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Abstract  

The involvement of vulnerable actors in co-production activities is a debated topic in the current 

public service literature. While vulnerable actors should have the same opportunities to be involved 

as other actors, they may not have the needed competences, skills and attitudes to contribute to this 

process. 

This paper is part of a broader project on family caregivers’ engagement in remote and rural areas. In 

particular, it investigates how to facilitate co-production by looking at four co-design workshops with 

family caregivers, representatives of a local home care agency and researchers. The transcripts of the 

workshops were coded using NVivo, and the data were analysed based on the existing theory about 

co-production.  

Two main findings were identified from the analysis. First, the adoption of co-production by 

vulnerable actors may occur in conjunction with other forms of engagement. Second, the interactions 

among facilitators and providers play a crucial role in encouraging the adoption of co-production. We 

identified at least two strategies that may help facilitators and providers achieve that goal. However, 

there is a need for an in-depth understanding of how facilitators and providers should interact to 

enhance implementation of co-production. 

Keywords: co-production, health, caregiver, co-design, facilitator, patient engagement 

 

 

https://doi.org/10.1177%2F0951484820971452


2 
 

Introduction 
Involving users in the prioritisation, design, implementation and assessment of public services has 

garnered a significant amount of attention in the last 20 years.1,2 Interest in this approach has grown 

due to the increasing divergence of expectations and needs between service users and public service 

providers.3  

Users would like to have an active role in defining public services by expressing their preferences 

and opinions. Especially for specific topics, such as disability, they claim to have the experiential 

knowledge that enables them to understand how public decisions affect their lives. Their exclusion in 

the definition and provision of public services increases their dissatisfaction and mistrust in the public 

sector: ‘nothing about us without us’ (Loeffler and Bovaird,4 p. 405) Public providers are looking for 

tailored service solutions that effectively meet the expectations5 of users, especially those that are 

marginalised.6 Additionally, providers have been forced to reduce public expenditures after the recent 

crisis (i.e. financial cutbacks of 1970s and 1980s, and the global financial crisis in 2007 and 2008)2,7 

and collaborate with actors from different organisations.8  

Within this scenario, co-production has emerged as one possible solution to meet the needs of both 

service users and providers. It differs from other types of citizen engagement in that it facilitates an 

equal partnership between users and service providers in defining and implementing public services9: 

‘If you want to walk fast, travel alone: if you want to walk far, travel together’(Löffler et al.10 p. 2).  

Co-production was first defined by Ostrom as ‘a process through which inputs from individuals who 

are not “in” the same organization are transformed into goods and services’(Ostrom,11 p.1073). It has 

positive effects on providers and users. The involvement of users increases the providers’ knowledge 

about the users’ needs, enabling them to improve the effectiveness, efficiency and innovativeness of 

the services.12,13 Co-production enables users to express their needs and expectations and influence 

the definition and implementation of public services, reducing the divergence and mistrust they have 

towards public providers.14 In particular, co-production offers a valuable opportunity for vulnerable 

groups of actors to be heard.11,15   

However, a growing number of studies are debating the adoption of co-production with marginalised, 

disadvantaged and fragile users.16,17 Although co-production promotes the involvement of all types 

of people, regardless of their personal characteristics,12 several studies have reported that some people 

are more inclined towards engaging in co-productive activities.18 The actors participating in co-

productive activities are usually women19 with a medium-high level of education, good ‘dialogical 

interaction’(Ballantyne and Richard,20 p. 225-226), a significant amount of free time12 and good 

health and well-being.21 These findings suggest that vulnerable individuals with a low level of 
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education and well-being that are living in communities that are difficult to reach may be excluded 

from co-productive activities. This inhibits the possibility of vulnerable actors collaborating as equal 

partners with the other stakeholders involved 22 and it threatens the democracy that characterises the 

co-production process.23 To promote inclusion and address inequality, it is important to investigate 

the current debate on the engagement of fragile, disadvantaged and marginalised actors in co-

productive activities.1,12 In particular, scholars should investigate the factors that facilitate or limit the 

management of co-production with vulnerable actors to ensure its successful implementation and 

prevent possible pitfalls that may impede the process.24,25  

 

Discussing and exploiting this debate has two benefits. First, it supports and encourages service 

providers in adopting co-production even with vulnerable actors. Second, it allows users that are 

typically excluded from the public debate to influence the service providers’ decisions by including 

their needs and expectations in the existing service systems.  

 

Study objective  
To investigate how to involve vulnerable actors26  in co-production activities,14 this paper focuses on 

a specific example of public service co-production with poor, isolated, vulnerable people that are 

defenceless in the face of risk, shock or stress.27 In particular, we chose to investigate the involvement 

of family caregivers of elderly people whose access to the local healthcare system is usually weak 

and inconsistent, especially in remote and rural areas.28  

 

This research is part of a broader project on the co-production of new public services with and for 

family caregivers. Since the process of co-production was thought-provoking, substantial and 

complex, it is suitable for a broad reflection on the management of the process by investigating: (i) 

the conductive methods that facilitated its adoption, (ii) the pitfalls that limited its fair and successful 

implementation and (iii) the interactions that occurred during the process. Within this scenario, the 

main contribution of this paper is that it studied the conductive methods that encouraged an equal and 

constructive exchange among actors in terms of defining new public services. Thus, we addressed the 

following research question: 

 

RQ: How can co-production of new public services be facilitated by involving family caregivers of 

elderly people living in a remote and rural area? 

This article is organised as follows. First, it presents a review of the relevant literature that has 

investigated the co-production concept and its adoption. Second, it explains the methodology used to 
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conduct the current research and collect the data. Third, it presents the research results and discusses 

them in light of the existing literature. The fourth and last section presents the implications of the 

findings, highlighting the limitations of the research.  

