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Key Message

Co-production has historical roots in civil rights and social care in the USA.

In the UK, co-production in healthcare and social services has gone beyond models
of service user consultation towards developing a model of service delivery intended
to impact on service users and on wider social systems.

Collaborative co-production requires users to be experts in their own circumstances and
capable of making decisions, while professionals must move from being fixers to facilitators.
To be truly transformative, co-production requires a relocation of power towards service users.
This necessitates new relationships with front-line professionals who need training to be
empowered to take on these new roles.

Patient centredness describes the relationship between clinicians and patients as a meeting
of two experts, each with their respective knowledge and skills.

There has been far more emphasis on research and practice on elaborating the clinicians’ skills
in the co-productive consultation than there has been on the skills of the patient.

This paper presents a descriptive model of the skills of clinicians and patients, and the context
and outcomes of co-productive consultations.
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Overview

The Health Foundation proposes that co production is

central to how the Co-creating Health (CCH) initiative works.

This report establishes the origins of co-production in health,
economic and social arenas. How the concept is used in relation

to people with long-term health conditions, how it can be defined,
and how clinicians can capture the quality of co-production in
consultations are also discussed.

The purpose of this paper is to establish a working definition of the co-production of health.

As a delivery model for health services, co-production is based on the sharing of information

and on shared decision making between the service users and providers (Bettencourt, Ostrom et al, 2002;

Needham and Carr, 2009). It builds on the assumption that both parties have a central role to play in the
process as they each contribute different and essential knowledge (Cahn, 2000).
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Infroduction

In the 1970s, social policy recognised how users can make a difference

to the quality of service they receive when they participate in the

delivery of the public service themselves. During the last decade,

there have been efforts to explore how client involvement in service

delivery can be encouraged and supported by the services themselves
(Boyle et al, 2006a and b). One approach, which emphasises the

importance of the collaboration between service providers and users,

is co-production. It is also known as co-creating services, whereby

service recipients are involved in different stages of the process,

including planning, design, delivery and audit of a public service
(Boyle, Clarke and Burns 2006a; Needham and Carr, 2009).

Historical background

Co-production was first conceptualised by an
academic team led by Elinor Ostrom at Indiana
University in the 1970s and described the lack of
recognition of service users in service delivery.

The concept was developed further by Edgar

Cahn, a civil rights law professor, who created time
banks, a system which relies on the participation

of volunteers who are also service users (Boyle,
Clarke and Burns 2006a; Needham and Carr,
2009). His work shows how successful collaborative
interventions that involve people with long-term
psychosocial needs can contribute to improve
community links (Boyle, Clarke and Burns, 2006b).

In the UK during the 1980s, Anna Coote,
director of health policy at the King’s Fund,
introduced the concept of co-production as a
way to understand the relationship between
clinicians and patients in health services.

By the mid-1990s, a combination of factors
highlighted the need to attend to alternative
models of delivery of services, including
co-production (Needham and Carr, 2009).

Firstly, the prevalent market model of public
service delivery in the UK was found to give a poor
return on investment (Boyle, 2004; Coote, 2002;
Needham and Carr, 2009). Secondly, new types

of knowledge generated by mass media, such as
the internet, have challenged the assumption that
providers have sole control of the information
(Coulter and Ellins, 2006; Needham and Carr,
2009). Finally, more participatory ways of service
delivery are actively sought by policy makers
within social care and in promoting social capital
(Cayton, 2004; Needham and Carr, 2009). Co-
production is therefore a model of service delivery
intended to impact on service users

and on wider social systems.
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THE NATURE OF
CO-PRODUCTION

Co-production refers to the contribution of

service users to the provision of services.
Bettencourt and colleagues (2002) argued that this
concept is critical in knowledge-intensive business
services in the US and UK markets. A similar
co-productive approach to the generation of
knowledge has been applied in Germany and Spain
in the field of biotechnologies (Ferretti and Pavone,
2009), and in community initiatives in Hungary
(Bodorkés and Pataki, 2009).

From these examples we learn that co-production
derivedfrom knowledge-based industries shows
how the model permits the individualisation

of service delivery. This delivery is based upon
effective information exchange and shared decision
making that respond to complex and unique
service users needs (Bettencourt, Ostrom et al,
2002). It challenges the idea of a passive customer
by creating the expectation on the part of the
service provider and the customer of equivalently
active roles in the delivery of the service.

Co-production has also been applied to the
provision of public services. In the European
context, for example, co-production has been used
to describe the relationship between government,
private, voluntary and non-profit organisations in
the delivery of public services (Pestoff, Osborne
and Brandsen, 2006).

