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ORIGINAL ARTICLE
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ABSTRACT: Forms of collaborative knowledge production, such as community-academic
partnerships (CAP), have been increasingly used in health care. However, instructions on how to
deliver such processes are lacking. We aim to identify practice ingredients for one element within
a CAP, a 6-month co-design process, during which 26 community- and 13 research-partners
collaboratively designed an intervention programme for children whose parent have a mental
illness. Using 22 published facilitating and hindering factors for CAP as the analytical framework,
eight community-partners reflected on the activities which took place during the co-design
process. From a qualitative content analysis of the data, we distilled essential practices for each
CAP factor. Ten community- and eight research-partners revised the results and co-authored this
article. We identified 36 practices across the 22 CAP facilitating or hindering factors. Most
practices address more than one factor. Many practices relate to workshop design, facilitation
methods, and relationship building. Most practices were identified for facilitating ‘trust among
partners’, ‘shared visions, goals and/or missions’, ‘effective/frequent communication’, and ‘well-
structured meetings’. Fewer practices were observed for ‘effective conflict resolution’, ‘positive
community impact’ and for avoiding ‘excessive funding pressure/control struggles’ and ‘high
burden of activities’. Co-designing a programme for mental healthcare is a challenging process
that requires skills in process management and communication. We provide practice steps for
delivering co-design activities. However, practitioners may have to adapt them to different cultural
contexts. Further research is needed to analyse whether co-writing with community-partners
results in a better research output and benefits for participants.
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BACKGROUND

Addressing parental mental illness in the ‘Village
project’

International studies estimate that one in four children
worldwide grows up with a parent with a mental health
problem, and up to 45% of adult mental health care
patients are parents (Abel et al. 2019; Maybery
et al. 2009; Maybery & Reupert 2018). Those children
are at increased risk of developing (mental) health
problems themselves or experiencing other adverse
impacts (e.g., lower educational attainment) (Goodyear
et al. 2018; Pretis & Dimova 2008). Several evidence
reviews demonstrated positive outcomes of preventive
interventions, such as reduced risk of developing a

mental illness (Lannes et al. 2021; Siegenthaler
et al. 2012; Thanh€auser et al. 2017). However, the chil-
dren are often ‘invisible’ from the existing service sys-
tem. Furthermore, families face difficulties in accessing
support and in many cases, needs-based care is lacking
(Zechmeister-Koss et al. 2020). Based on this evidence
and linked to the results from a public crowdsourcing
process, an Austrian research funder has awarded
funding to the project ‘Village’. The project aims to
improve the situation for children whose parents have
a mental illness and their families in the Austrian
region of Tyrol (www.village.lbg.ac.at). The name ‘Vil-
lage project’ stems from the African proverb ‘It takes a
Village to raise a child’ and reflects the project’s goal to
mobilize a network of formal and informal support
around the children. It runs over 4.5 years covering
the following phases: Firstly, a scoping phase including
reviews on international evidence and a situational
analysis in Tyrol (e.g., Bauer et al. 2021; Zechmeister-
Koss et al. 2019; Zechmeister-Koss et al. 2020); sec-
ondly, a co-design phase with local stakeholders to
develop a practice approach to identify and support
children, and thirdly, an implementation phase where
the designed practices are piloted. The entire process
is being evaluated based on a realist approach using
mixed-methods (Christiansen et al. 2019). We obtained
ethical approval from the ethics committee of the Med-
ical University Innsbruck (No. 1197/2019) for the over-
all project. Participation of and data collection from
stakeholders was additionally approved by the Monash
University Human Research Ethics Committee. None
of the authors has a conflict of interest to disclose. The
project applies collaborative forms of knowledge pro-
duction throughout the entire research process (see
Fig. 1).

Collaborative knowledge production

Collaborative knowledge production involves research-
ers and societal actors such as policymakers, practition-
ers, or users in the research process (Hinchcliff
et al. 2014). It combines traditionally separated worlds,
for example, the ‘ivory tower’ researchers and the prac-
titioners (Greenhalgh et al. 2016). It tries to overcome
the limitations of the conventional deterministic
approach of evidence-based healthcare, where
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researchers would summarize ‘research knowledge . . .
and then package and process [it] in a way that makes
it accessible to non-academics’ (Greenhalgh et al. 2016,
p. 395). In the mental health context, they respond to
several challenges of bringing evidence into practice:
Interventions to support children and their families
usually require organizational changes and changes in
practitioners’ behaviour (Allchin et al. 2020; Goodyear
et al. 2015). It commonly involves a paradigm shift,
which may conflict with traditional models, practice
concepts, and goals. An example is the introduction of
recovery-oriented service models (Park et al. 2014).
Importantly, using research and adopting knowledge in
practice depends on social processes (e.g., reinforce-
ment by professional networks) that can support
change (Rycroft-Malone et al. 2011). Moreover, the
interventions are often complex (Ghate 2018), likely
failing if replicated in different contexts without modifi-
cation (Ghate 2018; Goodyear-Smith et al. 2015). Find-
ings from research may fit in one context but may be
inappropriate in another setting.

We have identified various terms and concepts
describing collaborative knowledge production.

