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CO-PRODUCTION OF KNOWLEDGE

Strengthening capacities and resource allocation 
for co-production of health research in low and 
middle income countries
Irene Agyepong and colleagues share experiences and ideas to strengthen capacity for health 
research co-production in low and middle income countries

Ghana’s universal health insur-
ance scheme provides a good 
example of co-production of 
research. In 1991, Ghana’s 
director of medical services 

asked researchers to determine whether 
health insurance could be an equitable 
and feasible health financing option in a 
low income country, such as Ghana, with 
a large informal sector. The research team, 
which had expertise in public health, 
health policy and systems, and medical 
anthropology, worked with frontline health 
workers and managers, local government, 
community members, and leaders to 
explore the acceptability, design, and fea-
sibility of a district-wide health insurance 
scheme. The resulting design embedded 
principles of equity and social solidarity 
and ensured financial sustainability in a 
resource constrained context, and evidence 
from this research informed the Ghana 
national health insurance scheme (NHIS), 
which was launched in 2001.1-4

This example shows the important role 
that co-production of health research can 

have in generating relevant evidence and 
innovative, context specific solutions for 
public health and clinical care challenges. 
Despite this potential and the growing 
literature, co-production remains relatively 
limited in low and middle income countries 
(LMICs).5-9 Globally, researchers in high 
income countries lead most current 
work. For example, a rapid PubMed 
search on 19 October 2020 yielded 2009 
articles for the terms “co-production” and 
“research.” Adding the terms “developing 
country/countries” or “low- and middle-
income country/countries” reduced the 
results to fewer than 30. This neglect in 
LMICs is partly because of capacity and 
funding challenges. In this article we 
share experiences and ideas for capacity 
strengthening and resource allocation 
for health research co-production in  
LMICs.

Capacity strengthening for health research 
co-production
Capacity strengthening for the co-produc-
tion of health research can enable bottom-
up and contextually appropriate policy 
and programme design, implementation, 
monitoring, and evaluation, as well as 
strengthen local ownership and research 
uptake.10 Drawing on the literature and 
our experiences, we propose a frame-
work to structure, design, and implement 
co-production capacity strengthening at 
inter-related individual, institutional, and 
contextual levels (fig 1).11 12

The use of concentric circles in the figure 
shows that individual capacity is embedded 
within institutions, which are in turn set 
within the broader context. Individual 
capacity refers to the skills to design and 
co-produce research and to engage in 
research uptake for decision making and 
implementation. Institutional capacity 
refers to the capabilities, knowledge, 
culture, relationships, and resources 
that support individuals to perform in 
co-production efforts. Examples include 
infrastructure, leadership, motivation, 

and reward systems. Contextual capacity 
is the wider international, national, and 
sub-national social, economic, historical, 
political, structural, and situational factors 
that support co-production efforts,13-15 
such as whether a country provides core 
funding to institutions and departments 
for co-production research. The arrows 
emphasise that capacity strengthening 
needs to occur across all three levels and 
engage the range of individual stake
holders involved in the health research 
co-production process. For simplicity, we 
have clustered these stakeholders into 
“research”—for example, professional 
researchers and academics; “policy and 
practice”—for example, national level 
policy makers, frontline health workers, 
and managers; and “community, civil 
society organisations, and the media.”

As members of the Consortium for 
Mothers, Children, Adolescents and 
Health Policy and Systems Strengthening, 
we have been using this framework since 
2018 in strengthening country level 
co-production research capacity to support 
improvements in women, newborn, 
children, and adolescent wellbeing in six 
countries in west Africa (Burkina Faso, 
Côte d’Ivoire, Ghana, Niger, Senegal, 
and Sierra Leone). Within the context of 
these efforts, we critically reflect on two 
cross cutting challenges to co-production 
capacity building: how to effectively work 
with diverse knowledge and expertise; 
and, in doing so, how to handle power 
dynamics.16 17

