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ABSTRACT

Design/methodology/approach

Co-creation could contribute to building community capacity to promote health. Professional
development is key to support co-creative practices. Participants were professionals in a position to
promote co-creation processes in health promoting welfare settings across Denmark, Portugal, France,
and United Kingdom. An overarching unstructured topic guide was used within interviews, focus
groups, questionnaires, and creative activities.

Purpose

The aim was to identify the competencies professionals need to promote co-creation engagement
within communities.

Findings

The need to develop competencies to promote co-creation was high across all countries. Creating a
common understanding of co-creation and the processes involved to increase inclusivity, engagement,
and shared understanding was also necessary. Competencies included: how to run co-creation from
the beginning of the process right through to evaluation, using feedback and communication
throughout using an open action-oriented approach; initiating a perspective change; and committing
to the transformation of co-creation into a real-life process.

Practical implications

Overall, learning about underlying principles, process initiation, implementation and facilitation of co-
creation were areas identified to be included within a co-creation training programme. This can be
applied through the framework of enabling change, advocating for co-creative processes, mediating
through partnership, communication, leadership, assessment, planning, implementation, evaluation
and research, ethical values, and knowledge of co-creative processes.

Originality/value

This study provides novel findings on the competencies needed for health promoting professionals to
embed co-creative processes within their practice, and the key concerns that professionals with a
position to mediate co-creation have in transferring the abstract term of co-creation into a real-world
practice.



1.Background

The field of health promotion has undertaken the challenge of “enabling people to increase control
over and improve their health” (WHO, 1986, p1) with citizen’s active engagement as a priority. Strong
advocacy for citizen participation and engagement, participatory research designs and translational
research are the cornerstones of efficient strategies to reduce health inequalities and to focus on the
determinants of health based on solidarity and social transformations (Darlington and Masson, 2019).
More specifically to the field of health promotion, improving citizen participation seems crucial at
policy level with governance for health going beyond just including expert opinion (Kickbusch and
Gleicher, 2014). The recent COVID-19 pandemic has shown the importance of participatory
approaches in health promotion to enhance the uptake and adhesion to policy-level strategies (Jansen
et al., 2008; Jansson, Fosse and Tillgren, 2011).

The World Health Organization (2002, p10) defines participation as “a process by which people
are enabled to become actively and genuinely involved in defining the issues of concern to them, in
making decisions about factors that affect their lives, in formulating and implementing policies, in
planning, developing and delivering services and in taking action to achieve change”. Community
capacity building is one of the tracks to improve the achievements of health promotion programmes
and strategies along such participatory lines (Labonte et al., 2002). However, the issue of how each
player and knowledge is equally recognized creates challenges to promoting pathways to citizen
engagement, particularly when reflecting on health-related issues.

In recent years, one of the popular strategies to increase citizen participation has been to
promote “co-creation”. The concept of co-creation originated in business management (Prahalad and
Ramaswamy, 2000, 2004) and originally referred to a participatory process where customers, brands
and businesses actively engage in interactive relationships to create on-demand and made-to-order
products. The dialogue within this participatory process stimulates the exchange of knowledge to solve
issues of mutual interest to meet needs and expectations (Pinar et al., 2011; Ribeiro, Tavares and
Costa, 2016). This business co-creation concept has been introduced and adapted to the education
sector (Pinar et al., 2011; Ribes-Giner et al., 2016; Voorberg et al., 2015; Whitehead et al., 2003;
Carvalho et al. 2020) and to the health sector (World Health Organization, 2013; Voorberg, Bekkers
and Tummers, 2015; Dean, Griffin and Kulczynski, 2016; Greenhalgh et al., 2016; den Boer, Nieboer
and Cramm, 2017; Ramirez and Garcia-Pefialvo, 2018). In both contexts, students (Pinar et al., 2011;
Carvalho et al., 2020) and patients/clients (Greenhalgh et al., 2016; den Boer, Nieboer and Cramm,
2017) are the ‘customers’ (i.e. targeted end-users) in the co-creation process. In health promotion
research, the use of co-creation is flourishing in some countries. This is especially occurring at local
levels where additional resources are needed alongside scarcity of public funds and the need for
sustainability (Torfing et al., 2016). The EU Commission has embraced this need because modern
societal demands are too complex to be met by the public sector alonel. This emphasis placed by the
EU Commission on co-creation is visible, in particular, in the European Public Employment Services
(PES) Network, where flexibility, organizational responsiveness, creativity and cooperation with
partners were emphasised. A paradigm shift occurred, from a simple business model of providing
services to customer-centric organizations, where customer satisfaction is of strategic importance and

1 Horizon 2020 programme focusing on; “Europe in a changing world — inclusive, innovative and reflective
Societies »



co-creation was advocated as an appropriate approach to increase customer satisfaction and facilitate
necessary social innovation (European Commission, 2016, 2019a, 2019b). Co-creation is a shared
process of problem formulation and problem solving that will upscale solutions to complex societal
problems (Torfing, R@iseland and Sgrensen, 2016). The anticipated benefits of co-creation include
social cohesion, democratic participation as well as the design of more effective and relevant solutions
to increasingly complex societal problems (Torfing, Rgiseland and Sgrensen, 2016).