 

Conceptual background 
 

Defining co-production 

Although co-production was first introduced in the 1970s, it has generated new scholarly interest in 

the public sector in the last twenty years,1 resulting in a significant number of academic and non-

academic papers, conferences and programs about it.2 Several scholars in a variety of disciplines have 

investigated it using different methods (single, multiple and longitudinal case studies, surveys, 

experiments).7 However, this growing interest in co-production has not provided any clarity about 

this concept.19,29 Scholars have disagreed on several aspects of co-production (e.g. the voluntariness, 

the roles of users and professionals, the phases of involvement in the service life cycle),17 making it 

impossible to recognise a unique and universally valid definition.2,30 To clarify this complex scenario, 

recent publications have studied and summarised this conceptual confusion by reflecting on both the 

‘co-’ and  the ‘production’ parts of the concept (e.g. Nabatchi et al., 2017; Brandsen & Honingh, 

2015; Voorberg et al., 2015; Bovaird, 2007).2,7,16,31  

The ‘co-’ part of this concept defines the groups of actors that collaborate in co-production 

activities.32,33 Since co-production entails equal collaboration between lay and state actors,2 the 

literature has classified the ‘co-‘ part into main two groups.  

The first group includes the recipients of the service that do not belong to the service organisation. 

This group consists of active actors, who have a direct relationship with the providers (e.g. service 

users), and passive actors, who have an indirect relationship with the co-production activities (e.g. 

the community).16,22 However, this is not the only way that the lay actors have been classified. 

Voorberg et al. (2015) defined service recipients using the broader term: citizens;31 Nabatchi et al. 

(2017) described them based on their role in the process: citizens, clients and customers.2 According 

to this last classification, recipients of a public service may be involved because they belong to a 

specific geographical community (i.e. citizens), have the right to use a service (i.e. clients) and/or 

have to pay for using the service (i.e. customers).2 

The second group of actors that is involved in co-productive activities has also been classified in 

different ways in the literature.34 According to Brandsen and Honingh (2015), this group should 

include all the ‘regular producers’ of the service providers organisations that may (or may not) have 



5 
 

a specific knowledge.7 In contrast, Nabatchi et al. (2017) preferred to describe this group as the set 

of actors that are employed on the behalf of the state.2 However, the majority of the current literature 

agreed on broadening the definition of this group by including several actors, such as public 

authorities (e.g. municipalities),35 managers and employees of public service organisations36 or 

private firms37, experts22 and non-government organisations (NGOs)38.  

The ‘production’ part of the co-production concept refers to the phase of involvement2 of the users 

along the service life cycle and the type of collaboration that is established.33,39 Previous studies have 

identified four possible phases of user involvement:  

 Co-commissioning, during which the actors define the outcomes they are willing to achieve; 

 Co-design, during which the actors revise or design the services to achieve the outcome; 

 Co-delivery, in which the actors take action to deliver the service outcome; 

 Co-assessment, which aims to analyse what worked and why.12,40  

 

Involving users in more than one phase increases the number of interactions with providers, which 

results in more effective and efficient service outcomes.4  

However, other studies have suggested that co-production occurs at the point of delivery of the service 

during the interaction between service users and providers. According to this view, co-production is 

involuntary because it inevitably occurs inevitably during the delivery of public services (i.e. the 

‘moment of truth’) (Osborne et al.22 p. 641). Brandsen and Honingh (2018) further investigated this 

view by defining co-production as the type of involvement of service users that only occurs during 

the last phases of the service life cycle.41  

These two different views arose from one of the most discussed elements of the definition of co-

production, namely its compulsoriness.7 While the first set of studies described co-production as the 

users’ voluntary choice of being involved in one or more phases of the service life cycle, the second 

set of studies considered co-production as an ‘inalienable core component of service 

delivery’(Osborne et al.22 p. 641) that occurs in the last phases of the service life cycle (e.g. at the 

point of delivery).41  

 

From public engagement to co-production 

Although the existing literature does not provide a unique definition of co-production, recent studies 

have started to reveal relevant insights about this concept by investigating the actors involved, its 

antecedents, its positive and negatives effects and the process itself.1,42 To investigate how co-
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production occurs, scholars have often started by distinguishing it from other types of citizen 

engagement. In particular, co-production differs because citizens are not only recipients of a service 

(or a policy), they are also creators of the service.32,43 The rest of this section highlights two examples 

that describe co-production as a further step of public engagement.32  

First, Mangai and de Vries (2018) defined co-production as the penultimate level of Stewart’s 

continuum of engagement.44 They illustrated this continuum using six levels of engagement: 

information, consultation, deliberation, partnerships, participatory governance and delegation, in 

which citizens have the right to take decisions by (and for) themselves. These levels are cumulative 

because each level of the continuum includes all the previous levels.45 For instance, co-production, 

implies information, consultation, deliberation and partnership.44 

Second, Loeffler and Martin (2015) proposed a new framework of public engagement by referring to 

the traditional ‘ladder of citizen participation’ suggested by Arnstein (1969).4,46 This new framework 

includes four levels of user contributions. Each level describes a specific type of collaboration 

between users and providers: information, consultation, participation in public decision-making and 

co-production of public services and outcomes.47 Unlike Mangai and de Vires’s (2018) framework,44 

the four levels are mutually exclusive: service providers can choose one of these types of user 

contributions based on the aim of the collaboration. For instance, consultation includes citizen juries 

during which citizens are asked to prioritise public spending or to unveil policy issues.47  