Examples are community-academic partnership (Dra-
hota et al. 2016), open innovation in science (Beck
et al. 2020; Loukis et al. 2016) or co-design (Agency for
Clinical Innovation 2019; Goodyear-Smith et al. 2015;
Sanders & Stappers 2008). They all have in common the
shift from the hegemonic and hierarchical process of sci-
entific discovery and translation to practice to a process of
collaborative knowledge generation, whereby knowledge
is produced within its context of application (Greenhalgh
et al. 2016). An expectation is that the relevance, feasibil-
ity, and utility of research questions and design are
improved, fostering service adoption, implementation,
and sustainability (Drahota et al. 2016, p. 196).

Collaborative knowledge production in the
‘Village’ project

Throughout our project, we implement different forms
of collaborative knowledge production. As demonstrated
in Figure 1, the overall project architecture follows the
principle of a community-academic partnership (CAP).
By CAP, we mean a collaboration between at least one
academic and one community organization or

FIG. 1 Community-academic partnership architecture of the ‘Village project’.

© 2022 The Authors. International Journal of Mental Health Nursing published by John Wiley & Sons Australia, Ltd.
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stakeholder (Drahota et al. 2016). One core collabora-
tive element within the CAP architecture that this article
will focus on is designing a programme to identify and
support children with a parent with a mental health
problem. We refer to it as co-design in the remainder of
the article. Following the Kleinsmann and Valken-
burg (2008, p. 370) definition, we understand this as a

process in which actors from different disciplines share
their knowledge about both the development process
and the development content. They do that . . . to cre-
ate a shared understanding on both aspects, to be able
to integrate and explore their knowledge, and to
achieve the larger common objective: the new product
to be developed.

By ‘actors from different disciplines’, we refer to
researchers and stakeholders from other sectors, as
Greenhalgh et al. (2016) outlined, including people with
lived experience. Stakeholders from different sectors in
our co-design process will be referred to as ‘community-
partners’ in the remainder of the article. We will label
persons who were part of the research team ‘research-
partners’, all of which form the ‘participants’.

The co-design process and its results are described
elsewhere (Goodyear et al. 2022). In summary, six co-
design workshops took place over 6 months using the
knowledge from the scoping phase (Fig. 1). The overall
aim of the co-design workshops was to develop an
evidence-informed programme suited to the context,
acceptable to local stakeholders, feasible, and ready for
implementation. Community-partners for this process
were selected based on a multi-criteria matrix aiming
to maximize perspectives (e.g., having representatives
from different professional groups or different public
sectors). A total of 26 community-members represent-
ing 14 different local organizations participated, includ-
ing two representing people with lived experience. In
addition, a total of 13 research-partners attended the
six workshops. At the end of the workshop series, par-
ticipants agreed on a pathway for identifying and sup-
porting the children and their families in the Tyrolean
context and actions for the practitioners involved.

Aim of article

Several articles on collaborative processes in healthcare
have been published (e.g., Bee et al. 2016; Boyd
et al. 2012; Greenhalgh et al. 2016; Sheard et al. 2019).
Reviews have identified facilitating and hindering fac-
tors of CAP-processes (Drahota et al. 2016) and

favourable outcomes (Halvorsrud et al. 2021). How-
ever, researchers observed gaps in the comprehensive
reporting of such processes (Drahota et al. 2016). Fur-
thermore, we know little about the detailed steps for
delivering co-design in practice.

In this article, we aim to address the question:
‘What are the steps and practice ingredients to imple-
ment a co-design process that addresses known facili-
tating and hindering factors?’ using our case study in
mental healthcare planning. A practice, in our under-
standing, is an intentional, planned, and purposeful
action rather than a thought or idea and may involve
specific professional skills and training as well as auto-
mated (in the sense of routinized) procedures.

Following the principle of CAP, community-partners
co-designing the Tyrolean identification and support
programme with the researchers have been involved in
producing this article as co-writers and thus in dissemi-
nating research results (Fig. 2). Thereby, we also aim
to collect co-writing experience, particularly with non-
academic experts. We are interested in learning to
what extent such a co-writing process may result in
generalizable practice instructions for others interested
in delivering co-design processes. The article should be
considered exploratory. An outcome evaluation of the
co-design process is beyond the scope of this article
and will be addressed separately.

METHODS

Design

The article was designed to systematically distil key co-
design practice ingredients (actions based on specific
skills) from our co-design case. As a first step, we
undertook a structured reflection upon activities that
were applied in our co-design process after finishing
the co-design workshop series. As a framework for the
reflection, we used the 22 facilitating and hindering
factors that affect processes during a CAP, defined by
Drahota et al. (2016) based on a systematic review (see
Table 1). This framework differentiates between inter-
personal factors (the quality of the relationship or com-
munication among partners) and operational factors
(the logistics and quality of partnership functioning).
We selected this framework as it is, to our knowledge,
the only one which rests on a systematic review of the
CAP literature. Our reflection activity aimed to identify
practices used in our co-design process targeting each
of the 22 factors.

© 2022 The Authors. International Journal of Mental Health Nursing published by John Wiley & Sons Australia, Ltd.