Nonetheless, a major shortcoming is the blurred outlines and often interchangeably used
terms between co-creation and other types of collaboration (Barthe and Queinnec, 1999; World Health
Organization, 2002). Many definitions can be found, which include characteristics of the relationship
between stakeholders, joint activity, joint achievements (Bovaird and Loeffler, 2012), as well as
coexisting concepts such as ‘co-creation’ and ‘co-production’, which are often used interchangeably
(Torfing, Rgiseland and S@rensen, 2016). A parallel can be made with stakeholder participation, which
can be modelled in different ways. Hart’s ladder of participation (Hart, 1992) sets the focus on the
involvement in the initiation of a project and the decisions made to implement it, while Heritage and
Dooris propose a ladder of community participation which illustrates the different levels of control,
participants' action and modes of such achievements (adapted from Brager and Specht, 1973; in
Heritage & Dooris, 2009). The term co-creation is used inconsistently, carrying different meanings from
consultation to partnership and collaboration (Darlington et al., 2017). This lack of clear guidance on
defining and thus promoting co-creation leads to heterogeneous participatory practices (Griebler et
al., 2017). In the worst-case scenario, so-called co-creation could even be perceived to mean mere
consultation, which would potentially set the grounds for tokenistic manipulation. Co-creation has
developed as a new paradigm in management literature, with the objective of companies and
customers to create value through the interaction between suppliers and customers for the
development of new business opportunities (Galvagno & Dalli, 2014). Following the same shifting
paradigm, patient engagement in the planning, development, and analysis of health care has been
assumed as a vehicle for maintaining the sustainability of the National Health Service (Armstrong et al.
2013; Hardyman, Daunt, & Kitchener, 2015). Therefore, the role of patients is also extending beyond
being passive recipients of healthcare and even to becoming active participants in their own care, to
engaging in innovation and co-creation by taking part in an active dialogue, which occurs within co-
creation. Patients are considered equal partners of organizations and health providers, and the focus
is set on areas of interest to all parties (Janamian, Crossland, & Wells, 2016). In this sense, in this
research we argue that co-creation involves a transdisciplinary team which has to include end users
and professionals who have a “formal responsibility” in the process. It is based on the shared
understanding of a situation, the creation of a shared language, dialog, the combination and
mutualization of skills and interdependence, and involves the shared negotiation of goals. The
underlying objective of the process is to initiate a process of change leading to a new prosperity.

Professionals from all sectors should be involved in health promoting community capacity
building strategies and strengthened citizen participation (while being citizens themselves too)
(Dempsey et al., 2011). Professionals have the potential to support the development of community
skills and knowledge, yet they need specific competencies to do so. Being able to apply these
community skills is important for translating policy, theory and research into actionable and
sustainable global health promotion and growth (Dempsey et al., 2011). Core competencies that have
already been identified include catalysing change, developing leadership, and building partnerships.
Professional competency is constructed during professional activity. Such activity, which takes place in
a social context, results from cognitive pathways and the motivation of professionals, and of the social



value of the result expected from the task. To some extent, professional competency can be viewed
as a capacity to adapt to new situations and solve complex problems (Albero and Nagels, 2011). Yet,
the issue of what professionals’ competencies are needed to promote co-creative processes
underpinned by partnership and collaboration (not tokenistic consultation) still need to be identified.
This also includes the need to address the types of skills needed to promote co-creation within
communities, so the processes are not just led by professionals, but all citizens feel engaged in the
ability to co-create.

Following Trickett’'s (2011) argument that researchers must engage with professionals and
stakeholders to understand and conceptualise community interventions, our group of researchers
from Denmark, France, Portugal, and The United Kingdom aimed to identify the competencies health
promotion professionals need to promote co-creation in communities with an underlying health
promoting view. Based on this data collection, the CCW training course material was co-constructed
in the following four training themes and modules: 1) Creating a common understanding of co-
creation, 2) Initiating the co-creation process through collaborative problem formulation and
evaluation, 3) Managing the co-creation process and 4) Dissemination and communication of the co-
creation process and its’s results. Our goal was to develop a training programme for health promoting
professionals from the health, education, and social sectors to develop co-creative processes in their
community. Therefore, this paper will be focused on the first part of the research project, which was
developed to answer the following: what competencies do health promotion professionals need to
support co-creation processes in communities? What competencies do health promotion
professionals think communities need to engage in co-creation?

2. METHODOLOGY

2.1 Knowledge claim

This study was undertaken within an ERASMUS+ co-creation project in welfare sectors (EC project
number: 2016-1-DK01-KA202-022342). The pragmatic (Creswell, 2003) perspective used for this study
follows the argument of Lansang and Dennis (2004), who call attention to the relevance of “research
capacity building”, whereby scientific knowledge is co-constructed to best fit field priorities, and
researchers are free to use all relevant approaches to best meet their purpose. Our intention was to
unpack and document professional knowledge and practices of co-creation in natural settings, in order
to focus on professionals’ views of co-creation and what their needs are in terms of competency
development (Reeves et al., 2013). Focusing on stakeholders’ knowledge and experience was a means
to enable the translation of findings into practice (Woolf, 2008).

2.2 Participants

The focus of this study was set on the professionals who promote or in a position to promote, mediate
and support co-creation in communities, which we refer to as Co-creation Mediators (CoMeds). Within
the scope of the ERASMUS+ co-creation project, the CoMeds would assume the role of integrating
and/or disseminating the future CCW training course, which was created taking into account the
knowledge gained from the CoMeds. CoMeds were recruited across Denmark, France, Portugal, and
the United Kingdom (UK). In each country, different samples of CoMeds were selected, depending on
the national context of each group of researchers.



Table 1 shows an overview of the participants.

Table 1 - participants in each country

Country Type of Scope of Social Sector Number of
sampling samples participants
Denmark Purposeful National The Youth and Young, Elderly and Handicap
Employment and Social Affairs 22
School and Education Sector 5

Administrative and Planning Departments

of Local Government 9
France Purposeful National Social Design and Co-creation Network
(NW)

Health education and promotion NW

Community health promoting centre for
ageing migrants 2

higher education lecturer specialized in
health education, sustainable development
education and health promotion 3

School health promotion professionals
(school  nurses, teachers, teaching
assistants, social workers, community

workers, researchers, project managers) 46
Portugal Purposeful Regional City Council - Department of Culture and
Education

Municipal Hospital

Five Foster Care Residences (Residence
carers, psychologists, teachers, social
workers, education superior technicians
and socioeducational animators) 29

Three Schools (teachers, health promoting
school coordinators, school psychologists,
school principals) 12

