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Abstract

Optimising the impact of health services research on
the organisation and delivery of health services:
a mixed-methods study

Martin Marshall ,1* Huw Davies ,2 Vicky Ward ,2 Justin Waring ,3

Naomi J Fulop ,4 Liz Mear ,5 Breid O’Brien ,6 Richard Parnell,7

Katherine Kirk,3 Benet Reid 2 and Tricia Tooman 2

1Research Department of Primary Care and Population Health, Medical School, University College
London, London, UK

2School of Management, University of St Andrews, St Andrews, UK
3Health Services Management Centre, School of Social Policy, University of Birmingham,
Birmingham, UK

4Department of Applied Health Research, University College London, London, UK
5Leeds Academic Health Partnership, University of Leeds, Leeds, UK
6Health Innovation Network, London, UK
7Independent patient and public involvement lead, Havant, UK

*Corresponding author martin.marshall@ucl.ac.uk

Background: The limitations of ‘knowledge transfer’ are increasingly recognised, with growing interest
in ‘knowledge co-production in context’. One way of achieving the latter is by ‘embedding’ researchers
in health service settings, yet how to deliver such schemes successfully is poorly understood.

Objectives: The objectives were to examine the nature of ‘embedded knowledge co-production’ and
explore how embedded research initiatives can be designed more effectively.

Design: The study used four linked workstreams. Workstream 1 involved two parallel literature
reviews to examine how ‘knowledge co-production’ and ‘embedded research’ are conceptualised,
operationalised and discussed. In workstream 2, a scoping review of exisiting or recent ‘embedded
researcher’ schemes in UK health settings was carried out. Workstream 3 involved developing four
in-depth case studies on such schemes to understand their mechanisms, effectiveness and challenges.
In workstream 4, insights from the other workstreams were used to provide recommendations,
guidance and templates for the different ways embedded co-production may be framed and specified.
The overall goal was to help those interested in developing and using such approaches to understand
and address the design choices they face.

Setting: Embedded research initiatives in UK health settings.

Data sources: Data were sourced from the following: analysis of the published and grey literature
(87 source articles on knowledge co-production, and 47 published reports on extant embedded
research initiatives), documentation and interviews with key actors across 45 established embedded
research initiatives, in-depth interviews and site observations with 31 participants over 12 months in
four intensive case studies, and informal and creative engagement in workshops (n = 2) and with
participants in embedded research initiatives who joined various managed discussion forums.

Participants: The participants were stakeholders and participants in embedded research initiatives.
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Results: The literature reviews from workstream 1 produced practical frameworks for understanding
knowledge co-production and embedded research initiatives, which, with the scoping review
(workstream 2), informed the identification and articulation of 10 design concerns under three
overarching categories: intent (covering outcomes and power dynamics), structures (scale, involvement,
proximity and belonging) and processes (the functional activities, skills and expertise required, nature
of the relational roles, and the learning mechanisms employed). Current instances of embedded
research were diverse across many of these domains. The four case studies (workstream 3) added
insights into scheme dynamics and life cycles, deepening understanding of the overarching categories
and showing the contingencies experienced in co-producing knowledge. A key finding is that there
was often a greater emphasis on embeddedness per se than on co-production, which can be hard to
discern. Finally, the engaging and influencing activities running throughout (workstream 4) allowed
these research-rooted insights to be translated into practical tools and resources, evidenced by
peer-reviewed publications, for those interested in exploring and developing the approach.

Conclusions: Embedded research has a strong underpinning rationale, and more is becoming known
about its design and management challenges. The tools and resources developed in this project provide
a coherent evidence-informed framework for designing, operationalising and managing such schemes.
It cannot yet be said with clarity that the potential benefits of embedded research are always
deliverable, nor what the cost would be.

Future work: With the means to describe and categorise different types of embedded research
initiatives, more evaluative work is now needed to examine the relative merits and costs of
different designs.

Funding: This project was funded by the National Institute for Health Research (NIHR) Health and
Social Care Delivery Research programme and will be published in full in Health and Social Care Delivery
Research; Vol. 10, No. 3. See the NIHR Journals Library website for further project information.
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Plain English summary

Alarge amount of public money is spent on health research, yet there are substantial gaps between
what that research tells us and what happens when patients receive care. This means that patients

often do not receive the best-possible care and the NHS may spend scarce resources on services that
are not as effective as they could be.

In recognition of this, new ways of carrying out research are being developed. One approach, studied
here, involves ‘embedding’ experienced researchers in health service teams.

These researchers find ways to bring their knowledge and expertise together with that of local
doctors, nurses and other health-care workers to create new relevant knowledge (‘knowledge
co-production’) that can more easily be put into practice.

In these ways, robust knowledge, informed by research, is thought to be more readily applied to
improve care.

This study, carried out in collaboration with patient and public representatives, explored how such
‘embedded research initiatives’ have worked in health-related settings. First, we carried out two
extensive reviews of academic literature, to discover what is currently known about knowledge
co-production and embedded research.

Second, a national review of existing and recent schemes in the UK allowed us to scope out the range
of initiatives that have already been tried; these are many and varied.

Third, intensive study in four of these schemes – interviewing participants and observing activities –
provided additional insights into their dynamics and life cycles.

Meanwhile, we worked with people from the NHS and universities, alongside patient and public
advocates, to outline a series of design features and develop practical tools and resources to help plan
and organise future schemes.

Although it is too soon to tell how effective embedded research schemes are, these resources and the
insights now available should allow more coherent design, management and testing of these promising
new approaches.
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Scientific summary

Background

Research and researchers represent a rich source of empirical, theoretical and methodological
knowledge that can help health and care organisations with some of their most pressing challenges.
There are, however, persistent and well-documented disconnects between research-informed
knowledge and the arrangements for everyday care. Many strategies have been developed to try to
improve this, including a broadening of ideas from ‘knowledge transfer’ to ‘knowledge co-production’.
Co-production models of knowledge mobilisation are based on assumptions that research knowledge
usually needs to be adapted if it is to have impact, and that all participants need to be involved in its
creation, interpretation and use.

This project explored in depth one approach to more collaborative knowledge co-production: the
‘embedding’ of experienced researchers in service teams for sustained periods with the explicit goal of
creating and mobilising actionable knowledge in context (sometimes called ‘researchers-in-residence’).

The approach is growing in popularity in many health sectors, and reports of individual initiatives and
the precepts underpinning them have appeared in the literature. Such reports highlight the potential
of the approach, but also point to significant challenges, and we know little about how initiatives unfold
or to what effect. There is a need, therefore, to develop better theoretical and empirical underpinnings
for embedded knowledge co-production, to help in the construction of practical tools and resources.

Study aims and objectives

The project aimed to increase the influence of health services research on decisions about the
improvement and redesign of NHS services by:

l developing insights and understanding about the nature, challenges and effectiveness of knowledge
co-production initiatives whereby researchers are embedded in service settings

l producing practical guidance on the design and implementation of embedded models of
co-production for managers and clinicians in the NHS, their academic partners and service users.

In addressing these aims, the project focused on four objectives:

1. to review the theoretical and empirical health services, management and organisational literature
relevant to embedded research initiatives and knowledge co-production, and identify the
relationship(s) between the two (workstream 1)

2. to gather examples of embedded models in operation around the UK’s health services and public
health sectors, focusing on examples of embeddedness and co-production co-existing, and to
describe their history, context, participants, scale, scope, content and other features (workstream 2)

3. to undertake in-depth case studies in four such examples, to understand their mechanisms,
effectiveness and challenges (workstream 3)

4. to provide resources that aid the recruitment of embedded researchers and their training and
development, customisable for the different ways in which embedded co-production may be framed
and specified, thus allowing those interested in using such approaches to understand the design
choices they face (workstream 4).
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Methods

The four workstreams proceeded with staggered starts (early work being in the literature and scoping)
and then continued in parallel, with separate methods but extensive interactions and cross-learning.

Workstream 1a consisted of a narrative literature review and framework analysis of the academic
literature on knowledge co-production. It covered 87 articles from 2003 to 2018, from health and health-
related studies (n= 23), management studies (n= 15), environmental science (n= 15), sociology and social
policy (n= 9), and other disciplines. An initial read-through grouped and labelled concepts, which the wider
team refined in discussion by exploring their face validity, coherence, completeness and overlaps.

To unpack the nature of embedded research, we combined a focused narrative literature review
(workstream 1b) with a systematic scoping exercise of extant initiatives (workstream 2). These
identified 47 published papers in 26 ‘clusters’ (related groupings of publications), alongside 45
initiatives in operation in UK health settings. We assembled documentation on each of these 45
schemes and conducted in-depth interviews in 12 of the schemes (17 interviews). Analytically, we
focused on surfacing and articulating the key features of embedded research initiatives in relation to
their intent, structure and processes. We then tested and validated these findings during a workshop
with embedded researchers and their managers.

Workstream 3 involved four intensive case studies in established embedded research initiatives. We
gathered data through on-site observation, extensive interviews, reflective diaries, e-mail conversations
and documentation reviews. Over 12 months, we completed 46 formal interviews with 31 participants
across the four sites. Participants included embedded researchers and members of their wider
networks. Informal interviews augmented the observation periods, which included attending a variety
of events and more generalised shadowing of the embedded researchers. The analytic strategy sought
to show how and why embedded researchers developed their roles, what activities they undertook to
co-produce and translate knowledge, what types of relationships they developed and the boundaries
they negotiated, and what types of impact they made on translating knowledge into everyday practice.

Workstream 4 consisted of a series of influencing and engagement activities to discuss the emergent
findings with scheme participants and stakeholders. Discussions, workshops and creative work helped
to translate the insights and frameworks from the research into practical tools, resources and
supporting materials.

Findings

The two literature reviews (augmented by data from the scoping review) provided clear and structured
language for describing and disentangling the diversity of approaches to knowledge co-production
and embedded research. The case studies added insights into the dynamics and life cycles of such
initiatives. Integration between the emergent research findings and the engagement and influencing
work led to the development of tools and resources for embedded scheme designers, participants and
stakeholders. Elaboration on each of these follows.

A language for knowledge co-production
Co-production has risen quickly to prominence as an approach to knowledge-making. Our review and
synthesis of the literature (workstream 1a) offered a means of exploring and disambiguating the
concept in a way that also provided practical tools and resources for collaborative conversations.

We found that issues and approaches in knowledge co-production could be thought of in five main
domains of meaning: politics, knowledge, identity, space–time and aesthetics. Each domain yielded two
subthemes, to provide a finer-grained analysis. It also became evident that each (sub)domain encompassed
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tensions between different perspectives on knowledge co-production. A set of conceptual domains
emerged then, overlaid with a continuum of perspectives: from a more conventional view of the
knowledge-making process (whereby boundaries between different knowledges and roles are largely
maintained and the goals are worthwhile but incremental changes), via provisional, moderate and
committed modes to, finally, more radical approaches (whereby boundaries are more thoroughly
dissolved, and goals include a substantial overhaul of previous priorities and possibilities). The exploration
of meanings in each domain and across these spectrums, and the surfacing of very divergent examples of
co-production, provided clear conceptual framings and precise language to aid the disambiguation of the
rhetoric and practice of knowledge co-production.

Disentangling distinct conceptual concerns in this way will, we hope, generate further discussion and
insights on the nature and role of co-production processes, and prompt more focused empirical and
evaluative work. More pragmatically, we hope that the framework will be used by those involved in
embedded initiatives (and, indeed, in knowledge co-production achieved through other means) to
articulate their understandings of their own and each other’s approaches. To date, many embedded
research initiatives do not appear to have fully understood or engaged with this diversity. The conceptual
groundwork laid out may clarify, and support discussion of, the implications of different stances, and
facilitate better communication around the challenges of such collaborations.

The landscape of embedded research initiatives in the UK
Our review of published literature on embedded research (workstream 1b) and scoping of extant
schemes in UK health settings (workstream 2) identified 90 potential embedded research initiatives.
We narrowed these down to 45 initiatives using three main criteria: identity (were those ‘embedded’
in the initiative experienced in research and seen as researchers by service partners?), knowledge
production (was the initiative designed to produce knowledge of direct relevance to the organisation?)
and immersion (were the researchers physically located in the health setting for significant periods?).

A number of features became clear. First, schemes were in place across the UK, in primary, secondary
and community settings. Second, the scale of embedded research initiatives was highly variable,
ranging from single short-term projects to longer-term programmes of work or strategic partnerships,
sometimes involving multiple embedded researchers. Third, about half the schemes utilised university-
held contracts for their embedded researchers, around one-quarter used NHS contracts, and joint
appointments were relatively unusual (only about 10% of schemes). Finally, although some initiatives
were carefully planned from the start, many more were evolving and emergent, with changing
intentions, structures and processes.

This work, when combined with the narrative literature review, led to the exposition of 10 domains
(grouped under the headings ‘intents’, ‘structures’ and ‘processes’) that provided a comprehensive way
of articulating the contours of embedded researcher initiatives. In doing so, the analysis exposed the
substantial diversity of approaches.

The structured account of embedded research initiatives that emerged provides a robust theoretically
and empirically informed tool to describe and analyse such schemes. The tool can be used for various
purposes: for research, to delineate embedded researchers as interventions that can be compared
and evaluated; for design, as an aid to the development of new schemes; and for management,
by supporting dialogue between stakeholders.

The dynamics of embedded research initiatives
The four case studies (workstream 3) showed a marked difference in the embedded researchers’
backgrounds, motivations and practices, with a common thread being a desire to ‘make a real-world
difference’. The design domains identified in the earlier work revealed much diversity in schemes’
intentions, structures and processes. Taken together, these provided many insights into the wide range
of embedded tasks and activities undertaken in the roles.
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There were common themes across schemes in their basic intentions. Embedded researchers aimed
to mediate between different forms of knowledge; negotiate organisational, cultural and epistemic
boundaries; and so promote co-produced, shared and actionable understandings. There were also
significant differences between schemes. The degree to which knowledge co-production was evident
varied considerably: the approaches deployed were more usually provisional or moderate, with more
radical intents largely absent. The degree of co-production often depended on the framing and
structuring of the embedded researchers’ roles: less bounded roles usually offered greater scope
than roles with narrow, concrete goals.

Often, there was no single or sustained intent. Intentions evolved or fluctuated over time, sometimes
crystallising only as the scheme matured. Most intentions related to creating situated knowing by
brokering external knowledge and combining that with locally collected data, building local research
capacity, and enhancing reputations for research-informed care. Embedded researchers were often left
to juggle, prioritise or reconcile competing and changeable expectations.

Core to the operationalisation of embedded research schemes was creating opportunities for sustained
interactions. Practical matters, such as contractual arrangements, line management and physical
location contributed to proximity, visibility and perceived contributions. Structural arrangements also
had implications for more nebulous concerns, such as a sense of belonging or the maintenance or
blurring of professional identities. Embedded researchers expended much hidden emotional labour in
negotiating these concerns.

Whatever the structural arrangements, embedded research initiatives delivered value through their
activities and processes. These varied dramatically but included (to different degrees) the following:
activities to develop research capacity, research activity itself and support for knowledge use and
service improvement. Directly related to these ‘goal-supporting activities’, or more indirectly necessary
to build visibility and support for the initiative, were diverse activities aimed at creating, maintaining or
strengthening networks, communications and relational bonds.

Given the wide-ranging (and sometimes implicit) nature of embedded scheme intentions, and the
varied and often informal nature of the processes used to achieve these, it was unsurprising that most
schemes struggled to articulate or evidence success. Although the enthusiasm for, and belief in the
potential of, such schemes was widely evident, systematic evidence of effectiveness was harder to
come by.

Tools and resources to support embedded research schemes
We adopted a collaborative, creative and engaged approach to translating the research insights into
practical tools and resources (workstream 4). This led to a design framework (with visual metaphors,
dialogic questions and interactive web resources) and other supporting materials (e.g. an introductory
animation, case studies of existing schemes and a recruitment resources pack). Collectively these tools
and resources can support the development of new embedded research schemes, their ongoing
management and evolution, and renewed efforts to examine their effectiveness formatively (through
within-scheme learning) and summatively (as part of a wider research effort to assess impacts).

The tools and resources are readily available [www.embeddedresearch.org.uk (accessed 1 March 2021)]
and will be maintained beyond the lifetime of the research project. In this way, we hope to ensure the
enduring accessibility and application of the insights of this report.

Reflections on patient and public involvement in embedded research
The data presented a picture of rather patchy patient and public involvement in embedded research.
Patient and public involvement was most often seen at project level (consistent with current research
norms), but was rarely developed at the level of the embedded initiative itself. Moreover, the style of
engagement varied from active participation in project work to more passive consultation.
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Throughout, the patient and public involvement group met to explore what a more effective and
comprehensive set of arrangements for patient and public involvement in embedded research
initiatives might look like. The group used the findings from the project to outline a structured account
of effective patient and public involvement, advocating a less passive/more active form of patient and
public involvement underpinned by more demanding presumptions about the role of patients and
public: a route map for implementing a more radical vision of patient and public involvement in
embedded research initiatives.

Conclusions

The embedded co-production initiatives springing up across the NHS demonstrate the considerable
enthusiasm among service personnel and embedded researchers alike, and a robust logic underpins
their use. However, we found considerable diversity in the nature and understanding of embedded
research and knowledge co-production, belying the apparently simple precepts. The relatively simple
idea of placing research expertise at sites where research-informed knowledge is most needed is
gainsaid by the complexity of the necessary structural and processual arrangements.

Understandings about embedding and co-production remain at an early stage. Judgements about success
are likely to be highly variable between projects and contexts. Every embedded research initiative is an
opportunity to learn more about the potential gains and implicit challenges. The insights and resources
from this project are intended to support the NHS and other partners to develop such learning.

Funding

This project was funded by the National Institute for Health Research (NIHR) Health and Social Care
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Chapter 1 Introduction

Context: rethinking how research influences practice

Managers and clinicians in the NHS, as in all health-care systems, are under growing pressure to
improve and redesign services in a way that both optimises health outcomes and controls costs. The
research community has great potential to contribute to this process, by producing and disseminating
evidence on a variety of aspects of service organisation and care delivery. And yet, the disconnect
between, on the one side, the theory and empirical evidence underpinning how best to design and
deliver high-quality health services and, on the other side, what actually happens in practice has
challenged policy-makers, academics and practitioners for several decades.

How people respond to this challenge depends on whether they perceive the problem to be how
academic knowledge is conveyed from researchers to practitioners (‘knowledge transfer’), or the
fundamental nature of knowledge and how it is produced (‘knowledge co-production’).1–4

Knowledge transfer
When framed as a knowledge transfer problem, researchers are seen as having expert knowledge that
needs to be transmitted to decision-makers in the health service in an accessible and timely fashion.5

Knowledge is perceived as a relatively tangible, bounded and moveable ‘product’, whereas the decision-
making process is likely to be seen as time-limited, linear and rational. Research evidence, regarded as
the most valid and reproducible form of knowledge, is ‘pushed’ from the research community, through
guidelines or evidence summaries, or ‘pulled’ by practitioners who are (or should be) well informed
about the benefits of using research evidence.

The emergence of sophisticated informatics and communication technologies in recent years, and their
use by the National Institute for Health and Care Excellence (NICE) and others, has helped to reinforce
a view that the knowledge transfer model is the most appropriate way of closing the so-called
‘know–do gap’.6 This may be a reasonable assumption in situations in which scientific knowledge is
fairly unambiguous, easy to interpret and largely uncontested, such as is often the case (relatively
speaking) for much of the clinical evidence underpinning the practice of evidence-based medicine. The
transfer approach is more troublesome in the field of health services improvement or service redesign,
where the issues that research attempts to address are more complex and the nature of the social
science evidence is more contested.7

Knowledge co-production
This recognition of the limitations of the knowledge transfer model has resulted in a reframing of the
integration of research and practice, as requiring different approaches to the nature of evidence, its
production and use, and the complexities of the challenges faced by care systems.3,8

Rather than being separate processes, the production and utilisation of research evidence are seen to
merge as complex, iterative and situated social processes.9–12 That is, knowledge is created, understood,
adapted, used and reiterated in the context in which it is needed, and through partnership between
different actors.

Furthermore, decision-making by practitioners is regarded more as a situated, social and evolving
process than as a one-off, rationally determined event.6,11 Rather than research evidence needing to be
fed into this in a linear and methodical way from outside, the emphasis becomes one of the integration
of empirical evidence with other forms of knowledge in situ, including practical knowledge about how
to improve and redesign services, and user knowledge about the experience of care services.
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This integration is seen as a situated social process based on productive ongoing relationships,
effective systems and conducive organisational cultures and contexts.13–16 Increasingly, the literature
in this area embraces a ‘complex adaptive systems’ way of understanding the world, as a means of
understanding how actors have to overcome social and epistemic boundaries to helpfully facilitate
knowledge processes.17–19

Such a reframing suggests that the relationship between research producers and research users should
focus on the ‘co-production’ of knowledge, rather than merely its transfer.2,3,20–23 Co-production models
of knowledge mobilisation are based on the assumption that knowledge created by researchers often
needs to be adapted in some way if it is to be useful. Indeed, for knowledge to have influence, all
participants need to be involved in its creation and use.24 Researchers, using the scientific method as
their predominant way of knowing, are not seen to have a monopoly on expert knowledge. Instead,
they need to be willing to negotiate actively their forms of knowledge with others (‘a meeting of
experts’, e.g. experts in research evidence and experts in improving health services), to recognise and
act on power differentials in who dictates how knowledge is defined, and to adopt a more pluralistic
orientation to knowledge to achieve change.25,26

Broadly defined as joint working between people who or groups that have traditionally been separated
into categories of user and producer, the term ‘co-production’ came to prominence in the 1970s27

and has gained much currency in public service discourse since.28,29 When applied in health services
research, it is increasingly used as a term to describe the co-production of research-informed knowledge
through the engagement of policy-makers and practitioners with researchers.30–33

However, the increasing popularity of the principle of co-production in public services comes on the
basis of promising, but far from complete, evidence.29,34–36 The literature highlights a range of dilemmas
and challenges that need to be explored more fully; for example, is it desirable or feasible to bring
researchers and practitioners more closely together, or might the logistical challenges and potentially
greater costs than traditional approaches outweigh the benefits?32,37,38 What are the challenges of
reconciling divergent or even incommensurate epistemologies?39 Should greater attention be paid to the
political and social dimensions of co-production (e.g. the different interests, power and expectations of the
parties)?30,31,39,40 Might co-production lead to a narrowing of focus towards problem-solving dimensions of
research use,41 instead of encouraging important broader perspectives?23 Should the boundaries between
researchers and practitioners be firmly drawn, or are there advantages in flexibility and in the blurring
of boundaries?9,21 In what ways can researchers and service users get involved in the co-production of
service redesign or improvement?42–44 And can health-care research that is co-produced in one location
be translated effectively to other settings?32

The challenges posed by these questions have been exposed by the growing range of new initiatives
that seek greater interactivity over research (and, by extension, knowledge co-production in some form)
that have emerged in the NHS over the past two decades,17,45–47 as well as in the in the health systems
of Canada,48,49 Australia50 and the USA.51,52

Embedding researchers to encourage co-production
Many different terms and models have been used to describe approaches to research use that seek
greater engagement and sustained interactivity, including knowledge brokers,53–60 NHS management
fellows,12 Health Foundation improvement science fellows, National Institute for Health Research (NIHR)
knowledge mobilisation research fellows, and researchers-in-residence.61–65 What many of these models
have in common is a desire to ‘embed’ researchers in service settings, for significant periods of time, to
secure the sorts of sustained interaction thought necessary to promote knowledge co-production. Yet
much of the literature is unclear about the relationship between knowledge co-production as a generic
concept, ‘brokerage’ (the process by which knowledge is shared across boundaries) and ‘embeddedness’
(whereby researchers are, to a variable extent, located within practitioner teams).
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Moreover, other aspects of the schemes that have emerged are highly variable and usually not well
described. For example, schemes may vary markedly on the individuals involved (e.g. researchers,
health professionals, managers, service users), the degree of close interaction or embeddedness of
individuals (e.g. physical locations, contractual arrangements), the nature and degree of co-production
sought (calling into question complex issues of epistemology and power) and the types of activities that
take place (e.g. the balance between the brokering in of external knowledge and the co-creation of
new knowledge in situ). These different models are emerging largely independent of each other, with
little evidence of shared learning and only a very few examples of formal evaluation. What has been
published mostly comprises descriptions of isolated initiatives, but little in the way of deep analysis and
interpretation, and even less in terms of practical guidance.

Both the literature and current practice, therefore, highlight a rich research agenda around embedding
researchers as a means to knowledge co-production and, hence, better research use. This includes a
clear need to develop a better theoretical and empirical basis for such schemes in the NHS, and the
need for evidence-informed practical guidance to support implementation of embedded co-production
in practice.32,38 This project addresses these gaps.

Research aims and objectives

The Embedded project aimed to increase the influence of health services research on decisions about
the improvement and redesign of NHS services by:

l developing insights and understanding about the nature, challenges and effectiveness of
co-production initiatives in which researchers are embedded in service settings

l producing practical guidance on the design and implementation of embedded models of
co-production for managers and clinicians in the NHS, their academic partners and people who
use services.

In addressing these aims, the project focused on the following specific objectives:

l to review the theoretical and empirical health services, management and organisational literature
relevant to embedded research initiatives and knowledge co-production, and identify the
relationship(s) between the two (workstream 1)

l to gather examples of embedded models in operation around the UK’s health services and public
health sectors, focusing on examples where embeddedness and co-production co-exist, and to
describe the features of these models, including their history, context, participants, scale, scope and
content (workstream 2)

l to undertake in-depth case studies in four of the examples identified, to understand their
mechanisms, effectiveness and challenges (workstream 3)

l to provide resources aimed at assisting in the recruitment of embedded researchers, alongside
recommendations and guidance for their training and development, customisable for the different
ways in which embedded co-production may be framed and specified, to allow those interested in
developing and using such approaches to understand the design choices they face (workstream 4).

Overall study design

In this section, we set out the overall research strategy governing the four workstreams. Detailed
descriptions of the research methods used for the three research-based workstreams (workstreams 1–3)
are provided in Chapters 2–5. The activities underpinning workstream 4 (engagement, dissemination and
influencing) were ongoing throughout the project, and are described here briefly, with specific outputs
emerging from this work covered in Chapters 6 and 7. All appropriate research ethics and research
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governance permissions were obtained, with approval letters reproduced on the project web page
[www.journalslibrary.nihr.ac.uk/programmes/hsdr/165221/#/ (accessed 18 February 2021)].

Workstream 1 used two separate narrative literature reviews to identify and describe the principles
and practices of knowledge co-production and of embedded research initiatives. The results were used
to develop practical frameworks for understanding knowledge co-production and embedded research;
these are described in Chapters 2 and 3, respectively.

Workstream 2 identified and described the breadth and scope of embedded researcher initiatives
operating in health settings across the UK and how these were designed to enable knowledge
co-production. The results were used to further develop the frameworks of knowledge co-production
and embedded research from workstream 1 and to identify candidate case studies for further in-depth
examination in workstream 3 (see Chapters 4 and 5). Taken together, the results of workstreams 1
and 2 were used to inform development of an initial framework for planning embedded researcher
initiatives that enable knowledge co-production (elaborated on in Chapter 6).

Workstream 3 built on the work undertaken in the first two workstreams by conducting four in-depth
case studies to develop a deep understanding of how embedded models of knowledge co-production
actually work in practice. The cases and methods of data gathering are detailed in Chapter 4, and the
cross-case analysis is displayed in Chapter 5. Drawing on these insights, the implications for scheme
design and an enhanced practical framework are set out in Chapter 6.

Workstream 4 used a range of approaches to engage stakeholders with the findings of the project,
including developing, testing and disseminating practical guidance for managers, clinicians and
academics. This work drew on all the emerging insights and outputs from workstreams 1–3. The
processes deployed are described in the next section, and the practical outputs, tools and resources
that emerged from that process are set out in Chapters 6 and 7.

Engaging and influencing (workstream 4 activities)

Throughout the project, considerable attention was given towards engaging with and influencing those
already embarked on developing embedded research initiatives and those who might be interested in
doing so. We aimed to engage with stakeholders to help shape our programme of work and to guide us
in the production of useful materials, tools and resources for that community. This work addressed the
objectives of workstream 4, namely that, as a consequence of undertaking the project, we wanted to
see the following:

l organisations already engaged in embedding researchers making fuller use of the evidence-based
guidance, person specifications, training templates and training resources that we produced to
optimise the effectiveness of their work

l organisations that have not yet considered embedding and/or co-production models stimulated to
explore their potential use in improving decisions that affect service delivery

l future work commissioned to explore the effectiveness, cost and value of embedded research
initiatives, focusing on those having the greatest potential to improve services.

Approach to engaging and influencing
The fundamental premise of this research is that knowledge needs to be produced in and through
relationships with those who are going to use it (the rationale that underpins both embedded research
and knowledge co-production). This, therefore, was also the approach that we took to knowledge
creation in this research project. Hence, engaging and influencing key stakeholders were core elements
of the proposal.
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The principles underpinning our approach were aligned to the theory and practice of co-production
models of knowledge mobilisation and to the principles of participatory research.17,46,66 To that end, the
influencing plan was co-produced by practitioners, service users and academics, and used approaches
that focus on social interaction, as well as more traditional academic approaches to dissemination.

Audiences and actions
We identified three target audiences that we considered most likely to benefit from the new insights
and the associated tools and resources. The primary audience was NHS and local government leaders,
both managers and clinicians, whose provider and commissioning decisions could potentially be
improved by making better use of health services research evidence.

The secondary target audience comprised the applied research and associated implementation
communities, such as members of NIHR Applied Research Collaborations (ARCs) [formerly known as
Collaborations for Leadership in Applied Health Research and Care (CLAHRCs)] and Academic Health
Science Networks (AHSNs). The twofold aim here was both to encourage actors in these initiatives
to explore the benefits and risks of engaging in embedded models of knowledge co-production and
embedded research, and to contribute theoretical and empirical knowledge to the field.

The third target audience comprised front-line staff and service users; their interaction with embedded
researchers are at the heart of the model. Helping those who want to access and use applied health research
to see more clearly how the structural arrangements for the creation of that research affect its use is key.

The Embedded project team had extensive personal and professional networks in the field of NHS
service management and knowledge mobilisation, in the UK and internationally. We used the team’s
wider local and national networks in local health economies, ARCs/CLAHRCs, AHSNs and higher-
education institutions to ensure that the outputs of the project had maximum impact.

A range of actions were devised to engage and influence these audiences.

Workshops
We hosted two participatory workshops during the study, each of which enabled us to co-produce
practical outputs (see Chapters 6 and 7) and raise the profile of the project with target audiences.

Workshop 1 co-produced a framework of design options for embedded researcher initiatives and visual
representations of the findings from the literature reviews (workstream 1) and the scoping exercise
(workstream 2). Details of the design, attendees, process and outcomes are laid out in Chapter 6.

Workshop 2 co-produced a shared understanding and a clear narrative of the case study findings.
Details of the design, attendees, process and outcomes are covered in Chapter 4.

A third planned workshop was precluded from taking place because of the COVID-19 crisis. This would
have co-produced practical guidance and tools and resources for the design and implementation of
embedded models. These goals were met instead by tapping into professional networks and through
social media interactions, and by using data gathered from workshop 2.

Tools and resources
Working in partnership with the relevant stakeholders, we co-produced the following resources for use
by health service and academic organisations to encourage and support the practical implementation of
the learning from workstreams 1–3:

l an animation to describe the role of embedded researchers in an engaging and accessible way
l detailed guidance on the design and implementation of coherent embedded co-production models

of knowledge mobilisation, presented in the form of webinars and interactive virtual workshops
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l job descriptions and person specifications to support recruitment to new embedded research posts
l a description of the knowledge, skills and attitudes required of embedded researchers, and the

different career pathways that could be pursued
l guidance for the training and support of embedded researchers, together with resources that could

be used by co-production knowledge mobilisers
l an outline of how embedded researchers might prepare for their role and how organisations could

create a conducive environment for them to thrive.

