	From	establishment,	the	health	service	and	univer-
sity	agreed	to	the	term	Center.	However,	the	name	of	the	center	has	changed	and	
evolved	over	the	years.	Because	our	center	is	part	of	a	wider	network	of	similar	
partnerships,	between	 the	School	of	Nursing	and	Midwifery	and	other	health	
services,	 in	 recent	 years	 it	 was	 mutually	 agreed	 by	 the	 chief	 nurses	 of	 all	 the	
partner	health	services	and	the	Head	of	the	School	of	Nursing	and	Midwifery	
that	the	title	of	each	academic-health	service	partnership	would	include	the	title	
of	 the	 research	 center	 (the	 Center	 for	 Quality	 and	 Patient	 Safety	 Research)	
located	within	the	School	and	the	name	of	the	respective	health	service.	Hence,	
our	center	is	titled,	the	Center	for	Quality	and	Patient	Safety	Research	–	Monash	
Health	Partnership.

One	of	the	keys	to	ongoing	management	of	a	partnership	is	the	relationships	
between	the	health	service	and	university	personnel.	Trust	and	mutually	respect-
ful	 and	 transparent	 communication	 are	 imperative	 (Gaskill	 et	 al.	 2003).	 It	 is	
essential	that	the	key	representatives	from	each	partner	make	a	concerted	effort	
to	 understand	 the	 purposes,	 priorities,	 performance	 measures,	 cultures,	 and	
funding	models	which,	as	noted	previously,	are	different	for	different	sectors.	An	
understanding	of	these	elements	enables	each	partner	to	be	aware	of	and	sensi-
tive	to	the	pressure	points	for	each.	Additionally,	it	is	important	for	the	research-
ers	to	network	across	the	health	service	to	build	professional	relationships	and	
to	 gain	 knowledge	 of	 who	 they	 need	 to	 consult	 or	 collaborate	 with	 to	 ensure	
research	is	supported	at	operational	and	clinical	levels.

In	our	partnership,	identification	of	research	questions	for	knowledge	gen-
eration	occurs	in	one	of	three	ways:	health	service	personnel	initiated,	researcher	
initiated,	or	coproduced	by	health	service	personnel	and	researchers.	Health	ser-
vice	personnel	propose	research	ideas	to	the	researchers	based	on	their	opera-
tional	 and/or	 practice	 experience;	 the	 ideas	 are	 then	 framed	 as	 researchable	
questions	in	collaboration	with	the	researchers.	Health	service	nursing	and	mid-
wifery	leaders	may	also	ask	the	researchers	to	undertake	specific	research,	such	
as	a	review	of	the	evidence	to	address	a	key	question	in	relation	to	a	clinical	or	
operational	issue,	or	an	evaluation	of	a	health	service	initiative	or	quality	data.	
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Examples	of	the	latter	include	an	evaluation	of	the	impact	of	electronic	medical	
record	implementation	on	nurses	and	midwives	and	an	analysis	of	complaints	
and	compliments	data	relating	to	nurses	and	midwives.	These	inform	initiatives	
to	prevent	circumstances	that	lead	to	complaints	and	to	optimize	processes	and	
practices	that	elicit	compliments.

The	 center-based	 researchers	 also	 proactively	 propose	 research	 ideas	 and	
researchable	questions	based	on	their	knowledge	and	observations	of	challenges	
and	activities	within	the	health	service	and	their	knowledge	of	available	funding	
opportunities	and	priorities.	Finally,	health	service	personnel	and	researchers	
collaboratively	generate	 research	 ideas	and	 frame	 them	as	 researchable	ques-
tions.	 These	 coproduced	 research	 ideas	 emerge	 from	 discussions	 and	 brain-
storming	about	current	issues,	typically	occurring	at	nursing	leadership	meetings	
or	 interdisciplinary	 forums	 addressing	 quality	 and	 standards.	 The	 biannual	
meetings	 are	 also	 an	 opportunity	 to	 discuss	 and	 co-create	 research	 ideas	 and	
opportunities	 in	 relation	 to	 forthcoming	 initiatives	 within	 the	 health	 service.	
Integral	to	all	research	ideas	and	questions	is	that	they	address	a	relevant	quality	
and	safety	issue	for	the	health	service	and	align	with	the	health	service	priorities	
and	strategic	research	plan.	Operational	approval	to	pursue	research	related	to	
the	health	service	is	obtained	from	the	Chief	Nursing	and	Midwifery	Officer	and	
other	relevant	managers.	Their	endorsement	and	support	are	critical,	not	only	
from	 a	 governance	 perspective	 but	 also	 in	 demonstrating	 the	 relevance	 and	
importance	of	the	research	to	the	health	service.

Also	key	to	the	success	of	an	academic-health	service	partnership	is	ensur-
ing,	not	only	that	research	is	relevant	and	addresses	an	important	health	service	
issue,	but	also	 that	 the	researchers	are	able	 to	respond	nimbly	 to	requests	 for	
research	and	evidence	reviews,	and	to	be	flexible	in	the	conduct	of	research	in	
environments	that	are	constantly	adapting	to	change	(Bowen	et	al.	2019,	2021).	
On	a	day-to-day	basis,	changes	within	a	clinical	setting	can	be	rapid	and	unpre-
dictable.	This	is	not	to	say	that	the	rigor	of	the	research	should	be	compromised,	
but	rather	it	is	about	being	flexible	and	agilely	adapting	data	collection	processes	
and	timing	in	conjunction	with	the	demands	and	dynamics	of	the	health	service	
settings	(Holly	et	al.	2014).	It	is	vitally	important	to	be	respectful	of,	and	sensitive	
to,	the	primary	activities	of	health	service	personnel,	and	to	manage	research	so	
as	not	to	compromise	their	work	or	unduly	burden	them.

Being	truly	embedded	in	the	health	service	by	having	a	physical	presence,	as	
well	as	being	actively	engaged	in	committees	and	advisory	groups,	is	critical	to	
building	strong	connections	between	researchers	and	health	service	personnel.	
The	researchers’	presence	in	the	health	service	and	their	attendance	at	key	oper-
ational	and	governance	meetings	is	important	for	a	range	of	reasons.	This	ena-
bles	them	to	build	professional	relationships	with	health	service	personnel,	so	
that	both	parties	know	with	whom	and	how	to	make	contact,	when	required,	
and	learn	about	one	another’s	capabilities.	Being	present	enables	the	researchers	
to	maintain	a	contemporaneous	knowledge	and	understanding	of	the	key	issues	
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facing	 the	health	service;	 issues	 that	reveal	 research	gaps	or	opportunities	 for	
translation,	 as	 well	 as	 issues	 the	 researchers	 need	 to	 take	 into	 account	 when	
planning	research.	Finally,	having	a	presence	enables	the	researchers	to	respond	
quickly	 to	 identified	 knowledge	 gaps,	 whether	 that	 be	 through	 synthesizing	
existing	knowledge	or	embarking	on	research	to	address	a	knowledge	gap.	For	
the	 researchers,	 an	 understanding	 of	 the	 quality	 and	 safety	 issues	 within	 the	
health	service	enables	them	to	respond	swiftly	and	opportunistically	when	rele-
vant	funding	opportunities	are	released.

With	an	established	partnership	and	 infrastructure,	acquisition	of	 institu-
tional	support	can	be	achieved	rapidly,	relevant	personnel	can	be	coalesced	and	
an	application	generated	quickly;	letters	of	support	can	be	obtained	in	a	timely	
manner	(Gaskill	et	al.	2003).	Cash	and	in-kind	contributions	can	also	be	agreed	
on	promptly.	Additionally,	being	able	to	demonstrate	in	the	application	a	sus-
tained	and	strong	partnership	is	highly	advantageous.	The	ability	to	respond	to	
such	opportunities	nimbly	and	promptly	offers	a	substantial	advantage	over	oth-
ers	in	the	competition	who	need	to	address	these	requirements	in	the	absence	of	
an	established	and	mature	partnership	foundation.

HOW TO SUSTAIN PARTNERSHIPS

Sustainment	 of	 academic-health	 service	 partnerships	 requires	 commitment	
from	each	partner	to	the	partnership	goals	and	flexibility	to	adjust	the	terms	of	
agreement	 as	 priorities	 change	 (Davis	 et	 al.	 2019).	 Acknowledging	 that	 chal-
lenges	to	maintaining	a	strong	partnership	will	arise,	regular	reflection	and	com-
munication	 to	 address	 challenges	 are	 important.	 In	 undertaking	 research	 in	
partnerships,	it	is	important	to	keep	sight	of	the	availability	of	resources,	such	as	
staff,	and	be	prepared	to	adapt	and	adjust	processes,	such	as	data	collection,	in	
response	to	changes	in	the	setting.	The	nature	of	the	research	process,	which	is	
slow	and	often	complex	 in	a	dynamic	environment,	 requires	patience	and	an	
understanding	of	the	importance	of	rigor	among	the	partners.

Experiential Knowledge of Sustaining a Partnership

While	governance	is	key	to	managing	a	partnership,	as	discussed	above,	it	is	also	
fundamental	 to	 sustaining	 partnerships.	 A	 rigorous	 governance	 mechanism	
includes	contracts	with	agreed	key	performance	indicators	and	a	reporting	and	
meeting	structure	to	ensure	expectations	are	being	met.	Governance	meetings	
are	used	to	share	and	understand	changing	priorities	and	emerging	issues	and	
trends.	These	meetings	are	also	an	opportunity	for	partners	to	discuss	intellec-
tual	and	operational	challenges	and	enable	discourse	to	create	mutually	agreed	
strategic	priorities	and	future	directions	for	the	center	and	research.
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To	support	the	partnership,	having	an	established	organizational	structure,	
career	development	opportunities	for	center	researchers,	and	a	succession	plan	
are	important	for	partnership	success	and	sustainability.	The	partnership	needs	
to	be	an	integral	part	of	the	organization,	and	the	partnership	goals	need	to	be	
deeply	aligned	with	the	health	service’s	values	and	priorities,	so	the	partnership	
can	 withstand	 changes	 in	 staff,	 threats	 to	 funding,	 and	 external	 threats.	 The	
COVID-19	pandemic	has	been	a	good	example	of	an	external	threat,	with	the	
health	service	thrust	into	a	full-scale	pandemic	response	which	required	the	ces-
sation	of	health	services	research	and	the	university	seriously	impacted	by	finan-
cial	loss	and	major	challenges	in	securing	health	service	placements	for	nursing	
and	midwifery	students.

Development	of,	and	revision	to,	the	strategic	directions	of	the	partnership	
involve	 mutual	 investment	 over	 time,	 with	 wins	 scored	 for	 both	 partners.	 As	
such,	the	strategy	needs	to	align	with	the	organizational	and	research	strategies	
of	 each	 partner.	 As	 the	 partnership	 matures	 the	 researchers	 become	 more	
embedded	in	the	health	service	and	they	develop	strong	professional	relation-
ships	with	knowledge	users.	With	this,	the	strategy	alignment	becomes	inherent	
in	all	research	planning.

With	maturity	of	the	partnership	comes	greater	engagement	in	group	think	
between	researchers	and	knowledge	users.	Providing	the	opportunity	for	each	
other’s	perspectives	 to	be	 shared,	deeply	considered	and	challenged	 is	 impor-
tant.	Researchers	and	knowledge	users	bring	different	lenses	to	a	problem	and	
robust	discussions	can	result	 in	creative	solutions	 for	exploration	and	 testing.	
The	chemistry	between	researchers	and	knowledge	users	is	key	to	the	success	of	
such	engagement.	This	is	predicated	on	the	mindsets	of	individuals	in	the	part-
nership,	being	open	to	exploring	new	directions,	which	at	first	may	not	appear	to	
align	with	the	strategic	plan,	but	may	ultimately	advance	the	partnership	towards	
the	overall	goal.

Team-building	and	getting	to	know	members	of	the	academic-health	service	
partnership	on	a	personal	level	helps	contribute	to	the	success	and	sustainability	
of	 the	 partnership	 by	 increasing	 approachability	 and	 ease	 of	 communication	
among	partners.	Having	good	interpersonal	relationships	is	also	critical	to	con-
structive	and	transparent	communication.	Part	of	the	success	of	the	partnership	
relates	to	the	people	 involved	and	their	 fit	with	each	other	and	the	respective	
organizations	(how	they	get	along	and	work	together).	Thus,	investing	in	getting	
to	know	each	other	as	individuals	becomes	important	to	the	overall	success	of	an	
academic-health	service	partnership	and	can	bring	about	momentum	that	can	
be	 transformative.	 Fundamental	 to	 strong	 interpersonal	 relationships	 is	 the	
ongoing	 governance	 and	 supporting	 structures	 that	 provide	 an	 environment	
that	is	conducive	to	relationship	building,	enabling	the	partnership	to	flourish.

Sustainability	of	the	academic-health	service	partnership	also	requires	rec-
ognition	by	partners	that	failure	is	acceptable.	For	partners,	the	power	of	a	strong	
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partnership	helps	to	weather	periods	when	grant	funding	is	limited	and	funding	
applications	 are	 unsuccessful.	 In	 solid	 academic-health	 service	 partnerships,	
partners	 can	 buoy	 one	 another	 to	 maintain	 motivation	 and	 energy	 for	 future	
funding	rounds.	Sustainment	of	the	partnership,	in	part,	also	hinges	on	strong	
institutional	reputations	of	each	partner	organization	for	the	quality	of	their	ser-
vices	and	outcomes,	which	adds	to	the	credibility	of	the	research.	While	the	rep-
utations	 of	 partner	 organizations	 are	 important	 when	 initiating	 partnerships,	
such	reputations	need	to	be	sustained	or	strengthened	for	ongoing	partnership	
to	be	attractive.

HOW TO ASSESS THE SUSTAINABILITY OF PARTNERSHIPS

Collaborations	for	Leadership	in	Applied	Health	Research	and	Care	(CLAHRCs)	
were	established	in	England	as	partnerships	between	health	services	and	univer-
sities	 to	promote	 translation	of	 research	by	bringing	 together	 researchers	and	
knowledge	users.	In	evaluating	CLAHRCs,	Rycroft-Malone	and	colleagues	con-
cluded	that	sustaining	the	partnership	may	be	“a	function	of	how	successfully	
they	 worked	 with	 different	 agendas,	 drivers	 and	 motivations	 while	 realising	
planned	 goals	 in	 parallel	 to	 being	 responsive	 to	 issues	 that	 arose	 through	
continued	interaction”	(Rycroft-Malone	et	al.	2015,	p.	vi).	This	resonates	with	
our	experience,	whereby	researchers	within	the	partnership	are	required	to	rec-
ognize	and	work	within	the	agendas	of	the	health	service	and	university	while	
undertaking	research	that	is	responsive	to	the	needs	and	priorities	of	both	orga-
nizations.	This	can	require	some	lateral	and	creative	thinking	in	creating	out-
puts	and	ensuring	outcomes	are	achieved	that	benefit	both	communities.

In	 terms	 of	 sustaining	 academic-health	 service	 partnerships,	 evidence	 of	
impact	is	necessary.	Focussing	on	academic-health	service	partnerships	in	the	
nursing	profession,	Beal	 (2012)	reports	an	 integrative	review	of	 the	 literature,	
based	on	which,	a	range	of	outcome	measures	are	proposed	at	individual	partner	
and	regional	levels.	The	quantification	measures	relate	mostly	to	outcomes	asso-
ciated	with	students	(for	example,	clinical	placements,	student	enrolment,	stu-
dent	retention,	and	student	satisfaction)	and	nurses	(for	example,	the	proportion	
of	nurses	who	become	leaders	and	the	proportion	of	nurses	who	return	to	uni-
versity	to	undertake	advanced	degrees).	In	terms	of	research	and	the	quality	of	
patient	outcomes	two	indicators	are	proposed:	increased	research	productivity	
and	improved	patient	safety	and	quality	indicators	(Beal	2012).

Beckett	 and	 colleagues	 (2018)	 highlight	 the	 emphasis	 typically	 placed	 on	
more	tangible,	quantifiable	(for	example,	publications	and	conference	presenta-
tions),	and	economic	impacts	(for	example,	grant	funding	success)	of	such	part-
nerships,	and	the	failure	to	capture	the	social	impacts.	As	such,	they	recommend	
capturing	both	the	process	and	outcomes	of	coproduced	research.	Recognizing	
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the	potential	for	impact	at	multiple	levels	(individual,	groups	or	teams,	organi-
zational,	and	societal),	Beckett	et	al.	developed	a	Social	Impact	Framework	to	
guide	 measurement	 of	 the	 impact	 of	 coproduced	 research.	 The	 framework	 is	
designed	to	elicit	 the	research	process	 (Who,	When,	Why	and	How	the	 levels	
were	involved),	impacts	(including	outputs,	uses,	and	outcomes	of	the	research	
as	they	apply	at	the	different	levels),	and	the	mechanisms	at	the	different	levels	
that	enabled	the	research	to	be	undertaken	(Beckett	et	al.	2018).

Assessing the Sustainability of Our Partnership

To	assess	the	sustainability	of	our	partnership,	six-monthly	reporting	on	activity	
is	used	to	ensure	the	research	aligns	with	the	values	of	the	health	service	and	
university	and	the	outputs	and	outcomes	are	acceptable	to	both	partners.	Gover-
nance	meetings	provide	an	opportunity	for	the	key	leaders	from	both	partners	to	
connect	 and	 discuss	 the	 achievements,	 opportunities,	 challenges	 and	 future	
directions.	 Adjustments	 in	 direction	 based	 on	 mutually	 agreed	 priorities	 are	
made	collaboratively.

Agreed	key	performance	indicators	(health	service	and	academic)	are	used	
in	reporting,	which	addresses	research	that	has	been	completed	since	the	previ-
ous	review,	research	in-progress,	and	commencing	or	planned	research,	accord-
ing	to	each	of	the	center’s	three	pillars	of	research:	patient	experience,	patient	
safety,	and	health	workforce.	Additionally,	we	 report	on	 the	commencement,	
progress	and	completion	of	research	students	(master’s	and	doctoral)	under	the	
supervision	of	the	partnership	researchers,	including	details	about	the	students’	
study	topics.	We	report	on	scholarly	activities	by	clinicians	that	we	have	advised	
(publications,	conferences,	funding	applications)	on	or	to	which	we	have	con-
tributed.	All	publications	and	presentations	authored	by	researchers	within	the	
center	include	both	organizations	as	affiliations.	We	report	on	funding	applica-
tion	outcomes,	as	well	as	applications	under	review	and	in	preparation.	We	also	
report	 on	 awards	 and	 honors,	 publications,	 presentations,	 and	 media	 activity	
since	 the	 previous	 review.	 In	 terms	 of	 translation	 activities,	 we	 report	 on	 the	
contributions	 of	 the	 researchers	 to	 health	 service	 committees	 and	 advisory	
groups,	 activities	 such	 as	 providing	 evidence	 summaries	 or	 rapid	 reviews	 to	
inform	practice,	and	influences	of	our	research	on	health	service	practice	or	pol-
icy.	The	outcomes	are	included	in	both	the	health	service’s	and	the	university’s	
annual	reports.

Agreeing	on	key	performance	indicators	enables	the	university	and	health	
service	leaders	to	recognize	and	understand	the	priorities	of	each	organization.	
For	university	leaders,	gaining	an	understanding	of,	and	valuing,	the	health	ser-
vice	priorities	relating	to	research	impact	on	service	delivery	(non-academic	out-
puts)	is	important.	As	funding	bodies	are	increasingly	focussing	on	translation	
and	impact,	evidence	of	impact	is	becoming	increasingly	important	to	the	aca-
demic	 community.	 Conversely,	 in	 establishing	 key	 performance	 indicators,	
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health	service	leaders	gain	an	understanding	of,	and	appreciation	for,	the	tradi-
tional	outputs	valued	by	the	university.	Even	if	such	outputs	are	of	less	relevance	
to	 the	 health	 service,	 they	 do	 provide	 a	 means	 for	 showcasing	 the	 research	
undertaken	in	the	health	service	and	contribute	to	the	reputation	of	the	health	
service.	 Overall,	 expanding	 understanding	 of	 what	 is	 valued	 and	 incentivized	
across	the	partners	is	important	to	a	strong	partnership.

BARRIERS/FACILITATORS AND STRATEGIES TO 
OVERCOME THEM

Interviews	with	Canadian	health	service	leaders	about	their	experiences	of	part-
nerships	 between	 health	 services	 and	 universities	 identified	 the	 value	 of	 the	
partnership	 to	 coproduction	 of	 university	 curricula,	 which	 was	 considered	
important	in	ensuring	the	health	service	was	not	simply	a	passive	recipient	of	
university	curricula	(DeBoer	et	al.	2019).	The	leaders	also	perceived	that	support	
from	university	personnel	to	help	clinical	staff	advance	their	education	was	ben-
eficial.	While	some	interview	participants	argued	that	universities	received	more	
tangible	benefits	from	the	partnership	than	did	health	services,	the	health	ser-
vices	were	reported	to	value	their	association	with	the	university	because	of	the	
reputational	 benefits	 of	 status	 and	 prestige.	 Academic-health	 service	 partner-
ships	were	also	described	as	demonstrating,	in	part,	the	health	service’s	commit-
ment	to	strategic	values	relating	to	education	and	research.	Mutual	benefits	to	
the	health	service	and	university	 reported	by	Canadian	health	service	 leaders	
included	 access	 to	 research	 opportunities	 and	 resources,	 including	 human	
resources,	to	undertake	research.	Health	services	were	also	perceived	to	benefit	
from	 clinicians	 being	 kept	 up-to-date	 with	 the	 best	 available	 evidence,	 being	
prompted	to	question	practices,	and	the	quality	outcomes	and	knowledge	trans-
lation	that	resulted	from	exposure	to	research	(DeBoer	et	al.	2019).	According	to	
the	health	service	leaders,	the	extent	of	collaboration	between	the	health	service	
and	university	varied	from	highly	collaborative	to	less	than	desired,	and	explicit	
and	ongoing	communication	was	identified	as	necessary	for	strengthening	the	
collaboration.	 Face-to-face	 communication	 with	 university	 partners	 was	 also	
identified	by	 the	health	service	 leaders	as	 important	 to	collaboration	(DeBoer	
et	al.	2019).

A	 range	 of	 barriers	 to	 and	 facilitators	 of	 successful	 partnerships	 exist.	 To	
manage	and	overcome	barriers	and	challenges,	both	partners	need	to	work	in	
unison.	 Contributions	 in	 terms	 of	 funding	 and	 infrastructure	 need	 to	 be	 bal-
anced,	with	no	one	partner	feeling	they	are	contributing	more	than	the	other.	
Or,	if	one	partner	is	contributing	the	greater	portion,	they	must	feel	satisfied	they	
are	 receiving	 a	 proportionally	 equivalent	 return	 on	 their	 investment.	 Discus-
sions	about	contributions	and	returns	need	to	be	open	and	transparent.
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One	challenge	that	can	be	experienced	by	researchers	employed	through	an	
academic	partner,	is	the	feeling	that	they	are	viewed	as	guests	within	the	health	
service	(Bakewell-Sachs	2016).	This	can	be	experienced	by	researchers	through	
lack	 of	 access	 rights	 to	 certain	 electronic	 systems	 and	 processes	 normally	
enjoyed	by	health	service	employees.	It	is	important	to	ensure	that	researchers	
are	 given	 a	 health	 service	 identification	 number,	 email	 address,	 and	 access	
rights	to	health	service	systems.	This	enables	them	to	not	only	feel	part	of	the	
organization	and	gain	credibility,	but	also	to	facilitate	their	ability	to	undertake	
research	within	the	health	service.	Having	a	formally	recognized	honorary	sys-
tem,	which	includes	provision	of	a	health	service	name	badge,	for	example,	also	
promotes	 the	 researchers’	 visibility	 and	 legitimizes	 their	 presence	 in	 the	
health	service.

Researchers	 need	 to	 balance	 different	 and	 shifting	 institutional	 cultures,	
demands,	and	priorities,	which	requires	a	sophisticated	insight	into	how	both	
health	services	and	universities	function	and	how	to	skilfully	reconcile	the	two.	
Having	two	reporting	lines	can	also	present	challenges	for	researchers	who	need	
to	ensure	they	manage	and	meet	the	expectations	of	two	organizations.	Work-
load	can	easily	become	unmanageable	if	strategies	are	not	adopted	to	ensure	the	
requirements	of	both	organizations	are	met	in	a	mutually	acceptable	manner.	
Having	a	clear	understanding	of	expectations	and	performance	measures	helps	
the	researchers	navigate	a	path	to	satisfying	these.

Budget	constraints	are	possibly	 the	biggest	 challenge	encountered	 in	aca-
demic-health	 service	 partnerships,	 with	 both	 organizations	 having	 to	 commit	
funds	to	support	the	partnership.	This	may	be	the	biggest	threat	to	partnership	
sustainability.	Forward	planning	is	necessary	to	ensure	budgets	are	feasible	and	
can	be	adhered	to.	A	cost-benefit	analysis	is	also	important	in	justifying	ongoing	
financial	commitments.

Despite	a	number	of	barriers	 to	maintaining	and	sustaining	partnerships,	
these	 are	 counterbalanced	 by	 a	 range	 of	 facilitators.	 The	 commitment	 to	 the	
partnership	from	both	organizations	is	critical	(see	Davis	et	al.	2019).	Addition-
ally,	it	is	important	that	both	partners	are	willing	and	flexible	when	negotiating	
the	terms	of	agreements	as	circumstances	change.	As	discussed	above,	a	shared	
and	evolving	vision	and	mission,	value	alignment,	joint	governance,	and	estab-
lishment	 of	 a	 formal	 agreement	 are	 all	 key	 to	 maintaining	 and	 sustaining	
partnerships.

In	 our	 example,	 some	 key	 factors	 to	 consider	 are	 the	 measure	 of	 perfor-
mance	used	by	health	services	and	universities,	how	members	of	the	partnership	
are	held	accountable	by	the	partner	organizations’	governance	mechanisms,	and	
the	tension	that	this	can	create	in	a	partnership.	The	health	service	in	this	exam-
ple,	 a	publicly	 funded	and	managed	organization,	 is	overseen	by	government	
and	has	key	metrics	against	which	it	is	held	accountable,	such	as	waiting	times	
in	emergency	departments,	waiting	 lists	 for	elective	 surgery,	overall	 access	 to	
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care	by	the	community,	financial	targets,	budget	requirements,	and	staff	satis-
faction.	University	researchers	are	traditionally	measured	according	to	funding	
income,	 publications,	 and	 presentations.	 The	 key	 is	 to	 find	 some	 common	
ground,	a	thread	that	traverses	both	organizations,	aligning	goals	and	priorities.	
Fruitful	opportunities	may	include	research	relating	to	the	skills	and	capabilities	
of	the	workforce,	implementation	and	testing	of	different	service	delivery	mod-
els,	and	measurement	of	the	efficiency	of	care	delivery	and	the	extent	to	which	it	
aligns	with	best	available	evidence	for	practice.

IMPLICATIONS FOR THE PRACTICE OF RESEARCH 
COPRODUCTION

A	 sustained	 partnership,	 built	 on	 trust,	 respect,	 transparent	 communication,	
and	close	interprofessional	relationships,	positions	researchers	and	knowledge	
users	to	meaningfully	coproduce	research	that	is	relevant	to	health	service	issues	
and	priorities.	Such	research	is	therefore	more	likely	to	be	impactful,	through	
local	policy	and	practice	change	as	well	as	development	of	research	capability	
among	knowledge	users.	Involvement	of	knowledge	users	(including	health	pro-
fessionals	 and	 consumer	 representatives)	 in	 the	 process	 of	 coproduction	 not	
only	ensures	that	the	research	addresses	issues	of	importance,	it	also	promotes	
feasibility	of	the	research	methods	and	processes,	innovations	and	solutions.

FUTURE RESEARCH

Evaluation	is	key	to	understanding	what	types	and	how	academic-health	service	
partnerships	work	and	under	what	circumstances	they	function	best	to	promote	
generation	of	new	knowledge,	innovation,	and	translation	of	evidence	into	prac-
tice	(Bowen	et	al.	2021).	Greater	attention	needs	to	be	paid	to	the	adoption	of	
evaluation	approaches	to	further	knowledge	about	how	to	optimize	partnerships	
in	order	to	achieve	positive	outcomes	and	impact	regarding	quality	and	safety	of	
patient	care.	Use	of	innovative	approaches	to	the	assessment	of	research	quality	
would	further	knowledge	on	the	impact	of	academic-health	service	partnerships	
on	the	quality	of	science	and	impact.	Such	approaches	could	also	enable	appro-
priate	recognition	for	the	achievements	of	researchers	that	straddle	the	academic	
and	practice	environments.	Research	to	measure	the	impact	of	academic-health	
service	partnerships	on	nurse	and	others’	capability	building	and	career	progres-
sion	is	also	warranted.	Additionally,	 further	research	is	needed	to	understand	
the	requirements	(resources,	processes,	and	mechanisms)	for	sustainable	part-
nerships	and	how	they	may	differ	based	on	characteristics	such	as	the	partners’	
mission,	size,	complexity,	and	location	(geographic	region).
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CONCLUSION

Effectively	managing	academic-health	service	partnerships	is	crucial	to	research	
coproduction	and	sustainability	of	the	partnership	and,	importantly,	to	patient	
outcomes.	 While	 there	 are	 challenges	 to	 managing	 and	 sustaining	 academic-
health	service	partnerships,	as	outlined	in	this	chapter,	if	the	partners	recognize	
the	 challenges	 and	 are	 proactive	 in	 their	 efforts	 to	 collaboratively	 pursue	 the	
purpose	 of	 the	 partnership	 for	 mutual	 benefit,	 such	 partnerships	 can	 lead	 to	
transformative	and	impactful	outcomes.	One	academic-health	service	partner-
ship,	that	is	part	of	the	broader	Deakin	Partners	in	Nursing	and	Midwifery	net-
work,	has	been	described	in	this	chapter	as	capturing	the	essence	of	an	effective	
and	highly	functioning,	transformative	partnership	that	impacts	the	workforce	
of	the	health	service,	the	curricula	of	the	nursing	and	midwifery	courses	offered	
at	the	university,	and,	most	importantly,	the	quality	and	safety	of	patient	care.
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Grant-Writing, Dissemination, 

and Evaluation
4.1 Writing a Research Coproduction 
Grant Proposal
Ian D. Graham, Chris McCutcheon, Jo Rycroft-Malone and Anita Kothari

Key Learnings Points

•	 Collectively,	the	team	(researchers	and	knowledge	users)	should	come	to	
agreement	at	the	outset	on	how	they	want	to	work	together	(i.e.,	princi-
ples	of	coproduction/partnership,	roles,	governance,	involvement	during	
the	lifecycle	of	the	project).

•	 Start	 researcher–knowledge	 user	 discussions	 as	 early	 as	 possible,	 and	
allow	a	lot	of	time	to	coproduce	the	grant	proposal.

•	 Read	all	instructions	related	to	the	call	for	grant	proposals	carefully,	pay-
ing	particular	attention	to	the	funder’s	evaluation	or	adjudication	criteria.

•	 Describe	 clearly	 how	 the	 proposal	 writing	 followed	 a	 coproduction	
approach	and	how	the	research	is	coproduction	(i.e.,	how	knowledge	users	
were	and	will	be	involved,	their	roles	and	how	they	will	be	involved	in	the	
governance	and	conduct	of	the	study	throughout	the	life	of	the	project).
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•	 Demonstrate	the	authenticity	of	the	researcher–knowledge	user	relation-
ship	in	the	grant	proposal	and	in	supporting	documents	(e.g.,	authentic	
letters	of	support)

•	 Budget	for	knowledge	user	costs	related	to	participating	on	the	team	and	
the	research	endeavor.

•	 Submit	 the	 proposal	 to	 an	 internal	 review	 by	 knowledge	 users	 and	
researchers	before	submitting	it	to	the	funder.	Revise	accordingly.

BACKGROUND

Around	the	world,	public	and	private	research	funders	are	increasingly	funding	
coproduction	research	(McLean	et	al.	2018	and	see	Chapter	5.3).	As	has	been	
noted	in	previous	chapters,	funder	interest	in	coproduction	has	often	been	gen-
erated	by	the	strong	desire	to	reduce	the	delay	in	translating	research	findings	
into	 practice	 and	 policy	 and	 accelerating	 the	 return	 on	 their	 investment	 in	
research	 funding	 (i.e.,	 optimizing	 research	 impact).	 Funders	 have	 also	 been	
influenced	by	the	growing	societal	movements	demanding	greater	involvement	
of	patients’	and	citizens’	in	determining	the	research	and	services	they	need	and	
want	and	how	services	should	be	delivered	in	ways	that	best	meet	their	needs.	
Funder	 interest	 has	 also	 been	 supported	 by	 the	 movements	 advancing	 the	
democratization	of	science.	There	is	a	shift	from	the	researcher/scientist	as	all-
knowing	and	“non-researchers”	as	simply	“research	subjects”	to	researchers	and	
knowledge	users	working	together	to	create	synergies	by	bringing	their	unique	
expertise	 together	 to	 strengthen	 research	 projects	 and	 improve	 study	 outputs	
and	impacts.	A	critical	step	in	embarking	on	research	coproduction,	once	it	has	
been	decided	the	team	wants	to	work	together	and	address	an	issue	of	concern	
for	 the	 knowledge	 users,	 is	 obtaining	 funding	 for	 the	 research.	 This	 chapter	
focuses	 on	 the	 strategies	 to	 increase	 the	 likelihood	 of	 successfully	 obtaining	
research	funding	for	coproduction	projects.

To	 provide	 some	 context,	 three	 of	 the	 authors	 (IDG,	 CM,	 JRM)	 have	 had	
responsibility	for	overseeing	research	coproduction	funding	opportunities	at	the	
Canadian	Institutes	of	Health	Research	(CIHR),	the	Canadian	Health	Services	
Research	 Foundation,	 and	 the	 UK	 National	 Institute	 of	 Health	 Research.	We	
have	extensive	experience	writing	research	coproduction	grant	calls	for	propos-
als.	All	authors	have	also	chaired	and	been	members	of	research	coproduction	
grant	 funder	 review	 panels.	We	 all	 also	 have	 considerable	 experience	 writing	
research	coproduction	grant	proposals,	some	being	successful!	In	this	chapter,	
we	will	provide	general	advice	on	grant	writing	but	specifically	focus	on	the	art	
of	 research	 coproduction	 grant	 proposal	 writing.	We	 incorporate	 advice	 from	
published	sources	when	available	and	from	colleagues	along	with	our	experien-
tial	knowledge	of	coproduction	grant	writing.	While	there	may	be	some	general	
promising	 practices	 to	 consider	 when	 grant	 writing,	 for	 the	 most	 part,	 grant	



writing	is	a	creative	endeavor	and	often	more	art	than	science.	With	two	excep-
tions,	 there	 are	 no	 right	 or	 wrong	 ways	 to	 write	 coproduction	 proposals,	 the	
exceptions	being:	1)	failing	to	address	the	objective	of	the	call	for	proposals	or	its	
evaluation/adjudication	criteria,	and	2)	not	demonstrating	authentic	and	mean-
ingful	 partnership	 between	 the	 researchers	 and	 the	 knowledge	 users	 on	 the	
team.	 Always	 keep	 in	 mind	 that,	 with	 these	 types	 of	 proposals	 it	 is	 all	 about	
demonstrating	how	 the	proposal	was	 truly	 coproduced	and	how	 the	 research	
project,	if	funded,	will	be	coproduced.

In	addition	to	empirically	demonstrating	many	of	the	benefits	of	research	
coproduction	grants	(integrated	knowledge	translation	(IKT)	using	CIHR	termi-
nology),	 the	 evaluation	 of	 CIHR’s	 Knowledge	 Translation	 Funding	 Program	
(McLean	and	Tucker	2013)	also	 identified	several	key	elements	 for	success	of	
IKT	 funding	 opportunities:	 engaging	 knowledge	 users	 in	 and	 throughout	 the	
research	process;	assuring	commitment	and	buy-in	from	partners	(not	necessar-
ily	financial);	tailoring	and	timing	the	dissemination	of	results	to	the	audience(s);	
and,	engaging	both	researchers	and	knowledge	users	in	the	review	of	the	IKT	
funding	 application.	 The	 challenges	 to	 conducting	 research	 using	 an	 IKT	
approach	included:	the	substantial	effort	required	to	do	IKT	research	(i.e.,	engag-
ing	knowledge	users	in	a	meaningful	way);	timing	the	research	with	knowledge	
user	 needs;	 submitting	 a	 knowledge	 user’s	 non-academic	 curriculum	 vitae	 to	
CIHR;	and	describing	the	parameters	of	a	research	partnership	in	a	grant	appli-
cation.	 In	 our	 experience,	 these	 observations	 have	 relevance	 to	 writing	 all	
research	coproduction	grant	proposals.

SO WHAT DOES IT TAKE TO WRITE A SUCCESSFUL 
COPRODUCTION RESEARCH GRANT PROPOSAL?

General Advice on Writing a Grant Proposal

In	many	ways,	writing	a	coproduction	research	grant	proposal	is	very	similar	to	
writing	a	researcher-driven	grant	proposal.	A	recent	synthesis	of	recommenda-
tions	for	promoting	faculty	grant	proposal	success	in	academic	medical	settings	
examined	articles	published	on	the	topic	between	2012	and	2020	(Wisdom	et	al.	
2015).	From	53	articles,	they	identified	10	recommendations	for	writing	success-
ful	 grants.	 These	 recommendations	 apply	 equally	 to	 research	 coproduction	
grants	and	provide	solid	advice	for	writing	any	grant	proposal.	The	recommen-
dations	are:

1.	 Research	and	identify	appropriate	funding	opportunities.	Align	the	pro-
posal	with	the	funder’s	priorities,	mission,	and	language.

2.	 Use	 key	 proposal	 components	 to	 persuade	 reviewers	 of	 project	 signifi-
cance	and	feasibility.
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3.	 Describe	 the	 proposed	 activities	 and	 their	 significance	 persuasively,	
clearly,	and	concisely.

4.	 Seek	 advice	 from	 colleagues	 to	 help	 develop,	 clarify,	 and	 review	
the	proposal.

5.	 Keep	 study	 design	 simple,	 logical,	 feasible,	 and	 appropriate	 for	 the	
research	questions.

6.	 Develop	a	timeline	that	includes	time	for	possible	resubmission	to	guide	
the	grant	proposal	process.

7.	 Choose	a	novel,	high-impact	project	with	long-term	potential.
8.	 Conduct	 an	 exhaustive	 literature	 review	 to	 clarify	 the	 present	 state	 of	

knowledge	about	the	topic.
9.	 Ensure	 the	 budget	 requests	 only	 essential	 items	 and	 is	 an	 honest	 por-

trayal	of	the	funding	that	the	team	needs	to	successfully	carry	out	the	work.
10.	 Consider	interdisciplinary	collaborations.

Additional	generic	advice	worth	considering	comes	from	a	CIHR	guide	to	
grant	 writing	 (McInnes	 et	 al.	 2005).	 McInnes	 and	 colleagues	 identify	 the	 top	
eight	things	to	do	when	writing	a	grant	proposal	as:

1.	 Organize	an	internal	review	of	your	proposal	by	individuals	familiar	with	
the	competition	and	its	requirements.	Identify	and	address	weakness	in	
the	proposal	before	submitting	it.

2.	 Start	writing	early.	Start	preparing	three	months	before	the	due	date.
3.	 Write	 daily.	 Spending	 as	 little	 as	 30	 minutes	 per	 day	 will	 improve	 the	

quality	of	the	ideas	and	writing.
4.	 Finish	the	“junk”	in	month	one.	This	refers	to	things	such	as	CV	mod-

ules,	 letters	 of	 collaboration,	 collaborative	 details,	 references,	 cost	
quotes,	etc.

5.	 Consider	tips	on	good	grant	writing	(they	suggest	getting	the	grant	style.	
Get	copies	of	highly	rated	grants	from	other	researchers;	get	it	down	and	
don’t	be	a	sentence	“caresser”;	tailor	the	proposal	to	the	audience;	give	
the	big	picture,	don’t	drown	the	reviewer	in	details,	and	state	rationales;	
use	illustrations;	use	the	first	or	third	person).

6.	 Write	the	application.	Follow	the	structure	of	the	grant	application.
7.	 Carefully	consider	the	number	of	proposals	you	will	submit	and	external	

reviewers	you	suggest.	Do	not	overextend	yourself	by	submitting	mul-
tiple	proposals	at	the	same	time.	Choose	potential	reviewers	known	to	
be	 fair	 and	 respected	 if	 submitting	 names	 of	 potential	 reviewers	
is	required.

8.	 Apply	for	an	appropriate	budget	and	term.



Sources	of	information	on	general	grant	writing	are	plentiful.	Start	with	the	
funding	agency	to	which	you	are	applying	and	check	whether	it	has	advice	on	
grant	writing	in	general	or	for	the	specific	funding	opportunity;	for	example,	tips	
for	writing	PHSI	grants	(Canadian	Institutes	of	Health	Research	2014);	tips	for	
writing	 knowledge	 synthesis	 grants	 (Canadian	 Institutes	 of	 Health	 Research	
2013).	A	quick	google	search	will	identify	articles	(Zlowodzki	et	al.	2007),	books	
(Rothstein	2019),	and	book	chapters	(Hickman	and	Ferguson	2020)	that	may	be	
helpful	 in	 guiding	 grant	 writing.	 Speak	 with	 successfully	 funded	 colleagues	
about	their	approaches	to	grant	writing.	To	gain	general	knowledge	about	grant	
writing,	it	can	also	be	fruitful	to	ask	colleagues	to	share	examples	of	their	suc-
cessful	proposals	to	get	a	sense	of	how	they	frame	winning	proposals	(especially	
if	you	are	applying	to	the	same	competition	or	to	the	same	panel).	Try	to	speak	
to	someone	who	was	on	the	adjudication	panel	the	previous	year	to	understand	
the	culture	and	expectations	of	the	panel.	Taking	advantage	of	funder	opportuni-
ties	to	observe	adjudication	panels	is	a	great	way	to	get	a	sense	of	what	reviewers	
are	looking	for,	as	is	becoming	a	peer	reviewer.	Attend	an	information	session	
about	the	grant	opportunity,	if	one	is	available.