UK Purposeful National Four organizations that provide health-
related services across local, regional, and
national levels (key people in charge of co-
creative or collaborative processes with the
public) 5

2.3 Data collection

Qualitative methods were used to collect the meaning and views of health promoting professionals
(Creswell, 2003; Cohen, Manion and Morrison, 2018). The standpoint chosen is that of ethnographic
research which focuses on the accounts of people of their own contexts and practices, using a range
of tools and methods to fit the contexts, the unstructured aspect being accepted and encouraged
(Reeves et al., 2013). Each research team had regular contact with their CoMeds for a whole year and




a half to complete this study. This included to apply one (Denmark, Portugal, UK) or several sequential
data collection instruments (France) and to return the results to the respondents to discuss the
implications of the obtained results for the construction and implementation of the CCW training.
Oral or written consent was obtained in France and Denmark and Ethical Committee approval was
obtained in the U.K. and Portugal. In all countries, confidentiality, anonymity, non-deceptive practice
and minimization of possible harm in data collection and analysis were assumed as ethical principles.
An unstructured topic guide was developed to ensure that all researchers covered the same topics
regarding their current setting, level of co-creative processes, their view of co-creation and how they
would like to use co-creation, followed by the main topic of what competences participants would
need to co-create with stakeholders and what communities need to engage in co-creation. Depending
on their context, and opportunities with the CoMeds, each research team chose the most appropriate
data collection tool. However, although there are specific questions for each context, there was a set
of open-ended questions, which are analysed in this article, that were placed in the same way in all
contexts, regardless of the data collection instrument that was used. This decision was taken to control
the limitations that could have arisen associated with the application of different data collection
instruments in different contexts. The Danish team used an open-ended process mapping
guestionnaire, the Portuguese team used focus groups, The UK team used semi-structured in-depth
telephone interviews, and the French team used an open-ended questionnaire, unstructured
interviews and creative activities producing documents and pictures as creative artefacts as data
(Anastacio et al., 2019).

2.4 Data analysis and analytical framework

All data collected were transcribed and analysed using the analytical framework of incidental learning
to pinpoint competencies (i.e. professionals learn while doing and people identify learning
opportunities themselves) (Marsick and Watkins, 2001). Shilton’s definition of competency was used:
“a combination of attributes such as knowledge, abilities, skills and attitudes which enable an
individual to perform a set of tasks to an appropriate standard” (Dempsey et al., 2011, p. 9). Content
analysis was conducted on the data (Hsieh and Shannon, 2005) in two phases. In the first phase, data
were categorised using an inductive category development method (Hsieh and Shannon, 2005). All
open-ended responses, regardless of the data collection instrument, were transcribed verbatim.
Feedback from partner researchers on the categories and items derived from the analysis was given
during a joint working session. The second round of analysis was carried out by the group to refine the
final categories. When there was doubt about the category in which certain information should be
placed, its interpretation was discussed. If no consensus was reached, the information was not
categorized, as it was considered ambiguous information. In this article, the final results will be
presented by country, regardless of the frequency with which they emerged in each research context,
because our aim is to discuss all novel findings, regardless of the intensity with which they emerged in
each country.

3. Results
3.1 Incentives and added value of co-creation:

In the UK, using co-creation was seen as an opportunity to extend reach and involvement of activities
to be more inclusive to seldom heard groups and ensure that existing provision is inclusive. In so doing,



CoMeds hoped to be more consistent in ensuring whole communities are involved because currently
closer relationships occur with some local health partners than others. French participants emphasized
that co-creation is about “giving a special place to practice-based knowledge or citizen knowledge in
our professional practice”. The whole points are not just about co-creating the service improvement,
but also the engagement method itself “not just about providing facility for patients, but they often
come with their partner, and they can be enrolled as well. We seek evaluation, support, and feedback
from them as well. We ask patients to complete an evaluation form and ask if their relatives want to
complete one as well. That’s then looked at by the team. If possible, we try and implement what they
have suggested” (UK participant). Co-creation processes were hoped to initiate training activities using
a variety of innovative formats with the aim to support social change based on the needs and
expectations of the end-users.

Another respondent explained that local services support, develop and launch initiatives in the
community, making a difference in the people’s health and well-being. Co-creation processes may help
to improve projects to be developed with the local community. To some participants, co-creation was
a means to address new needs, for example, in one community they were faced with the new situation
of having to improve family support, both in terms of prevention and of positive parenting. Community
workers were expected to mediate with the families, therefore they are expected to have training in
the domain of parental education and/or involvement, as well as for the education of young children.

CoMeds highlighted the novelty of the co-creation concept as well as its similarity with
networking and working in partnerships. Another important point raised by the Portuguese
participants was to improve interdisciplinarity and interprofessionalism to achieve better results with
projects and interventions by using co-creation. They believed the co-creation process might help to
improve projects to be developed with the local community without reinventing the wheel and
avoiding time-consuming interventions. A respondent stated that the interdisciplinary component of
interventions is important to respond to the needs of beneficiaries. The participant also said that
“when these skills are shared and, above all, when they are received by the children and primary
caregivers, they end up enhancing children’s and young people’s comfort and well-being” (Portuguese
participant). French participants also mentioned strengthening their local network because of
professional development in co-creation and advocating for co-creation and high-level participatory
methods.

However, one of the key aspects questioned by Danish participants was the value of co-creation to
the- CoMeds people taking part in co-creation. There was a concern that co-creation is just another
way of implementing budget cut downs in communities.

3.2 Key principles to engage in and implement co-creation

Respondents from all countries expressed the essential need to create a common understanding of
co-creation. Danish participants suggested that CoMeds need to promote a common understanding of
co-creation among different sectors and professional backgrounds, so that good results and
experiences could be spread from one sector to another.