4 I. ZECHMEISTER-KOSS ET AL.

 14470349, 0, D
ow

nloaded from
 https://onlinelibrary.w

iley.com
/doi/10.1111/inm

.13078 by T
est, W

iley O
nline L

ibrary on [28/10/2022]. See the T
erm

s and C
onditions (https://onlinelibrary.w

iley.com
/term

s-and-conditions) on W
iley O

nline L
ibrary for rules of use; O

A
 articles are governed by the applicable C

reative C
om

m
ons L

icense



Data collection

Each community-partner who expressed interest in
participation (n = 11 out of 26) was allocated half of
the 22 factors, alongside a definition of each factor and
specific questions. For example, for the factor ‘trust
between partners’, the question was: ‘What were the
ingredients we applied in the co-design workshops to
build trust among partners?’. In the instructions, we
stressed that the exercise aimed to identify applied
practices during the process without value judgements.
Eight community partners (including one person with
lived experience, being a child of a parent with a men-
tal illness) participated in this exercise. Community-
partners documented the results from the reflection
exercise individually, using a pre-defined template, and
returned them to the research-partners via email.

Data analysis

The research-partners qualitatively analysed community-
partners’ results in an inductive content analysis

(Elo & Kyng€as 2008) using NVIVO Version 12 Pro
(QSR International Pty Ltd 2018). Across the
community-partner-generated inputs for each of the 22
factors, the first author derived core practices by devel-
oping inductively determined codes from the
responses. To identify practices, we selected those
codes that fulfilled our definition of a practice, thus
describing an activity rather than a thought or an idea.
For example, if community-partners saw ‘establishing a
non-hierarchical atmosphere’ as a facilitator for achiev-
ing ‘respect’ without describing activities on how this
was done, we excluded it from our final set of practice-
codes. Since we aimed to identify the variety of prac-
tices rather than the frequency of their application, we
assigned each recognized practice the same weight
regardless of the mentioned rate. We divided the list
into practices that fall into the workshop preparation
phase, those that fall into the workshop delivery phase,
and practices that fall into the between-workshop or
post-workshop period. Within those categories, we
grouped the practices into further sub-categories (e.g.,
workshop design, facilitation techniques). We prepared
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FIG. 2 Participants in co-design and co-writing.
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a matrix showing all (grouped) identified practices on
the vertical axes and the facilitating and hindering fac-
tors that may be supported or avoided by the practices
on the horizontal axis (Table 2). In a final step, we
added activities from the co-design process to each
practice to give examples of the detailed delivery of the
practices (Table S1). We narratively present the prac-
tices and how they address each factor, alongside
quotes from the primary data and example activities
from Table S1. Presentation of results is based on the
‘consolidated criteria for reporting qualitative research’
(COREQ) (Tong et al. 2007).

The research-partners involved in the analysis
(n = 8) had an interdisciplinary background (health
and social sciences, linguistics, health economics,
implementation science, translational sciences) and
were part of the ‘Village project’. All of them were
female. Five fully or partly participated in the co-
design process. The first author of this article led the
co-design process. She has advanced knowledge of the
Austrian mental health care system but had no previ-
ous working experience with the community-partners

involved in the co-design process. The first author
drafted the analyses and reflected the results with the
research-partner co-authors. Furthermore, ten
community-partners (five females) revised the draft.
They had professional backgrounds in adult and child
and adolescent psychiatry and family medicine, mental
health nursing, social work in child and youth welfare
and schools, psychology, and social pedagogics. One
represented persons with lived experience. Figure 2
gives an overview of community- and research-
partners’ involvement in co-design and co-writing activ-
ities.

Preparations for co-writing

We supported co-authors who were not based in an
academic setting and, therefore, less experienced in sci-
entific writing with a video on the basics of scientific
writing (https://bit.ly/3iC7S8M). Additionally, the lead
author provided a 1-hour seminar on scientific writing
to two community-partner co-authors. We provided
detailed instructions on the co-writing tasks for the
article in written, and, if requested, in oral form. Due
to the Covid-19 pandemic restrictions, we collected all
information in written form in German and translated
it for the English speaking research-partners. We trans-
lated the English article draft back into German to
enable equal participation in reviewing it. Community-
partners received monetary compensation for their
time.

RESULTS

Overview

The community-partners identified activities addressing
all supportive and hindering factors in Table 1 (Dra-
hota et al. 2016). The inductive analysis of their inputs
resulted in 36 practice ingredients overall.

Table 2 provides an overview of all practices identi-
fied. In general, more practices addressed facilitating
factors compared with the number of practices con-
tributing to hindering factors. Secondly, while we iden-
tified practices concerning interpersonal and
operational factors, those managing the former were
more commonly recognized than those supporting the
latter.

Most practices were seen to address several factors
simultaneously, while a few addressed only one or a
small number of factors. Examples of the former were
‘holding the workshop with a professional facilitator’,

TABLE 1 Facilitating and hindering factors for community-
academic partnerships

Facilitating factors Hindering factors

Interpersonal factors†

Trust between partners Mistrust among partners

Respect among partners Differing expectations of partners

Shared vision, goals, and/or

mission

Lack of a shared vision, goals, and/or

mission

Good relationships among

partners

Bad relationships

Effective and/or frequent

communication

Poor communication among partners

Clearly differentiated

roles/functions of partners

Unclear roles and/or functions of

partners

Effective conflict resolution Lack of common language or shared

terms among partners

Inconsistent partner participation or

membership

Operational factors‡

Well-structured meetings Excessive time commitment

Good quality of leadership Excessive funding pressures or

control struggles

Mutual benefit of all partners High burden of activities/tasks

Good selection of partners

Positive community impact

†Constructs pertaining to the quality of the relationship or com-

munication among partners.
‡Constructs pertaining to the logistics and quality of partnership

functioning.

Source: (Drahota et al. 2016).