In public services, including those provided by
not-for-profit bodies, co-production could
have three different roles: co-governance,
co-management and co-production.
Co-governance refers to organisations that help
in the planning and design of public services
while co-management refers to the production
of the service by the third sector organisation
in conjunction with the state (Brandsen and
Pestoff, 2006).
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Co-production, however, is restricted to user
involvement in the production of public services
directly, with or without state intervention.

In this case, the term refers to a certain type

of user involvement at an individual rather than
organisational level.

Although it is not the only type, it has been
taken further as a way to create synergy between
governments and citizens (Brandsen and Pestoff,
2006, p496).

Similarly, in a paper about public policy,
engagement and participation, Bovaird

(2007) placed emphasis on the co-productive
relationship, which firstly works within a long-
term perspective and secondly assumes that both
citizens and government have a contribution to
make to the provision of the service.

In the UK, there is growing interest in applying
co-production to public services such as social
care and health, where the emphasis is primarily
concerned with a service to an individual rather
than with organisational or community
co-production.

CO-PRODUCTION
IN SOCIAL CARE

In a research briefing for the Social Care Institute
for Excellence, Needham and Carr (2009)
proposed that co-production in social care can
have a transformative effect on the provision of
public services.

Co-production has been applied to the
collaboration between a professional or technical
provider and a service user. UK government
policies, such as person-centred care and
individual budgets, are examples guided by this
type of co-production (Wilson, 2001).

Collaborative co-production challenges the
usual relationship between professionals and
service users. It requires the latter to be
considered experts in their own circumstances
and therefore capable of making decisions and
having control as responsible citizens (Boyle,
Clarke and Burns, 2006a).At the same time,
co-production also implies a change in the role
of the professionals from fixers of problems

to facilitators who find solutions by working
with their clients. This approach promotes the
importance of front-line staft to the delivery of
a service (Needham and Carr, 2009).

The effect of co-production in a service can go
from merely descriptive to recognisable or truly
transformative (Needham and Carr, 2009). At a
descriptive level, co-production is used to restate
how services rely on the users’ input to achieve
predetermined outcomes. It aims to address the
problem of compliance by attaining an agreement

between the provider and the service user through

shared problem definition and the design and
implementation of solutions.

The intermediate or recognisable level

of co-production is characterised by the
acknowledgement of, and sometimes requirement
for, users to be involved in problem-solving

tasks and crucially in agreeing outcomes.

The delivery system should have structures in
place to support users’ contributions and be more
accommodating to the needs of the individual
(Needham and Carr, 2009). However, this stops
short of a shift in the power that service providers
have in determining how the service is delivered.
According to Needham and Carr (2009), when
there is a relocation of these power structures,
co-production has an even more transformative
effect on the service delivery.

Indeed, when co-production is fully assumed,
this relocation of power is accomplished by the
development of new user-led mechanisms of
planning, delivery and management. Also there
is a considerable effort to train and empower
front-line staff who become crucial to the quality
of service delivery.

At an individual level in a research report to

the Joseph Rowntree Foundation, Boyle and
colleagues (2006b) stated how being involved in
co-productive social programmes can make an
important contribution to peoples’ physical and
mental health. They suggested that the creation
of social networks working in partnership with
services is important for recovery, especially for
people with long-term conditions. Similarly,
there is an increasing use of co-production in the
provision of health services via policy directives
(Boyle, Clark and Burns, 2006b).

What is co-production?
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CO-PRODUCTION
AND HEALTHCARE

In service delivery, co-production is highly
individualised to the unique needs of users
(Bettencourt, Ostrom et al, 2002). It depends
on the development of a long-term relationship
between the provider and the recipient

where information and decisions are shared
(Bovaird, 2007).

Co-production challenges the assumption that
service users are passive recipients of care and
recognises their contribution in the successful
delivery of a service (Cahn, 2000). At the same
time, it involves the empowerment of front-line
staff in their everyday dealings with customers
(Needham and Carr, 2009).

There is also a recognition that setting up
co-productive relationships may have positive
implications in social and health circumstances
(Boyle, Clarke and Burns, 2006a).
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The renewed interest in co-production has
coincided with the search for new models of
delivery of health services in policy, evident in
the NHS (Boyle, Clarke and Burns, 2006a; Coote,
2002; Wilson, 2001). The need for change was
expressed by the former Secretary of State for
Health Alan Johnson in an address to the 2008
NHS Confederation annual conference when he
stated that, ‘[The 19th century] was an age of acute
and infectious disease, whereas today, we battle
with lifestyle and chronic disease’

The White Paper Our health, our care, our say:

a new direction for community services
(Department of Health, 2006) sets out the agenda
for user involvement in a whole range of social
and health services, especially for those with
long-term needs, and encourages greater

links between services. Recent NHS quality
improvement programmes have positioned
patient centredness and patient involvement, as
well as self-management interventions for people
with long-term health conditions, at the heart of
government initiatives (Cayton, 2004).