Facilitating co-production 

There are several examples of studies in the existing literature that investigated the drivers for 

facilitating the adoption of co-production. Sicilia at al. (2019) recently organised these findings 

though a systematic literature review.25  They highlighted that few empirical studies have investigated 

how to design the co-production process successfully.25 Nevertheless, there are some relevant 

suggestions for designing the co-production process. First, any conflicts or misunderstanding within 

the group should be solved48 because the participants’ experience can influence the outcome of the 

co-production process.25,49 Second, it is important to increase the team’s sense of identity and its 

cohesiveness48 by promoting equal collaboration among the actors.50 Third, participants should be 

involved through the service life cycle by increasing the frequency of their interactions.25,50 However, 

these suggestions do not adequately explain how to design the co-production process successfully; 

they only provide very broad and high-level guidelines. Moreover, they seem to be ‘one-size-fits-all’ 

suggestions that cannot be applied to co-production, which is always context specific.51  

To enrich these results, we reviewed the co-design literature. Although the concept of co-design is 

defined differently (i.e. ‘the creativity of designers and people not trained in design working together 
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in the design development process’, Sanders and Stappers 52 p. 2), the following findings may help 

unveil the complexity of designing a co-production process and provide evidence to support the 

purpose of the current study.  

Dietrich et al. (2017) studied how to conduct co-design workshops with vulnerable actors by 

comparing that process with the conventional process.53 At the beginning of the co-design process, 

the facilitators cannot limit their effort in ‘setting the scene’. The presence of vulnerable actors 

requires facilitators to carefully explain the requirements and aims of the process by providing 

practical examples and asking thought-provoking questions. This phase is crucial for increasing the 

team’s sense of identity and ensuring that vulnerable actors are knowledgeable about the research 

aim. Similarly, during the process, the facilitators cannot simply adopt a passive role; they should 

guide vulnerable users, step-by-step. In particular, they should use two steps to organise the co-design 

process. First, they should encourage the involvement of vulnerable actors by organising ‘ice-breaker’ 

activities. Once the participants start to feel confident within the group and about the topic being 

discussed, the facilitators can encourage the group discussion for co-designing new service ideas.53 

Pederson (2020) reflected on the role of the facilitator for encouraging a successful co-design 

process.54 She identified three recurrent phases that characterise the entire process. In the first stage 

(i.e. staging), the facilitator frames the stage by involving actors in the process. In the second phase 

(i.e. negotiation), the facilitator encourages the participants to discuss the issues, thereby fostering 

negotiation. The results of the negotiation process define the last phase (i.e. (re)framing) in which the 

facilitator (or participants) identifies a new issue to discuss, setting the stage for a new negotiation. 

These three phases are iterative and are encouraged and guided by the facilitator throughout the co-

design process.54 

Finally, Meroni et al. (2018) prosed a Collaborative Design Framework consisting of four iterative 

and continuous stages that occur during the co-design process and are guided by facilitators.55 In the 

first stage (i.e. discovering and exploring options), the aim of the collaboration is to unveil the needs 

and personal experiences of the participants by increasing their engagement. In the second stage (i.e. 

imagining and considering options beyond the world as it is), facilitators encourage the participants 

to think about options that go beyond the current scenario by provoking them with different scenarios. 

In the third stage (i.e. expanding and consolidating options), the participants are asked to enrich the 

suggested ideas by reflecting on their feasibility and implementation. In the last phase (i.e. creating, 

envisioning and developing opinions), the facilitators encourage the participants to develop, in detail, 

the co-designed service by provoking the processes and facilitating open discussion.55 
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Method 
An explanatory single holistic case study approach was used in the present study, since it best fits the 

“how” of the research question56 and its study of a phenomenon57 in light of existing theories. Since 

we investigated the adoption of co-production in light of a well-formulated theory, the adoption of a 

single case is sufficient for testing the existing theory, thereby confirming, challenging or extending 

it.56 This research method is relevant because it uses qualitative data to investigate a contemporary 

and often-discussed phenomenon in a real-life context,58 enhancing the ability of academics to 

contribute to the understanding of co-production’s adoption with vulnerable actors.  

Case and context description 

To investigate the research question, we looked for a case that adopted co-production with vulnerable 

actors that is transparently observable. Based on this premise, we selected a longitudinal project 

launched to co-produce (i.e. co-design, co-delivery and co-assessment) a new social and community 

service for family caregivers of elderly citizens in a remote and rural valley in northern Italy (i.e. 

Vallecamonica). This project was funded by Fondazione Cariplo and conducted with the Università 

Cattolica del Sacro Cuore, a local home care agency (ATSP), Politecnico di Milano University and 

the Need Institute. Four local assisted living facilities and the home care agency for safeguarding 

people's health also collaborated informally on the project.59    

This project was selected for three main reasons. First, it investigates the co-production of public 

services involving family caregivers belonging to a vulnerable, remote and rural community. Second, 

it can be used to explore and extend the existing theory about the implementation of co-production.60 

Third, the process of interaction between users and providers during co-creative activities can be 

‘transparently observable’.61 (pp. 277)  

In this context, the users are family caregivers of elders that live at home and have received home 

care services with the home care agency or the local assisted living facilities. Caregivers are very 

vulnerable; caring for elders is challenging and demanding work62 that has a negative effect on their 

health and well-being.63 The vulnerability of the project’s target group (66 family caregivers) results 

in a medium-high level of burden (45%) and a high number of hours of caregiving each week (77.8 

hours/week). As shown in Table 1, most of the caregivers are women (78.9%), unemployed or retired 

(unemployed: 32.3%; retired: 40%), around 60 years of age, with a medium-low education level 

(nearly 60% have not completed high school).  