Turning	to	research	coproduction	grant	writing,	we	have	only	been	able	to	
find	a	 few	resources	devoted	specifically	 to	providing	advice	on	writing	 these	
sorts	of	proposals.	We	next	review	these	resources	before	offering	our	own	sug-
gestions	as	to	what	makes	a	strong	and	compelling	coproduction	proposal.

Coproduction Grant Proposal Writing Advice

When	considering	how	to	start	coproducing	a	grant	proposal,	the	UK	National	
Institute	for	Health	Research’s	document,	Guidance on Coproducing a Research 
Project	is	a	good	starting	point.	Keep	in	mind	that	this	document	is	specifically	
focused	on	working	with	patients	and	the	public	(Hickey	et	al.	2021).	It	describes	
coproducing	a	 research	project	as	“An	approach	 in	which	researchers,	practi-
tioners	and	members	of	the	public	work	together,	sharing	power	and	responsi-
bility	 from	 the	 start	 to	 the	 end	 of	 the	 project,	 including	 the	 generation	 of	
knowledge.	The	assumption	is	that	those	affected	by	research	are	best	placed	to	
design	and	deliver	it	and	have	skills	and	knowledge	of	equal	importance”	(p.	3).	
This	 document	 lays	 out	 many	 of	 the	 principles	 and	 features	 of	 coproducing	
research	that	teams	should	adopt	to	ensure	they	are	actually	using	a	coproduc-
tion	approach	(see	Table	4.1.1).	It	also	provides	advice	on	how	to	achieve	the	key	
features.	(Much	of	this	advice	is	similar	to	what	is	presented	in	Chapters	2.2,	3.1,	
3.2,	3.3,	and	3.5.	We	encourage	you	to	read	those	chapters	for	this	foundational	
knowledge,	if	you	have	not	already	done	so.)	These	key	principles	and	features	
contribute	to	“the	necessary	preconditions”	for	a	quality	coproduction	grant	pro-
posal	and	eventual	project	(University	of	British	Columbia	2021).
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Our	 experience	 is	 that	 it	 takes	 several	 meetings	 between	 researchers	 and	
knowledge	users	to	figure	out	what	is	at	stake	and	whether	there	is	enough	in	
common	to	want	to	work	together,	to	reach	consensus	on	what	needs	to	be	stud-
ied	and	why,	and	to	decide	how	to	work	together;	for	example,	how	the	team	will	
operationalize	the	NIHR	or	others’	key	coproduction	principles	and	features	in	
the	budding	partnership.	Although	absent	from	the	lists	above,	we	would	add	
ethical	partnership	behavior	as	another	key	principle.

Researcher–knowledge	 user	 partnerships	 can	 begin	 in	 one	 of	 three	 ways:	
1)	researchers	approach	knowledge	users	with	an	idea	for	a	project,	2)	knowledge	
users	seek	out	researchers	with	an	issue	or	problem	they	would	like	to	solve	through	
research,	 and	 3)	 researchers	 and	 knowledge	 users	 come	 together	 and	 co-create	
research	projects	around	particular	challenges	or	funding	calls	(see	Chapters	3.1	
and	3.3).	Each	approach	can	work	as	research	coproduction.	What	is	critical	with	
each	approach	is	that	there	is	genuine	respect	and	engagement	of	all	parties.	This	is	
particularly	 important	 for	researcher-initiated	(#1)	and	knowledge	user-initiated	
(#2)	partnerships.	There	must	be	an	openness	to	negotiate	and	compromise,	and	
move	forward	with	building	together	what	is	to	be	achieved	and	what	the	project	
will	look	like	(i.e.,	the	enactment	of	the	principles	and	features	above).

The	time	and	effort	that	is	needed	to	initiate	and	develop	this	working	rela-
tionship	should	not	be	underestimated.	Like	all	 relationships,	 it	 takes	 time	to	
learn	about	each	other	and	to	develop	trust.	Researchers	often	become	aware	of	
a	special	grant	call	with	tight	timelines	and	want	to	quickly	pull	a	team	together	
so	that	they	can	apply.	They	may	approach	knowledge	users	at	the	last	moment	
or	next-to-last	moment	(researcher-initiated	approach).	This	sort	of	time	pres-
sure	is	seldom	conducive	to	creating	meaningful	relationships	and	solid	copro-
duction	proposals	between	new	research	partners.	It	could	also	put	prospective	
knowledge	users	off	by	suggesting	to	them	that	the	researcher	is	not	really	com-
mitted	to	the	concept	of	coproduction.	Having	said	that,	we	have	seen	this	sce-
nario	 create	 the	 impetus	 for	 researchers	 and	 knowledge	 users	 to	 start	 to	 talk	
with	each	other,	even	if	they	subsequently	realized	there	was	insufficient	time	to	
create	the	conditions	for	coproduction	before	the	proposal	submission	due	date.	

PRINCIPLES AND FEATURES DESCRIBED IN THE UK NIHR DOCU-
MENT, GUIDANCE ON COPRODUCING A RESEARCH PROJECT.

Key principles Key features

• Power sharing (the research is jointly 
owned)

• Including all perspectives and skills
• Respecting and valuing the knowledge 

of all those working together on the 
research (everyone is of equal 
importance)

• Reciprocity (everyone benefits)

• establishing ground rules
• continuing dialogue
• joint ownership of key decisions
• a commitment to relationship building
• opportunities for personal growth and 

development
• flexibility
• continuous reflection



Once	the	conversations	have	started,	the	researchers	and	knowledge	users	are	
more	ready	to	apply	 to	 the	next	 funder	call	when	 it	 is	 launched	because	 they	
have	already	initiated	many	of	the	necessary	partnership	preconditions.

While	the	temptation	is	for	researchers	to	apply	to	any	and	all	funding	oppor-
tunities,	with	research	coproduction	a	more	judicious	approach,	that	better	reflects	
the	joint	venture	of	coproduction,	will	lead	to	a	more	credible	proposal.	On	the	
other	hand,	if	researchers	and	knowledge	users	have	a	pre-existing	relationship,	
they	may	be	well	positioned	to	take	advantage	of	applying	to	calls	with	short	time-
lines.	This	situation	of	coproduction	research	not	being	amenable	to	short	funder	
application	 timelines	 could	 be	 remedied	 if	 funders	 acknowledged	 the	 unique	
aspects	 of	 coproduction	 and	 tailored	 funding	 opportunities	 to	 better	 support	
research	partnership	building	and	the	time	needed	to	coproduce	grant	proposals.

In	general,	one	way	to	start	discussions	and	partnership	building	is	by	seek-
ing	out	small	funding	opportunities	to	provide	the	resources	to	host	meetings	to	
bring	researchers	and	knowledge	users	together.	While	early	face-to-face	meet-
ings	during	the	research	relationship	building	phase	have	worked	best	for	us,	in	
the	pandemic	and	post-pandemic	era,	virtual	meetings	will	 likely	continue	as	
the	 next	 best	 partnership	 building	 approach	 (and	 typically	 does	 not	 require	
funding	to	bring	people	together)	(Hickey	et	al.	2021	and	also	Chapter	3.3).

The	 UK	 NIHR	 has	 another	 guidance	 document,	 Public Co-Applicants in 
Research: Guidance on Roles and Responsibilities	(Elliott	et	al.	2019),	written	spe-
cifically	 for	 researchers	 who	 want	 to	 include	 public	 co-applicants	 and	 public	
contributors	 wanting	 to	 become	 a	 co-applicant.	 The	 term	 public	 refers	 to	
“patients,	potential	patients,	carers	and	family	members,	people	who	use	health	
and	social	care	services,	as	well	as	people	from	organisations	that	represent	peo-
ple	who	use	services”	(p.	2).	Keep	in	mind	that	this	concept	of	“public”	may	not	
be	equivalent	to	the	term	knowledge	user	as	it	is	being	used	in	this	book,	as	pub-
lic	co-applicants	may	not	always	be	the	ones	who	use	the	research	findings	or	
make	decisions	based	on	the	research	findings.	Also,	the	term	public	does	not	
cover	other	types	of	knowledge	user	co-applicants,	such	as	clinicians,	managers,	
and	 policy	 makers,	 although	 much	 of	 what	 is	 covered	 in	 the	 document	 does	
apply	to	all	types	of	knowledge	users.	The	document	discusses	important	issues,	
such	as	the	need	for	role	clarity	of	public	co-applicants,	what	should	be	included	
in	their	CVs,	budgeting	considerations	for,	and	contracts	with	public	co-appli-
cants,	and	the	legal	responsibilities	of	the	researchers	and	public	co-applicants.	
It	also	points	to	a	number	of	useful	resources,	such	as	the	INVOLVE	Cost	Calcu-
lator.	While	the	advice	is	directed	at	those	conducting	research	in	the	UK,	much	
of	it	applies	to	all	researcher–knowledge	user	partnerships	in	any	country.

Turning	now	to	the	components	of	a	strong	coproduction	research	proposal,	
the	Guide to Knowledge Translation Planning at CIHR: Integrated and End-of-
Grant Approaches	(Canadian	Institutes	of	Health	Research	2012)	identifies	four	
key	factors	CIHR	IKT	grant	proposals	should	address:	the	research	question,	the	
research	 approach,	 feasibility,	 and	 outcomes.	 Table	 4.1.2	 presents	 the	 factors,	
their	 description,	 and	 how	 to	 address	 them	 in	 a	 proposal.	 The	 questions	 the	
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CIHR’s Integrated knowledge translation (iKT) project proposal worksheet

Factor What is it? Key Questions What does this really 
mean?

Research 
Question

An 
explanation of 
what the 
research 
project is 
aiming to 
achieve and a 
justification for 
the need to 
conduct the 
research (i.e., 
how/why was 
this topic 
chosen? What 
gap will it fill?)

To what extent does the 
project respond to the 
objectives of the funding 
opportunity?
• To what extent does 

the research question 
respond to an 
important need 
identified by the 
knowledge users on 
the research team?

• Clearly articulate the 
research question

• Be clear about the 
origin of the research 
question. Why is it 
interesting? Who is 
interested in it? How 
do the knowledge 
user partners view it? 
What potential 
benefit does it bring to 
the knowledge users?

Research 
Approach

A detailed 
description of 
the research 
approach and 
a justification 
for the 
proposed 
methods/
strategies

To what extent is it likely 
that the proposed 
methods will address the 
research question?
• To what extent is the 

study design 
appropriate and 
rigorous?

• To what extent are 
the knowledge users 
meaningfully engaged 
in informing the 
research plan?

• To what extent does 
the research team 
have the appropriate 
expertise to utilize the 
best methodologies?

• Be clear and specific 
about the proposed 
methods – it should be 
evident that the project 
team knows what it 
wants to do/study

• Demonstrate the 
participation of and 
commitment to the 
project by the 
knowledge users – this 
can be written into the 
text or shown through 
letters of support. These 
letters are important; 
they need to show true 
IKT-style collaboration, 
describe the feasibility 
of the project and 
speak to methods of 
study design. These 
letters should not be 
“cookie cutter”; ensure 
that they are unique 
and specific about the 
knowledge users’ 
expectations
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research	team	should	answer	in	their	proposal	are	specific	to	CIHR	proposals,	
but	we	believe	these	questions	relate	to	all	coproduction	proposals	and	answer-
ing	them	will	strengthen	any	proposal.	The	document	also	 includes	examples	
from	actual	proposals	to	illustrate	how	the	factors	have	been	addressed	in	suc-
cessful	proposals.	While	the	column	titled	“What	is	it?”	can	apply	to	any	grant	
proposal,	the	columns	titled	“Key	Questions”	and	“What	does	this	really	mean?”	
flesh	out	many	of	the	coproduction	issues	that	are	important	to	describe	in	the	
proposal;	pay	particular	attention	to	these	columns.

When	preparing	a	coproduction	grant	proposal,	keep	 in	mind	that	copro-
duction	is	an	approach	and	framing	rather	than	a	method	per	se:	it	can	be	applied	
to	any	study	design	and	any	research	method.	We	have	found	that	it	works	well	
to	declare	early	on	in	the	proposal	that	a	coproduction	approach	is	being	taken	
and	the	coproduction	principles	and	strategies	that	are	guiding	the	partnership.	
Then,	in	the	methods	and	other	sections	of	the	proposal	interweave,	as	appropri-
ate:	who	the	knowledge	users	are,	why	they	are	particularly	interested	in	this	
project,	what	their	roles	are	during	the	conduct	of	the	project,	their	commitment	
to	the	project,	and	how	specifically	they	will	be	involved.

Given	coproducing	research	is	about	engagement,	consider	using	or	refer-
ring	 to	 a	 research	 engagement	 framework	 to	 guide	 the	 coproduction	 process.	
Jull	and	her	colleagues	(Jull	et	al.	2019)	have	synthesized	54	articles	about	frame-
works	 for	 knowledge	 user	 engagement	 in	 health	 research	 and	 identified	



15	 common	 concepts	 of	 engagement	 related	 to	 preparing	 (a	 precursor	 to	 the	
study),	planning	the	design	of	the	study,	conducting	the	study	and	applying	the	
study’s	findings.	These	concepts	are:	prepare	and	support	researchers	for	copro-
duction,	 prepare	 and	 support	 knowledge	 users	 for	 coproduction	 (including	
training),	 relational	 processes	 (relationship-building	 and	 sustaining),	 the	
research	 agenda,	 ethics	 principles/values	 specific	 to	 coproduction,	 research	
questions,	 resources,	 ethics	 policy/rules	 related	 to	 conducting	 the	 research,	
methodology,	 methods,	 data	 collection,	 analysis,	 dissemination,	 evaluation	 of	
study	processes,	and	sustainability	of	the	study	benefits.	Twenty-eight	of	the	arti-
cles	reported	on	engagement	that	had	occurred	during	studies	while	the	remain-
ing	 26	 articles	 reported	 on	 what	 should	 be	 done	 when	 engaging	 knowledge	
users.	 If	 other	 frameworks	 or	 theories	 are	 being	 used	 to	 guide	 the	 proposed	
study,	 when	 possible	 describe	 how	 they	 have	 been	 adapted	 to	 incorporate	 a	
coproduction	lens	or	approach.

A	 common	 challenge	 reported	 by	 teams	 writing	 coproduction	 research	
proposals	is	that	they	are	not	able	to	provide	all	the	methodological	details	that	
would	 usually	 be	 expected	 in	 a	 researcher-driven	 grant	 proposal.	 This	 is	
because	decisions	about	methods	may	evolve	during	the	course	of	the	project	
because	of	the	nature	of	coproduction.	This	is	a	dilemma	facing	all	grant	pro-
posals	which	use	participatory	research	approaches	or	some	researcher-driven	
qualitative	methodologies.	While	the	exact	methodological	decisions	may	be	
unknown	 at	 the	 time	 the	 proposal	 is	 being	 written,	 grant	 applicants	 can	 be	
very	clear	about	the	participatory	process	being	used,	the	decisions	that	will	be	
made	during	the	project,	and	the	process(es)	that	will	be	used	to	make	the	rel-
evant	decisions.	When	appropriate,	discuss	stop/go	criteria	which	will	deter-
mine	whether	or	not	to	proceed	to	the	next	phase	of	the	project.	Applicants	can	
also	clearly	describe	how	the	knowledge	users	are	involved	in	the	lifecycle	of	
the	research.	Our	advice	is	to	be	as	detailed	and	explicit	as	possible	about	the	
coproduction	process	and	identify	what	methodological	decisions	will	need	to	
be	made	during	the	course	of	the	project	and	the	process(es)	that	will	ensure	
rigor	in	these	decisions.

Tips on Writing Coproduction Research Grant Proposals

In	preparation	for	writing	this	chapter,	we	tweeted	out	a	request	for	experiential	
knowledge	on	writing	and	reviewing	coproduction	research	proposals.	We	were	
specifically	seeking	critical	factors	that	should	be	included	in	proposals	to	opti-
mize	 funding	 success.	 Nineteen	 researchers	 and	 patient	 partners	 responded,	
some	 with	 experience	 as	 researchers	 and	 others	 as	 knowledge	 user	 grant	
reviewers.	 What	 follows	 is	 a	 synthesis	 of	 factors	 offered	 by	 our	 Twitter	 col-
leagues,	as	well	as	factors	we	believe	are	critical	(or	desirable)	for	grant	success.	
When	drafting	the	proposal,	do	not	lose	sight	of	the	goal,	which	is	convincing	the	
grant	 reviewers	 that	 the	 proposed	 project	 is	 important	 and	 that	 the	 proposed	
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coproduction	and	research	processes	are	reasonable,	appropriate,	feasible,	and	
can	be	trusted	to	generate	the	expected	outcomes.

PRECONDITIONS THAT LEAD TO SUCCESSFUL PROPOSAL 
DEVELOPMENT – THE RELATIONSHIP AND 
PREPARATORY WORK

•	 Invest	in	research	coproduction	partnerships	early,	ideally	before	know-
ing	of	a	relevant	funding	opportunity	and	certainly	well	in	advance	of	a	
grant	deadline.	If	approaching	knowledge	users,	start	at	the	idea	stage,	at	
the	very	beginning,	not	after	the	proposal	has	been	written.	Create	space	
to	jointly	generate	ideas.

•	 Work	with	an	experienced	knowledge	or	relationship	broker	(Bowen	et	al.	
2019;	 Kislov	 et	 al.	 2016)	 if	 possible	 –	 someone	 who	 understands	 the	
knowledge	 users’	 world,	 can	 translate	 for	 the	 researcher,	 and	 help	 the	
researcher	navigate	knowledge	user	organizations.	They	can	also	assist	
the	knowledge	user	in	managing	the	research	relationship.

•	 To	avoid	tokenism,	the	partnership	needs	to	involve	meaningful	engage-
ment	 of	 knowledge	 users	 and	 the	 building	 of	 trusting	 relationships.	
Reviewers	 can	 spot	 tokenistic	 behavior	 towards	 knowledge	 users	 very	
quickly	in	a	proposal.

•	 Jointly	define	what	research	coproduction	means	for	the	team	and	project.	
Consider	 using	 a	 research	 engagement	 or	 coproduction	 framework	 or	
theory	to	guide	discussions	and	the	project.

•	 Agree	on	coproduction	principles	to	work	by.
•	 Negotiate	the	overarching	goal(s)	of	the	partnership.
•	 Agree	on	the	research	question	and	the	key	elements	of	the	project.
•	 Decide	 on	 processes	 and	 structures	 to	 enable	 equity	 and	 meaningful	

engagement	 of	 all	 knowledge	 users	 and	 stakeholders	 (see	 Chapters	
3.1	and	3.3).

•	 Consider	 whether	 there	 might	 be	 benefit	 in	 training/learning	 opportu-
nities	for	the	researchers	and	knowledge	users	on	how	to	work	together,	
how	 their	 roles	 complement	 each	 other,	 and	 what	 might	 be	 needed	 to	
ensure	the	most	productive	research	partnership.	These	activities	can	be	
built	into	the	research	proposal.

•	 Remember	that	equality	in	partnerships	does	not	mean	all	members	give	
and	receive	equally,	but	rather	all	parties	play	a	role	in	negotiating	roles	
and	expectations	(McLean	and	Tucker	2013).

•	 Come	to	agreement	about	what	a	meaningful	partnership	looks	like	for	
this	particular	partnership	and	consider	such	things	as:	mutual	learning,	



mutual	respect,	mutually	agreed-upon	roles	and	responsibilities,	mutual	
recognition	of	efforts,	mutual	exchange	of	information,	and	mutual	bene-
fits	(McLean	and	Tucker	2013).

•	 Decide	on	a	governance	model	that	reflects	coproduction.	Include	deci-
sion-making	processes	that	support	consensus-based	decisions	about	pri-
orities,	research	questions,	study	design,	etc.

Proposal Elements

•	 Understand	the	aim	of	 the	 funding	call	and	 its	evaluation/adjudication	
criteria	and	be	sure	to	address	these	in	the	proposal.	Make	it	really	easy	
for	reviewers	to	see	how	the	proposal	is	addressing	the	funding	aim	and	
the	adjudication	criteria.

•	 In	the	proposal	provide	a	definition	of	research	coproduction	and	what	
frameworks,	models,	or	theories	guide	your	approach	to	it.	It	is	better	for	
the	team	to	define	what	it	is	and	how	it	will	do	it	than	assume	reviewers	
will	see	it	the	same	way.

•	 Demonstrate	how	the	partnership	and	research	question	are	responding	
to	the	needs	of	the	knowledge	user	partners.

•	 Articulate	both	 how	 the	 grant	 proposal	 is	 a	 result	of	 coproduction	and	
how	the	proposed	research	will	be	coproduced.

•	 Articulate	how	the	partners	have	been	involved	in	coproducing	the	pro-
posal	and	how	they	will	benefit	from	the	work.

•	 Be	explicit	about	when	and	how	knowledge	users	will	be	engaged	in	the	
research	process.	Think	in	terms	of	the	life	cycle	or	stages	of	the	research;	
for	example,	their	role	in	deciding	on	study	design,	study	methods,	study	
outcomes,	ethics	application,	data	collection,	analysis	and	interpretation	
of	the	data,	dissemination	of	findings	and	co-authoring	publications/pre-
sentations,	using	the	findings,	etc.	In	other	words,	demonstrate	all	of	the	
ways	 the	research	will	be	coproduced	(i.e.,	contributions	by	knowledge	
users).	It	 is	often	desirable	to	also	explain	how	during	the	project	there	
will	be	sharing	and	ongoing	learning	from	each	other.

•	 Describe	 how	 knowledge	 users	 have	 been	 integrated	 into	 the	 project’s	
governance.	Explain	how	decision-making	is	being	shared	with	knowledge	
users	and	the	strategies	for	managing	team	conflicts.

•	 Notwithstanding	 the	 uncertainties	 about	 aspects	 of	 the	 study	 methods	
resulting	from	the	coproduction	approach	(i.e.,	methodological	decisions	
that	 can	 only	 be	 made	 once	 the	 study	 is	 underway),	 are	 the	 research	
methods	adequately	described?	Reviewers	will	understand	that	coproduc-
tion	means	not	being	able	to	a	priori	determine	all	of	the	aspects	of	the	
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methods	as	is	expected	with	researcher-driven	studies,	but	they	will	still	
want	to	be	convinced	that	in	general,	the	study	methods	as	presented	are	
appropriate,	reasonable	and	feasible.

•	 Articulate	knowledge	user	commitment	to	the	project	including	plans	to	
potentially	implement	the	findings.	Commitment	can	be	demonstrated	in	
words	but	also	in	cash	and	in-kind	contributions	(i.e.,	describe	how	the	
partners	have	“skin	in	the	game”).	Dedicating	staff	(knowledge	user)	time	
to	work	on	the	project	can	be	a	strong	signal	that	a	knowledge	user	orga-
nization	values	the	project,	has	confidence	in	the	research	team,	and	is	
anticipating	the	findings	will	be	useful	to	them.	Describe	knowledge	user	
willingness	and	ability	to	implement	the	study	findings,	when	appropriate.

•	 If	permitted,	use	letters	from	knowledge	users	to	further	illustrate	their	
support	 for	 the	 project	 by	 highlighting	 their	 involvement	 and	 commit-
ment	(including	in-kind	and	cash	contributions)	and	intentions	to	act	on	
the	findings,	when	appropriate.	The	letter	should	be	tailored	to	the	grant	
proposal.	The	knowledge	users’	own	words	can	be	very	persuasive.	Letters	
written	by	the	researchers	and	simply	signed	by	knowledge	users	should	
be	avoided	as	once	reviewers	suspect	this	is	the	case,	they	lose	confidence	
that	a	true	coproduction	approach	is	at	play.	See	the	advice	by	CIHR	on	
letter	writing	in	Appendix	4.1.A	of	this	chapter.

•	 Describe	 the	 contributions	 of	 all	 the	 team	 members	 and	 how	 the	
knowledge	 users’	 participation	 strengthens	 the	 team	 and	 adds	 value.	
When	possible,	highlight	the	team’s	experience	with	research	coproduc-
tion	as	well	as	their	track	record	of	working	together	(and	ideally	demon-
strating	 a	 sustained	 and	 strong	 partnership	 within	 the	 team).	 When	
possible,	demonstrate	the	ongoing	relationships	between	the	knowledge	
users	and	researchers.	All	of	these	things	contribute	to	reviewers’	trust	in	
the	team	and	what	is	being	proposed,	which	can	be	highly	advantageous.

•	 Describe	the	overall	feasibility	of	coproducing	the	research.
•	 Anticipate	 challenges	 to	 the	 coproduction	 process	 and	 offer	 mitigating	

strategies.	For	example,	what	is	the	plan	if	one	of	the	primary	knowledge	
users	is	promoted	within	the	organization	and	can	no	longer	participate	
in	 the	 project?	 How	 will	 the	 team	 deal	 with	 the	 situation	 where	 a	
knowledge	user	is	no	longer	able	to	provide	the	promised	cash	contribu-
tion	to	the	project	because	of	changes	in	their	situation	(for	example,	the	
impact	of	COVID-19	on	their	organization)?

•	 Describe	the	transferability	of	the	study	results	to	other	contexts;	if	they	
are	not	transferable,	justify	why	not.

•	 Provide	 an	 appropriate	 dissemination	 plan	 for	 the	 study	 findings	 and	
describe	how	it	will	be	coproduced.	The	plan	should	consider	what	prod-
ucts/findings	 will	 be	 ready	 for	 dissemination	 and	 distinguish	 between	
how	 the	 findings	will	be	 shared	with	 the	knowledge	user	partners	and	
external	audiences	(see	Chapter	4.2).



•	 Budget	 for	 knowledge	 user	 expenses,	 including	 for	 reimbursement	 for	
time	 if	 appropriate.	 Budget	 for	 partnership	 activities	 (e.g.,	 funding	 for	
knowledge	users	to	attend	conferences	to	copresent	the	findings).	Use	the	
budget	justification	to	underscore	the	commitment	to	authentic	partner-
ing	and	to	recognize	that	there	may	be	costs	to	the	partners	when	they	
participate	on	research	 teams	that	should	be	covered	by	 the	grant.	The	
budget	justification	can	also	be	used	to	highlight	knowledge	users’	com-
mitments	via	cash	and	in-kind	contributions.

•	 If	knowledge	users	are	included	in	the	grant	review	process,	write	the	pro-
posal	with	this	in	mind,	realizing	that	they	will	likely	be	focusing	on	the	
project’s	relevance	and	potential	for	impact	in	addition	to	its	scientific	merit.

•	 Consider	including	in	the	proposal	an	evaluation	of	the	functioning	of	the	
partnership	during	and/or	after	the	research	is	completed.	This	is	seldom	
required	in	grant	calls	but	assessing	team	functioning	during	coproduc-
tion	 research	 can	 identify	 any	 partnership	 issues	 early	 so	 they	 can	 be	
addressed	before	becoming	too	problematic.	This	sort	of	process	or	devel-
opmental	evaluation	data	can	also	contribute	to	advancing	the	practice	of	
coproduction.

•	 After	the	proposal	is	written,	check	one	last	time	that	the	call	adjudication	
criteria	have	been	met	in	a	comprehensive	way.

•	 Organizing	 an	 internal	 review	 of	 the	 proposal	 by	 sharing	 it	 with	 some	
knowledge	users	and	researchers	who	have	not	been	part	of	developing	it	
can	be	very	helpful	in	revealing	gaps	in	logic	or	flow	and	identifying	text	
that	might	be	improved	to	strengthen	the	proposal.

To	sum	up,	throughout	the	proposal,	continuously	demonstrate	(by	provid-
ing	evidence	of)	authentic,	meaningful,	and	respectful	partnerships.	Describe	all	
of	the	decisions	and	aspects	of	the	relational	work	listed	under	the	preconditions	
section	above.	Similarly,	reveal	how	the	team	has	and	intends	to	work	together	
and	the	impact	potential	of	the	proposed	grant.

Tips for Researchers on Working with Knowledge Users During 
and After Proposal Writing

•	 Consider	 including	 knowledge	 user	 partners	 as	 co-applicants	 and	 co-
principal	applicants,	when	appropriate.	Some	knowledge	users	prefer	to	
remain	 collaborators	 to	 avoid	 the	 administrative	 burden	 of	 submitting	
CVs	 or	 meeting	 other	 funder	 requirements.	 It	 is	 always	 best	 to	 ask	
knowledge	 users	 their	 preferred	 “official”	 role	 on	 the	 grant	 proposal,	
which	may	be	different	from	their	actual	role	on	the	project.

•	 Include	more	than	one	knowledge	user	on	the	team.	This	is	in	part	about	
the	value	of	having	greater	diversity	on	the	team.	It	also	relates	to	acknowl-
edging	 and	 addressing	 power	 and	 status	 imbalances	 between	 the	
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researchers	 and	 knowledge	 users.	 Consider	 how	 the	 knowledge	 users	
may	feel	when	they	are	greatly	outnumbered	by	researcher	team	mem-
bers	 who	 are	 “experts.”	 This	 is	 a	 particularly	 important	 consideration	
when	it	comes	to	patients	and	caregivers,	where	the	perceived	power	and	
status	differential	between	themselves	and	the	researchers	may	be	large.	
Patients	report	higher	comfort	levels	when	they	are	not	the	lone	patient	at	
the	table.

•	 Offer	to	coach	knowledge	users	on	the	finer	points	of	the	study	design	and	
research	methods.

•	 Listen	 to	 the	 knowledge	 users,	 ask	 them	 for	 their	 views	 and	 opinions,	
value	their	knowledge	and	experience	and	accord	it	the	same	respect	as	
research	expertise.	Do	not	rush	them.

•	 Ensure	partners	have	an	opportunity	 to	 talk	 through	the	proposal	with	
the	researchers,	and	within	their	organization,	before	they	are	asked	to	
provide	 formal	 feedback.	 This	 may	 facilitate	 the	 knowledge	 users	
providing	better	feedback	on	the	proposal.

•	 Knowledge	 users	 want	 to	 be	 kept	 up-to-date	 throughout	 the	 proposal	
development	process	and	the	conduct	of	the	research.	Consider	the	use	of	
multiple	 communication	 channels	 (e.g.,	 emails,	 newsletters,	 meetings)	
and	use	them	frequently.	These	processes	can	also	be	described	in	the	pro-
posal	to	illustrate	the	importance	the	team	places	on	the	knowledge	users	
and	the	intent	to	work	with	them	in	respectful	ways.

•	 While	jointly	generating	the	proposal	from	the	very	beginning	is	ideal,	if	
the	research	relationship	is	researcher	initiated,	one	strategy	to	get	it	on	a	
coproduction	track	is	to	approach	potential	partners	before	writing	any	of	
the	proposal.	Use	two	to	three	PowerPoint	slides	to	present	some	ideas	to	
the	knowledge	users	to	start	the	discussion.

•	 Celebrate	 the	 submission	 of	 the	 proposal.	 This	 is	 a	 milestone	 for	 the	
research	partnership	that	should	acknowledge	the	knowledge	users’	con-
tributions	to	date.

•	 Continue	 to	keep	knowledge	users	 informed	during	 the	 (possibly	 long)	
period	that	the	grant	is	under	review	by	the	funder.	Knowledge	users	may	
not	realize	how	long	it	can	take	to	hear	if	a	proposal	has	been	funded	and	
assume	 the	 researchers	 have	 abandoned	 the	 project	 when	 they	 do	 not	
continue	to	hear	from	them.	Keep	the	lines	of	communication	open	while	
the	team	is	waiting	to	hear	the	competition	results.	In	the	event	the	pro-
posal	is	not	funded,	the	team	and	in	particular	the	knowledge	users,	may	
need	to	be	prepared	for	the	disappointment	and	what	might	be	the	next	
steps.	This	may	mean	preparing	a	resubmission	or	abandoning	the	pro-
posal	because	the	knowledge	user	context	has	changed	significantly	since	



the	proposal	submission	such	that	the	initial	research	question	has	been	
supplanted	by	more	pressing	issues.

•	 Offer	knowledge	users	co-authorship	on	publications	and	explain	what	
would	be	required	to	meet	authorship	criteria	(Ellis	et	al.	2021;	Richards	
et	al.	2020).

Tips for Knowledge Users Working with Researchers During and 
After Proposal Writing

•	 Reach	out	to	researchers	if	you	have	ideas	for	projects.	Knowledge	users	
can	and	should	initiate	research	discussions.

•	 When	 researchers	 approach	 knowledge	 users	 (researcher	 initiated	 pro-
jects),	carefully	determine	whether	the	proposed	project	addresses	a	pri-
ority	issue.	If	not,	explain	what	would	make	the	proposed	project	work	for	
you	or	decline	to	partner.

•	 Ask	the	researcher	to	discuss	their	conceptualization	of	research	copro-
duction	 and	 how	 they	 see	 the	 research	 partnership	 unrolling.	 Express	
your	views	on	what	coproduction	means	to	you.	Is	there	a	match?	Is	align-
ment	of	views	possible?	If	not,	it	is	okay	to	say	“No	thank	you.”

•	 Discuss	how	 to	move	 forward	 together	with	 the	proposal	 (consider	 the	
relational	preconditions	described	above).

•	 Express	 the	role	you	would	 like	 to	have	 in	proposal	writing	and	 in	 the	
conduct	of	the	grant	should	it	be	funded.

•	 Offer	your	views	to	the	researchers	and	team	during	co-development	of	
the	proposal.	Your	knowledge	and	experience	are	why	you	are	on	the	team.

•	 Ask	for	clarification	if	you	do	not	understand	something	or	when	team	
members	use	acronyms	or	scientific	jargon	you	do	not	know.

•	 Some	knowledge	users	have	had	unfortunate	experiences	with	researchers	
in	the	past	(e.g.,	researchers	saying	the	study	would	be	coproduced	when	
it	wasn’t,	researchers	conducting	the	research	and	then	not	sharing	the	
findings,	the	plan	was	for	grant	funding	to	help	offset	the	organizational	
costs	related	in	participating	in	the	study	and	then	when	the	grant	was	
awarded	no	funding	was	transferred,	etc.).	Don’t	assume	all	researchers	
partner	in	bad	faith.	Keep	an	open	mind	about	your	researcher	partner	
and	 raise	 any	 issues	 of	 concern	 as	 soon	 as	 possible	 so	 they	 may	 be	
addressed.

•	 Be	clear	to	the	team	about	your	commitment	to	the	project,	the	team,	how	
you	intend	to	act	on	the	findings	and	how	your	commitment	will	be	oper-
ationalized	in	the	proposal	and	during	the	project.
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•	 Be	 clear	 about	 what	 you	 see	 as	 the	 benefits	 for	 the	 organization	 from	
being	a	knowledge	user	partner	on	 the	project	and	continuously	check	
that	the	project	is	positioned	to	deliver	on	those	benefits.

•	 Consider	 succession	 planning	 should	 knowledge	 users	 on	 the	 team	
change	jobs	or	can	no	longer	continue	being	part	of	the	team.

•	 Discuss	 opportunities	 to	 be	 co-authors	 on	 papers	 generated	 from	 the	
project,	if	that	is	of	interest	(Richards	et	al.	2020).

Appendix	4.1.B	provides	an	applicant	and	reviewer	coproduction	research	
proposal	checklist.

FUTURE RESEARCH

There	 is	currently	a	paucity	of	research	on	how	best	 to	design	and	undertake	
research	coproduction.	There	is	also	a	need	for	studies	and	evaluations	on	the	
effectiveness	of	funder	coproduction	granting	programs	and	to	find	how	best	to	
encourage	and	support	research	teams	to	embrace	and	undertake	coproduction.	
Research	on	how	best	 to	 train	researchers	and	knowledge	users	 to	undertake	
research	 coproduction	 is	 warranted.	 Reporting	 guidelines	 for	 coproduced	
research	should	be	developed.

CONCLUSION

Coproducing	a	proposal	for	conducting	coproduced	research	involves	not	only	
describing	the	science	but	describing	all	 the	relational	aspects	of	 the	research	
partnership.	Strong	proposals	discuss	the	coproduction	of	the	proposal,	the	pre-
conditions	that	have	led	to	it,	and	why	the	research	question	is	of	particular	rel-
evance	to	the	knowledge	users	on	the	team.	Strong	proposals	also	describe	how	
the	coproduction	team	intends	to	continue	to	work	together	during	the	research,	
how	they	are	involved	in	project	governance	and	decision-making,	and	how	the	
findings	will	be	relevant	to	them	and	other	knowledge	users.	A	strong	proposal	
will	describe	how	coproduction	has,	and	will	continue	to,	influence	stages	of	the	
life	cycle	of	the	project.	The	key	is	to	demonstrate	to	the	reviewers	of	the	grant	
proposal	that	having	adopted	a	coproduction	approach	is	appropriate,	has	been	
carefully	negotiated,	and	the	research	partnership	is	genuine.

As	with	all	relationships,	to	make	them	work,	research	coproduction	part-
nerships	 take	 time	 to	 develop,	 require	 much	 good	 will,	 effort,	 flexibility,	 and	
concern	for	the	other.	Enjoy	getting	to	know	each	other	and	learning	from	each	
other.	If	the	relationship	survives	the	grant	writing	and	peer	review	process,	you	
are	well	on	your	way.
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CIHR ADVICE ON KNOWLEDGE USER LETTERS OF SUPPORT – A 
QUICK REFERENCE HTTPS://CIHR-IRSC.GC.CA/E/45246.HTML

Criteria Key questions Options

Style Is the letter original 
(as opposed to using 
a template)?

Style could include:
• Intent of letter stated up front
• Well organized and clear
• Personalized to applicant

Background 
information

Is the relationship of 
the letter writer/
organization to the 
research project 
clearly outlined?Is the 
relationship of the 
letter writer/
organization to the 
applicant clearly 
delineated?

Background could include:
• Credentials of letter writer
• Letter writer’s role in organization
• How organization is linked to project
• Background information of organization 

– demonstrates link to project
• Previous involvement in topically similar 

research
• Previous support of valuable research
• Role letter writer will play in project
• Letter writer’s familiarity with 

credentials, work and goals of applicant
• History of prior work with, collaboration 

with or support of applicant’s research
• Status of partnership

Relevance

Is the timeliness of the 
research project 
articulated?Is the 
applicability of the 
research project to the 
letter writer and/or the 
organization (goals, 
vision, mandate) 
outlined?

Relevance could include:
• How/why this project addresses a 

research need or gap
• How/why this project improves/

develops previous research
• How/why this project can serve as 

foundation for future work
• How this project addresses/fulfills the 

goals, vision, and/or mandate of the 
organization

• How the letter writer and/or 
organization will move the results into 
practice (this point bridges both 
relevance and impact)

Impact Are the potential 
outcomes and impact 
of the research project 
and findings 
described with some 
detail?

Impact could include:
• How the letter writer and/or organization 

will move the results into practice (this 
point bridges both relevance and impact)

What the project results will contribute to 
the proposed health research topic/area
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Criteria Key questions Options

Support Is the extent and level 
of support that the 
letter writer and/or 
organization will 
provide specified?

• Support could include:Dollar amount and 
duration of support

• Time allotted to, and type of in-kind 
contributions (e.g., time volunteered, staff 
or student assistance, help/mechanisms 
in place to facilitate dissemination etc.)

• Specific tasks that in-kind support will 
consist of

• Names, expertise and titles of people 
willing to contribute support

• Contributions that the letter writer and/or 
organization have made to date

APPLICANT AND REVIEWER COPRODUCTION 
RESEARCH PROPOSAL  
CHECKLIST

•	 Is	a	coproduction	approach	used	to	develop	the	proposal?	Is	it	convinc-
ingly	and	adequately	described?

•	 Is	the	applicants’	definition	of	research	coproduction	clearly	articulated	
and	appropriate?

•	 Is	a	coproduction	framework	being	used?	Is	it	appropriate?	How	is	it	guid-
ing	the	work	described?

•	 Is	the	grant	topic/issue/research	question	clearly	articulated	and	its	rele-
vance,	importance	and	potential	benefit	to	the	knowledge	user	partners	
clearly	described?

•	 Is	 the	 description	 of	 the	 research	 coproduction	 process	 comprehensive	
and	appropriate?
°	 Does	it	include:

•	 Identifying	knowledge	user	partners
•	 Coproduction	principles	and	features
•	 Coproduction	activities
•	 Project	governance	model	that	supports	and	embodies	coproduction;	

study	conflict	resolution	mechanisms
•	 Specifics	about	the	involvement	of	knowledge	users	in	the	research	

process.	For	example,	when	appropriate,	knowledge	user	roles	and	
involvement	 in:	 defining	 the	 research	 question;	 selecting	 study	
design,	methods,	study	outcomes;	data	collection;	data	analysis	and	
interpretation,	disseminating	the	findings	and	co-authoring	papers/



presentations;	applying	the	findings;	research	ethics	considerations	
and	procedures	related	to	the	project

•	 Are	the	study	research	methods	adequately	described,	taking	into	account	
adaptations	required	because	of	the	coproduction	approach?

•	 Is	 there	 demonstration	 of	 knowledge	 user	 commitment	 to	 the	 project,	
participating	 on	 the	 research	 team	 and	 potentially	 implementing	
the	findings?

•	 Is	there	a	letter	of	support	from	the	knowledge	user	that	has	been	tailored	
to	this	grant	proposal?

•	 Is	the	team’s	experience	with	research	coproduction	described?	Does	the	
proposal	 demonstrate	 an	 ongoing	 relationship	 between	 the	 knowledge	
users	 and	 researchers?	 Is	 the	 team	 members’	 track	 record	 working	
together	described?

