Appendices

Appendix 1. Story line topic list for interviews
Narrative accounts of co-production in Collaborations for Leadership in Applied Health Research and Care (CLAHRCs)

Introduction
We are a small working group with members from five NIHR-funded Applied Research Collaborations (ARCs), who share an interest in co-production. We want to understand the overall narrative around co-production and capture the learning from previous CLAHRCs before developing further work in this area. 
We have approached you because you worked in a previous CLAHRC (Yorkshire & Humber, Greater Manchester, East Midlands or South London), were involved in some way with co-production and may be able to provide a comprehensive overview of co-production and key learning within your CLAHRC.
Please try to answer the following questions in as much detail as you can, keeping in mind a broad definition of co-production. For example, it may have been implemented as an entire methodology, or at defined time points and could have been applied in a range of circumstances including projects, events, training or funding applications. We are particularly interested to know about applied health research and complex intervention research that used co-production.
Thank you for taking time to complete these questions. If you are providing a written account, please expand the boxes below as needed.
The Cross-ARC working Group on Co-production
Questions
	1.
	Please can you briefly describe your CLAHRC and its approach to co-production?
For example: To what extent did the CLAHRC engage with ‘co-production’? What was the rationale for using co-production? To what extent was co-production applied intentionally/ according to known principles? Was the approach to co-production coherent across the CLAHRC?


	2.
	Who were the main people involved in this work within your CLAHRC?
Please tell us about: Who led on this work in your CLARHC? Which stakeholder groups were included in the co-produced projects (e.g. public, organisations, providers etc)? Is there someone else we can contact for additional information about the co-production work within the CLAHRC? 


	3. 
	How did you apply your co-production approach across the CLAHRC?
For example: How was co-production applied in projects, events, training and funding schemes? Was the application uniform across the CLAHRC?


	4.
	What learning did you take away from using co-production in your CLAHRC? 
For example: What worked well, what didn't? What were the main challenges? What would you say about the impact of the co-produced work within your CLAHRC? Did the understanding of, or competence in co-production, change over the period of the CLAHRC award?



	5.
	What can ARCs do to make more use of co-production going forward? 
For example: What should the ARCs do more of? What should the ARCs do differently to the CLAHRCs? What do you think are the upcoming priorities for using co-production within ARCs?  


	6.
	Which co-production projects from your CLAHRC would be worth following up if you had to select two?
Please give as much detail as you can: Title, project lead, contact details? Are there any publications or reports available in the public domain? 



	7. 
	What was your role in the previous CLAHRC? And which CLARHC did you work within?




THANK YOU



Appendix 2. Resource pack for interactive workshop
Pre-discussion resource pack for authors 
Instructions
Our emerging analysis identified six tensions that were apparent when applied health research was co-produced within the CLAHRCs. We’d like your comments and suggestions for each of the findings, so that we can refine them for the journal paper we will write together. Please use the table below and the cut and re-arrange exercise to capture your thoughts about the findings. Please bring your ideas and suggestions to our group discussion on [insert date and time].
	6 tensions…
	YOUR comments here please [image: Arrow: Rotate right with solid fill]

	1 Idealistic, tokenistic vs realistic narratives
Some co-produced applied research can be tokenistic with passive collaboration and less emphasis on empowerment, equality and inclusion; yet ‘gold standard’ co-production may not be achievable (and may put people off trying).
	

	2 Power differences and (lack of) reciprocity
Academics often see themselves as ‘experts’ and need to recognise ‘experts by experience’ as equally powerful; everyone involved should gain from co-productive evidence generation.  
	

	3 Excluding vs including language and communication
The use of ‘research’ jargon and the communication style of researchers can exclude partners involved in co-production such as service users, managers or practitioners.
	

	4 Research vs non-research activities
Co-producing evidence means researchers enabling people’s involvement, building relationships, partnership engagement and facilitation; academic institutions tend not to recognise or reward these non-research activities.
	

	5 Traditional academic ways of working vs new ways of generating and disseminating evidence
Traditional academic ways of producing evidence value objectivity and separation of researchers and participants, whereas working in a co-productive way involves generating experiential knowledge, sharing of roles, and more dynamic and equitable relationships across the research cycle. Traditional academic outputs (i.e. published papers) may not hold the same value to stakeholders.
	

	6 Strategic leadership vs capacity on the ground 
Leaders played a critical role in envisioning co-production within CLAHRCs although the capacity to enact and use co-production in individual projects varied.
	

	ANY other comments or suggestions? 
 