© 2022 The Authors. International Journal of Mental Health Nursing published by John Wiley & Sons Australia, Ltd.
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which was seen as addressing more than half of all 22
factors, or ‘starting each workshop with a summary and
a roadmap’ which was seen as a practice addressing six
different factors. Practice examples addressing only one

factor were ‘not using academic titles’ or ‘being trans-
parent on result processing’.

Most practices were related to activities during the
delivery of the co-design workshops; around a quarter

TABLE 2 Matrix of practices and facilitating/hindering factors

© 2022 The Authors. International Journal of Mental Health Nursing published by John Wiley & Sons Australia, Ltd.
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of all practices named fell into the planning period
before the workshops, and two described activities in
the period between or after the workshops.

Practices that address facilitating factors

Regarding the 11 facilitating factors, the largest num-
ber of different practices was identified for promoting
‘trust among partners’, facilitating ‘shared visions, goals
and/or missions’, and ‘effective and frequent communi-
cation’ at the interpersonal level and for ‘well-
structured meetings’ at the operational level. On the
contrary, for facilitating ‘effective conflict resolution’
and ‘positive community impact’, participants identified
only one practice, respectively. For the remaining fac-
tors, up to four different practices were named, respec-
tively.

For four facilitating factors (‘trust among partners’,
‘effective/frequent communication’, ‘clear roles/func-
tions’, and ‘well-structured meetings’), we identified
practices across all co-design phases (planning, delivery
of the workshops, period in between or after the work-
shops). For one factor (‘selection of partners’), prac-
tices only fell within the planning phase. For four
factors (‘respect among partners’, ‘good relationships’,
‘effective conflict resolution’, and ‘mutual benefits’),
practices mainly fell into the phase of delivering the
workshops.

Example activities for the planning phase (mainly
addressing ‘trust’) were: supervision sessions for the
research-partners between the workshops by an exter-
nal supervisor or preparing a detailed design for each
workshop outlining objectives, facilitation formats and
techniques, and responsibilities for each task. Addition-
ally, community-partners identified ‘selecting a room
with a comfortable atmosphere’ (‘living room atmo-
sphere with freshly prepared food for the breaks’) as
supportive.

During the delivery of the workshops, trust-
facilitating practices identified were, on the one hand,
specific facilitation techniques (e.g., working in small
groups, activating silent participants) and documenta-
tion practices (e.g., visualizing results using different
media such as poster boards or power-point slides). On
the other hand, we identified several ‘relationship
building’ practices as trust-facilitators. One of those
was for the researchers and the facilitator to know par-
ticipants’ names from the beginning and address partic-
ipants by their name when asking for input or thanking
them for a contribution. Name badges and getting

familiar with participants’ names before the workshops
were seen as helpful.

Another relationship-building practice for facilitating
‘trust’ was to make participants feel welcome when
entering the rooms, providing drinks and food
(‘connecting via pleasure’) and folders with information,
including seating arrangements. An additional practice
was to define communication rules at the beginning
and remind participants throughout the workshop: ‘It
was said repeatedly that everything is important.’ They
agreed that communication culture included: not using
academic titles, speaking in plain language, repeating
critical technical terms, and providing translations in
case of foreign language inputs to enable all partici-
pants to follow the content and discussions regardless
of their background and previous knowledge of the
topic.

Furthermore, community-partners described para-
phrasing and active listening methods during the work-
shop (‘there were no corrections, just more precise
enquiries’) as relevant for fostering trust. In addition,
they identified it as an essential practice to plan
enough time for getting to know each other more gen-
erally, especially regarding each other’s (professional)
background, including the research team’s qualifica-
tions. Activities include providing this information to all
participants in written format (including headshots) or
get-to-know exercises at the beginning of the workshop
series. Finally, reserving time for informal networking
(‘breaks for individual networking were planned in’)
was another practice supporting trust.

Several of those practices also addressed the facilita-
tors ‘respect among partners’ and ‘good relationships’,
whereby the latter was also seen to be supported by
the practice ‘giving room for questions, clarifications
(‘question and answer sessions’) and discussions.

Practices addressing the factor ‘effective/frequent
communication’ mainly fell into workshop design and
facilitation techniques, as expressed by the following
quote: ‘Participants in workshop 2 were able to priori-
tize subject areas relatively quickly by using coloured
dots’. Other examples were to vary the composition of
groups and work with different seating arrangements.
Another group of practices, facilitating ‘effective/fre-
quent communication’ but also ‘trust’ and ‘shared
visions’, was related to documentation processes. An
example was visualizing all contributions during the
workshops (e.g., on flipcharts), even if they addressed
issues beyond the subject, and simultaneously docu-
menting results.

© 2022 The Authors. International Journal of Mental Health Nursing published by John Wiley & Sons Australia, Ltd.
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Practices identified for facilitating ‘shared visions’
and ‘clear roles/functions’ were primarily ones that
tried to link research and practice within the work-
shops actively. Participants mentioned the importance
of active inputs from the research team on evidence of
what works internationally. The practice observed for
supporting this was to plan time slots for these kinds of
inputs (‘regular professional inputs’) and to make sure
that ‘a [research] team member participates in the
respective working groups’. They also saw motivating
community representatives to share their experiences
from different professional backgrounds as supportive.
Practices identified included designing activities con-
nected to the community-partners’ everyday life (e.g.,
an exercise where participants are asked about their
current knowledge on the topic) or motivating
community-partners to be rapporteurs in group ses-
sions.