•	 Are	potential	challenges	to	coproducing	the	research	identified	and	miti-
gating	strategies	offered?

•	 Is	the	feasibility	of	conducting	the	study	using	a	coproduction	approach	
adequately	described?

•	 Is	knowledge	user	willingness	and	ability	to	move	the	study	findings	into	
action	described?

•	 Is	there	a	detailed	dissemination	plan	included?	Is	it	to	be	coproduced?	
Does	the	plan	distinguish	sharing	research	findings	with	the	knowledge	
user	partners	and	external	audiences?

•	 Is	the	transferability	of	study	findings	discussed?	If	the	study	results	are	
not	transferrable,	is	this	acknowledged	and	justified?

•	 When	 appropriate,	 is	 there	 an	 evaluation	 plan	 to	 assess	 the	 coproduc-
tion	process?

•	 Is	the	budget	appropriate	for	a	coproduced	project	and	are	all	additional	
costs	related	to	coproduction	included?
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4.2 Coproduced 

Dissemination
Chris McCutcheon, Anita Kothari, Ian D. Graham, and Jo Rycroft-Malone

Key Learning Points

•	 There	is	an	abundance	of	useful	guidance	on	dissemination	planning	that	
can	be	adapted	for	coproduced	dissemination.	When	adapting	dissemina-
tion	guidance	it	is	important	to	adhere	to	coproduction	principles,	most	
importantly	that	power	and	decision-making	is	shared	equally,	and	there	
is	enough	deliberation	between	researchers	and	knowledge	users	to	dis-
cover	new	insights.

•	 Knowledge	users	and	researchers	can	collaborate	on	every	step	of	dissem-
ination	planning,	but	this	is	not	always	necessary.	Agenda-setting	about	
dissemination	decisions	should	be	made	collaboratively,	but	the	level	of	
knowledge	user	involvement	in	the	other	steps	will	depend	on	their	avail-
ability	and	the	need	for	tailoring.

•	 Follow	 the	 principle	 of	 judicious	 knowledge	 translation	 and	 match	 the	
level	of	dissemination	activity	 to	 the	 strength	and	 relevance	of	 the	evi-
dence.	If	we	accept	that	coproduced	dissemination	will	be	more	effective	
than	researcher-driven	dissemination,	we	should	be	prudent	about	when	
it	is	applied.



   What Is Coproduced Dissemination? 193

•	 Some	 of	 the	 most	 important	 decisions	 affecting	 the	 development	 of	 a	
coproduced	dissemination	plan	occur	before	the	planning	stage.

•	 Coproduction	aims	to	achieve	knowledge	use	by	changing	the	process	of	
knowledge	production.	For	 this	 reason,	 research	projects	 that	were	not	
coproduced	at	the	outset	should	invite	knowledge	users	to	partner	as	early	
as	possible	if	coproduced	dissemination	is	desired	and	appropriate.

•	 There	are	important	differences	between	a	dissemination	plan	prepared	
for	a	grant	proposal	and	one	developed	at	the	end	of	a	project.

BACKGROUND

In	an	effort	to	improve	the	historically	slow	and	limited	impact	of	research	on	
practice	 and	 policy,	 most	 health	 research	 funders	 now	 prioritize	 knowledge	
translation	 in	 their	 strategic	 planning	 (McLean	 et	 al.	 2018)	 and	 require	
researchers	 to	 undertake	 knowledge	 translation	 activities	 (Tetroe	 et	 al.	 2008).	
Researchers	 have	 become	 accustomed	 to	 dissemination	 planning,	 but	 in	 the	
early	years	of	these	requirements,	some	applicants	and	peer	reviewers	struggled	
with	how	to	prepare	and	assess	dissemination	plans,	leading	to	the	development	
of	multiple	frameworks	and	instructional	resources	(Goering	et	al.	2010;	Wilson	
et	al.	2010).	This	material	is	also	useful	to	research	coproduction	teams,	but	none	
of	 it	offers	guidance	on	how	the	coproduction	approach	applies	to	knowledge	
dissemination.	This	 is	understandable	when	we	consider	 that	research	copro-
duction	 is	 itself	 a	 knowledge	 translation	 strategy,	 but	 one	 that	 emphasizes	
changes	 to	 the	 knowledge	 production	 process	 to	 achieve	 impact	 rather	 than	
activities	at	the	end	of	a	research	project	(Bowen	and	Graham	2013).	Nonethe-
less,	coproduction	teams	might	aim	for	knowledge	use	beyond	the	knowledge	
users	on	their	team	if	the	findings	are	significant	and	generalizable.	In	theory,	
coproduction	should	transform	the	dissemination	process	in	the	same	way	that	
it	 transforms	 the	 research	 process,	 potentially	 achieving	 greater	 impact	 than	
standard	approaches.	This	opens	the	possibility	of	a	bridge	between	researcher-
driven	research	and	coproduction.	Under	the	right	circumstances,	research	pro-
jects	 that	 have	 not	 involved	 knowledge	 users	 could	 partner	 with	 them	 to	
coproduce	at	 the	dissemination	phase.	Drawing	on	 the	available	guidance	on	
dissemination	planning,	this	chapter	describes	how	to	use	the	research	copro-
duction	approach	to	develop	a	coproduced	dissemination	plan.

WHAT IS COPRODUCED DISSEMINATION?

The	knowledge	translation	field	uses	a	lot	of	overlapping	terminology	(Graham	
et	al.	2006),	so	clarifying	some	key	terms	is	a	good	place	to	start.	Dissemination	is	
the	 planned	 and	 tailored	 communication	 of	 research	 findings	 to	 targeted	
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audiences,	usually	knowledge	users	who	can	apply	the	evidence	(Graham	et	al.	
2013;	Wilson	et	al.	2010).	Lomas	classifies	dissemination	as	the	middle	term	on	
a	scale	of	“increasingly	active	and	more	focused	intents”	(Lomas	1993,	p.	227)	
that	begins	with	diffusion	and	ends	with	implementation.	Dissemination	occurs	
“somewhere	between	the	generation	and	synthesis	of	knowledge	and	its	applica-
tion	or	use”	(Gagnon	2011,	p.	25).	It	attempts	to	connect	knowledge	to	action.	
There	 are	 two	 different	 types	 of	 dissemination	 plans,	 those	 that	 investigators	
submit	with	grant	proposals	before	they	have	started	their	research	and	those	
they	prepare	at	the	end	of	a	project,	based	on	research	findings.	As	we	will	dis-
cuss	later	in	the	chapter,	there	can	be	important	differences	between	the	two,	
particularly	when	taking	a	coproduction	approach.

When	dissemination	is	coproduced,	knowledge	users	and	researchers	work	
together	to	develop	and	execute	dissemination	plans	according	to	the	principles	of	
coproduction	(Hoekstra	et	al.	2020;	Nguyen	et	al.	2020).	These	principles	and	other	
values	are	described	in	Chapters	2.1,	2.2,	2.3	and	3.3.	All	apply	to	co-produced	dis-
semination,	but	the	two	most	 important	elements	are	that	power	and	decision-
making	is	equally	shared,	and	that	there	is	adequate	deliberation	to	combine	the	
distinct	knowledge	user	and	researcher	perspectives	into	new	insights	(Van	de	Ven	
and	Johnson	2006).	A	research	coproduction	project	could	use	a	traditional,	non-
coproduced	approach	to	dissemination	if	knowledge	users	are	only	involved	in	the	
research	 phase.	 Likewise,	 an	 researcher-driven	 research	 study	 could	 employ	 a	
coproduction	 dissemination	 strategy	 at	 the	 end	 of	 the	 project,	 as	 long	 as	 it	 is	
founded	on	an	equitable	and	meaningful	partnership	with	knowledge	users.

Coproduced	 dissemination	 shares	 some	 of	 the	 features	 of	 knowledge 
exchange,	but	it	is	not	the	same	concept.	Knowledge	exchange	refers	to	any	inter-
actions	between	researchers	and	knowledge	users	that	achieve	knowledge	trans-
lation	goals.	Sometimes	it	is	viewed	as	a	dissemination	strategy	and	sometimes	
it	is	used	to	refer	to	the	general	philosophy	underpinning	coproduction	(Gagnon	
2011),	but	unlike	coproduction,	it	does	not	typically	speak	to	how	interaction	is	
managed.	A	distinction	should	also	be	made	between	coproduction	and	engage-
ment.	 Engagement	 is	 an	 effective	 strategy	 for	 incorporating	 stakeholder	 or	
knowledge	user	perspectives	and	fostering	buy-in.	It	certainly	can	and	should	be	
used	 in	dissemination	planning,	but	although	engagement	embraces	many	of	
the	same	goals	and	principles	of	coproduction,	it	falls	short	of	full	partnership	
(Boaz	et	al.	2018).

COPRODUCED DISSEMINATION: WHAT IS KNOWN FROM 
THE LITERATURE?

The	literature	on	coproduction	mostly	focuses	on	how	the	approach	applies	to	
research,	with	little	attention	paid	to	dissemination.	This	is	not	to	say	that	it	
goes	 completely	 unmentioned.	 Most	 discussions	 of	 research	 coproduction	
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recommend	that	knowledge	users	and	researchers	collaborate	on	dissemina-
tion	(Bowen	and	Graham	2013;	Gagnon	2011;	Redman	et	al.	2021),	but	unlike	
other	aspects	of	the	research	process,	how	this	is	done	is	not	covered	in	detail.	
We	 see	 a	 telling	 example	 in	 the	 Canadian	 Institutes	 of	 Health	 Research’s	
Guide to Knowledge Translation Planning at CIHR: Integrated and End-of-
Grant Approaches	(Canadian	Institutes	of	Health	Research	2012).	This	docu-
ment	offers	detailed	guidance	on	how	to	conduct	coproduced	research	studies	
and	how	to	prepare	standard	dissemination	plans,	but	there	is	no	crossover	
other	than	to	specify	that	dissemination	planning	is	a	part	of	research	copro-
duction.	 Although	 the	 knowledge	 translation	 literature	 has	 little	 to	 say	
directly	about	coproduced	dissemination,	there	are	some	themes	in	this	liter-
ature	that	are	relevant,	specifically	the	theoretical	compatibility	of	coproduc-
tion	 and	 dissemination;	 the	 role	 of	 knowledge	 exchange;	 the	 available	
guidance	on	dissemination	planning;	and	the	concept	of	judicious	knowledge	
translation.

Compatibility of Coproduction and Dissemination

For	some	authors,	research	coproduction	represents	a	paradigm	shift	away	from	
an	obsolete	unidirectional	model	of	knowledge	translation,	of	which	dissemina-
tion	is	a	part	(Bowen	2015;	Bowen	and	Graham	2013;	Davies	et	al.	2008;	Green-
halgh	and	Wieringa	2011).	In	this	account,	dissemination	efforts	are	unlikely	to	
succeed	 because	 the	 research	 evidence	 is	 produced	 without	 any	 involvement	
from	knowledge	users,	who	may	or	may	not	be	interested	in,	ready	to	receive,	or	
capable	of	applying	the	findings.	It	is	the	idea	that	evidence	is	produced	in	one	
place	 and	 then	 transferred	 to	 another	 for	 application.	 Dissemination	 in	 this	
account	is	“too	late	if	the	questions	that	have	been	asked	are	not	of	interest	to	
users”	(Bowen	2015,	p.	17).	Research	coproduction	solves	this	problem	of	dis-
connectedness	 by	 enabling	 knowledge	 users	 to	 direct	 the	 research	 process	 to	
address	topics	they	are	already	invested	in	and	have	responsibility	for,	what	Gib-
bons	et al.	have	called	“discovery	in	the	context	of	application”	(Gibbons	et	al.	
1994,	p.	21).	In	principle,	dissemination	isn’t	required	for	knowledge	use	because	
the	users	are	also	 the	producers.	However,	 the	greater	potential	 for	relevance	
and	application	in	research	coproduction	studies	does	not	preclude	the	need	to	
disseminate	research	findings	to	new	audiences.	Neither	does	it	mean	that	there	
aren’t	aspects	of	the	old	paradigm	that	remain	applicable.	Ginsburg	et	al.	(2007)	
argue	 that	 there	 are	 conditions	 when	 it	 may	 be	 more	 appropriate	 to	 involve	
knowledge	users	at	the	end	of	a	researcher-driven	project	to	collaborate	on	dis-
semination,	 specifically	 in	 large	 multi-stakeholder	 studies	 that	 may	 become	
politicized;	replication	studies	that	use	fixed	methods;	and	studies	of	high	public	
interest,	 where	 there	 will	 already	 be	 strong	 demand	 for	 the	 findings	 among	
knowledge	users.
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Knowledge Exchange

Knowledge	exchange	is	frequently	discussed	in	the	knowledge	translation	liter-
ature	(Gagnon	2011;	Lawrence	2006;	Mitton	et	al.	2007;	Ward	et	al.	2012),	some-
times	labeled	as	linkage	and	exchange	(Lomas	2000)	or	the	interaction	model	of	
knowledge	translation	(Ginsburg	et	al.	2007;	Landry	et	al.	2001;	Lomas	2000).	
Much	of	this	work	is	theoretical,	but	there	are	some	empirical	studies	showing	
that	knowledge	exchange	increases	the	use	of	research	evidence	and	builds	rela-
tionships	between	researchers	and	knowledge	users	that	provide	a	foundation	
for	future	knowledge	translation	activities	(Huberman	1990;	Landry	et	al.	2001;	
Rynes	et	al.	1999;	Van	de	Ven	2018).	The	more	that	researchers	and	knowledge	
users	 interact,	 the	 more	 that	 knowledge	 users	 trust	 researchers	 as	 sources	 of	
knowledge	and	researchers	become	capable	of	providing	contextually	relevant	
evidence	 (Van	 de	 Ven	 2018).	 To	 a	 large	 degree,	 research	 coproduction	 is	 the	
application	of	this	mechanism	in	the	research	process,	though	it	differs	in	the	
emphasis	it	places	on	specific	principles	and	practices	of	partnership.	In	terms	of	
dissemination,	this	scholarship	supports	the	use	of	interactive	activities,	such	as	
workshops	or	deliberative	dialogues,	to	achieve	knowledge	use,	but	the	impor-
tance	 of	 establishing	 trusting	 relationships	 suggests	 longer-term	 interactions	
could	 be	 more	 valuable.	 It	 would	 be	 worthwhile	 to	 invest	 in	 networks	 of	
knowledge	users	and	researchers,	as	 they	provide	a	soft	 infrastructure	 for	 the	
circulation	of	new	knowledge.	We	should	also	note	 that	knowledge	exchange	
among	the	members	of	a	research	team	will	be	effective	only	for	those	individ-
uals,	and	the	effect	will	not	extend	to	external	audiences.	When	our	focus	shifts	
to	external	audiences,	we	need	to	look	at	creating	opportunities	for	interaction	
between	project	team	members	and	a	broader	range	of	knowledge	users	from	
other	sectors	and	organizations.

Guidance on Dissemination Planning

There	is	a	great	deal	of	published	and	gray	literature	available	to	assist	investiga-
tors	 with	 dissemination	 planning.	 In	 their	 2010	 scoping	 review,	Wilson	 et	 al.	
(2010)	 identified	 33	 knowledge	 translation	 frameworks,	 of	 which	 20	 were	
designed	 specifically	 to	 guide	 dissemination	 planning.	 Many	 of	 these	 frame-
works	feature	interaction	or	collaboration	between	researchers	and	knowledge	
users.	However,	like	the	CIHR	guide	mentioned	earlier,	when	these	frameworks	
align	with	a	coproduction	approach,	the	focus	is	on	knowledge	production,	not	
dissemination	 to	 new	 audiences.	 Other	 frameworks	 espouse	 interaction	 bet-
ween	researchers	and	knowledge	users	as	a	general	principle	or	specific	strategy	
for	dissemination,	but	they	do	not	offer	guidance	on	how	to	coproduce	dissemi-
nation	plans.	In	preparation	for	this	chapter	we	conducted	a	systematic	Google	
search	to	see	what	guidance	is	available	in	the	gray	literature	and	found	40	dif-
ferent	dissemination	guides.	Thirty-three	of	these	guides	recommend	knowledge	
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user	involvement,	but	again	the	emphasis	is	either	on	research	collaboration	or	
engagement	of	knowledge	users	when	dissemination	planning,	not	coproduced	
dissemination.	A	selection	of	these	guides	is	provided	in	Table	4.2.1.

Judicious Knowledge Translation

Judicious	knowledge	translation	is	one	of	the	most	important	concepts	in	all	dis-
semination	planning,	whether	coproduced	or	researcher-driven	(Graham	et	al.	
2013).	 It	 refers	 to	 the	 need	 to	 match	 the	 scale	 and	 intensity	 of	 dissemination	

SAMPLE DISSEMINATION GUIDES RECOMMENDING KNOWLEDGE 
USER INVOLVEMENT.

Authors Title URL

AllerGen 2009 Knowledge Translation 
Planning Tools for Allergic 
Disease Researchers

https://allergen.ca/wp-content/
uploads/2014/04/KTTool.pdf

Briggs et al. 2015
Questing Your Way to a 
KnowledgeMobilization 
Strategy

https://carleton.ca/communityfirst/
wp-content/uploads/KMB-
Questing-Your-Way-to-a-KMb-
Strategy-Jun-29-2015-3.pdf

Health Canada 
2017

Knowledge Translation 
Planner

https://www.canada.ca/en/health-
canada/corporate/about-health-
canada/reports-publications/
grants-contributions/knowledge-
transfer-planner.html

Lyons & Warner 
2005

Demystifying Knowledge 
Translation for Stroke 
Researchers: A Primer on 
Theory and Praxis

https://www.researchgate.net/
publication/265658194_
Demystifying_Knowledge_
Translation_for_Stroke_
Researchers_A_Primer_on_Theory_
and_Praxis_Paper_by

Mathematica 
Policy Research 
2015

PCORI Dissemination & 
Implementation Toolkit

https://www.pcori.org/sites/default/
files/PCORI-DI-Toolkit-February- 
2015.pdf

Reardon, Lavis & 
Gibson 2006

From Research to 
Practice: A Knowledge 
Transfer Planning Guide

https://www.iwh.on.ca/tools-and-
guides/from-research-to- 
practice-kte-planning-guide

Ward et al. 2010 Planning for knowledge 
translation: A researcher’s 
guide

 & https://www.researchgate.net/
publication/233591272_Planning_
for_knowledge_translation_A_
researcher%27s_guidehttps://doi.
org/10.1332/174426410X535882
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efforts	 to	 the	 quality	 and	 significance	 of	 the	 research	 findings.	 Generally	
speaking,	 synthesized	 evidence	 merits	 the	 greatest	 investment	 of	 time	 and	
resources,	and	we	should	be	more	reserved	when	disseminating	the	results	of	
single	studies,	which	are	more	prone	to	bias	(Grimshaw	et	al.	2012;	Wilson	et	al.	
2008).	The	word	“judicious”	is	used	because	this	decision	is	a	matter	of	judge-
ment.	There	may	be	moments	when	findings	of	single	studies	are	very	timely	
and	 significant,	 there	 is	 a	 paucity	 of	 evidence	 on	 the	 topic,	 findings	 are	 very	
action-oriented,	or	there	is	strong	knowledge	user	interest.	There	is	also	an	eth-
ical	imperative	to	share	all	research	findings	to	at	least	some	degree	–	to	be	trans-
parent	about	how	public	funds	were	used,	for	example.	When	disseminating	the	
results	of	single	studies,	it	is	important	to	contextualize	the	evidence,	providing	
knowledge	 users	 with	 the	 information	 they	 need	 to	 understand	 the	 place	 of	
these	findings	in	the	existing	literature	and	the	relevance	of	the	findings	to	their	
context	(Davies	et	al.	2008).	We	can	do	more	harm	than	good	if	there	is	broad	
uptake	of	findings	that	have	yet	to	be	replicated	or	that	turn	out	to	be	incorrect	
or	 misinterpreted.	 For	 this	 reason,	 we	 need	 to	 be	 cautious	 about	 applying	 a	
coproduction	approach	to	dissemination,	just	like	we	would	with	traditional	dis-
semination.	We	 posit	 that	 coproduction	 is	 more	 resource-intensive,	 time-con-
suming,	and	impactful	than	researcher-driven	dissemination,	so	it	should	only	
be	used	when	the	effort	is	justified	by	the	evidence.

DISSEMINATION PLANNING AT THE GRANT 
PROPOSAL STAGE

When	describing	the	steps	of	coproduced	dissemination	planning	in	this	chapter,	
we	focus	on	the	work	that	is	done	as	findings	emerge.	These	same	steps	apply	
when	developing	a	plan	for	a	grant	proposal,	but	there	are	some	important	dif-
ferences	to	keep	in	mind.	First,	when	writing	a	grant	proposal,	the	research	find-
ings	are	most	often	unknown.	It	isn’t	possible	to	assess	the	significance	of	the	
evidence	 or	 craft	 key	 messages	 for	 the	 identified	 audiences.	 Nonetheless,	 the	
overall	research	design	will	give	the	team	a	sense	of	what	kind	of	evidence	will	
be	 produced,	 and	 the	 knowledge	 users	 on	 the	 team	 can	 make	 a	 case	 for	 the	
importance	of	 the	research	question	in	their	context	and	for	other	knowledge	
users	in	their	sector.	The	second	major	difference	is	the	degree	to	which	attention	
is	paid	to	the	resources	needed	for	dissemination.	Funding	is	required	for	effec-
tive	dissemination,	and	 the	proposed	dissemination	activities	need	 to	be	bud-
geted	for	 in	 the	grant	proposal.	At	 the	grant	proposal	stage	 the	dissemination	
plan	is	a	loose	framework	that	will	be	updated	and	refined	as	the	project	unfolds	
and	shareable	knowledge	emerges.	That	said,	the	plan	still	has	to	be	coherent	
and	well	justified,	as	is	the	case	for	the	other	components	of	the	research	pro-
posal.	CIHR’s	knowledge	translation	guide	is	one	of	the	few	guides	that	focuses	
on	dissemination	planning	at	the	proposal	stage	(Canadian	Institutes	of	Health	
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Research	2012).	Although	it	does	not	advise	users	on	how	to	apply	coproduction	
to	planning,	it	does	a	good	job	of	addressing	some	of	the	subtleties	of	how	a	dis-
semination	plan	should	be	prepared	for	and	evaluated	in	funding	competitions.	
Readers	will	find	detailed	advice	on	preparing	coproduction	research	proposals	
in	Chapter	4.1.

FROM RESEARCH TO DISSEMINATION

The	 traditional	 depiction	 of	 dissemination	 portrays	 it	 as	 a	 distinct	 phase	 that	
begins	when	the	research	is	complete	and	the	findings	are	known.	We	suggest	
looking	at	it	differently	when	taking	a	coproduction	approach	–	that	it	is	when	
the	project	team	analyses	and	interprets	the	data	that	the	transition	from	research	
to	dissemination	begins.	As	discussed	throughout	this	book,	the	central	premise	
of	the	coproduction	approach	is	that	knowledge	use	is	achieved	through	changes	
to	 the	 research	 process.	 Knowledge	 users	 influence	 the	 development	 of	 the	
research	question	so	that	 it	addresses	a	problem	they	can	act	upon.1	The	data	
analysis	 stage	 is	 equally	 critical	 to	 the	 coproduction	 process.	 Findings	 do	 not	
automatically	 emerge	 from	 data,	 rather	 they	 are	 socially	 constructed	 through	
deliberation	and	interpretation,	a	process	influenced	by	the	unique	perspectives	
of	 team	 members	 and	 the	 context	 in	 which	 they	 work	 (Cornish	 et	 al.	 2013;	
Flicker	2014).	At	this	stage	the	team	is	still	tailoring	the	knowledge	to	the	needs	
of	 the	 participating	 knowledge	 users.	 For	 research	 coproduction	 projects	 we	
would	expect	collaborative	data	analysis	to	be	part	of	the	project	design,	but	of	
course	 this	would	not	be	 the	case	 for	 researcher-driven	projects.	 In	 the	 latter	
case,	 if	 researchers	are	genuinely	 interested	 in	coproduced	dissemination,	we	
recommend	inviting	knowledge	users	to	partner	at	this	stage	or	be	open	to	rein-
terpreting	or	contextualizing	 the	data	 if	analysis	 is	already	done.	Without	 the	
collaboration	of	knowledge	users	in	at	least	this	stage	of	the	process,	they	have	
not	 participated	 enough	 in	 knowledge	 creation	 to	 describe	 the	 activity	 as	
coproduction.

As	the	project	transitions	to	the	dissemination	phase,	it	is	the	time	to	answer	
key	questions	that	will	inform	the	development	of	the	dissemination	plan.	It	is	
when	the	team	reflects	on	judicious	knowledge	translation,	i.e.,	the	amount	of	
dissemination	that	is	warranted	by	the	findings.	The	right	course	of	action	might	
be	for	the	team	to	moderate	their	ambition	to	achieve	impact	and	lessen	the	level	

In	the	introduction	we	discuss	the	different	categories	of	knowledge	users	and	the	nature	of	
their	involvement	in	research	coproduction	projects.	A	dissemination	plan	will	usually	target	
knowledge	users	outside	of	the	project	who	would	have	some	capacity	to	act	on	the	findings.	
There	will	be	potential	audiences	interested	in,	or	potentially	affected	by,	the	findings.	When	
these	audiences	are	targeted,	the	key	messages	and	dissemination	strategies	may	have	to	be	
different.
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of	dissemination	activity.	Alternatively,	have	new	insights	emerged	through	the	
data	analysis	that	suggest	other	audiences	should	be	informed	of	the	findings?	If	
the	team	decides	that	broad	reach	to	multiple	different	audiences	is	warranted,	
this	stage	presents	an	opportunity	to	expand	the	coproduction	team	to	include	
new	knowledge	users.	Although	it	is	not	strictly	speaking	a	coproduction	pro-
cess,	we	see	a	model	for	this	approach	in	the	Patient-Centered	Outcomes	Insti-
tute’s	 (PCORI)	 guidelines	 on	 dissemination	 and	 implementation.	 They	
recommend	inviting	all	potential	stakeholders	to	participate	in	pre-dissemina-
tion	process	that	they	call	“evidence	assessment”	(Mathematica	Policy	Research	
2015,	p.	15).	These	stakeholders	are	engaged	through	meetings,	focus	groups,	or	
surveys	to	evaluate	the	“usefulness,	relevance,	and	value	of	evidence	in	the	con-
text	 of	 existing	 evidence	 and	 findings”	 (p.	 15).	 This	 process	 helps	 PCORI	 to	
decide	if	the	results	of	the	study	warrant	dissemination,	if	so	to	what	scale,	and	
whether	 new	 research	 is	 needed	 to	 complement	 the	 evidence.	 This	 does	 not	
need	to	be	an	extensive	or	complicated	process.	The	points	to	remember	are:	that	
there	is	a	preparatory	phase	before	dissemination	planning	begins;	that	impor-
tant	decisions	about	the	content	of	the	dissemination	plan	are	made	at	this	time;	
and	it	is	an	opportunity	to	collaborate	with	knowledge	users	new	to	the	research	
team.	The	knowledge	users	on	a	coproduction	team	can	be	a	critical	resource	
when	it	comes	to	finding	new	partners,	as	they	will	usually	have	extensive	net-
works	 to	 draw	 upon.	 For	 researchers,	 anticipation	 of	 opportunities	 for	 future	
dissemination	 collaborations	 is	 an	 argument	 for	 routinely	 participating	 in	
knowledge	exchange	activities	and	developing	networks	that	include	a	variety	of	
knowledge	users.

THE STEPS OF COPRODUCED DISSEMINATION PLANNING

In	2017,	three	of	the	chapter	authors	developed	a	workshop	entitled	Making an 
Impact: Using Integrated Knowledge Translation to Build KT Plans.	This	was	our	
first	attempt	to	apply	the	coproduction	approach	to	dissemination	planning,	and	
since	that	time	we	have	run	the	workshop	in	three	different	countries,	improving	
each	 iteration	based	on	 feedback	 from	participants.	The	primary	 resource	 for	
these	workshops	was	the	Guide to Knowledge Translation Planning at CIHR.	We	
are	most	familiar	with	the	planning	steps	outlined	in	this	guide,	but	we	know	
there	are	many	other	guides	available.	The	planning	process	we	describe	here	
integrates	 the	 core	 steps	 from	 the	 CIHR	 guide	 with	 guidance	 from	 other	
resources.	Although	we	believe	there	is	value	in	following	these	steps	sequen-
tially,	we	agree	with	the	advice	from	Ward	et al.	that	knowledge	translation	is	a	
“dynamic,	interactive	and	multidirectional	process	where	elements	of	the	pro-
cess	 can	 occur	 simultaneously	 or	 in	 different	 sequences”	 (Ward	 et	 al.	 2010,	
p.	532).	This	is	especially	true	with	coproduction,	where	many	of	the	questions	
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that	need	to	be	answered	in	developing	a	dissemination	plan	require	dialogue	
with	knowledge	users.	Moreover,	 in	coproduced	research	it	can	be	difficult	to	
isolate	 a	 distinct	 phase	 at	 the	 end	 of	 a	 project	 when	 dissemination	 begins.	
Knowledge	 is	 continually	 created,	 shared,	 and	 re-created	 throughout	 the	
research	coproduction	process.

Set Dissemination Goals

To	a	large	extent	the	goals	of	the	dissemination	plan	will	be	determined	at	the	
data	 analysis	 and	 interpretation	 stage.	 However,	 in	 a	 coproduced	 research	
project	 many	 outputs	 will	 be	 generated	 for	 the	 knowledge	 user	 partners	
throughout	the	life	of	the	project.	Co-produced	research	projects	can	be	real-time	
dissemination	platforms,	as	the	knowledge	users	may	need	information	at	mul-
tiple	stages	to	promote	the	project	within	their	organizations	or	assist	with	deci-
sion-making.	 The	 data	 analysis	 stage	 is	 when	 the	 scale	 of	 dissemination	 is	
matched	to	the	strength	and	significance	of	the	research	findings.	Like	trans-
lating	a	research	topic	into	a	research	question,	setting	dissemination	goals	is	a	
direction-setting	 exercise.	 As	 such,	 it	 is	 very	 important	 that	 knowledge	 users	
participate.	The	 team	specifies	 in	concrete	 terms	what	 it	 seeks	 to	accomplish	
with	 the	 dissemination	 plan.	 Is	 conceptual	 or	 instrumental	 knowledge	 use	
anticipated?	Perceptions	of	how	to	use	knowledge	can	vary	among	team	mem-
bers,	 especially	 if	 some	 knowledge	 users	 were	 involved	 from	 the	 start	 of	 the	
project	and	others	were	invited	to	collaborate	later	on.	Is	the	goal	of	the	plan	to	
inform	knowledge	users	of	the	ongoing	project,	of	the	research	findings	or	apply	
the	evidence	in	a	way	that	changes	practice	or	policy?	The	knowledge	users	on	
the	 team	may	want	 to	 implement	 the	 findings	 in	 their	organization	with	 the	
assistance	of	the	researcher	partners.	It	could	be	appropriate	to	have	multiple	
goals,	 depending	 on	 the	 ambitions	 of	 the	 team	 and	 the	 number	 of	 potential	
audiences	that	have	been	identified.	Have	the	goals	of	the	dissemination	plan	
changed	since	the	grant	proposal	stage?	Did	anything	during	the	data	analysis	
suggest	an	expansion	or	reduction	in	scale?	When	setting	the	goals,	remember	
that	all	other	decisions	about	the	dissemination	plan	should	support	them.	Con-
sider	how	progress	 in	achieving	 the	goals	might	be	evaluated.	The	 ideal	 is	 to	
define	 the	 dissemination	 goals	 as	 measurable	 outcomes	 for	 subsequent	
evaluation.

Assess Resources

At	the	end	of	a	research	project,	assessing	resources	is	so	entwined	with	setting	
goals	that	it	almost	shouldn’t	be	separated	as	a	step.	The	goals	of	the	dissemina-
tion	plan	will	only	be	achievable	if	there	are	available	resources	to	achieve	the	
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plan.	This	step	is	not	a	budgeting	exercise,	but	an	opportunity	for	the	team	to	
reflect	on	what	it	has	to	work	with	before	getting	too	far	into	the	development	
of	the	dissemination	plan.	The	team	will	have	budgeted	for	dissemination	in	
their	 grant	 proposal,	 but	 there	 may	 have	 been	 overruns	 during	 the	 research	
stage	 that	 cut	 into	 these	 funds.	 Or,	 the	 official	 project	 time	 period	 might	 be	
coming	to	a	close.	If	after	reviewing	its	findings	the	team	decides	to	be	more	
ambitious	in	its	dissemination	goals,	it	may	need	to	apply	for	new	funding	or	a	
project	extension.	Some	funding	agencies	offer	dissemination	grants	to	support	
completed	research	projects	with	high	potential	 for	 impact.	Perhaps	some	of	
the	goals	are	achievable	 in	 the	short	 term	but	others	need	 to	wait	until	new	
resources	 are	 acquired.	 Expanding	 activity	 in	 a	 coproduction	 project	 likely	
means	 there	 will	 be	 more	 interaction	 between	 the	 researchers	 and	 the	
knowledge	users,	which	adds	costs.	This	 is	especially	 true	 if	new	knowledge	
users	will	be	brought	onto	the	team	for	the	dissemination	phase.	Assessment	of	
resources	should	be	considered	when	making	decisions	about	the	feasibility	of	
possible	dissemination	strategies	to	use	and	revisited	when	the	dissemination	
strategies	are	selected.

Identify and Learn about Your Audience(s)

Remember	that	dissemination	targets	specific	audiences.	As	discussed,	there	is	
an	opportunity	at	the	data	analysis	stage	to	bring	in	new	knowledge	users	to	
interpret	the	findings	and	collaborate	on	the	development	of	the	dissemination	
plan.	 These	 new	 knowledge	 users	 could	 be	 representative	 of	 a	 general	 audi-
ence,	such	as	physicians	or	health	system	managers,	or	they	could	be	invited	to	
participate	 for	 the	 role	 they	 play	 within	 specific	 organizations.	 Bringing	 a	
knowledge	 user	 onto	 the	 team	 improves	 the	 potential	 for	 tailoring	 key	 mes-
sages,	dissemination	strategies	and	the	nature	of	the	outputs,	and	they	should	
develop	 a	 personal	 and	 professional	 investment	 in	 using	 the	 findings	 of	 the	
project.	 Once	 the	 project	 team	 has	 identified	 all	 of	 their	 potential	 audiences	
they	should	try	to	learn	as	much	as	possible	about	how	the	research	findings	
are	relevant	to	them	and	could	be	used	by	them:	their	level	of	knowledge	on	the	
topic;	their	preferred	channels	of	communication;	their	professional	responsi-
bilities	 and	 capacity	 to	 act	 on	 new	 knowledge;	 barriers	 and	 facilitators	 of	
knowledge	use;	and,	the	political	climate	that	they	work	within.	Another	word	
for	this	gamut	of	audience	information	is	context.	Jacobson	et	al.	(2003)	have	
developed	a	very	useful	framework	for	evaluating	knowledge	user	context.	It	
includes	a	series	of	questions	that	cover	multiple	dimensions	of	how	knowledge	
users	receive	and	use	information.	In	a	coproduced	dissemination	plan	these	
questions	would	ideally	be	answered	collaboratively,	but	this	information	can	
also	be	gathered	through	other	engagement	methods,	such	as	focus	groups	or	
interviews.
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Develop Key Messages

Some	dissemination	guides	recommend	developing	key	messages	prior	to	audi-
ence	identification,	but	our	view	is	that	the	messages	can	be	more	tailored	if	this	
work	is	informed	by	what	has	been	learned	about	the	knowledge	user	audiences	
through	coproduction.	The	emphasis	should	not	be	on	what	the	key	messages	of	
the	project	are	but	the	key	messages	for	each	identified	audience.	Collaboration	
with	knowledge	users	should	help	to	shift	this	focus.	Key	messages	should	be	
based	on	the	dissemination	goals,	and	they	should	combine	the	findings	from	
the	 research	 study	 with	 implications	 for	 policy	 or	 practice	 and	 recommenda-
tions	on	how	to	use	the	findings.	Sometimes	key	messages	just	provide	evidence	
to	knowledge	users	without	making	recommendations.	These	are	messages	in	
search	of	audiences	rather	than	messages	tailored	to	and	with	audiences.	The	
evidence	should	still	be	contextualized	so	that	knowledge	users	understand	how	
it	 changes	 their	 current	 understanding	 of	 an	 issue.	 If	 the	 evidence	 is	 strong	
enough	and	the	project	team	has	enough	information	about	an	audience’s	con-
text,	 they	 might	 recommend	 specific	 actions.	 Sometimes	 researchers	 recom-
mend	 actions	 that	 are	 not	 realistic	 because	 they	 are	 not	 founded	 on	 an	
understanding	of	the	factors	that	influence	decision-making	in	knowledge	users’	
practice.	 When	 key	 messages	 are	 coproduced	 by	 researchers	 and	 knowledge	
users	 who	 represent	 an	 identified	 audience,	 recommendations	 will	 be	 more	
credible	and	applicable	and	therefore	more	likely	to	be	applied.

Select Dissemination Strategies

The	coproduction	team	has	decided	what	it	wants	to	accomplish	with	the	dis-
semination	plan;	 it	knows	 its	audiences	and	their	needs;	and	 it	has	started	 to	
tailor	the	messages	from	the	research	project	for	use.	Now	it	is	time	for	the	team	
to	select	the	strategies	it	will	use	for	dissemination.	The	other	guidance	docu-
ments	referred	to	in	this	chapter	all	present	a	wide	range	of	dissemination	strat-
egies.	 The	 information	 learned	 about	 how	 the	 factors	 influencing	 how	 the	
audiences	use	knowledge	should	help	the	team	to	prioritize	among	the	many	
different	 options.	 The	 team	 should	 also	 refer	 to	 the	 knowledge	 translation	
research	literature	to	learn	if	there	is	evidence	available	about	the	effectiveness	
of	the	strategies	for	the	population	of	interest.	There	are	no	specific	coproduc-
tion	 dissemination	 strategies,	 though	 many	 do	 focus	 on	 interaction	 and	
knowledge	 exchange.	 Input	 from	 knowledge	 users	 at	 this	 stage	 will	 help	 the	
team	to	tailor	the	strategies	to	maximize	their	potential	effectiveness.	Any	dis-
semination	products,	 such	as	 reports,	policy	briefs,	or	electronic	applications,	
should	be	approved	by	the	knowledge	users	representing	the	target	audiences.	
Knowledge	users	can	also	provide	insight	into	the	best	timing	for	dissemination	
activities	 and	 overall	 integration	 into	 the	 day-to-day	 practices	 of	 their	



204 4.2 Coproduced Dissemination 4.2 Coproduced Dissemination 

organizations.	As	the	team	chooses	its	dissemination	activities	it	should	begin	to	
create	or	update	the	dissemination	budget.

Determine What Expertise Is Needed

Some	 dissemination	 strategies	 require	 specialist	 expertise.	 For	 example,	 pro-
grammers	or	developers	are	needed	to	build	web	sites	or	design	mobile	applica-
tions.	Writers	with	journalism	or	communications	training	are	often	more	adept	
than	 researchers	 at	 plain-language	 communication.	 If	 the	 dissemination	 plan	
calls	 for	 interactive	 strategies,	 should	 facilitators	 or	 knowledge	 brokers	 be	
recruited?	 Even	 if	 specialists	 are	 not	 needed,	 all	 dissemination	 plans	 require	
human	resources	for	successful	implementation.	When	writing	a	dissemination	
plan	for	a	grant	proposal	it	is	important	to	demonstrate	that	the	people	involved	
can	successfully	implement	the	plan.	It	is	not	essential	that	all	decisions	about	
expertise	are	made	collaboratively,	but	the	project	team	may	wish	to	consider	if	
there	 are	 staff	 within	 the	 knowledge	 user	 audience	 organizations	 that	 could	
assist	with	the	dissemination	activities.	Knowledge	users	will	have	insight	into	
the	 human	 resource	 implications	 of	 specific	 dissemination	 strategies	 within	
their	organizations.	Remember	that	the	knowledge	users	are	themselves	experts	
on	how	knowledge	is	used	in	their	settings	(i.e.,	how	decisions	about	practice,	
programs,	 or	 policies	 are	 made	 and	 the	 role	 of	 research	 in	 these	 processes).	
Unlike	a	traditional	dissemination	plan,	in	a	coproduced	plan	there	is	significant	
overlap	between	audience	and	expertise.