Additional information on each of these outputs is presented in Chapters 6 and 7, where we integrate
the research findings from workstreams 1–3 with the engagement activities of workstream 4.
The recruitment resource pack detailed in Chapter 7 can be found on the project web page [www.
journalslibrary.nihr.ac.uk/programmes/hsdr/165221/#/ (accessed 18 February 2021)]. Practical outputs
are also documented on the project’s Embedded Research website.67

Network
In the original application, we proposed identifying and supporting embedded researcher learning
sets that we were aware had been established in a number of locations across the country. As part of
our scoping work, we discovered that these networks were often short lived or only partially active.
When we discussed the desirability of greater peer support at our first workshop, the participants
expressed considerable enthusiasm to establish a self-managed and lightly facilitated network to allow
researchers to support and learn from each other.

At the request of the participants, and with their express permission, a network was established, first
using a Google Group (Google Inc., Mountain View, CA, USA) and then a WhatsApp (Facebook, Inc.,
Menlo Park, CA, USA) group. We hoped that the group would provide a peer support resource for
those involved in embedded research and a rich opportunity for the research team to get members’
input into our practical frameworks, emerging learning and influencing activities. Observations made
through this network influenced the materials and tools created (presented in Chapters 6 and 7, and
showcased on the project website).67

Publications and presentations
To engage public sector leaders, senior clinicians and service managers, accessible audience-appropriate
articles were prepared for the Health Service Journal and Local Government Chronicle. The emerging findings
were also presented at national and international conferences and seminars, with more detailed reporting
in academic journals (see Acknowledgements for a full list of publications and presentations). Through these
means, we accumulated resources for the project website67 and prompted interest in and conversations
about the emerging programme of work.

Social media
Working with our communications and influencing partner, Kaleidoscope Health and Care (London,
UK), we established a website, Embedded Research,67 published regular blogs and set up an Embedded
project Twitter account (@_embedded) (Twitter, Inc., San Francisco, CA, USA). In addition, we produced
a series of webinars exploring key issues relating to embedded research (www.embeddedresearch.org.uk/
resources/webinars/) and we designed an animation to popularise the key messages for audiences not
yet familiar with embedded research.67 The website and associated resources are described more fully in
Chapters 6 and 7.

Patient and public involvement

Although progress is being made in involving patients and the public in the provision of their clinical
care, in the broader issues of health service improvement and service redesign, patient and public
involvement (PPI) has proved considerably more challenging. Experience-based co-design is a rare
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example of a specific methodology that brings service users and staff together to develop simple
solutions to improve patients’ experiences of care.68 However, moving the agenda from highly tangible
but tightly bounded initiatives, such as experience-based co-design, to broader issues, such as how
patients and the public can assist in ensuring research-based knowledge is used more effectively, has
proved to be somewhat problematic.69 The following approach has been gaining traction more recently
in some jurisdictions (e.g. the USA and Canada): putting patients and service users at the heart of research
teams, using patients as active partners and participants to ensure the relevance and applicability of
applied research findings.70 Nonetheless, despite these pockets of innovation, the field of knowledge
mobilisation, in general, appears to have not yet been successful in finding a place for the patient voice.3,4,71

We used the literature review and empirical work in this study to examine this challenge, with the aim
of exploring and describing in detail examples of good practice in involving patients and the public in
embedded knowledge co-production initiatives. As the subsequent chapters will show, embedded
research initiatives involve patients to a varied extent and use diverse models. It was notable, however,
that embedded scheme specifications rarely considered PPI in any depth, and the PPI that did occur
was seen largely at the level of embedded research projects, but not usually at the level of the
overarching embedded research initiative.

In addition to examining and conceptualising the role of patients and the public in embedded research,
we specifically also wanted to make a practical difference. To achieve this, we wanted to seize the
opportunity to involve patients and the public more substantively in knowledge co-production and to
understand how to make an effective case for greater user involvement in this field. In our design of
the project, we conceptualised patients as the main beneficiaries of a more evidence-informed health
system. Indeed, we thought that patients, both existing and potential, should be central because it
is primarily they who are disadvantaged when research-based knowledge is not used by health
professionals and managers.

To that end, we framed the effective co-production of knowledge as being dependent on a number of
different relationships. The primary focus for this research was on how researchers can build effective
relationships with practitioners to co-produce knowledge and improve services, but we saw service
users as a key element of the context in which these relationships are enacted, as stakeholders and as
important motivators for change. The patient and public voice was therefore included from the early
design stage of the proposal.

Our patient and public collaborators included a funded consultant (RP) with great experience as a PPI
advisor to NIHR and as a member of the NIHR knowledge mobilisation research fellowship selection
panel, who took on the explicit responsibility of challenging any tendency for service-centricity in the
design and delivery of the proposal. In addition, the service co-applicants and collaborators were
chosen for their commitment to PPI and their extensive contacts with patient groups, including user
advisory groups that had been established specifically for knowledge mobilisation initiatives run by
ARCs/CLAHRCs and AHSNs and within specific knowledge mobilisation roles. We also established a
project PPI group comprising three additional lay members, two of whom already worked closely with
the lead for workstream 2 and the other with the lead of workstream 4. We return to these issues in
Chapter 8 to distil the learning from across workstreams on the role and potential of greater PPI.

Structure of the report

The remainder of this report is structured as follows.

Chapter 2 presents the methods and findings of a focused literature review of knowledge co-production,
drawing from writings on health care as well as in more diverse fields. What emerges is a practical
framework of different types of knowledge co-production, from relatively orthodox views of collaborative
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knowledge creation and use, to more radical conceptions of the capacity of co-production to upend
existing assumptions and to challenge established patterns of power. This provides an account of the
first part of workstream 1.

Chapter 3 presents the methods and findings of a focused literature review of embedded research
schemes (the second part of workstream 1) and the scoping review of extant schemes in UK health-
care settings (workstream 2). The findings are brought together to provide a framework for
understanding the key features of embedded research initiatives.

Chapters 4 and 5 present the findings from our intensive case studies of different types of embedded
research initiatives in which knowledge co-production was a feature (workstream 3). Chapter 4
describes the methods of data gathering and provides accessible accounts of each of the initiatives
studied (with additional detail on both methods and cases contained in associated supplementary
materials). Chapter 5 details the analytic approach to cross-case analysis and thematic analysis, building
on the domains identified and elaborated in workstreams 1 and 2.

Chapters 6 and 7 integrate the understanding that emerges from Chapters 2–5 into a series of practical
tools and resources aimed at helping the design, analysis and management of embedded knowledge
co-production initiatives. Chapter 6 also notes the contributions and outputs derived from the engagement
strategy run through workstream 4. Chapter 7 presents the recruitment resource pack in detail.

Finally, Chapter 8 situates and reflects on this work in the wider research literature and contemporary
policy and practice concerns. It also considers the role, implications and potential for PPI in such
schemes, and offers directions for further research.

INTRODUCTION
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Chapter 2 Exploring ideas of
knowledge co-production

Introduction

As outlined in Chapter 1, the organisation and delivery of health and social care services require multiple
forms of knowledge and expertise drawn from a wide range of sources.33,72 Service managers and health
service researchers increasingly recognise the limitations of producing research separately from the sites
where this knowledge will be applied.66,73,74 What was previously interpreted as a knowledge ‘pipeline’
problem,75 a knowledge ‘gap’76 or a knowledge ‘transfer’ issue77 is now increasingly reconceptualised as a
need for collaborative knowledge creation in context,65,78,79 or ‘knowledge co-production’, in short.

Knowledge co-production comes laden with a variety of positive expectations.80,81 In the context of
embedded research, there can be an easy assumption that co-production is integral or even ‘naturally’
occurring. Against this, we begin to see concerns voiced about a potential ‘dark side’.82 Some suggest
that knowledge co-production, undertaken without caution, can smuggle in hidden interests and
disguised power relations, potentially outweighing any proposed benefits with unacknowledged risks.38

Critiques also focus on the overly instrumental and normative nature of much co-production literature
(and practice), both within and outside health care.83

Ideas of knowledge co-production are germane to any understanding of embedded research, but there
remains a lack of clear conceptual underpinning or any precise formulation as to how these ideas may
play out in practice. One persistent challenge is the differing assumptions, expectations and frames
of reference that collaborators bring with them, and the ways in which these influence methods of
working together.84 There is a need to unpack what is meant by knowledge co-production, to develop
greater conceptual clarity and an appropriate language for discussing its components and varied
manifestations. This narrative literature review, the first of two in workstream 1, set out to address
this issue.

Methods

We conducted a narrative literature review, to ‘synthesise representative literature on a topic in an
integrated way such that new frameworks and perspectives on the topic are generated’,85 carrying out
a framework analysis of the academic literature on knowledge co-production. The scope of the review
was literature exploring a direct collaboration of academic researchers and non-academic stakeholders
aimed at generating new knowledge.

Assembling the published literature
To gather a wide array of perspectives, we collected literature that featured theoretical or conceptual
discussion of knowledge co-production, including reports of co-productive research activities
incorporating reflective and theoretical insights into knowledge co-production, and editorial/review
articles in which the main focus was knowledge co-production.

We conducted systematic searches of the Web of Science™ Core Collection™ (Clarivate Analytics,
Philadelphia, PA, USA) in March 2018. The search terms and strategy are set out in Table 1. Because we
wanted to bring together insights from a wide range of health, science and social science fields, we did
not limit this search by discipline or by year, although the earliest article that satisfied our inclusion
criteria was from 2003.
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Screening the search results, we removed sources in which knowledge co-production between
academic researchers and non-academics was not the principal or main topic. We therefore excluded
writings on value and service delivery co-production, public service co-production and other kinds of
collaborative co-production not involving researchers working with non-academics, or an explicit
concern to make knowledge.

Other relevant articles identified through the reading and networks of the project team were subject
to the same process of formal inclusion/exclusion. The numbers of articles screened, removed and
included are shown in Figure 1.

The articles included for analysis are listed in full in Report Supplementary Material 1. As well as articles
from health and directly health-related disciplines (n = 24), we reviewed articles from management
studies (n = 15), environmental science (n = 15), sociology and social policy (n = 9), sustainability studies
(n = 8), ecology (n = 5), human geography (n = 3), communication studies (n = 2), and one each from
humanitarian and disaster studies, engineering, psychology and genomics. Source articles dated from
2003 to 2018.

Sources identif ied through
database searching

(n = 213)

Sources identif ied through
project team

(n = 47)

Sources after duplicates
removed
(n = 236)

Sources included in
qualitative synthesis

(n = 87)

Sources screened by
preliminary reading

Sources excluded
(n = 149)

FIGURE 1 Flow chart of literature-gathering and screening.

TABLE 1 Literature review search strategy

Domain Details

Search terms [Co-produc* or coproduc*] AND [knowledge* or research*] AND [(concept* near/3 (model* or framework*))
or theor*]

[Co-produc* or coproduc*] AND [knowledge* or research*] refined by review/editorial

Article type Reports of knowledge co-production projects and activities, including theoretical content,
reviews and editorials of knowledge co-production

People/actors Academic researchers and non-academics in direct collaboration

Content Theoretical or conceptual discussion of knowledge co-production
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Analysing the data
The framework analysis technique is well established for analysing large bodies of literature
subsequent to searching, screening and preliminary reading.86–88 This approach was appropriate
because of its flexibility (allowing us to interrogate sources from diverse disciplines); its capacity for
ongoing modification and revision in response to data reading, re-reading and re-interpretation; and its
orientation towards descriptive understanding rather than prediction or normative goals.89 Framework
analysis facilitates an iterative, team-based approach to analysis, giving increased confidence that the
categories and themes discerned have stability and interpretive utility.

An initial interpretive reading conducted by one member of the team (BR) aimed to discern and label
groups of concepts occurring within and across the source articles. For instance, writers might report
concerns around institutional politics, or the difficult emotions of perturbed professional identities,
without necessarily using the words politics, identity or emotions.

The review team (BR, VW, HD and TT), which had access to the full set of sources as well as the
evolving analytic categories, then discussed this working set of conceptual labels, or domains, for their
face validity, coherence, completeness and overlaps, and made modifications as agreed. A closer
re-reading of source articles was then conducted to see if the conceptual categories emerging provided
a sufficient framework for interpreting the data. This second reading allowed us to identify additional
content that would not fit easily into the domains, and to refine or develop further domains and, more
significantly, subthemes within domains.

In discussions across the whole project team, it became evident that differing perspectives on
knowledge co-production created tensions within each domain. We recorded and labelled these
tensions and grouped them together into connected accounts of meaning.

What emerged was a set of five conceptual domains overlaid with a continuum of perspectives from
the conventional to the radical. A conventional view of knowledge-making would see the boundaries
between different knowledges and different roles largely maintained, with the goal of worthwhile but
incremental change. A more radical approach would see boundaries more thoroughly dissolved, in
pursuit of a more substantial overhaul of priorities and possibilities.

Given our goal of creating a language of shared meaning that would make knowledge co-production
easier to discuss, we sought categories that were defined and coherent enough to allow for shared
understanding, broad enough to encompass the messiness of divergent practices, and flexible enough
to allow ongoing debate and refinement. The structured reading we lay out is not the only one
available, but it has survived repeated interrogation across the wider project team of knowledgeable,
diversely experienced collaborators, and through presentations at various professional events.

Findings in outline

The key findings were that there are five key conceptual domains in knowledge co-production; that, in
each domain, there is a continuous spectrum of differing perspectives; and that each domain comprises
two subthemes, also characterised by a spectrum of perspectives.

Five domains of meaning
Meanings and perspectives in knowledge co-production can be located, understood and compared
within five related domains of meaning: politics, knowledge, identity, space–time and aesthetics:

1. The politics domain brings to the surface those negotiated and meaning-laden processes (among large
and small groups, and individuals) that in conventional knowledge production are obscured or unspoken.

2. The knowledge domain concerns implications around the tangible product that co-producing parties
reach for – what is this knowledge, and what is it for?
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3. The identity domain allows a close examination of people who co-produce knowledge – what makes
them who they are, individually and collectively?

4. The space–time domain concerns the physical processes and happenings of knowledge co-production.
More than just a practical question of ‘where and when’, it involves different configurations and
enactments of collaboration.

5. The aesthetic domain makes visible aspects of knowledge co-production experience and expression
that may seem intangible and subjective, but that are highly significant – human likes and dislikes,
and emotions that escape easy expression but are fundamental to collaboration.

These five domains mark out a conceptual space in which to consider the complex interplay of diverse
ideas and understandings involved in knowledge co-production.

Spectrums within domains
In each domain we found that, underlying any superficially isolated points of opposition and difference,
there were subtle variations of thinking that merge and separate, creating a spectrum of interpretations
and actions. These range from non-collaborative or reservedly collaborative approaches that leave existing
boundaries relatively unchallenged (we term these ‘conventional’ research or ‘provisional’ co-production),
to approaches that challenge or unravel such boundaries in pursuit of more disruptive and substantial
change (what we term ‘committed’ or ‘radical’ knowledge co-production). This spectrum is set out in Figure 2.

The extremes of this spectrum (conventional and radical) serve as idealised anchor points for clear
thinking, but also reflect knowledge-making processes actually (in some cases) performed. Rather than
a barrier or problematic void between them, there is a rich space of variation among subtly different
approaches. Real-life knowledge co-production mostly happens in this intermediate space. To guard
against binary thinking, we included a middle category of moderate co-production, which models a
roughly equal balance and interplay between ideals.

These labels proved useful to unpack, interrogate and lay out subtle contrasts within domains, but
should not be thought of as overly rigid or proscriptive. Labelled marker points do not indicate static
types of knowledge co-production, but dynamic approximations, signposts that we have settled on
after repeated interrogations of the literature and discussions among the team.

Subthemes within domains
In further exploring and categorising the themes in the literature, we identified two subthemes within
each domain:

1. politics includes ideological and transactional politics
2. knowledge includes the substantive product and output of collaboration, and is also something that

exists and has nature in itself
3. identities includes both the roles fulfilled by individuals and the way in which those individuals are

less or more socially intertwined
4. space–time incorporates time and space as distinct physical dimensions that can be configured in a

variety of ways, according to how they are realised and occupied in collaborations
5. aesthetics includes the preferences and affinities of people and groups involved in knowledge

co-production, and the valuation and influence of emotions in collaborative proceedings.

Conventional research  – Provisional – Moderate – Committed  – Radical co-production

Shallower collaboration Intermediate possibilities Deeper collaboration

FIGURE 2 Styles of knowledge co-production.
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In the subsequent section, we summarise each domain and subtheme, giving examples from the
literature. These discussions are encapsulated graphically in Figure 3, and also in Table 2).

Findings in detail

Domain 1: politics
The politics domain incorporates ideologies of research, ranging from the apolitical (conventional
co-production: politics seen as separate from knowledge-making) to the emancipatory (radical
co-production: knowledge-making as a tool for social justice and structural change). Intermediate points are
the utilitarian (provisional co-production: knowledge for instrumental application), the engaged (moderate
co-production: research and practice/policy substantially shape each other) and the transformative
(committed co-production: sustained micro- and meso-level change is part of the programme).

This domain also incorporates the instrumental politics of transactions, the often mundane institutional
politics of co-producing knowledge. Attitudes across that subthematic spectrum range from politics as
pollution (conventional), through politics as necessary (provisional) or valuable (moderate), to politics as
essence (committed), and politics as all-encompassing (radical).

Politics as ideology
Diverse authors have observed the contrast between politically provocative styles and more functional
styles of knowledge co-production. Orr and Bennett31 (social policy context) distinguish between co-
production ‘based on a critique of the status quo’ and the de-politicised ‘anodyne’ use of co-production
terminology in service of established interests, ‘not necessarily advancing the broader interest or public
welfare’. Similarly, Lövbrand (climate science context)90 identifies:

. . . tension between the critical/reflexive ambition built into the co-production idiom, and the more
utilitarian interpretation of the term. Whereas the former sets out to expose and interrogate the
ontological assumptions underpinning public policy, the latter seeks to be useful by responding to the
knowledge needs of societal decision-makers.

Analytically, one could accentuate the mutual distinctiveness of these positions.91 In the narratives we
reviewed, however, we found instability and equivocation between utilitarian and critical co-production
styles. ‘Useful’ forms of knowledge co-production do not necessarily preclude more thoroughgoing
change. Co-production with a stated transformative intent, meanwhile, often also carries slower-moving
and locally specific change processes. Both understandings frequently pertain within projects, and between
collaborators in how they see the value of a project developing; hence the value of exploring intermediate
points along a spectrum. Dynamic exchange between intermediate points softens the edges of opposition
between extremes.

Transactional politics
Alongside ideological politics, we have the prosaic politics of social interactions between institutions,
organisations, policy bodies, academic disciplines, professions and service user groups. Negotiating the
intricate mechanics of such transactions is necessary to secure and maintain a productive connection
between stakeholders.92,93 Hewison et al.37 report an initiative that aspired to full engagement with
non-academic collaborators,94 but whereby mutually incompatible policies and pressures on employees
in the collaborating institutions made this impossible in practice. Subsequently, McCabe et al.23

developed a typology among ‘contextual factors of partnerships’ in which collaborative structures
determine what kinds of knowledge gains can practically be made.

Although the transactional politics of collaboration are usually difficult and demanding, this is
sometimes seen as productive and valuable in itself.95 Klenk and Meehan’s96 critique (environmental
science context) of imperatives towards ‘integration’ of stakeholder contributions, which they argue
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neutralises the critical value of non-academic perspectives, advocates that disparate, incompatible
voices should be protected. Such contributions imply a committed disposition in which transactional
politics hold the value of co-production, contrasted with a more provisional disposition in which they
are a barrier to be negotiated to arrive at expected knowledge products, amalgamation of perspectives,
and effective knowledge use.

To be clear, the value of a politics lens on knowledge co-production is not in theoretically settling the
political-or-otherwise status of research knowledge.97 What differentiates styles of knowledge co-
production is where the different stakeholders draw the boundaries between knowledge production
and politics. Do they encourage a restricted, instrumental political engagement towards a foreseeable
output? Do they confidently pursue a political re-ordering of knowledge processes and hierarchies?
Or is there some hybrid of these? Whichever they choose, the collaborative political process is made
visible, conscious and deliberate, instead of being kept below the threshold of awareness.21,98 Politics
becomes intentionally woven together, in contestable ways, with knowledge.

Domain 2: knowledge
The knowledge domain incorporates perspectives on the outputs of knowledge co-production, and
implied positions on the nature of knowledge. Beyond being a pure commodity made for truth’s sake
(conventional co-production), knowledge can have utility, transfer and ‘impact’ potential (provisional
co-production). Or knowledge can be something through which people become inclusively engaged in
social life (moderate co-production), or through which they gain new productive capacities (committed
co-production). Knowledge may even enable actors to become empowered (radical co-production).
Accordingly, knowledge has different kinds of existence: as an object in itself; as something exchanged
or negotiated among those who hold it; as something held communally by ever-changing collections
of people; or finally, as a constitutive property of a wider collective group, in a deeper, ongoing and
embodied sense.

Output/product
A common framing in knowledge co-production literature is the agenda for research impact,92,95,99,100

reflecting a utilitarian impulse to show use-value and policy relevance.101 Antonacopoulou102 upheld this
view of co-produced knowledge, inviting researchers to pursue delivery that had an impact, explicitly
turning away from political preoccupations (a provisional approach). In contrast, Pain et al.103 (human
geography context) critically explored the tensions between impact as an issue of economic accountability
and as a matter of social responsibility – both inescapably political concerns. They advocated co-production
as a way to ensure socially equitable and ‘radically transformative’ knowledge outputs.103

Capacity-building (committed) and empowerment (radical style) are also common framings in the
literature,40,104–106 whereas others speak of engagement, engaged scholarship and inclusion (a moderate
style).24,107,108 Each of these indicates a subtly different narrative of who and what knowledge is for.

Nature of knowledge
Associated with this array of output purposes are implicit understandings on the nature of knowledge
itself, frequently presented through metaphor.

For Rycroft-Malone et al.,33 the first move of health-care knowledge co-production is to challenge
‘pipeline’ conceptualisations of knowledge, knowledge transfer, implementation, the gap, and the
‘two communities’ model of knowledge production and use.21 A pipeline conceptualisation imagines
knowledge as a thing that must originate on the outside and be transported to the context where it is
applied, or as Kitson and Harvey109 see it:

. . . the process by which knowledge moves from where it was first created and refined to where it has to
get to in order to make an impact.

EXPLORING IDEAS OF KNOWLEDGE CO-PRODUCTION
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To sustain a ‘gap’ conceptualisation, these two places must be different, with knowledge travelling as
an object package from one to the other. To discuss knowledge implementation techniques in terms
of the success or failure of their transfer to the point of use109,110 is to retain a conventional sense of
knowledge as a commodity that exists autonomously and is delivered post production to people and
places without altering its nature.

Radical knowledge co-production, rejecting the object-and-transfer conceptualisation, imagines
knowledge instead as a valued attribute of people located in time and place, a process performed and
embodied, a presence that empowers and includes, a pervasive energy in movement and change, and a
collective and communal good. In short, knowledge as a positive mode of human being.111 For Kothari
and Wathen,112 this understanding:

. . . is not just about knowing but encompasses ways of being and relating . . . making space for an
additional ‘value-added’ communal perspective.

Between these idealisations is a middle ground of ambivalent metaphors. The idea of knowledge
exchange, for example, imagines collaborators each contributing a genre of object-like knowledge to a
sharing process that simultaneously creates knowledge anew, collectively.18 Some emphasise tension in
this dialogue, a ‘balancing act between imposing control’ (provisional) and ‘opening up a plurality of
voices’ (committed).113

When knowledge is said to be negotiated in co-production,114 a knowledge object again precedes the
interaction, which results in a more diffusely social knowledge (moderate style). However, when there
is any seeking of shared wisdom and ‘integrated or transformational understanding’ (committed style –

Schuttenberg and Guth115), there is also the possibility of troublesome conflict and re-assertion of power
status (provisional),98,114 felt as a ‘need to exercise a stronger voice’.115

These tensions are political, not merely between related actors, but between perceiving knowledge
as an object property held individually, unequal but shared and received, or an elusive and transient
presence realised through communion. Terms such as impact, negotiation, exchange and transformation
carry variable meanings in the literature, suggesting a range of tangled understandings that might be
disaggregated, given the right tools for dialogue.

Domain 3: identity
Politics experienced at the individual level can be conceptualised through identity, both in terms of the
roles that participants occupy, and by acknowledging individual feelings, affinities and sensibilities.

We found that roles in co-production might be separate and securely fixed (conventional style), or they
might fit together as complementary and negotiable where they meet (provisional style, in which case
conflict is more likely found to be counterproductive). Sometimes there is an expectation that roles
naturally overlap (moderate style), interfere and contradict (committed style), or disintegrate and
multiply (radical style), in which cases conflict may be naturalised and valued as significant.

The individuals involved might be thought by nature to be autonomous, or connected to each other in
singular, transactional ways; they might be more interwoven and interdependent; or, in the extreme
cases, less clearly separable from each other in terms of the multiple knowledge roles they embody.

In this domain, it is useful to hold in mind some typical characters in narratives of knowledge co-
production. The basic players are academic researchers (whose accounts are usually of central interest
for academic writers and audiences, even under committed and radical modes of co-production) and
non-academic stakeholders, such as (health) professionals, policy-makers and service users (whose
accounts rarely surface in enduring forms). Recurring figures include non-academics who gain skills and
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empowerment from involvement in research,116 researchers who skilfully ‘surf the boundary between
ways of knowing’96 and ‘critical friends’.117,118 ‘Critical friends’ implies researchers who are aligned with
non-academic institutions, but remain able to be critical, or non-academics who develop an expert
voice and agency in knowledge production by virtue of their insider status.119

Role
This spectrum spans the ways in which people are understood to occupy their socially designated roles.

If those roles are thought of as naturally ordered, given and fixed to individuals, it indicates a
conventional or provisional style in which one simply ‘is’ an academic or non-academic, and remains
unproblematically so. If roles become partly negotiable, this typifies moderate co-production. In
committed or radical styles, roles become performances, contingently (re)made by people and subject
to ongoing change; possibilities arise of people disconnecting from rigidly defined roles, crossing role
boundaries and enacting multiple performances, actively and creatively. In recognising an underlying
common humanness at this end of the spectrum, researchers can, as Greenhalgh et al.95 note:

. . . view research as a creative endeavour, with strong links to design and the human imagination . . .
[placing] individual experience at the heart of this creative design effort.

Klenk and Wyatt120 (environmental-economics context) similarly advocate ‘engagement with partners
that is creative and transformative rather than mainly informative’, suggesting experimentation with
role boundaries, and scepticism of pre-conceived roles and duties.

Fenge et al.121 (health and social care context) describe knowledge co-production ‘involving lay people,
volunteers, service users and carers in scholarly writing and dissemination’, exploring how academia
can embrace the expertise of these non-academics. Usually this suggests a single identity, such as a
patient, professional or health-care policy-maker, that serves as a warrant for involvement, but
becomes plural as collaborators contribute, not just information, but part of their personhood to
knowledge-making.122

Almost always, original role markers remain meaningful. The truly radical possibility is to abandon them
entirely and see all collaborators as people originally equal, communally connected through their
shared interest.

Individuals
Collaborative work can place demands on individuals. We see this reflected in O’Hare et al.’s118 interest in
‘coping strategies’ for critical tensions, Orr and Bennett’s123 reflections on their ‘at times disturbing and
debilitating’ experiences of co-production, and Vindrola-Padros et al.’s65 account of researcher-in-residence
strategies for facing challenges to their professional identity. This implies an individual consciousness that is
separable from the role a participant occupies and is able to reflect on competing demands.

For researchers, knowledge co-production brings perceived risks, such as dominance by particular
stakeholders, eroded independence and credibility, interpersonal conflict, burnout and stress, and
damaged careers.82 These threats relate to the individual status of the researcher, which, under the
individualistic model of personal worth dominant in academic research, is vulnerable.

For non-academics, collaboration is largely expected to be an edifying and empowering process.
By challenging the individualistic academic culture and directly confronting knowledge inequalities
and cultural boundaries, it could be seen to ‘democratise knowledge’.124 But such a framing, although
notionally moving non-academic individuals into positions of power, may also place considerable
responsibilities and expectations on them.
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Underlying such anxieties are equivocations over the nature of people as reflexive individuals. If people
are thought to be comfortable as autonomous beings (conventional style) then provisional or moderate
ways can be found to account for their connections, but more committed or radical approaches are
problematic. If the natural state of people is thought to be as communal, interconnected and multiply
oriented beings, then the challenges of more radical co-production may be considered worthwhile and
intrinsically valuable for the way they decentre individualistic orthodoxies.

This ontology of individuals meshes with an ontology of roles as fixed and stable (if restrictive) at
one extreme, or mutable and multiple (allowing for creativity, if sometimes disorienting) at the other.
The space between has possibilities for dialogue and the ongoing reconstruction of roles, and of the
reshaping of the identities of the individuals occupying those roles.

Domain 4: space–time
Time and space are highly visible points of interest in knowledge co-production literature.
Conventionally, time is imagined in a linear way, with knowledge first produced, then moved into policy
or practice settings; provisional arrangements may be made around a variable but linear process of
production and dissemination. Moving along this spectrum, time can enfold different collaborative
stages that repeat and overlap or become more consciously iterative. In the radical ideal, ongoing
production and ongoing application are in a mutually constitutive continuous cycle of renewal.

Space may be strictly divided between separate research and practice locations, or attention may be
given to in-between, liminal meeting points where institutions begin to overlap. A blurring of boundaries
and conscious challenging of spatial designations characterise more committed and radical forms
of co-production.

Time
Time is crucially important in knowledge co-production. With non-academic contributors, time is usually
prioritised by their primary identities (as managers, practitioners, etc.); negotiation is often necessary to
divert that time towards knowledge collaboration. Co-ordinating the schedules of diverse stakeholders for
meetings is a basic difficulty.37 Supposing collaborators are brought together in a timely way, writers often
emphasise the long time required to nurture collaboration: time invested in building trusting relationships
and accumulating confidence among collaborators, and time taken to agree and implement knowledge-
making plans, with the implication that the added value of outputs should correspond to added time inputs.
Lehmann and Gilson125 speak on behalf of many co-producing researchers:

We spent an awful lot of time in meetings, formal and informal, big and small, in cycles of conversations
to plan and implement strands of work, reflect on their outcomes and replan.

These cycles of conversations allude to a characteristic aspect of committed and radical styles: the
iterative nature of knowledge co-production, in which different stages of the research process overlap
more than in orthodox research – ‘planning, execution, dissemination and implementation are not
separate and linear phases but interwoven’.95

This contrasts also with provisional co-production in which consultations at specific points punctuate
the path of knowledge into practice. A moderate style of co-production signifies ambiguity and overlap
between pre-made knowledge being moved into application, and an ongoing process of making and
modifying knowledge at the same time as ‘using’ it.107

Space
In the conventional ideal, a ‘gap’8,78 envisages a one-way flow of knowledge in space from sites of
production to adoption and routine use. In the radical ideal, knowledge attaches to communities in
places, so is made just as it is inhabited and enacted, in a closed, reflexively aware loop. In between
these extremes are a range of possibilities for co-production embedded in space and place.
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Ideas about the in-between spaces that separate and connect institutions are ever present in
knowledge co-production. These liminal interstices are valuable, for example, in creating ‘a shared
space where multiple communities can come together’,23 and where collaborators are ‘able to challenge
ideas and existing policies or entrenched beliefs’126 in ways otherwise not possible.