Additionally, clear agreements and transparency in the co-creative processes, and how to develop such
agreements are important. To co-produce new solutions, all partners need to know how and what kind
of influence they can have in the process “I think you need capacity on both sides, and resources”
(Danish participant). Methods to shift from an expert approach to citizen knowledge and its use in
professional practice are very much needed. This is done “by involving community members from the



start and throughout the project, and by imagining work methodologies which are adapted to them”
(French participant). Danish participants emphasized the fact that CoMeds should shift from defining
citizens by their needs to a more resource-focused approach and partnership-based solutions based
on strong communication with community members.

The majority of Portuguese CoMeds stated that to support co-creation in their working settings
they need to be able to engage key stakeholders from the very beginning of the collaborative problem
formulation process. In this sense, and as an example, they indicated that one of the aims of teachers’
professional development in co-creation was to be able to use students' perceptions about their well-
being at school. A discussion of students’ perceptions can be used as a starting point for co-creation,
implementation, and evaluation of a school-based well-being project involving key-people in their local
community. In the U.K., feedback from stakeholders was also put forward as important: “With our
volunteer group we meet with them once a year and ask for feedback from them, how do you feel about
the current service? Do you think our meet and greet is adequate for new patients coming in?
Sometimes patients will feed back to our volunteer group instead of our clinical staff because they don’t
want to say anything that is deemed negative, and we try and tap into that as a resource as well.”
With regards to the tools which could be relevant for co-creation, participants from the U.K. indicated
that social media can be used to involve patients and staff simultaneously in improvement activities.
Social media can also be useful to see what conversations are emerging, rather than one setting the
topic. French participants suggested that CoMeds should implement co-creation techniques and tools
that involve a variety of stakeholders (NGOs, Universities...). They also mentioned being able to create
and test tools stakeholders had created for themselves.

3.4 Learning suggestions from and for CoMeds

Suggestions for learning were put forward: learning about what CoMeds could do to promote
co-creation processes; learning about methods to implicate end-users and other stakeholders from
the start; learning about how to adapt existing methods or methods they use already; project
management methods and tools could also be part of the learning. Informants also expressed the need
for support on how to give feedback to those involved in co-creation on how they have contributed
and the difference they have made, or if no changes occurred following their input, then explain why.
The resources provided should be intuitive to use and include stories. They should be universal for all
stakeholders (not separate ones for each group).

Professionals would also need to enable citizens to understand health services, the language
used and politics that comes with it “Usually if you address the public and ask them “what do you want
to do about this?”, you get a blank stare, it is too technical, but if you say, “we’re thinking of doing this,
what do you think?” That’s very different. Occasionally someone will rise and say, “why don’t you do
this?” But | would say that most members of the public don’t understand how health services are
commissioned, the way they are provided, the amount of money that is involved. It’s quite removed”
(UK participant). This highlights the educational need to facilitate the early stages of the co-creation
process to identify needs, problems, and resources before moving forwards to the solution finding
stage (rather than proposing a solution and getting feedback). Danish participants also highlighted the
need for methods on defining and understanding the problems to be solved, and how to “see
documentation as a good friend and in a meaningful way”.

According to Portuguese participants, CoMeds are expected to learn about a pedagogical
strategy to interact with their public and improve their skills, namely communication and



assertiveness. Resources are needed to improve partnership communications. Also, Danish
participants pointed out that CoMeds should learn how to work with empowerment.

Another key learning is how to measure the impact and added value of co-creation to dispose
of a more rigorous evaluation of the impact of the changes they implemented through co-creation. It
would be useful to be able to measure how changes affect uptake and adherence to co-creation and
understand what other added values could be measured. Danish participants emphasized the
definition of success criteria and evaluation design in co-creation processes was one a key issue, along
with how to identify end-objectives and results, and how to carry out the process-oriented evaluation.
CoMeds would also need to learn about methods to progress to collect more compelling narrative and
evidence about the productivity impact.

a. Suggested competencies for CoMeds

The overall point of view of the CoMeds in the four countries was that a core anchoring of essential
professional competences is needed, having in mind that working together with other sectors and
professions requires a very strong sense of professionalism. In the U.K., developing co-creative
competencies was viewed as a mechanism for creating time, capacity, and energy for focusing on co-
creation to develop resources and local expertise. Indeed, CoMeds need to reflect and identify what
their expectations are, what community members’ expectations are, as well as frame the working
space: “Being reactive to patient’s needs and requests is very positive. However, sometimes it’s trying
to manage patient’s expectations as well, of what they will get out of the service. Sometimes patients
come with very high expectations or frustrations, and it’s then that we need to try and work with our
primary colleagues, which can be more of a challenge” (UK Participant).

CoMeds wanted strong professional skills to facilitate co-creation and ensure that all those involved in
the co-creation process work together to identify the problems and create feasible solutions for all:
“Would be useful to have facilitation skills. Important for patients to see something because of their
input. Looking at a pathway of where we start off. Sometimes it is not possible to put suggestions in
place, for example financial restrictions. That constraint is very tight these days. Facilitation training in
that.” (UK participant). The expectations of all parties are central as well as the working space available
between all participants in the co-creation process.

CoMeds suggested the following as important attributes and attitudes, knowledge, abilities and skills
(Dempsey et al., 2011, p. 9):

Attributes and attitudes

The specific attributes and attitudes needed to implement and support co-creation include: openness,
embracing differences, creativity, realization, provision of skills, facilitating an understanding of
operations, learning to give up, pushing the limits, let oneself be surprised, resilience, making
processes fluid, audacity, agility, efficiency, accepting the wealth of others, putting one’s skills to
contribution to work for a project, to question oneselves, being open to the opinion of the other, an
obligation to be open to the opinion of the other, meeting the needs of citizens, distancing from one’s
own representations of “the other person”, a process that requires effort and which one may not be
aware of, increasing one’s skills, creativity, taking risks, daring, fostering skills, making things easier,
building self-confidence, working in good relational conditions: listening, embracing, taking a step
back, sending feedback.