Evaluate

Evaluating	 the	 outcomes	 of	 the	 dissemination	 strategies	 will	 tell	 the	 project	
team	if	they	have	succeeded	in	meeting	their	knowledge	translation	goals	and	
potentially	reveal	impacts	resulting	from	evidence	uptake.	Not	all	dissemina-
tion	plans	have	to	include	an	evaluation.	Again,	this	investment	of	time	and	
resources	must	be	appropriate	for	the	scale	of	the	dissemination	plan.	Process	
evaluation	 can	 help	 teams	 to	 manage	 complex,	 multi-stage	 dissemination	
strategies,	 ensuring	 that	 activities	 roll	 out	 as	 planned.	 Evaluation	 is	 also	 an	
opportunity	to	build	the	knowledge	base	on	the	effectiveness	of	different	dis-
semination	strategies.	The	decision	to	evaluate	or	not	should	be	made	collabo-
ratively.	The	reasons	for	wanting	to	evaluate	may	differ	between	the	knowledge	
users	and	researchers	on	the	team.	For	example,	the	evaluation	results	could	
help	knowledge	users	to	justify	to	their	organizations	the	amount	of	time	they	
have	invested	in	the	project.	Another	benefit	of	evaluation	could	be	the	contin-
uation	 of	 the	 researcher	 and	 knowledge	 user	 partnership.	 It	 extends	 and	
strengthens	 the	 shared	 investment	 in	 achieving	 the	 goals	 set	 out	 at	 the	
beginning	of	the	plan.
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FUTURE RESEARCH

Not	 enough	 research	 has	 been	 done	 on	 either	 the	 best	 practices	 in	 research	
coproduction	or	the	effectiveness	of	dissemination	strategies.	We	need	to	learn	
more	about	how	research	teams	apply	the	theory	of	coproduction	in	practice.	
The	 Integrated	 Knowledge	 Translation	 Research	 Network’s	 How We Work 
Together	 series	 of	 casebooks	 are	 beginning	 to	 pull	 back	 the	 curtain	 on	 how	
research	coproduction	is	operationalized	(McCutcheon	et	al.	2021).	This	work	
should	be	broadened	to	include	how	research	teams	apply	coproduction	to	the	
dissemination	 of	 research	 findings.	 For	 the	 time	 being,	 the	 hypothesis	 that	
coproduced	dissemination	is	more	effective	than	researcher-driven	dissemina-
tion	is	an	untested	one,	even	though	by	definition	coproduction	means	a	user-
designed	approach,	where	knowledge	products	are	tailored	to	needs,	expectations	
and	context	(Norman	2013).	Dissemination	planning	has	generally	been	under-
emphasized	 in	 the	 coproduction	 literature.	 We	 certainly	 need	 to	 learn	 more	
about	coproduction	as	a	 research	approach,	but	 the	 time	has	come	 to	 look	at	
how	coproduction	can	contribute	to	dissemination.

CONCLUSION

This	chapter	is	a	first	attempt	to	apply	the	research	coproduction	approach	to	
knowledge	dissemination.	In	the	knowledge	translation	field	we	have	best	prac-
tices	for	dissemination	and	detailed	guidance	is	available	to	assist	research	teams	
to	 prepare	 dissemination	 plans.	 Applying	 coproduction	 to	 these	 practices	 has	
the	 potential	 to	 achieve	 greater	 impact	 than	 the	 standard	 researcher-driven	
approach.	When	coproducing	dissemination	plans,	it	is	important	to	remember	
that	 coproduction	 achieves	 knowledge	 use	 by	 involving	 knowledge	 users	 in	
knowledge	production.	As	is	 the	case	when	coproducing	research,	knowledge	
users	should	have	meaningful	influence	over	the	key	decisions	made	when	dis-
semination	planning.	Coproduction	is	a	resource-intensive	process,	so	it	should	
only	be	applied	in	the	dissemination	of	researcher-driven	projects	when	the	evi-
dence	is	strong	and	there	is	a	high	potential	for	impact.
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4 . 3  Evaluating Research 

Coproduction
Research Quality Plus for Coproduction 
(RQ+ 4 Co-Pro)
Robert K.D. McLean, Ian D. Graham, and Fred Carden

Key Learning Points

•	 Mainstream	 methods	 of	 research	 evaluation	 are	 poorly	 aligned	 to	 the	
values	 and	 objectives	 of	 research	 coproduction.	 This	 undermines	 the	
potential	of	coproduction	and	coproducers.

•	 Reviews	of	 frameworks	 for	doing	and	managing	research	coproduction	
suggest	 these	 frameworks	 have	 limited	 success	 in	 supporting	 rigorous	
evaluation.	 Moreover,	 they	 lack	 scientific	 validation	 and	 grounding	 for	
evaluative	application.

•	 The	validated	Research	Quality	Plus	(RQ+)	approach	holds	three	tenets	
that	present	opportunities	to	strengthen	coproduction	evaluation.	These	
are:	1)	context	matters,	2)	quality	is	multi-dimensional,	and	3)	judgements	
must	be	empirical	and	systematic.
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•	 In	this	chapter,	the	three	tenets	are	tailored	for	evaluating	coproduction	
specifically.	 The	 result	 is	 a	 novel	 RQ+ 4 Co-Pro	 evaluation	 framework.	
The	authors	outline	the	framework	components,	describe	potential	uses	
and	 users,	 and	 how	 it	 will	 be	 trialed	 with	 an	 international	 sample	 of	
coproduction	projects.

•	 Establishing	legitimate	methods	of	coproduction	evaluation	will	require	
collective	action	and	the	participation	of	many.	RQ+ 4 Co-Pro	is	a	prom-
ising	and	practical	starting	place.	Try	it	out	and	share	your	experience.

INTRODUCTION

Research	coproduction	offers	great	promise	for	science	and	society.	The	mean-
ingful	 integration	 of	 people	 into	 research	 can	 lead	 to	 ethical	 science	 (Lavery	
2018;	NESTA	2018;	Wicks	et	al.	2018),	rigorous	science	(Chambers	2015;	Crocker	
et	 al.	 2018;	 Duncan	 and	 Oliver	 2017;	 Rose	 2004),	 the	 translation	 of	 scientific	
results	 into	 action	 (McLean	 and	 Tucker	 2013),	 and	 the	 scaling	 of	 science-
informed	 actions	 into	 optimal	 impacts	 for	 people	 and	 society	 (Gargani	 and	
McLean	2017;	McLean	and	Gargani	2019).

This	book	raises	many	important	arguments	and	proposals	for	doing	and	
improving	coproduction	research.	But	with	these	contributions	come	an	equal	
number	of	questions	and	challenges	for	coproducers	and	those	who	study	it.	
How	will	we	know	methods	of	coproduction	are	meaningful	to	both	research-
ers	 and	 knowledge	 users?	 That	 they	 welcome	 and	 accept	 different	 types	 of	
knowledge	 users?	 That	 they	 empower	 the	 researchers	 and	 knowledge	 users	
who	participate?	That	they	uphold	the	same	scientific	standards	as	methods	
that	don’t	engage	users?	How	can	we	be	sure	they	value	local	knowledge	and	
ways	of	knowing?	Do	they	generate	desirable	impacts?	And	ultimately,	how	do	
we	address	confidence	in	the	quality	of	coproduction	research?

We	add	to	the	agenda	raised	in	the	other	chapters	of	this	book,	with	a	criti-
cal	approach	to	addressing	these	questions.	The	Research Quality Plus for Copro-
duction	 (RQ+ 4 Co-Pro)	 framework	 we	 present	 builds	 upon	 the	 work	 of	 the	
International	 Development	 Research	 Centre	 (IDRC)	 to	 develop	 and	 validate	
the	Research	Quality	Plus	(RQ+)	approach	(McLean	et	al.	2021).	As	Boaz	sug-
gests,	there	is	a	significant	opportunity	for	coproducers	to	learn	from	the	experi-
ence	of	international	development	where	participatory	and	engaged	approaches	
to	knowledge	generation	have	been	employed,	promoted,	and	valued	for	some	
time	 (Boaz	 2021).	 Here,	 we	 take	 up	 Boaz’s	 challenge	 and	 we	 adapt	 RQ+	 for	
coproduction;	 and	 in	 doing	 so,	 articulate	 a	 unique	 and	 practical	 evaluation	
framework.	Our	initial	focus	is	placed	on	its	use	for	evaluation	because,	in	our	
view,	rigorous	evaluation	is	an	essential	component	of	achieving	the	promise	of	
coproduction.	Later	in	the	chapter,	we	illustrate	how	RQ+	4	Co-Pro	might	hold	
similar	value	for	research	design	and	management.
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We	argue	that	RQ+ 4 Co-Pro	will	be	of	value	to	researchers,	funders,	jour-
nals,	universities,	and	research	organizations	who	teach,	hire,	and	institution-
alize	what	counts	as	good	science.	To	this	end,	we	highlight	uses	and	users	to	
exemplify	the	framework’s	potential.	It	is	our	hope	that	it	helps	build	the	evi-
dence	 base	 for	 coproduction	 as	 a	 valid	 and	 valued	 form	 of	 knowledge	
generation.

Roadmap

The	next	section	sketches	the	research	evaluation	landscape.	It	is	not	a	complete	
review	of	the	research	evaluation	field.	For	recent	reviews	see:	Curry	et	al.	(2020)	
and	Aubert	Bonn	and	Bouter	(2021,	July	19).	Our	purpose	is	to	provide	a	snap-
shot	 of	 the	 broad	 research	 evaluation	 domain	 and	 the	 challenges	 specific	 to	
coproduction.	In	the	following	section	we	introduce	the	RQ+	approach,	high-
light	the	potential	it	presents	for	improving	coproduction	evaluation,	and	then	
introduce	 the	 tailored	 adaptation,	 the	 RQ+ 4 Co-Pro	 framework.	 Finally,	 we	
describe	a	planned	 field	 test	of	RQ+ 4 Co-Pro	with	 the	Integrated	Knowledge	
Translation	Research	Network,	while	inviting	readers	to	rethink	and	transform	
how	we	judge	the	quality	of	research	coproduction.

OVERVIEW OF THE RESEARCH EVALUATION LANDSCAPE

The	shortcomings	of	the	mainstream	methods	of	research	evaluation	are	well	
known,	and	the	critique	is	well	documented	in	the	literature	(Aubert	Bonn	and	
Bouter	2021,	July	19;	Curry	et	al.	2020;	Hicks	et	al.	2015).	At	the	highest	level,	
the	critique	is	not	that	research	is	under-evaluated,	it	is	that	research	is	poorly	
evaluated.	 In	 this	 section,	 we	 address	 the	 domain	 as	 a	 whole	 and	 then	 cast	
light	on	the	specific	challenges	for	research	coproduction.	We	take	aim	at	the	
broad	 field	of	 research	evaluation,	mostly	because	our	understanding	of	 the	
literature	and	our	practical	experience	as	evaluators	indicates	an	overview	of	
these	 systemic	 challenges	 requires	 demonstration.1	 Specifically,	 we	 hope	 to	
initiate	collective	momentum	against	a	deeply	ingrained	stumbling	block	for	
our	practice:	coproduction	and	coproducers	are	being	judged	inappropriately	
and	ineffectively.

Two	recent	reviews	conclude	that	frameworks	that	might	support	the	evaluation	of	engaged	
research	exist,	however,	use	of	these	frameworks	is	fragmented	and	limited,	and,	is	not	related	
to	the	theoretical	strength	or	evidence-base	underpinning	the	framework	(Boivin	et	al.	2018a;	
Greenhalgh	et	al.	2019).	Here	we	outline	challenges	in	the	mainstream	research	evaluation	
system	in	order	to	make	the	case	for	concerted	uptake	and	experimentation	with	coproduc-
tion	tailored	frameworks.	In	Annex	4.3.A,	we	outline	how	we	have	structured	RQ+	4	Co-Pro	
to	build	on	the	lessons	of	these	reviews,	and	other	major	advances	in	the	literature.
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Research Evaluation at Large

Global	science	systems2	are	layered	with	gatekeeping	and	assessment.	The	delib-
erative	peer	review	method	is	most	widely	entrenched	–	as	our	scientific	peers	
make	decisions	about	what	 research	 is	 funded,	ethically	acceptable,	and	pub-
lished.	Next,	 these	assessments	are	aggregated	using	 the	analytic	approach	of	
metrics	 (most	 common	 being	 biblio-,	 alt-,	 innovation-metrics).	 These	 metrics	
are	gathered	and	interpreted	by	those	seeking	simplified	and	comparable	indica-
tors,	and	rest	on	the	arithmetic	manipulation	of	peer	review	processes	on	large	
scales.	 Their	 simplicity	 and	 clarity	 have	 granted	 them	 a	 position	 of	 relative	
authority	in	declaring	the	importance	of	a	researcher,	a	journal,	a	university	or	
research	 institution,	or	even	 the	work	of	an	entire	country,	 to	be	 in	a	certain	
domain.	Today,	these	metrics	are	used	to	make	decisions	about	who	gets	hired	
and	 promoted,	 what	 gets	 funded,	 university	 rankings,	 and	 how	 governments	
make	science	and	innovation	investments.	The	latest	development	in	research	
evaluation	is	the	research	impact	assessment,	or	RIA	(Russell	et	al.	2020).	The	
rise	of	RIA	has	been	driven	by	the	desire	of	governments,	universities,	funders,	
and	researchers,	to	demonstrate	the	social	and	environmental	benefits	of	their	
work	(Penfield	et	al.	2014).	Accordingly,	methods	of	RIA	look	beyond	the	scien-
tist	 and	 their	 productivity,	 and	 utilize	 frameworks	 such	 as	 the	 Canadian	
Academy	of	Health	Sciences’	 (CAHS)	Preferred	Framework	on	Investment	 in	
Health	Research	to	identify	areas	of	late-stage	benefit	that	categorize	the	value	of	
research	 into	 concepts	 of	 economic	 impact	 (such	 as	 drug	 sales)	 and	 health	
impact	 (such	 as	 reduced	 disease	 burden)	 (Canadian	 Academy	 of	 Health	 Sci-
ences	2009).	In	some	settings,	such	as	the	United	Kingdom,	RIA	is	now	a	central	
component	of	public	research	accounting	via	the	Research	Excellence	Frame-
work	and	 is	collected	and	reported	 for	 individuals	and	 institutions	across	 the	
country	(Higher	Education	Funding	Council	for	England	2021).

In	summary,	whether	by	deliberative,	analytic,	or	long-term	impact	assess-
ment	approaches,	research	evaluation	is	a	widespread	and	deep-rooted	compo-
nent	 of	 the	 global	 science	 system.	 But	 critiques	 of	 the	 status	 quo	 in	 research	
evaluation	are	mounting.	Around	the	world	an	interdisciplinary	response	is	tak-
ing	form	and	aims	to	push	the	global	science	system	to	rethink	our	approaches	
to	how	research	quality	is	defined	and	evaluated	(Belcher	and	Halliwell	2021;	
Belcher	et	al.	2016;	Curry	et	al.	2020;	DORA	2021;	Hicks	et	al.	2015;	Kraemer-
Mbula	et	al.	2020).

With	the	term	science	system,	we	refer	to	the	collection	of	actors,	institutions,	and	ideas	that	
together	comprise	the	dynamic	sphere	of	scientific	activity.	This	follows	from	the	notions	of	
László	(1972)	who	refers	to	science	as	a	“natural	cognitive	system.”	Using	the	systems	think-
ing	 classifications	 of	 Checkland	 (1999)	 science	 may	 be	 best	 described	 as	 a	 “designed	
abstract	system”.
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See	for	example	the	work	of	PCORI	(www.PCORI.org)	or	the	former	Knowledge	Translation	
Funding	 Program	 at	 Canadian	 Institutes	 of	 Health	 Research	 (CIHR)	 (McLean	 et	 al.	 2012;	
McLean	and	Tucker	2013)	for	examples	of	“Merit	Review”	in	practice.

Challenges for Research Coproduction Evaluation

Next,	we	summarize	how	research	evaluation	is	poorly	constructed	for	copro-
duction	specifically.	To	do	so,	we	use	the	three-paradigm	categorization	of	delib-
erative,	 analytic,	 and	 impact	 evaluation.	 We	 recognize	 these	 are	 not	 discrete	
categories	and	that	the	terminology	across	each	is	divergent	in	different	fields,	
disciplines,	and	geographies.

Deliberative Paradigm – Coproduction Limitations?

The	deliberative	peer	review	paradigm	relies	on	researchers,	not	users	or	benefi-
ciaries,	to	judge	a	proposal	or	a	project	in	terms	of	scientific	criteria.	With	few	
exceptions,3	 coproduction	 proposals	 are	 assessed	 by	 scientific	 peers	 not	
knowledge	 users.	 Further,	 they	 use	 scientific	 criteria	 to	 determine	 whether	 a	
study	is	ethical	for	participants	on	behalf	of	participants	and	if	a	study	contains	
publishable	results,	not	actionable	results.	In	our	view,	scientists’	expertise	can	
identify	the	knowledge	gaps	the	work	aims	to	fill	and	critique	the	strength	of	the	
methods	that	will	be	used	to	produce	it.	But	without	including	knowledge	users	
and	 other	 stakeholders,	 significant	 gaps	 persist,	 as	 knowledge	 users	 are	 best	
placed	 to	 assess	 the	 relevance,	 significance,	 utility,	 and	 potential	 impact	 of	
the	research.

Analytic Paradigm – Coproduction Limitations?

Metrics	are	biased	 toward	 fields	of	 research	 in	which	productivity	 in	creating	
output	is	paramount,	largely	via	the	scholarly	paper	published	in	a	peer-reviewed,	
indexed	journal.	Metrics	and	their	aggregations	tell	us	little,	if	anything,	about	
the	quality	of	the	engagement	of	users	in	a	project.	Neither	do	they	speak	to	the	
policy	or	practice	relevance	of	a	research	topic,	or	the	actual	implications	of	the	
work	 for	 intended	 beneficiaries.	 Moreover,	 they	 are	 largely	 blind	 to	 research	
results	that	fall	outside	the	indices	of	mainstream,	English-language,	academic	
journal	 publishing.	 Similarly,	 real-world	 impact	 resulting	 from	 coproduction	
typically	goes	uncounted	with	the	analytic	paradigm.

RIA Paradigm – Coproduction Limitations?

For	 coproducers	 whose	 aim	 is	 knowledge	 uptake	 and	 use,	 the	 RIA	 paradigm	
seems	 welcome	 at	 first	 glance.	 In	 some	 cases,	 the	 RIA	 may	 even	 privilege	
research	 coproduction	 which	 can	 be	 well	 positioned	 to	 accelerate	 the	 uptake	
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and	impact	of	research	by	knowledge	users.	However,	RIA	is	not	a	comprehen-
sive	solution	for	coproduction	quality	evaluation.	RIA	may	provide	a	meaningful	
measure	for	funders	and	organizations	whose	primary	concern	is	amplifying	the	
magnitude	of	 impact	they	can	demonstrate	and	communicate,	but	 it	does	not	
systematically	recognize	and	study	the	process	of	user	engagement	and	how	it	
can	set	a	course,	and	even	create	social	change	during	study	design	and	imple-
mentation	(Greenhalgh	and	Fahy	2015;	Russell	et	al.	2020).	Furthermore,	 the	
mismatch	between	research	funding	trajectories	(typically	one	to	five	years)	and	
research	 impact	 trajectories	 (typically	10–20	years)	 leaves	a	 significant	gap	 in	
our	knowledge	of	how	to	do	better	coproduction.4

In	response	to	these	challenges,	those	doing	coproduction	have	initiated	the	
search	 for	 more	 meaningful	 ways	 of	 judging	 the	 quality	 and	 impact	 of	 their	
work.	Boivin	et	al.	(2018b)	suggest	the	international	literature	investigating	the	
benefits	of	partnered	research	has	more	than	tripled	in	the	past	10	years.	Moreo-
ver,	reviews	of	coproduced	research	have	regularly	called	for	the	development	
and	trial	of	new	means	of	coproduction	evaluation	(for	example,	Beckett	et	al.	
2018;	Domecq	et	al.	2014;	Greenhalgh	et	al.	2019;	Hoekstra	et	al.	2020;	Jagosh	et	
al.	2012;	Jenkins	et	al.	2016;	Jull	et	al.	2019).

However,	the	most	recent	of	these	reviews	indicate	how	uptake,	validation,	
and	 scaling	 of	 coproduction-specific	 evaluation	 frameworks	 has	 been	 frag-
mented	and	limited	(Boivin	et	al.	2018a;	Greenhalgh	et	al.	2019).	For	practicing	
research	evaluators	and	coproduction	specialists	this	is	not	a	surprise.	Despite	
the	imminent	need,	it	is	challenging	to	construct	new	frameworks	for	evaluating	
the	quality	of	coproduction,	but	more	challenging	still	to	have	frameworks	stick	
in	the	already	busy	domain	of	research	evaluation	that	–	as	our	three-paradigm	
model	has	outlined	–	largely	overlook	and	undervalue	coproduction.	Addressing	
this	challenge	is	essential	if	research	coproduction	is	to	realize	its	full	potential.

In	 the	 next	 section,	 we	 introduce	 a	 possible	 solution,	 RQ+ 4 Co-Pro,	 and	
invite	 coproducers	 and	 coproduction	 scientists	 to	 experiment	 and	 improve	 it.	
Responding	to	the	reviews	of	Greenhalgh	et	al.	(2019)	and	Jull	et	al.	(2019),	RQ+ 
4 Co-Pro	offers	a	flexible	approach	and	a	menu	of	transferable	options	for	differ-
ent	users	and	uses.	We	hope	this	will	 facilitate	viable	and	responsible	scaling.	
Responding	to	Russell	et	al.’s	(2020)	salient	research	agenda	for	evaluating	pub-
lic	involvement	in	research,	RQ+ 4 Co-Pro	shines	a	light	specifically	on	power,	
potentially	negative	consequences,	and	encourages	adaptation	for	the	different	
rationales	and	values	that	underpin	different	coproduction	efforts.	Annex	4.3.A	
summarizes	how	RQ+ 4 Co-Pro	builds	on	these	and	other	recent	developments	
in	the	coproduction	literature	related	to	evaluation.

It	is	possible	the	RIA	approaches	will	facilitate	experiments	that	will	help	to	prove	or	disprove	
claims	about	the	value	of	coproduction.	And	if	so,	this	will	be	a	welcome	contribution.
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RQ+ 4 CO-PRO CAN LEARN, BENEFIT FROM, AND BUILD ON EXIST-
ING FRAMEWORKS, LESSONS FROM EXPERIENCE, AND SYSTEM-
ATIC REVIEWS.

Article/
Framework and 
Theoretical Lens

Recommendation/
Lesson

Lesson for RQ+ 4 Co-Pro

Kreindler (2018)
Integrated 
Knowledge 
Translation (IKT) 
lens

Accept context as 
inseparable component 
of a causal chainUse a 
realist evaluation 
approach to highlight 
context in evaluations 
of IKT

RQ+ 4 Co-Pro makes context a 
framework componentUse the three 
contextual factors of the framework 
to categorize and study context-
mechanism interactions

Ward et al. 
(2018)
Community-
based 
Participatory 
Research (CBPR) 
lens

Equity is critical to 
understanding CBPR 
process and impact for 
communities, and thus, 
should be in the 
foreground of 
evaluations and 
informed by various 
methods and 
instruments

 names sub-dimensions that prioritize 
and critically interrogate equity: 2.1. 
Inclusion of Local Knowledge and 
Ways of Knowing; 2.2. Trust, Power 
and Mutually Beneficial Partnerships; 
2.3. Intersectionality 2.4. Negative 
ConsequencesRQ+ 4 Co-Pro

Beckett et al. 
(2018)
Coproduction lens

Recognize social and 
transformational effects 
of coproduction, 
including both those 
that occur as a part of 
the research process 
(as a result of 
productive interactions) 
and those related to 
research results

RQ+ 4 Co-Pro sheds light on the 
process of engagement and utility of 
results, by naming both elements in 
specific quality dimensions of the 
framework (2 and 3), and by doing so, 
highlights “the hidden” relational and 
at times transformational benefits of 
coproduction
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THE RESEARCH QUALITY PLUS (RQ+) APPROACH AND THE 
NOVEL RESEARCH QUALITY PLUS FOR COPRODUCTION 
(RQ+ 4 CO-PRO) FRAMEWORK

To	construct	a	framework	for	evaluating	research	coproduction	we	begin	with	
the	work	of	the	IDRC	and	the	RQ+	Approach	(Lebel	and	McLean	2018;	McLean	
et	al.	2021).	RQ+	offers	a	validity	and	reliability	tested,	theory-informed	approach	
to	research	assessment	that	has	proven	capable	of	mitigating	challenges	associ-
ated	with	the	prevalent	evaluation	methods.	Several	of	these	advantages	are	par-
ticularly	compelling	 for	coproduction	research,	and	we	will	unpack	 this	 logic	
next.	A	full	exploration	of	the	RQ+	Approach	and	its	use	at	the	IDRC	is	available	
in	McLean	et	al.	(2021).

We	 propose	 an	 adaptation	 of	 RQ+	 while	 keeping	 intact	 the	 three	 central	
tenets	of	the	approach.	To	our	knowledge,	this	chapter	presents	the	first	adapta-
tion	 of	 RQ+	 for	 a	 particular	 field	 of	 research.	 This	 is	 presented	 in	 three	 sub-	
sections.	We	address	the	three	tenets	of	the	RQ+	Approach	and	how	they	apply	
to	the	coproduction	field	specifically.	Second,	we	present	the	coproduction	adap-
tation,	RQ+ 4 Co-Pro,	outlining	a	set	of	contextual	 factors	and	quality	dimen-
sions	 that	 together	 present	 a	 novel	 framework	 for	 coproduction	 evaluation.	
Third,	we	suggest	possibilities	for	the	framework	in	designing,	managing,	and	
evaluating	research	coproduction.

Article/
Framework and 
Theoretical Lens

Recommendation/
Lesson

Lesson for RQ+ 4 Co-Pro

Boivin et al. 
(2018a)
Patient and 
Public 
Engagement lens

Increase scientific rigor 
of framework 
developmentInclude 
stakeholders in 
framework 
development.Improve 
accessibility of 
frameworks 
(understandability/
readability)

RQ+ 4 Co-Pro is derived from the 
validity and reliability tested, theory 
informed, RQ+ approachRQ+ 4 
Co-Pro will be tested in the IKTRN 
trial described, which will be a 
stakeholder inclusive IKT effort.Ensure 
simple, clear, accessible publication in 
various formats and a well-developed 
sharing strategy.
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Three Tenets of the Research Quality Plus (RQ+) Approach

RQ+	is	an	approach	for	holistic	and	systems-oriented	research	quality	evalua-
tion.	As	McLean	and	Sen	(2019,	p.	124)	state:

RQ+	moves	beyond	traditional	measures	of	scientific	research	rigor,	to	
capture	 the	 multiple	 objectives	 that	 underpin	 the	 greater	 potential	 of	
research	for	society,	such	as	research	uptake	and	use,	capacity	strength-
ening	of	researchers	and/or	research	institutions,	and	the	legitimacy	of	
the	research	to	local	knowledge	and	demand.

To	accomplish	this,	the	RQ+	Approach	holds	three	tenets:	1)	context	matters,	2)	
accept	a	multi-dimensional	view	of	quality	aligned	to	the	specific	values	for	the	
work,	and	3)	utilize	a	systematic	and	empirical	evaluation	design	(McLean	and	
Sen	2019).	Here	we	summarize	each	tenet	and	note	the	implications	and	impor-
tance	for	coproduction.

Tenet 1 – Context Matters

Context	can	inhibit	or	enable	the	success	of	research.	Rather	than	isolating	or	
blinding	a	research	output,	project,	program,	etc.	from	its	context	during	evalu-
ation,	strive	to	understand	the	contextual	factors	that	cultivate	its	strengths	and	
weaknesses.	Contextual	 factors	may	be	 internal	 to	 the	research	effort	 such	as	
capacity	or	team	environments,	or	they	may	be	external,	such	as	political	envi-
ronments	or	maturity	of	the	research	domain	in	which	the	study	is	situated.

Why Does This Matter for Coproduction?

When	research	is	coproduced,	it	opens	the	science	to	new	stakeholders	and	their	
working	environments	and	cultures,	to	new	political	or	commercial	pressures,	
and	to	a	variety	of	challenges	and	opportunities	related	to	data,	methods,	and	
epistemology.	In	simplest	terms,	research	coproduction	is	influenced	by	the	con-
text,	 giving	 rise	 to	 the	 research	 questions,	 the	 operating	 context	 of	 both	 the	
knowledge	 users	 and	 the	 researchers	 involved,	 and	 the	 context	 in	 which	 the	
findings	will	be	used.

Tenet 2 – Research Quality Is Multi-Dimensional

Design,	manage,	and	evaluate,	using	a	multidimensional	view	of	research	quality	
that	is	aligned	to	the	values	and	objectives	of	the	research	effort	being	assessed.	
Scientific	rigor	is	essential,	but	it	should	be	balanced	alongside	all	objectives	for	
the	work.	In	the	case	of	coproduction	this	likely	includes	its	legitimacy,	salience,	
and/or	utility.	The	dimensions	that	are	selected	will	highlight	the	components	of	
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the	project	that	are	a	priority	to	the	research	and	help	the	evaluation	appraise	
the	complex	notion	of	research	quality	holistically.

Why Does This Matter for Coproduction?

With	attention	to	equity	and	fairness,	coproducers	are	required	to	embrace	the	
ways	 knowledge	 is	 produced,	 interpreted,	 and	 shared	 with	 users	 as	 they	 are	
central	 actors	 in	 the	 process	 and	 product.	 Accordingly,	 a	 robust	 and	 reliable	
evaluation	of	coproduction	research	must	embrace	the	multiple	dimensions	that	
underpin	and	drive	coproduction	quality.

Tenet 3 – Judgement of Research Quality Must Be Grounded in 
Empirical Evidence and Its Systematic and Transparent Appraisal

To	truly	understand	the	value	of	science,	mixed	and	multiple	sources	of	evidence	
are	needed,	and	these	must	be	weighed	against	one	another	to	inform	assessment.	
Rather	than	drawing	judgements	based	only	on	opinion,	evaluators	might	ask	
the	principal	 investigator	 (PI),	 the	knowledge	users,	 trainees,	or	 the	 intended	
beneficiary	of	the	effort	how	they	assess	its	value;	then	weigh	this	against	the	
bibliometrics	and	their	own	review	of	the	project.

Why Does This Matter for Coproduction?
Assessments	of	coproduction	quality	require	multiple	sources	of	evidence	and,	
in	particular,	the	experience/perspective	of	the	knowledge	user.

The Research Quality Plus for Coproduction (RQ+ 4 Co-Pro)  
Framework

Here	we	introduce	a	means	of	putting	the	RQ+	tenets	into	practice.	The	RQ+ 4 
Co-Pro	 Framework	 articulates	 specific	 contextual	 factors	 and	 quality	 dimen-
sions	which	bring	the	first	two	tenets	of	the	RQ+	Approach	to	the	experience	of	
research	coproduction	(Figure	4.3.1).	The	third	tenet	–	empirical	and	systematic	
data	collection	and	appraisal	–	will	be	tailored	and	published	in	the	protocol	for	
the	field	test	we	outline	in	Section	4	of	this	chapter.

Here	 we	 present	 the	 framework	 as	 though	 it	 were	 an	 evaluation	 tool	 for	
completed	coproduction	research.	After	its	initial	presentation,	we	outline	how	
it	may	be	applied	before,	during	and	after	coproduction	to	design,	manage,	and	
evaluate	the	coproduction	process.

RQ+ 4 Co-Pro	is	not	a	static	construct.	While	keeping	intact	the	three	ten-
ets,	we	encourage	readers	to	select	contextual	factors	that	best	describe	their	
research	environments,	and	to	re-imagine	the	quality	dimensions	to	align	with	
the	 values	 and	 mission	 of	 their	 coproduction	 agenda.	 Framework	 fluidity	 is	
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essential	if	we	hope	to	co-develop	a	more	rigorous	and	critical	means	of	meas-
uring	and	managing	quality.	As	our	contexts	and	values	evolve,	so	too	must	
our	evaluative	frameworks.	So	we	name	framework	components	(contextual	
factors	and	quality	dimensions)	that	we	hope	inspire	uptake,	experimentation,	
and	improvement.

RQ+ 4 CO-PRO (INFOGRAPHIC).
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1. Contextual Factors

Research	always	occurs	in	political,	economic,	sociological,	and	natural	settings.	
This	is	particularly	true	in	the	case	of	coproduction	(Kreindler	2018).	We	identify	
three	contextual	factors	that	can	be	monitored	and	categorized	in	a	coproduc-
tion	project	or	program	evaluation.	By	studying	 these	 factors,	users	of	RQ+ 4 
Co-Pro	 can	 learn,	 share	 experience,	 and	 cultivate	 enabling	 environments	 for	
coproduction	work.	In	the	more	immediate	term,	categorizing	research	context	
can	help	project	coordinators,	funders,	or	managers	understand	risk	factors	and	
identify	 mitigation	 strategies	 for	 individual	 projects	 or	 for	 monitoring	 project	
portfolios.	Classifications	of	context	are	done	independently	of	ratings	against	
the	quality	dimensions,	and	they	are	not	intended	to	modify	project	quality	rat-
ings.	One	categorization	is	not	meant	to	imply	“better	than”	another	categoriza-
tion.	 The	 three	 RQ+ 4 Co-Pro	 contextual	 factors	 are:	 1)	 Knowledge	 Use	
Environment;	2)	Research	Environment;	3)	Capacities	for	Coproduction.5

1.1 Knowledge Use Environment

This	contextual	 factor	addresses	the	absorptive	capacity	of	 the	knowledge	use	
environment.	This	typically	stems	from	the	broad	environment	and	culture	of	
the	knowledge	user	partner	and	then	manifests	for	the	coproduction	team.	The	
knowledge	use	environment	may	be	highly	empowering,	with	a	strong	appetite	
for	 research	 and	 evidence	 to	 inform	 policy,	 program,	 practice,	 or	 product	
improvement.	Here,	resources	and	incentives	will	encourage	and	reward	the	use	
of	evidence	in	decision-making.	Alternatively,	the	political	environment	may	be	
restrictive,	and	the	coproduction	team	faces	significant	barriers,	even	professional	
risks,	to	research	evidence	vis-à-vis	alternative	decision-making	approaches.	In	
a	 restrictive	 environment,	 resources	 and	 incentives	 do	 not	 support	 research	
uptake	and	use.

1.	 Restrictive 2.	 Unsupportive 3.	 Supportive 4.	 Empowering

1.2 Research Environment

This	 contextual	 factor	 addresses	 the	 environment	 in	 which	 the	 researcher	
partner(s)	in	the	coproduction	team	works.	In	some	circumstances	the	envi-
ronment	 may	 empower	 coproduction	 as	 a	 valid	 means	 of	 knowledge	

In	the	2021	IDRC	RQ+	Framework	there	are	five	contextual	factors.	Three	are	closely	aligned	
to	those	here,	given	some	tailoring	to	match	these	to	coproduction	specifically.	The	additional	
two	 contextual	 factors,	 “Data	 Environment”	 and	 “Maturity	 of	 the	 Research	 Field”	 are	 not	
included	in	RQ+ 4 CO-Pro	as	they	were	determined	to	have	less	immediate	alignment	with	
the	aims	of	coproduction.
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generation	 and	 provide	 researchers	 incentives,	 resources,	 and	 rewards	 for	
good	practice.	Alternatively,	coproduction	may	be	an	undervalued	or	dimin-
ished	 means	 of	 conducting	 science	 where	 researchers	 may	 be	 explicitly	 or	
implicitly	 discouraged	 from	 undertaking	 coproduction	 and	 thus	 put	 career	
progression	 and	 peer	 acceptance	 at	 risk	 by	 engaging	 knowledge	 users	 in	
their	research.

1.	 Restrictive 2.	 Unsupportive 3.	 Supportive 4.	 Empowering

1.3 Capacities for Coproduction

This	factor	categorizes	the	extent	to	which	the	research	places	focus	on	training	
and	developing	coproduction	practice	and/or	theory	amongst	researchers	and	
knowledge	 users.	 We	 track	 this	 contextual	 factor	 because	 coproduction	 is	 a	
new	 and	 emerging	 field,	 and	 nurturing	 the	 next	 generation	 is	 required	 for	
future	acceptance	and	sustainability.	When	the	focus	is	strong,	a	considerable	
amount	 of	 time	 and	 resources	 are	 devoted	 to	 purposefully	 and	 consciously	
developing	the	skills	of	junior	team	members	and	aptitude	for	coproduction	is	
envisaged	 as	 a	 positive	 result	 of	 the	 effort	 (amongst	 both	 researchers	 and	
knowledge	users).	Alternatively,	capacity	building	in	coproduction	may	not	be	
a	deliberate	part	of	the	research	effort.	This	is	identified	when	no	discernible	
resources	are	devoted	to	it,	and	the	only	viable	skill	development	opportunity	
for	researchers	or	knowledge	users	will	come	from	learning	by	doing.	This	may	
be	the	case	with	a	highly	experienced	or	beginner	coproduction	team.	Unlike	
the	 other	 contextual	 factors,	 Capacities	 for	 Coproduction	 does	 not	 denote	 a	
measure	of	risk.	This	is	not	an	outcome	measure.	It	is	a	measure	of	the	inten-
sity	of	the	effort.

1.	 No	Focus 2.	 Minimal	focus 3.	 Significant	focus 4.	 Strong	focus

2. Quality Dimensions and Sub-Dimensions

Any	judgement	of	research	quality	should	reflect	the	values	underpinning	that	
research	effort.	We	articulate	 three	dimensions,	and	eight	corresponding	sub-
dimensions	of	quality	that	reflect	broad	values	for	partnered	research.

Coproduction	 research	 must	 be	 scientifically	 robust,	 thus	 we	 begin	 with	
Scientific	Rigour,	a	non-negotiable	component	of	any	coproduction	effort.	The	
second	dimension	of	RQ+ 4 Co-Pro,	Research	Legitimacy,	highlights	four	sub-
dimensions	that	together	measure	the	fidelity	of	the	research	effort	to	the	envi-
ronment	 in	 which	 it	 occurs	 and	 the	 results	 it	 will	 produce	 for	 intended	
beneficiaries.	The	third	dimension,	Positioning	for	Use,	examines	the	relevance	
of	the	research	to	the	needs	of	users	and	the	openness	and	actionability	of	the	
process	and	results.
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In	 the	 RQ+ 4 Co-Pro	 Framework,	 these	 dimensions	 are	 not	 independent	
variables,	 they	 are	 interrelated.	 Yet,	 by	 disaggregating	 and	 allowing	 focus	 on	
each	component,	RQ+ 4 Co-Pro	highlights	and	brings	importance	to	the	alterna-
tive	and	diverse	qualities	that	ultimately	underpin	excellence	in	coproduction.	
For	our	purposes	the	dimensions	hold	equal	weight.	Other	users	may	choose	to	
weigh	dimensions	differently	in	order	to	increase	focus	on	challenging	or	signifi-
cant	components	of	their	work.	Table	1	presents	an	eight-point	rubric	for	assess-
ing	dimensions	in	the	frameworks:

Insufficient 
information to 
assess

Unacceptable Less than acceptable Good Very good

IIA 1 2 3 4 5 6 7 8

2.1 Scientific Rigor

The	 first	 dimension	 of	 research	 coproduction	 quality	 addresses	 the	 technical	
merit	and	demonstrable	excellence	of	the	research.	This	requires	an	examination	
of	 the	 project	 vis-à-vis	 the	 standards	 and	 expectations	 of	 the	 methodological	
approach	(qualitative	research,	clinical	trials,	statistical	methods,	ethnographic	
immersion,	for	example).	Meaningful	coproduction	partnerships	are	considered	
across	any	and	all	fields.	Yet,	this	part	of	the	assessment	must	be	considered	vis-
à-vis	the	intentions	of	the	work	and	the	fair	expectations	of	the	knowledge	user	
partners.	 In	 some	 circumstances	 engagement	 will	 be	 necessary	 from	 start	 to	
finish,	 in	 other	 cases	 knowledge	 users	 and	 researchers	 will	 have	 negotiated	
mutually	 beneficial	 terms,	 and	 these	 idiosyncrasies	 should	 be	 considered	 and	
examined	here.	The	dimension	is	represented	with	two	distinct	sub-dimensions.

2.1.1 Protocol
This	measure	of	quality	addresses	the	design	of	the	research	project	using	the	
accepted	best	practices	of	the	field.	It	examines	how	the	study	is	framed	in	the	
current	knowledge,	reproducibility	of	the	design,	how	methodological	standards	
are	met	or	exceeded	with	viable	innovations,	and	the	overall	design	openness.	
This	dimension	also	considers	 the	coproduction	process,	 including	when	and	
how	engagement	is	built	in.

2.1.2 Methodological Integrity
Refers	 to	 the	 technical	 fidelity	 of	 protocol	 implementation	 and	 research	
management	decisions.	This	will	include	how	principles	of	working	practice	are	
established	and	navigated	by	the	full	coproduction	team.	How	partnerships	are	



224 4.3 Evaluating Research Coproduction 4.3 Evaluating Research Coproduction 

managed	is	essential	throughout	each	part	of	the	process,	which	will	typically	
examine	issues	such	as:	(i)	research	questions	are	pursued	rigorously,	(ii)	ade-
quate	and	appropriate	data	collection	is	conducted,	(iii)	relevant	analysis	frame-
works	are	selected	and	applied	according	to	best	practice	and	knowledge	user	
needs,	(iv)	conclusions	are	grounded	in	data	collected,	(v)	and	clear	and	accurate	
presentation	of	results	in	light	of	knowledge	user	contexts	and	needs.

2.2 Research Legitimacy

Legitimacy	addresses	the	fidelity	of	the	research	to	the	context	in	which	it	is	or	
will	be	implemented.	In	the	context	of	coproduction,	legitimacy	includes	sub-
dimensions	related	to	fairness	and	meaning	in	knowledge	generation,	diversity,	
equity	 and	 inclusion,	 and	 meaningful	 relationships	 being	 created	 and/or	
sustained	between	all	partners	involved	in	the	coproduction	effort.	Specifically,	
Research	Legitimacy	is	represented	in	four	sub-dimensions.

2.2.1 Inclusion of Local Knowledge and Ways of Knowing
This	sub-dimension	addresses	the	degree	to	which	the	research	is	grounded	in	
the	reality	and	knowledge	base	of	 the	 intended	users	and	beneficiaries	of	 the	
work.	Exemplary	projects	will	ensure	scientific	methods	embrace	and	empower	
the	realities	of	local	ways	of	knowing,	existing	cultures,	and	norms	or	expecta-
tions	about	knowledge.	These	could	be	cultural,	commercial,	organizational,	or	
political	knowledge	localities,	depending	on	the	aims	and	context	of	the	project.	
Attention	 must	 be	 paid	 to	 decolonizing	 local	 standards	 from	 predominant	
scientific	 standards	 surrounding	 knowledge	 and	 evidence,	 and	 appropriately	
weighing	all	partners’	perspectives.