A practice to address ‘conflict resolution’ was the
active mediation of conflicts: ‘Intervention by the mod-
erator by de-escalating and returning to the actual
topic’.

Practices that address hindering factors

Regarding the 11 hindering factors, community-
partners identified the largest number of different
practices (five to seven) for avoiding ‘a lack of com-
mon language or shared terms among partners’ and
‘differing expectations’ at the interpersonal level and
for preventing ‘excessive time commitment’ at the
operational level. They named up to three different
practices to avoid the remaining hindering factors.

Most practices that address hindering factors fall
within the delivery phase of the co-design workshops.
However, to avoid ‘inconsistent participation’ and ‘ex-
cessive time commitment,’ several practices (addition-
ally) concerned the planning phase before the
workshops. An example for the latter was to carefully
define the numbers and duration of the workshops and
the periods between the workshops. A quote by a com-
munity representative indicates the sensitive issue of
time: ‘More time for exchange would have been helpful
– as always! But with longer workshop times, maybe
not everyone would have participated?’

Another practice example to be applied before the
workshops for avoiding inconsistency of participation
was to set dates in advance and define them collectively
by providing some options and using support tools
(‘Scheduling for the individual workshop was carried
out in good time and “by mutual agreement”‘). A third

example was defining a replacement mode: ‘If someone
was unable to participate, they could delegate participa-
tion to a colleague who had been informed beforehand
after consultation with the [research] team.’

During the workshops, practices described as avoid-
ing hindering factors were primarily related to
workshop-design and facilitation techniques. For exam-
ple, sharing the agenda and time slots for each topic to
‘avoid excessive time commitment’. Other practices
during the workshops focused on orientation for partic-
ipants. Examples included starting each workshop with
a summary of the previous workshop and referring to a
roadmap showing the group’s progress (see Fig. S1).
The format of those (well-structured, highly visualized)
and transparency on whether or how workshop results
have been processed were named other practices. In
addition to ‘collecting feedback using different meth-
ods’, those practices were seen as primarily addressing
the factor ‘differing expectations of partners’ and, in
some cases, ‘avoiding excessive time commitment’. Not
least, providing unambiguous instructions for tasks that
participants are asked to do during the workshops
using different communication channels was identified
as a practice that may avoid ‘mistrust among partners’
and ‘excessive time commitment’. An example was to
use both oral and written instructions and working with
visuals and colour coding to support cognitive percep-
tion within limited time resources.

DISCUSSION

From the activities implemented and observed in our
co-design case-study, we distilled 36 specific practices
and related activities, which co-designers may apply to
address pre-defined facilitating or hindering factors
within a CAP. Eight of those practices fall within the
co-design planning phase, 26 concern the delivery of
the co-design workshops, and two relate to the period
between or after the workshops.

Our findings confirm results from previous research,
stressing that co-design is a process rather than an
event whereby the process itself has been rated as nec-
essary as its result (Greenhalgh et al. 2016). We
demonstrated that practices are needed throughout the
process to address all facilitating and hindering factors.
The planning phase is easily neglected but seems par-
ticularly important, as some factors (e.g., avoiding
inconsistent participation) were addressed only by prac-
tices within this phase. In line with other studies
(Palinkas et al. 2015), this requires extra time for
researchers.

© 2022 The Authors. International Journal of Mental Health Nursing published by John Wiley & Sons Australia, Ltd.
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Interestingly, more practices address interpersonal
factors than operational ones, according to the catego-
rization by Drahota et al. (2016). This is despite the
operational factors (e.g., avoiding excessive time com-
mitment) being more practice-related by nature than
the interpersonal ones (e.g., achieving trust among
partners). However, our study design did not allow
specific testing of each factor in isolation. It will have
to be further explored whether the differentiation into
interpersonal and operational factors adds value to the
question of appropriate co-design delivery.

Many practices concern communication and social
interaction, highlighting the need for relationship
building and relational capabilities, as outlined in other
co-design guidelines (Agency for Clinical Innova-
tion 2019). Although it may be less obvious for the
researchers in the partnership, in addition to providing
expertise and knowledge on the subject, our practices
suggest that good communication and engagement
skills are advantageous.

Other research on co-design has stressed the impor-
tance of process management (Crosby et al. 2017),
which resonates with our results, demonstrating the
relevance of professional facilitation, including its thor-
ough preparation and the application of facilitation
techniques. Frequently, researchers in the co-design
literature stressed the selection of candidates and
thinking carefully about it (Crosby et al. 2017; Green-
halgh et al. 2016; Kleinsmann & Valkenburg 2008).
Our participant selection practices addressed six differ-
ent facilitating/hindering factors, which seems to con-
firm the importance of careful candidate selection for
the overall success of a CAP.

Some identified practices may appear self-evident in
group processes and workshop facilitation. One exam-
ple is to collectively set dates in advance and provide
options for participation (Klebert et al. 1991). How-
ever, the fact that community-partners explicitly
stressed the importance of the date-finding process
may indicate that collaborative decision-making on pro-
cesses may not necessarily have been standard practice
for such partnerships. Furthermore, it indicates the
value of community-partners’ input in identifying prac-
tices that research-partners may not consider relevant.