Table 1 Characteristics of family caregivers  (data refer to the entire target group of 66 caregivers) 

Number of 

participants 
Age Sex Education level Working status Burden Level 

Hours of 

caregiving 

26 caregivers 60 Male: 21.2% Diploma: 4.6% 
Employed: 

27.7% 

 Time-Dependence 

Burden: 80% 
77.8 h/week 
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(out of 66 

caregivers 

(max: 89; min: 

43) 
Female: 78.9% 

High School: 

36.9% 

Unemployed: 

32.3% 

 Developmental Burden: 

60% 

(max: 168; 

min: 10) 

involved in the  
    

Primary School: 

58.5% 
Retired: 40%  Physical Burden: 46%   

project)         Social Burden: 26%   

           Emotional Burden: 14%   

 

 

Data collection 

During the co-production activities that were used to design public services for family caregivers, we 

gathered data from four workshops. The four assisted living facilities and the home care agency (i.e. 

ATSP) were in charge of contacting all the patients and inviting their family caregiver to participate 

in the project. Once the caregivers indicated their availability, a psychologist affiliated with the home 

care agency invited them to participate in the co-production activities. Since this study aimed to 

investigate the conductive methods to achieve co-production during workshops, the survey results 

were only used to interpret and contextualise the findings. Overall, we conducted four co-design 

workshops over the course of seven months involving 26 family caregivers, two ATSP 

representatives and five researchers. On average, nine caregivers and three project team members, 

i.e. two project researchers and one home care agency representative, participated in each of the four 

workshops.  

The caregivers were involved as service users because they would utilise the service. The project 

team consisted of the ATSP representatives and the project researchers. These two actors contributed 

differently to the co-production process due to the peculiarities of their competences:  

 The ATSP representatives (i.e. providers) have extensive experience in designing and 

implementing services for elders and other vulnerable actors in the area. Thus, their 

involvement in the workshops aimed at supporting caregivers in co-designing feasible service 

solutions by preventing them from creating unattainable expectations.  

 The researchers (i.e. facilitators) are knowledgeable about co-production and public 

involvement. Thus, they were involved to manage the workshops. During the workshops, one 

researcher facilitated the workshops and the other observed and took notes about the 

exchanges among the participants. 

 

The facilitators had two main tasks: i) facilitate the group, encouraging equal participation from all 

the participants, and then summarise and organise the findings; ii) encourage active participation of 

the family caregivers to ensure a stimulating discussion.64  
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The first three workshops were split into two sessions. During the first session, the facilitators asked 

the caregivers to introduce themselves to the rest of the group by describing their caregiving activities 

and the challenges related to identifying their needs and expectations. During the second session, the 

caregivers were asked to prioritise their needs and design possible service interventions.12 (For more 

details about the structure of the workshop, see the information provided in the Appendix).  

As proven by the structure of the workshop, the providers were not directly consulted by the 

facilitators because the project team preferred to prevent any possible power imbalances.65 Since the 

role of the providers may inhibit the caregivers’ opinions, the structure of the workshops did not 

explicitly involve them in the discussion (even if they were free to interrupt and intervene during the 

workshops). 

After the providers collected and organised the services ideas that arose from these three workshops, 

all the participants were invited to take part in an additional workshop to discuss the results and 

finalise the new public services. Table 2 provides details about the data sources, specifying the 

duration, the participants and the objective of each workshop.  

Table 2 Data Inventory  

Data Type Duration Participants  Objective 

Co-design 

Workshops 

 

 

 

1h 45min 

Co-design Workshop 1: 7 caregivers, 2 ATSP 

representatives and 3 researchers 

 
Co-design Workshops 1, 2, 3: identify the 

needs and expectations of the service and 

start to co-design possible service solutions. 

 

2h 39min 
Co-design Workshop 2: 12 caregivers, 1 ATSP 

representatives and 3 researchers  

2h 01min 
Co-design Workshop 3: 7 caregivers, 1 ATSP 

representatives and 1 researcher 

1h 12min 

Co-design Workshop 4: 8* caregivers, 1 ATSP 

representatives and 2 researchers 

[Overall: 26 caregivers, 2 ATSP representatives. 

and 6 researchers] 

Co-design Workshop 4: co-design a new 

service starting from the results of the 

previous three workshops  

Note:*participants that have already taken part in one of the three previous workshops  

  

 

The family caregivers were informed about the purpose and phases of the research study, highlighting 

the steps of the data collection process. Participation in the surveys and workshops required family 

caregivers to sign an informed consent form. The research was approved by the Ethics Committees 

of the Department of Psychology at the Università Cattolica del Sacro Cuore (Milan) and Politecnico 

di Milano. 

Data analysis 

The workshops were audio-recorded and transcribed verbatim in order to minimise the risk of data 

loss.66 Since this study aimed to investigate the adoption of co-production by looking at the behaviour 
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of family caregivers,67 the use of an inductive approach to analyse the data is suggested.57 We coded 

the transcripts using NVivo, and the data were analysed by referring to a preliminary coding 

guideline. However, this guideline was used in a flexible way; it was integrated/modified and 

enriched during the analysis as new insights from the data emerged requiring new codes. Every time 

a new code emerged, we reviewed the transcripts to check for any inconsistencies. 

The preliminary coding guideline was based on the spectrum of citizen engagement proposed by 

Loeffler and Martin47, since we wanted to deepen the understanding about whether and how family 

caregivers co-produce by distinguishing it from other types of engagement.  

Among the several frameworks suggested in the current literature, we decided to adopt Loeffler and 

Martin’s47 approach, since it allowed us to study the succession of the different levels of engagement 

and how co-production was facilitated through the methods the facilitators used to conduct the 

workshops.  

In the preliminary coding guideline, the second-order themes coincided with the three levels of 

engagement suggested by the model, i.e. consultation, participation and co-production.47 Then, each 

theme was categorised and assigned codes (Table 3) using a replicable and transparent process.  