An important personal attribute is the ability to commit oneself and be aware of the importance of
personal competences (as much as the professional competences) when transforming co-creation
from an abstract term to a “real life” process. This can include shifting from one’s own point of view;
being able to ask: “What might be the best for you?; being humble; being curious; creativity and
courage; being able to turn the perspective from looking for well-known (professional) solutions to
new possibilities.

Knowledge

Knowledge, evidence, and research are also the roots of the development of co-creation. The
respondents put forward the following items as the necessary knowledge they would need to be able
to support co-creation as CoMeds (Figure 1).

CoMeds

would need to learn ab

1 Citizen-power

and control approaches

2 What process

facilitators, potentiators
may promote co-creation
processes and also what
hinders it

3 How to adapt existing

methods, or the
methods they use

I The different types

of collaborations,
relating stakes,
challenges and
opportunities

5 Methods to implicate

end-users from the
start of the process

Figure 1: Necessary knowledge CoMeds would need to support co-creation



Knowledge CoMeds need to initiate and maintain co-creation in their workplace was organised in a
sequential, interconnected and flexible plan, which respects the order in which these needs globally
emerged in CoMeds from all countries when they remembered or imagined how to initiate and
develop co-creation in their professional contexts.

The first need of knowledge is categorized under the label “Citizen power and control approaches” to
answer concerns of CoMeds, such as “I think it is not difficult for key people to join the group, what is
difficult is for them to participate without fear when people with different positions are in the same
group, for example the educational assistant at the school library defending a different idea from the
school principal” (PT).

The second area of knowledge is about “What process facilitators, potentiators may promote co-
creation processes and also what hinders it”. Evidence on the facilitating factors and barriers
associated with co-creation in different contexts was collected. As barriers emerged, for example, the
difficulty of maintaining open dialogues with the group (PT, FR), not getting everyone in the group to
feel committed to the co-creation processes (FR), situations of conflict within the group that imply
need mediation (PT), people do not want to participate because they think they don't have time (UK,
PT). The support of leaders (PT), have skills as a group facilitator (DK, FR, UK), have knowledge about
co-creation (FR) emerged as facilitating factors. However, overall it was observed that there was little
awareness of these factors, the need to analyse them in context and to think of possible ways to
overcome barriers, even before they arise.

The third area of knowledge is “How to adapt existing methods, or the methods they use”. The
intention of the co-creation processes is not to create a rupture with pre-existing methods, but to
reflect on how to enhance them, integrate them or abandoning them in a critical and reflexive way to
promote collaborative work and shared narratives. It was observed that globally, even active
participant-centred practices were often uncooperative and more focused on individual than collective
assessment. For example, in Portugal, role-play activities, theatre forum, and simulated case studies
were very common, but aimed at evaluating the personal and social skills of each participant involved,
as well as increasing his/her knowledge. Therefore, emerged the necessity to work with the CoMeds
“The different types of collaborations, relating stakes, challenges and opportunities” and the “Methods
to implicate end-users from the start of the process”.

Abilities and skills
Communication skills were put forward as essential. Also, professionals supporting co-creation need
to be able to deconstruct representations and personal projected knowledge and facilitate collective
redefinition. This requires reflexivity, especially on one’s attitude. Participants highlighted that
reflexivity should be associated with curiosity, the incline to make discoveries, and the ability to
assemble knowledge and talents together. Skills are very much related to professional identity and the
goals set for the project. Professionals are expected to act rather than “react” to specific limitations
and choose, for example, to change the timeframe and the scale of the project. The following skills
were explicitly mentioned as key:

- Communication skills

- Skills to present their thoughts on a subject

- Skills to create dialogue

- Project management skills

- Skills to develop the motivation of volunteers

- Skills to identify possibilities and run them in a co-creative and participatory way



- Skills to engage with end users more

- Skills to create an “open” method to elaborate action-oriented training

- Skills to support processes
The CoMeds also specifically addressed the need for skills to initiate a perspective change; the skills to
engage in and create relationships, e.g., with volunteers and parents in day-care centres.
Table 2 provides an overview of the specific competences needed to implement and support co-
creation.

Table 2. The specific competences needed to implement and support co-creation

DK [FR[PT |UK
Personal competences
Openness X X X X
Shifting from one's own point of view X X X X
Being able to ask: "What might be the best for you"? X
Being humble X X
Being curious X X X X
Resilience X X
Creativity X X X X
Building self-confidence X X X X
Audacity X
Agility X
Efficiency X
Procedural competences to promote open dialogue
Listening X X X X
Embracing differences X X X X
Being open to the opinion of the other X X X X
Pushing the limits X
Learning to give up X
Let oneself be surprised X
Accepting the wealth of others X
Working in good relational conditions X X X X
Procedural competences regarding co-creation
Meeting the needs of citizens X X X X
Facilitating an understanding of operations X X X X
Making processes fluid X X
Be aware of the effort co-creation process requires X X
Taking a step back X
Embracing change X X X X
Putting one’s skills to contribution to work for a project X X
Fostering skills/ Provision of skills X X X X
Making things easier X
Realization X
Reflection and coaching competences
To question one selves ‘ ‘ X ‘ X ‘




Sending feedback

person”

Distancing from one’s own representations of “the other X

Note: DK — Denmark; FR — France; PT — Portugal

Overall, the following areas of learning were identified and categorized within the phases of

the project management cycle (Table 3).
Table 3: Areas of learning which should be included in a training programme to promote co-creation

in communities and related questions raised during the study

UNDERLYING PRINCIPLES TO CO-CREATION

Promoting
stakeholders’
sense of
legitimacy in the
process

Promoting
empowerment

Promoting Equality in decision-
making

Promoting Equality in different types
of knowledge (expert vs individuals’
experiences)

Learning to “step back”

Knowing about Citizen-power and
control approaches

Promoting ownership

Including citizens in decision-making
processes

Learning about methods to implicate

end-users from the start

INITIATING THE PROCESS OF CO-CREATION

Creating a
shared
understanding
of co-creation
processes
Starting where
people are

Identifying the stakes for all
stakeholders

Shifting from consultation and
tokenism

Pinpointing expectations,

constraints, challenges,
opportunities, and resources
Clarifying the meaning of the process

for citizens

IMPLEMENTING THE PROCESS OF CO-CREATION

Collaborative
problem-solving

Mentoring
Supporting active voluntary groups

Welcoming “out-of-the-box-
thinking”
Promoting creative thinking

methods, Co-design methods
Learning to ask questions rather than
look for answers.