Other practices may sound peculiar in an interna-
tional context – for example, not using academic titles
when speaking to a person. However, in Austria –
especially when people meet for the first time – the
cultural norm in communication is to use academic
titles when addressing a person (Dunkel & Meierew-
ert 2004). Therefore, some practices which may, on the

one hand, be relevant for supporting co-design pro-
cesses (e.g., for supporting mutual respect) may, on the
other hand, challenge existing cultural codes and
norms. This indicates the importance of considering
the cultural context, professional relationships, and lan-
guage characteristics within co-design processes and
adapting practices accordingly.

Building trust and avoiding excessive time commit-
ment were the factors with the highest number of
practices. Interestingly, these were among the factors
most frequently cited in the review by Drahota
et al. (2016). They seem, therefore, to play a crucial
role in successful CAPs.

While this article demonstrates that collaborating
with community-partners throughout a research process,
including disseminating research results, is feasible, we
also need to acknowledge the challenges we faced
regarding the co-writing part. Almost all community-
partners were in full-time employment at their organiza-
tions, making it challenging to participate in a relatively
time-consuming co-writing experiment in addition to the
co-design process. Some are practitioners with no previ-
ous experience in scientific writing. Consequently, only a
small subset of community-partners participated in the
co-writing activities after the co-design phase. Due to
restrictions on face-to-face meetings, we needed to col-
lect input from community-partners in written form.
Community-partners were also not involved in the
NVIVO-content-analysis part. However, they com-
mented on the results in draft versions of this article.

The number of participants and our form of data
collection has likely limited the type and number of
practices identified and the depths and richness of the
analysis. While we identified practices for all pre-
defined factors, the number of practices was very low
for some factors (e.g., avoiding mistrust), suggesting
that the identified practices are explorative rather than
exhaustive. Research may distil further factors from
other case studies, for example, ‘adequately compensat-
ing people with lived experience’ (Agency for Clinical
Innovation 2019).

Other co-writing formats (e.g., a face-to-face co-
writing workshop enabling an interactive process) may
be tested in the future, providing more knowledge
regarding the validity and quality of the co-writing out-
comes. Finally, we have not yet evaluated whether the
positive effects from co-writing described elsewhere
(Hewlett et al. 2006; Kylberg et al. 2018) can be repli-
cated in our case.

Further limitations of this article are: Firstly, some
of the practices identified may need adaptation in

© 2022 The Authors. International Journal of Mental Health Nursing published by John Wiley & Sons Australia, Ltd.
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different contexts. Therefore, the results are not gener-
alizable but can be an orientation for co-designers in
other contexts in reflecting on and setting up their own
processes. Furthermore, this is not an evaluation of our
co-design process. An actual test of an effective co-
design process is determined by the implementation of
co-designed programmes and processes in the applied
setting. In the meantime, the co-designed programme
has been implemented in Tyrol, and the data collected
alongside implementation are currently being analysed.

CONCLUSION

Collaborative knowledge production involving research-
ers and societal actors has gained importance in (men-
tal) health services research. Expectations are that
those processes create opportunities to increase the
uptake of research findings in practice. However, they
require careful planning, considerable time and staff
resources, and true interdisciplinary teamwork.

Regarding co-designing a specific programme to be
implemented in the care-system, the practices we have
identified for delivering such a process require particu-
lar skills and qualifications (e.g., communication and
facilitation skills) that most likely go beyond the stan-
dard qualification requirements of researchers.
Researchers in collaborative processes need to do sub-
stantial ‘translational activities’. Moreover, they need to
actively establish relationships with the community-
partners and be explicitly part of the knowledge pro-
duction as persons, instead of positioning themselves as
‘observers’ from the outside or ‘external’ experts.
Researchers need to support community-partners to be
curious about international evidence and address
directly if things are unclear. Our example also demon-
strates that involving community-partners in dissemi-
nating research results is feasible and produces deeper
insights. Other formats of co-writing may be tested in
later stages of our CAP to gain more robust evidence
on whether co-writing with community-partners results
in better research output and benefits for participants.

RELEVANCE FOR CLINICAL PRACTICE

Collaborative knowledge production is increasingly
used to foster changes in mental health care. Mental
health care is typically delivered within a multi-
disciplinary team, largely consisting of a nursing work-
force. However, within this dynamic, some professional
roles can dominate the team. A co-design process
needs to pay particular attention to selecting

participants and investing in relationship building to
overcome professional hierarchies and cultures. The
co-design process would need to ensure that the role
and voice of the mental health nursing profession are
carefully considered but that the views of professionals
beyond mental health nursing and people with lived
experience are equally heard. Engaging a professional
facilitator and investing enough time in preparing and
designing the workshops may help to deliver co-design
successfully.

ACKNOWLEDGEMENT

We would like to thank Joy Ladurner for her excellent
facilitation of the co-design workshops and all further
community-partners who participated in the workshops
but were not involved in writing this article. Further-
more, we would like to acknowledge Jutta €Uberacker
and Kathrin Kordon who trained us in group facilita-
tion and supervised us in the co-design process.

DATA AVAILABILITY STATEMENT

The data that support the findings of this study are
available from the corresponding author upon reason-
able request.

ETHICS APPROVAL

We obtained ethical approval from the ethics commit-
tee of the Medical University Innsbruck (No. 1197/
2019) for the overall project this article is part of. Par-
ticipation of and data collection from stakeholders
involved in the project and in this article was addition-
ally approved by the Monash University Human
Research Ethics Committee.