2.2.2 Trust, Power, and Mutually Beneficial Partnership
This	sub-dimension	examines	the	underlying	power	dynamics	of	the	research	
process,	specifically	examining	how	power	was	created,	shared,	and	sustained.	It	
also	 interrogates	 if/how	 the	 coproduction	 effort	 is	 designed	 and	 managed	 to	
address	the	needs	and	desires	of	all	parties	throughout	the	research	process.	A	
mutually	beneficial	partnership	does	not	mean	all	tasks	and	resources	are	shared	
equally;	 it	 means	 decisions	 about	 how	 tasks	 and	 resources	 are	 utilized	 are	
mutually	endorsed.

2.2.3 Intersectionality
This	sub-dimension	addresses	the	degree	to	which	the	research	takes	account	of	
the	varied	perspectives	underpinning	the	work	and	produces	equitable	processes	
and	outcomes	for	different	intersectional	connections	with	the	work.	Issues	of	
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diversity,	 equity,	 and	 inclusion	 are	 considered	 here.	 For	 a	 discussion	 of	 how	
these	 issues	 should	 be	 considered	 in	 the	 research	 coproduction	 process,	 see	
Chapter	2.2.	Very	good	research	will	be	sensitive	to	the	social	environment	in	
which	the	research	takes	place	and	cognizant	of	the	potential	biases	the	copro-
duction	team	bring	to	the	work.	Intersectionality	is	a	critical	element	in	each	of	
the	 design,	 conduct	 and	 implementation	 components	 of	 the	 work.	 The	
assessment	should	focus	on	the	extent	to	which	intersectionality	is	considered	
and	built	into	each	phase	of	the	project.	In	the	case	of	an	impact	assessment,	it	
may	examine	outcomes	for	varied	intersectional	groups.	In	the	case	of	a	needs	
assessment,	it	may	examine	whose	needs	are	being	considered	and	whose	are	
not,	or	how	they	are	being	valued	and	why.	No	coproduction	project	should	be	
blind	to	intersectional	considerations.

2.2.4 Attention to Potentially Negative Consequences
This	sub-dimension	refers	to	the	strategies	employed	in	the	coproduction	project	
to	 minimize	 and	 mitigate	 any	 negative	 consequences	 of	 the	 work,	 whether	
expected	 or	 unexpected.	 Negative	 consequences	 could	 include	 damages	 to	
individual	partners	or	their	organizations,	damages	to	participants,	adverse	out-
comes	 for	 beneficiary	 communities,	 or	 damages	 to	 the	 natural	 environment.	
Evidence	of	exemplary	performance	 is	 found	in	ethics	adherence	through	the	
research	 coproduction,	 but	 also	 in	 the	 way	 user/beneficiary	 relationships	 are	
managed	and	how	these	perspectives	are	valued	in	how	decisions	about	project	
progress	are	made.

2.3 Positioning for Use

Positioning	 for	 Use	 addresses	 the	 extent	 to	 which	 the	 coproduction	 process	
enhanced	the	likelihood	of	research	uptake	and	impact.	A	first	critical	element	
is	how	relevant	the	research	objectives	and	questions	are	for	the	intended	bene-
ficiaries	and/or	users	of	 the	work.	Second	is	 the	creation	of	audience-friendly	
and	open	access	research	outputs	and	results.	User	engagement	as	a	means	of	
facilitating	knowledge	translation	is	a	matter	of	scientific	rigor	in	coproduction:	
thus,	it	is	assessed	specifically	under	quality	dimension	one.

2.3.1 Relevance
This	sub-dimension	reflects	the	extent	to	which	the	research	takes	on	existing	
and	predominant	societal	or	practical	problems	of	relevance	to	knowledge	users.	
The	measure	examines	how	the	research	was	prioritized,	who	it	serves,	and	how	
widely	endorsed	the	needs	and	challenges	it	addresses	are	by	coproducers	and	
impacted	organizations	or	communities.
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2.3.2 Openness and Actionability
This	sub-dimension	addresses	how	research	is	conducted	and	how	results	are	
tailored	into	outputs,	products,	and	results	that	are	useful,	attractive,	and	under-
standable	for	knowledge	users.	The	usability	of	the	solution	generated	is	consid-
ered,	 and	 so	 is	 the	 presentation	 of	 the	 solution	 in	 an	 engaging	 format.	 This	
includes	how	openly	available	(open	access),	applicable,	tailored,	and	timely	the	
conduct	and	results	are	for	action.

3. Empirical Evidence and Systematic Appraisal

The	third	tenet	of	the	RQ+	Approach	is	the	systematic	and	empirical	design	of	
the	quality	assessment.

In	section	four	we	introduce	the	first	planned	application	of	this	framework.	
During	this	application,	the	team	will	coproduce	the	specific	data	collection	and	
valuation	strategy.	Keeping	in	line	with	the	RQ+	Approach,	this	application	will	
utilize	empirical	data	and	systematic	assessment	using	transparent	rubrics.	In	
the	above	sections,	we	have	provided	quantitative	rubrics	to	align	to	each	Con-
textual	Factor	and	Quality	Dimension	in	order	to	provide	a	simplified	image	of	
how	the	issue	can	be	assessed.	In	the	first	stage	of	the	pilot	application,	we	will	
co-develop	 the	 components	 with	 our	 user	 group,	 the	 Integrated	 Knowledge	
Translation	 Research	 Network,	 and	 create	 qualitative	 criteria	 related	 to	 each	
score	on	the	rubric	to	support	holistic	and	rigorous	assessment.	Accordingly,	we	
will	not	present	a	specific	proposal	for	data	collection	and	appraisal	here;	this	is	
beyond	the	scope	of	this	chapter.

How, When, and by Whom Might RQ+ 4 Co-Pro Be Applied?

RQ+ 4 Co-Pro	has	the	potential	to	support	the	design,	management	and	post-hoc	
evaluation	of	a	coproduction	research	effort.	In	other	words,	it	can	be	applied	
before,	 during	 and	 after	 research	 coproduction.	 It	 may	 be	 used	 to	 support	 a	
research	 project,	 program,	 or	 organization	 interested	 in	 improving	 coproduc-
tion.	Figures	4.3.2	and	4.3.3	outline	examples	of	potential	uses	and	users.

PUTTING THE FRAMEWORK INTO ACTION

Field Test

Over	 the	 course	 of	 2021–22	 the	 RQ+ 4 Co-Pro	 framework	 will	 undergo	 a	 trial	
implementation	 using	 a	 sample	 of	 Integrated	 Knowledge	 Translation	 Research	
Network	 (IKTRN)	 coproduced	 health	 research	 projects.	 The	 IKTRN	 is	 an	
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RQ+ 4 CO-PRO (USES).
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RQ+ 4 CO-PRO (USERS).

international	 network	 of	 health	 researchers	 and	 knowledge	 users	 who	 aim	 to	
advance	the	science	and	practice	of	research	coproduction	(Graham	et	al.	2018).	
Seeing	promise	in	RQ+ 4 Co-Pro	as	a	means	of	assessing	their	work,	but	also,	in	the	
importance	of	advancing	new	methods	of	valuing	coproduction,	the	IKTRN	has	
committed	to	fund	and	participate	in	this	field	test,	and	to	share	the	experience.
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The	objectives	of	the	project	are	to	test	the	components	of	the	RQ+ 4 Co-Pro	
Framework,	 understand	 the	 viability	 of	 its	 implementation,	 and	 identify	 and	
document	the	strengths	and	weaknesses	of	using	it.	The	study	will	be	a	copro-
duction	research	project	itself,	engaging	knowledge	users	from	the	IKTRN	man-
agement	and	others,	such	as	research	funders,	who	may	wish	to	better	evaluate	
funded	coproduction;	 journal	editors	 interested	 in	exploring	 the	approach	 for	
manuscript	review;	university	leaders	who	evaluate	and	promote	research	staff;	
and	trainee’s	learning	about	coproduction	theory	and	practice.

The	study	will	use	the	framework	described	in	this	chapter.	The	study	pro-
tocol	and	results	will	be	prepared	for	open	access	publication	and	in	simplified	
user-oriented	formats.

Join Us

Our	hope	is	that	the	RQ+ 4 Co-Pro	Framework	presented	in	this	chapter	inspires	
adaptations	and	implementation	trials	amongst	researchers,	funders,	publishers,	
universities,	 and	 other	 science	 systems	 actors	 with	 interest	 in	 better	 under-
standing	and	critically	evaluating	coproduction	work.

For	coproduction	research	to	meet	its	potential,	it	must	be	evaluated	accu-
rately	for	what	it	sets	out	to	do,	but	also,	systematically	and	scientifically.	RQ+ 4 
Co-Pro	 is	a	starting	place.	 It	 too	requires	critical	assessment	and	development.	
Join	 us	 and	 help	 to	 advance	 a	 more	 meaningful	 way	 of	 assessing	 coproduc-
tion	research.
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and Infrastructure
5.1 Researcher Coproduction 
Competencies and Incentives
Christopher R. Burton and Tone Elin Mekki

Key Learning Points

•	 Research	coproduction	requires	researchers	to	have	some	degree	of	com-
petency	in	stakeholder	engagement	and	creating	real-world	impact	from	
collaborative	research.

•	 Stakeholder	 engagement	 and	 creating	 impact	 complement	 the	 founda-
tional	 theoretical,	 methodological	 and	 technical	 grounding	 in	 a	
professional	or	academic	discipline.

•	 Research	 coproduction	 competences	 also	 build	 on	 transferable	 skills,	
such	 as	 communication,	 engagement	 and	 leadership,	 which	 research	
training	funders	are	increasingly	interested	in.

•	 Stakeholder	 engagement	 is	 a	 defining	 feature	 of	 coproduction,	 high-
lighting	that	there	are	requirements	of	other	stakeholders	in	research.
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INTRODUCTION

Our	starting	point	 for	 this	chapter	 is	 that	 there	are	competencies	 for	research	
coproduction	required	of	researchers,	and	which	augment	those	competencies	
associated	 with	 any	 disciplinary	 or	 methodological	 tradition.	 We	 provide	 an	
overview	 of	 what	 these	 competencies	 are,	 drawing	 on	 themes	 of	 mastery	 of	
research,	personal	effectiveness,	patient	and	public	involvement,	and	the	gener-
ation	of	impact.	These	themes	point	to	a	broad	base	of	competencies	of	research	
coproduction	which	have	yet	to	be	fully	integrated	within	policies,	systems	and	
incentives	to	drive	capability	building.	Although	research	coproduction	should	
not	be	limited	to	a	healthcare	context,	we	have	drawn	predominantly	on	litera-
ture	from	this	sector,	and	some	of	our	ongoing	work,	to	develop	our	thinking	
about	 what	 these	 competencies	 are,	 and	 how	 they	 are	 sustained	 with	 career	
development	strategies	and	frameworks.

We	focus	on	the	ambitions	of	research	coproduction	as	they	relate	to	increas-
ing	the	impact	of	investment	in	research	which,	particularly	in	the	health	and	
care	sectors	is	consistently	framed	as	a	global	priority.	If	research	coproduction	
has	stakeholder	engagement	at	its	core,	then	its	raison	d’être	has	to	be	increasing	
the	relevance,	utility	and	therefore	impact	of	the	coproduced	research.

Research	impact	is	associated	with	the	use	of	knowledge	in	practice	and	policy	
in	different	ways,	such	as	professional	behavior	change	or	policy	development,	but	
has	been	consistently	problematized	in	terms	of	a	gap	between	knowledge	genera-
tion	 and	 use.	 This	 gap	 has	 been	 presumed	 to	 result	 largely	 from	 differences	
between	knowledge	producers	(e.g.,	researchers)	and	knowledge	users	(e.g.,	policy	
makers	and	practitioners)	(Nutley	et	al.	2003).	This	position	neglects	the	fact	that	
many	 medical	 and	 health	 researchers	 are	 indeed	 practising	 clinicians,	 and	 the	
renewed	interest	 in	developing	structures,	such	as	researchers-in-residence	and	
clinical	academic	careers,	that	support	working	across	service	and	university	set-
tings.	More	fundamentally	it	is	challenged	both	through	the	emergence	of	a	more	
socially	constructed	view	of	the	“knowledge	gap”	in	which	knowledge	is	copro-
duced	with	and	between	stakeholders	to	maximise	its	impact	(Rycroft-Malone	et	
al.	2016b).	Research	coproduction	provides	a	new	lens	on	the	issue	of	impact	by	
foregrounding	 this	 throughout	 the	 knowledge	 production	 lifecycle	 through	 the	
engagement	of	stakeholders	and	the	systems	in	which	they	live	and	work.	This	
change	may,	of	course,	be	the	application	of	new	knowledge	in	discourse,	practice	
and	professional	behavior	change,	politics	and	policy	as	research	progresses	(Weiss	
1979),	and	is	implicitly	linked	to	the	improvement	of	processes	and	outcomes.

GUIDING FRAMEWORKS

An	established	framework	describing	the	competencies	for	knowledge	coproduc-
tion	is	lacking.	However,	we	can	draw	on	frameworks	that	have	been	developed	in	
research	policy	areas	that	are	aligned	with	research	coproduction	(see	Figure	5.1.1).



   Guiding Frameworks 235

Research Competence

Research	coproduction	builds	on	a	 foundation	 that	melds	 the	methodological	
and	 technical	 aspects	 of	 knowledge	 production,	 or	 research	 more	 generally.	
However,	thresholds	for	knowledge	and	technical	competence	may	resonate	dif-
ferently	across	a	 wide	 range	of	 stakeholders.	For	 example,	 the	 peer	academic	
community	may	have	a	collective	view	about	threshold	knowledge	and	skills	for	
research;	other	stakeholders	may	have	different	perspectives	on	this	issue.	Policy	
makers	and	service	managers	may	be	willing	to	draw	on	more	pragmatic	inves-
tigations,	 or	 those	 which	 meld	 different	 research	 designs.	 In	 these	 situations,	
research	 coproduction	 may	 be	 best	 served	 by	 a	 broader	 methodological	
knowledge	and	skillsbase.	This	does	not	necessarily	negate	 the	need	 for	deep	
expertise	as	making	appropriate	trade-offs	between	methodological	purity	and	
pragmatism	requires	additional	insight	and	understanding.

Transferable Skills

Alongside	 the	 development	 of	 a	 researcher	 within	 a	 given	 field,	 there	 is	 an	
increasing	focus	on	the	growth	of	transferable	skills	required	to	sustain	a	career	
as	a	researcher,	some	of	which	are	relevant	to	research	coproduction.

COMPETENCIES FOR RESEARCH COPRODUCTION.
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Concerns	have	been	expressed	by	a	range	of	stakeholders	about	the	ability	of	
postdoctoral	staff	 to	 thrive	as	employees	 in	diverse	and	dynamic	employment	
contexts	which	require	a	combination	of	technical	and	transferable	skills.	Within	
the	United	Kingdom	for	example,	doctoral	research	students	have	access	 to	a	
Researcher	Development	Framework	(RDF)	(Vitae	2010)	to	support	the	devel-
opment	 of	 transferable	 skills	 within	 their	 training	 and	 personal	 development	
programs.	Research	coproduction	is	reflected	in	the	“engagement,	influence	and	
impact”	domain	of	the	RDF.	This	domain	spans	(i)	the	communication	and	dis-
semination	of	research,	(ii)	aspects	of	working	with	others	(e.g.,	team	working,	
influence	 and	 leadership),	 and	 (iii)	 engagement	 and	 impact,	 framed	 across	
teaching,	public	engagement,	enterprise,	citizenship,	and	policy	work.

The	framework	is	organized	into	four	domains,	as	follows:

•	 Knowledge	and	intellectual	abilities,	or	the	requirements	associated	with	
the	doing	of	research	within	a	discipline

•	 Personal	effectiveness,	or	the	qualities	associated	with	being	an	effective	
researcher

•	 Research	governance	and	organization,	or	 the	aspects	of	good	research	
management

•	 Engagement,	 influence	 and	 impact,	 or	 those	 issues	 associated	 with	
building	impact	from	research.

The	framework	is	presented	as	a	generic	framework	for	development	as	research-
ers	develop	from	novice	to	more	experienced	and	expert	within	their	field,	and	
is	 now	 well	 embedded	 within	 the	 training	 offered	 by	 many	 higher	 education	
institutions	across	the	globe.

Working with Stakeholders

An	essential	element	which	must	be	 foregrounded	within	research	coproduc-
tion	is	stakeholder	engagement.	Health	policy	research	requires	researchers	to	
(i)	demonstrate	the	involvement	of	patients	and	the	public	 in	many,	 if	not	all	
aspects	of	their	research,	and	(ii)	increase	the	impact	of	knowledge	through	its	
implementation	in	practice	and	policy.	Training	programs	tend	to	focus	on	the	
appropriateness	of	involvement	of	patient	and	public	stakeholders	in	research	as	
the	“right	thing”	to	do	(see	for	example	INVOLVE	(2012)),	reflecting	a	range	of	
perspectives	 including,	 ethical	 dimensions,	 the	 publicly	 funded	 nature	 of	
research,	 and	 the	 potential	 of	 generating	 better	 quality	 research	 with	 more	
impact	(Boivin	et	al.	2018;	Wilson	et	al.	2015).

However,	research	coproduction	requires	engagement	with	a	much	wider	
group	of	stakeholders	and	groups,	each	of	whom	need	consideration	in	terms	of	
the	nature	of	their	engagement	with	the	focus	of	research.	Within	healthcare,	
these	 may	 include	 service	 users,	 professionals,	 managers,	 commissioners,	
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payers	and	policy	makers,	in	addition	to	broader	public	representatives.	Meth-
ods	such	as	system	mapping	can	be	used	to	 identify	stakeholders	 from	across	
different	constituencies,	and	many	applied	health	research	designs	focus	on	the	
proximity	or	otherwise	between	stakeholders	and	the	healthcare	practice.	Dam-
schroder’s	et	al.’s	(2009)	Consolidated	Framework	for	Implementation	Research	
locates	stakeholders	in	either	an	inner	or	outer	context.	Inevitably	some	stake-
holders	may	only	emerge	during	research	coproduction	as	knowledge	emerges	
of	the	context	in	which	the	research	is	being	conducted.	In	addition	to	being	able	
to	identify	important	stakeholders,	research	coproduction	requires	their	effec-
tive	engagement,	drawing	on	the	communication	and	relational	skills	referred	
to	above,	as	the	basis	for	partnership	working.

Creating Impact

The	 thesis	 developed	 within	 this	 chapter	 is	 that	 meaningful	 engagement	 of	
stakeholders	in	coproduction	generates	impact.	Increasing	the	impact	of	research	
is	at	the	core	of	a	range	of	movements	which	share	a	common	goal	within	health	
and	care	policy	and	practice:	ensuring	that	knowledge	is	as	close	as	possible	to	
the	points	of	decision-making.	These	include	evidence-based	healthcare,	imple-
mentation	(knowledge	translation,	knowledge	mobilization),	improvement	sci-
ence	to	name	three.	The	competencies	for	each	movement	reflect	its	particular	
interests	and	provide	different	perspectives	on	some	of	 the	competencies	 that	
may	be	relevant	for	research	coproduction.

For	example,	evidence-based	approaches	prioritize	the	use	of	best	available	
evidence	from	research	alongside	service	user	preferences	and	other	parameters	
such	 as	 cost.	 Competencies	 for	 development	 generally	 relate	 to	 evidence	
retrieval,	 critical	 appraisal	 and	 practical	 decision-making	 (Albarqouni	 et	
al.	2018).

From	the	perspective	of	implementation,	there	is	interest	in	both	the	synthe-
sis	of	evidence	from	research,	and	the	strategies	available	to	ensure	its	use	within	
practice	and	policy.	Strategies	include	the	development	of	knowledge	products;	
for	example,	clinical	guidelines	and	decision	aids,	which	meet	different	stake-
holder	needs,	dissemination,	education	and	training,	the	facilitation	of	change,	
and	 system-related	 incentives.	 The	 literature	 demonstrates	 both	 considerable	
variation	 in	 the	competencies	addressed	 through	education	and	 training,	and	
the	lack	of	an	evidence	base	to	underpin	the	development	and	delivery	of	capa-
bility-building	programs	(Davis	and	D’Lima	2020).

In	the	United	Kingdom,	Gabbay	et	al.	(2014)	have	written	extensively	on	
the	types	of	impact-related	knowledge	and	skills	from	an	improvement	science	
perspective.	Impact	in	this	sense	is	usually	associated	with	the	effectiveness,	
reliability,	or	acceptability	of	healthcare	processes.	Drawing	together	evidence	
from	several	studies	across	the	United	Kingdom,	they	conclude	that	effective	
improvers	possess	and	apply	an	assortment	of	knowledge.	This	 ranges	 from	
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the	possession	of	“local	knowledge”	which	enables	an	improver	to	gauge	the	
context	and	understand	the	values,	priorities,	concerns,	and	practices	of	a	pop-
ulation;	to	an	awareness	of	the	psychological	and	emotional	consequences	of	
change;	knowledge	of	the	research	process,	qualitative	and	quantitative	meth-
ods	and	data	analysis;	in	addition	to	aspects	of	sociology,	including	the	role	of	
professional	 identities	and	organizational	structure	and	hierarchies.	Compe-
tencies	linked	to	the	improvement	science	literature	also	concentrate	on	the	
use	of	an	array	of	technical	processes	and	tools	designed	to	deliver	improve-
ment-related	impact	associated	with	their	particular	“brand,”	including	Total	
Quality	 Management	 (Brannan	 1998),	 Lean	 (Toussaint	 and	 Berry	 2013),	 Six	
Sigma	(Schroeder	et	al.	2008)	and	the	Model	for	Improvement	(Langley	et	al.	
2009)	to	name	but	a	few.	The	“Habits	of	Mind”	provides	a	new	lens	on	compe-
tencies	for	improvement	work,	linked	to	operating	within	the	contexts	of	com-
plex	 systems	 (Lucas	 and	 Nader	 2015).	 In	 addition	 to	 a	 positive	 approach	 to	
learning	 and	 influencing	 others,	 dimensions	 of	 systems	 thinking,	 creativity,	
and	resilience	point	to	attributes	which	are	linked	to	dealing	with	complexity.	
Lucas	and	Nader’s	model	focuses	on	the	capabilities	of	individual	improvers,	
including	 tolerating	 uncertainty,	 accepting	 of	 change,	 connection-making,	
and	generating	ideas.

In	 summary,	 competencies	 for	 research	coproduction	can	be	drawn	 from	
different	conceptual	and	policy	areas,	inevitably	leading	to	the	development	of	a	
comprehensive	mix	of	potential	core,	general,	and	specific	domains.	The	transla-
tion	of	these	into	a	curriculum	framework	to	support	competency	development	
is	outlined	in	the	following	project.

EUROPEAN IMPLEMENTATION SCIENCE 
EDUCATION NETWORK

Improving	patient	and	service	user	outcomes	and	increasing	citizen	participa-
tion	in	the	use	of	knowledge	continues	to	gain	momentum	across	health	and	
social	 care.	 The	 European	 Implementation	 Science	 Education	 Network	
(EISEN)	was	funded	by	the	European	Union	through	its	Erasmus+	program	to	
identify	 associated	 competencies.	 These	 have	 directed	 the	 development	 of	
EISEN	 training	 programs	 that	 increase	 capacity	 and	 capability	 in	 aspects	 of	
research	 coproduction	 and	 the	 impact	 of	 research-based	 knowledge	
more	broadly.

The	program	commenced	with	 focused	reviews	of	 the	 literature,	 research	
policy	 evaluation,	 and	 stakeholder	 engagement	 within	 and	 across	 European	
nations	to	identify	an	overarching	curriculum	framework.	As	the	purpose	of	the	
scoping	 literature	 review	 was	 to	 inform	 the	 development	 of	 educational	 pro-
grams,	the	review	analysis	was	organized	around	three	major	areas,	knowledge,	



   European Implementation Science Education Network 239

skills,	and	attitudinal	capabilities.	The	task	of	elucidating	items	which	specifi-
cally	related	to	what	a	research	student	on	the	EISEN	program	needs	to	know	
was	 made	 more	 difficult	 by	 the	 way	 in	 which	 many	 of	 the	 subjects	 naturally	
overlapped	into	other	domains	of	skills	and	attitudes;	for	example,	knowledge	of	
research	methods,	and	principles	and	practice	of	coproduction.	Those	compe-
tencies	which	relate	to	research	coproduction	are	summarized	below.

Knowledge-Related Competencies

Alongside	collaboration	with	stakeholders,	appreciating	and	being	able	to	work	
with	different	knowledge	types,	and	recognizing	that	these	are	associated	with	
different	rules,	processes,	and	potential	impacts,	is	key	to	research	coproduction.	
Hidden	knowledge,	 such	as	 stakeholder	experience	and	professional	wisdom,	
can	emerge	from	the	contexts	in	which	research	is	coproduced.	Different	strat-
egies	are	required	to	surface	different	knowledge	types,	paying	attention	to	their	
authenticity	and	credibility,	and	to	synthesize	these	with	other	forms	of	relevant	
knowledge.

Knowledge-related	 capabilities	 identified	 through	 our	 scoping	 review	
work	 related	 to	 a	 wide	 range	 of	 formal,	 stakeholder,	 and	 context-related	
knowledge	 types	 which	 emerge	 within	 research	 coproduction	 (Table	 5.1.1).	
Although	 psychology	 and	 sociological	 thinking	 dominates,	 the	 knowledge	
base	is	increasingly	influenced	by	a	diverse	range	of	academic	disciplines,	the-
ories,	and	approaches.	The	inclusion	of	perspectives	from	the	design	sciences,	
arts,	 and	 humanities	 provides	 (i)	 new	 opportunities	 to	 revisit	 long-standing	
practical	and	policy	challenges	which	have	otherwise	been	resistant	to	change,	
and	(ii)	new	opportunities	to	engage	stakeholders	within	the	knowledge	work.	
For	example,	the	analysis	process	in	a	recent	evidence	synthesis	focusing	on	
the	adoption	of	low-value	health	interventions	drew	on	the	design	sciences	to	
explain	 how	 information	 displays	 can	 make	 low-value	 options	 difficult	 to	
select.	Thinking	about	cults	from	religious	studies	was	considered	to	under-
stand	the	emotional	connection	that	clinicians	may	have	with	some	ineffec-
tive	interventions	(Burton	et	al.	2021).

Research	 coproduction	 also	 extends	 thinking	 about	 context	 beyond	 the	
backdrop	to	the	design	and	conduct	of	research,	and	the	mix	of	barriers	and	ena-
blers	that	can	shape	the	implementation	of	knowledge.	Whilst	these	are	impor-
tant,	 knowledge	 creation	 should	 also	 be	 “negotiated,”	 influencing,	 and	 being	
influenced	 by,	 the	 context	 in	 which	 it	 is	 situated.	 Although	 context	 is	 multi-	
factoral	and	multi-dimensional,	the	systems	which	provide	structure	and	func-
tion	 to	 health	 and	 care	 services	 include	 multiple	 stakeholder	 groups	 with	
competing	 interests	and	varying	degrees	of	power.	Being	able	 to	work	within	
these	complex	systems	requires	at	least	some	insider	knowledge,	credibility,	and	
the	personal	skills	and	reserves	to	navigate	these	complex	systems	successfully.
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INDICATIVE KNOWLEDGE-BASED CAPABILITIES.

Knowledge 
capabilities

Description Relevance to Research 
Coproduction

Interdisciplinary 
knowledge

An appreciation of the research 
paradigms, theories and 
frameworks from disciplines that 
can be used within research 
coproduction.

Research coproduction 
requires that threshold 
indicators of the quality of 
the research itself are 
maintained.

Health Services 
Research

A multidisciplinary field of inquiry 
that provides a framework to 
examine healthcare organization 
and delivery and produce new 
knowledge and improvements for 
individuals and populations.

Within healthcare, the 
purpose of research 
coproduction is to generate 
solutions to problems and to 
improve health and 
wellbeing.

Systems 
knowledge

The configurations of services and 
activities with a purpose to 
promote, restore or maintain 
health, operating within a broader 
political, social, and geographical 
context.

Research coproduction 
requires insight into the 
systems which provide a 
content for the 
understanding of a research 
challenge, and the 
engagement of stakeholders

Public and lay 
knowledge

Experiential knowledge and 
expertise that generates different 
insights for research coproduction.

Research coproduction 
generates and values 
different sources and types 
of knowledge.

Local knowledge Contextualized, insider knowledge 
of organizations and the 
behaviors and beliefs, cultural 
values, priorities, and norms of 
stakeholders.

Research coproduction 
generates and values 
different sources and types 
of knowledge.

Implementation Theories, models and frameworks 
that summarise understandings 
about how knowledge, usually 
research-based, can have the 
greatest impact in policy and 
practice.

Research coproduction 
draws on knowledge of 
implementation to shape 
and enhance impact.

Skills-Related Competencies

There	is	consensus	that	those	working	in	coproduction	require	honed	interper-
sonal	 skills	 including	 high-level	 communication	 skills,	 agility	 across	 different	
policy,	organizational	and	professional	boundaries,	and	the	ability	to	engage	rel-
evant	 stakeholders	 in	 authentic	 ways	 (Table	 5.1.2)	 to	 drive	 coproduction	 and	
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embedded	impacts.	Negotiation	skills	are	encompassed	in	the	skill	set	described	
as	“soft	skills.”	The	emphasis	is	that	this	descriptor	is	soft	in	name	rather	than	
nature,	 as	 working	 through	 “the leadership, structures and political wrangles 
involved in achieving genuine and lasting improvements can call for real tough-
ness’	(Gabbay	et	al.	2014).	Navigating	multiple	boundaries	can	have	implications	
for	 individuals	 in	 terms	of	encountering	conflict,	which	 requires	 resilience	 to	
work	towards	reconciliation,	negotiation,	and	progress.

INDICATIVE SKILLS-BASED CAPABILITIES.

Skills capabilities Description Relevance to Research 
Coproduction

Working with 
multiple 
communities

The ability to work across 
disciplinary, organizational, 
professional, and political 
boundaries to engage relevant 
stakeholders.

Requires navigating and 
bridging boundaries, 
including research and 
practice, different 
organizations, professions, 
groups, and other social 
entities.

Leadership and 
political skills

Understanding the system, 
managing vested interests, 
navigating and exploiting power 
bases, shrewd timing of 
interventions, listening to, and 
taking into account other 
people’s views

Embedded within 
stakeholder perspectives, 
research coproduction is a 
political act requiring 
negotiation and 
establishing common 
ground.

Research and 
analytical skills

Critical thinking, creative 
thinking, collectively learning 
how to improve healthcare.

Within any research 
framework, research 
coproduction requires skills 
to collect, analyse and 
interpret data in ways 
which generate new 
insights into improvement.

Communication 
skills

Conveying information to 
another person or groups 
effectively to help facilitate the 
sharing of information and 
knowledge between people.

Requires the ability the 
communicate different 
types of information 
effectively with multiple 
audiences.

Facilitation of 
change

Change agency, knowledge 
brokerage, championing, 
influencing, facilitation, and 
mobilizing resources for change.

Research coproduction 
should generate different 
impacts over time, which 
need supporting as part of 
the coproduction process.
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Leadership	 is	key	both	 to	 the	creation	of	a	 learning	culture	and	receptive	
context	of	organizations	and	systems	in	which	knowledge	is	used,	and	as	a	delib-
erate	strategy	to	support	 the	 facilitation	of	research	 impact.	Whilst	 leadership	
can	be	viewed	as	a	set	of	practices	or	skills	which	can	be	taught,	it	also	infers	a	
characteristic	or	quality	possessed	by	an	individual	who	leads	by	example,	and	
develops	 personal	 influence	 to	 galvanize	 individuals,	 communities,	 and	
resources	around	partnership	working	and	research	coproduction.

The	practice	of	research	coproduction	is	inherently	interdisciplinary.	Over-
all,	there	is	a	consensus	that	embedding	an	interdisciplinary	ethos	and	fostering	
the	boundary	spanning	skills	of	those	engaged	in	facilitating	research	impact	is	
key	(Kislov	2018).	Leadership	skills	and	attitudes	are	also	the	hallmark	of	knowl-
edge	 champions,	 knowledge	 translation	 brokers,	 mentors,	 and	 other	 change	
agents	 who	 play	 a	 crucial	 role	 in	 motivating	 and	 sustaining	 engagement	 in	
research	coproduction	activities.	The	role	of	leadership	as	a	desirable	and	benefi-
cial	quality	of	those	who	succeed	in	generating	change,	sustaining	improvement	
and	 cultivating	 a	 culture	 of	 knowledge	 impact	 is	 well-documented,	 and	 is	
strongly	linked	to	traits	including	personal	influence,	supporting	the	learning	of	
others	 through	mentoring	relationships,	and	the	possession	of	well-developed	
networks	and	relationships.

Possessing	 an	 understanding	 of	 the	 influence	 of	 contextual	 factors,	
including	the	ability	to	identify	and	assess	barriers	and	enablers	to	impact,	is	
widely	recognized	as	an	essential	researcher	skill	for	research	coproduction.	
Aligned	to	this	is	the	ability	to	tailor	knowledge	to	local	needs,	engage	rele-
vant	stakeholders,	and	work	with	multiple	communities.	These	skills	dove-
tail	with	the	ability	to	synthesize	and	translate	knowledge	into	appropriate	
formats,	tailor	it	to	the	needs	of	specific	target	audiences,	mobilize	the	neces-
sary	 resources	 to	 initiate	 and	 sustain	 change,	 and	 ultimately	 support	 the	
impact	of	knowledge.

Attitude-Related Competencies

The	third	dimension	of	competency	relates	 to	 the	affective	domain:	 the	atti-
tudes	that	should	be	demonstrated	by	those	engaged	in	research	coproduction.	
This	domain	determines	the	way	in	which	an	individual	should	“be”	in	terms	
of	 behavior	 and	 value	 (Table	 5.1.3).	 The	 literature	 is	 less	 specific	 about	
this	domain.

Possessing	a	spirit	of	 inquiry	and	being	willing	and	able	to	learn,	through	
reflection,	learning	from	others,	and	by	participating	in	learning	communities	or	
communities	of	practice,	is	also	core.	Gabbay	et	al.	(2014)	identified	assertive-
ness	as	a	characteristic	of	those	involved	in	creating	impact	from	research;	simi-
larly,	 Pereira	 and	 Creary	 (2018)	 highlight	 personal	 resilience	 as	 a	 necessary	
attribute.	Being	orientated	to	service	user	or	stakeholder	perspectives	and	taking	
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a	value-driven	approach	are	also	recognized	as	important	features	of	those	who	
undertake	research	coproduction.

Whilst	capturing	the	knowledge	and	skills	in	which	proficiency	is	expected	
has	been	comparatively	straightforward,	defining	the	qualities	for	coproduction	
is	less	clear	cut.	This	is	due	in	part	to	the	way	in	which	those	items	identified	as	
representing	the	affective	often	overlap.	For	example,	the	concept	of	leadership	
occupies	both	the	skills	domain	(it	can	be	taught),	and	the	attitudes	domain	(it	is	
a	quality	recognized	as	important	in	those	who	lead	by	example	and	influence	
the	thinking	and	behavior	of	others).	Likewise,	being	multidisciplinary	in	one’s	
approach	to	research	coproduction	could	be	described	as	a	state	of	mind,	whereas	
it	overlaps	with	possessing	the	skills	to	work	across	boundaries	and	professions.	
As	it	currently	stands	there	is	no	definitive	set	of	qualities	or	traits	that	have	been	
proposed	and	this	domain	remains	under-explored	and	under-articulated;	more	
work	is	required	to	develop	and	define	what	is	the	qualitative	hallmark	of	a	com-
petent	coproductive	researcher.

INDICATIVE ATTITUDE-BASED CAPABILITIES.

Attitude 
capabilities

Description Relevance to Research 
Coproduction

Values-driven Being motivated and driven by core 
social, emotional, psychological or 
beliefs, qualities and opinions that 
are important to individual, shared, 
collective or organization concerns.

Research coproduction can 
be set within multiple and 
competing contexts which 
need reflecting and 
honoring.

Person-centered Placing patient and people at the 
center of decision-making, planning, 
designing, delivering, coproducing 
interventions, ideas, tools, products, 
services, policies etc.

Research coproduction 
requires a willingness to 
engage with the concerns 
of others.

Committed to 
impact

A spirit of inquiry closely linked with 
the motivation and desire to change 
and improve issues for individuals 
and society, possessing an 
approach and disposition that 
motivates and support others to 
change and achieve.

Research coproduction is 
concerned primarily with 
change and the resolution 
of health-related 
challenges.

Commitment to 
personal 
development

Commitment to developing the skills 
and mechanisms for learning and 
self-care in stressful or demanding 
situations.

Research coproduction can 
be messy, requiring a 
willingness to tolerate 
uncertainty, learn, and 
persevere.
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DEVELOPING RESEARCH COPRODUCTION COMPETENCIES

Drawing	the	EISEN	curriculum	themes	together	points	to	some	key	consider-
ations	for	the	development	of	competencies	for	researchers	engaging	in	copro-
duction.	 Research	 coproduction,	 through	 its	 engagement	 in	 the	 worlds	 of	
multiple	stakeholders,	is	messy.	It	may	bring	some	degree	of	uncertainty	associ-
ated	 with	 different	 stakeholder	 agenda,	 the	 personal	 demands	 of	 affecting	
change	through	negotiation,	and	persuasion	engagement	in	policy	and	practice.	
From	a	methodological	perspective,	it	requires	a	willingness	to	balance	the	need	
for	 research	 rigour	 within	 the	 more	 turbulent	 and	 less	 controlled	 contexts	 in	
which	research	coproduction	will	occur.

Our	thinking	points	to	a	generalist	profile	of	research-related	competencies	
and	theoretical	insights	research,	but	with	greater	focus	on	the	political	and	per-
sonal	skills	to	create	impact.	Supporting	the	development	of	research	coproduc-
ers	will	inevitably	challenge	the	ways	in	which	research	training	is	organized,	
how	and	where	it	is	provided,	and	the	criteria	that	govern	access	to	that	training.	
In	addition	to	exposure	to	credible	training	in	research	methodology,	students	
will	need	to	develop	a	sufficient	degree	of	credibility	with	different	stakeholders,	
probably	best	obtained	through	immersion	in	different	aspects	of	the	health	sys-
tem.	If	this	is	the	case,	there	should	be	the	potential	for	trainees	to	have	refined	
some	of	these	personal	and	political	skills,	or	at	the	very	least	be	able	to	demon-
strate	the	potential	to	build	these	through	professional	development	programs.

Typically,	entry	to	research	training	programs	has	been	dependent	on	the	
student’s	curiosity	towards	their	topic;	indeed,	this	would	seem	to	be	key	to	help-
ing	students	deal	with	inevitable	problems	they	will	encounter	along	the	way.	A	
more	 coproductive	 context	 for	 research	 training	 will	 inevitably	 mean	 some	
degree	of	flexibility	in	students’	underpinning	research	programs,	as	these	will	
need	to	be	responsive	to	different	stakeholder	perspectives	and	interests.	Those	
supporting	capability	building	will	need	to	draw	on	different	strategies	to	sup-
port	students’	perseverance.	The	preparation	for	our	EISEN	programs	indicates	
that	research	coproduction	is	rarely	the	guiding	framework	in	which	research	
training	programs	are	organized;	there	are,	of	course,	some	that	have	potential,	
and	which	have	been	aligned	with	integrated	knowledge	translation	in	Canada	
(Sim	et	al.	2019).	Less	use	of	didactic	 teaching	methods	and	opportunities	 for	
students	 to	 work	 together	 to	 explore	 the	 different	 contexts	 in	 which	 their	
research	coproduction	is	located	seem	to	be	key	through;	for	example,	the	use	of	
problem-based	learning	and	reflection,	with	facilitation	of	interprofessional	and	
interdisciplinary	solutions	(Carlfjord	et	al.	2017).

Although	 there	 is	 renewed	 interest	 in	 interdisciplinary	 health	 research,	
research	methodology,	methods	and	practices	are	generally	set	within	a	broader	
disciplinary	tradition.	Research	capability	building	approaches	have	essentially	
consisted	of	a	doctoral	apprenticeship	in	which	students	are	immersed	within	
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the	tradition	in	a	supervisory	relationship	with	a	more	experienced	academic.	
Although	knowledge	and	technical	competencies	will	have	an	element	of	speci-
ficity,	 the	 aim	 of	 an	 apprenticeship	 is	 a	 sufficient	 degree	 of	 independence	 on	
which	a	career	within	the	discipline	can	be	built.

Universities	have	traditionally	held	research	at	the	core	of	frameworks	and	
processes	for	academic	promotion.	The	degree	to	which	these	frameworks	value	
particular	types	of	research	will	be	dependent	on	national	research	policy,	and	
the	 weighting	 attached	 to	 different	 factors	 such	 as	 journal	 rankings	 and	 /	 or	
methodological	quality.	More	recently,	some	national	 funders	have	raised	the	
visibility	of	impact	as	an	indicator	of	research	quality.	It	is	inevitable,	then,	that	
universities	are	likely	to	pay	less	attention	to	academic	or	professional	scholar-
ship,	enterprise,	or	knowledge-exchange	activities	as	vehicles	for	academic	pro-
motion.	Some	academic	staff,	of	course,	have	dual	roles	in	services;	for	example,	
as	a	clinical	academic.	Here,	it	can	be	more	complicated	to	navigate	the	path-
ways	 to	 financial	 rewards	 and	 academic	 promotion,	 as	 service	 organizations	
may	place	greater	value	on	the	generation	of	more	specific	and	local	knowledge	
and	impact.