Being able to pinpoint ideas and
knowledge from selected evidence,
and adapting it to local context

QUESTIONS RAISED DURING THE RESEARCH

How to avoid fighting for your own
professionalism and the right to define the

problem — hereby also the solution?

How to involve citizens more in strategic

decisions.

How can co-creation be implemented in different
sectors but still be understood within the same
frame?

What are the mutual expectations from each of
the partners? Formal as well as informal

How to define and understand the problems to be
solved?
What is the product supposed to solve?



Supporting
project
development

Sharing the
creation of tools

Turning challenges into opportunities
for out-of-the-box thinking

Project management skills
Knowledge of different types of
collaborations and relating stakes,
challenges, and opportunities
Promoting motivation

Creating adequate and tailored
evaluation frameworks

Promoting new partnerships
Learning about how to adapt existing
methods, or methods they use
Promoting equality in needs analysis
Understanding the stakes for all
citizens involved

Promoting creative thinking methods

FACILITATING THE PROCESS OF CO-CREATION

Promoting
mediation
competences

Disseminating
the approach

Using existing
resources

Considering the overarching context,
constraints, and needs (policy,
professional practice, social context
etc...)

Supporting the creation of adequate
and tailored tools and solutions
Shifting from an expert posture to a
process facilitator

Understanding the stakes relating to
the different sectors

Developing constructive
communication skills

Being humble, curious

Changing perspective

Learning about what process
facilitator, potentiators may promote
co-creation processes

To address variability among
stakeholders (horizontal
relationships) and  within  the
overarching systems of policies
(vertical relationships)

Improving consistency and
developing a shared vision of co-
creation processes

Supporting advocacy for co-creation
to promote the value and potential of
the process

Drawing  from Evidence-based
knowledge

Using New technologies

Finding funding

How to upscale and activate the change agents in
co creation?

How to communicate to open for new solutions
and not just look for what we know we can
present from a professional perspective?

How can teachers be less experts and more
facilitators?

How does the investment impact on outcomes of
interest and social return of investment?

Lots of financial support possibilities — can or must
they be (more) coordinated?



Promoting institutional and political
support

Identifying and using existing tools
Being able to select adequate
resources and adapting them to local
context

Supporting the use of resources

Discussion

The conclusions presented in this study result from the crossed conclusions of four different contexts
with different degrees of complexity and data collection instruments. Recognizing these limitations
and concerns about generalization in case study research, the conclusions are presented as suggested
for qualitative empirical research, in which assertions and generalizations are constructed, not as
certainties but as interpretations with some built-in uncertainty (Creswell, 2003).

4.1. Key competences to carry out co-creation processes in communities

Based on Shilton’s definition of competency as including “a combination of attributes such as
knowledge, abilities, skills and attitudes which enable an individual to perform a set of tasks to an
appropriate standard” (Dempsey et al., 2011, p. 9) we identified two different types of professional
competencies which are needed to support co-creation processes in communities: i) competencies
related to the processes of development of co-creation in the communities and their monitoring,
impact assessment and dissemination; and ii) personal competencies based on attitudes and
attributes. Regarding the first type of competencies, in all countries, the following main competencies
necessary for a co-creation mediator in health promotion were identified: 1) being critical regarding
citizen-power and control approaches; 2) being able to apply processes to promote co-creation,
namely facilitating the early stages of the co-creation process to identify needs, problems and
resources; applying project management methods and tools; and giving feedback to participants in the
process of co-creation; 3) being able to adapt existing methods, or the methods they use to promote
co-creation processes; 4) being able to create different types of collaborations relating stakes,
challenges and opportunities; 5) being able to implicate end-users from the start of the co-creation
process and; 6) applying methods and techniques to measure the impact and added value of co-
creation (e.g. how to collect more compelling narrative and evidence about the productivity impact),
and how changes affect uptake and adherence of participants to the process. The ability to reflect
individually and collectively on practices to facilitate the collective redefinition of the action process
were also considered very important. The attitudes and attributes identified as essential were related
to the promotion of open dialogues (namely friendliness, empathy, confidence, respect - e.g.
openness, embracing differences, being open to the opinion of the other -, cohesion and listening)
within co-creation processes, that require the development of competencies such as creativity,
learning to give up, pushing the limits, let oneself be surprised, audacity, creativity, taking risks, daring.

Our findings relate and can be categorized based on the CompHp Competencies (Dempsey et al., 2011;
Barry et al., 2012; Battel-Kirk and Barry, 2020) to link co-creation practices to the specifics of health
promotion competences:



1) Enabling change: for individuals, groups, communities, and organizations to engage in co-
creative and participatory approaches to implement health promotion projects.
Enabling change is about promoting stakeholders’ sense of legitimacy in the process of co-creation.
CoMeds should make sure they promote community empowerment and ownership. Citizens must be
included in the decision-making processes. This competency is about making sure participation levels
shift from tokenism and consultation to citizen power modes. This competency needs to be developed
in CoMeds, as above referred (see section Knowledge).

2) Advocating for co-creative processes: to advocate with, and on behalf of, individuals,
communities, and organizations to upscale levels of citizen participation and improve health
promotion actions.

It is essential to disseminate and advocate for co-creative processes with a view to promote the value
and potential of the process. Advocating for co-creation also means finding funding. Advocacy should
also be focused on institutional and political levels as strong institutional and political support are
needed. Also, a key point is for CoMeds to address the existing variability among stakeholders
(horizontal relationships) and within the overarching systems of policies (vertical relationships).
Volunteers from different social and economic backgrounds have different motives, which are very
different from one another. Therefore, they must be treated and motivated differently.