Design of the co-production capacity building 
effort
In each country, a mix of national and 
sub-national level health professionals, 
academic researchers, civil society organi-
sations, and media practitioners make up 
a small team to design and co-produce 
research, interventions, and advocacy on 
an identified health priority: examples 
include adolescent sexual and reproductive 
health in Burkina Faso and Sierra Leone, 
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responsive maternity care in Senegal and 
Côte d’Ivoire, and referral care in Ghana. Up 
to six team members are selected through 
dialogue with the leadership of each indi-
vidual’s organisation, which strengthens 
organisational engagement and support for 
the work. The six countries are part of the 
15 member Economic Community of West 
African States, for which the West African 
Health Organization is the subregional 
health body. The West African Health 
Organization provides strong contextual 
level support and broader institutional 
engagement for the co-production capac-
ity building efforts, including through its 
close links with all ministries of health in 
the sub-region.

Peer-to-peer as well as peer-to-facilitator 
engagement and learning within and 
across teams are encouraged using a 
series of interactive workshops rather than 
a single engagement. Workshops focus on 
different topics, including how to work in 
multidisciplinary teams within complex 
adaptive systems; leading and managing 
change; and understanding and effectively 
using power, communication, and policy 
processes.18 Email, online forums, and a 
WhatsApp group enable networking and 
cross country communication between 
teams and facilitators. Two years into 
the implementation of these efforts there 
are important lessons for co-production 
c a p a c i t y  b u i l d i n g  a n d  r e s o u r c e 
mobilisation in LMICs.

Working with a diversity of knowledge and 
expertise
Dependent on the specific health problem 
to be tackled, different stakeholders (fig 1) 
can bring diverse knowledge and expertise 
to the co-production of health research. 
This helps to ensure that research design, 
data collection, interpretation, and use are 
appropriate to context and the phenomenon 
of “travelling models,” where ideas and 
interventions are inappropriately trans-
ferred from one context to another to little 
effect, are avoided.19 There are, however, 
challenges to working with diverse knowl-
edge and expertise and to strengthening the 
capacity of teams instead of individuals. 
Team members have busy work schedules 
and require a lot of encouragement and 
support to engage with all activities beyond 
their specialised area, such as research, 
journalism, community advocacy, or service 
delivery. Differing levels of confidence and 
skill sets within the team can also lead some 
members to doubt their ability, while oth-
ers may lack the motivation to acquire and 
apply new skills. The capacity building pro-
cess can help team members to recognise 
the value of the different skills, experience, 
and knowledge needed to design and imple-
ment health research, without the pressure 
of having to be the “expert” in everything.

Dealing with power dynamics
Unequal power relationships can weaken 
co-production efforts and have negative 

consequences, such as disregard for diverse 
forms of knowledge.20 Within the process of 
co-production, attention must therefore be 
paid to visible as well as invisible power.21 
For example, some team members who 
perceive themselves as lower in the social 
or professional hierarchy may hesitate to 
contribute an alternative idea or approach 
to research design when another member 
thought to have more visible power—that 
is, more authority owing to their leader-
ship position or being an “expert” on the 
topic—is present. Invisible power, such as 
internalised social roles and stereotypes, 
can also shape how people think about the 
issues and affect people’s confidence to 
engage in the process.

The use of resources, such as humour, 
stories, cartoons, and pictures, together 
with the sharing of personal experiences, 
is critical for engaging team members in 
open discussions about power dynamics 
in a relaxed and non-threatening manner. 
A skilled facilitator helps to encourage 
every participant to engage so that no one 
person dominates the discussion. These 
approaches can help tackle some of the 
negative perspectives and prejudices that 
prevent team members from appreciating 
the importance of diverse “knowledge” 
and “expertise.” Presenting and discussing 
different philosophical theories about what 
can be known (ontology) and how to know 
(epistemology) in relation to research 
questions also helps team members to 
appreciate the contribution of diverse 
perspectives in the co-production of health 
research design and implementation. As 
shown in the figure, self-awareness, critical 
reflexivity, teamwork, conflict resolution, 
and collaborative problem solving are 
essential skills for all stakeholders to 
engage effectively in co-production 
processes.