Rather than refer directly to specific physical sites important for knowledge co-production, writers
sometimes evoked space through social-psychological metaphors. They wrote of space beyond
hierarchies and boundaries; indeterminate social space; permeable space;114 exploratory space;79

nurturing, safe and inclusive space;127 space ‘both embedded in and insulated from research and
practice’ and spaces ‘open, autonomous, unpredictable, dynamic, reflexive, and shared’;128 and spaces
of ‘dialogic co-inquiry’ and the ‘cramped’ space of co-production.40

Across the intermediate spectrum of spatial designations, these metaphors range from those that
look for liminal gaps between original single-purpose spaces (provisional), those that bring different
purposes to coincide and overlap in one space (moderate), and those that challenge and blur the
boundaries between spaces (committed).

All of these pragmatically repurpose and reinterpret the physicality of extant institutions, whereas,
in radical knowledge co-production, there is an acknowledged political awareness in the redefining
of spaces. Bremer and Funtowicz129 draw on the political geography of Doreen Massey to highlight this
awareness of distinct narratives of space that ‘coexist, meet up, affect each other, come into conflict
or cooperation’. For many collaborative purposes, however, a language of spanning and blurring
boundaries, temporarily displacing orthodox routines and interactions, and flexibly redrawing the
borders between institutions – a metaphorical language of space – is found sufficient.

Domain 5: aesthetics
Knowledge co-production involves an aesthetics of attitudes, dispositions and emotional attunement
that resonates across domains. Preferences for simplicity, rigidity and predictability in more
conventional forms merge into a tolerance and interest in social complexity in intermediate forms of
knowledge co-production. Beyond this, there is a positive solicitation of emergent outcomes, and an
attraction to collective knowledge states that cannot be foreseen (implied in more radical approaches).

Alongside this, we find different valuations and language around emotions. Emotions can be
marginalised, or a manageable complication to knowledge mobilisation and application; can be a
complementary and useful form of rationality; or can be of foundational value in themselves as part
of knowledge-making processes. At the radical extreme, the emotion/rationality distinction disappears,
as communal production becomes shared, embodied and affect infused.

Preferences
Preferences, affinities and aversions in co-production writing are easily detected in the literature we
reviewed, although not always so openly acknowledged. Our interpretation brings these recurring
themes into open conversation. For instance, appreciative considerations of multifaceted, evolving
connections between co-producing individuals and institutions suggest an ethic of connectedness and
mutual responsibility between academia and other social sectors.130 This leads away from a simple
schema of entities with isolated purposes towards complexity of social patterns and trajectories.131

A complex system is more likely to appear untidy, or messy, and lead to outcomes that are unforeseeable
or not predictable, and is often thought to be more valuable for that.

Borg et al.,132 writing on ‘valuing uncertainty’, tell of attempts to explore multifaceted realities
through complex processes that ‘can be intense, unpredictable and at times rather chaotic’. Interest
in complexity,21,133,134 in messiness105,135 and tolerance of messiness,33 in plurality and mutability136

and unpredictability95,128 is woven through narratives of knowledge co-production. These tropes create
a graded succession, from knowledge transfer that is accountable and predictable (provisional),
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knowledge exchange that is attentive to complexity (moderate), and co-productions seeking creativity
and social innovation (committed). Radical intentions are signalled by a challenge and subversion of
orthodox constructions and a scepticism of norms conventionally made to appear simple, in which
messy boundary work is moved backstage, out of view.137,138

Emotions
Human actors embedded in messy realities may not be well placed to grasp and govern their situations
in the manner of singular purposive and rational minds holding unitary object knowledge. They must
find ways to create collective wisdom, drawing on diverse sources and expressions of connectedness
to the world,139 indicating the importance of the ‘more-than-rational’.139 Orientation to emotional
knowledge and things known instinctively through experience,140 as well as attention to shared feelings
and affect,141 are often active in knowledge co-production.

One example of emotionally rich language is the motif of ‘nurture’ common in this literature, whether
used appreciatively102,112 or sceptically.38 ‘Trust’ is also usually cited as a foundational condition of
successful partnership.142–144 The nature and conditions of this trust may suggest a strategic management
and positive use of emotion, for example when Jagosh et al.116 carefully engaged community members
‘who were already known to be knowledgeable, sincere, compassionate, and understanding’, so that
others would ‘feel safe participating’. In other cases, emotional currents are detectable as forces
motivating co-production. For instance, when Klenk et al.145 envisage knowledge practices that ‘move
and affect not only present concerns but also future solutions’, hope is a foundational emotion for
energising the project.

Attunement to emotional knowledge does not imply positive emotional states. More often than being
joyous, the emotional relations of knowledge co-production are fraught and difficult. What distinguishes
styles of co-production is the extent to which emotions are given legitimacy in juxtaposition with
rational object knowledge. In moderate styles of co-production, emotions and rationality are imagined
to complement one another in working towards consensus or productive difference. In committed
knowledge co-production, emotions may be foregrounded as sources of knowledge, emphasising the
human and creative processes of project design. In radical knowledge production, mirroring the collapse
of a knowledge–politics binary, the dichotomy of reason and emotion is more unstable. Rational and
affective streams of consciousness are woven together into a thinking–feeling fabric of being.

Representing the conceptual framework

To visualise the five-domain framework, we created a diagram (Figure 3) in which co-production styles
appear as concentric circles, and domains and subthemes as pairs of ellipses arranged around a central
locus. An arrangement with conventional research on the outside and radical co-production at the
centre evokes the impression of distancing and separateness in the conventional style, and of closeness
and intensity in radical co-production. The ellipses representing each subtheme convey a dynamic
sense of motion, we hope, as projects and collaborators may fluctuate between possibilities.

Table 2 characterises each marker point along the subthematic spectrums with a word or two, creating
a grid of possibilities for co-production projects that can be read horizontally (to see progression
across spectrums) or vertically (to see the properties of each style). Gradations in shading suggest the
idea of blending between styles. A perspective that is in some ways committed, for example, could be,
in other ways, radical or moderate, but is less likely provisional or conventional, if our domains are a
sound analysis of thinking around co-production. However, all approaches are legitimate; dissonance
between aspects of a project may indicate tension and dysfunctionality, but may also reflect different
goals and intentions co-existing within a project, or changes in a project’s character over time. To
emphasise, we propose these labels of recurring patterns to be descriptive, not normative.
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Space–time

Knowledge

Identity
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Politics
Ideology

Transactions
Nature of knowledge

Time
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Preferences/affinities

Roles

Individuals

Output/product

Emotions

FIGURE 3 Domains and subthemes of knowledge co-production.

TABLE 2 Characteristic marker points along subthematic spectrums

Spectrum

Style of knowledge co-production characterised as

Conventional Provisional Moderate Committed Radical

Politics spectrums

Ideology is Apolitical Utilitarian Engaged Transformative Emancipatory

Transactional
politics are

Pollution Necessary Valuable Essential/essence All-encompassing

Knowledge spectrums

Output/product is Pure knowledge Application,
impact

Engagement,
inclusivity

Process, capacity Empowerment

The nature of
knowledge is

Object Transactional Negotiated,
exchanged

Communal Embodied being

Identity spectrums

Roles are Separate, fixed Complementary Consensual,
negotiable

Conflictual,
problematic

Unstable,
multiple

Individuals are Autonomous Connected Interwoven Communitarian Inseparable

Space–time spectrums

Time is Linear Variable-linear Overlapping Iterative Cyclical

Space is Separate Liminal Overlapping Blurred Contestable,
politicised

Aesthetic spectrums

Preferences are Simple Predictable Complex Emergent Unforeseeable,
subverted

Emotions are Marginal Manageable Informative Foundational Ubiquitous

Note
Gradations in shading suggest the idea of blending between styles.
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Concluding remarks

Through our narrative literature review and detailed framework analysis, we have offered some conceptual
categories, language and metaphors for articulating and disaggregating knowledge co-production aims and
processes. These were derived from academic literature on knowledge co-production from a wide range of
fields and traditions. We have provided a theoretically rich, yet robust and pragmatic, way of understanding
and talking about the different aspects of knowledge co-production.

Conceptually, the framework explores five domains of meaning seen repeatedly in the literature, each
with two distinct subthemes. Representing these on a spectrum, from more conventional knowledge
production (shared subsequent to being created) to more committed or radical co-production, has
allowed us to see the variegated nature of co-production possibilities. Should this way of mapping the
field take hold, there is the possibility of greater depth and nuance to conceptual conversations, and
more precision in theoretically informed empirical explorations of co-production practices.

More practically, the framework provides a coherent and consistent language for surfacing assumptions,
sharing perspectives and making sense of difference. Therefore, we hope that knowledge collaborators,
such as those embarking on embedded research initiatives, will use the framework to articulate their
views on shared projects, both at inception and as they evolve. Primarily, we hope they will use it to
identify their own and each other’s positions, to better communicate around and organise projects,
and hence to be more successful in delivering those projects to meet various goals and outputs.

Of course, such a process may be as revealing of dissonance and divergence as alignment. For example,
any specific project may have aspects that suggest different points on different spectrums at the same
time. Sometimes such differences could promote productive tensions; at other times they may be
sources of conflict and misunderstanding. Moreover, dynamic change, not static positioning, is to be
expected: projects may shift between points on the various spectrums over time. The language and
labels we have presented may thus be useful for analysing coherence or incongruence, and for articulating
and examining dynamic shifts.

Through this review work, we have revealed the considerable complexity, nuance and contestability
of simple ideas of knowledge co-production. But we have done so in a way that provides a practical
framework for interrogating the idea and translating its aims and methods into practice. The second
part of workstream 1 (and the second literature review) moves, in turn, to unpack ideas of embedded
research practice (see Chapter 3). In this way (through these two reviews combined), we can get a
better conceptual grasp of the diverse models of embedded knowledge co-production that lie at the
heart of this project. The nature and findings from that second literature review are presented next.
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Chapter 3 Exploring ideas of embeddedness

Text throughout this chapter has been reproduced with permission from Ward et al.146 This is an
Open Access article distributed in accordance with the terms of the Creative Commons Attribution

(CC BY 4.0) license, which permits others to distribute, remix, adapt and build upon this work, for
commercial use, provided the original work is properly cited. See: https://creativecommons.org/
licenses/by/4.0/. The text below includes minor additions and formatting changes to the original text.

Introduction

As noted in Chapter 1, and in line with the growing interest in knowledge co-production explored in
Chapter 2, there has been a recent surge of interest in embedded approaches to research, particularly
within health care. These have tended to focus on developing more productive ongoing relationships
and increased social interaction between researchers and those in organisations. Examples include the
incorporation of evidence-generating organisations into the wider health service delivery system,147,148

research–practice partnerships149 and local participatory research initiatives.150

An increasingly popular form of embedded research involves physically locating researchers in non-
academic organisations. In this incarnation, embeddedness refers to researchers being ‘in residence’ in
the organisation,47,151 and ‘research’ is used to denote at least three things: the knowledge and expertise
that researchers bring with them, the research-based knowledge that they broker into the organisation,
and the new insights that are developed from data gathered and interpreted in situ. The negotiation
of expertise, the contextualising of external knowledge and the co-production of new understandings
are often key tenets of this type of initiative, leading to its comparison with the notion of ‘engaged
scholarship’.65,152,153 This is perceived to lead to greater organisational ownership of the knowledge being
produced, ultimately leading to its incorporation into the work of the organisation.65,154

A growing literature has started to highlight the multiple challenges that face embedded researchers
and those with whom they work.155,156 These include the challenges of establishing and maintaining
relationships in the face of busy work schedules and tightly controlled service delivery spaces, defining
and adapting the scope of the knowledge production work being undertaken, and maintaining an
academic identity.65 The literature has also started to highlight the aspects of an embedded research
initiative that facilitate change, including trusting relationships, shared-decision-making, clear
communication about the focus and function of the embedded researcher’s role and negotiating the
different understandings that those in the organisation may have of the researcher’s role.152

This growing literature largely focuses on descriptions of individual initiatives and/or the experiences of
embedded researchers themselves, taking only an overview of the principles of embedded research. Reading
across this literature, there are signs that embedded research initiatives are expressed and conducted very
differently. However, there has been relatively little in the way of analysis of this diversity. This has resulted
in a lack of understanding about what initiatives look like in practice, how and why they are designed as they
are, and the implications of different variants. Workstreams 1 and 2 aimed to address such gaps.

Here we present the results of the second literature review carried out under workstream 1,
identifying and analysing the published literature on embedded research initiatives as they have been
put into operation. These findings are then combined with the scoping work of workstream 2, which
sought to identify and analyse extant embedded schemes in health-related settings in the UK. In
combing insights from the published literature and practical UK experience in health care, we have
been able to outline 10 themes that encapsulate the key features of embedded research initiatives.
These form a practical framework to understand the design features of embedded research initiatives.
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Methods

This work comprised three parts spread across workstreams 1 and 2. The first was a review of the
theoretical and empirical literatures on embedded research across different disciplines and settings.
The articles included for analysis are listed in full in Report Supplementary Material 2. The second was a
scoping exercise of embedded research initiatives in operation specifically in health settings across
the UK. The third was a co-production workshop with embedded researchers and their managers.
The literature review and scoping exercise ran in parallel, being mutually informative; the workshop
was an integral part of the engagement strategy (workstream 4) and allowed refinement and some face
validation of the emergent findings.

Assembling the published literature
For our review of the embedded research literature, we used a modified CLUSTER (Citations, Lead
authors, Unpublished materials, Google Scholar, Theories, Early examples and Related projects) method.157

This approach to systematic reviews of complex interventions was developed as a way of providing both
contextual thickness (an adequate description of the intervention and its context) and conceptual richness
(the theoretical and conceptual development that explains how an intervention is supposed to work).
The developers of the method argue that this level of detail is unlikely to be present in a single publication,
but may be present in a ‘cluster’ of related publications and materials. We reasoned that this method would
help us better understand the intent, structures and processes underpinning embedded research initiatives.
The aspects of the method that we used are outlined in Figure 4, adapted from Booth et al.157

We began by assembling a database of 45 potential ‘pearl’ citations (papers focusing on an identifiable
embedded research initiative; see Figure 4) from different disciplines including education, health and
urban development. These citations were sourced from a review conducted by members of the wider
team in 2015,158 from database searches between that review and January 2018, and through personal
contact with key informants.

We discarded those citations that did not focus on a specific embedded research initiative, and then
grouped together those that focused on the same initiative and/or involved the same authors. This
resulted in 26 distinct ‘clusters’ of papers. We then used forwards and backwards citation-tracing and
author searches to identify related materials to add depth to each cluster. This resulted in a total of
47 papers across the 26 clusters.

Assemble
cluster of

related
papers 

Conduct
cluster
search 

• Reference list of pearl
    citations
• Author search (Web of
    Science/Google Scholar)
• Citation search (Web of
    Science/Google Scholar)
• Study name search
    (Google Scholar)

Identify
key ‘pearl’
citations  

• Previous literature
    review
• New bibliographic 
    database search
    (Web of Science)
• Key informants 

FIGURE 4 Aspects of the CLUSTER method used in our study. This figure was created using the logic and approach as
laid out in Booth et al.157 Pearl citation, a key paper on an identifiable initiative that acts as a retrieval point for related
outputs that may help to explicate theory or understand context; cluster search, a systematic attempt using a variety of
search techniques to identify papers or other research outputs that relate to a pearl citation.
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Scoping extant schemes in health and health care
For our scoping exercise (workstream 2), we focused on embedded research initiatives in operation
in health settings across the UK. These settings included public, private and voluntary sector
organisations with a role to play in commissioning and/or delivering health services. We used our
network of contacts; requests via mailing lists such as the NHS Contact, Help, Advice and Information
Network (CHAIN); and posts on Twitter to identify potential embedded research initiatives. We kept
the definition broad at this stage to capture initiatives described as embedded and researchers who
defined themselves as embedded.

We identified a total of 90 potential embedded research initiatives. We then used three criteria
to determine which were of most interest and relevance to this study. These focused on identity
(were the researchers in the initiative trained and/or experienced in research and were they seen
as a researcher by those in the health setting?), knowledge production (was the initiative designed
to produce knowledge that would have direct relevance and application to the organisation?) and
immersion (were the researchers physically located in the health setting for a significant portion of
their working week?). These enabled us to narrow our focus to 45 initiatives, a summary of which can
be seen in Tables 3 and 4.

For each initiative, we gathered publicly available information if possible (e.g. from websites). Each
initiative was asked to share internal documents including role descriptions, strategy documents and
reports. In this way, we constructed a database of documentation on each of these schemes (a total of
236 source items). To deepen our understanding of the varying types of initiatives, we also conducted
telephone interviews with individuals from 12 initiatives, selected on the basis of diversity, taking into
account their setting, longevity, structural features and overall purpose. When possible, we interviewed
both an embedded researcher and the manager or instigator of the initiative, conducting 17 interviews
in total. Interviews focused on adding depth to our understanding of the intent, structure and processes
associated with embedded research initiatives, with the interview guide being developed from the evolving
literature analysis.

Analysing the assembled materials
We used an inductive and iterative analysis process to bring together the embedded research
literature and scoping materials. We began with a detailed reading of the clusters identified during the
literature review, concentrating on extracting definitions, concepts and working theories associated
with each cluster. Through ongoing discussion between team members, we developed provisional and
emergent themes. Next, we applied these themes to materials gathered during the scoping exercise,
using them to produce detailed analytical descriptions of each initiative. During this process, we
sometimes identified additional themes or merged or disaggregated others (going back to the literature
clusters as necessary), until the analytic descriptions gradually stabilised. Finally, we coded the

TABLE 3 Embedded research initiatives in UK health settings (summary)

UK location Health service setting Duration
Employment
arrangements

South East (n = 16)
Midlands (n = 9)
South West (n = 6)
Wales (n = 4)
North East (n = 3)
Yorkshire and the
Humber (n= 2)
Scotland (n= 2)
East (n = 2)
North West (n = 1)

Community (n = 16)
Acute/secondary (n= 14)
Primary (n = 9)
Multiple (n = 6)

≥ 5 years (n = 12)
2–4 years (n = 20)
12–24 months (n = 10)
Up to 12 months (n= 3)

University (n= 23)
NHS (n = 13)
Joint (n = 5)
Other (n= 4)
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TABLE 4 Embedded research initiatives in UK health settings

Initiative ID (anonymised) Setting Scale Time frame Location

Alliston Community Project 12–24 months South East

Amhurst Community Project ≥ 5 years Yorkshire

Athelmer Multiple Portfolio ≥ 5 years Wales

Barrington Acute Portfolio ≥ 5 years Midlands

Battleford Primary Portfolio 2–4 years South West

Bayfield Community Portfolio ≥ 5 years North East

Bonnyville Acute Portfolio ≥ 5 years Midlands

Bridgetown Multiple Portfolio 2–4 years Scotland

Broderick Acute Portfolio ≥ 5 years South East

Chipman Community Portfolio 12–24 months South East

Coaldale Community Project 2–4 years South East

Coxheath Acute Portfolio ≥ 5 years South East

Crofton Community Portfolio 2–4 years East

Dawson Community Project 12–24 months South East

Evansville Acute Portfolio 2–4 years South East

Ferland Acute Portfolio 2–4 years Midlands

Finmoore Primary Portfolio 2–4 years Wales

Fruitvale Acute Portfolio 2–4 years South East

Fulford Community Portfolio ≥ 5 years Midlands

Gardenton Community Portfolio 2–4 years Midlands

Garrick Multiple Portfolio 2–4 years Scotland

Geraldton Multiple Portfolio Up to 12 months Wales

Glenburnie Primary Project 12–24 months North West

Glidden Community Portfolio 2–4 years South East

Goderich Community Portfolio 2–4 years North East

Goldpines Primary Project 12–24 months South East

Greenway Multiple Portfolio 2–4 years South East

Hillmond Acute Project 12–24 months Yorkshire

Kisbey Multiple Portfolio 2–4 years Midlands

Lawrencetown Primary Project Up to 12 months South East

Oakburn Community Project 12–24 months Midlands

Pinebluff Community Project 12–24 months South East

Porter Primary Portfolio ≥ 5 years Midlands

Reaburn Acute Portfolio 2–4 years South East

Retlaw Acute Portfolio 2–4 years South West

Rockland Acute Portfolio 2–4 years East

Rosetown Primary Project 2–4 years South East

Sherwood Park Acute Project 12–24 months South East
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interview data using the same themes, while being alert to the identification of further themes or
destabilisation of existing ones. Throughout the analysis process, we compared and discussed the
coded materials and descriptions, with repeated and intensive discussion across a core group (VW, TT,
BR and HD) and broader sense-testing across the whole project team. Over time, we settled on a set
of 10 themes, and a finer-grained set of subthemes, that seemed to represent the key features of
embedded research initiatives.

Testing the emergent findings with embedded research actors
The third and final part of this study involved testing and validating the themes and putting them into
an overarching framework. We held a day-long co-production workshop with embedded researchers
and their managers (n = 18) that made use of a range of creative activities and was facilitated by an
experienced team of researchers in design and health (see Acknowledgements). Activities included
commenting and adding thoughts to postcards representing each of the themes, discussing the relative
priority of each theme, and building physical metaphor models of the themes and their interconnections.
Workshop participants confirmed and validated the importance and relevance of all 10 themes and
suggested ways of linking the themes in a single metaphor for an embedded research initiative. This was
used subsequently to derive practical guidance and web-based tools and resources for those designing
or analysing embedded initiatives (see Chapters 6 and 7).

Findings

The themes and subthemes are summarised in Table 5, grouped into three categories: intent, structure
and processes. Although there are some overlaps, resonances and implications that run across the
themes, they have proved robust in conversations within and beyond the research team, and have
survived repeated testing against the source materials.

In the following sections, we describe each theme and associated subthemes in some detail, providing
evidence from the various source materials (specific initiatives have been disguised by using coded
names; see Table 4 for brief information on each initiative).

The intent of embedded research initiatives
Across the data, we were able to identify two themes relating to the underlying intent of embedded
research initiatives: the intended outcomes and the nature of the power dynamics. The first of these is
often to the fore in discussions about embedded research, whereas the latter often remains obscured.
These are now explored in turn.

TABLE 4 Embedded research initiatives in UK health settings (continued )

Initiative ID (anonymised) Setting Scale Time frame Location

Silverdale Primary Portfolio Up to 12 months South West

St Thomas Acute Portfolio 12–24 months North East

Streetsville Community Portfolio ≥ 5 years South West

Summerside Community Portfolio 2–4 years Wales

Usk Community Portfolio ≥ 5 years South West

Waterford Acute Portfolio 2–4 years Midlands

Weedon Primary Project ≥ 5 years South West

ID, identifier.
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Intended outcomes
The primary explicit focus, or intent, for many initiatives was to produce knowledge that would be
beneficial within the health-care organisation. This knowledge included both local insights (generated
through local service evaluation, service improvement or practice development activities) and more
generalisable knowledge (generated through larger-scale, formalised research activities and aimed at

TABLE 5 Embedded research initiatives: design considerations and operational features

Category Theme Subthemes

Intent Intended outcomes Knowledge outcomes

Capacity outcomes

Reputational outcomes

Power dynamics Control

Contribution

Gain

Intended effect on power dynamics

Structure Scale Scale of work

Timescale

Team size and composition

Involvement Who is involved

Scale and location of involvement

Type of involvement

Involvement mechanisms

Proximity Location

Intensity

Visibility

Belonging Boundary management

Contractual arrangements

Informal arrangements

Process Functional activities Range of activities

Purpose of activities

Training and support for activities

Skill and expertise Topic specific

Methodological

Interpersonal

Relational roles Level of interdependence

Relational stance

Type of input

Learning mechanisms Performance monitoring

Formal evaluation

Informal learning and reflection
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wider peer-reviewed promulgation). Some initiatives aimed to produce both forms of knowledge across
a portfolio of different projects:

We just call it research with a big R or research with a small r. So, research with a big R is probably
funded . . . The small-r stuff is more clinician generated . . . I don’t see it as a hierarchy, I almost see it as a
journey, a pathway.

Embedded researcher, Crofton

Many initiatives also intended to bring about outcomes related to the capacity and capability of the
individuals and organisations involved. These included the capacity to produce knowledge, to deliver
services and to generate income:

The RiR [researcher-in-residence] role supports scale-up and spread of good practice, in order to share
benefits of activity improvements.

Finmoore documents

The role is expected to result in:

The building of a culture in the locality which values the contribution of participatory evaluation of
complex improvement programmes.

The building of local capacity and capability for critical evaluation.
Goldpines documents

Interestingly, the focus of such capacity-building activity was predominantly on the health service
setting, rather than the academics and their organisations.

Some initiatives focused additionally on the reputational benefits of embedded research.159 These included
access to and involvement in large-scale change or research projects, the number of publications arising
from an initiative, and increased or continuing funding for research and/or service delivery (which could
stem from being seen to be involved in an initiative or from the knowledge being generated by an initiative):

They have used every bit [of evidence] that we’ve generated, and all of the documents that we’ve produced
sit proudly in the CEO’s [chief executive officer’s] office and they’re given out at all of the events. So they do
really value this as a, almost like a commodity . . . It raises the profile of the organisation.

Embedded research manager, Streetsville

Power dynamics
As with many schemes that focus on the persistent gap between research and practice, embedded
research initiatives often addressed power dynamics, sometimes explicitly and proactively or, perhaps
more often, implicitly and reactively. Duggan155 speaks to this tension when he cites Cheek:160 ‘Taking
money from a sponsor is not a neutral activity; it links the researcher and research inexorably with the
values of that funder.’. From our reading of the source materials, two aspects of power (who and what)
seemed to be attached to three different facets of the initiative (control, contribution and gain). The
concerns, then, were often about who is in control of the initiative, and what aspects of it are they in
control of; who contributes to the initiative, and what do they contribute; and who benefits or gains
from the initiative, and what are these benefits?

The first part (i.e. who is in control, contributes and gains?) tended to be reflected in the structural
arrangements of an initiative, but was rarely discussed openly by our interviewees or in the literature.
Those involved in initiatives appeared to be more cognisant of the second part of these power-related
subthemes (i.e. what is being controlled, contributed and gained):

Successful research–practice partnerships require co-contribution of resources if the partnerships are to
endure . . . financial and in-kind contributions made by both parties . . . demonstrated commitment to the
partnership and the value of its outcomes.

Wolfenden et al.149
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A further way in which power dynamics played out was in relation to the intended effect of the
initiative on the traditional roles ascribed to academia and practice, whereby academics were
conceived as knowledge producers, and practitioners as knowledge consumers. Many initiatives sought
to influence not only these epistemic positions, but also those found in health-care practice itself
(e.g. between different groups of health-care professionals):

One of the things that I’ve ended up being is this kind of weirdly passionate advocate revolutionary on
behalf of nurses – because I just think that they’re treated like shit basically. And clinical teams talk a big
game about being this great high-functioning team, but they don’t really mean it – they don’t really treat
nurses’ perspectives or admin[istrators’] perspectives, or anyone who’s not a consultant’s perspective as
[being as] valid as their own. And I’ve ended up fighting for that.

Embedded researcher, Broderick

Or as Cunliffe and Scaratti153 noted:

While the Board might have invited the researchers in as ‘experts’, the researchers were keen to renegotiate
that power relationship by acknowledging the expertise and situated knowledge of all participants.

However, actively disrupting power dynamics was rarely the explicit intention of initiatives. Although
some sought to challenge power dynamics by bringing epistemic differences and other inequalities into
focus, others sought to rebalance them by blurring roles and boundaries (e.g. by involving health-care
staff in collecting and analysing data). Still others sought to maintain or bolster traditional roles and
relationships, or simply left these unaddressed. In fact, many of our interviewees were reluctant to
discuss power dynamics, or explicitly downplayed their relevance, and often seemed to have given
these concerns little or no consideration:

The main driver especially for my managers is just improving clinical services . . . I don’t think [the power
dynamics] really comes into anyone’s thought processes.

Embedded researcher, Barrington

Our workshop participants, in contrast, suggested that power dynamics were an emotive and often
painful issue for those involved in embedded research initiatives, using words such as ‘emotion fuelled’,
‘tension’ and ‘frustrating’ when reflecting on this theme. Such feelings were also evident in the literature,
such as when Hackett and Rhoten161 reflect on their ability (or lack thereof) to speak of their findings.
Further discussion revealed that it was precisely when power dynamics were hidden or unacknowledged
that significant disruption and frustration were experienced by those involved in the initiative.

The structure of embedded research initiatives
As outlined in Tables 3 and 4, the on-the-ground initiatives that we identified were located in different
institutional settings and structured in diverse ways; such structural diversity was also seen in the
literature. We were able to draw out four themes that represented the various structural features of
embedded research initiatives: scale, involvement, proximity and belonging.

Scale
The scale at which embedded research initiatives were operating was a notable structural feature
across the data. This comprised the scale of the work undertaken, the timescale of the initiative,
and the size and composition of the embedded research team.

Early examples of embedded research initiatives in health-care settings tended to be relatively small
in scale and short lived,151 often focusing on well-defined projects such as service evaluations.64

Although we found examples of such single-focus, time-limited initiatives, many of those uncovered
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more recently had wider interests and/or a much longer time frame (over one-quarter had endured for
≥ 5 years; see Table 3). Moreover, some initiatives comprised a portfolio of defined projects, whereas
others were more emergent:

This document will not establish the scope of the work and specific project areas . . . This may enable the
role to be deployed in a range of settings, meeting the demands and needs of front-line services.

Finmoore documents

Much of the embedded research literature focuses on the challenges associated with performing the
role of an embedded researcher and the need for ongoing support and mentoring.63,155,156 Many of
these observations stem from initiatives comprising an individual researcher working in a health
services setting. Although our scoping exercise found examples of such initiatives, it also identified
instances of embedded teams of researchers.162,163 Our workshop participants suggested that
multidisciplinary embedded research teams were particularly important for addressing the complex
issues and problems that face health-care organisations.

Involvement
Another important structural feature of embedded research was the involvement of various actors
within the initiative. We sought to establish whether or not embedded research initiatives involved
people other than those researchers and health service staff working within them (e.g. going wider to
include patients and members of the public) and, if so, how their involvement was facilitated and
managed. From this, we developed four subthemes: who is involved in the embedded research
initiative, the scale and location of their involvement, the activities they are involved in and the
mechanisms for their involvement.

Relatively few initiatives were clear about the involvement of patients and members of the public in
their work, and published accounts sometimes point to dissonance between intended and actual
patient involvement.64,150,153 Of those that did discuss this aspect, the majority limited involvement to
the specific knowledge work being undertaken in the initiative (e.g. a well-bounded service evaluation
or improvement project), rather than involving people in the design or operation of the embedded
research initiative itself:

We recruited a service user partner to the evaluation team . . . If I’m going to be honest, I don’t think
I would describe her as being involved in my role – more on the project.

Embedded researcher, Goldpines

Although rarely involving patients and members of the public, some initiatives did involve a wider
range of stakeholders in activities, such as advisory groups. As with patients and members of the
public, however, activities were also more likely to relate to the work being undertaken by the
embedded researchers, rather than the conceptualisation or conduct of the initiative as a whole.

Proximity
Given the focus on researcher immersion as one selection criterion for initiatives, and the importance
placed on this in the literature, we identified researcher proximity as a key structural feature. We did,
however, identify three somewhat distinct ways in which immersion or proximity could play out in
practice: through physical location, intensity and visibility.