REFERENCES

Abel, K. M., Hope, H., Swift, E. et al. (2019). Prevalence of
maternal mental illness among children and adolescents in
the UK between 2005 and 2017: A national retrospective
cohort analysis. The Lancet Public Health, 4 (6), e291–
e300.

Agency for Clinical Innovation. (2019). A Guide to Build Co-
design Capability. Consumers and staff coming together to
improve healthcare. Chatswood: Agency for Clinical
Innovation.

Allchin, B., Weimand, B. M., O’Hanlon, B. & Goodyear, M.
(2020). Continued capacity: Factors of importance for
organizations to support continued Let’s Talk practice – a
mixed-methods study. International Journal of Mental
Health Nursing, 29, 1131–1143.

© 2022 The Authors. International Journal of Mental Health Nursing published by John Wiley & Sons Australia, Ltd.

CO-DESIGN PRACTICES IN MENTAL HEALTHCARE 11

 14470349, 0, D
ow

nloaded from
 https://onlinelibrary.w

iley.com
/doi/10.1111/inm

.13078 by T
est, W

iley O
nline L

ibrary on [28/10/2022]. See the T
erm

s and C
onditions (https://onlinelibrary.w

iley.com
/term

s-and-conditions) on W
iley O

nline L
ibrary for rules of use; O

A
 articles are governed by the applicable C

reative C
om

m
ons L

icense



Bauer, A., Stevens, M., Purtscheller, D. et al. (2021).
Mobilising social support to improve mental health for
children and adolescents: A systematic review using
principles of realist synthesis. PLoS One, 16 (5), e0251750.

Beck, S., Bergenholtz, C., Bogers, M. et al. (2020). The Open
Innovation in Science research field: A collaborative
conceptualisation approach. Industry and Innovation, 29
(2), 1–50.

Bee, P., Gibbons, C., Callaghan, P., Fraser, C. & Lovell, K.
(2016). Evaluating and quantifying user and carer
involvement in mental health care planning (EQUIP): Co-
development of a new patient-reported outcome measure.
PLoS One, 11 (3), e0149973.

Boyd, H., McKernon, S., Mullin, B. & Old, A. (2012).
Improving healthcare through the use of co-design. The
New Zealand Medical Journal, 125 (1357), 76–87.

Christiansen, H., Bauer, A., Fatima, B. et al. (2019).
Improving identification and child-focused collaborative
care for children of parents with a mental illness in Tyrol,
Austria. Frontiers in Psychiatry, 10, 233.

Crosby, B. C., t’ Hart, P. & Torfing, J. (2017). Public value
creation through collaborative innovation. Public
Management Review, 19 (5), 655–669.

Drahota, A., Meza, R. D., Brikho, B. et al. (2016).
Community-academic partnerships: A systematic review of
the state of the literature and recommendations for future
research. The Milbank Quarterly, 94 (1), 163–214.

Dunkel, A. & Meierewert, S. (2004). Culture Standards and
their impact on teamwork – An empirical analysis of Autrian,
German, Hungarian and Spanish culture differences.
Journal of East European Management Studies, 2, 147–174.

Elo, S. & Kyng€as, H. (2008). The qualitative content analysis
process. Journal of Advanced Nursing, 62 (1), 107–115.

Ghate, D. (2018). Developing theories of change for social
programmes: Co-producing evidence-supported quality
improvement. Palgrave Communications, 4 (90). https://
doi.org/10.1057/s41599-018-0139-z

Goodyear, M., Hill, T.-L., Allchin, B. et al. (2015). Standards
of practice for the adult mental health workforce: Meeting
the needs of families where a parent has a mental illness.
International Journal of Mental Health Nursing, 24 (2),
169–180.

Goodyear, M., McDonald, M., von Doussa, H., Cuff, R. &
Dunlop, B. (2018). Meeting the intergenerational needs of
families where a parent has a mental illness. Journal of
Parent and Family Mental Health, 3 (2), e1011.

Goodyear, M., Zechmeister-Koss, I., Bauer, A., Christiansen,
H., Glatz-Grugger, M. & Paul, J. L. (2022). Development
of an evidence-informed and codesigned model of support
for children of parents with a mental illness— “It Takes a
Village” approach. Frontiers in Psychiatry, 12. https://doi.
org/10.3389/fpsyt.2021.806884

Goodyear-Smith, F., Jackson, C. & Greenhalgh, T. (2015). Co-
design and implementation research: Challenges and
solutions for ethics committees. BMC Medical Ethics, 16, 78.

Greenhalgh, T., Jackson, C., Shaw, S. & Janamian, T. (2016).
Achieving research impact through co-creation in

community-based health services: Literature review and
case study. The Milbank Quarterly, 94 (2), 392–429.

Halvorsrud, K., Kucharska, J., Adlington, K. et al. (2021).
Identifying evidence of effectiveness in the co-creation of
research: a systematic review and meta-analysis of the
international healthcare literature. J Public Health(Oxf), 43
(1), 197–208.

Hewlett, S., Wit, M., Richards, P. et al. (2006). Patients and
professionals as research partners: Challenges,
practicalities, and benefits. Arthritis and Rheumatism, 55
(4), 676–680.

Hinchcliff, R., Greenfield, D. & Braithwaite, J. (2014). Is it
worth engaging in multi-stakeholder health services
research collaborations? Reflections on key benefits,
challenges and enabling mechanisms. International
Journal for Quality in Health Care, 26 (2), 124–128.