	Please cut out 
the six tensions cards below
	Blank cards 
Use these to re-phrase or add new tensions 

	1 Idealistic, tokenistic vs realistic narratives
	1 

	2 Power differences and (lack of) reciprocity
	2 

	3 Excluding vs including language and communication
	3 

	4 Research vs non-research activities
	4 

	5 Traditional academic ways of working vs new ways of generating and disseminating evidence
	5 

	6 Strategic leadership vs capacity on the ground
	6 




Now re-arrange the cards according to how important and/or relevant they are to the present Applied Research Collaborations (ARCs):
Outer circle: least important and/or relevant









Inner circle: most important and/or relevant

Manuscript abstract 
Working title: Practical insights on doing co-production: reflections on co-produced research projects in five UK collaborative research partnerships between 2008-2018
Summary of the paper
Background
Despite a growing enthusiasm for co-production in healthcare services and research, research on co-production practices is lacking. An abundance of conceptual frameworks, guidelines and principles is available but little empirical research is conducted on the ‘how to do’ co-production of research evidence to improve health care services. This paper brings together leadership insights from collaborative research partnerships in the UK on practicing co-production with the aim to inform practical guidance for new partnerships facilitating co-production of applied health research. 
Methods
Using an auto-ethnographic approach, experiential evidence was elicited through collective sense making from conversations between the research team and leaders of five collaborative research partnerships. This approach applies a cultural analysis and interpretation of the leads’ behaviours, thoughts and experiences of co-production between 2008 and 2018 in relation to the academics, health practitioners, policy makers and local communities/ third sector organisations involved in co-produced research projects within the collective research partnerships. 
Results
The findings highlight a variation of practices across CLAHRCs with the context in which co-production occurs largely determining the nature of the process and outcomes. We identified six tensions in doing co-production, such as 1) idealistic, tokenistic vs realistic narratives, 2) power differences and (lack of) reciprocity, 3) excluding vs including language and communication, 4) research vs non-research activities, 5) traditional academic ways of working and publishing vs new way of generating and disseminating evidence, and 6) strategic leadership vs capacity on the ground.
Conclusions
To overcome identified tensions in practicing co-production of research, NIHR ARCs need to be explicit about the tensions, be pragmatic about how to tailor co-production to their context and enact it at their lowest level. Imposing one model for co-production needs to be avoid in favour of identifying relevant levers for change in each context. Therefore, we propose a matrix of co-produced activities to enable leads in these collaborations to match context, actors and purpose with appropriate co-production activities. Based on this matrix we provide practical guidance on how best to support co-production in different structures and projects. 





Supplementary Files. Case studies of the four tensions.

1) Idealistic, tokenistic vs realistic narratives 
[bookmark: _Hlk100918680]Case study CLAHRC SY/YH: Getting Research Into Practice (GRiP)
CLAHRC partners in Yorkshire and Humber could apply for funding to undertake a Getting Research into Practice (GRiP) project by submitting a written proposal of maximum four pages. The funding supported the release of staff from Sheffield Teaching Hospitals NHS FT to conduct a research project on an aspect of care provided to patients that could be improved through implementing evidence into practice. GRiP projects were supported by members of the Translating Knowledge into Action theme of NIHR CLAHRC Yorkshire and Humber with up to three projects funded per year and a maximum of £12,000 for each project. A case book was produced at the end of the CLAHRC to highlight various GRIP projects and the impact they had on practice. 
One of the GRiPs projects explored ways to promote exercise in stroke survivors living in Sheffield, using co-production workshops to better understand support from the service user point of view. The multi-disciplinary project team, composed of health professionals and designers, used storytelling and visuals to explore myths around exercise after stroke and identify key barriers and enablers of services provided in Sheffield. They also co-facilitated a series of five workshops to develop design briefs for creating an ideal service, with support from product design course students at Sheffield Hallam University, who were paired with stroke survivors and healthcare professionals. 
This resulted in briefs for a communications campaign to counter myths and promote physical activity, a staff training package to help the consistent delivery of information regarding exercise after a stroke, and the creation of a stroke survivor’s ‘passport’, giving them access to relevant and customised information and keeping their medical information in one place. Brief were shared with teams across the world to seek funding for developing a prototype to test in stroke wards.