The first level, the information level, cannot be considered to be a type of public engagement since 

the information only flows in one direction. At this level, providers give information to users, but 

they do not listen to the users’ suggestions or preferences. 

The consultation level occupies the bottom of the public engagement ladder; it entails a two-way 

exchange between providers and users, but it only allows users to make a minimal contribution to the 

process. This level allows users to state their preferences regarding a specific set of options. Based 

on a decision made or a service offered by the providers, the users are asked to express their 

preferences, which the providers may partially or completely consider.47 In our case, during the first 

part of workshops 1, 2 and 3, the facilitators asked the users questions in order to investigate their 

needs and identify the difficulties they encountered in being family caregivers. Based on these 

findings, we identified three categories for the consultation theme: facilitators’ requests, providers’ 

requests and caregivers’ feedback. 

At the participation level, users and providers are involved in a public dialogue and exchange that 

ensures a higher level of contribution than is possible at the consultation level.47 This gives them 

much more space to express their preferences and opinions and to debate and discuss them with 

providers.68 Thus, the process is a sequence of different views in which people agree or disagree with 

each other. In our case, the caregivers, providers and facilitators discussed a specific service solution. 
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During the discussion, they agreed or disagreed with the topic being discussed, sharing their personal 

views about it.47 Thus, we identified two categories for the participation theme. The first category 

includes all the actors’ views that agree with the other actors’ statements. The second category 

includes all the conflicting views that disagree with the other actors’ statements. Based on these 

findings, we identified the following categories for the participation theme: facilitators agree with 

caregivers, providers agree with caregivers, caregivers agree with other caregivers, caregivers agree 

with facilitators, caregivers agree with providers, caregivers disagree with other caregivers, 

caregivers disagree with facilitators and caregivers disagree with providers. The other possible 

categories (e.g. facilitators disagree with caregivers) are not reported because they have any 

representative quotes. 

The co-production level is placed at the top of the public engagement ladder. It differs from the 

participation level in that users make a substantial contribution to improving current services. Users 

collaborate closely with providers in the planning, design, delivery or assessment phases to improve 

the services and their outcomes. They are considered ‘experts by experience’,1 (pp. 295) and they do not 

need the support of the provider because they can leverage their own resources and effort.47 In our 

case, during the second part of workshops 1, 2 and 3, and throughout all of workshop 4, the 

participants were encouraged to identify a new service solution that would support them in caring for 

elders. While some of the participants suggested and prioritised possible interventions without 

explaining how to achieve them, others provided details about interventions and designed new 

possible service solutions. Thus, we identified two categories for the co-production theme: co-

commissioning and co-design. In the first category, we included all the interventions suggested by 

the caregivers, facilitators and providers as relevant and urgent. In the second category, we included 

the explanations and details proposed by the different actors that delineate how to implement a new 

possible service solution. Based on these findings, we identified six categories for the co-production 

theme: co-commissioning by facilitators, co-commissioning by providers, co-commissioning by 

caregivers, co-design by facilitators, co-design by providers and co-design by caregivers.  

Table 3 presents the prefigured codes scheme that links the second-order themes identified from the 

theory with the first-order categories.69 During the analysis, this scheme was integrated/modified with 

emerging codes that could not fit with the a priori themes and categories.70   

Table 3 Themes, categories and examples of the coding system 

Themes Categories Example of Categories and Codes  

Consultation Facilitators’ requests 
Let us understand the positive and negative aspects [of being family caregivers] that you are 

facing. 
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Providers’ requests 
In particular, [we would like] to understand your needs and which topic requires additional 

information. 

Caregivers’ feedback 

 User 1: [..] Then, I have some issues transferring my mother from the wheelchair to the car.   

 User 2: We have to think also about the assisted living facility, but it is too expensive. I earn 

600€ per month.  

 User 3: [My mother] cannot take care of herself anymore [..] She can barely wash herself 

and go to the toilet. 

Participation 

Facilitators agree with 

caregivers 
I agree, […] it seems a good idea. 

Providers agree with 

caregivers 
On this, I completely agree with you and I am very sorry for what happened.  

Caregivers agree with 

other caregivers 
As the madam did, I book an appointment with the geriatrician at home. 

Caregivers agree with 

facilitators 
I like your idea of being updated [about new services and regulations] 

Caregivers agree with 

providers  
Yes, it is not the social workers’ fault! 

Caregivers disagree with 

other caregivers 
No, I don’t’ think [the disability allowance] should work as you have just proposed. 

Caregivers disagree with 

facilitators 
No! [internet] is useful! But it gives us too much information. 

Caregivers disagree with 

providers  
No! [the social workers] are not available in the local districts [36 hours a week]! 

Co-

production 

Co-commissioning by 

facilitators 
Indeed, the other obvious and undeniable need is the movement and circulation in the valley.  

Co-commissioning by 

providers  
Thus, a training session may be a solution! 

Co-commissioning by 

caregivers 
We need to have the possibility of contacting a person that knows everything! 

Co-design by facilitators 

That is a good idea. Then, all the caregivers invest part of their time, skills and competences in the 

project. […]; for example, to overcome the issue of the movement along the valley, caregivers 

can organise [with each other] for the movements. 

Co-design by providers  
Within these practical training sessions, there may be a person that can explain to you exactly 

why, when “ doing this, you need to do this, etc.” 

Co-design by caregivers 
[It may be] a service that allows me to book a visit [for my dear one] via the internet or via a 

phone call, which is much easier. 

 

 

Results 
This section is organised into two subsections. The first subsection describes the results from the 

coding process. The second subsection presents a deeper analysis at the co-production level.   