Although seen as a key enabler of embedded research, the physical location of the researcher varied
across initiatives and was not always a straightforward decision for many. Initiatives that comprised a
portfolio of projects, or were more emergent in nature, faced decisions about where and with whom
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the researchers should be located, what spaces they would have access to and whether they would be
working at a single location or across multiple spaces:

I am evaluating the [area-wide multispecialty] programme, a partnership of six organisations representing
health, social and voluntary care . . . Challenges include: where am I embedded? In a team? Or in the
space between strategy and delivery?

Goldpines documents

The intensity of contact between the researcher and those in the health-care setting was also variable
across initiatives. Although documents from many initiatives showed a clear expectation about the
proportion of researcher time to be spent in the health-care setting, these proportions ranged from
20% to 100%. Regardless of these documented expectations, the intensity of contact between
researchers and those in the health-care setting tended to vary over time, with researchers often
reporting a need for greater intensity towards the start of an initiative as relationships were being
formed and expectations agreed.

The visibility of the researcher(s) was related both to their physical location and to the intensity of
contact, but was not merely the result of these structural features. Visibility was instead more nuanced,
and spoke to the profile of the researcher(s) and their embedded research work and the extent to which
they were known and well regarded within the health-care organisation and further afield:

My role has changed quite a bit, so I’m becoming more visible . . . a lot of introductions from more senior
members of staff.

Embedded researcher, Crofton

Visibility, then, is a function of the informal, relational work carried out by the researcher and the
formal, structural features of an initiative, as well as the import or impact of their activities.

Belonging
Embedded research initiatives can be thought of as a mechanism for bringing together the
worlds of research and practice. As such, we identified a number of structural features related
to belonging (or otherwise) to these different worlds, and how this was facilitated in embedded
research initiatives.

Both the literature and the people we interviewed emphasised the often precarious nature of working
in an embedded role, and the sense of liminality that could arise from the need to work across (and
between) multiple boundaries.156,164,165 These included the epistemic and functional boundaries between
academia and health-care settings, and those that arose between different organisations, professions,
teams and priorities in each of those settings:

If I’m really honest, this has tested me to breaking point almost, because it’s not easy. The university were
interested, then they weren’t, and then they were – I don’t belong to the teaching fraternity, I don’t belong
to the research fraternity.

Embedded researcher, Finmoore

Embedded research initiatives often made use of a variety of formal, contractual arrangements to
enable researchers to belong to the worlds of research and practice and to manage the boundaries
between these. Contrary to earlier literature on embedded research,158 the embedded research
initiatives we uncovered rarely made use of joint contracts of employment between academic and
health service organisations (see Table 3). Instead, expectations and agreements about how researchers
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would formally belong to these settings were often documented in a memorandum of understanding
(MoU), a funding agreement and job descriptions:

This MoU defines the relationship between the parties and sets out roles and responsibilities within this; it
sets out how the group will be governed, the duration of the arrangement, principles of working together
and agreed terms and conditions.

Garrick documents

In addition to formal, contractual arrangements, initiatives also made use of a range of more informal
arrangements to enable researchers to belong to different worlds. These included support networks,
mentors and champions. Although some initiatives built such arrangements into their structures, it was
often researchers themselves who created these, or sought them out and nurtured them:

There were times when I started that I felt a bit isolated from academia . . .. And other than [my manager]
I was the only person with a PhD [Doctor of Philosophy], so yeah, I did find that a bit isolating; so that’s
why I went out and asked the senior lecturer at [university] to be my academic mentor, and they have
agreed that I can go and sit in their department.

Embedded researcher, Summerside

Researchers who were wholly located and employed in a health-care setting and lacked formal,
contractual links with academia often sought to maintain a connection by participating in academic
activities such as conferences. These researchers highlighted the importance of being given permission
and encouragement to engage in these activities:

I think it’s really, really important that I make sure I keep those links with academia . . . I think that’s one
of the biggest challenges, that if I left and someone else took up this post, I think that they would have to
somehow find that academic support . . .. It doesn’t come naturally with this, you have to find it yourself.

Embedded researcher, Bonnyville

The many and varied structural aspects discussed above often get ‘baked in’ as embedded research
initiatives become established. More fluidly expressed, however, are the processes by which such
initiatives operate, and it is to these that we now turn.

The processes of embedded research initiatives
Just as the embedded research initiatives we identified were structured in different ways, they also
made use of a wide range of processes. We were able to categorise these into four themes that
represented the ways in which initiatives played out day to day: functional activities, researcher skill
and expertise, relational roles and learning mechanisms.

Functional activities
We found that a wide range of actions were being undertaken within embedded research initiatives,
and that researchers were often expected to carry out a plethora of different activities.166 These
included relational activities (such as attending meetings and facilitating relationships), knowledge-
creation activities (such as collecting and analysing data), educational activities (such as facilitating a
journal club and arranging seminars) and project management activities (such as planning, managing
and leading individual projects). In practice, although job descriptions suggested that likely activities
were relatively tightly defined, many interviewees suggested that they were instead fluid and
emergent, with new opportunities presenting themselves throughout the initiative:

[The researcher] was attached to long-term conditions group, which was a group that had many, many
challenges and many problems, and constant changing of leads. Once she was sitting in on this group,
[initially] she couldn’t figure out what she was going to do that was going to be helpful for them.

Embedded research manager, Battleford
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The literature and the data from extant schemes suggested that there was a tendency for those
leading initiatives to be overambitious about the activities that researchers should carry out.162 This
could lead to ‘role strain’ and contribute to difficulties in managing boundaries. Our interviewees and
workshop participants suggested that focusing on the purpose of activities was an important way of
combating this.

The ‘training and support’ subtheme was informed especially by discussions with our workshop
participants and with some interviewees. They suggested that training and support would enable
researchers to carry out the range of activities required by an embedded research initiative and that
this should be considered at the design stage of the initiative. We found relatively few examples of
such training and support for functional activities being provided to embedded researchers, although
some researchers accessed these via their informal arrangements for belonging:

Embedded brokers benefited from allies, champions and ‘chaperones’ located throughout the host
organisations, who . . . developed the brokers’ skills and knowledge in research (management fellows) or
commissioning (researchers-in-residence).

Wye et al.162

Researcher skill and expertise
The necessary skills and expertise of embedded researchers were a frequent preoccupation across the
literature and the initiatives we identified; these came in three broad types: topic-specific skills and
expertise, methodological skills and expertise, and interpersonal skills and expertise.

Topic-specific skills related to the particular clinical or practice-related issue that the embedded
research initiative focused on, such as diabetes, neurorehabilitation or childhood obesity. Although
many initiatives sought researchers with such specific content knowledge, some (particularly those
working at larger scales, comprising a portfolio of projects or a team of embedded researchers)
prioritised other, more generic, forms of skill and expertise:

Because we’ve got such a diverse trust, we have to not be too precious about what subject area we work
in. However, I think we all have our own expertise in terms of skill set rather than subject.

Embedded researcher, Crofton

Methodological skills supported the ways in which knowledge was created within the initiative, and
included the skills needed to define and refine the focus of the knowledge-creation activity, how to
collect and analyse data and how to produce knowledge of different kinds. In many initiatives, this
type of research ‘know-how’ was seen as particularly valuable, over and above any topic-specific skills
and expertise.166

Interpersonal skills and expertise were seen as highly valuable across the initiatives we identified.
All role descriptions for embedded researchers required a range of interpersonal skills. These included
facilitation skills, communication skills, relationship-building skills and emotional intelligence, and
chimed with the emphasis in much of the literature on the social skills and dispositions of embedded
researchers:151,154

And I think in essence, that sense of genuinely brokering is being able to . . . have a meaningful dialogue.
Embedded researcher, Finmoore

Researcher expertise and skill often then received explicit attention in embedded research initiatives.
But how the different types of expertise and the softer interpersonal skills were channelled depended,
in part, on the relational roles envisaged in the particular embedded initiative.
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Relational roles
Although all embedded research initiatives aimed to bring research and practice into a closer
relationship, we found that the type of role that researchers might play demonstrated a number of
characteristics. These were the level of interdependence between researcher and health organisation,
their relational stance and the type of input each provides.

Researchers in the initiatives we identified had varying levels of interdependence with the organisation
in which they were embedded. This was expressed in the extent to which they viewed themselves
(or were viewed by others) as insiders or outsiders in the health setting, the degree of flexibility and
control they had over their work (including disseminating findings) and the extent to which they
were able to access spaces (literal and figurative) within the health organisation. Their level of
interdependence was often related to (and reflected in) contractual and informal arrangements
for belonging, and was closely tied to power dynamics. Although we identified varying levels of
interdependence across the initiatives, the challenge of managing the boundary between insider and
outsider was a common theme:

Occupying these different spaces with people at various levels meant that I was forced to adopt multiple
positions. This meant that I sometimes felt like an outsider, at other times, an insider, while sometimes
both or neither simultaneously . . . This constant shifting and flux was unsettling.

Rowley156

Researchers adopted a variety of relational stances towards the health setting in which they were
embedded and towards those working in it. The literature frequently highlights the role of an
embedded researcher as a ‘critical friend’ and the importance of maintaining a critical stance towards
the health setting.151,158 This is usually related to the maintenance of academic professional identity
that depends on a researcher’s ability to maintain a critical distance.65 Researchers working in some
initiatives, however, adopted roles as advocates and supporters, seeking to produce knowledge and
operate in ways that would support, rather than challenge, the organisation. These choices were
strongly related to the underlying intent of the initiative:

A critical friend needs to be, first of all, a friend. And it’s easy to assume the role of a critical friend where
actually your voice is seen as the voice of an outsider. And in reality, it doesn’t have weight, because
you’re seen as someone from the outside looking in and guiding, and instructing, and criticising, and
telling. Whereas if you’re fundamentally part of the team, and you’re seen to be part of them when they’re
in the trenches, you’re there with them . . . and that’s why you’ve got to get the right person because it’s
not every researcher who can be an embedded researcher.

Embedded research manager, Summerside

The types of input provided by embedded researchers also varied across initiatives. Some researchers
provided the health organisation with a fresh pair of eyes and a new way of seeing things, bringing
insights that could help to catalyse change.152 Other researchers provided an additional pair of hands,
producing knowledge and evidence to drive the organisation’s processes and activities. Still others
focused on providing specialist or expert advice (methodological or topic specific) in a more hands-off
fashion. In line with our observations about functional activities, many initiatives also expected more
than one type of input from researchers.

Learning mechanisms
Embedded research initiatives made use of a variety of mechanisms to assess how things were going
and whether they were achieving their intended outcomes.

Those wholly based in NHS or other health service organisations tended to make use of performance
monitoring mechanisms, including key performance indicators and annual performance reviews
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(typically for the embedded researchers). These mechanisms seemed to be used because they fitted
into wider organisational governance arrangements that often focused on maintaining funding levels
and controlling resource allocation:

I have to report my team’s work quite frequently to the board of trustees through my CEO.
Embedded research manager, Streetsville

Initiatives that were funded or controlled by organisations with a strong research focus (e.g. university
departments, national research funders, academic–practice partnerships) tended to make use of formal
evaluations. These were usually focused on producing an in-depth understanding of how and why the
initiative was (or was not) working and made use of formal evaluation methodologies. Both summative
and formative approaches were used, and these often resulted in academic publications (a literature
that we have drawn on heavily as part of this work):

Research methods were applied to understand, inform, adapt and assess [the KM (knowledge
mobilisation) team’s] impact. This paper draws on multiple sources including brokers’ logs, reflective essays
and exit interviews; whole team workshops; and independent evaluations of the KM team.

Wye et al.162

Some initiatives made use of more informal mechanisms for learning and reflection. These were usually
understood to be developmental and formative in nature. Informal mechanisms included group or
individual supervision, team meetings, workshops and learning sets. The main participants in such
activities tended to be embedded researchers themselves, however, and there was relatively little
involvement from those leading or managing the initiative.

Concluding remarks

The work described in this chapter (primarily the second literature review of workstream 1 and
the scoping study of workstream 2, but also drawing on some of the engagement activities of
workstream 4) provides a detailed and grounded analysis of embedded research initiatives, both
as they are conceptualised and articulated in the academic literature and as they are playing out in
UK health-related settings.

The underpinning logic of these schemes (outlined in Chapter 1) lies in a wide literature developed
over decades,167,168 one that sees effective knowledge production and ‘research use’ as a social, situated
and contextually mediated process.4,9 In that sense, embedded research initiatives have a robust and
persuasive logic that underpins their conception. They are, however, diversely enacted and much in
need of more systematic and evaluative enquiry.

Through this work, we have drawn out and described 10 major themes with multiple subthemes,
grouped under the categories of intent, structure and processes of embedded research initiatives.
Each of these was clearly seen, but variably expressed, in both the wider literature and the data sources
that we gathered about extant health-related schemes. Each theme exposed a degree of complexity and
nuance that often remained hidden when proponents (or critics) talked of embedded research as though
it were clearly understood and homogeneous. The themes have necessarily been presented as discrete
categories, but overlaps and interconnections were legion.

To date, the literature on embedded research has tended to focus on individual initiatives and
(especially) on the experiences of embedded researchers. We have lacked both descriptive and
evaluative comparisons of embedded research initiatives. One reason for this was the absence of
transparent, detailed and consistent reporting of initiatives. When reviewing the literature, for
instance, we found scant description of the functional activities performed by embedded researchers,
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how belonging was managed and facilitated, or how various actors (beyond the researchers) were
involved. Those involved in initiatives, however, had much to say about these and other aspects during
e-mail exchanges, in interviews and in our workshop. This lack of detail in the published literature
made it difficult to adequately compare initiatives and begin to understand how they worked and
whether or not they were effective. We suggest that our themes could inform the reporting of
initiatives at both an individual and collective level to enable further description and evaluation.
For example, the themes naturally lend themselves to the assembly of categories of ‘similarly designed’
embedded research initiatives, thus contributing to the emergence of scheme typologies.

In sum then, the literature review and associated scoping work (workstreams 1 and 2) showed that
embedded research initiatives come in a wide variety of shapes and forms. Despite being varied in
terms of their intent, structure and processes, we were able to identify 10 themes that characterise
their features, and then disaggregate these themes to reveal further layers of nuance. Making use
of these themes is likely to bring about much needed clarity and transparency both within and
between initiatives, enabling further in-depth understanding and comparison of the potential value of
embedded research.

Subsequent ‘drilling down’ in specific schemes (the case studies explored in workstream 3) was able to
use and build on this framework. That work is described in Chapters 4 and 5. Additional work through
our engagement strategy (workstream 4) allowed these themes, and the insights gained from the case
studies, to be further developed into visual metaphors and practical resources to aid dialogue about
the design and management of embedded research initiatives. That practitioner-facing work is elaborated
on in Chapters 6 and 7.
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Chapter 4 Embedding in practice:
the case accounts

Introduction

This and the following chapter present the research activities and findings of workstream 3. Informed by
the findings of preceding workstreams, this involved in-depth qualitative research with four purposively
selected ‘cases’ of embedded research, with the objective of understanding the contribution such
initiatives make to the co-production and translation of research into practice. The reporting here and
in Chapter 5 (and with methods further elaborated in Report Supplementary Material 3) makes use of the
reporting guidelines of COnsolidated criteria for REporting Qualitative research (COREQ)169 to set out
what was done. In this opening part of the analysis, we focus on ‘telling the story’ of each initiative,
drawing attention to their key features, backstories and trajectories; Chapter 5 develops the analysis
across the cases, looking for repeated patterns that speak to similarity and differences in the themes
surfaced in the earlier workstreams. Thus, this chapter focuses more on description, whereas Chapter 5
takes a more analytic slant; the findings are separated in this way to ensure that the overall account
does not become unmanageable, and to allow a clear focus on both the particularities of individual
cases and the analytic insights that can be gleaned by looking across the cases.

As shown in Chapter 3, embedded research initiatives can vary considerably in terms of intent,
structure and processes. This in-depth work was designed to investigate how such factors, together
with other unanticipated issues, might shape how the embedded initiatives were formed, how they
contributed to the co-production of knowledge and how they supported the translation and use of
knowledge in the organisation and delivery of care.

The specific research objectives addressed in workstream 3 were as follows:

l purposively select four exemplar embedded research initiatives reflecting anticipated typographical
differences (e.g. in their affiliations, project characteristics, relational networks and funding)

l describe the embedded researchers’ career histories, motivations and networks of research
(university) and practice (NHS) partners, including changes over time in relationships, tasks and
activities, and pattern of interactions

l understand how embedded researchers, and members of their networks, mediate different forms of
knowledge and cultural and social boundaries to promote co-production

l appraise the contribution of embedded researchers and their networks to knowledge co-production,
including detailed examples in selected NHS settings.

The conceptual framing for this work drew on a growing body of research (introduced in Chapter 1 and
explored in depth in Chapters 2 and 3) that examines how co-production activities can help mediate
and overcome a variety of well-documented social, cultural, organisational and epistemic boundaries.
For example, there is strong evidence that research producers and research users are often decoupled
or disconnected because of institutionalised knowledge boundaries.170 These include differences in the
syntactic nature of knowledge (words or terminology), the semantic nature of knowledge (meanings
and assumptions) and the pragmatic nature of knowledge (its purposes and intent).

It has been shown that such differences can significantly retard the translation and application of
research knowledge in health and care settings,171 but that a number of interventions and strategies
can mediate these factors and boundaries, from knowledge brokers to co-design methodologies.
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Embedded research initiatives represent one prominent strategy for mediating such barriers. Although
recognising that knowledge co-production comes in many guises (see Chapter 2) and that embedded
research initiatives themselves can take many forms (see Chapter 3), this part of the project was
designed to explore in depth the mechanisms employed and the dynamics that unfold.

Overview of study methods

A detailed account of the research methodology for workstream 3, the case selection process, exact
methods and the extent of the data gathered can be found in Appendix 3. Here, we simply give an
overview of the research strategy to contextualise and frame the subsequent findings.

Sampling and selection
Workstream 3 involved qualitative comparative case studies of four purposively selected examples
of embedded research, although, as we show, one of these comprised additional subcases (multiple
embedded researchers). Qualitative case study research affords depth, providing descriptive and
explanatory understanding of any given case. Cases can be selected for a range of reasons: from the
discovery or exploration of unique situations, the examination of comparative aspects or search for
replicative logics, through to more conventional forms of representative sampling.172–174

Sampling here aimed to identify and select examples of embedded initiatives that were likely to
co-produce knowledge, while also taking into account key differences in their configuration that might
explain how and why co-production varies (see Chapter 2). Selection was informed by the learning from
workstreams 1 and 2, especially the national review of current initiatives, the emerging understanding
of knowledge co-production (see Chapter 2) and the thematic summary of the design considerations
and operational features of embedded research initiatives (see Chapter 3).

Through a robust and independent review process with additional moderation (detailed in Appendix 3),
four cases were identified, reflecting differences in approach, outcomes, setting, scale, employment,
maturity and location, as set out in Table 6. These sites were selected to explore anticipated variations
in approach, outcomes, settings, scale, employment, maturity and location, with these considerations
being informed by the design choices and operational features developed in workstream 2.

Preliminary discussions with key gatekeepers signposted us to important individuals and groups
involved with each initiative. We also used a ‘partner identification tool’ (see Appendix 1, Figure 13) to
identify additional stakeholders for each initiative. Ultimately, we sought to identify those practitioners,
managers, commissioners and patients who, in different ways, supported, worked with and interacted
with the embedded researcher. Appendix 2, Table 19, offers an overview of the participants from
each site. After appropriate ethics and research governance permissions [see the project web page:
www.journalslibrary.nihr.ac.uk/programmes/hsdr/165221/#/ (accessed 18 February 2021)], these
people were contacted by e-mail and invited to participate in the study. The invitation to participate,
including details of the project and use of data, and the consent form can be found on the project web
page [www.journalslibrary.nihr.ac.uk/programmes/hsdr/165221/#/ (accessed 18 February 2021)].

Data collection
We used a range of qualitative research methods to collect and analyse data, including semistructured
interviews, focused observation and reflective diaries. In practical terms, these were organised with
each participating case through a series of site visits over a 12-month period with the intention of
studying changes over time. For the more geographically remote sites, on-site data-gathering took
place over two discrete periods, each of 2–3 days’ duration, supplemented by multiple and various
physically distanced interactions (telephone and e-mail). One site was more local to the research team,
making multiple day-long visits possible. In total, each site received around 7–10 days of observation.
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TABLE 6 Summary of case study sites

Initiative ID and
researcher(s)

Approach to
knowledge

Primary
outcome

Secondary
outcome Other outcomes Setting Scale Employment

Duration
(years) Maturity Location

Bridgetown: Anna,
previously Jill

Moderate
co-production

Capability/
capacity

Formal
academic
knowledge

Local practice insights Multiple Portfolio Joint > 4 Emerging Scotland

Coxheath: Jane Committed
co-production

Local practice
insights

Capability/
capacity

Formal academic
knowledge, prestige/
credibility

Acute Portfolio Joint > 8 Established South East

Porter: Rachel, Bev,
Katrina, Karla and
Victoria

Moderate
co-production

Capability/
capacity

Formal
academic
knowledge

Prestige/credibility,
local practice insights

Primary Portfolio NHS > 10 Established Midlands

Evansville: Bella and
Tim

Provisional
co-production

Formal
academic
knowledge

Local practice
insights

– Acute Portfolio University 4 Ended South East

ID, identifier.
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The initial site visit involved introducing the research to key study partners, carrying out the initial
interviews with the embedded researcher and key partners, observing aspects of day-to-day practice
and observing one or more planned meetings. On subsequent visits, we conducted follow-up interviews
with the embedded researcher and additional partners (identified through the use of the partner
identification tool; see Partner identification tool), and we carried out additional observations and
shadowing of embedded research activities.

Between visits, additional short telephone interviews were carried out with each embedded researcher
to discuss ongoing and planned embedded research activities. The research methods are detailed in the
following paragraphs and elaborated on in Appendix 3, with major data extracts in Report Supplementary
Material 3.

We recorded 46 formal interviews with 31 participants across the four case study sites. Interviews
were usually one to one; some were completed face to face, others over the telephone (see Appendix 3,
Table 19). Participants included embedded researchers and members of their wider network, identified
through use of the partner identification tool and a broader ‘snowballing’ approach. We also completed
extensive informal interviews as part of the periods of observation. The observations took place at
three case study sites (Evansville had already concluded), and included observing a variety of specific
events and more generalised shadowing of the embedded researchers in their roles (specific details of
which can be found in Report Supplementary Material 4). Further details on each of these modes of data
gathering now follow.

Interviews
Semistructured qualitative interviews were the primary method of data collection for workstream 3
and followed two topic guides, the first for embedded researchers (see Appendix 4, Table 21), the
second for other stakeholders (see Appendix 5, Table 22). These were designed to explore participants’
views and experiences of their embedded research initiative, focusing on key stages and activities in
the development and function of each initiative, investigating the contribution of key people, meetings
or activities, and discussing participants’ views about the types of knowledge or evidence co-produced
and how it becomes translated into practice. Interviews were then coded (see Appendix 6, Table 23).

Partner identification tool
Data collection also made use of less common techniques, derived from stakeholder analysis and social
network analysis,175 to facilitate discussion with individual embedded researchers about the key
contacts or people they engaged with in their activities.

This partner identification tool (see Appendix 1) prompted participants first to identify people they
engaged with on a given issue or activity, to think about the quality or frequency of each relationship,
and to consider ways in which these people might be categorised. The use of this tool in workstream 3
served two key purposes: to assist the team in identifying potential participants related to the work of
each embedded researcher, and to understand each participant’s reflections or views of these relationships.

Observations
Each site visit included focused observations of the embedded researchers (except at Evansville, which
had ended as an active initiative). The primary purpose of these observations was to deepen our insight
into the embedded researchers’ activities ‘at work’, including the types of activities carried out and the
relationships developed. They included observations of project meetings, staff consultations, training
workshops and research seminars. We also shadowed the individual embedded researchers on their
day-to-day activities.

Diaries
Given that site visits could take place several months apart, the study design made use of reflective
diaries (voice-recorded) to enable embedded researchers to capture reflections on their work.
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This provided data in its own right and informed subsequent interviews. We produced a short guide,
outlining the purpose of the diary method. It asked the embedded researchers to describe their
activities and tasks, the types of knowledge utilised, the relationships involved, and any challenges
or issues faced. A flexible, semistructured approach was adopted from the outset.

Despite our best efforts to facilitate diary completion, the researchers, in general, found the diaries
somewhat difficult to engage with, owing to the high level of demands of their day-to-day work.
Engagement was partial and somewhat superficial, and we recognised that the data from the diaries
were likely to be of rather limited use. What this lost from our study was some of the immediacy and
fine-grained detail of the day-to-day activities, the tensions and emotions from living embedded work;
we therefore needed to rely more on retrospective reflections gathered through interviews, on-site
conversations and e-mail communication.

Data analysis
We designed a co-production workshop with the aim of testing preliminary ideas and themes to
develop a shared understanding of the in-depth case study findings. The workshop was attended
by embedded researchers from three of the four cases and members of their wider teams; other
colleagues from the embedded network (and some who attended the first workshop) also attended.
Workshop 2 was facilitated by Kaleidoscope Health and Care colleagues (see Acknowledgements).
The event was thought-provoking and engaging, and we gathered extensive feedback. These outputs
were particularly helpful for the workstream-3 analysis and also fed into the work of workstream 4.

The initial (descriptive) account for each case is presented in the following section. Further details of
the analytic strategy, together with significant data extracts, can be found in Report Supplementary
Material 3. Through descriptive overviews of each embedded initiative, we sought to show how and
why embedded researchers developed their roles, what activities they undertook to co-produce and
translate knowledge, what types of relationships they developed and the boundaries they negotiated,
and what types of impact they made on translating knowledge into everyday practice. For each case,
we looked at the:

l backstory to the initiative, including when it was established and the organisational context, such as
employment positions

l rationale and specifications for establishing the initiative – its strategic reason
l features of the embedded researcher, such as their professional background and experience
l key relationships the embedded researcher developed or used in their work, including those in

university and NHS contexts
l PPI built in to the initiative
l embedded activities that reflected the particular rationale and specification
l achievements and challenges that characterised the initiative.

In the next section, we outline the findings case by case under each of these headings, before exploring
in more detail the diversity and range of experience for each of the descriptive categories.

Findings 1: case-by-case overview

This section provides a brief narrative account of each case, summarised in Table 7 using the seven
basic features listed in the previous section. (The subsequent section will illustrate in greater depth
the full diversity of experience across the cases.) The four cases have been anonymised and given
pseudonyms: Bridgetown, Coxheath, Porter and Evansville.
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Bridgetown
Bridgetown is a hospital-based initiative in Scotland that was formed through collaboration between
an NHS trust and its local university. At the time of the study, the embedded researcher (Anna) had a
joint appointment with both organisations and, in broad terms, was engaged in providing academic
and professional input to a portfolio of service-facing research and improvement activities. She had a
particular interest in implementation science and knowledge mobilisation theory. As Anna’s role was in
its infancy, her time was spent mapping out the research culture and building relationships. Her early
findings suggested a commonplace fear among front-line staff relating to academia and research;
however, she was already beginning to receive positive feedback regarding her role, from the NHS
trust in particular.

TABLE 7 The four cases and their basic features

Feature Bridgetown Coxheath Porter Evansville

Backstory Established in 2015.
Initiative across
multiple settings
with one researcher
(university contract
plus honorary NHS
appointment). Funding
was shared between
the university and the
NHS trust

Established in 2011.
Hospital-based
initiative with one
researcher (university
contract/honorary
NHS). Funding was
shared between the
university and the
NHS trust

Operating in some form
for well over a decade.
Community-based
initiatives with
five researchers
(various contractual
arrangements). This
initiative received
research council
funding (i.e. external)

Established in 2014; now
ended. Hospital-based
initiative with initial
research team of two,
expanded to four part-
time researchers and
a health economist
(university employed/
honorary NHS
contracts). Various
sources of funding
(internal, university
support, funding via
local clinical research
network)

Rationale and
specification

Culture change
through capacity- and
capability-building
(local and strategic
level)

Integrated working,
practice development,
plus research capability

Multipurpose, to lead
and promote evidence-
based practices

Research-informed
improvement in clinical
care/service delivery

Embedded
researcher(s)

Anna: occupational
therapist, motivated to
‘bridge the practice/
academic gap’. Previous
role-holder was Jill,
employed to build
research capacity and
capability

Jane: international
nursing academic with
interest in leadership,
practice development

Rachel, Bev, Katrina,
Karla and Victoria:
clinical research-related
backgrounds, with
shared interest in
applied projects

Team included Bella
(anthropology) and Tim
(health economics)

Key relationships Clinical and academic
line managers, plus
front-line stakeholders
(largely inside NHS)

Multiple stakeholders
across multiple care
and research/charity
domains

Various management
configurations, front-
line contact (NHS),
informal academic

Senior steering group,
strong academic
involvement, front-line
staff/managers (NHS)

PPI Formal PPI accessed
for external projects;
assisted front-line
clinicians with PPI
arrangements

Project-specific PPI
sought (internal,
external and charity
networks used)

Role dependent.
Project-specific PPI
when appropriate
(internal/external)

Specific embedded PPI
group set up for broad
role involvement and for
specific projects

Embedded
activities

Scoping current
landscape/research
culture, building
networks

Networking, research
support, dissemination/
translation, strategic
work

Traditional research,
service evaluation,
quality improvement
and capacity-building

Multiple projects across
the hospital including
research design and
implementation

Achievements
and challenges

Positive staff
feedback. Challenges
related to existing
poor perceptions of
research

Practice improvements.
Challenges centred on
making strategic
contributions and
crossing barriers

Sustainability. Varied
challenges (workload,
funding), emphasising
the need for senior
support

Legacy (PhD students,
etc.), effective
dissemination, value
of the role and ‘buy-in’
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Coxheath
Coxheath is an acute hospital-based embedded initiative located in the South East, formed through
a collaboration between an NHS trust and a local university. The initiative was well established
(in excess of 8 years) and focused primarily on the role and activities of one embedded researcher,
Jane, who had a joint appointment with both the trust and the university. Her role encompassed
various work related to practice development, implementation and evaluation. Jane had established
a broad network with multiple stakeholders, inside clinical practice, in academia and elsewhere: her
collaborative relationships were at both a national and an international level. The impact of Jane’s work –

and as such, the initiative – was far-reaching; however, Jane felt that her role had not yet been used as
effectively at a strategic level as it might have been.

Porter
Porter represented a relatively distinctive case study. Rather than involving a single researcher, it
comprised five embedded researchers working across four initiatives or areas of activity in an NHS
trust specialising in community and mental health services. Together, these initiatives represented an
embedded research portfolio that was nominally led by Carol, who, as the trust’s head of research and
development (R&D), was responsible for some aspects of the embedded research initiative and acted
as the trust’s primary link with the local universities and research ecosystem.

The five embedded researchers worked on different initiatives across the trust’s clinical divisions,
typically with direct line management within the relevant division. Some of these roles could perhaps
be interpreted more as traditional clinical research or quality improvement posts, rather than as
embedded researchers seeking to co-produce knowledge. However, the participants and the oversight
lead (Carol) did construe them as embedded researchers. The researchers faced individual challenges in
their roles, but there was a shared sense of achievement relating to the sustainability of the initiative.

Evansville
This initiative was located in a large acute hospital trust and was funded for 3 years from April 2014;
it has now ended and, for the purposes of this study, represented a mature and concluded initiative.
Over its course, the initiative was characterised by a number of different configurations as the
embedded team worked on different applied research projects, each requiring a slightly different
working model. As the funding was not extended for this initiative, sustainability and legacy were
relevant concerns. Despite the lack of ongoing funding, there was still a sense of enduring impacts
relating to the research capacity-building undertaken, with ongoing developmental research projects
and relationships.