2) Power differences and (lack of) reciprocity 
Case study CLAHRC South Yorkshire/Yorkshire and Humber: Power differences between academics
In the CLAHRC South Yorkshire a KM theme was led by an xx academic while another theme was led by a trialist medic who was working with a clinical psychologist who in turn was very theory driven. Both were both senior professors in their field; very much driven and fashioned by their considerable experience. One through positivist and experiment(induction); the other driven by theory application ( deduction). They respected each other (based on their perceived places in respective hierarchies) and understood that their ways of knowing were different. They could just about cope with this.  However, the introduction of collaborative co-production and critical theory/ creative design approaches working was a step too far. They just did not get it and did not use the KM theme’s expertise as they did not consider it as real research.
There were also power differences within themes. For example in CLAHRC’s Obesity theme. We wanted to develop priorities for the theme and do this with services. The priority setting groups included surgeons and public health practitioners. The first wanted to prioritise tertiary gastric bands and gastric balloons and evaluate this. The second group wanted to look at true prevention. Sugar tax/ obesogenic environment. They could not compromise and there were real tensions and power issues amongst these stakeholders. In the end we developed collaborative groups working at different stages of prevention.  
3) Excluding vs including language and communication (or soft skills vs craft?), 
Language and communication
Case study CLAHRC Yorkshire and Humber: importance of collaborative agreements between researchers and industry partners
As an example of research co-production challenges, CLAHRC YH undertook the implementation and evaluation of a project known as the Enhanced Community Palliative Support Service (EnComPaSS). Working with the voluntary sector, commissioners and an industry partner. This workforce transformation in end-of-life care was coproduced from its inception with shared decision-making between knowledge users and researchers, mutual learning and respect (Ariss et al 2021). The success of this project partly lay in the ability of our industry partners to be nimble and responsive to changes in the digital platform requested by clinical teams. However, at times the expectations of both with regards to the feasibility of changes was unreasonable and expectations had to be carefully managed. The need to be clear about foreground and background IP are crucial if new pathway models and novel workforce developments are undertaken in a coproduced way. We learnt the importance of collaborative agreements between our industry partners and all other collaborators in this  project.

Motivation versus skills
Case study CLAHRC South Yorkshire: utilising different skills sets
The CLAHRC South Yorkshire developed a three-monthly reporting system that asked theme leads to report on what they were undertaking within their theme based on our principles, with one being co-production. The reporting system worked as a mechanism to share and learn from one another in using co-production skills. 
In addition, the CLAHRC South Yorkshire used their Research Capacity Funding to encourage cross fertilisation of ideas and undertake joint projects together. Themes that were experienced in co-production had an opportunity to use these skills with other research themes. This was sometimes successful, leading to more sustained partnerships, but also sometimes did not work. Examples?

Case study Fuse:  AskFuse, a responsive research and evaluation service for public health practitioners and policy makers
In June 2013, after extensive consultation with local stakeholders and partners, Fuse launched AskFuse: a rapid response and evaluation service to provide decision makers and practitioners with an easy-to-access portal for public health evidence in the North East of England. The service aims to respond to a broad range of research requests from the health, well-being or social care sectors.
The post of AskFuse Research Manager was created to provide a single point of contact for all AskFuse enquiries and to coordinate this service for each client from start to finish. In an initial conversation, the partner’s needs are explored; the nature and timescale of any further work is then agreed over a few meetings (with no obligation or fee), resulting in a research brief for researchers. The costs of any work agreed, and outputs, will be discussed at this stage. The Research Manager then liaises with Fuse senior investigators and staff at the five universities in the North East of England to identify capacity and skills to develop, commission, lead and undertake research projects.
Between June 2013 and January 2022 over 400 enquiries have been supported by the service resulting in more than 150 collaborative research projects and various co-produced knowledge exchange events. However, the knowledge brokering process facilitated by the service has not been without its challenges. For instance, considerable time is often needed to turn enquiries into a format which is ‘researchable’, in part because of unreal expectations. Secondly, local funding for agreed research projects was generally limited, while academic enthusiasm for supporting these projects was sometimes dampened by a lack of institutional incentives to engage in knowledge exchange. Finally, developing AskFuse proved particularly challenging in a time of significant system upheaval in the NHS. This also changed the types of evidence that were valued by enquirers, with more emphasis being put on implementation advice from qualitative or realist designs.

4) Individual motivation vs structural issues
Case study Fuse: community-centred approaches to public health/ Impact of Universal Credit in North East England: a qualitative study of claimants and support staff
The need for the study emerged from embedded research undertaken by MC with local community groups in Gateshead, drawing on their priorities and experiences. Keen to explore the potential health and social impact of UC on residents, Gateshead Council commissioned the study. Local stakeholders were involved in the conduct of the study and in dissemination of findings. 
33 UC claimants with complex needs, disabilities and health conditions and 37 staff from local government, housing, voluntary and community sector organisations were interviewed and took part in focus groups to share  their accounts of the UC claims process and the consequences of managing on UC. The findings added considerable detail to emerging evidence of the deleterious effects of UC on vulnerable claimants’ health and wellbeing with evidence suggesting that UC is undermining vulnerable claimants’ mental health, increasing the risk of poverty, hardship, destitution and suicidality. 
The resulting findings were presented to the House of Commons Work and Pensions Select Committee and were cited in a report by the UN Special Rapporteur for Extreme Poverty and Human Rights (Alston et al 2019) calling on the Government to provide financial support to people waiting for their first Universal Credit payment.
Cheetham M, Moffatt S, Addison M, Wiseman A. Impact of Universal Credit in North East England: a qualitative study of claimants and support staff. BMJ open. 2019 Jul 1;9(7):e029611. 
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