Coding analysis 

The coding analysis results reveal that the co-production level covers, on average, 15% of the content 

of the transcripts; the consultation and participation levels cover 27.2% and 2.2% of the content, 
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respectively. During the analysis, we added two additional themes, contextualisation and envisioning, 

to explain the data in the transcripts.   

The contextualisation theme includes information that describes the project (7%), the health and 

social care services organisations (6%) and personal or family life events or activities (31.18%). We 

added this theme because the related contextual information did not fit any of the themes identified 

in the literature. This information does not support the workshop participants in designing new 

services or explain the needs of caregivers; moreover, it is not part of the decision-making processes.  

The envisioning theme includes stimuli for incentivising users to deepen and enrich their previous 

statements or to think about new possible service solutions. These stimuli were suggested by the 

facilitators and the providers and, in a few cases, by some of the caregivers. This mechanism does 

not coincide with any phases of engagement. It differs from consultation, as the purpose of the 

facilitators or providers’ requests is not to obtain caregivers’ opinions but to encourage them to design 

new service solutions. Furthermore, it does not coincide with co-production, as the facilitators or 

providers are not exposing possible service solutions; rather, they are summarising what the users 

said. Thus, we decided to cluster the envisioning theme into a separate theme, even if it only covers, 

on average, 1.8% of all the content in the transcripts.   

Table 4 presents a summary of the two new themes and the related categories with a specific example 

of codes and categories.  

Table 4 Additional themes, categories and examples of the coding system 

Themes Categories Examples of the Categories and Codes  

Contextualisa

tion 

Project 

information 

This service will be a pilot test, so we will need to collect, measure and assess data [arising from the project] 

under different points of views. 

Services 

information 

How does it work? The social workers’ information desk is free of charge, so citizens interesting in a new 

service should go there and ask for the new service to be activated. 

Personal 

information 

My dad is 88-years-old and he has been in this condition since undergoing an arduous surgery that was 

necessary because he was dying due to an intestinal blockage. 

Envisioning 

Envisioning by 

facilitators 
What can help you? What [are the services that] can give you some rest? 

Envisioning by 

providers  

Sometimes, it happens that [the caring of elders] separates and breaks a family apart. What is your personal 

experience of it? 

Envisioning by 

caregivers 
How many diapers [the healthcare service] do you receive each month?  

 

Each workshop includes all the different phases of involvement (consultation, participation and co-

production) as well as information related to the caregivers and their life experience 

(contextualisation) and stimuli to enrich the discussion (envisioning). Thus, each workshop contains 
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all the themes identified in the coding analysis. Workshop 4, which was completely dedicated to co-

designing a new service, had the highest level of co-production. The other three workshops, in which 

only some of the time was dedicated to co-design activities, had a lower level of co-production. In all 

four workshops, the contextualisation theme had the highest percentage of text coverage, while the 

participation and envisioning themes had the lowest percentage of text coverage.  

Caregivers do not contribute to co-production activities in the same way. There are relevant 

differences between users in terms of their contributions to these activities. In particular, caregivers 

with a higher level of text coverage for the co-production theme reported having less contextual 

information (contextualisation theme), and vice versa. (For more details about the analysis, see the 

information provided in the Appendix).  

Family caregivers and co-production  

To analyse how to facilitate the adoption of co-production, we investigated the parts of the texts that 

contain codes and categories related to the co-production theme. During the co-design process, 

caregivers provided brief and, in some cases, confusing statements. The actors usually interrupted 

one another, talked over or started a different discussion with their peers in the room while others 

were speaking. Thus, co-productive discussions were characterised by a set of short sentences in 

quick succession reported by several participants. The tone of voice of the participants was medium-

high as they tried to intervene in other actors’ discussions, without waiting their turn.   

CG2: Thus, I... would like to say an important issue, at least for me, that the woman raised before. We 

should have the possibility for a small period of time to...  

CG5: We need to take a break! Otherwise, we go crazy! 

CG2: Right! A place where we can bring them for a week, a month. 

CG5: It’s sad to say, but psychologically... 

CG1: Not an assisted living facility! Where you bring your dear one for the rest of his life. I mean that 

there should be an end!  

CG5: Do not misunderstand?! We do not want to take our dear ones or her husband out! 

Psychologically, you need to take a break. We do not have a life any more. Especially in her situation! 

She manages to survive somehow, even if she has two people to take care of!  

CG3: But she does not have them in her house?! I have [my husband] at home!  

 

Each caregiver’s intervention added some content to the final service solution. The content refers to 

either a new caregiver idea or a previously mentioned one. The co-producing process is often 

interrupted by topics or issues related to the personal life of the caregivers or by arguments between 

them. This shift in content is confirmed by the coding analysis (see the Appendix for more 

information). The codes related to co-production were interrupted by phrases or statements related to 
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other themes, such as contextualisation, consultation and participation. Thus, a discussion about a 

possible service solution was usually interrupted by digressions that do not add any details to the 

service solution, losing the train of thought.  

CG1: With the bedpan! I have already arranged everything and I have just bought a new bedpan.  

CG4: If it is possible, I will prefer to participate [in training activities for caregivers]. Otherwise, I can 

learn with... 

Provider: Listening to you, I think it may be useful to organise a set of training sessions, to give them 

a more concrete name. 

CG1: Indeed, at the beginning [of the home care service] I was always looking at the women that come 

to our home for the caring activities. 

Provider: Did you do it to check what and how they were doing the caring activities?  

CG1: Yes! 

CG4: I taught them how to care for [my dear one] so they were able to do the things as I was doing, 

but they sent me away!  

Provider: Thus, does a set of lessons on caring topics help you?  