Findings 2: comparative case descriptions

The chapter now works through a comparative analysis of each of the main descriptive dimensions
outlined in Findings 1: case-by-case overview. The purpose here is to look closer at each case to develop
analytic and explanatory understanding about how and why each case differs, and what implications
these differences have for the co-production and translation of knowledge. We take as our organising
framework the features listed in column 1 of Table 7. A full analytical description of each case study
can also be found in Report Supplementary Material 3.

Backstory
Here we focus on understanding the history of the initiatives, taking into account the broader context
from which they developed, such as funding arrangements, primary location and current (active) status
(Table 8). Clearly, the background of each initiative is closely linked to its intended purpose and
specifications, as discussed subsequently, but the history is also relevant to its trajectory, priorities
and activities, making its inclusion important.
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An important background issue relates to the history of collaboration between different partners,
especially university and NHS organisations or leaders. These vary from highly developed institutional
partnerships, often in the form of clinical academic departments, to less developed collaborations often
relying more on personal connections between key individuals in each organisation. Linked to this, it
could be suggested that the wider environment of applied health research, in particular translational
health research, also conditions the development of each initiative, for example when there are
connections with other professional research and training pathways or NIHR infrastructure.

A further consideration is the extent to which the initiative was led or shaped by one partner
organisation more than another, or if it represented a ‘marriage of equals’. Certainly, one initiative
(Porter) had been championed by a research-active leader based in an NHS hospital trust who then
nurtured connections with university partners to further develop the initiative and its specifications.

Each initiative’s contextual background was reflected in notable practical differences in configurations,
such as contractual arrangements, funding, line management and accountability. Some embedded
researchers were employed solely by the trust or university with honorary status in the second
institution, and these arrangements seemed to matter for subsequent relationships.

Each initiative told a different story regarding its funding. For some, the original funding was ongoing;
in others, the source of funding had changed over time; and in one (Evansville), it had ended. Porter
offered insight into some of these challenges and the associated negotiation, sometimes ongoing,
involved. Two of its researchers, Rachel and Victoria, saw significant changes in funding throughout the
course of their roles, which unsurprisingly created anxiety and uncertainty for them. For many of the
researchers, contractual arrangements and sources of funding were split across different organisations;
line management and accountability were therefore sometimes shared and came with competing ideals
in relation to the purpose of the initiative. Researchers often had to juggle expectations in response.

The study found that each initiative had been devised, designed and established at a particular time to
address a set of specific and locally significant issues that had been identified by one or two strategic
partners. In all cases, however, the focus and significance of issues evolved over time, influenced by
changing organisational priorities and expectations and by the experiences and expertise of all parties.
As such, the more developed or ‘mature’ initiatives – those with a longer history – often had a clearer,
more evolved sense of purpose. Bridgetown was a prominent example of this, whereby the experiences
of the initial embedded researcher, Jill, had provided lessons for the current, ongoing initiative and her
successor, Anna. Anna’s role was specifically designed to reduce the risk of the challenges Jill had
faced, relating to the overall objectives, degree of impact and practical issues such as workload.

TABLE 8 Backstories for each case

Bridgetown Coxheath Porter Evansville

Current initiative based on
a previous joint role (Jill)
supporting research capacity
among front-line clinicians
(in which relationships,
expectations and governance
arrangements between
partners were clarified).
Current embedded researcher,
Anna, employed full time by
the university, seconded to
the NHS hospital trust

This well-established
initiative was/is constructed
around the work of a single
embedded researcher, Jane.
The specifications of her
joint appointment by acute
NHS hospital trust
(honorary contract) and
local university (main
contract) developed over
a long, diverse career
in nursing

A complex initiative
situated in a community
health trust, Porter involves
a total of five embedded
researchers working across
different arms of the
organisation. Roles,
accountability and the
nature of each researcher
vary. Despite this, all
researcher roles are well
established

The only one of the four
initiatives to have ended,
Evansville comprised a
team of embedded
researchers from a range of
disciplines. The team was
employed by the university
with honorary contracts at
the hospital trust to work
on various projects relating
to health services research.
The initiative was funded
for 3 years
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In terms of promoting the development of embedded research, each case had one or two ‘champions’
who strongly advocated the need and potential of the embedded approach. For example, the chief
nurse at Coxheath (at the time of role construction) engaged with constructing a dual role and
collaborative working across the university and her local hospital. In Porter, all five embedded
researchers described how one or two senior people had helped get their roles off the ground and
sustained them, alongside the background support of Carol (head of R&D at the trust). Embedded
initiatives appear to need an advocate or champion operating at a relatively high or strategic level, who
can ‘see the big picture’ and influence organisational and interorganisational decision-making, leverage
necessary resources and legitimise the risk of investment.

Rationale and design specifications
To understand the rationale and specifications of each initiative, we examined their aims and intended
purposes as linked to their particular background (Table 9). This analysis was informed by the findings
of workstream 1, specifically the differentiation of initiatives according to their approach towards
co-production (i.e. from the more conventional to the more radical; see Chapter 2). We also observed
how the intent and purpose of each initiative changed over time.

Across the four cases, there were significant and stark differences in how each embedded initiative
was specified in terms of purpose. This revealed important differences in how ‘embedded research’ as a
broader concept or construct was seen by the wider health-care and health research communities.
Initiatives were intended to address markedly different issues, such as:

l capacity and capability development (organisational or professional) (e.g. Bridgetown, Coxheath)
l professional development for nursing and allied health professional (AHP) staff [e.g. Bridgetown,

Porter (Victoria and Rachel)]
l research development (design, planning and management) (e.g. Coxheath, Evansville)
l research translation and use (dissemination and mobilisation) [e.g. Coxheath, Bridgetown,

Porter (Victoria)]
l applied (co-produced) research projects (e.g. Coxheath)
l service improvement projects (e.g. Porter, Evansville)
l service evaluation [e.g. Porter (Katrina and Bev)].

TABLE 9 The rationale and design specification for each case

Bridgetown Coxheath Porter Evansville

Moderate approach to
co-production: to support
research capacity development,
but also facilitate broader
culture change. Anna’s role
differs from that of Jill
(previous incumbent): it now
takes a more strategic outlook,
aligning with organisational
priorities, bringing evidence
to decision-making and
influencing broader
culture change

Committed approach to
co-production: Jane’s
work supports practice
development across both
organisations. As part of
this, her role focuses on
transformation effectiveness
and innovation, and seeks to
grow capacity and capability
in other areas. The aim is to
influence and network,
forming links between
practice and academia

Moderate approach to
co-production: Porter has a
long history of exploiting
opportunities to bring
research into practice.
The ultimate goal of this
current initiative is to
promote evidence-based
practice, using research
that helps to improve
patient and staff outcomes
and experience

Provisional approach to
co-production: the
embedded team was
constructed to undertake
rigorous and systematic
health services research
close to service delivery.
This research was driven by
the challenges facing the
trust, with the aim that
findings and new insights
would subsequently inform
practice, improve service
delivery and shape overall
trust performance
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In all cases, there was no single or sustained purpose; rather, each initiative addressed multiple
purposes that matured and developed over time. The experiences and interests of the embedded
researcher(s) could have an important bearing on how these aims and purposes evolved, especially as
they could bring new ideas to the initiative or mediate between the strategic priorities of multiple
organisations. We found, for example, that the Coxheath initiative was shaped by the embedded
researcher’s passion and commitment to professional development and co-creation. There was,
however, arguably less scope for the researcher to influence the initiative’s rationale and direction
when working as part of a team or with less organisational or strategic involvement. For example,
some researchers at Porter, particularly those with bounded roles in service improvement, appeared to
have very little influence over the purpose or direction of their role.

Although the explicit rationale and design specification of each initiative differed (through job
specifications, descriptions and other documentation), there were also evident similarities in, for
example, the translation of evidence into practice; empowering of front-line staff; transformation of the
research culture; and, ultimately, the aim of improvements to service delivery.

Importantly, there was no single or shared understanding of the purpose of embedded research
initiatives, a finding that echoed the conclusions of workstreams 1 and 2 (see Chapters 2 and 3). In
each of the case studies, the embedding was designed and evolved against the backdrop of a particular
institutional context to address certain strategic or operational priorities for research, research use,
staff development and service improvement. However, the precise configuration or specification of
these purposes varied according to the influence of key partners in the background and design, and
the experiences of key stakeholders in the operation and maturation of the initiative. Significantly,
embedded research could mean different things to different groups, and one of the roles of the
embedded researcher could be to mediate and reconcile these differences in their own work.

The embedded researcher
As the previous sections suggest, embedded research initiatives are, in many ways, defined or
differentiated by the embedded researcher(s), who, in many ways, provide the tangible focus and
actionable work of the initiative (Table 10). We investigated each researcher in terms of their
professional background, career and history; motivations and aspirations for undertaking the role;
perceived skills, strengths and qualities; and understanding of the purpose and significance of
embedded research.

TABLE 10 The embedded researchers

Bridgetown Coxheath Porter Evansville

An occupational therapist by
training, Anna completed a
PhD relating to professional
decision-making theory.
Post her PhD she worked in a
variety of roles including in
the voluntary and university
sectors. Anna returned to
health-care research and
worked on projects before
this clinical academic post.
She described herself now as
a clinical academic with an
interest in implementation
science and knowledge
mobilisation

Jane was an internationally
renowned nursing scholar
and leader. Her career had
involved various clinical
roles, academic and
leadership positions,
and charity work. Jane
described a passion for
transformational and
compassionate leadership,
co-production, co-creation
and practice development.
She had worked ‘across’
organisations with an
interdisciplinary approach
for many years before this
formal joint appointment

Rachel, Bev, Katrina, Karla
and Victoria came to their
roles with an array of
backgrounds and skill sets,
although with no existing
clinical roles or affiliations.
Instead, previous careers
related to research (with and
without PhD completion).
There was a shared sense
of motivation relating to
applied health-related
research and service/quality
improvement that aimed
to influence and improve
practice for front-line
clinicians and the
patient experience

Team member skills were
drawn from anthropology
(Bella) and qualitative and
quantitative methodologies
and health economics (Tim).
Bella’s experience offered
a particularly helpful focus
for data collection. She had
spent significant time
working as a health
services researcher, and the
applied and integrated
focus of the Evansville
initiative appealed to her.
Although this initiative had
ended, Bella remained in
contact and offered support
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Embedded researchers in the four cases held a variety of formal titles. Anna from Bridgetown was an
AHP research lead and university lecturer – clinical academic. Jane, at Coxheath, was a university
professor of practice development, research and innovation and an NHS trust research centre co-
director. At Porter, Rachel was an NHS trust senior research associate and university honorary fellow;
Bev and Katrina were service evaluation and research associates at their NHS trust; Karla was an NHS
trust service evaluation analyst; and Victoria was a university associate professor of communication in
mental health, an NHS research consultant and an NHS and associate research lead. Finally, Bella from
Evansville was an embedded researcher team member and anthropologist.

The embedded researchers thus varied in a number of key areas or dimensions that provided important
points of comparison and shaped how their initiatives functioned. These included the following:

l clinical or non-clinical background, affording different levels of understanding of clinical practice,
culture and care organisations or health (or other academic) research environments and priorities

l specialism, in terms of their area of professional (e.g. nursing, AHP) or research expertise
(e.g. clinical, social science, translational)

l level and type of qualification, especially whether or not the embedded research was trained to
doctoral level in an area relevant to applied health or translational research

l motivation, relating to their personal interests and commitment to embedded research and knowledge
co-production, especially the perceived benefits to organisational and professional partners.

There appeared to be a marked difference between ‘traditional’ academic researchers in embedded
roles and embedded researchers with a professional clinical background who had subsequently trained
to doctoral level in an area of applied health research. The latter background gave the researcher a
dual and combined understanding of two relatively distinct areas of practice, with relatively high levels
of credibility in both domains (through professional and doctoral qualifications). Therefore, they
seemed more qualified and legitimate to work across the boundaries of research and practice than
those who might have primary qualifications in only one area.

Porter was a particularly interesting example in terms of diversity. Here, one initiative housed a mixture of
professional backgrounds. For example, one researcher had a psychology background and a PhD in family
therapy, and another had degree-level qualifications and experience in pharmaceutical research. These
individuals’ backgrounds held a relevance both for their own embedded roles and for the initiative more
broadly: the former influencing a broader, interdisciplinary network and contributing to organisational and
strategic priorities, whereas the latter carried out work largely bounded within a specific clinical context.

Perhaps most interestingly, despite the significant diversity between researchers, we found similarities
in the embedded researchers’ motivations in undertaking the role. There was a strong shared sense of
the potential for research to provide tangible and applied ‘real-world’ change in the design and delivery
of health services, and to improve patients’ experience of this care. This motivation was also relevant
for those supporting the initiatives, particularly initiatives based in clinical practice.

Relationships
Key to the role of the embedded researcher is the ability to develop, use and broker relationships within
and across the research and practice boundaries. We therefore investigated each embedded researcher’s
patterns or networks of relationships, and how they understood these networks as informing and
supporting their activities. To do this, we used the partner identification tool (see Partner identification tool
and Appendix 1) in conjunction with qualitative interviews. The tool helped participants think about, identify,
appraise (in terms of frequency or quality) and categorise (as NHS, university, other) their relationships.

The study found that interpersonal relationships, and the strength of these relationships, were fundamental
to how the initiative was configured and functioned. Key contacts (Table 11) were seen as fundamental
for each initiative’s success and sustainability, and also played an important role in securing and
maintaining funding. As noted previously, such ‘champions’ offered sponsorship, endorsement and a
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degree of protection for the researchers and for their initiatives more broadly. These individual champions
spanned clinical settings and university, although examples of the former were more widely noted.
Champions tended to be those in senior management roles with associated status and power, with
the ability to ‘open doors’, fight the researcher’s corner and ensure that they had ‘a seat at the table’.

The diversity and scope of the researchers’ networks and intrinsic relationships differed greatly. These
networks can be seen most clearly in the completed partner identification tools for each embedded
researcher depicted in Figures 5–11 [note that Bev and Katrina at Porter (see Figure 8) completed their
partner identification tool together].

TABLE 11 Embedded researchers’ core relationships

Bridgetown Coxheath Porter Evansville

Anna’s role was in its early
stages and she was still
working to develop
relationships and networks.
Her immediate contacts
(and line managers) were
AHP directors and specialty
leads, plus her academic
mentors (Jill, her predecessor,
and the head of school).
She also had wider academic
collaborators and was
developing relationships with
front-line AHPs

Jane worked with the
university’s research centre
director, and the trust’s
director of operations/quality;
these were also her direct lines
of accountability. She also
worked closely with front-line
staff, various academics,
students, and members of the
trust’s human resources team.
She had extensive relationships
with local and national
partners, such as Health
Education England, and
with charities

Each team member had
different line management
and front-line working
relationships. Relationships
with two local universities
were largely informal
(except for Victoria who
held a joint role). Carol
(head of R&D at the trust)
acted as a gatekeeper to
the researchers, although
their individual links to her
were minimal in terms of
formal accountability

The team worked closely
with three senior academics
who offered significant
support, and they also built
relationships with senior
NHS managers. Most
relationships were between
embedded team members
and front-line clinicians
(and their direct
management); as projects
were assigned, they worked
to develop relationships
and access

+

Perceived degree of
importance 

–

Bridgetown:
Anna 

Research
dean/reader 

NHS
organisation 

AHPs

AHP directorate
and administrator Patients

Wider university
collaborators

outside school 

AHP director

Friends – with work-related
knowledge/informal/

personal relationships/
colleagues/  

AHP leads for each locality
+ AHP governance group 

Nursing and
health science

school 

Key
Embedded 
researcher
NHS
University
Other 

FIGURE 5 Embedded researcher key partners: Bridgetown – Anna.
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Coxheath: 
Jane

Undergraduates and
postgraduates 

Those with integrated roles,
clinical colleagues/clinical leadership participants

and facilitators/non-medical consultant practitioners 

Practice
development

director 

Research and
innovation

director 

Chief nurse
(director of

quality) 

Various national
charities 

HEE colleagues 
and patient safety

collaborators

Local, regional and
national HEE and

patient safety 

PhD supervisors and students, 
HR colleagues (clinical)

Senior
lecturers,
    programme
           directors,
                 both postgraduate
                        and undergraduate  

+

Perceived degree of
importance 

–

Key
Embedded 
researcher
NHS
University
Other 

FIGURE 6 Embedded researcher key partners: Coxheath – Jane. HEE, Health Education England; HR, human resources.

+

Perceived degree of
importance 

–

Porter:
Rachel 

R&D
(directorate

level) 

Students
(health sciences) 

Trust board-level
management 

Academic
professors

(university 1) 

R&D (acute
trust level)

Academic
professors, neuro

(university 2) 

Head of
school 

Senior
researchers 

Directorate-level
management 

Key
Embedded 
researcher
NHS
University

FIGURE 7 Embedded researcher key partners: Porter – Rachel.
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+

Perceived degree of
importance 

–

Porter: Bev
and Katrina 

Other
academic

collaborators 

R&D team 

Psychology students
with similar research

interests 

Eating disorder
clinical team 

Clinical team
managers 

Colleagues with
eating disorder

interests 
Key

Embedded 
researcher
NHS
University

FIGURE 8 Embedded researcher key partners: Porter – Bev and Katrina.

+

Perceived degree of
importance 

–

Porter:
Karla 

QI team

Line manager
(intelligence)

Clinical
lead (× 2

      specialties) 

Family
services

managers 

Key
management
inf luencers  

Service users

Public health
nurses 

Embedded
colleague 

Older people 
services

Key
Embedded 
researcher
NHS 

FIGURE 9 Embedded researcher key partners: Porter – Karla. QI, quality improvement.

EMBEDDING IN PRACTICE: THE CASE ACCOUNTS

NIHR Journals Library www.journalslibrary.nihr.ac.uk

52



+

Perceived degree of
importance 

–

Porter:
Victoria 

PhD students –
clinical academic 

Wider clinical team –
neurodevelopment

strategy group                       

University
colleagues 

Clinical trust
division CAMHS

Clinical
specialty

colleagues 

QI group

Consultant group –
psychiatry 

Trust
improvement

group 

Key
Embedded 
researcher
NHS
University

FIGURE 10 Embedded researcher key partners: Porter – Victoria. CAMHS, child and adolescent mental health services;
QI, quality improvement.

+

Perceived degree of
importance 

–

Evansville:
Bella 

External organisations –
NHS England/NHS

                                 Improvement 

Academic
         champion
              (senior) 

Local trust
champion 

Steering
group – NHS

Embedded
teammates 

Other embedded
   researchers,
    outside
       trust 

Clinical project
leads 

Academic research
colleagues 

Key
Embedded 
researcher
NHS
University
Other 

FIGURE 11 Embedded researcher key partners: Evansville – Bella.
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As the completed tools show, all embedded researchers had developed relationships across university
and NHS organisational boundaries, but it was also clear that some relationships were weighted
towards one more than the other, often depending on their background and contractual location or
home. Given the focus and intent of all the embedded researcher initiatives (largely, research-informed
service improvement), relationships within the NHS (especially NHS trusts) were seen as especially
important. Moreover, some of the researchers at Porter (Bev and Katrina in particular) had very few
academic relationships and infrequent contact with academia because of the ‘service evaluation’ nature
of their work. As a result, university contacts were informal and based largely on involvement with
previous treatment trials in their clinical setting. In comparison, but also at Porter, Victoria had strong,
formal (contractual) relationships with both practice and academia. Again, the intent and purpose of
her role was relevant: it was much more flexible, diverse and targeted at a broader organisational and
strategic level.

In addition, some embedded researchers had large local, regional, national and international networks,
involving a range of different stakeholders and collaborators. These could be drawn on to enrich the
work of the embedded research (in terms of new or different ideas) and also to spread learning beyond
the local initiative.

Overall, our research found (albeit to varying degrees and reflecting their particular backgrounds and
contexts) that the embedded researchers acted as relational conduits or brokers within and between
different communities to support the (co-)production, dissemination and utilisation of research to
address particular strategic and operational purposes (see Embedded activities).

Most significantly, relationships with senior actors, within either or both the NHS and university sectors,
were seen as particularly important for the success of each initiative. In broadly similar ways (but varying
according to the level and experience of the embedded researchers), these relationships provided:

l clarity and assurance about the embedded role and initiative (intent and purpose)
l ongoing mentorship, support and guidance (for academic and/or clinical development)
l sponsorship or buy-in for embedded research initiatives with third-party groups or organisations,

by ‘opening doors’ and ‘providing air cover’
l additional support and assurance around contractual and funding matters.

Researchers, then, were embedded, not just in service-related settings, but in dense and diverse
networks across multiple institutions. Creating, maintaining and navigating these networks was clearly
a major part of their day-to-day activities.

Patient and public involvement
The level of engagement with formal PPI groups in the embedded initiatives was variable, as were the
structures and mechanisms that underpinned this involvement (Table 12).

This finding only illuminates further the level of diversity (in intent, structures and processes) across
the case studies, especially in terms of stakeholder involvement. Often this relates to the nature
of the embedded researcher and the distinction between an explicit embedded researcher team
(e.g. Evansville) and a single embedded researcher working on various, individual projects (e.g. Coxheath).
As an example of the latter, as noted in Table 12, PPI at Bridgetown was not relevant for Anna’s broad
embedded role, but was relevant for external projects [e.g. through INVOLVE at the NIHR: see www.invo.
org.uk (accessed 3 March 2021)] and also in terms of her capacity-building work, whereby Anna pointed
clinical staff towards more effective PPI in their own work.

It is important to note that experiences of PPI were shared only sparingly during the interviews and
observation periods, although specific questioning by e-mail did elicit useful additional data. An analysis
of the relational dimension for the PPI activity set out in Table 12 is offered in Chapter 5.
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Embedded activities
The embedded researchers took part in a variety of activities and tasks commensurate with the
prescribed intent and specification of their initiatives; so some activities in those initiatives oriented
towards capacity development differed from those more concerned with service improvement. We
observed striking differences in relation to the diversity and variability of these activities between
initiatives, as outlined in Table 13.

Detailed examples of the spectrum of activities in each of the case study sites are given in Report
Supplementary Material 3, but, in brief, these comprised different mixes of the following:

l capacity development – supporting and reviewing funding applications (e.g. master’s degrees or PhDs);
methods training; assisting with individual projects (research design and implementation); mentorship,
support and encouragement; relationship-building; signposting

l improvement – service evaluation (information collation, report writing and dissemination), quality
improvement (e.g. individual project support and supporting broad organisational agenda),
supporting clinical colleagues with involvement in improvement work

l research development and use – writing for publication (academic and practice audiences); grant
applications; presentations (e.g. at conferences, events); networking and building opportunities for
collaboration; implementation and dissemination.

TABLE 12 Patient and public involvement in the embedded initiatives

Bridgetown Coxheath Porter Evansville

Anna was working
to understand the
organisational research
culture, rather than
working on individual,
specific projects; general
PPI was not sought in this
sense. She saw her role as
teaching others to engage
meaningfully with PPI in
their own research, and had
a good relationship with
the trust lead for PPI.
Externally funded,
co-applicant projects that
Anna was involved with
drew on the participation
of patients and relatives
(using e.g. NIHR INVOLVE)

Jane’s co-creation design
methodologies involved PPI
when appropriate (e.g. in
co-design workshops and
evaluation events). She
emphasised the value of
multiple stakeholder
contributions, including the
patient voice. Depending on
the project, Jane also used
formal PPI opportunities
through external funders
for her work on specific,
larger research projects, as
well as internal or trust-
level service user networks
and charity representatives

PPI engagement varied
across the different roles.
Examples included
department-level PPI
groups and access to trust-
wide R&D PPI. PPI tended
to be tied to specific
projects undertaken by the
researcher, rather than to
the actual role or agenda of
the researcher. In addition,
those researchers involved
in research capacity-
building assisted in PPI
when appropriate when
mentoring clinicians

This initiative offered an
example of PPI tied to the
broad embedded research
(team) agenda, rather than to
individual projects. This was
through the original set-up of
a PPI advisory group by the
embedded research team.
The group advised on all
project stages, from framing
initial research questions
through to how findings
would be disseminated.
Members of the PPI group
attended the embedded
steering group alongside
senior trust members, thus
linking both groups

TABLE 13 Prominent activities within the embedded initiatives

Bridgetown Coxheath Porter Evansville

Activities included mapping
out the existing NHS
organisational research
landscape and culture, and
relationship- and network-
building. This included
mentorship, educational
activities and events, and
funding applications

A wide breadth of activities
included networking
(inside and outside the
organisation), mentorship,
research strategy
contribution and
management, dissemination,
and the facilitation of
numerous workshops, events
and learning opportunities

Individual researchers
undertook activities
relating to the particular
trust directorate and role.
This included ‘traditional’
research, service evaluation
work, capacity- and
capability-building, and
also contributions to
the trust-wide quality
improvement agenda

An array of research activities
included research design,
guidance, dissemination and
write-up. Projects included
addressing overcrowding in
the emergency department
and evaluation of various
initiatives to improve care
quality
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As with other aspects, the embedded activities often evolved over time. In some cases, this
change of focus was less visible or perhaps even intended. For example, as the research team
at Evansville became established and relationships with front-line staff grew, the researchers
found that their involvement in capacity and capability activities also developed and became
more prominent. This had implications for their workload (as their role and work related to
ongoing health services projects). The success of this ‘extra’ work left a void in some areas when
the initiative ended.

Activities associated with more ‘traditional’ and ‘original’ research were also diverse, again relating to
the overarching purpose of the initiative, but also the individual role. For some, contact with research
in this sense was in building site capacity for randomised controlled trials. For others, they took part
in funding applications, publications and various dissemination activities, offering a further example
of contrast between roles in different initiatives.

The level of activity relating to strategic involvement and influence was also an important observation
when examining the embedded researcher’s role: their strategic ‘voice’ either directly or indirectly
was variable. For some, attending senior management team meetings was an explicit part of their role,
for others their ‘attendance’ was indirectly through line managers and key strategic-level contacts.
Some researchers undertook no activities outside their clinical specialty or department. In the main,
the potential to engage embedded researchers in strategic activities was not always thought to have
been fully realised.

Achievements and challenges
Embedded researchers and identified stakeholders were asked to reflect on the achievements and
challenges of the initiative. There were stark differences in responses both within and between case
study sites, suggesting differences in the perceptions, expectations and assumptions of participants.
In other words, it was not easy to list achievements that were universally recognised or agreed on;
rather, each local stakeholder group saw particular benefits and achievements, but also challenges,
with each initiative (Table 14).

TABLE 14 Achievements and challenges in the embedded initiatives

Bridgetown Coxheath Porter Evansville

Anna’s role had extensive
support at a managerial
level. The challenge in her
role related to the existing
research culture. She saw
research as inaccessible to
practitioners; for example,
research papers were
‘pushed onto practice’
rather than trying to
‘create something that’s
useful and accessible’.
Anna noted how many
clinicians feared research
and how her role helped
to challenge and change
these ideas

Jane’s success was
extensive and related to
various applied research
projects, publications and
raising the trust’s profile.
Jane’s influence and work
were extensive and far-
reaching. Challenges
related to strategic
relationships and values.
Jane described extensively
‘siloed working’ and the
challenges she faced
working across multiple
boundaries and
organisational barriers

Investment in research roles
was evident throughout the
history of the initiative. The
challenges varied between
researchers: Victoria, for
example, juggled two roles
and sets of expectations.
Rachel experienced many
challenges relating to initial
role funding. There was,
however, a shared sense of
the critical importance of
senior ‘buy-in’ and support
for the roles, to ensure
sustainability

As this initiative has now
finished (due to the end
of funding), many of the
challenges raised related to
sustainability and effective
dissemination of findings
(to show the value of the
role). In addition, the
emphasis placed on the
individual embedded
researchers to ensure
success was noted as a
challenge, particularly when
these members moved on
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Despite the diversity of intentions and processes among the different initiatives, we were able to
collate insights into some possible criteria for assessing and measuring success. Key areas where the
nature of success might be explored include:

l capacity development – positive staff feedback; clinicians engaging in further research training
and seeking out support (e.g. workshops, enquiries, e-mails); clinicians applying for grants, further
research education (e.g. master’s degrees, PhDs, scholarships); front-line staff presenting at conferences
and other events

l improvement – tangible outputs such as report writing at departmental level (achieving deadlines),
meeting the requirements of governance (relating to improvement involvement), interest and
engagement with improvement initiatives from front-line staff, changes to practice based on findings

l research development and use – grant applications (number and quality), publications (number and
quality), uptake of findings in practice (impact case studies), international collaborations (and uptake
of findings outside own organisation, nationally and/or internationally).

Importantly, the degree and nature of achievement of each initiative reflected, in part, their maturity.
For example, one embedded researcher had been in post for only 12 months, limiting the scope
or reach of their achievements, but also making more noticeable the significance of their impact in
such a short time, especially in terms of building new relationships and networks around the role.
In comparison, another long-established multiresearcher initiative showed individual role achievements
(largely service improvement) and a broader sense of longevity.

Given the challenges of measuring success or achievements, it seemed that, when initiatives were more
narrowly defined in their specific activities or goals, stakeholders were more able to comment on their
relative success in delivering within an agreed time frame. Similarly, and again noting ambiguity, roles
that were less bounded (in terms of focus, activities and scope) were often victims of their own
success, and personal capacity became problematic. This was less challenging in roles bound by the
requirements and focus of a specific project, service or department. Conversely, those with more
ambitious or ambiguous aims, such as capacity-building or cultural change, could be seen and assessed
in less concrete ways, with the likelihood of disagreement among stakeholder groups as to the level of
success attained.

Concluding remarks

This chapter has presented the methods and data sources used in the four intensive case studies
explored in workstream 3. In this initial analysis, we focused on ‘telling the story’ of each initiative,
drawing attention to their key features, backstories and trajectories. Some interim conclusions are
drawn here from the analysis, but the main discussion, in the light of the other strands of work in the
project and the extant literature, and the drawing of conclusions for future scheme development take
place in Chapter 8.

The over-riding conclusion from this descriptive analysis is that there is no single model or specification
for embedded research, an issue also highlighted by the literature reviews of workstream 1 and the
scoping work of workstream 2 (see Chapter 3). Although there may be general understandings of what
an embedded initiative might involve or hope to achieve, they are interpreted, translated and enacted
in different ways in local contexts. These variations reflect important historical and contextual factors
relevant to each case. For example, the particular contextual priorities and pressures facing partner
organisations at any given time are likely to shape how the initiative is framed and specified. Equally,
the relative investment, funding or commitment to the initiative by different partners also directs the
intention and specifications towards certain purposes over others.
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Therefore, an embedded research initiative developed in a community hospital with relatively diffuse
and limited involvement of university partners is likely to be different from an initiative created
through a long-established university–NHS partnership to address specific improvement or capacity
development issues. Moreover, as was evident in the trajectory of Bridgetown, where the initiative
morphed as the embedded researcher changed (from Jill to Anna), initiatives themselves can shift focus
and goals over time. History, context and emerging contingencies, especially in terms of funding and
local service priorities, shape the rationale and specifications of any initiative.

Equally, initiatives vary according to the type (and number) of embedded researchers involved.
Important variations can be seen in the embedded researchers’ professional backgrounds and their
academic and professional qualifications, as well as their contractual and funding arrangements.
That said, all the embedded researchers in our cases seemed motivated (albeit in slightly different ways)
to close the gap between research and practice, by bringing research expertise closer to or within
front-line clinical practice.

Key to each embedded researchers’ activities in closing this gap was the development and use of
relationships across university–NHS boundaries. To varying degrees, embedded researchers
represented, not just research capacity, but knowledge-brokering capacity. Where they varied was in
what knowledge they brokered, whom they brokered between, and how they viewed the nature of
knowledge or evidence. All the embedded researchers in these initiatives employed collaborative
approaches to knowledge creation, with some embodying the more committed approaches to
knowledge co-production explored in Chapter 2.