The	 clinical	 academic	 role	 is	 well	 established	 in	 some	 professional	 disci-
plines,	 most	 notably	 medicine.	 However,	 policy	 efforts	 to	 focus	 attention	 on	
maximizing	the	return	on	investment	in	applied	research	have	generated	a	wide	
range	 of	 roles	 and	 opportunities	 which	 support	 working	 across	 practice	 and	
research	 boundaries.	 Examples	 include	 fellowship	 and	 similar	 programs	 that	
provide	specific	boundary-spanning	opportunities,	often	linked	to	defined	and	
time-limited	projects,	and	“in-residence”	roles	(Marshall	et	al.	2016).	Here,	an	
individual	with	typically	very	different	worldviews	and	skills	spends	time	within	
a	host	organization	to	challenge	thinking	and	practices,	and	to	support	change.	
Although	 additional	 benefits	 for	 researchers	 appear	 less	 clear,	 evaluations	 of	
programs	to	bridge	research	and	practice	through	shared	organizational	archi-
tectures	have	indicated	the	potential	for	positive	emotional	rewards	and	oppor-
tunities	for	career	progression	(Rycroft-Malone	et	al.	2016a).

CONCLUSION

Knowledge	 coproduction	 provides	 a	 new	 lens	 on	 the	 issue	 of	 impact	 by	 fore-
grounding	this	throughout	the	knowledge	production	cycle	through	the	engage-
ment	of	stakeholders	and	the	systems	in	which	they	live	and	work.	This	change	
may,	of	course,	be	the	application	of	new	knowledge	in	discourse,	practice	and	
professional	behavior	change,	politics	and	policy	as	research	progresses	(Weiss	
1979),	and	is	implicitly	linked	to	the	improvement	of	processes	and	outcomes.

There	 is	 a	 distinct	 set	 of	 competencies	 for	 research	 coproduction	 which	
cover	a	range	of	core,	common,	and	specific	issues	relating	to	knowledge	work.	
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Coproduction	should	not	be	associated	with	any	one	research	methodology,	
but	competence	within	 the	methodologies	used	 is	 core.	Other	competencies	
reflect	two	key	dimensions	of	coproduction,	including	engagement	with	stake-
holders	in	their	systems,	and	building	impact	from	research.	These	competen-
cies	are	broader	than	common	transferable	skills,	which	are	often	aligned	with	
traditional	research	training	programs,	and	which	seek	to	ensure	that	research	
postgraduates	have	a	sufficient	degree	of	“rounding”	to	thrive	in	the	workplace	
and	broader	economy.	Specific	competencies	are	associated	with	the	ability	to	
effect	change	and	impact	in	the	contexts	of	research	implementation;	we	argue	
that	these	competencies	can	also	be	useful	for	research	coproduction	efforts.	
Implementation	 research	 is	 generating	 an	 evidence	 base	 for	 some	 of	 these	
competencies;	for	example,	facilitation.	However,	the	wider	change	manage-
ment	 literature	 points	 towards	 inter-disciplinarity,	 cross-boundary	 working,	
creativity,	systems	thinking,	and	political	and	emotional	intelligence	as	essen-
tial	competencies	for	research	coproduction.	Embedding	coproduction	within	
the	systems	that	sustain	training	and	careers	in	research	requires	a	refreshed	
suite	of	curricula,	and	the	development	of	incentive	systems	which	prioritize	
real-world	impact.

FUTURE RESEARCH

There	are	broader	research	priorities	which	will	focus	on	the	relative	merits	of	
research	coproduction,	and	which	will	highlight	conceptual	and	methodological	
difficulties	to	be	resolved.	From	the	perspective	of	the	competencies	proposed	
for	research	coproduction	within	this	chapter,	these	require	investigation	within	
the	real	world,	and	across	the	academic	and	policy	domains	in	which	a	copro-
ductive	stance	on	research	is	developing.	Are	there	specific	thresholds	of	compe-
tence,	and	what	combinations	of	competence	are	most	appropriate	for	research	
coproduction	challenges	of	different	scope	and	scale?	How	may	competence	best	
be	 developed	 over	 time,	 and	 over	 the	 course	 of	 coproduction	 programs?	 The	
development	of	researchers’	competencies	for	research	coproduction	will	require	
a	 fresh	 analysis	 of	 researcher	 training	 programs	 and	 systems,	 alongside	 the	
rewards	 and	 incentives	 that	 promote	 these	 across	 research,	 policy	 and	 prac-
tice	contexts.
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5 . 2  Trainees and Research Coproduction
Christine Cassidy, Emily Ramage, Sandy Steinwender, and Shauna Best

Key Learning Points

•	 Many	 research	 trainees	 do	 not	 receive	 formal	 training	 in	 research	

coproduction.
•	 Research	 coproduction	 offers	 several	 benefits	 to	 trainees,	 knowledge	

users	and	supervisors,	including	valuable	experiential	learning	opportu-
nities	and	more	relevant	and	useful	research	findings.

•	 Despite	these	benefits,	particular	attention	should	be	paid	to	the	potential	
challenges	in	research	coproduction	related	to	partnership	structure	and	
function,	level	of	engagement,	and	resources.

•	 Facilitators	 of	 trainee	 research	 coproduction	 include	 being	 flexible	 and	
adaptable	 to	 knowledge	 user	 needs	 and	 context,	 building	 trusting	 rela-
tionships,	and	leveraging	existing	research	partnerships.

•	 Developing	research	coproduction	skills	 is	not	a	simple,	 linear	process;	
research	 coproduction	 is	 an	 iterative,	 continuous	 learning	 cycle	 where	
trainees	move	through	different	stages	of	expertise	to	become	true	part-
ners	in	research	coproduction.

•	 Further	research	is	needed	to	understand	the	most	effective	way	to	pre-
pare	 trainee	 researchers	 for	 coproduction	 and	 the	 effect	 coproduction	
training	has	on	trainees’	professional	development,	knowledge	user	out-
comes,	research	impact,	and	health	system	outcomes.

•	 To	address	these	questions	and	contribute	to	the	growing	literature	on	the	
science	 of	 research	 coproduction,	 we	 encourage	 trainees	 to	 monitor	 and	
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evaluate	their	coproduction	approach,	including	strategies,	activities,	level	
of	engagement,	and	knowledge	user	involvement	on	thesis	committees.

INTRODUCTION

This	chapter	focuses	on	the	trainee	experience	in	research	coproduction	and	is	
written	 from	 the	 perspective	 of	 trainees,	 knowledge	 users,	 and	 early	 career	
researchers.	There	continues	to	be	limited	guidance	to	enable	researchers	and	
knowledge	users	to	develop	expertise	in	relationship	building	needed	to	estab-
lish	meaningful	partnerships	(de	Moissac	et	al.	2019).	As	a	result,	researchers	
often	lack	an	understanding	of	the	health	system	context	and	skills	to	engage	in	
research	 coproduction.	 This	 can	 affect	 the	 development	 of	 positive,	 mutually	
beneficial	research	partnerships	(Bowen	et	al.	2019).

A	lack	of	knowledge	and	skills	(among	trainees	and	researchers)	needed	to	
co-produce	research	is	a	critical	gap	in	the	literature.	A	survey	of	PhD-prepared	
researchers	 highlighted	 unmet	 learning	 needs	 related	 to	 collaboration	 in	
research	during	their	training	(Kyvik	and	Olsen	2012).	Further,	previous	research	
explored	 Canadian	 health	 system	 leaders’	 perspectives	 on	 research	 collabora-
tions	and	found	that	researchers	often	 lack	an	understanding	of	how	to	work	
collaboratively	 within	 the	 health	 system	 context.	 Participants	 from	 this	 study	
identified	the	need	to	improve	academic	preparation	for	researchers	engaging	in	
health	services	research	partnerships	(Bowen	et	al.	2019).	Most	researchers	do	
not	have	the	opportunity	to	learn	how	to	participate	in	research	coproduction,	
yet	 they	 are	 expected	 to	 establish	 effective	 collaborative	 relationships	 with	
knowledge	users	(Nyström	et	al.	2018).	Similarly,	most	graduate	students	do	not	
receive	formal	training	in	collaborative	health	research	approaches	(Bornstein	
et	al.	2018).	As	a	result,	graduate	students	and	postdoctoral	trainees	who	con-
duct	research	coproduction	are	self-directed	and	must	seek	experiential	learning	
opportunities	 or	 receive	 mentorship	 from	 established	 researchers	 with	 copro-
duction	expertise	(Cassidy	et	al.	2020).

This	chapter	aims	to	address	this	gap	by	describing	the	trainee	(graduate	stu-
dent	and/or	postdoctoral	fellow)	experience	in	research	coproduction	and	identi-
fies	 key	 considerations	 for	 trainees,	 their	 supervisors,	 and	 knowledge	 users	
partners	for	undertaking	research	coproduction.	We	begin	by	providing	an	over-
view	of	the	literature	on	the	trainee	experience	in	research	coproduction.	Next,	we	
discuss	our	experiential	knowledge,	as	trainees	and	knowledge	users,	of	engaging	
in	research	coproduction	in	graduate	thesis	work,	postdoctoral	fellowships,	and	
using	research	coproduction	to	launch	a	research	career.	We	offer	practical	advice	
and	guidance	to	other	trainees,	their	supervisors,	and	knowledge	users	interested	
in	or	currently	engaged	in	research	coproduction.	Finally,	this	chapter	ends	with	
implications	for	future	research	and	practice	in	research	coproduction.
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TRAINEES AND RESEARCH COPRODUCTION: WHAT IS 
KNOWN FROM THE LITERATURE?

In	 an	 effort	 to	 understand	 the	 experience	 of	 research	 coproduction	 among	
trainees,	our	 larger	 team	of	 trainees	and	early	career	researchers	conducted	a	
scoping	review	that	aimed	to	map	and	characterize	the	available	evidence	related	
to	using	research	partnership	approaches	 from	the	perspectives	of	 trainees	 in	
thesis	and/or	postdoctoral	work	(Cassidy	et	al.	2021)	(C.	Cassidy,	work	in	prepa-
ration).	As	outlined	below,	preliminary	findings	from	this	review	highlight	the	
range	of	research	coproduction	approaches,	benefits,	and	impacts	to	the	trainee	
and	knowledge	user	partners,	as	well	as	challenges	and	potential	solutions.

Types of Knowledge Users and Research Context

The	 literature	 outlines	 a	 wide	 range	 of	 knowledge	 user	 partners	 engaged	 in	
research	coproduction	with	trainees.	Depending	on	the	study	context,	knowledge	
users	include	healthcare	consumers,	members	of	the	public,	community	leaders,	
healthcare	providers,	and	senior	leadership	in	healthcare	organizations.	Trainees	
have	engaged	with	these	knowledge	users	in	research	coproduction	in	a	variety	
of	contexts,	 including	community	and	public	health,	 Indigenous	health,	 rural	
health,	acute	and	chronic	care,	school	health,	and	mental	health.	While	a	variety	
of	different	terms	are	used	to	describe	the	research	coproduction	approach	(i.e.,	
integrated	knowledge	translation,	collaborative	research,	coproduction,	partici-
patory	action	research),	trainees	are	engaged	in	partnership	research	globally,	
including	 Canada,	 the	 United	 States,	 the	 United	 Kingdom,	 and	 Australia,	 to	
name	a	few	(C.	Cassidy,	work	in	preparation).

Research Coproduction Approach

Knowledge	 users	 play	 important	 roles	 throughout	 the	 research	 process	 from	
project	inception	through	to	knowledge	dissemination.	With	trainee-led	research	
described	in	the	literature,	the	level	of	knowledge	user	involvement	exists	on	a	
continuum	of	passive	involvement	to	extensive	collaboration	(C.	Cassidy,	work	
in	 preparation).	 At	 one	 end,	 knowledge	 users	 are	 engaged	 as	 co-researchers,	
whereby	they	assist	with	identification	and	validation	of	relevant	research	ques-
tions,	 develop	 recruitment	 and	 data	 collection	 approaches,	 interpret	 findings,	
and	develop	knowledge	translation	(KT)	strategies	(Boland	2018;	Hilario	2018).	
Second,	knowledge	users	may	be	engaged	through	an	advisory	council,	whereby	
they	provide	higher-level	 feedback	 throughout	 the	research	process	 (Cammer	
2018;	 Sanderson	 et	 al.	 2020).	 Lastly,	 ad	 hoc	 stakeholder	 engagement	 is	 also	
common,	 whereby	 knowledge	 users	 are	 not	 involved	 consistently	 throughout	
the	research	process	but	at	specific	decision	points	(Gowan	2017).	Despite	the	
involvement	of	knowledge	users	throughout	the	research	process,	it	is	not	clear	
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how	knowledge	users	have	been	involved	in	the	trainees’	thesis	committee	struc-
ture	and	the	impact	this	has	on	formal	thesis	guidelines.

Barriers and Challenges

The	barriers	 to	engaging	 in	research	coproduction	as	a	 trainee	are	well	docu-
mented	 in	 the	 literature	 (C.	 Cassidy,	 work	 in	 preparation).	 Knowledge	 users	
may	have	many	competing	priorities;	it	can	be	challenging	for	trainees	to	find	
the	 right	 balance	 of	 communication	 to	 keep	 knowledge	 users	 informed	 and	
engaged	in	the	process,	without	overloading	them	with	information	(Boland	et	
al.	 2020).	 Further,	 for	 trainees	 partnering	 with	 knowledge	 users	 within	 the	
health	system,	there	is	often	a	high	level	of	turnover	in	healthcare	organizations	
(Sanderson	 et	 al.	 2020).	 There	 can	 be	 challenges	 with	 continued	 engagement	
and	having	to	restart	partnership	development	with	new	staff	members	(Boland	
et	al.	2020;	Sanderson	et	al.	2020).	Time	is	consistently	reported	as	a	significant	
barrier	for	trainees	engaging	in	research	coproduction.	As	a	result,	challenges	
may	 arise	 related	 to	 scope	 of	 the	 research	 project	 and	 anticipated	 timelines	
(Sanderson	et	al.	2020;	van	der	Meulen	2011).	Studies	report	difficulties	in	devel-
oping	a	research	proposal	that	meets	the	needs	of	knowledge	users,	but	also	the	
timelines	 and	 graduate	 study	 requirements	 (Boland	 et	 al.	 2020;	 Khobzi	 and	
Flicker	2010;	Sanderson	et	al.	2020).

Facilitators

To	address	the	barriers	to	research	coproduction,	trainees	need	to	be	adaptable	
and	flexible	to	address	key	health	system	issues	and	maintain	relevance	of	the	
research.	Pre-existing,	well-established,	and	trusting	relationships	are	key	facili-
tators	to	success	(Cassidy	et	al.	2019;	van	der	Meulen	2011).	However,	it	can	take	
considerable	time	and	effort	to	develop	meaningful	partnerships	and	encourage	
efficient	collaborative	research	(Boland	et	al.	2020).	Supporting	and	maintaining	
knowledge	user	engagement	can	be	facilitated	by	creating	feedback	loops	(e.g.,	
staff	 meetings,	 presentations,	 newsletters,	 web-based	 discussion	 platforms)	
whereby	knowledge	user	input	in	decision-making	can	be	actively	sought	and	
included	in	the	decision-making	process	(Sanderson	et	al.	2020).

Impact/Outcome of Partnerships

Despite	evidence	of	the	positive	impact	of	research	coproduction,	there	is	limited	
empirical	evidence	on	the	effect	of	research	coproduction	for	research	trainees	
and	their	knowledge	user	partners	(C.	Cassidy,	work	in	preparation).	Although	
not	 formally	 evaluated,	 some	 trainees	 have	 described	 their	 experiences	 with	
research	coproduction	in	the	literature	(Haywood	et	al.	2019;	Nadimpalli	et	al.	
2016).	Trainees	report	that	coproduction	with	knowledge	users:	(i)	facilitates	the	
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research	 process,	 (ii)	 provides	 insight	 and	 contextual	 knowledge	 of	 organiza-
tional	policies	and	procedures	in	the	health	system,	and	(iii)	 facilitates	buy-in	
from	key	members	of	the	organization	(Boland	et	al.	2020).	Furthermore,	this	
level	 of	 knowledge	 user	 engagement	 helps	 support	 the	 project’s	 acceptability	
within	organizations	and	facilitates	recruitment	and	data	collection	(Boland	et	
al.	2020).	At	the	data	analysis	stage,	trainees	have	also	described	that	research	
coproduction	adds	richness	and	relevance	to	 their	research	findings.	By	culti-
vating	meaningful	partnerships	 throughout	 the	 research	process,	 a	 coproduc-
tion	approach	supports	the	sustainability	of	changes	in	the	healthcare	system	or	
community	 beyond	 the	 trainee’s	 project	 (C.	 Cassidy,	 work	 in	 preparation).	
Trainees	report	research	coproduction	to	be	a	worthwhile	and	rewarding	experi-
ence	that	increases	a	trainee’s	confidence	and	skills,	improves	access	to	organi-
zational	and	community	resources,	and	likelihood	of	impact	on	the	knowledge	
user	context	(Boland	et	al.	2020;	Khobzi	and	Flicker	2010).	Lastly,	engaging	in	
research	 coproduction	 as	 a	 trainee	 may	 increase	 likelihood	 of	 applied	 health	
research	 career	 opportunities.	 Preliminary	 reports	 from	 an	 evaluation	 of	 a	
Canadian	health	system-academic	training	program	for	doctoral	and	postdoc-
toral	 trainees	 has	 shown	 early	 indicators	 of	 successful	 career	 transitions	 into	
traditional	academic	and	applied	health	system	settings	(McMahon	et	al.	2019).

Implications and Recommendations from the Literature

Key	implications	and	recommendations	for	trainees	interested	or	engaged	in	
research	coproduction	include	developing	proposals	that	allow	for	an	emergent	
design,	adaptability,	and	flexibility	(C.	Cassidy,	work	in	preparation).	Further,	
previous	research	highlights	the	importance	of	identifying	and	working	with	
knowledge	users	early	in	the	process	and	consider	their	comments	and	contri-
butions	as	being	equal	 to	 those	 received	by	 researchers	 (Bengle	and	Schuch	
2018).	It	is	important	for	trainees	to	practice	humility	during	research	copro-
duction	by	acknowledging	their	positionality	as	an	outsider	and	take	the	time	
to	learn	about	the	context	and	culture	of	an	organization	or	community	(Bowen	
2020;	Cassidy	et	al.	2019).	Lastly,	a	key	recommendation	is	to	develop	a	mem-
orandum	of	understanding	or	document	 to	clarify	roles	and	responsibilities,	
co-authorship,	 copyright,	 and	 ownership	 of	 study	 findings	 (Bengle	 and	
Schuch	2018).

TRAINEE RESEARCH COPRODUCTION EXPERIENCE

Building	on	 the	existing	 literature,	 the	 following	section	 further	describes	 the	
research	coproduction	process	from	our	collective	experience	as	trainees	(doc-
toral	and	postdoctoral	 trainees)	and	knowledge	users	 (manager	of	a	pediatric	
clinical	unit).
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Rewards and Benefits

Research	coproduction	offers	many	rewards	and	benefits	for	research	trainees	
throughout	their	graduate	studies,	postdoctoral	fellowships,	and	when	launching	
a	career	in	an	academic	or	non-academic	setting.	Similarly,	there	are	additional	
rewards	and	benefits	for	knowledge	users	and	supervisors	who	support	trainees	
in	research	coproduction.

Experiential Learning Opportunity

From	 our	 experience,	 engaging	 in	 research	 coproduction	 at	 the	 outset	 of	
academic	 training	 offers	 trainees	 a	 rich	 experiential	 learning	 opportunity	 to	
form	 partnerships	 early	 in	 one’s	 academic	 careers.	 Trainees	 are	 able	 to	 build	
confidence	in	developing,	nurturing,	and	sustaining	research	partnerships	and	
facilitating	the	research	coproduction	process	(Gagliardi	et	al.	2016).	It	is	chal-
lenging	to	read	about	building	confidence	in	collaboration	from	a	textbook	or	
journal	article.	However,	experiencing	the	research	coproduction	process	gives	
trainees	 the	 lived	 experience	 and	 opportunity	 to	 grow	 their	 own	 knowledge,	
skills,	and	confidence.

For	 most	 trainees	 undertaking	 a	 coproduction	 process,	 this	 is	 their	 first	
introduction	to	applied	research	and	collaborating	with	knowledge	users.	Super-
visors	 provide	 trainees	 with	 mentorship	 and	 “real-life”	 experiential	 learning	
opportunities.	 These	 non-traditional	 academic	 skills,	 related	 to	 relationship	
building,	collaboration,	negotiation,	facilitation,	and	leading	and	working	with	
teams	are	crucial	 in	preparing	 trainees	 to	make	a	meaningful	contribution	 to	
applied	health	research.

Beneficial	learning	opportunities	are	not	restricted	to	trainees.	While	knowl-
edge	users	contribute	to	trainee	skill	development	by	providing	space	for	experi-
ential	 learning,	 there	 is	 mutual	 learning	 that	 occurs.	 Research	 coproduction	
offers	knowledge	users	the	opportunity	to	build	their	own	capacity	related	to	the	
research	process	and	evidence-informed	decision-making	(Gagliardi	et	al.	2016).	
These	mutual	gains	are	a	strong	incentive	for	all	members	to	engage	in	research	
coproduction	with	trainees.

Relevant and Useful Research Findings

Research	coproduction	generates	relevant,	timely,	and	useful	research	findings	
for	knowledge	users	(Hoekstra	et	al.	2020;	Jull	et	al.	2019).	From	our	experience,	
there	 is	 increased	 acceptance	 when	 trainees	 use	 common	 language	 to	 tailor	
information	 to	 knowledge	 user’s	 unique	 priorities	 and	 normative	 practices.	
Knowledge	users	and	researchers	are	able	 to	 share	 relevant	 research	 findings	
that	 directly	 apply	 to	 practice	 and	 decision-making.	 By	 being	 involved	 in	 the	
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research	coproduction	process,	knowledge	users	are	more	likely	to	adopt	the	evi-
dence	and	sustain	 its	use	 in	practice.	Trainees	and	supervisors	also	develop	a	
deeper	understanding	of	the	knowledge	user’s	perspective	on	the	topic.	In	turn,	
trainees	co-produce	more	meaningful	findings	and	can	see	the	direct	impact	or	
implications	of	their	work.	Further,	supervisors	can	support	efforts	to	decrease	
research	waste	and	guide	trainees	towards	making	meaningful	contributions	to	
their	discipline	and	knowledge	user	partners.

Advance Research Partnerships

Research	coproduction	helps	to	develop	lasting	relationships	and	networks	that	
may	extend	beyond	the	research	project	(Sibbald	et	al.	2019).	As	a	trainee,	taking	
time	 to	 cultivate	 meaningful	 research	 coproduction	 partnerships	 can	 lead	 to	
future	career	opportunities	beyond	your	training	period	that	may	inform	your	
future	research	agenda.	In	our	own	experiences,	new	research	questions	stem	
from	coproduction	projects	and	have	led	to	postdoctoral	fellowship	projects	and	
collaborative	programs	of	research	as	independent	scientists.	In	doing	so,	this	
may	take	you	down	a	path	of	inquiry	that	you	could	not	identify	in	the	literature	
and	may	be	more	relevant	in	the	real-world	context.

For	knowledge	users,	research	coproduction	with	trainees	provides	benefits	
to	developing	strong	networks	and	formal	partnerships	with	researchers.	Knowl-
edge	users	are	investing	in	working	relationships	with	future	researchers.	For	
supervisors,	involving	trainees	in	your	research	is	beneficial	as	it	assists	progres-
sion	 of	 your	 existing	 research	 partnerships	 and	 may	 catalyze	 new	 research	
coproduction	projects.

Expectations vs. Reality

The	realities	of	coproduction	do	not	always	match	initial	expectations	of	shared	
partnership	and	collaboration.	As	outlined	below,	trainees	should	consider	the	
pragmatic	realities	of	engaging	in	research	production	during	their	training.

Partnership Structure and Function

Research	partnerships	with	strong	working	relationships	are	critical	to	the	suc-
cess	 of	 coproduction.	 Ideally,	 trainees	 are	 embedded	 in	 a	 partnership	 and	
working	collaboratively	with	knowledge	users	throughout	the	research	process.	
However,	in	reality,	research	coproduction	is	not	always	smooth	and	linear.	Suc-
cessful	partnerships	take	time	and	humility	to	develop	(Bowen	2020;	Gagliardi	
et	 al.	 2016).	 Significant	 preparation	 is	 required	 to	 build	 the	 trust	 required	 to	
support	shared	decision-making	in	these	partnerships.	Research	coproduction	
aims	 to	 have	 all	 perspectives	 and	 expertise	 represented	 and	 valued	 equally.	
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However,	the	reality	of	shared	decision-making	means	there	will	not	always	be	
total	 agreement	 within	 the	 partnership.	 Such	 conflict	 can	 be	 challenging	 for	
trainees	 to	 navigate	 while	 maintaining	 working	 relationships	 and	 ensuring	
decisions	are	made	and	prioritized	appropriately.

Supervisors	play	an	 important	role	 in	guiding	 trainees	 through	the	some-
times	“messy”	realities	of	coproduction.	The	reliance	on	experiential	learning	to	
develop	coproduction	skills	means	trainees	are	often	learning	as	they	go.	Super-
visors	 should	 role-model	 facilitation,	 humility,	 and	 conflict	 resolution	 skills.	
Trainees	need	direction	and	guidance	on	how	to	engage	knowledge	users	and	
navigate	decision-making,	conflicts,	and	differing	opinions.	In	reality,	a	research	
coproduction	process	for	trainees	involves	many	discussions	and	debriefs	with	
supervisors	to	discuss	how	the	research	partnership	is	working	and	what	to	do	
differently	to	support	partnership	structure	and	function.

From	the	knowledge	user	perspective,	clearly	defining	roles	at	the	beginning	
of	a	project	is	not	always	realistic	due	to	the	iterative,	evolving	nature	of	copro-
duction,	particularly	if	knowledge	users	have	not	been	involved	in	research	pro-
jects	 before.	 In	 reality,	 knowledge	 users	 need	 individualized	 and	 sometimes	
substantial	 preparation	 to	 understand	 the	 research	 coproduction	 process	 to	
allow	 them	 to	 adequately	 and	 more	 accurately	 identify	 their	 role	 within	 the	
team.	Similarly,	clear	role	definition	is	needed	for	trainees;	knowledge	users	may	
provide	more	task-focused	roles,	as	opposed	to	treating	students	as	“researchers-
in-training”	and	supporting	them	to	learn	while	also	making	important	contri-
butions.	 Differences	 in	 power	 (or	 perceived	 power)	 can	 make	 shared	
decision-making	challenging.	Often	the	knowledge	user	may	perceive	a	power	
differential	from	the	lead	researchers	in	the	project	and	effort	needs	to	be	made	
to	 facilitate	 sharing	 of	 power	 and	 empowerment	 of	 knowledge	 users	 (e.g.,	 by	
reinforcing	 the	 coproduction	 approach,	 providing	 adequate	 training	 prepara-
tion).	Knowledge	users	may	not	be	aware	of	the	power	differential	and	leader-
ship	 roles	 between	 supervisors	 and	 trainees	 which	 may	 lead	 to	 increased	
responsibility	placed	on	the	trainee.

Engagement

Knowledge	users	should	be	involved	throughout	the	coproduction	process;	how-
ever,	there	are	factors	that	could	constrain	their	engagement.	Knowledge	users	
are	often	immersed	in	their	own	commitments	and	priorities;	participating	in	a	
research	study	may	be	seen	as	an	“extra”	project,	if	the	time	and	resources	allow.	
As	a	result,	not	all	knowledge	users	are	able	to	contribute	the	time	to	the	project	
that	would	be	optimal	(Gagliardi	et	al.	2016).	Constraints	specific	to	the	individual	
project	will	likely	be	experienced	and	efforts	should	be	made	to	understand	these	
early	in	the	process	so	they	can	be	addressed	to	ensure	genuine	partnership	is	
still	achieved.	Trainees	should	work	closely	with	their	supervisors	to	explore	the	
right	fit	with	a	knowledge	user.	Collectively,	the	research	team	should	clearly	
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define	roles	and	engagement	strategies	at	the	beginning	of	a	partnership	and	dis-
cuss	 the	 professional	 development	 focus	 for	 trainees.	 To	 sustain	 engagement,	
trainees	can	aim	to	provide	tangible	outputs	(evidence	briefs,	project	summaries)	
for	knowledge	users	throughout	the	project.

Unpredictability

Unlike	many	other	approaches	 to	 research,	 some	aspects	of	coproduction	are	
inherently	unpredictable	due	the	iterative	nature	of	the	process,	hence	the	need	
for	a	flexible	and	adaptable	approach	to	coproduction.

Some	knowledge	users	may	be	more	comfortable	with	unpredictability	due	
to	 the	nature	of	 fast-paced	decision-making	 in	 their	workplace.	Other	knowl-
edge	users	unfamiliar	with	the	demands	of	research	may	require	more	time	and	
support	to	optimize	their	experience	and	input	in	the	collaborative	research	pro-
cess	(Gagliardi	et	al.	2016).	It	 is	 important	for	knowledge	users	to	understand	
that	there	is	a	certain	level	of	structure	needed	for	trainees.	Marrying	the	expec-
tations	of	knowledge	users	and	trainees	can	be	challenging	due	to	their	differing	
priorities,	motivation,	or	other	work	or	personal	commitments	(e.g.,	thesis	com-
pletion	vs.	managing	a	clinical	 caseload).	The	 reality	 is	 there	may	need	 to	be	
compromises	made	by	the	knowledge	user	and	trainee	to	adapt	expectations	of	
the	project	(e.g.,	timelines,	outputs,	etc.).

Although	trainees	are	expected	to	develop	their	independence,	the	unpre-
dictability	of	engaging	in	research	coproduction	can	be	high-risk	for	supervisors.	
Knowledge	user	relationships	that	are	monitored	and	maintained	by	supervisors	
helps	to	prevent	any	negative	impact	on	the	overarching	research	program	part-
nership	and	subsequent	research	studies.	It	is	the	role	of	the	supervisor	to	main-
tain	 open	 lines	 of	 communication	 between	 the	 trainee,	 supervisor,	 and	
knowledge	user	to	troubleshoot	unanticipated	challenges	with	the	project.

Barriers and Facilitators

Team Structure and Decision-Making

Research	coproduction	requires	a	supportive	and	motivated	team.	It	is	critical	
that	thesis	and	postdoctoral	supervisors	support	the	coproduction	process	and	
value	the	 involvement	of	stakeholders	 throughout	the	research	study.	Ideally,	
trainees	can	set	themselves	up	for	success	by	seeking	out	supervisors	with	expe-
rience	 in	 research	 coproduction	 and	 are	 committed	 to	 the	 epistemology	 of	
	coproduction	 and	 true	 shared	 decision-making.	 Trainees	 should	 work	 closely	
with	their	supervisor	early	in	the	relationship	to	identify	the	role	coproduction	
will	 play	 in	 the	 trainee’s	 work	 and	 the	 level	 of	 supervisor	 expertise	 with	 this	
research	approach.	If	the	supervisor	is	not	supportive	of	coproduction,	trainees	
may	 benefit	 from	 a	 co-supervisor	 or	 committee	 member	 with	 coproduction	
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experience	 to	offer	 important	mentorship	 in	 this	area.	 If	a	supervisor	actively	
discourages	a	partnership	approach,	trainees	may	need	to	have	an	honest,	frank	
discussion	about	the	philosophical	differences	in	their	research	approaches.	In	
these	cases,	it	is	likely	best	to	seek	out	a	supervisor	with	research	coproduction	
experience.

Similarly,	 there	may	be	barriers	with	finding	the	appropriate	knowledge	
user	 for	 the	 thesis	 or	 postdoctoral	 project.	 Often,	 trainees	 have	 limited	 net-
works	or	pre-established	relationships	with	knowledge	users.	This	speaks	to	
the	importance	of	research	program	partnerships,	whereby	supervisors	have	
ongoing	working	relationships	with	knowledge	users	and	students	can	easily	
fit	into	existing	partnerships.	Supervisors	can	support	effective	team	structure	
by	 helping	 to	 formalize	 these	 partnerships	 between	 trainees	 and	 knowl-
edge	users.

Different	knowledge	users	have	different	preferences	 for	how	they	 like	 to	
receive	information	and	provide	input	into	decisions.	This	can	be	challenging	
for	 trainees	 to	 accommodate	 while	 working	 towards	 genuine	 joint	 decision-
making.	It	is	important	to	spend	the	time	at	the	outset	of	a	project	to	explore	how	
all	team	members	prefer	to	engage.	From	there,	co-develop	an	engagement	strat-
egy	(i.e.,	recurring	meetings,	brief	huddles,	email	summaries,	in-person,	or	tel-
econference	 meetings).	 Identifying	 the	 group’s	 preferred	 consensus	 building	
strategies	at	the	beginning	of	a	partnership	can	help	to	prevent	conflict	and	sup-
port	an	efficient	decision-making	process.	For	example,	teams	may	decide	to	use	
a	rank	and	scoring	approach,	discussing	strengths	and	weaknesses,	or	independ-
ent	voting	on	key	decision	items.

Time and Resources

The	 time	 required	 to	 develop	 and	 maintain	 research	 partnerships	 can	 have	 a	
significant	impact	on	trainee’s	timeline	to	thesis,	dissertation,	or	fellowship	com-
pletion.	Academic	programs	have	explicit	guidelines	for	completion	of	masters	
and	 doctoral	 studies.	 These	 graduate	 study	 guidelines	 are	 often	 rigid	 when	 it	
comes	 to	 timelines	 and	 required	 components	 to	 graduate.	 This	 can	 cause	
significant	stress	for	trainees	who	are	trying	to	meet	their	requirements	for	grad-
uation,	while	also	applying	a	 flexible	 research	coproduction	approach	 to	gen-
erate	 relevant	 and	 useful	 findings	 for	 their	 knowledge	 users.	 The	 supervisor	
plays	an	 important	 role	 in	helping	 trainees	 to	 find	a	balance	 in	 following	 the	
iterative	path	that	allows	for	adaptability	to	meet	knowledge	users’	needs,	while	
also	following	the	structured	thesis	guidelines	and	meeting	the	requirements	for	
successful	 completion.	Further,	 the	 supervisor	needs	 to	develop	clear	 lines	of	
communication	 with	 knowledge	 users	 to	 help	 them	 understand	 the	 learning	
component	of	a	trainee’s	academic	journey.	Frequent	communication	between	
the	 trainee,	 supervisor,	 and	 knowledge	 users	 to	 assess	 the	 trainee’s	 academic	
progression	 is	 needed	 to	 ensure	 timely	 completion,	 while	 also	 meeting	 key	
project	deliverables.
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Sufficient	resources	also	play	a	critical	role	in	research	coproduction	(Gagli-
ardi	et	al.	2016).	Unfortunately,	most	trainees	have	little	to	no	funding	to	support	
knowledge	 users	 on	 their	 teams,	 which	 impacts	 their	 ability	 to	 compensate	
knowledge	users	for	their	time	and	contributions	(i.e.,	providing	honorarium	to	
patient	partners	on	their	research	team).	Supervisors	can	support	their	students	
with	funding,	if	available,	to	provide	to	knowledge	users.	Trainees	can	also	apply	
for	small	grants	to	support	their	partnership	work.	If	funds	are	not	feasible,	fur-
ther	discussions	around	role	clarity	and	engagement	expectations	should	be	had	
to	develop	a	plan	that	meets	the	time	and	resources	available	to	knowledge	users	
and	ensure	adequate	engagement	in	the	research	process.	In	the	end,	the	project	
scope	and	outcomes	will	be	limited	by	the	constraints	of	the	project	(e.g.,	time,	
money);	 trainees	need	to	ensure	 they	prioritize	 the	project	 to	deliver	key	out-
comes	based	on	resources	available.

Meeting Knowledge User Needs

Trainees	primarily	focus	on	completing	their	thesis	or	dissertation	and	submit-
ting	a	manuscript	 for	publication.	That	 is	often	the	extent	of	 their	knowledge	
dissemination	activities.	However,	with	research	coproduction,	it	 is	important	
for	the	team	to	identify	and	develop	appropriate	knowledge	translation	products	
that	 target	 the	 relevant	 knowledge	 users	 and	 address	 knowledge	 user	 needs.	
Some	knowledge	users	have	tight	deadlines	and	are	involved	in	fast-paced	deci-
sion-making.	Additional	guidance	is	needed	to	support	students	with	meeting	
the	short-term	needs	of	 these	knowledge	users	but	ensuring	scientific	rigor	 is	
maintained	throughout	the	research	process.	It	is	helpful	for	trainees	to	have	an	
understanding	 of	 this	 context	 and	 identify	 time	 efficient	 outputs	 to	 support	
knowledge	 translation	 throughout	 the	 project.	 These	 types	 of	 dissemination	
activities	 could	 be	 in	 the	 form	 of	 presentation	 slides,	 findings	 tables,	 or	 info-
graphics	as	opposed	to	a	completed	manuscript	at	the	end	of	a	study.

CONSIDERATIONS FOR THE DEVELOPMENT OF RESEARCH 
COPRODUCTION SKILLS

Developing	research	coproduction	skills	is	not	a	simple	process	that	begins	and	
ends	 with	 reading	 this	 textbook.	 While	 our	 intent	 is	 for	 this	 chapter	 to	 be	 a	
valuable	starting	point	for	trainees,	we	recognize	that	research	coproduction	is	
an	iterative,	continuous	learning	cycle	where	trainees	move	through	different	
stages	of	expertise	to	become	true	partners	in	research	coproduction.	The	prac-
tice	of	research	coproduction	is	evolving	–	new	literature	and	empirical	evidence	
is	constantly	being	developed	and	disseminated.	It	is	important	for	novice	and	
more	 experienced	 researchers	 to	 continuously	 read,	 reflect,	 and	 practice	 the	
principles	of	research	coproduction.	Figure	5.2.1	depicts	a	continuous	research	
coproduction	development	process	of	learning,	doing,	and	becoming.
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Learning

Developing	 skills	 in	 research	 coproduction	 begins	 with	 learning	 the	 founda-
tional	knowledge	related	to	coproduction.	This	includes	exploring	the	literature	
on	 the	 history,	 approaches,	 values,	 and	 meanings	 behind	 coproduction.	 The	
other	chapters	in	this	book	are	a	good	starting	point	for	this	foundational	reading.	
The	learning	stage	also	includes	discussions	with	your	supervisor	and	actively	
defining	what	coproduction	means	to	you.	This	upfront	work	is	essential	before	
diving	into	a	partnership	with	a	knowledge	user.	If	omitted,	the	partnership	and	
subsequent	research	projects	could	be	negatively	affected.

The	learning	stage	should	also	focus	on	the	development	of	research	copro-
duction	skills.	Previous	research	has	identified	key	competencies	that	trainees	
need	 for	 applied	 health	 research.	 In	 2015,	 the	 Canadian	 Health	 Services	 and	
Policy	Research	Alliance	(CHSPRA)	developed	a	set	of	ten	enriched	core	compe-
tencies	(professional	and	traditional	competencies)	for	health	services	and	pol-
icy	research	training	to	increase	student	preparedness	and	potential	impact	in	a	
variety	of	workplace	settings	(Bornstein	et	al.	2018).	The	six	professional	core	
competencies	relate	directly	to	research	coproduction	skills,	including:	Leader-
ship,	mentorship,	and	collaboration;	Change	management	and	implementation;	
Interdisciplinary	 work;	 Project	 management;	 Dialogue	 and	 negotiation;	 and	
Networking	(Bornstein	et	al.	2018).	A	baseline	self-assessment	on	these	profes-
sional	 core	 competencies	 is	 a	 helpful	 starting	 point	 for	 trainees	 interested	 in	
developing	their	research	coproduction	skills.	As	you	move	through	the	doing	
and	becoming	stages,	you	will	have	opportunities	to	practice	these	skills	and	fur-
ther	develop	your	expertise	in	research	coproduction.

LEARNING PROCESS FOR RESEARCH COPRODUCTION SKILL 
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Doing

The	next	step	in	this	journey	is	starting	to	do	the	work	of	research	coproduction	
and	practicing	your	coproduction	knowledge	and	skills.	Doing	research	copro-
duction	is	gradual;	this	is	not	the	time	to	rush	into	a	partnership	with	a	knowledge	
user.	We	know	building	effective	and	meaningful	relationships	takes	time.	It	is	
important	in	this	stage	of	doing	to	start	observing	dynamics	and	conversations	
between	knowledge	users,	researchers,	and	the	context	that	the	knowledge	user	
is	situated	in.	This	can	happen	by	attending	meetings	with	your	supervisor	and	
knowledge	 user	 or	 observing	 staff	 meetings	 and	 patient	 advisory	 committee	
meetings.	Active	listening	is	critical	to	develop	an	understanding	of	the	context	
and	 factors	 influencing	knowledge	user	practice	and	decision-making.	 It	 is	at	
this	doing	stage	that	trainees	can	start	to	engage	with	knowledge	users	and	plant	
the	 seeds	 for	 relationship	 development,	 including	 trust-building,	 and	 have	
opportunities	 to	 develop	 their	 professional	 core	 competencies	 in	 a	 safe,	 sup-
portive	environment.