Klebert, K., Schrader, E. & Straub, W. (1991).
Moderationsmethode. Gestaltung der Meinungs- und
Willensbildung in Gruppen, die miteinander lernen und
leben, arbeiten und spielen. Hamburg: Windm€uhle.

Kleinsmann, M. & Valkenburg, R. (2008). Barriers and
enablers for creating shard understanding in co-design
projects. Design Studies, 29, 369–386.

Kylberg, M., Haak, M. & Iwarsson, S. (2018). Research with
and about user participation: Potentials and challenges.
Aging Clinical and Experimental Research, 30 (1),
105–108.

Lannes, A., Bui, E., Arnaud, C., Raynaud, J. P. & Revet, A.
(2021). Preventive interventions in offspring of parents
with mental illness: A systematic review and meta-analysis
of randomized controlled trials. Psychological Medicine, 51
(14), 2321–2336.

Loukis, E., Charalabidis, Y. & Androutsopoulou, A. (2016).
Promoting open innovation in the public sector through
social media monitoring. Government Information
Quarterly, 34, 99–109.

Maybery, D. & Reupert, A. E. (2018). The number of
parents who are patients attending adult psychiatric
services. Current Opinion in Psychiatry, 31 (4), 358–362.

Maybery, D., Reupert, A., Patrick, K., Goodyear, M. &
Crase, L. (2009). Prevalence of parental mental illness in
Australian families. Psychiatric Bulletin, 33, 22–26.

Palinkas, L., Short, C. & Wong, M. (2015). Research-
Practice-Policy Partnerships for Implementation of
Evidence-Based Practices in Child Welfare and Child
Mental Health. Los Angeles: School of Social Work,
University of Southern California.

Park, M. M., Zafran, H., Stewart, J. et al. (2014).
Transforming mental health services: A participatory
mixed methods study to promote and evaluate the
implementation of recovery-oriented services.
Implementation Science, 9, 119.

Pretis, M. & Dimova, A. (2008). Vulnerable children of
mentally ill parents: Towards evidence-based support for
improving resilience. Support for Learning, 23, 152–159.

QSR International Pty Ltd. (2018). NVivo Version 12 Pro,
[online]. Available from: https://www.qsrinternational.com/

© 2022 The Authors. International Journal of Mental Health Nursing published by John Wiley & Sons Australia, Ltd.

12 I. ZECHMEISTER-KOSS ET AL.

 14470349, 0, D
ow

nloaded from
 https://onlinelibrary.w

iley.com
/doi/10.1111/inm

.13078 by T
est, W

iley O
nline L

ibrary on [28/10/2022]. See the T
erm

s and C
onditions (https://onlinelibrary.w

iley.com
/term

s-and-conditions) on W
iley O

nline L
ibrary for rules of use; O

A
 articles are governed by the applicable C

reative C
om

m
ons L

icense

https://doi.org/10.1057/s41599-018-0139-z
https://doi.org/10.1057/s41599-018-0139-z
https://doi.org/10.3389/fpsyt.2021.806884
https://doi.org/10.3389/fpsyt.2021.806884
https://www.qsrinternational.com/nvivo-qualitative-data-analysis-software/home


nvivo-qualitative-data-analysis-software/home [Accessed
04/04/2022].

Rycroft-Malone, J., Wilkinson, J. E., Burton, C. R. et al.
(2011). Implementing health research through academic
and clinical partnerships: A realistic evaluation of the
Collaborations for Leadership in Applied Health Research
and Care (CLAHRC). Implementation Science, 6, 74.

Sanders, E. B.-N. & Stappers, P. J. (2008). Co-creation and
the new landscapes of design. Co-Design, 4 (1), 5–18.

Sheard, L., Marsh, C., Mills, T. et al. (2019). Using patient
experience data to develop a patient experience toolkit to
improve hospital care: A mixed-methods study. Health
Services Research and Delivery, 7 (36), 1–104.

Siegenthaler, E., Munder, T. & Egger, M. (2012). Effect of
preventive interventions in mentally ill parents on the
mental health of the offspring: Systematic review and
meta-analysis. American Academy of Child and Adolescent
Psychiatry, 51 (1), 8–17.e8.

Thanh€auser, M., Lemmer, G., Girolamo, G. & Christiansen,
H. (2017). Do preventive interventions for children of
mentally ill parents work? Results of a systematic review
and meta-analysis. Current Opinion in Psychiatry, 30 (4),
283–299.

Tong, A., Sainsbury, P. & Craig, J. (2007). Consolidated
criteria for reporting qualitative research (COREQ): A 32-
item checklist for interviews and focus groups.
International Journal for Quality in Health Care, 19 (6),
349–357.

Zechmeister-Koss, I., T€uchler, H., Goodyear, M., Lund, I. O.
& Paul, J. L. (2019). Reaching familieswhere a parent has
amental disorder: Using big data to plan early
interventions. Neuropsychiatrie, 34, 39–47.

Zechmeister-Koss, I., Goodyear, M., T€uchler, H. & Paul, J.
L. (2020). Supporting children who have a parent with a
mental illness in Tyrol: A situational analysis for informing
co-development and implementation of practice changes.
BMC Health Services Research, 20 (326), 326.

SUPPORTING INFORMATION

Additional Supporting Information may be found in
the online version of this article at the publisher’s web-
site:

Figure S1. Roadmap for the co-design process.

Table S1. Example activities for implementing co-
design practices.
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