Success in any given initiative was often hard to define and was, in part, determined by the clarity
with which the initiative was specified, for example whether or not it had bounded goals and explicit
deliverable outcomes. Achievements could more easily be discerned in the form of successful
processes, networks and relationships, and only sometimes in the shape of improved services.
Challenges abounded across all the schemes, which suggested that the successful implementation and
sustaining of embedded research is difficult. However, many of our participants (embedded researchers
and wider stakeholders) spoke with enthusiasm of the potential and benefits of working in these ways.

A fuller discussion of these findings in the context of the literature can be found in Chapter 8. In
Chapter 5, we turn to a deeper cross-case analysis of the four initiatives introduced here, to tease out
the features and dynamics of embedded research.
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Chapter 5 Embedding in practice:
cross-case analysis

Introduction

Chapter 4 presented case-by-case accounts of each of the embedded initiatives studied in depth
in workstream 3. The four case study sites (Bridgetown, Coxheath, Porter and Evansville) were
introduced, as were their embedded researchers (see Table 10). This chapter presents a more thorough
cross-case comparison of these four initiatives, informed by the analytic discoveries of workstreams
1 and 2. Specifically, the analysis is guided by the idea that embedded initiatives can vary across three
main dimensions: their intent, their structures and their processes (see Chapter 3).

Methods and analysis

The methods of data-gathering in the four case studies were set out in Chapter 4 (and are elaborated on
further in Appendix 3). The data analysis for the cross-case examination outlined here took an interpretative
and abductive approach to explore the themes and dynamics in the cases, using the structure developed
from the literature review and scoping analysis laid out in Chapter 3. An abductive approach seeks to
combine inductive (grounded) data analysis with elements of more deductive (proposition-driven) analysis,
with the goal of fostering close empirical–theoretical dialogue and, ultimately, proposition (theory)
refinement.174 Following Corbin and Strauss176 and Clarke et al.,177 standard coding processes are used
to generate empirically induced codes and concepts, which are then systematically related back to the
concepts and theories derived from the literature, to confirm, clarify and challenge these thematic concepts
as a basis for empirically informed theoretical elaboration.

Presentation of findings
In presenting the cross-case analysis, we use the 10 subthemes identified in Chapter 3 that encapsulate
the domains of attention required in designing and describing embedded research initiatives.

These subthemes are arranged under the three headings of ‘intent’, ‘structures’ and ‘processes’, and these
overarching categories provide the ordering for the findings presented here, with subthemes as follows:

l intent – intended outcomes, power dynamics
l structures – scale, involvement, proximity, belonging
l processes – functional activities, skills and expertise, relational roles, learning mechanisms.

The names and basic contours of the four cases were laid out in Chapter 4 (see Table 7). The individual
embedded researchers are also described in Chapter 4, and cross-referencing to Table 10 and the
full list of interviewees, including other stakeholders, in Appendix 2 will be necessary to make sense
of the findings presented here. Fuller case accounts, with extensive data, are presented in Report
Supplementary Material 3.

Findings 1: cross-case variations in intent

Intended outcomes
Analysing and comparing the case studies in terms of their intended outcomes demonstrated
considerable variation between initiatives, and showed that the intended purpose and outcomes of a
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given initiative are likely to change over time. In all cases, there were important, but often subtle,
changes in emphasis between producing knowledge, building capacity and enhancing reputation, which
reflected broader transitions in the strategic priorities of NHS organisations and the evolving expertise
of the embedded researchers.

Different partner organisations (NHS and university) and key actors (the embedded researcher, line
managers, front-line staff) could hold divergent expectations about the purpose and intent of the
initiatives. This was a potential source of tension as the researchers tried to meet the expected and
preferred outcomes of various parties.

A strong example of this was when embedded researchers faced competing intentions from academic
and clinical practice, in terms of which type of outputs were valued: research publications for
university assessment or service-facing development outputs. In cases where the researcher had two
sets of competing expectations and outputs, they sometimes found creative means to meet multiple
requirements at the same event, for example raising the clinical trust profile while presenting to a
wholly academic audience:

Interviewer: So, in terms of your week then, 2 days here, 3 days there, does it look like that in practice?

Victoria, embedded researcher, Porter: No [chuckling], no, because I would have only been doing that if
I was rigid about it; because the reality is, that there’s always things going on in both organisations that
you need to be at, and some of those events actually benefit both organisations and that’s great . . . it
makes me happy because that way I can do a bit of both jobs in one afternoon . . . For example, I’m going
up to [place] to present to [academic conference] in November. That really benefits the trust – I shall, you
know, put the trust banner on my presentation, and it’s all kind of clinically relevant research, but I can
also count that as academic work because it’s research, and research is part of my academic job as well
. . . So, it has a double benefit.

Interviewer: It sounds like there’s still two sets of priorities then?

Victoria: Oh yeah, very different sets of priorities as well.

For senior NHS managers, the over-riding intention, in many cases, was capacity-building,
specifically capacity-building that influenced patient care directly and delivered ‘real cultural change’.
The researchers themselves shared similar intentions and were motivated by the potential to
grow a research culture, change perceptions of research and ultimately improve staff and
patient experience.

In this sense, there was sometimes a sense of superiority associated with the intentions of the embedded
researcher, who had different expectations of their work to that of more ‘traditional’ academics:

I don’t want to be a full-time ivory tower academic [who] does research that’s philosophical or abstract or
metaphysical or any of those kind of things. I wanted to do research that had some applied meaning, that
would mean something to children and families.

Victoria, embedded researcher, Porter

The evolving and sometimes competing intentions and motivations of initiatives could put pressure
on the embedded researcher, with practical implications for workload and their personal capacity.
Anna, the embedded researcher at Bridgetown, was aware of this from the outset, particularly in
relation to the work associated with research capacity-building (a strong intention underpinning
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her NHS support network). She had learned from her predecessor, Jill, that, to influence large-scale
change, her approach would need to adapt:

One of the things I learned from Jill’s experience of having done a similar role before, running grant-
raising groups . . . [you develop] one or two people who go on to have great careers, but they have great
careers from an academic standpoint so they, they move over, they cross that boundary . . . So it doesn’t
break down the boundary, it just helps one or two people cross over, as opposed to changing the system
and how it works and dismantling the boundary or creating different boundaries.

Anna, embedded researcher, Bridgetown

Addressing and balancing multiple intended outcomes was central to these embedded research
initiatives. Moreover, what was intended was not always explicit, fixed or even realistic, and the
embedded researchers needed to pay close attention to the evolving discourses among partners and to
be prepared to flex as appropriate.

Power dynamics
We observed how embedded researchers occupied an arguably unique space between clinical practice
and academia. This often meant that the researcher must work across, and sometimes against,
existing ‘silos’.

One of many implications of this was the distribution, and sometimes redistribution, of power and
control, both for themselves and others. In some examples, such as those noted in the previous section,
this redistribution of power and control was intentional; one aim of capacity-building was seen to be
for front-line staff to gain more power and control to bring about change in services. There was a
general sense that this change in dynamic was needed, although its far-reaching implications were
possibly not always fully understood by those endorsing it, and, despite this widespread drive to
empower front-line staff, researchers felt that organisational structures were not always ready for
this change.

Jane in Coxheath, an experienced embedded researcher, offered her insights into ‘speaking truth to
power’ – in this instance, that meaningful culture change (and power shifts) were unobtainable, being
restricted by leadership styles and values:

Jane, embedded researcher, Coxheath: There’s no sign-up from the executive team, and the executive
teams themselves don’t have the shared values . . . I try and help the organisation to recognise what
they’ve got to do to support our front-line teams . . . If you look at [name] report, the [name] report culture
is the most frequent work, but they’re talking about organisational culture, not microsystems and I don’t
think our chief exec[utive] understands the difference or why one is more important than the other.

Interviewer 1: And the interplay between them?

Jane: Yeah, the interplay between . . . I don’t feel there’s anybody else supporting the microsystems side,
so I have to exaggerate their importance to get people to listen.

Interviewer 2: You’re saying things that people necessarily don’t want to hear?

Interviewer 1: Yeah, you’re speaking the truth to power?

‘Speaking truth to power’, in some form, was an established part of the embedded researchers’ role, and
the respondents all shared their varied experiences of being a ‘critical friend’. This required a strong
interpersonal skill set, contextual understanding and sometimes diplomacy (see Skills and expertise).
It also required the embedded researcher to maintain professional objectivity and avoid ‘capture’ by
the settings in which they were embedded.
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For example, projects undertaken by the Evansville team regularly involved feeding back findings to
senior NHS stakeholders. The tensions involved here were intensified for the researchers when
findings were perceived as unexpected and sometimes uncomfortable. In these instances, the
researchers shared how crucial it was to have senior support from outside the clinical setting, namely a
senior academic to whom they could ‘diffuse’ responsibility when situations became difficult to manage:

I think that’s one of the big things around being an embedded researcher . . . all those relationships, but
you need to constantly remind yourself that, you know, you are there to do a particular job. You are not
like any other staff member within that organisation, you’re there as a researcher, and there is that kind
of academic layer to the work that you’re doing, where you need to maintain that critical point really.

Bella, embedded researcher, Evansville

Of course, power was not always addressed directly or raised overtly in the interviews and
conversations during site observations. Nevertheless, issues of power – implicit, unspoken, frequently
unacknowledged – ran through the data and are touched on in subsequent sections, especially those
concerning proximity, belonging and relational roles. In that sense, power, like ideas of identity and
boundaries (straddling, crossing, breaching or maintaining), suffused and cut across many of the
meaning categories created in the review and scoping work of Chapter 3.

Findings 2: cross-case variations in structures

Scale
The scale of the initiatives ranged from a single embedded researcher to an embedded team of up to
five. Some schemes were bounded and time limited; others were more open, emergent and evolving.
There were differences in terms of configuration too; for example, the Coxheath initiative was
primarily configured and constructed around Jane as an individual, whereas Evansville was configured
around an evolving portfolio of projects. Porter was different again, with an overarching strategic
priority and focus to the configuration aimed at building research capacity and capability. The
descriptive accounts in Chapter 4 outlined some of these differences in more depth.

Despite these differences, there was a sense that, in their timescales and overall life cycles, initiatives
had identifiable stages of development: initially an incubation period, followed by formalisation and
then a developmental stage, and finally (for fixed-term projects) a conclusion.

In the incubation period, relating to a specific individual, group or intention/idea, the initiative would
begin to grow and the foundations would be laid, including the building of important relationships,
‘buy-in’ and extensive discussions over many months or even years. In Bridgetown, for example, this
growth started under an earlier role-holder, Jill, developing the intentions of the role and identifying
the key academic and practice stakeholders.

The initiative would then be formalised to a certain degree with role specification(s) and appointment(s)
to address a given issue or project. This would include many practical considerations and arrangements,
surrounding contracts and lines of reporting. At Porter, this phase in Victoria’s role offered helpful
insight into the complexities of funding and contractual arrangements, in line with various expectations
and intentions of the role:

I was in post for a very long time before I started to work out exactly what I was supposed to be doing,
which was . . . kind of typical of the way these structures work; and to some extent, I was involved in
writing my own job description . . . I’m employed by one of the directorates, not by the trust per se . . . so,
I’m not actually affiliated with the R&D department . . . That made it even more complicated. [It’s] one
contract with the university, that the trust buys out for 2 days a week, so it was set up as a university
post, with trust partnership. So, the trust pay the university my salary for 2 days a week.

Victoria, embedded researcher, Porter
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A developmental period would then follow. During this, the embedded researcher would demonstrate
their potential and the role would grow; often the details of the role (particularly in terms of the
nature of the work) would change and evolve in line with various expectations and demands. In many
instances, the role undertaken would be different from that proposed and the overall workload larger
than anticipated. Karla’s main duties in Porter related to service evaluation, but, as her role grew, she
also became heavily involved in the trust’s quality improvement strategy: extra work that was not part
of her original role.

In some instances, the initiative would then come to an end, as in the case of Evansville, where funding
stopped at the end of its fixed timescale. Even so, there could be a degree of influence ‘left behind’
by the completed projects, in terms of increased research awareness, cultural change and service
improvement. Bella, formerly at Evansville, said she was still contacted by members of the NHS trust
for advice and support.

Many initiatives however – like three of the four studied here – would be funded indefinitely, with the
embedded researchers on permanent contracts. As a result, the timescale of individual projects and
activities would become important, rather than the duration of the overall initiative. Maintaining
researcher objectivity over such longer timescales might become a concern. Scale and longevity, then,
would sometimes be planned from inception, and, at other times, would emerge contingent on local
circumstances.

Involvement
The teams surrounding the initiatives tended to be relatively small, compromising largely line managers
and senior academic support, before branching outward to team members. Each initiative and embedded
researcher had a distinct configuration or network of relationships. The partner identification tool used
in the interviews helped us to identify those involved with the initiative (rather than the projects/work
undertaken by the researcher in this instance), and how intrinsic their involvement was. The schematics
drawn from use of that tool are displayed in Figure 5.

Each researcher identified two or three key contacts, often those to whom they reported directly or
indirectly and who they felt had fundamental involvement with their work. These individuals often held
senior positions in either the academic institution or the NHS, and the embedded researcher often
described being ‘accountable’ to these individuals. In line with this seniority, such key contacts usually
provided the embedded researcher with a degree of protection and a voice at a senior or strategic
level. They were often important in ensuring funding and also access to other areas of the organisation,
setting the tone from a senior level. There was universal agreement that, without these individuals and
their ‘buy-in’, the embedded roles would be unsustainable.

Moving out from the centre of the partner identification tool, the individuals and groups came from a
variety of sectors. Unsurprisingly, other members of the NHS team, often clinical specialties and/or
professional group members (managers and department leads), were seen as important. In addition,
relationships with members of the trust R&D teams were quite often seen as necessary. Again, these
individuals brought access to front-line staff and their knowledge or expertise around each specific
clinical context.

Academic colleagues were also identified here, showing collaborative relationships. The degree of
importance placed on these formal and informal academic connections differed depending on each
role. In some cases, senior academics (at dean or professorial level) were responsible for line
management, but many of the academic relationships were with peers and brought shared research
interests, support and a critical friend for the embedded researcher. In most instances, these
relationships had been built over many years and their involvement and inclusion were of mutual benefit.
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Karla (Porter) offered her experience of the involvement she shared with colleague Victoria (also
embedded at Porter):

So another person that I . . . have quite a bit of contact with, but I don’t know, I don’t know how to put
her in terms of influence, is [Victoria] . . . Talking to her, she spans across the trust and [place]. So yeah,
I suppose she’s, she’s very much like a partner, partner in crime, I guess.

So, between us we run the quality improvement group for the directorate . . . She was brought in as the
strategic lead to basically get research on people’s agendas. So she is, in terms of the pecking order, very
high up within the organisation, and it was her job to integrate research into people’s day jobs . . .

I’d say [she provides] peer support to be honest, because we meet every couple of months, and we just
chew the fat about life in the different organisations and things . . . Because [Victoria] is still quite active in
actually doing research, doing evaluation. So, it’s kind of peer support, that she’s done a PhD, I’ve done a
PhD, and there aren’t many of us, what are we doing with that now? So, with that one it is more peer
support, I guess, and thinking about and talking about the development of the quality improvement agenda.

Karla, embedded researcher, Porter

Other sectors involved with the embedded initiatives included non-profit organisations and wider
collaborators including national and international partners (e.g. NHS England and NHS Improvement).
In these instances, the embedded initiative might provide consultancy or informal input to other
organisations or agencies. Students were also frequently included in the identification tool, their
involvement relating to shared interests, capacity- and capability-building, and mentorship.

It is also important to note the involvement of patients. Although patients were noted infrequently
during the completion of the partner identification tools, the motivation to improve their experience
and the care they received was reiterated often by the embedded researchers and those supporting
the initiatives. In terms of formal PPI, the researchers shared diverse experiences, largely related to
the nature of their role and the projects in which they were involved.

Generally speaking, PPI was undertaken for specific projects for which it was perceived as relevant,
and was accessed through existing PPI groups; this included internal, trust-level service user networks,
charity PPI groups (relating to specialism or illness) and national PPI representation through schemes
such as NIHR INVOLVE. Other experiences relating to PPI were shared through research capacity-
building work; in these examples, the embedded researchers were encouraging and supporting others
to employ PPI effectively. Evansville was the only case study to set up a designated PPI panel in
relation to the initiative and the role of the embedded researchers more broadly. Despite this
variability and the sometimes less tangible examples of patient involvement in initiatives, their
inclusion (directly and indirectly) was viewed as fundamental by the embedded researchers.

The networks of involvement then were very specific and bespoke to each initiative and often to each
individual embedded researcher. Although some connections were tight (e.g. to line managers and
scheme champions), others were loose and informal, forming and reforming as needs were identified
and projects developed. In most cases, PPI was limited to projects rather than being linked to the
overarching strategic goals of the embedded initiative. In few cases did it seem that the connections
described had been fully constructed or specified at scheme inception; instead, they emerged
contingently as the schemes evolved.

Proximity
Each initiative varied in terms of how its relationships and activities afforded contact and proximity
with different groups. In more obvious ways, this related to where embedded researchers and research
activities were physically located. Researchers at Porter were generally located within the NHS
organisation, with allocated desk space, whereas researchers at Coxheath, Bridgetown and Evansville
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had multiple desks (as did Victoria, the only researcher at Porter with a dual contract). Irrespective of
desk space, there was a sense that work location was changeable and flexible:

I have to live my life with a pair of trainers and a rucksack, because I’m never in one building long enough
to just be able to settle, I have to, I run round [location] – you know, I walk up to [location A] . . . and
[location B] site is right over the other side of the city and I walk there; and the university campus is all
spread out over here, and in 1 day I can be in four or five different buildings.

Victoria, embedded researcher, Porter

Much of the movement between locations was done in a conscious attempt to be more visible. There
was a shared sense among researchers that physical visibility, particularly within the NHS organisation,
was crucial to the success of their work. Visibility was seen as intrinsic to informal relationship-building,
and generated opportunities to reduce the gap between practice and academia. Karla, at Porter, said
she spent most of her time at one main location, ‘the main base [because] I like to be in the thick of things’,
and went on to link this to perceptions of ‘embeddedness’:

Through writing these narrative reports I’ve started to get a really, really good understanding of the
service . . . I’m visible as well, people have got to know me so people will then contact me and say, ‘oh’, you
know, ‘you can you help me with this’. And actually, if I was just a name, people wouldn’t necessarily feel
confident to do that . . . I think part of the embeddedness as well is actually like physical proximity . . .
their hub is sat sort of probably where that couple are over there [about 5 m away], they’re that close to
where I am, so quite often I’ll sort of go over and introduce myself, talk to them, work with them, so it’s
sort of getting to know them as well.

Karla, embedded researcher, Porter

Embedded researchers in these case studies generally prized close proximity to the organisations in
which they were embedded, but often had to work with great flexibility and agility across multiple
sites and settings. Being physically co-located and ‘being seen’ were literal manifestations of the
metaphorical need to close gaps between research and practice and required considerable effort.

Belonging
All the initiatives brought to the fore the importance of social, cultural and knowledge boundaries,
and the degrees to which actors shared particular ways of thinking, values and norms, and a sense of
belonging by virtue of their professional socialisation or organisational affiliation.

Much of the hidden or unseen work of the embedded researcher involved working across and mediating
the tensions between these boundaries. At the same time, however, this created certain role ambiguities
for the researchers themselves. As discussed previously, the original intention of the role could evolve,
resulting in researchers taking on different areas of work. In Porter, Karla’s contracted work related to
narrative report writing for local service evaluation, but her role had since grown unexpectedly and she
was now also heavily involved in setting up a local, trust-wide quality improvement initiative. This
ambiguity of role was experienced across all of the case studies and, in some instances, had significant
implications for the number of hours worked, with few boundaries in place to limit this:

Technically [I] devote 16 hours [per week] to [the trust], but the reality is I do a bit at home on top,
because you can’t squeeze it into 16 hours, that’s a nonsense . . . The other 24 hours then are university
hours, but again, it’s impossible to fit my university job into 24 hours . . . I do an awful lot of the evening
work, an awful lot of weekend work, a lot of juggling between posts, and a lot, wherever possible, [of]
double-weighting, to try and make up some of the shortfall, because I work about 80 hours a week.

The problem is that both organisations [need you] to do the job properly, and I can’t bear not to, [and I]
haven’t got enough time to do either job properly unless I put in extra hours.

Karla, embedded researcher, Porter
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All of the embedded researchers therefore struggled with role and identity ambiguity relating to their
sense of professional self, that is whether they were clinicians or academics (or both), whether they
were aligned with the needs of the university or NHS (or both), and how they cultivated relationships
with front-line staff or those facing the real-world need for research and evidence.

Each embedded researcher found their own paths to navigate these tensions of belonging, and
appeared to find creative ways of resolving, or at least reconciling, multiple competing roles, in turn
starting to forge new or distinct identities and belonging. They often found support, and a sense of that
belonging, in informal relationships: they spoke at length about these relationships, which were often
with other people in hybrid or similarly uncommon roles. These relationships, and even friendships,
offered a sense of grounding, and opportunities to work through common problems or difficult
experiences. Notably, the workshops and formation of the ‘embedded network’ that formed part of this
project (see Chapters 1 and 6) seemed to demonstrate the emergence of a distinct occupational identity or
sense of belonging around the embedded researcher role itself; for example, the researchers of Bridgetown
and Coxheath came to see that they had much in common.

In summary, then, belonging across multiple sites, roles and identities posed specific challenges and
additional work burdens. These were often actively managed, more informally than formally, but still
left considerable unaddressed challenges and needs.

Findings 3: cross-case variations in processes

Functional activities
There were substantial variations in the nature of the work undertaken by the embedded researchers
and in the scale of that work. The purpose of those activities also differed to some degree. Activities
and projects included service evaluation, local and regional quality improvement, and small-scale
research projects (often as part of research capacity- and capability-building). In those instances, much
of the work was undertaken with a smaller, more local team. In some cases, the embedded researcher
might even work one to one with an individual to support or guide a specific project.

Timescale similarly depended on the nature of the work. The heavily weighted service evaluation roles
were structured around report deadlines (often annual and with accompanying interim reports). Other
work, such as that relating to quality improvement, might be more flexible in its time frame and be
part of larger, ongoing agendas or change programmes that took place over many years.

Researchers spoke little of formal training associated with their activities. In Porter, Bev and Katrina’s
activities related largely to service evaluation, although they were also involved in recruiting for
large-scale clinical trials (for which their service was often a patient recruitment site):

So, we’ll do an annual report on inpatient outcomes, outpatient outcomes, which we then share with the
team, look at our outcomes, see what we need to be doing better, if we can do anything differently. So, we
use that in conjunction with patient experience questionnaires . . . We’ll look at [them] and say ‘is there
any way that we can improve on that?’.

Katrina, embedded researcher, Porter

Our bread and butter is service evaluation, so we’re getting outcome data for our service – that’s, that is
what we have to do on a daily basis, but in conjunction with that, we do have other projects going on.

Bev, embedded researcher, Porter

For insight into the sheer range of activities undertaken by the embedded researchers, we can explore
the work of Jane (Coxheath) and, to varying degrees, that of Anna (Bridgetown), Bella (Evansville) and
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Rachel and Victoria (both at Porter). To differing degrees, all five were involved in leading more
‘traditional’, original research, including funding applications, conference presentations and
publications. Jane offered the most powerful example, with a helpful contextual insight into her
activities and workload. Her work often related to relatively large, regional and national research
projects, many of which she had secured funding for and that had been ongoing for months or years:

So, the work in the university, there’s two projects, but they’re not always primary research and they’ve
been building on, or implementing or impact-based research . . . I’m now leading the work for Health
Education England [relating to the] workforce transformation type agenda . . . that’s by July. The
second piece of work is for [organisation name], so they want us to help them to develop a . . . career
development framework for their mainly nursing staff at this stage, for health-care support workers
across hospices . . . in the trust . . .

Two big things I’m working on, one is a single capability framework across the whole system . . . and then
I’ve got three priorities, which is emergency department, general ward and children’s to apply that to, so
that’s really important and hopefully will link to an IT [information technology] set-up that can be used . . .
by Health Education England.

Then the other thing is . . . [a] collaborative research study across the trust to . . . and then I’ve got the
ongoing stuff with the clinical leadership programme and the support of the consultant practitioners . . .
There’s a conference that we’ve got in June . . .

Jane, embedded researcher, Coxheath

In short, the portfolios of functional activities of these embedded researchers were often sprawling,
diverse and sometimes unmanageable, with variable (and often negligible) amounts of formal training.
The activities frequently reflected a large span of scale: from local improvement projects to regional or
even national initiatives; from the local, informal and unfunded, to generic knowledge generation from
funded formal research.

Skills and expertise
As with the portfolio of functional activities, the skills and expertise needed by embedded researchers
were many and diverse. The range described tended, in part, to reflect career backgrounds, local
initiative specifications and evolving relationships with wider stakeholders.

However, common skill sets were identified, not only by the embedded researchers, but by members of
their wider networks. Notably, there was considerable agreement across the varying levels of seniority;
for example, managers largely noted the same necessary skills identified by junior members of the
team, such as doctoral students. These skill sets could be summarised as follows:

l possessing expertise and in-depth research knowledge
l making research and research processes accessible
l forming complex networks, connections and collaborations
l building strong relationships and trust
l harnessing the knowledge and potential in others
l working across hierarchies
l being committed and driven, with great stamina.

Unsurprisingly, research expertise and in-depth research knowledge were seen as central to the
embedded researcher role. This assumption was shared across almost all participants in the case
studies. Embedded researchers themselves naturally saw this as important, and central to their ability
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to adapt to new areas of research, specialties and topics. Crucially, their research knowledge gave
credibility to their role:

Hannah, AHP lead, Bridgetown: I think that’s where the current knowledge, the current skills, the links,
the experience, the knowledge and the credibility comes from; that’s what the clinical teams need,
because . . . she’s not just a clinician giving advice on research, she is an active researcher giving advice
on research.

Interviewer: So, there’s respect for that?

Hannah: Absolutely, and I think that whilst my focus and priority is on that advice that she gives, I fully
get and accept and desperately think we need that half-and-half split because she needs to be a currently
credible researcher to give, to give the value to that research advice.

Making research and research processes accessible was also seen as fundamental to the embedded
role – particularly when working to change perceptions of research and subsequently build research
capacity and capability in the NHS organisation. Research was often seen as ‘out of reach’ for many
clinicians and managers, and, in some instances, was deemed irrelevant. The embedded researchers’
ability to change these perceptions was seen as a necessary strength:

Interviewer: You said you called [embedded researcher] an ‘ally’, can you tell me a bit more about that?

Joanne, occupational therapy team lead, Bridgetown: [The research governance teams] are gatekeepers,
and the process that you have to go through is very daunting, and the form that I’ve just sort of tried to fill
out . . . it’s not the easiest of forms to do. So feeling like you’re on your own again, a barrier that you’ve got
to overcome, whereas [name], well she definitely is on my side, because she had e-mailed a quick reply,
I was reading it one time, she said ‘Be careful how you word such-and-such or this will happen’, and she
helped us a lot, you know. So she’s always there, sort of watching that I don’t trip myself up.

The ability to form complex networks, connections and collaborations was at the heart of the
embedded role. Arguably, this work sometimes received too little weight or acknowledgement relative
to its importance (and relative to the more concrete and more obvious research skills). The term
‘bridging’ was used, as was ‘conduit’; however, these suggest the forming of a connection between two
parties: the reality is that many of the embedded researchers were at the centre of complex webs of
relationships and networks:

I can connect those people because I know what’s going on . . . [before] there just hasn’t been the forum
to bring people together . . . to make those connections for people . . . I kind of feel like I’m a bit of a
matchmaker essentially, because I’m kind of going round getting all this information, putting it in, and
then kind of regurgitating it out in a sort of useful manner.

Karla, embedded researcher, Porter

The ability to build strong relationships and trust was key to maintaining these complex networks,
connections and collaborations. There was a strong sense throughout the data that the embedded
researchers were seen (and certainly aspired to be seen) as trustworthy and genuine, with no
hidden agenda:

People trust her, they’re not wary of her, they believe that she’s going to be there tomorrow and have that
feeling about, you know, that solidarity. And I think I’ve got the ability to give people that feeling because
I’m an experienced researcher and a nurse, erm, but [embedded researcher] has it . . . So, I think there’s a
level of trust . . .
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You know, there are barriers that she doesn’t have to go over because she naturally lives with those
barriers. Are you with what I’m saying? It’s like she’s already inside the pen, she lives inside the pen.

Peggy, nursing professor and NHS director, Porter

The skill to harness the knowledge and potential in others linked to some of the preceding skills
(e.g. building relationships and making research accessible). Drawing out the potential in others and
challenging their thinking (with care) were skills that embedded researchers displayed often. This
related to the empowerment of others, not just those in junior positions, but also those working in
senior management and leadership roles:

So, in establishing all of my ideas, my thinking, I went and sat with [embedded researcher] and we looked
at the ideas, and what I was saying, and we, we had a conversation and she was able to support that
conversation, that then helped me . . . articulate and reflect on my vision and then develop my thinking,
such that I was able to make the pitch for a Darzi Fellow[ship].

Violet, collaborating general practitioner, Coxheath

As the quotation above demonstrates, working across hierarchies was an additional interpersonal skill
strongly valued by the embedded researchers and by their wider teams. The ability to work with a
variety of individuals, with differing roles and seniority, was important for success. Within this, there
was the necessary ability to adapt their approach and communication to differing levels and audiences,
so that the embedded researcher was seen as credible, relatable and personable:

With [embedded researcher] they know that she’s there, she was part of them, she has that ownership,
that belonging. She recognises their significance; she has that continuity that’s really important . . . and
before the post she’s in now really because she was embedded even when she worked for [university] –
she was embedded in there. So, it’s been over time, exactly, that she’s known now, and she’s understood
. . . And she can talk to people at a whole range of levels and she has that ability as well.

Peggy, nursing professor and NHS director, Porter

What has run across the range of skills and expertise noted so far has been the need for embedded
researchers to be committed and driven, with great stamina. These characteristics were seen as crucial,
largely as a result of the extensive challenges associated with the embedded role (including role
creation, development, workload and competing expectations, alongside the cultural and strategic
barriers). There was a sense that the embedded researchers needed to be strong, resilient, adaptable
and committed to their role. This was voiced by many of the embedded researchers, especially Anna,
Jane, Victoria and Karen:

It’s very time-consuming, and having anything that’s a split sort of role it is exhausting. It’s always more
than the sum of its parts really, so it is very dependent on someone who has the energy and the drive and
the vision to see something – that’s, you know, that’s not so much the norm.

Karen, associate dean of research, Bridgetown

Overall, there was broad agreement about the wide and diverse skills needed, but the degree to which
each skill was important varied according to how the initiative was configured, particularly when
looking at strategic involvement and the need for methodological expertise. For example, those roles
that included a high proportion of service evaluation required fewer formal methods training and
strategic interpersonal skills – these skills were much more relevant for initiatives that required
‘speaking truth to power’ and working across strategic organisational barriers at senior levels. The soft
skills of effective communication and relationship-building, however, were always in demand.

Relational roles
The themes described in Findings 3: cross-case variations in processes show the relevance to embedded
initiatives of effective communication and relationship-building. This was seen as a fundamental quality
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and skill of the researcher: the ability to build and sustain relationships, work across hierarchies
(by being relatable and adaptable), harness skill and potential in others, and build trust were all crucial
and could be described as skill in creative mediation:

Jane’s very approachable; she doesn’t make you feel stupid, she listens, she’s an active listener and then
she helps you assimilate it. So . . . her communication skills are brilliant . . . and obviously the knowledge
is there.