LONG TERMS
HEALTH CONDITIONS

There are important differences between what is
considered to be an acute health condition and
what is a chronic or long-term condition (Epping-
Jordan, Pruitt et al, 2004; Hall and Roter, 2007;
Wilson, 2001). The former tends to be episodic
and generally treatable. Long-term conditions,
however, are ongoing, incurable and need to be
managed for life. This generally implies that the
quality of life and the patient’s work and family
may be affected further than in an episodic event
of ill health (Boyle, Clarke and Burns, 2006a;
Wagner, Austin et al, 2001).

Long-term health conditions currently affect more
than 17 million people in the UK and they fill 80%
of consultations in primary care (Department of
Health, 2005). It is recognised that systems are not
supporting people adequately.

In the USA, for example, the Institute of Medicine’s
Crossing the quality chasm report states that
‘Health care for chronic illness is confusing,
expensive, unreliable and often impersonal’

(IOM, 2001).

Taking into account the characteristics of
long-term health conditions, Wagner (1998)
developed a chronic care model, which has been
adopted by the NHS as the generic model for
long-term health conditions (Epping-Jordan, Pruitt
et al, 2004). According to Wagner’s model, one

of the main tasks for health services should be to
support self-management. This is an important
area and needs to be embedded in a system that
includes activated patients, prepared clinicians and
a responsive and flexible administrative structure
(Wagner, 1998).

There is strong evidence that suggests that
self-management support is more likely to work
if transformation in every part of the system takes
place instead of the implementation of isolated
strategies which have no long-lasting impact
(Wagner, Austin et al, 2001). The system should
integrate the expertise and skills of the health
providers, ensure the provision of health education
and support to patients, guarantee the provision
of planned and team-based care delivery and
enforce the use of clinical registers (Coleman,
Austin et al, 2009).

The chronic care model falls short of describing
the necessary features of the co-productive
relationship between the clinician and the patient
in the consultation.
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CO-PRODUCTION OR HEALTH AND
THE CLINICIAN-PATIENT RELATIONSHIP

With the growing interest in patient centredness,
the relationship between clinicians and patients is
now recognised to be a meeting of two experts.
The clinician has knowledge of diagnosis,
treatment options and preferences, aetiology

and prognosis and the client knows about the
experience of illness, social circumstances, and
attitudes to risks, values and personal preferences
(Coulter, 2006). When the contribution of each
participant is recognised, the consultation
becomes relationship centred, and the main
purpose is to create a meeting that is informative,
receptive, facilitative, medically functional and
participatory (Hall and Roter, 2007; Street Jr,
Makoul et al, 2009).

At the centre of this relationship is communication
between providers and patients (Pawlikowska,
Leach et al, 2007). There have been attempts to

get agreement on what constitute the essential
aspects of effective communication. For example,
the 2001 Kalamazzo consensus stated that there are
seven essential communication tasks in a medical
consultation, namely to:

o build the doctor-patient relationship
 open the discussion

o gather information

« understand the patient’s perspective

« share information

« reach agreement on problems and plans
 provide closure.

(Bayer Institute for Health Care
Communication, 2001, p391)
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These communication tasks give a structure to

the consultation which takes into consideration
the patient’s current situation, not only their
symptoms. Additionally the consensus stated that
both parties should ideally reach agreement on the
problem and the treatment course.

Clinicians require particular skills to achieve

these tasks. According to Pawlikowska and
colleagues (2007) the skills described in models

of consultations include ‘establishing rapport,
questioning style, active listening, empathy,
summarising, reflection, appropriate language,
silence, responding to cues, patient’s ideas,
concerns and expectations, sharing information,
social and psychological context, clinical
examination, partnership, honesty, safety netting/
follow up and housekeeping’. However, there is a
change of emphasis in consultations for chronic
conditions which are aimed at the co-production
of health. These consultations need to support self-
management in order to improve user involvement

and health outcomes (Coleman, Austin et al, 2009).

Research in the field has suggested that clinicians
can perform particular actions in order to support
self-management, such as to enquire about the
self-management beliefs of the patient and to ask
for the levels of confidence and motivation for why
the patient feels that they have to take action, such
as goal planning, towards better health (Shaefer,
Miller et al, 2009). There is also a growing interest
in what kind of skills patients can develop in order
to obtain the benefits of a good consultation.