 

To encourage the co-production process and prevent interruptions or digressions, the facilitators and, 

in a few cases, the providers, encouraged some actions. First, they asked the participants to be quiet 

and respect each other during the discussions when things started to become too noisy and confusing. 

Second, they interrupted the off-topic discussion asking the participants to refocus on the co-design 

activities. Third, they introduced new possible service ideas based on the ones that arose in the 

previous workshops or based on the recurrent issues discussed during the workshops. Finally, they 

summarised the main topic and issues that were discussed to clarify the group’s ideas. Once they 

organised the participants’ thoughts, they asked them to reflect on the issues or ideas that arose from 

the discussion, encouraging the co-production process.  

Facilitator: We should speak one at a time! Sorry […] 

Facilitator: Do you think that the organisation of a priest’s visits for fragile elders living at home is a 

good idea?  […] 

Facilitator: We did two other workshops before this one […]. During the workshops, several services 

were proposed. One was the creation of a brochure with all relevant information [about the care of 

elders] […] or a website or a toll-free-number. These are included in the first set of service proposals. 

What do you think of them? […] 

Facilitator: Going back to the topic that the woman was presenting: breaks, periods off in which others 

[professionals] substitute for you in caring for elders. Okay? Do you have other ideas? 

 

Both the introduction of new service proposals and the stimuli to reflect on previously mentioned 

ideas often led the caregivers to refocus on the co-production process, and it facilitated the co-design 

of new services. However, these last two actions did not always work as hoped, and the caregivers 
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continued to digress by discussing personal topics or arguing about specific issues not related to the 

co-design of new services (to deepen the analysis, see the information provided in the Appendix). 

Consequently, both the facilitators and the providers interrupted the caregivers’ discussion several 

times trying to help them refocus on the co-production process.  

Discussion 
The present study’s findings contribute to the existing debate about co-production with vulnerable 

actors by reflecting on the stages needed to achieve co-production and the conductive methods to 

promote it.  

The stages to achieve co-production 

Although the existing literature challenges the fact that vulnerable actors are able and willing to co-

produce,18 the present research proved that the caregivers could, at least partially, translate their 

problems into concrete actions or proposed services. The high level of stress and burden of caregivers 

made the co-production process more challenging than usual because the caregivers were partially 

unable or unwilling to critically analyse their problems and design new service solutions.  

In line with this consideration, our findings suggest that the adoption of co-production by vulnerable 

actors may occur in conjunction with other forms of engagement; thus, the facilitators have the 

complex role of shifting the participants’ focus toward co-production activities. This finding 

contributes to disclosing the ostensible inconsistency in the literature about the concurrency of the 

levels of engagement (see Mangai and de Vries vs Loeffler and Martin’s frameworks). At least with 

vulnerable actors, it seems that the different forms of engagement are not mutually exclusive; they 

may co-exist within the same discussion.  

In particular, we confirmed the concurrency of the three forms of engagement suggested by Loeffler 

and Martin’s framework (i.e. consultation, participation and co-production).47 In our case, family 

caregivers often shifted the focus of the conversation and started explaining (i.e. consultation) or 

discussing the existing services or issues they face in their caregiving routine with other participants 

(i.e. participation) instead of co-producing new service solutions.  

Moreover, we added an additional stage, i.e. contextualisation, that cannot be considered an actual 

level of engagement. Indeed, it reports information that is not useful for co-designing the service as 

it is strictly related to the caregivers’ personal experience. However, this step is fundamental if 

vulnerable actors have to move from a passive role to an active one. Especially at the beginning of 

the workshops, the caregivers exploited the time to introduce themselves by sharing very personal 

information related to their daily life and experiences. Even if no one asked them to speak about their 

personal life, they could not stop themselves from doing so. Thus, the ‘ice-breaker’ activities 
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suggested by Dietrich et al. turned out to be fundamental for involving caregivers in the discussion.53 

The caregivers needed a shoulder to cry on to unload their stress before starting to focus on the 

facilitators’ requests. Thus, the contextualisation stage can be considered to be a useful step for 

increasing cohesiveness within the group and setting the stage for launching the co-production 

process.48  

Finally, we introduced the envisioning theme, which highlights the importance of directing the 

participants during the discussion. Sometimes the caregivers tended to digress, losing the focus of the 

discussion. Other times, the participants did not respect their turn; they interrupted other participants 

while they were speaking. Moreover, they constantly moved from one topic to another without 

properly reflecting on and investigating it. In all these cases, it is important to break into the discussion 

to ensure that the group discussion developed properly over time. As confirmed by our findings, the 

facilitators have the duty to ask participants to respect the turn-taking process, focus on the topics of 

discussion by clarifying their boundaries and incentivise them to concentrate on the previously 

mentioned topics. In confirmation of these findings, the recent co-design literature suggested that 

facilitators should keep in mind basic principles, i.e. focus, boundaries and rumination, that support 

them throughout the co-design process.71    

The complex role of facilitators 

However, co-production is not easy to achieve with vulnerable actors. There are several unsuccessful 

examples of co-production with vulnerable actors that arise from conflicts, misunderstandings and 

unwillingness of and between participants.72–74 Thus, the facilitators play a crucial and challenging 

role in encouraging the successful adoption of co-production.75  

Based on our empirical findings, we identified at least two strategies that may help facilitators and 

providers enhance the actualisation and articulation of service ideas.76 First, they can summarise the 

issues related to the services that arise during the workshop and facilitate a new discussion on those 

topics. In this case, the facilitators guide participants through the co-production process, making their 

contributions concreate and clear. The facilitators only organise, interpret and synthesise the 

emerging issues and ideas without adding their personal contribution.64 Second, they can interrupt 

the vulnerable actors’ digressions or off-topic discussions by providing possible examples of service 

solutions to incentivise them to participate in the co-production activities. In this case, facilitators 

play an active role: they do not simply guide the process, they initiate the co-production. They suggest 

new service proposals to trigger the group discussion with innovative ideas that arise from their 

personal experience and knowledge, helping the participants think ‘out-of-the-box’ (Selloni,64 p. 172) 
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As proven by our analysis, these two strategies are not mutually exclusive; facilitators may have to 

frequently implement them during the discussion with vulnerable actors.  