Sally, former chief nurse, Coxheath

Diplomacy and negotiation formed a large part of this relational work and were also necessary for
managing conflict and balancing competing agendas, expectations and priorities.

The key influences on the nature of the embedded researchers’ relational roles were their professional
background and, most crucially, the functional contribution expected of them. For example, three
embedded researchers in Porter, Katrina, Bev and Karla, whose roles focused largely on service
evaluation, spent less time negotiating agendas and experiencing conflict through different priorities.
The boundaries and nature of their work were more tightly and clearly defined from the outset. By
comparison, Jane in Coxheath was senior in both her past and current roles, and her work had far
fewer boundaries and an ever-expanding remit. Within this work, she had to juggle an array of
conflicts, perceptions and agendas. As a result, her extensive experience in creative mediation – the
ability to relate to others and work across rigid professional and philosophical boundaries and
hierarchies – was much more relevant to the success of her role.

Being accessible and relatable was universally seen as important. The researchers had to ensure that
they were not ‘too academic’ in their approach, particularly if they were to make research ‘accessible’
(and change perceptions of research). All of the embedded researchers needed this ability, arguably
because there was often a sense of unattainability attached to the term ‘research’, rather than a
problem with any of the specific processes in ‘doing’ research (i.e. the term itself is intimidating to
many people).

Additional relational aspects of the embedded researchers’ roles were covered in Belonging and Skills
and expertise.

Learning mechanisms
As noted in Chapter 4 on the formal evaluation and performance monitoring of embedded initiatives,
success was seen as largely challenging to measure, partly because of the ambiguity of roles, but also
because of the complexity of the work being completed. There was, therefore, variation in terms of
achievement and what was subsequently learnt about what was, or was not, achieved.

For work such as service evaluation reports and specific quality improvement projects, the outputs were
relatively easy to monitor and evaluate. Similarly, there were individual research projects that had clear
aims or objectives and tangible outputs on completion, such as publications. Such achievements were,
by nature, more explicit and therefore easier to ‘see’, making it easier to recognise, in the first instance,
and learn from them. Jane in Coxheath and Victoria in Porter, for example, published widely and often
attended conferences. These achievements were easier to identify, and learning how to make these
accomplishments was relatively straightforward.

Less easy to acknowledge, monitor and learn from, however, were projects around research capacity
and capability growth. Often there was no baseline of existing understanding or culture. At the same
time, measuring cultural change, particularly when it related to changes in perception and engagement,
was, by nature, difficult. Much of the work associated with culture change is subtle and even invisible.
Subsequent achievements can be difficult to identify and acknowledge, and subtle small-scale changes
are likely to be missed.
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Anna in Bridgetown was working to establish a baseline of research activity (as shared by a member of
her management team, Gillian) to try to mitigate some of these challenges and offer a starting point
from which achievement could be measured:

Gillian, AHP lead, Bridgetown: The first instance would be about how we get people being that, as I say,
research active.

Interviewer: Is that quite difficult to measure?

Gillian: Absolutely, absolutely . . . That has been quite challenging because we don’t have a baseline to
work from, so it’s not something that is routinely gathered, and so it’s . . . a piece of work for [Anna]; she’s
been getting ethical approval . . . to do a survey with all the staff . . . It’s a formal piece of research.

As a case study that had ended, Evansville showed that learning could be carried over into new
initiatives through the accumulated experience of the embedded researcher (Bella). Bella said one
initial goal of the embedded research role had been to disseminate findings beyond the immediate
team, to ‘create a kind of a research or an evaluation mindset within the [whole] organisation’:

Many times, [people were] just looking at their daily practice, their work, they’re not considering types of
evidence out there, they’re not thinking about evaluating what they’re doing, they’re not thinking about
quality improvement. So, part of a deal for our team was, you know, to show them different ways in
which they could do that.

Bella, embedded researcher, Evansville

It was only when the role was redesigned, however, that the team started sharing its findings widely
every 2 months, ‘even . . . emerging findings’:

Our findings [now] are going to different implementation groups across the trusts, it’s not just going to
three or four teams, they’re being presented at their group executive level in 2 weeks. So . . . the chief
exec[utive] knows exactly what we’re doing, and they know what’s coming out of our evaluation so . . .
We learned from that, I think, and now we’re really careful not just to focus on data . . . but actually to be
able to use this formative design a bit more practically. So, I think that was one of the big issues we had
on the team and one of the reasons why I don’t think we [i.e. the original embedded initiative] were
funded beyond the 4 years.

Bella, embedded researcher, Evansville

Learning within the embedded research initiatives proved difficult then, not least because of the
frequent lack of clarity over intentions and the emerging nature of many of the activities. Formative
learning was clearly prioritised, alongside the necessary informal support systems for the embedded
researchers. Summative learning was less in evidence, notwithstanding the varied governance and
accountability mechanisms that played a role in shaping the overall work programmes and the
day-to-day activities.

Concluding remarks

This chapter has dug deeper into the data from the four intensive case studies conducted in workstream 3.
This cross-case analysis complements the case descriptions of Chapter 4, looking at the attributes and
dynamics of these diverse schemes. Using the structured framework laid out in Chapter 3, and the
account of knowledge co-production derived from a wide literature summarised in Chapter 2, we have
drawn insights from the messy real-world experience of embedded research. As with Chapter 4, only
interim conclusions are drawn here, with the main discussion of implications for future scheme
development to be found in Chapters 6 and 8.
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The analysis in this chapter was arranged under the broad domains of ‘intents’, ‘structures’ and
‘processes’, further broken down into their constituent themes as laid out in Chapter 3. Of course,
there is much interplay and linkage between these domains and themes, and so boundaries between
them should not be taken as firm or fixed. Nevertheless, this heuristic allows some degree of order to
be placed on what otherwise would be a confusing mass of data.

In terms of intent, our in-depth study amply illustrated that there was often no singular or fixed intent
to the schemes; rather, purposes evolved and flexed to reflect the priorities of key partners. Intentions
were often shaped around building applicable knowledge (collaboratively, if not always co-productively)
for the betterment of front-line services, often alongside the creation of new capacities and capabilities.
Often discernible, if not always overt, was a desire to reshape patterns of power, especially the relations
between academic and service partners, and sometimes also between different professions in the service
settings. Intrinsic to this were ideas around the (re)negotiation of knowledge and the capacity of research
to inform what counted as knowledge in context.

The structures created to support embedded research involved various practical configurations, but all
had to pay attention to the scale of activity envisaged, the nature of the partners involved, and the
importance for the researchers of presence and visibility in service settings. These important and
relevant features, in turn, created tensions and dilemmas for the embedded researchers over identities
and belonging. It was clear that such tensions, ambiguity and unsettlement were in play for many of
the embedded researchers for much of the time. Managing these contradictions and tensions was a
major preoccupation, drawing attention to the need for deft supervisory arrangements, careful
mentoring and supportive networks.

The incredibly varied range of functional activities for many of these embedded researchers
highlighted the complex processes that needed to be ‘designed in’ to embedded research schemes,
and the extraordinary array of necessary skills and expertise needed to function effectively. The range
of skills and styles we observed to be active in embedded research also suggests that these kinds of
projects rarely settle on a single recognisable type of knowledge co-production, but fluctuate between
(or sometimes blend) different approaches, sometimes more conventional, sometimes more committed.
Nurturing and shaping the relational roles through which knowledge was brought to the fore and used
mattered at least as much as, if not more than, standard research or project management skills in this
context. Finally, given the often ambiguous and shifting nature of scheme goals, it was unsurprising
that learning mechanisms, although much needed, often seemed underdeveloped.

Taken together then, the insights derived from these in-depth case studies suggest many areas of
potential discussion, development and learning for stakeholders in embedded research, and it is to
these issues that we now turn. Chapter 6 will move away from close-up examination of the dynamics
of specific embedded cases to bring together the lessons from all four workstreams and introduce a
design framework for the specification, management and assessment of embedded research initiatives.
Sitting alongside this, a suite of tools, resources and supporting materials will then be described more
fully in Chapter 7.
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Chapter 6 Designing and supporting
embedded research

Text throughout this chapter has been reproduced with permission from Ward et al.178 This is an
Open Access article distributed in accordance with the terms of the Creative Commons Attribution

(CC BY 4.0) license, which permits others to distribute, remix, adapt and build upon this work, for
commercial use, provided the original work is properly cited. See: https://creativecommons.org/
licenses/by/4.0/. The text below includes minor additions and formatting changes to the original text.

Introduction

Despite becoming an increasingly popular strategy, designing and managing the embedded co-
production of knowledge is far from straightforward. As we saw in Chapters 3 and 4, initiatives can
come in a wide variety of shapes and sizes and are usually both complex and emergent in nature.158

Moreover, the nature of knowledge co-production itself is complex and multifaceted, as explored in
Chapter 2. Dilemmas and challenges include the types of co-production sought, the extent to which
researchers should be embedded in the organisational setting, how to manage boundaries and the
(sometimes conflicting) interests of different parties, and how best to respond to the knowledge needs
of organisations grappling with complex and changing hinterlands.65,155,156

Consequentially, as we saw in the previous chapters, those involved in initiatives can struggle to
consider and fully articulate the range of issues that are germane or the design options that are open
to them. This, in turn, can lead to tensions within initiatives due to, for example, the differing (and
often unexamined) expectations of those involved, the difficulty of evaluating and demonstrating the
value of initiatives (especially to those investing time and/or money), the need to respond to changing
internal staffing and external influences, and the difficulty of reconciling diverse and potentially
discordant aspects of an initiative.65,162

In this and the following chapter, we begin to integrate the findings from the research-based
workstreams 1–3 into a design framework, supporting metaphors, and tools and resources to aid the
design, analysis and management of embedded research initiatives. The framework is based on the
extensive research reported in Chapters 2–5, work that enabled us to tease apart and map the various
features of embedded co-production initiatives. It also draws on the extensive engagement and influencing
activities of workstream 4, to focus on the practical manifestations of the programme of research.
We present the design framework in the form of a ‘landscape map’ with accompanying materials, including
a series of reflective questions. Other outputs and outcomes from the range of engagement activities
deployed in workstream 4 (and outlined in Chapter 1) are also covered here and in the following chapter,
to give a fully rounded picture of the contributions we have made to supporting the embedded
co-production of knowledge. We conclude this chapter by drawing on our experiences of being involved
in embedded research initiatives to discuss the potential utility and value of the materials for initiating
and sustaining embedded research initiatives.

Approaches and methods

In this section, we describe the approaches and methods used to create the portfolio of tools, resources
and supporting materials that emerged from this project. First, we explain how we developed the design
framework for embedded research initiatives, drawing heavily on the research reported in Chapters 3–5.
Then we revisit the engaging and influencing activities (workstream 4, outlined in Chapter 1) to show
how these activities led to a wide range of supporting materials that promote and support the
development of embedded research initiatives.
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Developing the design framework
As documented in Chapters 2–5, the supporting research comprised a wide review of literatures on
knowledge co-production and on embedded research (workstream 1), a scoping exercise of embedded
research initiatives in health settings across the UK (workstream 2), and a co-production workshop
with embedded researchers and their managers (part of workstream 4). This was followed by more
detailed exploration of four ongoing initiatives, including about 50 in-depth interviews and an
additional workshop with follow-up discussions to validate our thinking and create and refine the
supporting materials (workstream 3).

The features of embedded co-production
As described in Chapter 3, our research identified 10 themes representing the common concerns of
an embedded research initiative, and these were grouped under three categories relating to the
underlying intent, structure and processes involved in an initiative. From each of these main themes,
we then identified a number of additional subthemes that teased out the various aspects of each
feature (see Table 5); their underlying rationales and evidence can be traced in Chapter 3.

Given the ongoing uncertainty about the link between what embedded research initiatives do and their
outcomes, the features described should not be viewed prescriptively. Instead, they are descriptions of
the conceptual and operational components that characterise embedded initiatives – areas that require
focused attention and detailed articulation. Importantly, each feature illustrates the complexity and
nuance of embedded research that sometimes fails to be acknowledged, disaggregated or given due
regard. This led us to think of the features as a common language for describing, discussing, planning
and managing initiatives, a set of tools and resources for more thorough and reflective analysis – and
with greater specificity – than is usually the case.

Co-producing a basic design framework
Having identified the 10 features (and associated subthemes) from our literature review and empirical
work, we held a day-long co-design workshop with embedded researchers and their managers (n = 18).
The purpose of the workshop was twofold. First, we aimed to test, validate and (if necessary) amend the
features. Second, we aimed to understand how best to communicate the features and work them into a
practical framework for those designing or becoming involved in an embedded research initiative.

The workshop made use of a range of creative activities and was facilitated by an experienced team of
researchers in design and health care (see Acknowledgements). The workshop began with participants
adding comments and questions to postcards that depicted each of the 10 features with a simple icon
(e.g. a location icon for proximity, a house for belonging). These thoughts were then discussed in small
groups before being summarised and fed back to the rest of the group. Small groups also discussed and
fed back whether or not some features were more of a priority than others. Insights that emerged
during this part of the workshop included the emergent and often underarticulated nature of intended
outcomes; the central (yet usually hidden) nature of power dynamics; the sense of ‘homelessness’ often
felt by embedded researchers; the need to consider when and where to involve others in an initiative;
the idea of proximity as a journey as much as a set of locations; and the need to manage expectations
about researcher skills, expertise, roles and activities.

The next section of the workshop focused on visualising the features. Participants worked individually
and then in small groups to produce physical models as three-dimensional metaphors of the features,
before turning these into two-dimensional pictures. The aim was to give participants the time and
space to explore and make sense of the features in different ways, and to develop insights about how
they could best be communicated and shared with others involved in embedded research initiatives.
Recurring metaphors drew on the natural world (e.g. trees, ferns, ponds, waves, soil), with many
participants focusing on ideas of growth, tending and nurturing.

Other activities during the workshop included a discussion about formulating a network to support
those in embedded researcher roles (informed by insights about the potential loneliness and
‘homelessness’ of embedded researchers) and a discussion about how to share the insights from our
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research and workshop (participants’ strong preference was for materials to be shared via a website
and in open-access publications).

Visualising the framework and devising supporting materials
Although the workshop validated the features our research had identified, provided some powerful
metaphors to describe those features and coalesced a group of people involved in embedded research,
we still needed to develop the features into a practical framework to support the design, analysis and
management of embedded research initiatives.

This additional work comprised three main activities: first, working with a professional illustrator to develop
a single visual representation of the features; second, developing a series of reflective questions to help
unpack the features and subthemes; and, third, providing a rich and evidence-rooted explanation of the
themes and subthemes that would allow interested parties to track back to the published and grey literature.

To develop the visual representation of the major themes, we shared photographs and materials from the
co-design workshop with a professional illustrator (see Acknowledgements) before holding a number of
telephone and e-mail discussions. These focused on how adequately to represent the features in a coherent
single image that captured both our research findings and the insights from participants at the co-design
workshop. Between interactions with the illustrator, we discussed draft illustrations and metaphors with
members of the wider team and sought further feedback from some of the workshop participants.

To support this visual re-working of the framework, we also developed a series of reflective questions
for each theme, and we constructed more detailed and technical accounts of the themes and
subthemes, drawing on our wide range of study materials. These additional materials drew on
extensive discussions with members of our wider team and workshop participants, and, collectively,
they provided material that was easy for potential stakeholders in embedded research initiatives to
understand. All of these materials are freely available at the Embedded Research website.67

Developing other supporting materials
Throughout the project, considerable attention was paid to engaging and influencing activities
(workstream 4; see Chapter 1 for an outline of its approach, audience and actions). Activities ran in
parallel with workstreams 1–3, drawing on and contributing to those research activities.

A project website was constructed at an early stage,67 and a series of webinars was run to create
interest and drive web traffic. As research-based materials (such as the design framework) became
available, these were converted to web resources and released for wider community commentary.
The collaborative workshops programmed into the lifetime of the project created opportunities for the
co-production of resources, which, in turn, were used to enhance the resources section of the website.
The planned workshop that could not run because of COVID-19 restrictions was replaced with podcast
interviews with other members of the team to provide a readily accessible record of the thinking
behind the design framework. Articles in widely read practitioner journals (Health Service Journal, Local
Government Chronicle) created additional interest, spread the core messages from the research, drove
further website traffic and created additional useful discussions that fed back into the creation of
supporting materials. Blogs and an active Twitter account (@_embedded) offered further channels to
stimulate interest, and allowed followers to engage with the supporting materials under development.

Outputs: tools and resources for embedded research

The varied activities outlined in the preceding section produced a wide range of resources for those
interested in developing embedded co-production to draw on. The translation of our research output
(the core features of embedded research initiatives) into these resources was seen as essential if this
work was to have wider influence and we were to work in ways that were sympathetic to an engaged,
inclusive and co-productive orientation to knowledge. In this section, we explore the outputs created
by these processes in collaboration with, and usually co-productively with, wider partners.
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Because our workshop participants, and our own research and practical experience, had alerted us to
the often emergent and dynamic nature of embedded research initiatives, the potentially complex
relationships between the features, and the limited evidence to date on the outcomes of initiatives, we
did not seek to create a prescriptive or instructional manual for embedded research initiatives. Instead,
the materials were designed to provide a structured way of engaging with the complexities, nuance
and choices involved in designing and developing an embedded research initiative.

So, although considerable work went into developing, sharing and validating these outputs, we do not
regard them as definitive: their nature will remain provisional, their uses conditional and contextually
contingent, and the contribution they make to the design and management of schemes necessarily
partial. It remains our hope, however, that they will provide useful guidance.

Three groups of outputs are presented in this chapter and in Chapter 7: first, the design framework, its
visual representation and its supporting metaphors; second, the set of interrogatory questions intended
to build dialogical engagement with the framework; and, third (in Chapter 7), a suite of materials for
those considering employing an embedded researcher or blended research and service team. Thus, those
interested in learning more about embedded research can have an easy introduction and then ‘drill down’
into the nuance, substance and evidence for each theme (see the Embedded Research website67).

These three groups allow engagement in a multilayered way. The first uses the metaphor of the garden
to introduce concepts of complexity, multifacetedness and interconnectivity. Then individual aspects of
the garden (the themes and subthemes) can be explored both as metaphors and dialogically through
questions such as those set out in Table 15. Finally, these web resources contain click-throughs to
other resources such as more detailed expositions of the themes linked to the literature, published
papers, case studies, job-related resources, an animation and the opportunity to join a network of
like-minded practitioners in embedded research.

The design framework: an illustrated metaphor
The visual landscape seen in Figure 12 represents the features of an embedded research initiative.
Drawing on the insights of the participants at workshop 1, we selected a garden as an overarching
metaphor to represent the growing, emergent nature of embedded research initiatives and the active
work that individuals and organisations need to put into planning and maintaining such initiatives.

Each theme is represented as a separate area in the garden, with relevant visual metaphors as follows:

l Intended outcomes are represented by the range of desirable produce emerging from the garden as
a whole.

l Power dynamics are seen as a river flowing through the whole space, with the scope both to power
initiatives (the water wheel) and also (implicitly) to overwhelm (e.g. by flooding).

l Scale is hinted at by the idea of a wood containing trees of different size, species and maturity.
l Involvement uses ideas of the hive (honeybees) to suggest that collective engagement is needed to

produce more than individuals can alone.
l Proximity hints at ideas of distinct choices (the signpost), purposeful navigation (the map) and

boundaries to be negotiated (the fence).
l Belonging is represented by both a summer house (a structural space for belonging) and a picnic

(reflecting informal social spaces for belonging).
l Functional activities suggests the range of activities needed for success, their interconnectedness,

ideas of investment for the future, and the toil sometimes involved in the tasks.
l Researcher skill and expertise are represented by gardening equipment and tools.
l Relational roles playfully suggests that actors from very different backgrounds and abilities may

need to find ways to get along.
l Learning mechanisms points towards growth (the baby birds), maturity and stillness (the wise heron)

and calm reflection (seen here literally but intended metaphorically).
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Questions for engaging with the framework
The integrated nature of the overarching metaphor in Figure 12 illustrates the complex interconnectivity
of all its aspects, yet disaggregating the overall picture into its constituent parts also has value in teasing
out distinct design components and ensuring focused discussion. Table 15 shows each of these aspects
in turn and lists a series of questions designed to prompt contemplation and discussion of each feature.
These questions can be used alongside the visual landscape to prompt further enquiry, articulation and
discussion of key design and/or management issues at the outset and again as initiatives unfold.

Clearly, the questions laid out in Table 15 do not present the last word on how to explore the themes.
As new or extant collaborations grapple with the concerns laid out, new ways of digging deeper will
emerge appropriate to the specific initiative under scrutiny. To aid this, the framework on the
Embedded Research website67 contains click-throughs to other resources, to which we now turn.

Other supporting materials from workstream 4
The design framework described above lies at the centre of a suite of practice-focused materials that
aim to assist in the exploration of embedded forms of knowledge co-production. Other resources
developed across the team included:

l An animation to provide a visually attractive and engaging view of the possibilities.
l Real-world case studies to showcase possible manifestations of embedded strategies.
l A network of interested actors through which views and resources can be exchanged.
l A ‘recruitment resources pack’ containing sample job adverts, job description and person

specification, which can be adapted and adopted for different circumstances. The pack also includes
guidance and training resources, to help the collaborating institutions consider what will make for a
successful and sustainable initiative.

FIGURE 12 A visual landscape of the features of an embedded research initiative.

DOI: 10.3310/HFUU3193 Health and Social Care Delivery Research 2022 Vol. 10 No. 3

© Queen’s Printer and Controller of HMSO 2022. This work was produced by Marshall et al. under the terms of a commissioning contract issued by the Secretary of State
for Health and Social Care. This issue may be freely reproduced for the purposes of private research and study and extracts (or indeed, the full report) may be included in
professional journals provided that suitable acknowledgement is made and the reproduction is not associated with any form of advertising. Applications for commercial
reproduction should be addressed to: NIHR Journals Library, National Institute for Health Research, Evaluation, Trials and Studies Coordinating Centre, Alpha House,
University of Southampton Science Park, Southampton SO16 7NS, UK.

77



Given the practical nature and the target audience for the recruitment resources pack (specifically,
managers, clinicians and potential embedded researchers), the recruitment resources are presented
separately from the other supporting materials in Chapter 7.

Animated introduction to embeddedness
As the limitations of knowledge transfer approaches became evident, there was a need to be able to
explain the nature and (potential) advantages of more co-productive approaches, such as those

TABLE 15 Reflective questions to aid discussion and consideration of an embedded research initiative

Feature or theme Questions for consideration

Intended outcomes l What type and scale of knowledge will the initiative produce?
l What is the scale of the problem that the initiative will tackle?
l Whose capability and capacity will be increased?
l What types of capability and capacity will the initiative support?
l What markers of credibility or prestige will the initiative generate?

Power dynamics l Which aspects of the initiative will be controlled by whom?
l Who will contribute to the initiative and what will their contribution be?
l Who will benefit from the initiative and what will they gain?
l How will the initiative affect the traditional roles of those who are involved?

Scale l How many projects or pieces of work will the initiative encompass?
l How long will the initiative need to last to accomplish the intended outcomes?
l Does the timescale need to be fixed?
l How many researchers will be involved?
l What methodological, topic/subject and interpersonal skills are required?

Involvement l Who is affected by the issues being addressed and/or activities being undertaken within
the initiative?

l How involved should each group of people be?
l When should they be involved and for how long?
l What activities will people be involved in?
l What mechanisms will be needed to involve people in the initiative?

Proximity l Where (and with whom) will the researchers be located?
l What physical spaces will the researchers have access to?
l What proportion of their time will the researchers spend in the health-care organisation?
l Will the intensity of their contact vary across the initiative?
l How visible will the researchers be to different parts of the health-care organisation?

Belonging l What boundaries will the embedded researcher need to cross?
l How will the researcher be supported to cross these boundaries?
l What contractual arrangements will be used to facilitate belonging for the researcher?
l What informal arrangements will be used to facilitate belonging for the researcher?

Functional activities l What type of activities will the researcher need to undertake?
l Is the proposed range of activities feasible?
l Will the activities be fixed or emergent?
l What is the purpose and focus of the activities?
l What training and support will the researcher need to receive?

Skill and expertise l What topic-specific skills and expertise will be required?
l What methodological skills and expertise will be required?
l What interpersonal skills will be required?

Relational roles l How interdependent will the researcher and the health-care organisation be?
l How much flexibility and control will the researcher have over their work?
l What stance will the researcher need to adopt and how will they be supported to maintain

that stance?
l What type of input will the researcher be required to provide?

Learning mechanisms l What mechanisms will be required to monitor the initiative’s performance and targets?
l What methods will be required to evaluate whether or not the initiative has achieved

its outcomes?
l How will learning and reflection take place within the initiative?
l What approaches will be required to develop and adapt the initiative?
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embraced by the term ‘embedded research’. The animation we created is designed to stimulate discussions
on how embedded research is viewed alongside more traditional research methods. It asks viewers to
consider how we better align academic and non-academic perspectives, to ensure that academic outputs
are useful to the service and that the service outlines real-world problems for the academic community to
help solve. It is intended as a resource to enable teams to consider whether or not there are models other
than traditional research that may provide a more useful approach for them.

In addition, we hope that it will help to build the credibility of embedded researchers who are already
in post, and support them to be accepted into the research world. Our intention is for the animation to
be provocative in order to drive discussion and enable people to think more broadly about research
approaches. We believe that it will interest all three of our target audience groups: NHS and local
government leaders, the academic community, and front-line staff and service users.

Real-world exemplars
Real-world exemplars of embedded research initiatives are presented on the website in multimedia
format, including webinars and documentation. These introduce some of the diverse manifestations of
embedded co-production, allowing those interested in pursuing this approach to better understand the
challenges and benefits. These examples also highlight the great variability of approaches, suggesting
that there is no simple template, thus reinforcing the use of the design framework as a guide for
discussions and design decisions, rather than a prescription.

Networked activities
The research proposal envisaged the creation of a network or community for embedded researchers,
and the subsequent work confirmed its relevance: one of the themes identified through the literature
review, and validated further through the case studies, spoke to how lonely the embedded researcher
role could be. Moreover, the tension between belonging to an academic world while being embedded
in a service organisation was highlighted.

This could imply an easy opportunity to create a peer network to offer support to people who may
feel isolated in their roles. Our experience in this project, however, demonstrated something
rather different.

When we discussed the desirability of greater peer support at the first workshop, the participants
expressed considerable enthusiasm for establishing a self-managed and lightly facilitated network to
allow researchers to support and learn from each other. A network was established, but, despite the
initial enthusiasm, activity in the group was limited. The project team experimented with various
communication tools (e-mail lists, a Google Group, WhatsApp groups), but, despite prompting within
these resources, subsequent communications traffic remained generally light.

From these experiences, and analyses of the interactions through our website, actors in this domain
appear to coalesce around specific activities, rather than as peers wanting to connect more broadly.
This may be reflective of the diverse models of embedded research initiatives, and the very different
specific subject matter people are working on; that is, the potential for common ground could be
rather more limited than might first be thought. It also suggests that engagement and connecting
activities across this domain may need to be more actively managed and resourced.

In contrast, we successfully connected with existing bodies, such as the AHSN network and the ARC
network, to involve them in planning the resources we were developing, commenting on emerging
artefacts and improving their knowledge of embedded research models. Colleagues from these
networks participated in our various workshops and publicised our work widely in their own
geographic and virtual networks. Project team members also attended AHSN and ARC implementation
events to speak about the potential of embedded research to deliver improved outcomes and impact.
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Reflecting on the tools and resources developed

As researchers and leaders of embedded research initiatives, we had seen that interest in developing
this approach was increasing in both the UK and overseas. In UK health and related services alone,
we identified almost 50 such schemes (see Chapter 3), and enquiries of interest in the approach from
people in health service settings showed no sign of slowing.

Many of those contacting us cited their frustration with the often limited utility and impact of academic
research, their desire for better situated and ‘useful’ knowledge to help them address service delivery
issues, and their desire for closer interactions with researchers. But, although they recognised the promise
of embedded research in addressing some of these issues, they were often unclear about the possible
components of an embedded initiative, or how to go about designing a programme to meet their
particular needs. This was compounded by the largely ad hoc and somewhat opaque nature of many of
the initiatives that had been developed by others. We were told that this made it difficult to see exactly
how existing schemes had been designed and developed, for what purposes, and with what obstacles
and success.

Recognising these challenges, we extended our research in workstreams 1–3 (on the common core
components of embedded co-production and the microdynamics of implementation) to create a
multilayered practical framework to guide those designing, managing or analysing embedded research
initiatives. That work has been described in this chapter, augmented by an account of the range of
practical tools and resources that we have co-developed. The framework, scheme-related resources
and associated web-based tools are now available on open access.67

Next, we will discuss the potential for such tools to address common concerns over embedded
research initiatives.

Published experience, as well as our own extensive interactions with embedded research teams,
highlighted the need for open dialogue and discussion, both at scheme inception and as part of ongoing
scheme development and management.162,166 This included the need for a common understanding,
agreed goals and a bespoke design that fitted the local context and met the needs and ambitions of
those involved. The framework we developed provides a structured way of encouraging such shared
understandings, and a means of drawing on the experience of others (through the detailed linkages in
deeper layers of the framework).

Used as part of an ongoing dialogue, the framework has the potential to deepen shared
understandings, highlight divergent assumptions and reveal potential (and often hidden) tensions in the
design options being taken.

None of the core components identified in the framework is simple or straightforward, and many will
be context dependent, or even contested by the divergent actors involved in embedded research
schemes. A willingness to invest the time necessary to properly explore and negotiate ideas and
expectations across the components may be advantageous, as could be a willingness to return and
review these issues as schemes bed in. There is also a need for those involved to know and understand
what they are getting into, and to be alert to the potential risks (and not just benefits) at different
levels. This might include, for example, articulating the career risks for researchers associated with
not following a traditional academic route: embedded research is often not well aligned to the norms
or incentives of academia, and is demanding of time and skills. It might also cover the extensive
commitment needed from key players on the service side to help navigate local politics and competing
priorities within operational settings. Use of the framework and exploratory questions might usefully
extend and deepen discussions in these and other areas.
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In similar fashion, the practice-related artefacts co-created as part of this project offer starting points
for local discussion and adaptation. Although drawing on items that are (or have been) in use, we can
expect considerable extension and diversification of these materials over time. It is expected that the
Embedded Research website67 will be hosted and maintained, at least in the medium term, by the
Research Unit for Research Utilisation at the University of St Andrews (co-investigators VW and HD
are co-directors of this unit).179 The Embedded Research website67 will act as a repository for the tools,
resources and materials developed as part of this project, with the potential to expand the materials
held as the field matures.

As the ideas explored in this project spread and evolve, there will be a need for further evaluation
of such schemes: for the purposes of learning and adaptation, for development of specific schemes
over time (initiatives are often emergent and not rigorously defined at the outset), for comparison
between initiatives of differing designs, and as a means to build a business case for further initiatives
and investment.

There is also a conspicuous need for more rigorous and evaluative research on the process and
outcomes of such schemes, so that more prescriptive advice can be given to those wishing to invest
scarce resources. The framework and theoretical underpinnings reported here and previously have the
potential to provide a common language and structured means of engagement with all these concerns,
and the practical tools and resources developed have the potential to expedite scheme development.