Becoming

As	trainees	develop	the	building	blocks	for	research	coproduction,	 they	reach	
the	 stage	 of	 becoming	 a	 true	 research	 partner.	 This	 involves	 practicing	 situa-
tional	 awareness,	 whereby	 you	 understand	 the	 contextual	 factors	 (i.e.,	 com-
peting	priorities,	organizational	culture,	knowledge	user	needs)	and	how	these	
factors	 play	 a	 role	 in	 the	 research	 coproduction	 process.	 Further,	 you	 have	
opportunities	to	foster	your	leadership,	mentorship,	dialogue,	negotiation,	and	
interdisciplinary	 skills.	 In	 the	 becoming	 stage,	 trainees	 must	 practice	 with	
humility,	and	understand	the	different	forms	of	expertise	and	the	role	of	each	
partner	 in	 the	 decision-making	 process	 (Cassidy	 et	 al.	 2020).	 This	 prevents	
researchers	 from	 seeking	 knowledge	 user	 input	 but	 disregarding	 it	 when	 it	
comes	time	for	decision-making.	Humility	goes	beyond	simply	communicating	
research	methods	and	findings;	it	speaks	to	the	need	for	respecting	diverse	per-
spectives	that	are	needed	to	address	complex	problems	and	being	responsive	to	
what	 is	 relevant	 to	 knowledge	 users	 (Bowen	 2020).	 This	 requires	 developing	
skills	and	confidence	in	group	facilitation	and	leadership	in	order	to	incorporate	
differing	opinions,	expand	on	critical	issues,	explore	the	nuances	of	the	practice	
or	policy	context,	and	be	flexible	to	respond	to	the	iterative	nature	of	research	
coproduction.	(Cassidy	et	al.	2019).	This	is	not	easy;	however,	in	the	becoming	
stage,	 trainees	 practice	 their	 facilitation	 skills	 and	 enable	 participation	 from	
all	partners.

This	 cycle	 is	 a	 continuous	 development	 process	 of	 learning,	 doing,	 and	
becoming.	Depending	on	the	knowledge	user	or	research	project,	you	may	find	
yourself	at	different	stages	of	development.	 It	 is	 important	 to	be	aware	of	 the	
skills	and	approach	needed	for	different	groups	of	knowledge	users.	Even	expe-
rienced	researchers	return	to	the	learning	and	doing	stages	to	further	develop	
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their	 ability	 to	 foster	 meaningful	 and	 sustainable	 research	 partnerships	 with	
knowledge	users.

Training Programs

Several	 training	 programs	 exist	 to	 provide	 trainees	 with	 experiential	 learning	
opportunities	 to	 move	 through	 the	 stages	 of	 learning, doing,	 and	 becoming.	 For	
example,	the	Canadian	Institutes	of	Health	Research	(CIHR)	Health	System	Impact	
(HSI)	Fellowship	was	designed	to	modernize	doctoral	and	postdoctoral	training	to	
better	equip	researchers	with	the	professional	and	research	skills	needed	to	address	
complex	health	system	challenges	(Canadian	Institutes	of	Health	Research	2018).	
HSI	 doctoral	 and	 postdoctoral	 research	 fellows	 are	 embedded	 in	 health	 system	
organizations	 to	 develop	 enriched	 core	 competencies	 (i.e.,	 project	 management,	
dialogue	and	negotiation,	change	management,	interdisciplinary	work)	(Bornstein	
et	al.	2018),	understand	the	intricacies	of	health	system	delivery,	and	partner	with	
members	of	the	health	system	to	support	relevant	research	efforts	(Canadian	Insti-
tutes	of	Health	Research	2018).	Similarly,	Mitacs	is	a	Canadian,	not-for-profit	orga-
nization	that	provides	research	training	opportunities	to	develop	trainee’s	research	
networks,	experience	and	professional	skills.	Mitacs	works	closely	with	industry	
partners	and	academic	institutions	to	pair	trainees	with	partner	organizations	on	a	
collaborative-research	project	(Mitacs	2021).	In	the	United	States,	Academy	Health	
developed	the	Delivery	System	Science	Fellowship	to	provide	experiential	learning	
and	professional	development	opportunities	for	postdoctoral	trainees	(Kanani	et	al.	
2017).	These	types	of	training	programs	offer	formalized	experiences	that	focus	on	
the	development	of	professional	skills	not	currently	emphasized	in	health	services	
doctoral	 training.	 An	 evaluation	 of	 the	 CIHR	 HSI	 Fellowship	 program	 found	
enhanced	core	competencies	for	many	HSI	fellows	included	developing	aptitude	in	
change	management,	leadership	and	collaboration,	and	dialogue	and	negotiation	
(McMahon	et	al.	2019).	Trainees	may	wish	to	consider	these	types	of	formalized	
training	programs	to	further	their	research	coproduction	skills	development	and	
better	support	 the	use	of	a	coproduction	approach	 in	 their	graduate	or	postdoc-
toral	research.

IMPLICATIONS FOR THE PRACTICE OF RESEARCH 
COPRODUCTION

Research	coproduction	is	primarily	relational	work	focused	on	understanding	a	
different	worldview	and	working	together	to	solve	a	problem.	Due	to	its	com-
plexity,	there	may	be	risks	in	attempting	to	provide	guidance	in	simple	resources	
such	as	a	“How	to”	checklist.	Table	5.2.1	provides	practical	advice	and	recom-
mendations	for	trainees,	supervisors,	and	knowledge	users	engaged	in	research	
coproduction	through	the	stages	of	learning, doing,	and	becoming.	While	these	
tangible	strategies	may	be	helpful	to	support	research	coproduction,	we	reiterate	
the	importance	of	self-reflection	throughout	the	process.
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FUTURE RESEARCH

Training Preparation for Research Coproduction

We	have	been	fortunate	to	stumble	upon	research	coproduction	in	our	graduate	
training	 and	 developed	 valuable	 skills	 and	 appreciation	 for	 coproduction	
through	experiential	learning	opportunities.	Similar	to	our	experience,	most	of	
the	trainee	research	coproduction	described	in	the	literature	are	one-off	projects,	
whereby	students	and	fellows	learn	about	coproduction	as	they	move	through	
their	programs.	Based	on	our	experience	in	“learning	as	we	go,”	we	recognize	the	
critical	importance	of	tailored	training	efforts	to	prepare	trainees	to	engage	in	
research	production.	While	some	training	programs	exist,	efforts	are	needed	to	
formalize	graduate	training	in	coproduction	to	reap	its	benefits	on	trainees,	the	
research	process,	and	the	health	system.

To	 move	 the	 needle	 forward	 in	 academic	 training,	 several	 gaps	 in	 our	
understanding	of	coproduction	need	to	be	addressed.	For	instance,	what	is	the	
most	effective	way	 to	prepare	 trainee	 researchers	 for	 coproduction?	Further	
work	is	needed	to	understand	what	coproduction	skills	should	be	taught	ver-
sus	what	skills	can	only	be	 learned	through	experience.	From	our	collective	
experience,	we	believe	trainees	in	the	learning	stage	can	review	existing	litera-
ture	on	key	competencies	for	collaborative	research;	however,	the	importance	
of	 experiential	 learning	 opportunities	 for	 coproduction	 skills	 development	
should	 not	 be	 underestimated.	 Trainees	 that	 are	 exposed	 to	 experienced	
researchers	 working	 in	 a	 coproduction	 approach	 with	 knowledge	 users	 can	
observe	coproduction	in	action	and	practice	skills	related	to	facilitation,	nego-
tiation	 of	 challenging	 conversations,	 conflict	 resolution,	 and	 sharing	 power.	
Providing	safe	learning	environments	for	trainees	to	practice	with	humility	are	
needed	to	foster	this	important	coproduction	skill	(Bowen	2020;	Cassidy	et	al.	
2020).	Currently,	many	applied	health	research	training	programs	are	optional	
and	not	formalized	in	the	traditional	academic	training.	Are	there	opportuni-
ties	to	embed	the	key	coproduction	competencies	into	academic	curriculum?	
Addressing	these	gaps	will	help	prepare	trainees	to	understand	how	to	engage	
in	an	effective,	respectful	and	efficient	way	with	knowledge	user.

Build the Empirical Knowledge Base on Research Coproduction

In	addition	to	academic	training,	there	is	a	need	to	build	the	empirical	scientific	base	
on	trainees	using	a	research	coproduction	approach.	What	effect	does		coproduction	
training	 have	 on	 trainee’s	 professional	 development,	 knowledge	 user	 outcomes,	
research	impact,	health	system	outcomes,	etc.?	To	address	these	questions,	empirical	
studies	are	needed	to	describe	the	strategies,	approaches,	and		interventions	on	how	
to	effectively	engage	knowledge	users	with	trainees	and	effects	of	this	coproduction	
process.	 The	 use	 of	 reporting	 guidelines	 (e.g.,	 the	 GRIPP2	 which	 is	 designed	 to	
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improve	reporting	of	patient	and	public	involvement	in	research)	(Staniszewska	et	
al.	2017)	within	dissertations	and	trainee-led	manuscripts	would	help	strengthen	
the	quality	of	reporting	and	provide	a	detailed	understanding	of	the	partnership	pro-
cess.	Additional	questions	remain	on	how	to	find	the	right	balance	between	adapt-
ability	and	research	rigor.	What	research	designs	support	this	adaptable	approach	to	
health	services	research	while	effectively	supporting	trainee	skill	development	and	
program	completion?	What	types	of	formal	knowledge	user-academic	partnership	
structures	facilitate	the	trainee	coproduction	experience?	What	are	the	most	effec-
tive	ways	to	navigate	a	supervisor	relationship	or	academic	environment	that	is	not	
supportive	of	research	coproduction?	To	address	these	questions	and	contribute	to	
the	 growing	 literature	 on	 the	 science	 of	 research	 coproduction,	 we	 encourage	
trainees	to	monitor	and	evaluate	their	coproduction	approach,	including	strategies,	
activities,	level	of	engagement,	and	knowledge	user	involvement	on	thesis	committee.	
This	will	be	critical	as	we	advance	the	field	of	coproduction	to	generate	more	rele-
vant	and	useful	research	findings.

CONCLUSION

This	chapter	provides	trainees	with	a	blueprint	for	engaging	in	research	coproduc-
tion	in	their	graduate	and/or	postdoctoral	training.	Building	on	the	existing	litera-
ture	on	this	topic,	we	describe	our	experiences	as	trainees	and	knowledge	users	in	
using	a	research	coproduction	approach.	Throughout	this	chapter	we	detail	the	
benefits	 and	 impacts,	 barriers	 and	 enablers,	 as	 well	 as	 pragmatic	 realities	 for	
trainees	interested	in	or	engaged	in	research	coproduction.	Relationship	building	
and	approaching	research	coproduction	with	a	sense	of	humility	and	appreciation	
for	knowledge	user’s	context	is	critical	for	successful	research	coproduction.	When	
developing	the	skills	to	engage	in	research	coproduction,	trainees	move	through	
stages	of	 learning,	doing,	and	becoming	an	effective	research	partner.	This	 is	a	
continuous	learning	cycle	for	all	researchers	from	beginners	to	more	experienced	
coproduction	 researchers.	 While	 this	 chapter	 is	 a	 starting	 point	 for	 trainees	
involved	in	research	coproduction,	further	work	is	needed	to	advance	academic	
training	and	better	equip	trainees	to	be	effective	research	partners.
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C H A P T E R  5
5.3 The Role of Funders
Bev Holmes and Chonnettia Jones

Key Learning Points

•	 Funders	 should	 support	 coproduction	 through	 programming,	 and	
advocate	for	systemic	change	to	support	coproduction.

•	 Funders	need	to	be	clear	on	the	requirements	for,	and	their	commitment,	
to	coproduction.

•	 Funders	 should	 be	 sensible	 and	 strategic	 in	 what	 they	 ask	 and	 expect	
from	coproduction	participants.

•	 Funders	 should	 consider	 equity,	 diversity,	 inclusion	 in	 all	 copro-
duction	work.

•	 Funders	should	evaluate	their	coproduction	programs	and	activities.
•	 Funders	should	contribute	to	the	literature	on	coproduction.

INTRODUCTION

There	is	increasing	evidence	to	suggest	that	research	coproduction,	a	collabora-
tive	 approach	 that	 enables	 a	 closer	 working	 relationship	 between	 researchers	
and	those	who	will	use	 the	evidence	produced	(knowledge	users),	can	enable	
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more	 innovative	and	relevant	science,	 improve	research	quality,	and	result	 in	
better	impact	(Campbell	and	Vanderhoven	2016;	Moser	2016;	Pain	et	al.	2015).

With	this	recognition,	interest	in	research	coproduction	is	high.	Many	will	
argue,	and	rightly	so,	that	there	is	nothing	new	in	the	fundamental	premise	of	
partnership	in	research:	it	has	existed	for	decades	in	such	traditions	as	participa-
tory	action	research	(Holmes	et	al.	2018).	What	does	seem	new	is	the	attention	of	
the	broader	scientific	community,	which	increasingly	sees	the	potential	of	copro-
duction	to	solve	complex	societal	problems	in	an	era	of	constrained	budgets	and	
increased	 calls	 for	 accountability	 and	 impact	 (Arnott	 et	 al.	 2020a;	 Durose	 et	
al.	2012).

Despite	this	increased	interest,	the	global	scientific	ecosystem	largely	con-
tinues	to	separate	science	from	society	(Arnott	et	al.	2020b).	If	coproduction	is	to	
achieve	its	potential,	institutional	changes	are	needed	to	reflect	the	embedded-
ness	of	science	within	–	not	apart	from	–	society.	Among	these	institutions	are	
research	 funders,	which	can	play	a	much	stronger	 role	 in	 linking	 research	 to	
action	(Cooper	et	al.	2017;	Cordero	et	al.	2008;	Holmes	et	al.	2012;	Matso	and	
Becker	2014;	Riley	et	al.	2011;	Smits	and	Denis	2014;	Tetroe	et	al.	2008).

This	 topic	–	how	 funders	can	embrace	and	support	coproduction	–	 is	 the	
focus	 of	 this	 chapter.	We	 write	 from	 the	 perspective	 of	 a	 government-funded	
health	research	agency	in	British	Columbia,	Canada	that	is	committed	to	knowl-
edge	translation,	which	is	broadly	defined	as	activities	that	increase	the	use	of	
evidence	in	policy	and	practice	(Holmes	et	al.	2012,	2014).	Funders	can	play	an	
important	 role	 in	 knowledge	 translation	 not	 only	 through	 the	 programs	 they	
offer,	but	through	active	influence	on	the	systems	in	which	they	operate	(Hol-
mes	et	al.	2012;	Smits	and	Denis	2014).	Coproduction	is	one	knowledge	transla-
tion	activity	that	holds	great	promise	for	what	Arnott	et	al	call	actionable	science	
(Arnott	et	al.	2020b).

We	discuss	funders	and	their	role	in	evidence	use	generally,	before	review-
ing	some	of	the	literature	on	funders	and	coproduction	specifically.	Examples	of	
how	five	funders	are	supporting	coproduction	come	next,	followed	by	a	discus-
sion	on	where	we	see	opportunities	for	funders	to	enhance	their	work	in	this	area.

SETTING THE SCENE: FUNDERS AND THEIR ROLE IN THE USE 
OF EVIDENCE

In	writing	about	funders	–	in	this	case	health	research	funders	–	we	acknowl-
edge	their	great	diversity.	They	include	government	and	other	publicly	funded	
agencies;	 donor-supported	 hospital	 foundations;	 private	 foundations	 with	
endowments;	 community-based	 philanthropic	 organizations;	 and	 charities	
focused	 on	 specific	 health	 conditions.	 Funding	 programs	 include	 researcher	
salary	 support,	 fellowships,	 and	 operating	 grants	 for	 a	 spectrum	 of	 research	
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traditions	and	methodologies,	from	basic	or	laboratory-based,	to	clinical	trials,	
to	population	and	public	health	studies,	to	research	about	health	services	and	
systems.	 Finally,	 funders’	 work	 varies	 in	 its	 focus	 –	 the	 topics	 or	 areas	 they	
support,	 as	 well	 as	 the	 wide	 range	 of	 stakeholders	 they	 serve,	 including	
researchers,	 patients	 and	 the	 public,	 communities,	 healthcare	 providers	 and	
policymakers	(Cordero	et	al.	2008).

Given	the	variety	among	funders,	their	roles	in	evidence	use	will	also	vary.	
Some	 have	 an	 explicit	 mandate	 to	 connect	 evidence	 and	 action;	 for	 example,	
funders	 of	 community-based	 research.	 Others	 –	 for	 example,	 large	 publicly	
funded	organizations	that	support	basic	or	discovery	research,	based	on	formal	
peer	review	of	scientific	excellence	–	largely	consider	knowledge	dissemination	
and	 utilization	 separate	 from	 scientific	 pursuits	 (Riley	 et	 al.	 2011)	 and	 leave	
knowledge	translation	activities	to	the	researchers.	It	has	been	noted	that	basic	
or	early	translational	applied	research	is	particularly	challenging	for	coproduc-
tion	(Tembo	et	al.	2019).

Regardless	of	the	type	of	funder,	it	is	acknowledged	that	not	enough	science	
links	to	decisions,	and	it	is	increasingly	argued	that	funders	can	and	should	play	
a	more	active	role	to	see	that	knowledge	produced	from	research	is	actually	used	
(Cooper	et	al.	2017;	Holmes	et	al.	2012,	2014;	Matso	and	Becker	2014).	Indeed,	
interest	is	growing	for	funders	around	the	world	(Arnott	et	al.	2020b;	Cordero	et	
al.	2008;	McLean	et	al.	2018;	Sibbald	et	al.	2014):	they	are	becoming	more	active	
in	the	space	between	knowledge	produced	from	research	and	impact	(Cooper	et	
al.	2017;	Holmes	et	al.	2012;	Smits	and	Denis	2014).

Funders’	actions	in	knowledge	translation	vary	–	from	encouraging,	requir-
ing	 or	 supporting	 funded	 researchers	 to	 develop	 and	 implement	 knowledge	
translation	plans,	to	offering	knowledge	translation-specific	grants,	to	forming	
coalitions	to	study	and	improve	their	own	participation	in	knowledge	transla-
tion	(see,	for	example,	the	Research	on	Research	Institute	(2021)	and	Transform-
ing	 Evidence	 for	 Policy	 and	 Practice	 (2021)).	 The	 literature	 on	 funders	 and	
knowledge	 translation,	 however,	 is	 sparse.	 There	 are	 some	 studies	 on	 how	
funders	 can	 enhance	 knowledge	 translation	 through	 different	 approaches	 to	
funding	 calls	 and	 application	 review	 (Arnott	 et	 al.	 2020b;	 Cooper	 et	 al.	 2017;	
Scarrow	et	al.	2017;	Smits	and	Denis	2014).	A	few	funders	are	publishing	on	their	
own	knowledge	translation	work	(e.g.,	McLean	et	al.	(2012)),	including	our	own	
funding	agency,	which	developed	a	model	to	guide	funders’	knowledge	transla-
tion	work	(Holmes	et	al.	2012)	in	five	areas:	advancing	knowledge	translation	
science;	building	knowledge	translation	capacity;	managing	knowledge	transla-
tion	projects;	funding	knowledge	translation	activities;	and	advocating	knowl-
edge	translation.	Finally,	despite	what	seems	to	be	increased	interest	and	activity	
among	funders,	studies	by	Tetroe	et	al.	(2008)	and	McLean	et	al.	(2018)	suggest	
that	their	knowledge	translation	activities	are	not	often	evaluated,	and	do	not	
appear	to	be	evidence-based.
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FUNDERS AND COPRODUCTION IN THE LITERATURE

As	noted,	coproduction	is	one	approach	in	the	spectrum	of	knowledge	transla-
tion	 activities	 to	 increase	 the	 use	 of	 evidence	 in	 practice	 in	 various	 types	 of	
research.	 Although	 different	 terms	 for	 coproduction	 are	 used	 (Arnott	 et	 al.	
2020a;	Sibbald	et	al.	2014),	each	refers	to	a	model	of	collaboration	that	explicitly	
responds	to	the	needs	of	knowledge	users	in	order	to	produce	findings	that	are	
useful,	 useable	 and	 used	 (Graham	 et	 al.	 2019).	 This	 definition	 differentiates	
coproduction	from	“partnership,”	whose	definition	is	broad	and	does	not	neces-
sarily	involve,	as	coproduction	models	do,	shared	power	and	decision-making	
between	knowledge	users	and	researchers.

Though	 the	 literature	on	coproduction	as	a	 research	approach	 is	 rich	–	 if	
diverse,	given	the	varied	terminology	used	–	as	with	knowledge	translation	gen-
erally,	there	is	little	focused	on	funders	and	coproduction.	What	exists,	however,	
is	 promising,	 including	 several	 large-scale	 studies	 on	 funders	 of	 environmen-
tal	research.

Riley	et	al.	(2011),	in	a	case	study	of	130	projects	funded	by	the	US	Cooperative	
Institute	for	Coastal	and	Estuarine	Environmental	Technology	between	1997	and	
2006,	explored	what	factors	increased	the	likelihood	of	the	application	of	produced	
evidence.	Through	an	analysis	of	surveys,	interviews	with	principal	investigators	
and	intended	users	of	the	evidence,	focus	groups	and	progress	reports,	the	authors	
determined	 that	 funders	 can	 increase	 the	 likelihood	 of	 application	 by:	 being	
explicit	about	definitions	of	research	use,	changing	resource	allocation	methods,	
ensuring	 funded	 science	 is	 relevant	 to	 users,	 directly	 connecting	 scientists	 and	
decision-makers,	 and	 considering	 a	 longer	 duration	 of	 funding	 for	 projects	 to	
allow	for	both	meaningful	user	involvement	and	demonstration	of	results.	Arnott	
et	al.	(2020a)	reviewed	180	research	projects	funded	by	the	US	National	Estuarine	
Research	 Reserve	 System	 from	 1998	 to	 2014,	 over	 which	 time	 the	 program	
increased	 requirements	 for	 collaboration	 between	 researchers	 and	 knowledge	
users.	Their	analysis	included	interviews	and	documents,	such	as	requests	for	pro-
posals	 and	 reports;	 they	 found	 that	 funding	 program	 design	 led	 to	 significant	
changes	 in	 research	 practice,	 and	 that	 more	 intensive	 interaction	 between	
researchers	and	knowledge	users	significantly	increased	the	likelihood	of	use.

Also	 in	 the	environmental	 research	 field,	Matso	and	Becker	 (2014)	 investi-
gated	the	short-term	impacts	of	a	 funding	process	with	a	 focus	on	societal	out-
comes,	 as	 opposed	 to	 only	 evidence	 generation.	 Their	 qualitative	 cross-case	
analysis,	including	interviews	and	observations,	focused	on	three	projects	funded	
by	the	US	Cooperative	Institute	for	Coastal	and	Estuarine	Environmental	Tech-
nology.	Resulting	recommendations	were	that	funders	should:	ensure	that	prob-
lems	are	robustly	defined	with	potential	knowledge	users;	allocate	more	resources	
and	attention	to	communicating	effectively	with	knowledge	users	throughout	pro-
jects;	and,	demand	more	engagement	of	knowledge	users	during	projects.

Moving	 to	 health	 research,	 Campbell	 and	 Vanderhoven	 (2016)	 presented	
findings	 from	 a	 program	 funded	 by	 the	 UK	 Economic	 and	 Social	 Research	
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Council	on	benefits	and	challenges	associated	with	generating	knowledge	copro-
ductively.	A	main	finding	from	the	program,	which	included	five	coproduction	
pilot	projects,	was	that	coproduction	poses	challenges	for	existing	research	prac-
tices:	it	requires	flexibility,	a	non-linear	research	process,	the	blurring	of	bound-
aries,	specific	leadership	capabilities,	and	a	new	understanding	of	research	itself.	
Among	 the	authors’	 recommendations	 for	 funders	were	 to:	 examine	 research	
impact,	support	the	development	of	capacity	and	training,	consider	the	merits	of	
more	hands-on	approaches,	review	ethical	and	financial	procedures	and	rules	in	
relation	to	coproduced	research,	and	build	a	network	of	research	funders	to	sup-
port	 learning.	Sibbald	et	al.	 (2014),	using	 the	 term	“research-funder-required-
research-partnerships,”	 investigated	 the	 experiences,	 perceived	 barriers,	
successes,	and	opinions	of	researchers	and	knowledge	users	funded	by	the	Cana-
dian	 Institutes	of	Health	Research.	They	concluded	 that	 funders	could	play	a	
bigger	 role	 in	 helping	 facilitate	 the	 partnerships	 to	 which	 they	 award	 grants.	
Specific	recommendations	included	considering	coproduction	in	grant	adjudi-
cations,	providing	support	for	partnerships	(for	example,	matching	researchers	
and	users)	and	considering	planning	grants	and	term	of	awards.

The	 related	 literature	 on	 funders	 of	 global	 health	 research	 uses	 the	 term	
“partnership,”	but	does	reflect	the	tenets	of	coproduction	as	defined	in	this	book.	
One	such	study	(Fransman	et	al.	2018),	conducted	on	behalf	of	UK	Research	and	
Innovation,	aimed	to	improve	research	collaboration	through	learning	exchanges	
and	resources	for	research	collaboration	by	academics	and	practitioners	based	in	
the	 global	 South	 and	 UK-based	 international	 brokers.	 Recommendations	 for	
funders	were	 to:	ensure	global	 representation	of	partners	 in	 research	agenda-
setting	 and	 governance,	 incentivize	 equitable	 partnerships,	 monitor	 partner-
ships	 and	 provide	 support	 when	 things	 go	 wrong,	 invest	 in	 partnership,	 and	
promote	 a	 learning	 culture	 by	 encouraging	 researchers	 to	 reflect	 on	 failure.	
Another	 article	 by	 Dodson	 (2017)	 summarized	 11	 models	 of	 North–South	
research	 programs	 based	 on	 interviews	 with	 funders	 and	 a	 survey	 of	 Global	
South	 science	 funders	 and	 ministries	 about	 their	 perspectives	 on	 these	 pro-
grams.	The	authors’	 recommendations	 for	 funders	 included	supporting	 inclu-
sive	agenda-setting,	funding	new	research	questions	and	valuing	complementary	
skills	and	knowledge,	setting	equitable	budgets,	widening	participation,	invest-
ing	for	the	long-term,	and	working	closely	with	other	funders	and	agencies	to	
streamline	processes	and	reduce	duplication.

COPRODUCTION IN ACTION – EXAMPLES OF FUNDERS’ 
ACTIVITIES

To	complement	the	literature	on	funders’	roles	in	coproduction,	we	consulted	
five	funders	of	healthcare	research	to	uncover	more	examples.	We	selected	these	
organizations	 to	 illustrate	 the	 range	 of	 coproduction	 activities	 supported	 by	
funders	of	health	research;	they	vary	depending	on	their	mandate	and	global,	
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national,	or	regional	context.	The	examples	from	these	funders,	which	are	pre-
sented	 below	 from	 the	 global	 to	 regional	 level,	 also	 illustrate	 the	 range	 of	
knowledge	users	involved	in	the	coproduction	of	research,	including	policymak-
ers,	communities,	health	practitioners,	patients	and	the	public.	Common	obser-
vations	 were:	 the	 integration	 of	 coproduction	 into	 funding	 streams	 on	 the	
premise	 that	 coproduction	 would	 benefit	 the	 research;	 the	 critical	 role	 that	
funders	play	in	relationship-building	between	researchers	and	knowledge	users;	
and,	shared	interest	by	funders	for	the	need	for	more	empirical	evidence	on	what	
works	in	coproduction,	as	well	as	the	impacts.

Research in Action | Stakeholder Engagement

International Development Research Centre, Canada

As	 part	 of	 Canada’s	 international	 assistance	 efforts,	 the	 International	
Development	 Research	 Centre	 (IDRC)	 invests	 in	 knowledge	 and	 innovation,	
and	mobilizes	alliances	to	respond	to	challenges	in	five	areas:	global	health,	cli-
mate-resilient	 food	 systems,	 education	 and	 science,	 democratic	 and	 inclusive	
governance,	 and	 sustainable	 inclusive	 economies	 (International	 Development	
Research	Centre	2021b).

Coproduction	is	supported	by	IDRC	in	different	ways,	depending	on	fac-
tors	 such	 as	 scientific	 discipline,	 research	 objectives,	 and	 the	 region	 of	 the	
world.	 As	 one	 example,	 the	 Innovating	 for	 Maternal	 and	 Child	 Health	 in	
Africa	(IMCHA)	initiative	–	jointly	funded	by	IDRC,	the	Canadian	Institutes	
of	Health	Research,	and	Global	Affairs	Canada	–	put	coproduction	into	action	
to	 improve	 maternal,	 newborn,	 and	 child	 health	 outcomes	 (International	
Development	Research	Centre	2021a).	IMCHA	funded	research	teams,	led	by	
an	 African	 researcher	 principal	 investigator	 (PI)	 working	 in	 collaboration	
with	a	Canadian	researcher	co-PI	and	an	African	co-PI	decision-maker	(knowl-
edge	 user).	 IMCHA	 required	 the	 engagement	 of	 a	 decision-maker	 as	 co-PI,	
from	the	design	stage	and	through	the	project,	to	emphasize	the	importance	of	
the	 translation	 of	 evidence	 into	 policy	 and	 practice.	 Furthermore,	 IMCHA	
supported	two	regional	entities	to	coproduce	with	the	teams	to	make	research	
evidence	 available	 to	 high-level	 decision-makers	 not	 usually	 accessible	 to	
researchers.	Throughout	the	research	process,	teams	also	engaged	key	stake-
holders	(e.g.,	community	members	and	health	service	providers).	Successful	
projects	designed	and	implemented	solutions	that	were	practical	and	cultur-
ally	 acceptable	 to	 overcome	 barriers,	 increase	 use	 of	 services,	 and	 improve	
health	outcomes.

Recognizing	how	easily	jeopardized	coproduction	relationships	can	become;	
for	 example,	 due	 to	 personnel	 turnover	 or	 personality	 clashes,	 the	 funders	
devoted	time	and	resources	to	regular	group	meetings,	close	project	follow-ups,	
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or	 fostering	 collaboration	 between	 the	 three	 core	 members	 of	 each	 team.	
IMCHA’s	final	evaluation	noted	grantees’	appreciation	for	the	unique	support	
and	technical	expertise	provided	to	them	by	IMCHA	staff.

Strong	 coproduction	 processes	 are	 expected	 to	 contribute	 to	 ownership,	
scaling	 impact	and	sustainability.	This	requires	ongoing	problem-solving,	and	
nurturing	 of	 open	 and	 frank	 discussions	 on	 the	 part	 of	 all	 actors,	 includ-
ing	funders.

Evidence Leaders in Africa | Policymaking

The African Academy of Sciences, Africa

The	African	Academy	of	Sciences	(AAS)	is	a	non-profit	pan-African	organiza-
tion	whose	vision	is	to	transform	lives	on	the	African	continent	through	science	
(The	African	Academy	of	Sciences	2021).	The	AAS	achieves	this	by:	recognizing	
African	excellence	through	fellowships	and	awards	to	African	research	leaders;	
providing	advice	and	think	tank	functions	to	shape	African	Science,	Technology	
and	Innovation	(STI)	strategies	and	policies;	and	 implementing	STI	programs	
through	a	coordinating	research	platform	in	partnership	with	The	African	Union	
and	Global	Partners.

The	AAS	sees	collaboration	and	relationships	as	key	to	enabling	coproduc-
tion	 that	can	 inform	policymaking.	For	example,	 the	AAS	partnered	with	 the	
African	Institute	for	Policy	Development	(AFIDEP)	to	launch	Evidence	Leaders	
in	Africa	(African	Institute	for	Policy	Development	(AFIDEP)	2021).	The	aim	of	
this	 initiative	 is	 to	 build	 and	 sustain	 relationships	 between	 African	 research	
leaders	and	policymakers	 to	enable	 the	use	of	evidence	 in	policy	 formulation	
and	implementation	by	African	governments.

Evidence	Leaders	 in	Africa	empowers	AAS	scholars	to	proactively	engage	
policymakers	 and	 champion	 evidence-informed	 decision-making	 by	 govern-
ments.	Training	workshops	equip	African	researchers	with	the	skills	and	capac-
ity	to	effectively	communicate	with	audiences	particularly	in	the	policymaking	
space.	Fellows	benefit	from	sessions	that	cover	various	aspects	of	research	com-
munication	 and	 policy-engagement	 strategies.	 Workshop	 discussions	 present	
the	opportunity	for	African	researchers	and	policymakers	to	share	their	respec-
tive	perspectives	as	a	foundation	for	relationship	building.

Evidence	Leaders	in	Africa	also	facilitates	regular	discussions	of	evidence	on	
policy	issues	among	African	policymakers	and	AAS	researchers.	The	AAS	and	
AFIDEP	convened	an	Evidence	Leaders	in	Africa	Virtual	Conference	to	facili-
tate	sharing	of	lessons	among	Africa	researchers,	policymakers	and	practitioners	
in	Africa	on	researchers’	roles	and	experiences	in	strengthening	evidence	use	in	
government	decision-making.	Conference	themes	included	research	and	knowl-
edge	translation,	and	relationship-building.
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Coordinating Center | Research Partnerships

National Health and Medical Research Council, Australia

The	National	Health	and	Medical	Research	Council	(NHMRC)	is	an	independent	
agency	within	the	portfolio	of	the	Australian	Government	that	funds	health	and	
medical	research	for	the	Australian	community	(National	Health	and	Medical	
Research	Council	(NHMRC)	2021).	NHMRC	supports	the	creation	of	knowledge	
about	the	mechanisms	underlying	health	and	disease	and	in	the	development	of	
better	ways	to	prevent	and	treat	ill	health.

The	Australian	Prevention	Partnership	Centre	was	one	of	three	Partnership	
Centres	for	Better	Health	established	by	the	NHMRC	in	2013	(The	Australian	
Prevention	Partnership	Centre	2021).	The	Prevention	Centre	is	the	only	one	of	
these	centres	that	continues	today.	The	Prevention	Centre	is	a	national	collabo-
ration	of	leading	academics,	policymakers,	practitioners,	and	research	organiza-
tions	from	across	Australia	working	together	to	build	an	effective,	efficient,	and	
equitable	system	to	prevent	lifestyle-related	chronic	disease.

The	Prevention	Centre	was	established	to	 try	a	new	approach	to	research	
partnerships	that	granted	the	time,	resources,	and	flexibility	to	ensure	a	greater	
impact	on	policy	and	practice.	Their	work	goes	beyond	simply	putting	academ-
ics	 in	 touch	 with	 policymakers.	 All	 funded	 projects	 involve	 research	 that	 is	
coproduced	by	teams	of	researchers	and	policymakers.	Priority	topics	are	set	by	
funding	partners	but	the	research	questions	and	priorities	are	co-developed	by	
the	academics	and	policy	partners.	Partner	 involvement	ranges	 from	defining	
research	 questions	 or	 priorities,	 to	 participating	 as	 research	 investigators	
involved	throughout	the	course	of	the	research	projects.

The	Coordinating	Centre	manages	the	business	of	the	Prevention	Centre,	
including	project	oversight,	funding	and	accountability,	and	delivers	a	number	
of	strategies	to	support	the	research	partnerships	to	increase	the	uptake	of	evi-
dence	in	policy	and	practice.	They	find	that	the	most	effective	way	for	research-
ers	to	learn	coproduction	is	by	doing	it.	The	centre	facilitates	coproduction	by	
providing	access	to	a	network	of	academics	and	policymakers	in	the	preven-
tion	space;	through	formal	processes,	such	as	requiring	policy–practice	part-
nerships	in	research	proposals	and	approvals	and	requesting	regular	progress	
reports;	and	through	governance	arrangements	that	ensure	research	is	guided	
by	partners.

The	Coordinating	Centre	also	facilitates	introductions	between	researchers	
and	knowledge	users	and	works	with	research	teams	on	knowledge	mobiliza-
tion	 strategies.	 They	 support	 an	 online	 research	 network	 for	 early-	 and	 mid-
career	researchers	–	initially,	researchers	funded	by	the	centre,	but	expanded	to	
include	other	prevention	researchers.	Online	networks	have	also	included	poli-
cymakers	to	nurture	research	partnerships	and	build	capacity.	Smaller	commu-
nities	of	practice	have	budded	from	the	network.
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Evidence for Action | Evidence of What Works

Robert Wood Johnson Foundation, USA

The	Robert	Wood	Johnson	Foundation	(RWJF)	is	a	philanthropic	organization	
that	 works	 in	 partnership	 with	 researchers,	 policymakers,	 and	 communities	
through	an	array	of	funding	programs	to	build	a	national	initiative	in	America	
called	a	Culture	of	Health	(Robert	Wood	Johnson	Foundation	2021).

Coproduction	is	not	an	explicit	focus	across	all	areas	of	RWJF’s	work.	Rather,	
they	call	for	proposals	for	specific	initiatives	where	there	is	a	need	for	on-the-
ground	community	work	and	fund	coproduced	research	projects	where	there	is	
a	strong	community	voice	in	the	project.	RWJF	staff	remain	engaged	with	the	
projects	 as	 collaborators	 and	 encourage	 the	 inclusion	 of	 community	 perspec-
tives	while	independent	third	parties	manage	the	coproduction	process.

Evidence	for	Action	(E4A)	is	a	signature	program	of	the	RWJF	that	involves	
investigator-initiated	 research	 to	 assess	 the	 impact	 of	 programs,	 policies,	 and	
practices	on	health	and	well-being,	with	a	particular	focus	on	research	that	will	
help	advance	health	equity	(Evidence	for	Action	(E4A)	2021).	E4A	funds	and	
provides	 technical	 assistance	 to	 researchers	 and	 organizations	 working	 with	
communities	 to	 develop	 rigorous	 evaluations	 of	 innovative	 interventions	 to	
identify	actionable	strategies	and	priorities.

One	call	for	proposals	sought	to	gather	empirical	evidence	from	global	ini-
tiatives	whose	approaches	have	been	effective	in	improving	health,	or	the	deter-
minants	of	health,	by	improving	gender	equity,	and	that	have	the	potential	to	be	
adapted	and	implemented	in	the	US.	Applicants	were	invited	from	around	the	
world	 –	 particularly	 those	 who	 have	 first-hand	 knowledge	 of	 evidence-based	
approaches	to	gender	equity	in	their	countries,	and	who	would	collaborate	with	
US-based	partners	to	study	the	adaptation	of	these	approaches	to	a	US	setting.	
Project	teams	included	researchers	working	alongside	policymakers,	practition-
ers,	or	members	of	impacted	communities,	from	both	the	intervention’s	home	
country	and	the	US.

INVOLVE | Public and Patient Involvement

National Institute for Health Research, United Kingdom

The	National	Institute	for	Health	Research	(NIHR)	works	in	partnership	with	
the	 National	 Health	 Service,	 universities,	 local	 government,	 other	 research	
funders,	patients,	and	the	public	to	deliver	and	enable	world-class	research	to	
improve	the	health	and	wealth	of	the	UK	and	low-	and	middle-income	countries	
through	responsive	and	commissioned	research.

The	NIHR	has	long	engaged	and	involved	patients,	carers,	and	the	public	to	
improve	the	reach,	quality,	and	impact	of	their	research.	They	see	a	key	role	for	
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these	groups	in	all	processes	by	which	research	is	identified,	prioritized,	designed,	
conducted,	evaluated,	and	disseminated.	However,	the	NIHR	sought	new	ways	
of	evolving	and	improving	patient	and	public	involvement.	They	saw	the	appli-
cation	of	coproduction	in	health	and	social	care	research	as	more	than	simply	
robust	 engagement,	 but	 rather	 as	 a	 deliberative	 process	 that	 requires	 public	
members	and	practitioners	to	be	involved	on	an	equal	footing	throughout	every	
stage	of	the	design	and	delivery	of	research.

INVOLVE	is	a	national	advisory	group	to	support	public	involvement	in	the	
NHS,	 public	 health,	 and	 social	 care	 research	 (INVOLVE	 2021).	 INVOLVE,	 in	
partnership	with	colleagues	from	across	NIHR	and	beyond,	led	the	development	
of	 five	 principles	 for	 coproducing	 research	 that	 were	 adopted	 and	 embedded	
across	 the	 processes,	 procedures,	 and	 culture	 of	 the	 NIHR	 and	 have	 guided	
NIHR’s	approach	to	coproduction:	sharing	of	power;	including	all	perspectives	
and	skills;	respecting	and	valuing	the	knowledge	of	all	those	working	together	
on	the	research;	reciprocity	so	everyone	benefits;	and,	building	and	maintaining	
relationships.

Coproduction	 is	 practiced	 in	 different	 ways	 across	 the	 NIHR.	 In	 both	
research	projects	or	research	infrastructure,	patients,	carers,	and	the	public	par-
ticipate	in	the	application	and	decision-making	process.	Not	only	are	proposals	
reviewed	by	patients,	carers,	and	public	members,	these	stakeholders	also	sit	on	
funding	panels.	The	path	to	impact	statements	on	project	applications	require	
the	inclusion	of	public	and	patients.

One	example	is	a	research	design	service,	which	provides	advice	and	guid-
ance	on	research	proposals,	and	has	a	patient	and	public	involvement	team	that	
works	coproductively	with	public	members	on	the	team.	Public	members	chair	
meetings,	 develop	 project	 plans,	 co-host	 podcasts,	 deliver	 presentations,	 and	
lead	sessions	designed	to	reflect	the	extent	to	which	the	team	is	adhering	to	the	
coproduction	principles.

DISCUSSION

This	 brief	 review	 of	 the	 literature,	 and	 examples	 of	 coproduction	 by	 funders	
around	the	world,	demonstrates	the	range	of	opportunities	for	funders	to	support	
coproduction.	Most	of	the	work	–	at	least	that	is	publicly	visible	–	seems	to	focus	
internally	on	the	programs	that	funders	offer;	there	is	little	about	externally	fac-
ing	work	where	 funders	actively	 influence	 the	research	system	in	which	 they	
operate	to	enable	coproduction.	We	suggest	this	is	a	significant	opportunity.