PATIENTS’ SKILLS IN CONSULTATIONS
FOR LONG-TERM HEALTH CONDITIONS

By considering consultations for people with long-
term health conditions as an opportunity to
co-produce health it is important to explore which
skills are expected to be developed in those who
receive the service. The Expert Patient Programme
(www.expertpatients.co.uk), based on the model
for chronic disease self-management developed by
Kate Lorig at Stanford University (Wilson, 2001),
promotes five core areas of self-management of
long-term health conditions, namely:

« problem solving
o decision making
 resource utilisation

 developing effective partnerships
with healthcare providers

« taking action in order to make
behavioural changes.

(Department of Health, 2001)

The programme encourages patients to increase
their health literacy and to participate actively in
their care by sharing knowledge of their condition,
preferences and concerns with healthcare
providers (Wilson, 2001). However, there is

little content on the preparation for, and conduct
within, consultations.

Figure 1 shows the two sets of basic skills that
have been proposed for a good consultation
as well as the tasks that need to be achieved.
It is important that these skills and tasks

are present in a successful clinician-patient
consultation. However, it is likely that some
are more relevant for those consultations
which are designed to co-create health and
become opportunities to engage patients in
effective self-management.
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THE FEATURES OF CO-PRODUCTION
RELEVANT TO CO-CREATING HEALTH

As a delivery model for health services,
co-production is based on the sharing of
information and on shared decision making
between the service users and providers
(Bettencourt, Ostrom et al, 2002; Needham

and Carr, 2009). It is expected to result in the
empowerment of front-line staff (Needham and
Carr, 2009) and in increasing levels of service
user confidence to find suitable solutions to their
concerns (Boyle, Clarke and Burns, 2006b).

Co-production aims to highly individualise
treatment solutions (Bettencourt, Ostrom et

al, 2002). As people with long-term conditions
have to change their lifestyle because generally

the implications of the condition are wider

and permanent (Hall and Roter, 2007), having

a proactive professional with a long-term
relationship with the patient is a key component of
co-producing specific solutions (Wagner, 1998).

Co-production of health in consultations

is a crucial part of a system to support self-
management (Bodenheimer, Wagner and
Grumbach, 2002). However, defining the exact
skill set for teaching purposes and for research

is a challenge (Street Jr-, Makoul et al, 2009).

Few researchers have been able to demonstrate
the expected links between the communication
processes and better long-term health outcomes.
Not only is there the difficulty of clearly showing
the connection between the communication and a
specific outcome but there are also limited tools to
measure this connection.
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Additionally, considering a consultation within the
framework of co-production may also prove to be
a challenge as the solutions achieved are generally
individualised and contextually based, as well as
presenting a clear picture of what the partnership
may look like in clinical consultations.

The first themed paper (Ahmad, Wallace et al,
2009) described early findings from the process
observations, surveys and interviews with
participants in the CCH programmes. The second
annual report (Wallace, Turner et al, 2010) extends
this work, showing where there are gaps within
and between programmes in building the skills
and motivation of patients and clinicians, and the
service support for co-productive consultations.

The process observations of the self-management
programme and interviews with patients and
tutors have already thrown light on the tasks

and skills that patients need to apply if they are

to be active co-producers of the consultation.

The video analysis of observations of consultations
in CCH will begin to address some of these issues
by developing a model and means of measuring
co-production in consultations for people with
long-term health conditions.

Kalamazzo consensus
(Bayer Institute, 2001)

Build the doctor-
patient relationship

Open the discussion

Gather information

Understand the
patient’s perspective

Share information

Reach agreement on
problems and plans

[ Provide closure ]

Clinician’s skills

Establishing rapport
Questioning style
Active listening
Empathy

Summarising
Reflection

Appropriate language
Silence

Responding to cues,
patient’s ideas, concerns and
expectations

Sharing information

Social and psychological
context (Hall and Roter, 2007)

Clinical examination

Explore beliefs about self-
management support (Shaefer,
Miller et al, 2009; Coleman,
Austin et al, 2009)

Partnership
Honesty

Safety netting/follow up/
housekeeping

Figure 1: Co-production of health in consultations
for people with long-term health conditions

Purposes of the
relationship

Informative

Receptive

Facilitative
Medically functional

Participatory

Patient’s skills

Problem solving
Decision making
Resource utilisation

Developing effective
partnerships with healthcare
providers

Taking action in behavioural
changes

Health literacy

Outcome of a co-productive relationship

Highly individualised care (Bettencourt, Ostrom et al, 2002)

Within a long-term relationship (Bovaird, 2007)

Shared information (Bettencourt, Ostrom et al, 2002)

Shared decision making (Needham and Carr, 2009)

Acknowledgement of client’s resources and expertise (Cahn, 2000)

Empowerment of front-line staff (Needham and Carr, 2009)
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health services need to continually
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