Giving feedback to those involved in co-creation on how they have contributed and the difference they
have made, or if no changes occurred following their input, then explain why, is also one of the CoMeds
missions. Moreover, one of the issues raised was the need to embed co-creation in education rather
than bolt on this way of thinking later in professional/citizen life.

3) Mediating through partnership: to work collaboratively across disciplines, sectors, and
partners in an equitable process of co-creation to develop health promotion action.
Participants emphasized that one of the key terms to be used regardless of professional background is
“voluntary work” to describe how citizens and private sector agents collaborate with the public welfare
sector. The good effect of volunteering must be obvious and logic for all parties. Developing dialogues
and approaches to co-create, as well as creating an alliance, citizens and professionals are a key
element of success. Additionally, clear agreements and transparency in the co-creative processes are
important. The process deployed to develop such agreements would need to be addressed in a CoMed
training programme. When co-producing new solutions, all involved in co-creation need to reflect on
how and what kind of influence they can have in the process. Therefore, it is not just about co-creating
the service improvement but also the engagement method itself. The CoMed’s role, then, includes to
know how to “step back” and to demonstrate facilitative and mentoring skills while also acknowledging
that they might need to be part of the co-creative process. The CoMeds should welcome “out-of-the-

box-thinking” and promote new partnerships.

4) Communication: to communicate effectively, using appropriate techniques and technologies

for diverse audiences.
One of the main features in developing co-creation is to enable community members to exercise,
develop, and maintain the use of constructive communication skills. The CoMed would have to
demonstrate mediation competences to support co-created projects. Furthermore, social media and
new communication technologies can be used to see what initial conversations are emerging, rather
than the CoMed setting the topic themselves. The resources provided should be intuitive to use and



include stories that community members can relate to. They should be universal for all involved in the
co-creation. A point was made about the need to improve the resources available to improve
partnership communications.

5) Leadership: to contribute to the development of a shared vision and strategic direction for
co-creation.

Respondents expressed the need to have a common understanding of co-creation. It is essential to
create a shared understanding of co-creation processes and to clarify the meaning and improve the
consistency of the process for citizens. The CoMed must clearly understand the stakes relating to
different professional sectors and the collaboration between professional sectors. An element of
concern for potential difficulties was also highlighted. Different co-creation approaches are used in the
different sectors and co-creation is inconsistently used across the different local/regional areas. A
suggestion was made to improve the consistency of practices across the country. The lack of
consistency in the implementation of co-creative processes and what they mean and entail is a
shortcoming that would have to be overcome by the CoMed. The irregular implication of citizen
stakeholders, which was pointed out as an issue, was explained by day-to-day problems and concerns,
as well as also constraints (health issues, social issues...). CoMeds would also need to enable citizens
to understand how health, education and social services work, the language they used and the politics
that comes with it. They would need to be able to identify and use existing tools, select adequate
resources, and adapt them to the local context. An additional point was made on promoting the
community members’ motivation to use co-creation based on their different incentives to take partin
the process.

6) Assessment: to conduct assessment of needs and assets in partnership with stakeholders, in
the context of the political, economic, social, cultural, environmental, behavioural, and
biological determinants that promote or compromise co-creation.

CoMeds would have to be able to identify the stakes for all stakeholders to start where people are.
Being able to pinpoint expectations, constraints, challenges, opportunities, and resources is one of the
expected competencies for a CoMed. The whole process is about understanding the stakes for all the
citizens involved. The overarching context, constraints, and needs (policy, professional practice, social
context etc...) should be the base for the CoMed’s support. This means that the CoMed would have to
master co-creation methods and tools to be able to adapt and select the right way forward in a specific
context.

7) Planning: to develop measurable goals and objectives for co-creation based on assessment
of needs and assets in partnership with stakeholders.

Not much was said about planning other than it involved supporting project development. This gap in
knowledge was made evident during this study. We considered it a pressing need for training as
participants did not consider planning an important issue in co-creation and they showed little
knowledge about it. Bearing in mind the aspects described above about the importance of project
management, as an essential element of planning, training would have to integrate planning and
provide key knowledge about project management.

8) Implementation: to implement effective and efficient, culturally sensitive, and ethical co-
creation with stakeholders.



CoMeds should support the use of collaborative problem-solving, creative thinking methods, and co-
design methods. They should enable communities to share the creation of adequate and tailored tools
and solutions, as well as adequate and tailored evaluation frameworks. New technologies could be
useful in this process. Additionally, respondents identified the need to share good co-creation
practices, as they thought it was lacking. Another suggestion was made to prepare a method catalogue
starting from a political, professional and citizen perspective in collaboration with NGOs and
associations, e.g. “Methods in citizen meeting”. However, as pointed out by one of our respondents,
one size does not fit all!

9) Evaluation and research: to use appropriate evaluation and research methods, in
partnership with stakeholders, to determine the reach, impact and effectiveness of co-
created health promotion action.

According to our respondents, it is important to draw from evidence-based knowledge. Success criteria
and evaluation designs should encompass results and process-evaluation of co-creation processes. The
increased sense of belonging, which resulted from higher levels of participation, was put forward
because of co-creation. Respondents highlighted that they would need support about measuring the
impact and added value of co-creation and to dispose of a more rigorous evaluation framework to
assess the impact of the changes they implemented through co-creation. It would be useful to be able
to measure how such changes affect uptake and adherence to co-creation and understand what other
added values could be measured. They would like to progress to collect more compelling narrative and
evidence about the impact of co-creation.

10) Ethical values: The ethical values and principles included in co-creation (equity and social
justice, respect for the autonomy and choice of both individuals and groups, and
collaborative and consultative ways of working).

According to the respondents, co-creation should take place based on the following underlying values
and principles: equality in decision-making; equality in different types of knowledge (expert vs
individuals’ experiences); equality in needs analysis; shifting from an expert posture to a process
facilitator; being humble, curious; changing perspective.