Interestingly, these strategies confirm, at least partially, the ones suggested by the co-design literature. 

In line with the co-design framework of Pedersen, in the first strategy, the facilitators seem to 

(re)frame the findings that have just arisen from the discussion (i.e. negotiation stage) by clarifying 

the issues to discuss.54 The second strategy seems to replicate the succession of the Collaborative 

Design Framework stages of Meroni et al.55 In particular, to facilitate co-production, the facilitators 

incentivise participants to shift from a topic-driven discussion to a concept-driven discussion, from 

topics related to the participants’ experience to topics on possible service ideas.55   

However, there is still relatively few guidelines about how the participants and the facilitators should 

interact to encourage the co-production process.45 Facilitators should find the right balance between 

listening to participants as they spontaneously express their needs and priorities and, by being 

empathetic, lead them to engage in a better focused and productive discussion. Thus, a deep 

knowledge about human interaction dynamics and the psychological process of creativity elicitation 

would best equip facilitators for conducting co-productive workshops. Clarifying the types of 

interactions that characterise co-production processes will support facilitators and providers in 

implementing co-production, thereby preventing pitfalls and decreasing the possibility that it will not 

be adopted.77 

Practical implications 

To reflect on these findings, we suggest some practical tips that may help researchers and practitioners 

achieve co-production with vulnerable actors.  

At the beginning of the co-production process, the facilitators should organise ice-breaker activities 

to encourage vulnerable actors to share information about their personal lives. Although this stage 

(i.e. contextualisation) requires time and may lengthen the duration of the workshop, it is fundamental 

to making the participants engage in and feel confident about interacting with the rest of the group.53 

Then, throughout the process, the facilitators should incentivise the group members to focus on the 

discussion by clarifying the boundaries and concentrating on the relevant topic before changing it 

(i.e. envisioning).  

However, these tips may not be sufficient to achieve co-production. To accomplish that, we suggest 

that the facilitators adopt at least two possible strategies. First, they have to summarise the discussed 

topics by clarifying the focus of the discussion. Second, they should encourage participants to change 

the content of the discussion, shifting from a topic-driven discussion to a concept-driven discussion.   
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Last, but not least, the facilitators should balance the power between the users and the providers; this 

is the main characteristic that distinguishes co-production from the other types of engagement.1,2,7,16 

Toward that end, they should prevent providers (and other influencing actors) from interrupting the 

discussion and imposing their opinions upon others. They should also encourage vulnerable actors to 

express their personal opinions and discuss them with others by making them feeling useful. 

Conclusion 
Individual factors influencing citizens’ co-production have garnered a significant amount of attention 

in the last 20 years.18 However, to the best of our knowledge, there is still a debate on the possibility 

of involving vulnerable users in co-production activities.7  

Thus, we investigated how co-production is facilitated in the co-design of new public services by 

involving family caregivers living in a remote and rural area in northern Italy (Vallecomonica). 

Identifying necessary public services for family caregivers using a co-production approach allows 

researchers to obtain relevant findings. Family caregivers are able to participate in co-production 

activities despite their vulnerable condition. However, involvement is more challenging for family 

caregivers than it is for other public service users, and it requires the effort and support of facilitators 

to move from the traditional forms of engagement towards co-production. Indeed, we proved that, at 

least with vulnerable actors, the different forms of engagement occur concurrently. To achieve the 

co-production level, vulnerable actors usually have to pass through the more traditional levels of 

engagement (i.e. consultation, participation). 

Consequently, we suggest two possible strategies that support facilitators in encouraging co-

production. In the first strategy, the facilitators summarise the discussed topics to organise existing 

findings and guide the discussion. In the second strategy, the facilitators initiate the co-production 

process by suggesting new possible services solutions that participants have not mentioned yet. 

However, more research is needed, as these strategies are just an initial contribution to exploit how 

to design and incentivise the co-production process with vulnerable actors. Thus, we proved that the 

co-design literature could be a useful starting point for investigating this debated issue.  

In conclusion, it is possible to involve vulnerable users, such as family caregivers, in co-production 

activities. However, the research findings stress that the facilitators must exert more effort with this 

group of users than they do with other actors to facilitate the co-production process.  

Limitations and further investigations 

This research study has some limitations linked to the specificity of the context of the analysis.78 We 

investigated the adoption of co-production by vulnerable actors by looking at a single case that 

focused on a specific type of vulnerable users (family caregivers in the Italian remote community of 
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Vallecamonica) and one out of four phases of user involvement (i.e. co-design). Thus, the selection 

of other types of vulnerable actors in different phases of involvement should be further investigated 

to enrich and confirm the present research study’s findings.  

Furthermore, we decided to organize the workshops by referring questions mainly to caregivers to 

prevent possible power imbalance. Indeed, the vulnerability of family caregivers and the institutional 

role of service providers could have influenced and limited the contributions of caregivers. As 

predictable, providers contributed to the discussion anyway. However, future studies should 

investigate how to balance the power of providers in co-production with vulnerable actors by ensuring 

their active contribution in the workshops. 

Finally, future studies should investigate the link between the interactions among actors and co-

production to support the ability of facilitators and providers to actually implement the process. 

Understanding the interactions that characterise co-production will also prevent the pitfalls that can 

be encountered in the process or the ineffective involvement of the users.77 
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