Before	funders	take	on	coproduction	in	earnest,	we	suggest	they	consider	–	
conceptually	and	practically	–	the	commitments	they	are	willing	to	make,	the	
role	they	are	willing	(or	are	able)	to	play,	and	what	success	will	 look	like.	We	
cover	these	considerations	briefly	below	before	discussing	the	internally	focused	
program	work	and	externally	facing	enabling	and	advocacy	role.
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Funders in Coproduction: General Considerations

Funders	should	consider	the	different	ways	in	which	coproduction	may	change	
their	practice.	It	is	easy	to	think	that	coproduction	just	makes	sense,	but	gener-
ating	knowledge	coproductively	can	bring	unanticipated	challenges	–	ranging	
from	 different	 conceptualizations	 of	 what	 coproduction	 means	 in	 practice,	 to	
divergent	ideas	for	realizing	goals	and	evaluating	outcomes	that	emerge	through	
coproduction	(Arnott	et	al.	2020a),	to	managing	the	tensions	that	naturally	arise	
from	the	differing	interests	of	participants	involved	in	coproduction	(Oliver	et	
al.	2019).

The	recognition	of	tensions	inherent	in	coproduction	leads	to	a	discussion	of	
power	 relations	 (Fransman	 et	 al.	 2018;	 Hickey	 2018)	 and	 issues	 of	 equity.	
Funders	 can	 encourage	 a	 diversity	 of	 knowledge,	 skills,	 and	 perspectives	 by	
requiring	that	knowledge	users	are	involved	at	every	stage	in	the	coproduction	
of	research.	Funders	must	also	act	to	support	fair	and	equitable	partnerships	by	
setting	expectations	through	their	funding	conditions	followed	by	active	moni-
toring,	noting	the	positional	authority	different	stakeholders	have	in	decision-
making,	and	moderating	power	dynamics	to	see	that	all	views	are	invited	and	
valued.	This	 is	difficult	work,	but	 it	 is	 important	 to	be	vigilant	 in	monitoring	
power	 differentials	 that	 show	 up	 in	 coproduction,	 and	 redress	 these	 to	 build	
trust	among	all	of	the	participants	(Hickey	2018).

Another	consideration	for	funders	is	the	extent	to	which	they	are	willing	to	
get	involved	in	facilitating	coproduction.	For	example,	while	it	may	sound	ben-
eficial	for	a	funder	to	broker	partnerships,	there	is	a	risk	of	too	much	interven-
tion	(Arnott	et	al.	2020a;	Cordero	et	al.	2008)	that	could	introduce	unintended	
outcomes.	Moreover,	enhanced	program	and	relationship	management	capabil-
ity	will	be	needed,	not	only	for	administering	coproduction	grants	but	to	facili-
tate	coproduction	throughout	the	project.

Conceptualizing	coproduction	also	means	re-thinking	what	success	looks	like.	
It	may	require	redefining	impact	and	how	it	is	measured	(Campbell	and	Vander-
hoven	2016).	By	its	nature,	coproduction	is	a	non-linear,	fluid	research	process	that	
evolves	through	interactions	between	researchers	and	knowledge	users.	It	requires	
flexibility,	allowing	the	research	to	evolve	to	increase	the	utility	of	the	knowledge	
that	is	produced.	It	should	be	no	surprise	that	coproduction	will	be	different	in	each	
research	project.	As	such,	the	solutions	or	outcomes	may	be	unexpected.	There	is	a	
range	of	writing	specifically	on	coproduction	and	impact,	not	all	of	it	about	funders	
specifically	but	nevertheless	useful	(e.g.,	Pain	et	al.	(2015)).

Internally Focused Funder Processes to Support Coproduction

A	number	of	insights	for	funders	that	want	to	support	or	participate	in	copro-
duction	 emerged	 from	 the	 literature	 review	 and	 conversations	 with	 funders,	
which	 we	 briefly	 summarize	 here	 –	 from	 program	 design	 and	 the	 review	
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processes,	to	training	and	capacity	building,	to	implementation	and	monitoring	
and	reporting.

Among	the	elements	 funders	should	consider	 in	 the	design	of	grants	 that	
incorporate	 coproduction	 is	 the	 support	 of	 relationship-building,	 even	 to	 the	
extent	 of	 matching	 researchers	 and	 knowledge	 users.	 Important	 is	 clarifying	
expectations	about	what	coproduction	entails,	and	incentivizing	true	and	equi-
table	partnerships.	Funders	should	dedicate	resources	 to	support	 the	partner-
ships,	allow	adequate	time	and	resourcing	for	partnership	building,	and	consider	
funding	 an	 inception	 phase	 where	 researchers	 and	 knowledge	 users	 may	 be	
coming	together	for	the	first	time	to	plan	and	develop	research	proposals.

It	will	take	much	more	time	to	coproduce	research,	especially	if	it	involves	
multiple	stakeholders.	Funders	should	build	extra	time	in	their	 timelines	and	
consider	lengthening	the	duration	of	grants	to	allow	sufficient	time	for	copro-
duction.	Additional	time	and	resources	will	also	be	needed	to	maintain	effective	
engagement	between	the	researchers	and	knowledge	users	throughout	the	dura-
tion	of	the	projects.

There	are	also	important	considerations	at	the	application	stage	(Matso	and	
Becker	2014),	where	in	traditional	research	the	precise	specification	of	research	
questions	 and	 the	 methods	 necessary	 to	 produce	 the	 required	 evidence	 are	
important	 (Campbell	and	Vanderhoven	2016).	Traditional	grant	opportunities	
advantage	researchers	that	have	already	defined	a	problem	(Matso	and	Becker	
2014).	By	contrast,	coproduction	necessitates	engagement	of	knowledge	users	at	
the	start	of	projects	to	define	the	problem	and	shape	the	research	questions.	As	
noted	above,	this	could	be	achieved	by	awarding	a	separate	planning	grant,	or	
staging	the	research	coproduction	process	to	include	problem	framing	(Frans-
man	et	al.	2018).	In	regular	grants	–	as	opposed	to	planning	phase	grants	–	pro-
gram	 managers	 should	 require	 documentation	 from	 applicants	 that	 shows	
problems	 have	 been	 robustly	 defined	 with	 knowledge	 users	 (Matso	 and	
Becker	2014).

Assessment	of	coproduction	proposals	is	another	important	area	of	consid-
eration	for	funders	(Matso	and	Becker	2014).	Coproduction	represents	a	qualita-
tively	 different	 form	 of	 research,	 and	 therefore	 the	 frameworks	 and	 criteria	
required	to	assess	effectively	the	merits	of	such	proposals	need	to	be	qualitatively	
different	 too	 (Campbell	 and	Vanderhoven	 2016).	 Assessments	 should	 include	
ethical	considerations	and	the	nature	and	strength	of	the	partnership	(Fransman	
et	al.	2018).	In	addition,	leads	of	review	processes	should	be	carefully	chosen	and	
supported,	and	membership	of	review	panels	need	to	be	thought	through.	Panels	
should	include	experts	in	participatory	processes	(Matso	and	Becker	2014),	and	
all	should	be	trained	in	knowledge	translation	approaches	such	as	coproduction	
(Fransman	et	al.	2018;	Holmes	et	al.	2012).	There	is	also	good	reason	to	include	
potential	knowledge	users	in	the	adjudication	process	(Arnott	et	al.	2020a;	Frank	
et	al.	2014;	McLean	and	Tucker	2013;	Scarrow	et	al.	2017).
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We	noted	little	in	the	literature	about	training	in	coproduction,	and	there	are	
few	 resources	 for	 researchers	 to	 learn	 about	 knowledge	 translation	 generally	
(Cooper	 et	 al.	 2017).	 It	 is	 worth	 considering	 investing	 resources	 to	 train	 both	
researchers	 and	 knowledge	 users	 in	 coproduction.	 Coproduction	 requires	
researchers	to	demonstrate	reflective	learning	and	to	use	skills	such	as	facilitation	
and	 participatory	 engagement	 (Campbell	 and	 Vanderhoven	 2016);	 knowledge	
users	could	make	use	of	these	skills	as	well.	An	opportunity	for	capacity	building	
is	the	development	of	coproduction	capabilities	amongst	established	researchers,	
PhD	supervisors	and	early	career	researchers	(Campbell	and	Vanderhoven	2016).	
Funders	who	offer	fellowship	awards	could	provide	such	training;	there	is	also	an	
advocacy	or	influence	role	for	funders	with	universities	in	this	regard,	which	we	
discuss	below.	Beyond	formal	training,	capacity	building	through	sessions	on	part-
nership	principles,	and	organizing	mutual	learning	events	with	knowledge	users	
on	partnerships	could	be	helpful	(Fransman	et	al.	2018).

Funders	should	also	consider	implementation	support	(Arnott	et	al.	2020b).	
Implementation	specialists	and	skilled	project	managers	will	be	critically	impor-
tant	 in	 managing	 the	 coproduction	 process.	 Funders	 are	 also	 encouraged	 to	
become	directly	involved	where	appropriate	to	their	mandate,	e.g.,	proactively	
supporting	 quality	 interactions	 between	 researchers	 and	 knowledge	 users	
(Matso	and	Becker	2014),	as	well	as	fostering	the	development	of	new	partner-
ships	and	acting	as	a	broker	within	and	across	projects	(Sibbald	et	al.	2014).

Lastly,	processes	 for	monitoring	and	evaluating	progress	on	coproduction	
projects	 deserve	 a	 rethink.	 Funders	 could	 promote	 learning	 by	 encouraging	
research	teams	to	reflect	on	lessons	and	failures	in	the	narrative	section	in	pro-
gress	reports	(Fransman	et	al.	2018),	including	adjustments	to	the	research	pro-
ject	 made	 in	 partnership	 with	 knowledge	 users	 to	 increase	 the	 chances	 of	 a	
successful	outcome.	Equally	important,	funders	should	invite	independent	eval-
uation	 of	 their	 own	 research	 coproduction	 activities,	 including	 funding	 and	
capacity-building	programs.

The	above	potential	actions	for	funders	could	be	significant	in	terms	of	ben-
efit,	but	also	in	terms	of	changes	to	organizational	strategy	and	funding	practice.	
As	noted,	clarity	is	required	in	the	conceptualization	of	coproduction	and	what	
it	means	for	a	funder,	including	its	role	in	research,	and	the	commitments	it	is	
prepared	to	make	to	ensure	coproduction	of	research	is	successful.

Externally Facing Systems-Level Activities to Enable 
Coproduction

Our	 review	 of	 the	 literature	 and	 funder	 examples	 focused	 primarily	 on	 what	
research	funders	can	do:	in	other	words,	what	they	have	direct	control	over;	for	
example,	 the	 creation	 of	 coproduction	 funding	 opportunities.	 But	 we	 suggest	
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there	is	also	a	role	for	funders	in	areas	they	cannot	necessarily	control	but	that	
they	 can	 influence,	 in	 this	 case	 to	 catalyze	 the	 conditions	 for	 successful	
coproduction.

Research	ecosystems	are	complex	and	funders	are	one	among	many	players	
(Arnott	et	al.	2020b;	Holmes	et	al.	2017).	If	coproduction	is	not	embraced	in	the	
larger	 research	 system,	 funders’	 efforts	 in	 coproduction	 will	 not	 reach	 their	
potential,	 nor	 achieve	 maximum	 benefits.	 For	 example,	 researchers	 are	 not	
rewarded	or	promoted	for	spending	time	developing	relationships,	and	universi-
ties	do	not	necessarily	train	researchers	in	coproduction:	funders	could	advocate	
here.	All	of	the	program	work	discussed	above	could	be	complemented	by	exter-
nally	 facing	 engagement	 by	 funders,	 including	 sparking	 debates	 on	 different	
ideas	 of	 impact	 or	 advocating	 on	 issues	 of	 equity	 and	 ethics	 in	 coproduction	
(Arnott	et	al.	2020a).

Research	 funders	 could	 also	 influence	 the	 system	 by	 studying	 their	 own	
practice	and	publishing:	 there	are	few,	 if	any,	examples	of	 funders	publishing	
detailed	 empirical	 evaluations	 of	 their	 attempts	 to	 link	 research	 to	 decisions	
(Matso	and	Becker	2014;	McLean	and	Tucker	2013).	Another	important	area	for	
funders	is	advancing	the	scholarship	of	coproduction;	they	can	do	this	through	
funding	programs,	but	we	suggest	there	is	an	important	advocacy	role	here.

Finally,	funders	could	have	a	great	deal	of	influence	by	joining	forces	to	col-
laborate	and	learn	from	each	other	(Campbell	and	Vanderhoven	2016)	and	from	
related	work	(e.g.,	examples	of	initiatives	relating	to	patient	engagement	but	not	
specially	 termed	 coproduction	 include	 Strategy	 for	 Patient	 Oriented	 Research	
(SPOR)	 SUPPORT	 Units	 (Canadian	 Institutes	 of	 Health	 Research	 2021),	 a	
national	 initiative	 led	by	 the	Canadian	Institutes	of	Health	Research,	and	 the	
US-based	Patient-Centered	Outcomes	Research	Institute	(PCORI)	(Patient-Cen-
tred	 Outcomes	 Research	 Institute	 (PCORI)	 2021)).	 Funders	 could	 also	 learn	
from	very	 relevant	but	 largely	 separate	well-established	 literature	–	 including	
community-based	 research,	 patient	 engagement	 in	 healthcare,	 and	 action	
research	–	and	act	on	what	they	learn	to	bring	about	much-needed	change	to	
traditional	research	systems.

FUTURE RESEARCH

There	are	a	number	of	questions	to	be	answered	related	to	research	coproduc-
tion	(Arnott	et	al.	2020b):

•	 To	what	extent	do	different	modes	or	intensities	of	coproduction	yield	dif-
ferent	results?

•	 To	 what	 extent	 and	 how	 does	 coproduction	 improve	 decision	 quality	
and	outcomes?
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•	 How	can	research–practice	partnerships,	at	different	scales,	link	together	
to	advance	actionable	knowledge?

•	 To	 what	 extent	 are	 funder	 programs	 effective	 for	 promoting	 research	
coproduction	and	how	can	they	be	improved?

The	 study	 of	 partnership	 formulation	 is	 another	 opportunity	 (Sibbald	 et	 al.	
2014),	 as	 are	 further	 exploration	 of	 the	 assumption	 that	 closer	 interaction	
between	research	and	practice	 is	necessarily	better,	and	how	the	outcomes	of	
coproduction	can	be	achieved	at	scale	when	it	so	reliant	upon	repeated	in-per-
son	interaction	and	trusted	relationships	(Arnott	et	al.	2020a).

CONCLUSION

The	 involvement	of	knowledge	users	 in	 science	 is	 important,	but	 it	 is	 complex	
(Matso	and	Becker	2014).	Funders	are	ideally	placed	to	both	understand	the	com-
plexity,	and	develop	the	necessary	expertise	to	facilitate	successful	coproduction.

Despite	this	ideal	positioning,	there	is	little	in	the	literature	about	funders’	
approaches	to,	and	experiences	of,	coproduction.	Perhaps	this	is	not	surprising,	
given	the	few	case	studies	available	on	how	funders	are	implementing	and	eval-
uating	strategies	to	increase	the	use	of	knowledge	more	generally	(McLean	et	al.	
2018;	Riley	et	al.	2011).

However,	the	recent	literature	reviewed	for	this	chapter,	the	five	examples	of	
funders’	activities,	and	the	developing	funder	coalitions	referred	to	above	indi-
cate	a	growing	interest	and	an	increasing	sense	of	the	action	by	funders,	indi-
vidually	and	collectively,	to	support	research	that	benefits	citizens	and	society.	
We	suggest	 that	coproduction	specifically	offers	an	opportunity	 for	 funders	 to	
make	bold	changes	to	research	funding	and	research	practice	–	and	the	broader	
research	system	–	to	realize	this	benefit.
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INTRODUCTION

Our starting point in the creation of this book was to provide a roadmap, evi-
dence, and some practical advice about conducting research that explicitly 
responds to knowledge user needs in order to produce research findings that are 
useful, useable, and used. The long history and continued challenge of research 
not making a timely difference to practice, service delivery, or policy provides 
the motivation to think and act differently in the research endeavor. In concep-
tualizing practice and knowledge production as synergistic and inextricably 
linked, our proposition is that we have a greater chance of creating evidence-
informed solutions to real world problems that will be implemented.

The turn to research coproduction is becoming increasingly popular, at least 
in name, if not always in deed. As the contents of this book demonstrate, taking 
an authentic research coproduction approach requires a particular mindset, 
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significant consideration to, and enactment, of a collaborative research lifecycle, 
and sustained investment in building and maintaining meaningful relation-
ships. In this final chapter, we reflect on some of the themes that thread through-
out this book, including the building blocks and conditions necessary for 
research coproduction. In doing so we also highlight both the challenges and 
opportunities that research coproduction offers, including issues requiring fur-
ther refinement and development.

RESEARCH COPRODUCTION: A PRINCIPLES-
BASED APPROACH

Research coproduction is not a research method. As a number of authors have 
demonstrated (Langley et al. Chapter 3.3, Cooke et al. Chapter 3.1, Graham et al. 
Chapter 4.1) research coproduction is a framing – an approach to the research 
lifecycle that focusses as much on processes as outcomes. Langley et al. 
(Chapter 3.3) extend this idea further to suggest that research coproduction is “a 
way of being not a way of doing.” As such, research coproduction can draw on 
multiple methods from different paradigms but these need to be framed around 
a flexible set of agreed principles. Some examples of these principles have been 
shared by authors drawing on their own and other’s work (e.g., Hickey et al. 
(2021), Plamondon et al. Chapter 2.2, Sibley et al. Chapter 2.3, Cooke et al. 
Chapter 3.1, Langley et al. Chapter 3.3, Hutchinson et al. Chapter 3.5,) and 
include sharing power, valuing different sources of knowledge and viewpoints 
equally, reciprocity and mutuality, and inclusivity. It is these principles that 
establish a foundation. Therefore, the starting point for any research coproduc-
tion journey is an active dialogue amongst partners about vision, motivations, 
demands, priorities, and expectations. Reaching an agreement about a set of 
principles establishes a way of working that will provide the touchstones for the 
partnership and projects.

It is this principles-based approach that extends the concept of user engage-
ment in research to one of research coproduction. As a values-driven approach 
to knowledge generation it is about working with rather than simply engaging in. 
This level of partnership extends throughout the whole research lifecycle rather 
than engagement in specific aspects of it (Hoekstra et al. 2020). Research copro-
duction reflects the shift away from a two-communities framing of knowledge 
production (Kothari et al. Chapter 1), to broader societal changes, including the 
democratization of science where citizens drive the agenda and knowledge users 
and researchers are equal partners. Greater user engagement and leadership in 
research also aligns with an increasing emphasis across research systems to 
reduce waste, as Chalmers and Glasziou (2009, p. 86) point out “An efficient sys-
tem of research should address health problems of importance to populations and 
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the interventions and outcomes considered important by patients and clinicians.” 
As such, the arguments for partnering with knowledge users in the research 
process are practical and moral.

As the evidence for principles-based coproduction research grows and devel-
ops, so too will learning and practical wisdom about what a set of core principles 
might include and how best to operationalize those principles – in particular, 
how they work at different levels of a research coproduction partnership and 
how to evaluate the faithfulness to those principles throughout the 
research process.

STAKEHOLDERS: AN INCLUSIVE AND FLEXIBLE APPROACH

We advocate an inclusive view of who the stakeholders might be that become 
partners in research coproduction. Critically, stakeholders can be anyone who 
might use research findings to influence decisions (knowledge users), be 
impacted by the use of the findings, or simply be interested in the research pro-
cess and/or its findings (see Kothari et al. Chapter 1). For example, through an 
inclusive lens, health system decision-makers are one type of stakeholder (Cooke 
et al. Chapter 3.1, Bowen et al. Chapter 3.4, Hutchinson et al. Chapter 3.5), whilst 
patients and the public (Ludwig and Banner Chapter 3.2) are another; but, 
within these broad categories there will be different perspectives and interests. 
Stakeholders may be individuals, teams, organizations, or communities. Addi-
tionally, stakeholders will be more or less obvious, visible or heard. As such, 
work is required to reach out to work with diverse stakeholders, and ensure 
clarity about role and contribution depending on the nature of the partnership 
and project. As Plamondon et al. (Chapter 2.2) point out, people, groups, and 
communities occupy complex social locations (positionality) which influence 
and shape what they bring to the research coproduction process. Therefore, who 
is involved and how they partner requires careful navigation as partnerships are 
being established, throughout the research lifecycle and, potentially, an enduring 
relationship.

Given the ebb and flow of the research process, the role and contribution of 
different partners will likely be dynamic and change through different phases 
based on interests and expertise. However, the literature treats knowledge users 
as a homogenous group. We are reminded by Bowen et al. (Chapter 3.4) that 
“one size will not fit all.” Not only is it important to understand up front how 
different partners wish to provide input, it is also critical that flexibility is built 
into the research design, the allocation of resources, and the project manage-
ment approach (Graham et al. Chapter 4.1) so that differing types of input, at 
different stages, can be accommodated (McCutcheon et al. Chapter 4.2). Future 
studies could examine the best type of engagement for different types of project. 
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Additionally, further investigations might dive deeper to uncover differences 
among, say, policymakers, practitioners, or patients, and what this might mean 
for expertise and shared decision-making throughout the research lifecycle.

MEANINGFUL PARTNERSHIP: ESSENTIAL INGREDIENTS

The golden thread throughout this book has been how research coproduction 
is dependent on, and a function of, developing, nurturing, and sustaining 
meaningful partnerships. Whilst partnerships are not new given the long tra-
dition of participatory research, partnership working framed around a set of 
agreed principles is one of research coproduction’s essential ingredients – it is 
intentionally and deliberately egalitarian. As Sibley et al’s review (Chapter 2.3) 
showed, most facilitators and barriers to research coproduction were related to 
processes associated with managing research partnerships. As such, partner-
ship is the context in which the research coproduction endeavor has the poten-
tial to flourish, or not.

As a values-driven approach for engaging in the research cycle, the quality 
of the partnership is critical. Several authors have pointed to the factors that 
influence both the establishment and maintenance of partnerships (e.g., Pla-
mondon et al. Chapter 2.2, Sibley et al. Chapter 2.3, Cooke et al. Chapter 3.1, 
Ludwig and Banner Chapter 3.2, Hutchinson et al. Chapter 3.5). Given there are 
reactive and proactive routes into the research process, including being initiated 
by researchers, through a researcher and knowledge user collective, and/or via 
knowledge users, the conditions for start-up are variously established and will 
likely influence the research trajectory (Hutchinson et al. Chapter 3.5). As Pla-
mondon et al. (Chapter 2.2) argue, early attention needs to be directed towards 
cultivating an understanding of the position and motivation of stakeholders. 
Fundamentally, this requires the exploration and sharing of power in philoso-
phy and action; and ideally a shift towards equity. Traditionally (and typically), 
power has resided in researchers and funders, rather than with knowledge users. 
As such, within the context of research coproduction there is still much to learn 
about the practical strategies that should be adopted to stop replicating colonial 
ways of doing research. In this book authors provide some helpful ideas. For 
example, Langley et al. (Chapter 3.3) provide examples of tools, practical strate-
gies, and approaches that include creative ways of facilitating more equitable 
engagement in the research process. Additionally, Cooke et al. (Chapter 3.1) and 
Graham et al. (Chapter 4.1) remind us to build in the practical features of project 
management to enable power-sharing, such as being attentive to investigator 
status, establishing a democratic governance framework, and building flexibility 
into timelines. Importantly, deliberate reflection on issues of power and balance 
are required throughout the research lifecycle.
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A deliberative process, in which people come together to gain greater under-
standing of each other, provides the platform upon which decisions about the 
mechanics of the research process, such as design and approach, can be negoti-
ated. If a shared understanding is not reached early on, it is likely to lead to ten-
sions throughout the research journey. Critically, relationship-building takes 
work and has to be the focus of significant effort and time, which can result in 
tension and possible trade-offs between productivity and inclusion (Boaz et al. 
2018). Unfortunately, this critical platform-building work is not an activity that 
typically attracts funding, unless it is part of an existing infrastructure or part-
nership arrangement (Bowen et al. Chapter 3.4, Hutchinson et al. Chapter 3.5, 
Holmes and Jones Chapter 5.3), which risks compromising the attention and 
time that is put into the foundations of meaningful research coproduction.

Maintaining meaningful partnerships will be a function of the early estab-
lishment work, in which clarity and agreement has been reached about the 
goals, approach, and respective roles of each partner in the research process. 
Additionally, appropriate structures and processes are needed to sustain produc-
tive research coproduction partnerships. Authors have highlighted a number of 
conditions that contribute to this, which include: ensuring partners have access 
to appropriate resources and have the capacity to partner; training and support 
is provided and accessible; there is genuine organizational (as well as individual) 
buy-in; communication style and approaches that support partnership working 
and governance arrangements that allow for agility. There are also soft factors 
which are important, including that the “chemistry is right” (Hutchinson et al. 
Chapter 3.5), and that mutuality allows for constructive dialogue and an inten-
tional effort to maintain a trusting relationship. Finally, we also advocate that 
sustaining research coproduction partnership working requires a good dose of 
humility – particularly on the part of those who have a research persona, where 
both cultural and scientific humility are needed.

The chapters in this book present a wealth of experiential evidence about 
how research coproduction happens and what success might look like; however, 
there is still more to do to build the research evidence base about partnership 
work. Several authors have noted the challenges associated with both the quality 
and quantity of evaluation and the reporting of working in partnership (e.g., 
Sibley et al. Chapter 2.2 and McLean et al. Chapter 4.3). McLean et al. (Chapter 
4.3) have outlined a number of questions of relevance to evaluating the partner-
ing experience of knowledge users and researchers, and the impact of that expe-
rience, including a new evaluation framework. There is also a potential to fill a 
gap in coproduction evaluation by building and evaluating a set of indicators for 
successful research coproduction partnerships from a multi-stakeholder, multi-
context perspective.

We suggest that the consequences of developing meaningful partnerships 
can extend beyond a particular research lifecycle. The potential spin-offs from 
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projects that are coproduced and meet knowledge users’ needs might whet the 
appetite for wider collaboration in new initiatives or projects (McCutcheon et al. 
4.2). Sustained engagement with genuine power-sharing and shared learning 
may create a resilience in the partnership that could ignite new and unexpected 
ideas and outcomes. This possibility provides both an incentive and reward for 
investing in the partnership as an essential ingredient.

SYSTEM ARCHITECTURE: THE CONTEXT OF RESEARCH 
COPRODUCTION

As all of the chapters in this book have highlighted, context matters. However, 
there is not just one context for research coproduction. They include: the 
operating context, research or science, politics, practice, the social, emotional, 
and ethical contexts, and so on. Aggregated, these contexts represent the research 
coproduction ecosystem. There has been an increasing turn to viewing the con-
duct of research and its impact as both complex and adaptive. The architectures 
or ways in which those systems are organized provide the conditions and spaces 
that more or less facilitate connectivity and offer the resources and assets that 
can result in collaborative action and research coproduction (Rycroft-Malone et 
al. 2016). Architecture, as chapter authors have demonstrated, is relevant at both 
the project (e.g., Cooke et al. Chapter 3.1) and organizational partnership levels 
(e.g., Bowen et al. Chapter 3.4, Hutchinson et al. Chapter 3.5).

Funders and funding are a critical feature of the research coproduction sys-
tem’s architecture. Funders are both enablers and influencers (Holmes and 
Jones Chapter 5.3). As such, it is not just the funding programs on offer that can 
provide support for research coproduction, but it is also the way in which funders 
act to drive behavior change in the research system. Furthermore, funders are in 
an ideal position to support capacity and capability building to undertake high 
quality research coproduction and build the evidence base. Providing opportuni-
ties for organizations, through infrastructure awards such as that described by 
Cooke et al. (Chapter 3.1) in the funding of Applied Research Collaborations 
(previously Collaborations for Leadership in Applied Research and Care 
[CLAHRC]), and for individuals through, for example, fellowships such as 
Knowledge Mobilisation Fellowships in England (NIHR) and the Evidence 
Leaders in Africa scheme (Holmes and Jones Chapter 5.3), are ways in which 
funders can drive developments in skill and competence and build the architec-
ture. Fundamentally, funding for research coproduction needs to be program-
matic: funders should make resources available for foundational activities, such 
as relationship-building, as well as supporting coproduction, such as training 
opportunities, right through the research lifecycle, including knowledge mobili-
zation and dissemination.
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Another key part of the system is the academy. The way in which the 
research and science system has traditionally operated can be counterproductive 
to meaningful research coproduction. Rewards, and therefore incentives, for 
researchers are often at odds with those for knowledge users. The most obvious 
is, as Burton and Elin (Chapter 5.1) pointed out, that universities have particular 
expectations for academic promotion that value particular types of activity and 
output, such as publishing papers in high-ranked journals. Some of these expec-
tations are beginning to shift through external influences. For example, the San 
Francisco Declaration On Research Assessment (DORA) is encouraging signa-
tories to move away from metrics such as impact factors: funders wishing to see 
the full breadth of a researcher’s contributions in their curriculum vitae, includ-
ing their contributions to broader society, can use their “Résumé for Research-
ers.” There is also evidence to show that researchers themselves are adding 
collaborations with knowledge users to their curriculum vitae, thus demonstrat-
ing both the breadth of their partnership working and the impacts from those 
relationships (Boland et al. 2020). However, much of what is outlined in this 
book requires more radical system change if it is to become embedded. Funda-
mentally, this will require a shift in the academy’s values to recognize the impor-
tance of researching through partnership arrangements. This shift should align 
well with fulfilling a higher education institution’s role as a civic institution.

There are certain features of the system that provide the oil – in some cases, 
the glue – for research coproduction. Research ethics approval systems and pro-
cesses is one such element. Given the often developmental and incremental 
approach to developing research coproduction proposals, details emerge through 
interaction and doing. Typically, ethical review boards/panels want detail 
upfront. Additionally, the people involved in research might be viewed as par-
ticipants in traditionally framed research projects, whereas in coproduction pro-
jects they might have a dual role as partner and participant, which gives rise to 
questions about appropriate consent mechanisms. Whilst all research needs to 
uphold the highest standards of ethical propriety, we argue that the differences 
that coproduction research presents for ethical scrutiny require more accommo-
dating perspectives and approaches, whilst maintaining rigor and robustness. 
Testing the system over time with different types of research coproduction pro-
jects should allow mutual learning in this respect.

Navigating and managing the many interfaces in the architecture of a 
research coproduction ecosystem is also seen as an important ingredient by a 
number of contributors, particularly those in Section 3. Having the capacity and 
ability to work across, including up and down, organizational boundaries is 
important to the research coproduction effort. Whilst members of the research 
coproduction team must work across different interfaces, investment in particu-
lar boundary-spanning roles might be worthwhile, particularly where research 
coproduction is a feature of an academic-service organizational partnership 
(Hutchinson et al. Chapter 3.5). Often there is little incentive within 
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organizations for knowledge users to become research team members. Bound-
ary-crossing roles could include knowledge users working in academia and/or 
researchers being embedded in services. There has been increasing interest in 
the potential of hybrid roles, variously labeled as researchers in residence, inter-
mediaries, embedded researchers, relationship brokers (Bowen et al. 2017; Ward 
et al. 2021). People adopting these positions can assume the concomitant roles of 
facilitator, broker, translator, and researcher. However, putting these roles into 
action can be challenging, including managing fit, belonging, role strain, role 
conflict, and navigating different stakeholders’ expectations. Additionally, those 
occupying these boundary-spanning roles need highly tuned skills and exper-
tise. Fundamentally, there is still much to learn about their potential contribu-
tion to the research coproduction endeavor, which needs further rigorous 
evaluation, including the costs and benefits to organizations and to the individu-
als themselves.

Whilst conducting research is often viewed as an individual activity, the 
turn to more inclusive and interdisciplinary approaches to applied research, 
including those outlined in this book related to research coproduction, with 
emphasis on the multiple contexts of research practice is needed. As Sibley et al. 
(Chapter 2.3) summarize, typically it is system factors that are identified as bar-
riers to research coproduction processes and readiness to apply findings. Con-
versely however, it is also the features of the systems, including the people who 
occupy them, that can be harnessed to improve the conditions for potentially 
successful research coproduction partnerships, projects, and programs. As both 
the practice and evidence base for health-related coproduction develops and 
matures, so too will our understanding of how to best develop facilitative eco-
systems, including how we might usefully evaluate the influence of these sys-
tems on all aspects of the research coproduction lifecycle. It is therefore 
particularly important that research teams build in evaluation of research copro-
duction processes, specifically those that can explain what works, for whom, and 
in what circumstances, and to also provide rich descriptions of the conditions in 
which coproduction was operationalized.

SUPPORTING PEOPLE’S CAPABILITY FOR RESEARCH 
COPRODUCTION

As the contents of this book have demonstrated, meaningful research copro-
duction is an involved activity; moreover, there is still much to learn about 
how best to do it. An area where there is a particular knowledge gap is our 
understanding of the competencies, preparation, and support required for peo-
ple as individuals and team members to be involved in, and conduct research 
coproduction. This gap is, in part, a function of a lack of systematic and accu-
mulated learning to date: more effort on how to build competence and 
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capability is needed. As the evidence base and our experience grows in quantity 
and quality so too will our ability to develop more specific competency frame-
works and curricula. Currently, we have frameworks to draw on from health 
services research, knowledge translation, and allied fields – such as, improve-
ment and implementation science (Burton and Elin Chapter 5.1) – as well as a 
growing wealth of experiential knowledge (Cassidy et al. Chapter 5.2). There is 
also a growing recognition that it may be necessary to enhance knowledge 
users’ capability to partner with researchers (Ludwig and Banner Chapter 3.2, 
Bowen et al. Chapter 3.4).

Given the principles-based and solution-focussed approach we advocate in 
this book, research coproduction should not be associated with any particular 
research methodology (Burton and Elin Chapter 5.1). As such, coproduction 
requires a broad range of competencies that are research-related, personal, and 
relational; or, to put it another way, competencies that relate to doing, as well as 
being. Given the requirements of authentic and sustained partnership-working, 
communication skills, emotional intelligence, and the ability to negotiate and 
resolve conflict, as well as honed interpersonal skills, will be as critical to suc-
cessful research coproduction as expertise in operationalizing particular research 
methods. These are the types of “soft skills” that are hard to put into action; for 
that reason it is possible that not everyone will be able to master and/or be com-
fortable with research coproduction.

The expectations about the mastery of skills related to core research copro-
duction competencies will likely differ, depending on the role being played in 
the team and the composition of individuals on the team. Whilst we suggest that 
training and support are needed just as much for researchers as for knowledge 
users, the skills needed may differ between individuals and groups, and through-
out the research lifecycle. This requires a deliberate focus on ensuring clarity 
about the role and expectations of each team member, and an understanding of 
where there may be gaps in skills and knowledge so that an appropriate plan can 
be put into place to support development needs. This type of mapping is as rel-
evant for knowledge users as it is for researchers.

Burton and Elin (Chapter 5.1) have identified an increased focus on meet-
ing the competencies needed for research coproduction, which will require 
revisions to the way in which research training is organized, what is in the 
curricula, when during the training is it provided, and how it is accessed. Cas-
sidy et al. (Chapter 5.2) described how they “stumbled on” opportunities of 
“learning as you go” through one-off projects; there is a need for a better fram-
ing of the learning experience, including attention to how it is funded. There is 
a strong experiential basis to build on, including some helpful learning points 
outlined by Cassidy et al. (Chapter 5.2). Work now needs to be done to sys-
tematize this knowledge and develop learning and development opportunities 
that are directly relevant to the distinctiveness of a research coproduc-
tion approach.
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BUILDING SYSTEMS CAPABILITIES FOR RESEARCH 
COPRODUCTION

In order to develop the potential for more embedded research coproduction we 
also need to look towards how we build the capacity and capabilities of systems: 
how to scale up activity from individual project partnerships. As Bowen et al. 
(Chapter 3.4) observe, most research partnerships are not between, for example, 
a particular university and health service, but typically between one or more 
researchers and a manager within a specific service or program. As they articu-
late, this results in some vulnerabilities, not least the absence of full institutional 
buy-in; and, in practical terms, engagement and partnerships being more 
exposed to challenges such as staff turnover. There are some examples of inter-
organizational partnerships in this book, such as that described by Hutchinson 
et al. (Chapter 3.5) within an Australian regional health system, and others out-
lining the regional Applied Research Collaborations (ARCs) in the United 
Kingdom (although the extent to which ARCs and their predecessor CLARHCs 
foster genuine research coproduction could be questioned) (Cooke et al. Chapter 
3.1). However, these types of organizational arrangement are relatively rare. 
Whilst we do not underestimate the effort and investment that is required to 
position and develop organizational level partnerships, as Bowen et al. 
(Chapter 3.4) and Hutchinson et al. (Chapter 3.5) describe, the mutual benefits 
of conducting research coproduction within these types of system partnerships 
may well counterbalance the costs.

There is also work to do to develop the infrastructure within organizations to 
support research coproduction as an institutional and inter-organization approach 
to knowledge generation. This would require a philosophical commitment by 
institutions, as well as the appropriate resources. We outlined earlier that one of 
the catalysts to research coproduction would be access to appropriate funding 
mechanisms; however, perhaps there is also more to consider about how different 
types of partner need to develop their infrastructure to support and incentivize this 
way of working. This infrastructure may be different dependent on the type of 
knowledge user (patient, policy maker, provider, industry) and service, and the 
level of partnership (project, program, community, health system). Equally, the 
academy needs to revisit its value proposition and consider what mechanisms and 
structures might nurture, incentivize and reward engaged scholarship.

JUDICIOUS COPRODUCTION

As Ostrom herself cautions “co-production is not, of course, universally advan-
tageous” (Ostrom 1996, p. 1082). This is a sentiment expressed by other 
 commentators, including reference to the “dark side of coproduction” (Oliver 
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et al. 2019) and, as a result, the potential risk of getting “lost in the shadows” 
(Williams et al. 2020). Whilst Oliver et al. (2019) point out some of the challenges 
of engaging in coproduction, Williams et al. (2020) remind us that the propensity 
to label any forms of collaboration as coproduction (what they term “cobiquity”) 
is counterproductive and misaligned with the fundamental tenets of working 
coproductively. As we outlined earlier in this chapter, it is the principles-based 
approach, driven by a set of values, that extends the concept of engagement and 
collaboration to one of research coproduction. It is this values-driven, power-
sharing approach to knowledge generation that results in working with, rather 
than simply engaging in.

Some may suggest we describe an idealized vision of research coproduction. 
However, the authors in this book have also highlighted the challenges and pit-
falls of research coproduction; including, for example, conflict, dissatisfaction, 
not being listened to, resource intensiveness, and gaining buy-in from all part-
ners (e.g., Sibley et al. Chapter 2.3). Oliver et al. (2019) also drew our attention to 
some of the challenges, risks, and costs. Future studies might focus on identify-
ing the risks, and mitigating strategies, that different types of knowledge user 
and researcher experience when involved in coproduction. It is important that 
we continue to open up our research coproduction efforts to critique and chal-
lenge as we learn and develop capacity and expertise. We are certainly not sug-
gesting that research coproduction is a panacea; conversely, we do suggest that 
framing research efforts through a coproduction lens also needs judicious appli-
cation (McCutcheon et al. Chapter 4.2).

CLOSING THOUGHTS

Our intent with this book was to curate some useful advice, and the related liter-
ature, on how to navigate the research coproduction lifecycle, including an 
exposition of the conditions required to facilitate success. Despite a long history 
of community participation in research, research coproduction within a health-
care context is relatively young, and as such there is still much to learn. As we 
have outlined, we come from a position of research coproduction being more 
than collaboration in a research project. It is a principles-based approach which 
requires exploration and sharing of power so that an equitable partnership pro-
vides the conditions for the research process. The implications of this equitable 
approach to research challenges our current systems of research production. 
Our research systems, and the institutions within them, will require structural 
change to accommodate and embed authentic research coproduction.

We are not blind to the fact that many of the authors in this book come from 
privileged positions and have researcher personae. However, our examples have 
been taken from lived experience and our writing teams have partnered with 
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knowledge users as authors. We should also acknowledge that we present a 
Global North view of research coproduction; the voices of those from the Global 
South have not been included in this edition.

There are still many questions about how to evaluate research coproduction, 
including those related to processes, outcomes, and the impact of a co-produced 
research lifecycle: intended or unintended, achieved, proximal, or distal. An 
area of particular inquiry is how to best assess the enactment of research copro-
duction against its underpinning principles. This will be important learning and 
will be foundational to improving future research practice.

Whilst McFarlane and Salsberg have reviewed some of the conceptual 
underpinnings of research coproduction (Chapter 2.1), we note there is no over-
arching theory of research coproduction. In that respect, our view of research 
coproduction is theoretically pluralist. As we reflect on the content of the book, 
including this final chapter, we see the beginnings of a conceptual platform. 
Research coproduction has emerged from a more socially constructed view of 
knowledge generation and use, and we also acknowledge that systems made up 
of structures, as well as people, play an important facilitative role. In this respect, 
we are reminded of Best and Holmes (2010)’s three generations of thinking 
about how to convert knowledge into action: linear, relational, and systems. 
These generations represent an increasing shift from knowledge transfer to a 
more distributed and deliberative process and perspective. But does this concep-
tualization now go far enough? We argue that it might be time to extend these 
generations to a fourth, which we frame as “democratization.”

This fourth generation of thinking acknowledges the fundamental princi-
ples of research coproduction: all have an equal voice and role to play through-
out the research lifecycle. This requires an inclusive approach in which power is 
equally shared. Given much research is currently initiated and led by research-
ers, it is researchers who have the greatest capacity and responsibility for change. 
This book provides the building blocks and tools for a more democratized 
approach to the research process and, as a consequence, the potential for gener-
ating evidence-informed solutions to real-world problems that will more rapidly 
translate into better care and health.
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