11) Knowledge of co-creative processes and additional knowledge needed: a CoMed health
promotion practitioner draws on a multidisciplinary knowledge base of the core concepts,
principles, theory, and research of co-creation in health promotion and its application in
practice.

The development of adaptation skills can contribute to enabling professionals and communities to
engage in innovations and / or customize and adapt existing solutions to fit their own purposes and
needs (Rogers, 2010). In this respect, the development of professional skills to accompany the shift is
not considered an end but as a tool for communities to expand and build up their own emancipatory
competencies, especially in the field of health (Israel et al., 1998). This approach is about giving
communities the means to design and implement solutions themselves and be the agent of change in
a ‘bottom-up’ perspective (Laverack and Labonte, 2000). The CoMed’s role is thus to support this
process by providing space and resource, rather than to take on the role of promoter of a solution
targeting the community. Community capacity-building of developing skills, resources, and sustainable
commitments to increase and sustain health benefits (Hawe et al., 2000) is, however, often



underestimated. One of the reasons is that available funding often prioritizes population or topic-
centred programmes and projects (Hawe et al., 2000). However, the professional practice can be a
lever to amplify community capacity, aiming to place the generation of knowledge in a dynamic and
transdisciplinary continuum involving all institutional, professional and community stakeholders
(Dankwa-Mullan et al., 2010). The idea is not to reinvent the wheel, but instead to design educational
training to address these unmet competency-based needs to develop a common and sustainable
capacity for all those relevant to the involvement of co-creation, including those at the organisational
level, professional service delivery and receivers of services, such as students, patients and public
members (Marsick and Watkins, 2001).

4.2. Implications of this study to increase the quality of the CoMed training
programme

Based on the findings from this research, training should include formal and non-formal education
based on the sharing of experience and knowledge of the participants, drawing for the richness of
“complementarity” (Glasman, 2005 in Bier, 2010) as well as incidental learning. Three conditions are,
however, necessary for the development of this type of learning: reflexivity, proactivity, and creativity.
We propose that the underlying perspective to training should be that of "organizational learning
theory" as described by Levitt and March (1988), who argue that the learning of organizations occurs
through experience and its interpretation (Levitt and March, 1988). The reflective capacity, also in
focus in experiential learning (Kolb, 1984), is "constant in those who face singular situations, difficult
cases, dilemmas, new problems" (Perrenoud, 2001, p44). According to Nonaka, the 'spiral of learning'
finds its starting point in individual learning, which extends to the group and then to the wider level of
the community and even of a country or group of countries, thanks to the “continuous interaction
between individuals constituting these larger entities” (Bray, 2007, p6).

The development of community capacity standards has shown to require a practice-based
approach (Allegrante et al., 2009). We argue that the same approach is needed for the development
of co-creation practices. Transformational and transdisciplinary research maintains and fosters a close
relationship with the stakeholders and professionals affected by and engaged in health promotion,
and that participatory research designs are particularly important to address health inequalities
(Dankwa-Mullan et al., 2010). Participatory research methods could facilitate the uptake of research
findings into health promotion practice and enhance interventions’ reach and adoption (Glasgow,
Lichtenstein and Marcus, 2003).

4.3 Linking back to existing participatory approaches

The competences put forward by the CoMeds relate to the concept of community competence
as identified by Cottrell in 1976. Community competence can be described in terms of how
stakeholders collaborate in identifying problems and needs in the community, work based on a
consensus as to how to prioritize issues, set goals and design ways to achieve them, and implement
solutions collaboratively and effectively (Eng and Parker, 1994). The process described by CoMeds
could also be related to community empowerment, as described by Israel and collaborators (1994)’s,
who suggest that a gain in understanding and control, which involves collective problem solving will,



promote beneficial action (Ruderman, 2000). “An empowered community is one in which individuals
and organizations apply their skills and resources in collective efforts to meet their respective needs.
Through such participation, individuals and organizations within an empowered community provide
enhanced support for each other, address conflicts within the community, and gain increased influence
and control over the quality of life in their community. Similar to an empowered organization, an
empowered community has the ability to influence decisions and changes in the larger social system.”
(Israel et al., 1994, p153). Community empowerment is the process of enabling citizens to gain
understanding and decision-power over the issues that concern them. When aiming to develop
community capacity, it is key to improve stakeholder and community members’ participation and
leadership, develop problem assessment skills and increase analytical skills (Laverack and Labonte,
2000; Labonte et al., 2002). The community organizing approach (Crisp, Swerissen, & Duckett, 2000)
consists of drawing from existing resources in the community, and developing awareness, skills and
leadership within the community. This approach also involves creating opportunities for the
community members to gain skills and knowledge. Community members become active drivers of
change, as they recognize their own capacity and resources to trigger and manage such change.
Ruderman et al (2000, p.3) provide us with the dimensions of community competence as
“commitment, self-other awareness and clarity of situational definitions (accurate perceptions of
divergent viewpoints), articulateness, communication, conflict containment and accommodation,
participation, management of relations with the larger society, and machinery for facilitating
participant interaction and decision making. Social support and leadership development have also
been added in some conceptualizations.”

CONCLUSION

This study provides novel findings on the competencies needed for the professional development of
health promoting professionals to embed co-creative processes within their practices and
communities. The findings are of trans-national importance spanning welfare contexts across
Denmark, Portugal, France, and UK. Competencies identified highlight key concerns that professionals
with a position to mediate co-creation have in transferring the abstract term of co-creation in real-
world practice. Overall, learning about underlying principles, process initiation, implementation and
facilitation of co-creation were identified as areas that need to be included within a co-creation
training programme and a set of co-creation tools that can be used in practice. This can be applied in
the future through the framework developed from these findings of enabling change, advocating for
co-creative processes, mediating through partnership, communication, leadership, assessment,
planning, implementation, evaluation and research, ethical values, and knowledge of co-creative
processes.
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