Resourcing capacity building for co-production
In our experience, capacity building takes 
time and reinforcement through practice. 
Teams progress at different rates and need 
to be supported at the pace that works 
for them. Coproduction capacity build-
ing also needs sustained medium to long 
term investment to demonstrate value to 
policy and programme decision making 
and implementation for improved health 
outcomes. For example, the co-production 
research effort for the district health insur-
ance scheme in Ghana occurred in the con-
text of a long term effort to build research 
capacity in the Ghana Health Service to 
generate evidence in support of policy and 
programme decision making. Initiated in 

Context

Institutions

Examples of areas of capacity building:

Working with people: power, conflict, teamwork,
self-awareness, reflectivity and critical reflexivity

Research conduct: theories of knowledge, design,
conduct, synthesis, interpretation, and use

Individuals

Research

Community,
civil society
organisations,
media

Policy and
practice

Fig 1 | A framework to guide co-production capacity strengthening
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1989 with senior Ministry of Health sup-
port, institutional capacity strengthening 
included the development of what is now 
the research and development directorate 
with establishment of researcher posi-
tions within the health service.22 Capac-
ity strengthening entailed training new 
academic researchers in qualitative and 
quantitative disciplines. At the same time, 
health workers worked in partnerships 
with academic researchers and gained a 
better understanding of how to design and 
interpret research for use in policy and 
practice. This investment has influenced 
many health policies and programmes in 
Ghana beyond the NHIS, such as the com-
munity based health planning and services 
programme.23 24

Co-production capacity building can  
be resource intensive, requiring sustained 
stakeholder interest as well as facilitator 
expertise. Ensuring sufficient financing 
and skilled human resources for research 
capacity building continues to be a 
challenge in LMICs faced with chronic 
resource constraints in health service 
delivery.25 26 Advocacy for core funding 
to co-production approaches is critical 
for challenging this status quo in many 
LMICs and for showing the value of 
research co-production, which includes 
the development of innovative solutions 
to complex health challenges and the 
achievement of health improvement goals.

Given the domestic funding challenges 
to strengthening health research capacity 
in many LMICs, external donors remain 
an important source of funding. However, 
international research funding priorities 
do not necessarily prioritise co-production 
capacity building or co-production 
research support. In addition, stakeholders 
in research co-production may not have 
international competitive grant writing 
skills or even know where and how to 
look for such opportunities. For example, 
in Ghana the health financing research 
agenda was set in 1991. After two years 
of formative research on the feasibility of 
an experimental district health insurance 
scheme, the co-production process to 
design, implement, monitor, and evaluate 
such a scheme took place between 1995 
and early 2000. The gap of almost a decade 
between agenda setting and generating the 
evidence to inform the Ghana NHIS was 
partly due to the challenges of mobilising 
resources for a co-production approach 
that was not widely understood. The locally 
driven co-production research agenda did 
not fit the priorities of many open funding 
calls, while research funding made 

available by the Ghana Health Service 
was for the design of a classic social 
insurance scheme, using consultants 
and “experts.” Furthermore, because the 
Ghana Health Service research capacity 
building efforts were in their first decade, 
researchers were still at the start of their 
careers and did not have the expertise to 
compete with more experienced grant 
writers.

In  conclusion,  health  research 
co-production has the potential to make 
a difference to health outcomes in LMICs. 
Capacity strengthening and sustainable 
resourcing for medium to long term 
co-production efforts are needed to 
realise this potential. Co-production 
capacity building needs to target multiple 
stakeholders, including patients and 
communities, practitioners, policy makers, 
and academics, to develop their skills 
and confidence to contribute as equal 
participants in the process.
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