This chapter has provided an account of the processes and outcomes that integrated insights from the
research presented in Chapters 2–5 with some of components of the engaging and influencing work
of workstream 4. In Chapter 7, we present the recruitment resource pack, which we hope will be
practically useful to the embedded researchers, managers and clinicians who wish to design and deliver
an embedded research scheme in their locality.
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Chapter 7 Recruitment resource pack

Introduction

It was clear from the literature and the case study work that getting the right people into embedded
researcher posts is a considerable challenge. Recognising this, we sought to provide some helpful
materials to underpin the recruitment process. Drawing on the documentary resources gathered in
the scoping exercise (workstream 2), and in dialogue with our study participants and members of our
embedded research network, we prepared a recruitment resource pack, whose contents are presented
in full in this chapter. The pack itself is available on the project web page [www.journalslibrary.nihr.ac.
uk/programmes/hsdr/165221/#/ (accessed 18 February 2021)], and an editable version can be
downloaded from the Embedded Project website.67

In doing so, the team reviewed a range of job descriptions from extant schemes and used these,
together with the emerging insights from the research, to create the necessary components to support
recruitment. The pack contains a sample (customisable) job description and person specification for
embedded research positions. The development of these incorporated the learning from the literature
reviews (see Chapters 2 and 3) and the case studies (see Chapters 4 and 5), drawing in what embedded
researchers and service people involved in embedded research initiatives indicated were important in
terms of attitudes, skills and knowledge.

Guidance on possible approaches to recruitment and interview panel composition are also provided.
These are quite generic, recognising that embedded roles could be hosted by many different
organisations with different recruitment processes (e.g. see the diverse cases described in Chapter 4).
These resources are supported by additional information for embedded researchers on how to prepare
for their role if successfully appointed, and information for organisations on how to create a conducive
environment for embedded researchers to thrive and the embedded research model to be sustained.
These job-related resources could be used both by organisations looking to set up an embedded
research initiative and by researchers considering an embedded research role as a career move.

The sample job descriptions and person specifications are intended to be used alongside the design
framework (described in Chapter 6) to enable local teams to consider their project/team establishment
and staffing as appropriate for their setting. By working through the framework, it is expected that the
team will have a greater understanding of the social and organisational constructs under which their
embedded research initiative will need to operate, and can thus adjust the sample job descriptions and
person specifications accordingly. It is also expected that, if these resources are customised to support
local constructs and contexts, then communication across partnerships will be stronger, leading to
more robust local arrangements.

It was apparent from many directions, including the literature, our scoping work, the workshops and
the embedded network, that, notwithstanding some common underpinnings, the actual manifestations
of embedded research were very varied. For this reason, the recruitment resources noted previously
and suggestions for access to training and development support were designed as broad guidance,
rather than prescriptive ‘must-dos’. Training and development needs should be factored in when
planning an embedded research programme or by funders seeking to seed new initiatives; however,
delivery of this will be determined by both the specific programme of research and the individual
researchers’ development needs. The training resources noted in the pack discuss the range of
models of employment to promote sustainable embedded initiatives (e.g. shared funding models) and
address the skills needed to gain and sustain funding. It was clear from many discussions that there
was a risk of ‘career suicide’ for researchers unless they were strongly connected to and supported
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by (often through contractual arrangements) a local university setting, so these arrangements need
careful thought.

The resource pack contains an introduction that sets out the background to the pack and its aims,
and four sections:

1. embedded researchers – who and what are they (an overview of the embedded research role)
2. questions to consider when designing an embedded research initiative
3. helping an embedded research project to thrive
4. resources (materials to support the recruitment, training and development of the

embedded researcher).

The rest of this chapter sets out the contents of these four sections.

Embedded researchers: who and what are they?

The resource pack groups the skill sets found among embedded researchers into four themes: functional
activities, researcher skills and expertise, relational roles and learning mechanisms. Organisations should
consider which of these is most relevant, but should bear all in mind, even if some elements of the
programme have not yet been nailed down. As the findings set out in earlier chapters show, the
changeable nature of embedded research programmes means that any areas of ambiguity may result in
tension later down the line, particularly if expectations or accountabilities are not clear.

Functional activities
Embedded researchers must be comfortable with a broad portfolio of work, and a variety of activities
within that work. Examples that we found included building relationships; collecting and analysing data;
facilitating educational activities; participating in meetings; and having the project management skills to
plan, manage and lead their own work.

No matter how well written the job description is, these activities are often quite fluid and will evolve
with the piece of work. An embedded researcher needs to be comfortable with this emergent nature.
Recruiting managers should consider how to foster any training and development opportunities to help
develop some of these skills in a newly recruited researcher.

Researcher skills and expertise
Researcher skills and expertise can be defined into three broad categories:

1. Topic-specific skills relate to any clinical or practice-related issue that the embedded research
initiative might focus on (e.g. diabetes, neurorehabilitation or childhood obesity). Not all embedded
initiatives will require topic-specific skills, but it is worth identifying early if a specialism will be an
important contributor to a researcher’s success in the programme.

2. Methodological skills relate to the research ‘know-how’ of the embedded researcher. They include
the ability to define and refine the focus of the knowledge-creation activity, to collect and analyse
data, and to produce knowledge of different kinds.

3. Interpersonal skills and expertise include the facilitation skills, communication skills, relationship-
building skills and emotional intelligence necessary in programmes that are complex, have multiple
stakeholders and rely on being able to build relationships quickly.

Relational roles
Embedded researchers will play different roles in different organisations, depending on the subject
of their research. Some researchers may offer a fresh pair of eyes and a new way of seeing things.
Others might provide an additional pair of hands, producing knowledge and evidence to drive the
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organisation’s processes and activities. They could also offer specialist or expert advice. They may do
just one of these things, or all three, at different stages of the programme. An embedded researcher
can also be a ‘critical friend’, so maintaining a critical stance towards the health setting is important.

A number of relational factors will therefore contribute to a project’s success, including the extent to
which embedded researchers view themselves (or are viewed by others) as insiders or outsiders in the
health setting, the degree of flexibility and control they have over their work (including disseminating
findings), and the extent to which they are able to access spaces within the health organisation.

Relatively simple logistical arrangements, such as the employing organisation, and how easily
researchers are able to access space within a health organisation can affect these relational factors,
and should therefore be considered in designing the programme of work.

Learning mechanisms
Embedded research initiatives use a variety of mechanisms to learn how things are going and whether
or not they are achieving their intended outcomes. Ambiguity about the aims and objectives of an
embedded programme will make this measurement hard.

The NHS and other health service organisations tend to use performance monitoring mechanisms including
key performance indicators and annual performance reviews, whereas programmes that are funded and/or
controlled by organisations with a strong research focus tend to make use of formal evaluations.

Other programmes may use more informal mechanisms for learning and reflection, such as group or
individual supervision, team meetings, workshops and learning sets.

Depending on the programme of work, the embedded researcher will need to be comfortable with the
arrangements for tracking progress, and will play a key part in ensuring that this progress is tracked.

Questions to consider when designing an embedded research initiative

This part of the resource pack contains a series of prompts to help in the design of an embedded
research programme, and to help create the optimal conditions for a researcher to thrive and the
programme succeed. It directs users to the Embedded Research website67 to understand the background
that informs the questions. The questions are grouped by theme and are set out in Table 15.

Helping an embedded researcher thrive

This section of the resource pack underscores the finding that clarity of arrangements for an
embedded research programme, such as the nature of the research, how it is funded, and even logistic
details, such as line management or where a person will sit, can make the difference between a highly
effective programme and one that fails to flourish.

Common tensions during a project can arise from issues such as differing expectations of the researcher
role or a piece of work; lack of clarity about how success will be evaluated, and what represents value
for money for its funders; and a sense of loneliness or lack of belonging for the researcher, who may be
perceived as an outsider by both the academic and health organisations they are working in.

This section works in conjunction with the prompts in the Resources section of the pack, and sets out
a ‘handy checklist’ of ‘absolute must-dos’ before advertising a position. (Those who find their project
design needs more work are pointed to the Embedded Research website67 for help with designing an
embedded research programme.)
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The list is grouped by topic and takes the form of a series of questions, as follows.

Aims and objectives
Are you as clear as you can be about the aims and objectives of the piece of research? Do you
understand the purpose of your piece of work, and is that understanding shared across all partners?
Do you know how you intend to measure performance over the course of the work?

Sponsorship
There will potentially be a tension between academic and service needs. Is there a senior individual in
each area of work who can sponsor the embedded researcher to ensure that this is a positive tension?

Management
Do you have a clear understanding of, and clear agreement for, the management of this individual,
particularly if it will be a joint appointment or their post will be jointly funded by more than one
organisation or funding stream? Are you clear on the logistics of a joint appointment: who will offer
performance feedback, support and coaching, not only to meet the programme’s objectives, but also to
support the academic career of the researcher? Will the researcher have sustainable employment in
the long term, and which employer should they best be employed by so they can ‘speak truth to power’
if the research results are not as expected?

Belonging
How will you support the researcher to become part of their teams in each organisation in which they
work? How will you support them in their handover between teams?

Scope and boundaries
Do you have a clear idea of the scope of the work and the activities that you want the researcher to
carry out? Are you clear about the accountabilities within the role, and the expectations you have of
the researcher and the piece of work? Is a blended team more suitable to what you want to achieve
than an individual researcher?

Introduction and support
How will you introduce the researcher to, and integrate them with, the team? Embedded researchers
often have to walk a difficult line between gaining the trust of the team and remaining objective about
their research; how will you support them in this? They must blend the worlds of academia and
delivery, which can leave them feeling that they do not quite fit in either; what support can you offer?
This will be instrumental in helping the embedded researcher to thrive.

Training and development
Embedded researchers need to possess a number of skills and often navigate complicated organisational
and professional situations. For an individual to thrive in this role, how can you support their ongoing
professional development? (A more detailed list of the types of training that might help an embedded
researcher to thrive can be found in the next section, with information on some providers.)

Resources

This part of the pack contains resources to help organisations to recruit an embedded researcher,
including a generic job description and person specification, two draft advertisements, and guidance on
developing a training and personal development plan for the successful applicant. These resources are
open source, and can be downloaded from the resources section of the Embedded Research website.67
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Job description
Sitting in front of a blank piece of paper to write a job description can be both daunting and time-
consuming. The resources pack contains a ‘long-hand’ job description (Box 1), based on a review of a
number of examples from embedded researchers already working in programmes of research.
Guidance notes are included in italics in square brackets.

This job description is intended as a starting point – organisations are encouraged to adapt it to fit
their programme of research and context. An editable version of the job description is on the
Embedded Research website.67

BOX 1 Embedded researcher job description

Employing organisation 1 (employment contract): [name here].

Employing organisation 2 (honorary contract): [name here].

Role descriptor: Embedded researcher.

Remuneration: [range on appropriate pay scale].

Responsible to: The researcher’s employment contract will be with [employing organisation 1] and an

honorary contract may be held with [employing organisation 2]. There will be an assigned workplace in both

settings and responsibility to both organisations.

[This is an example of useful language. In our experience, these jobs are normally organised as a joint contract;

the researcher’s employment contract may be with the university and an honorary contract held in a specified

department of the local authority, NHS trust, care or voluntary sector organisation. As a minimum, we recommend

clarity as to which organisations are involved and who holds day-to-day responsibility for the researcher.

An organisational chart may help illustrate the researcher’s lines of accountability.]

Job summary

The embedded researcher will work in close partnership with colleagues in the university and [insert name

of trust, council or voluntary sector partner] and carry out qualitative research within [organisation] in

collaboration with others. The researcher will add value to the organisation through applied research that

makes a difference to service delivery.

The role is flexible and responds to the need of the organisation where the research is taking place.

The postholder may be supporting people to make choices about how the research needs to be conducted.

They will work on site with the delivery partners in [insert location of trust, care or voluntary sector

organisation] and an academic base will be physically located in the [insert location of base at academic institution].

The postholder will foster collaborations with individuals and groups that are central to the research

studies and topics that are pertinent at the time for the organisation. These may include clinicians, service

users and managers.

The postholder will facilitate partnerships between academia and service colleagues to combine knowledge

in order to improve [insert service specialty] design and/or delivery.
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[Each embedded research role is unique and will be shaped by the organisations involved. The following are

important common components that are likely to feature in most roles.]

Work with local partners to ensure that service/system transformation is catalysed using applied research.

Facilitate collaboration and networking that engages and supports activities that contribute to the research.

Undertake and disseminate research.

Develop and maintain effective working relationships with a diverse range of internal and external stakeholders.

Work closely with [insert name of local AHSN and ARC as appropriate if links have been established], one of

15 Academic Health Science Networks and/or Applied Research Collaborations in England and the main

vehicles for delivering work requiring partnerships between health and care partners and academic institutions.

Key working relationships

[These are some of the frequently occurring relationships encountered during the Embedded project. They vary

according to programme and not all will be relevant to the work being set up.]

Clinicians, for example AHPs, doctors, nurses.

Service users/patients.

Carers/guardians.

Service managers.

Local government colleagues.

Integrated care systems colleagues.

Academic colleagues, for example research dean, reader, clinical academics.

External advisors.

Academic lead for the research programme.

Service lead for the research programme.

Academic team colleagues.

Service team colleagues.

Research and innovation director.

Methodologists and statisticians.

Clinical project leads.

Research governance, ethics and R&D teams.

BOX 1 Embedded researcher job description (continued )
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Main duties and responsibilities

Research strategy and delivery

The researcher will:

l develop an agreed research agenda with the employing organisation/system, under the direction of

academic and service line managers
l carry out research as part of [team], under the direction of academic line manager
l support others to develop their research/evaluation skills, building research capability and culture within

the organisation more broadly
l co-produce a research programme/design a programme of work, etc.
l liaise closely with other members of the team and staff at [organisation] to contribute to the success of

the work of the team

l review the relevant literatures, depending on the topic of the research undertaken
l identify and contextualise significant, complex and sensitive issues related to service delivery, which are

part of the research programme
l develop proposals for external research grant funding, under the direction of academic and service line

managers and in collaboration with appropriate [organisation] staff to ensure that appropriate ethics

clearance and research governance approvals are obtained for all empirical research activity
l develop qualitative research instruments
l lead on/contribute to the analysis of qualitative data
l plan and roll out clinically driven research
l lead on/assist in the delivery of dissemination activities

l draft/support drafting of progress reports as required by the principal investigator
l lead on/contribute to drafting papers for publication
l contribute to presenting findings to different audiences and attend relevant conferences
l liaise with the relevant administrative team for the support of the project
l report progress to Professor [name] and the relevant steering group.

Partnerships and collaboration

The researcher will:

l build networks with numerous individuals and groups to contribute to and influence organisational and

research strategy
l nurture effective strategic partnerships to identify changes in the health and care system that may be

the topic for applied research
l liaise with health/social care/third-sector [delete or add as appropriate] stakeholders on key issues and to

understand their work in the context of the research programme.

Organisational leadership

The researcher will:

l add value to the organisation through applied research that makes a difference to service delivery
l foster close working relations with academic colleagues and service colleagues
l build and support the professional and personal development of others (both individuals and teams)
l act as an advisor and facilitator for organisations that are part of the research study (this could include

public health, social care, NHS, local government, charities)

l ensure confidentiality on all matters and information obtained during the course of employment.

BOX 1 Embedded researcher job description (continued )
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Person specification
The person specification in Table 16 is a basis to work from, designed to be a helpful tool rather than
the definitive answer. Each category is classified as essential or desirable, but these classifications
should be changed as required for the specific role.

Research design and delivery

The researcher will be competent in using a range of methods to conduct/disseminate the research and

develop the service, such as:

l capacity- and capability-building
l service evaluation
l quality improvement activities
l training/guiding clinicians/managers through the different stages of the research process, and then on

to publication
l gaining insights from local practice
l sharing formal academic knowledge
l producing knowledge.

Personal development

The researcher will be committed to their own personal career development and learning and will:

l participate in educational activities as appropriate to the stage of their career
l be expected to carry out their own informal learning and reflection to shape their future practice.

BOX 1 Embedded researcher job description (continued )

TABLE 16 Person specification

Category Classification

Knowledge/understanding of

The complex inter-relationships in organisations and how to work with these across various interfaces
(primary/secondary care; public health/clinical care; commissioning/providers, health/social care)

Essential

How to change a research culture from an optional extra to part of core service delivery Desirable

Skills/abilities

Ability to quickly absorb new information and research new topics/build a network to support a
requested research programme

Essential

Knowledge of a range of research methodologies so that these can be adapted and applied to the service Essential

Strategic thinking to see beyond a presenting situation to underlying causes and research topics Essential

A methodical and accurate approach to work with attention to detail and a willingness to adapt
and innovate

Essential

The highest ethical and professional standards in health service practice, research and education Essential
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TABLE 16 Person specification (continued )

Category Classification

Qualifications/certification

PhD in health service research/social sciences Desirable

Master’s in health service research-related area Essential

Experience

Working closely with the health trust/council/voluntary partners and applying academic expertise to
help solve practical problems

Essential

Working across organisational boundaries Essential

Working with clinical trials units Desirable

Forming complex networks, connections and collaborations Essential

Continuous and audience-relevant dissemination of knowledge Desirable

Acting as a translator and facilitator for others, enabling accessibility and potential Essential

Conducting high-quality academic research Essential

Co-creation and co-production of research studies Essential

Line-managing junior staff and/or research supervision Desirable

Using theory in practical situations Essential

Engaging and managing a wide range of stakeholder groups Essential

Working both independently and collaboratively Essential

Supervising junior staff Desirable

Track record of

Gaining successful research grant funding from external bodies Desirable

Publication in relevant peer-reviewed journals Essential

Publication in sector-relevant publications Desirable

Delivering projects on time and within budget Essential

Finding creative means to meet multiple requirements Desirable

Personal skills and abilities

Ability to act as a ‘critical friend’ and offer a different perspective Essential

Ability to build capacity and capability and increase credibility of health and care research Essential

Communication

Excellent interpersonal, oral and written communication skills Essential

The ability to communicate information in a useful, accessible way Essential

The ability to write reports clearly and quickly Essential

Aptitude

Resilient and committed to this way of working Essential

Diplomacy and positivity to support relationships with a range of colleagues Essential

Outward-facing and enjoy working with different groups of people, to develop ideas and methods Essential

Desire to use academic expertise in a practical way Essential

Ability to live with ambiguity relating to sense of professional self, that is clinician or academic Essential

Highly self-motivated and hard-working Essential

Commitment to continuous professional development Essential
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Job advertisements
This section of the resources pack contains text for two draft job advertisements (see Boxes 2 and 3)
that could be used to recruit an embedded researcher. Organisations may, however, prefer to write
their own advertisement, tailored to their organisation.

BOX 2 Job advertisement: option 1

We are looking for an Embedded Researcher to support applied research and make a difference to

changing our research culture from an optional extra to part of core service delivery.

The successful candidate will need to be a researcher with a track record of working with the NHS and/or

local government and/or voluntary sector. They will need to be independent, resilient and innovative and

have exceptional influencing skills and experience of developing funding applications for high-quality

research in close collaboration with health/care/voluntary [delete as appropriate] staff and managers. They

will be a critical companion, diplomatically challenging staff assumptions and ideas and answering their

questions with a sensitive approach.

Being ‘embedded’ in the service setting increases the potential for well-designed research, applied directly

to the context in which solutions will be adopted, to facilitate successful implementation and improve

health and care for service users. This model allows researchers and health and care staff to understand

and value each other’s roles, knowledge and approaches and to develop their complementary skills. The

team will undertake research of value both to [insert organisation title] and the wider health and care sector.

This is a fantastic opportunity for a highly applied health services or social science researcher to make a

practical contribution to improving service user/patient care. The embedded researcher’s role is both to

mobilise established evidence and to create new knowledge through pragmatic evaluation.

The role is wide-ranging, and the successful applicant will be expected to negotiate their contribution to

the research initiative once in post and to agree a role with the partners that is both ambitious and

achievable. This is likely to include the following roles:

l working with and alongside a range of people across organisational boundaries
l focusing on knowledge and bringing people from completely different disciplines and

backgrounds together
l being the supportive facilitator between research and practice, making research more accessible to staff

as a topic and showing them how they can either use existing research and evidence or actually create

research and evidence themselves.

Applications procedure

For an informal discussion about the post, please contact [insert name of recruiting manager].

Applications should be completed by [insert link/submission information].

The closing date for applications is [insert closing date].
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Interview process
As these roles can be complex, with posts often funded from two or more organisations, the selection
process needs to consider the needs of all funding organisations. This section sets out five suggested steps:

1. Invite representation from all funding bodies to be involved in the selection process. This could start
with joint agreement of the design of the research (see Helping an embedded researcher thrive for
questions to help with these discussions) followed by the development of an agreed job description
and person specification. At this point, line management for the position should be agreed.

2. If numbers allow, a representative from each funding organisation should be involved in the
interview panel, allowing for appropriate gender and ethnicity representation on the panel.

3. The person taking line management responsibility for the position should ideally chair the interview
panel and ensure clarity on the employing organisation. The approach to line management and
sponsorship from other funding organisations should be explained to interviewees. This will help
foster a sense of belonging from the outset.

4. Consider involving a public/patient representative on the panel, to again foster the importance of
this from the outset.

5. Develop interview questions based on the agreed job specification, to ensure a focus on testing
against essential criteria, particularly interpersonal and communication skills.

BOX 3 Job advertisement: option 2

Ever felt you want to do something more . . . applied? Wondered how you could combine your passion for

research with the operational knowledge of those working in health service delivery to make stuff . . .

better? Perhaps it felt like you could do more to translate theory into practice? Well, we’ve got some good

news for you – we’re setting up an embedded research programme, and we’re looking to recruit our

embedded researcher.

Don’t worry if you don’t know a lot about embedded research as an approach – we hadn’t heard of it either

until we saw this video [hyperlink to animation]. But when we did, the lightbulb switched on and we realised

that this was the thing we had been looking for – a chance to bring research to the frontline and to make a

real impact, straight away.

But we need to be up front with you: embedded researchers are a rare breed. Some would say unicorn rare.

They’re passionate about research, having devoted their early career to perfecting their technical skills in

research methodology and funding applications. But they also love working with a diverse group of people.

They’re brilliant at communicating, and often act as the (diplomatic) critical friend to the services they work with.

Most importantly of all, they care about improving things. They want to bring the rigour of research to the

messy world of service delivery and make a difference, to the patients, to the staff and to the system.

If you’re reading this and thinking ‘This sounds interesting’, then it’s almost certainly worth picking up the

phone and calling us to learn more. You may surprise yourself and discover that you’re actually a unicorn

and you didn’t even know it.

Applications procedure

For an informal discussion about the post, please contact [insert name of recruiting manager].

Applications should be completed by [insert link/submission information].

The closing date for applications is [insert closing date].
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Training and development programme
As discussed previously in this chapter, embedded researchers need a portfolio of skills to be successful in
their role. These skills and personal attributes should form part of the continuous professional development
of these individuals. This section of the resource pack contains suggestions for this process.

Many embedded researchers will be hosted by more than one organisation, as the bringing together of
research and practice in a single role often means joint funding. Organisations should therefore:

l ensure that performance and development needs are discussed regularly with the individual
researcher by both organisations they work in, that is the academic and service organisation

l produce a shared development plan that is owned by the researcher and recognised by
both organisations.

The resource pack offers a list of suggested core development activities and some optional additional
activities, drawn from the research and case studies in workstreams 1–3. The list is not exhaustive and
is intended as a list of options that could form part of a researcher’s ongoing development, alongside
other personally identified development needs.

This training may be delivered by a variety of sources; some suggestions are listed in the final section
of the pack: ‘Useful organisations and further resources’.

Core skills development

l Communication and listening skills.
l Presentation skills.
l Personal resilience.
l Service evaluation.
l Quality improvement activities.
l PPI techniques.
l Budget management.
l Developing networks across boundaries.
l Research programme-specific knowledge (e.g. integrating care systems, building a nursing

research network).
l Writing and submitting research grant applications.
l Writing for a variety of journals: academic and service journals.

Optional activities

l Action learning set facilitation.
l Coaching tools and techniques.

Useful organisations and further resources
Finally, the resource pack contains links to organisations and further resources. These include
sector-level bodies, such as the NHS Leadership Academy, The King’s Fund, the Local Government
Association, the National Council for Voluntary Organisations, and Universities UK, and resources for
networking with similar professionals through Health Education England Library and Knowledge Services.

Dissemination plan

The tools and resources described in this chapter, underpinned by the theory, evidence and conceptual
frameworks described in Chapters 2–6, have resulted in a rich legacy from the Embedded project.
This section summarises how this legacy will be maintained and developed.

RECRUITMENT RESOURCE PACK

NIHR Journals Library www.journalslibrary.nihr.ac.uk

94



The Embedded research website
The Embedded research website,67 developed in partnership with the Kaleidoscope Health and Care
team, is the principal and enduring source of information for anyone wanting to consider and use the
learning arising from the Embedded project. The website will be maintained by the University of
St Andrews Research Unit for Research Utilisation team, which, over many years, has developed a
significant international reputation for its work on knowledge mobilisation.

Most importantly, in terms of making a practical contribution to supporting embedded research in
practice, the website67 hosts the tools and resources developed in workstream 4 and outlined in this
chapter: job descriptions and person specifications for embedded researchers, advice about how best
to recruit embedded researchers, and guidance to help new embedded researchers and their host
organisations prepare for carrying out embedded research initiatives. These resources are available
in a format that allows them to be downloaded and customised by those who want to use them.

The website also provides access to this final report, publications arising from the project in peer-
reviewed and professional or trade journals, the framework developed empirically from workstreams 1–3,
an animation introducing embedded research to new audiences, and podcasts and a range of webinars
and blogs developed by the research team and our partners. New information and practical resources
can be added to the website, adding value to the current content.

Twitter activity
The project Twitter account, @_embedded, which, as of 11 December 2020, has 325 followers, will remain
operational and is a useful way of disseminating new learning and information about future events.

Publications
Eight papers have been, or are in the process of being, produced by the Embedded team (see Publications).
Six of these are aimed at academic audiences and have been/will be published in high-quality peer-reviewed
journals (three of which will be open access); two are targeted at practitioners and have been published in
professional or trade publications.

Presentations and wider influencing
The Embedded team has presented the study’s findings at a large number of conferences, seminars and
interactive ‘melting pots’, as summarised in Acknowledgements. During the COVID-19 crisis, many of
these presentations were delivered online; links to the recordings, if available, are accessible on the
Embedded research website.67 In addition, the senior members of the Embedded team fulfil a range
of leadership roles in the academic and health and care sectors and, in these roles, will continue to
promote the insights about embedded research gained from this project.

Concluding remarks

This chapter has presented in detail one of the key outcomes of the Embedded project: the embedded
researcher resource pack. It is hoped that this will prove a flexible and useful resource for any
organisations wishing to embark on embedded research. It is a rich resource, informed by research and
drawn from the findings of other workstreams in the project, that should help address the challenges
of developing and implementing an embedded research initiative, from the initial conceptualisation and
goal-setting, to the recruitment of suitable candidates, and the support necessary once in position for
the researcher and the project to thrive.

Collaboration and dialogue were important features of the resource pack’s development, resulting in
a dynamic resource that reflects the real-world experiences of embedded researchers and those that
work with them. In combining sets of questions and prompts with ready-made elements, such as job
advertisements and person specifications that can be tailored to need or used ‘off the peg’ as preferred,
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the aim has been to create a dynamic and adaptable resource. A portable document format (PDF) of the
pack can be printed out from the project web page [www.journalslibrary.nihr.ac.uk/programmes/hsdr/
165221/#/ (accessed 22 March 2021)], or an editable version can be downloaded from the Embedded
research website.67

We now turn to the final chapter, bringing together what has been learned in the course of the
Embedded project before presenting a discussion on the findings and pointing the way forward for
further research in this area.
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Chapter 8 Integration, discussion
and conclusions

Introduction

Research and researchers represent a rich source of empirical, theoretical and methodological
knowledge that can help health and care organisations with some of their most pressing challenges.
There is, however, a persistent and well-documented disconnect between such research-informed
knowledge and the arrangements for everyday care. Addressing this has challenged policy-makers,
academics and practitioners for several decades.180 As a result, many parts of the health service are
perhaps not as informed by up-to-date research-based knowledge as they might be, and there are
many, as yet unanswered, questions that could be addressed by careful study.

In many health systems, considerable money and effort have been invested in the creation, synthesis
and promulgation of clinical effectiveness evidence (e.g. through NICE guidelines), but health services
research is far broader than this. It encompasses, for example, quantitative and qualitative data on
health needs, evidence on the lived experience of health conditions and the care provided, and
theoretical and empirical insights into the costs and consequences of particular ways of organising and
delivering services. This diversity of topics, methods and theory, alongside the often contextualised
nature of interpretation, makes the ready translation and transfer of knowledge from health services
research especially problematic.

In consequence, many strategies have been developed to try to improve the connect between health
services research (in all its diversity) and the health system, or components thereof. This project,
Embedded, has explored, in depth, one of these approaches: the embedding of experienced researchers
in service teams for sustained periods, with the explicit goal of creating new and actionable knowledge
in context. Central to this is the locating of embodied research expertise in close physical proximity to
the sites of action for research-informed knowledge (‘researchers-in-residence’).

In this concluding chapter, we first locate the embedded approach in the context of other strategies
aimed at increasing the usefulness of health-related research (and the literatures surrounding these),
and we outline the arguments underpinning the embedded approach specifically. We then revisit the
aims and objectives of this project, noting progress towards those goals and any areas of deviation
from our original plans. Subsequent sections reflect on the findings from this programme of work,
highlighting the key insights and contributions, before drawing out some of the implications for future
developments in embedded research. In outlining the contributions of this work, we have been guided
by the framework for reporting new knowledge about how to improve health care, Standards for
QUality Improvement Reporting Excellence 2.0 (SQUIRE 2.0).181 The importance of PPI is also brought
to the fore, together with an analysis of its often rather limited application in embedded research
initiatives to date. Hence, we make some suggestions for more active involvement in the embedded
schemes of the future.

We begin by exploring the range of approaches used to address the knowledge–practice gap that
emphasise closer engagement between research and service actors, before homing in on the rationale
for embedded research: knowledge co-production.

Promoting better research and better research use
Making best use of health services research is about getting the right research done (work that
focuses on service-relevant issues) and getting the research that is available to have influence and
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impact through changes to services for the improvement of care. Both of these require close
collaboration with service personnel and service users if they are to be achieved.

Many approaches to these challenges have been explored (Box 4). Some have been about
strengthening practitioners’ research skills, building local research capacity and developing greater
research awareness.182,183 Others use brokers or intermediaries to bridge the worlds of research and
practice, realising that active processes of facilitation work better than passive dissemination.3,182 More
recently, we have seen initiatives putting patients and service users at the heart of research teams,70,184

and the development of research–practice partnerships, which can exist in many guises.183,185 Finally, taking
the idea of ‘sustained interactivity’ further,9 we find initiatives that seek to ‘embed’ researchers in service
settings, where they can broker external research-related knowledge, create and co-produce new
knowledge in situ and build the capacities to negotiate and apply such knowledge to improve care.158,184,186

Although each of these models attempts to mobilise knowledge by closing the gap between the
researcher and practitioner communities, there are also many differences, for example the individuals
involved (e.g. researchers, health professionals, managers, service users); the nature of the interactions
and the settings where these take place; the nature and extent of collaboration, and the type of
activities that support this; and the character of the boundaries that need to be bridged (cultural,
organisational and epistemic). Each of these can vary hugely, and their details are rarely well described
in accounts of various models.

Partnerships are central to most of these models, but the structures and mechanisms for promoting
and supporting such partnerships can also vary. Dimensions of effective research partnerships that
have been highlighted in the literature include a sharing of power and influence within the partnership,
relationships based on strategic programmes rather than individual projects, the desirability of working
on common areas of interest, the need for early demonstrable advantage to the partners to justify

BOX 4 Examples of initiatives to increase the impact of research in practice

Many structural innovations have emerged as a means of addressing the disconnect between research and

practice, including:

l Embedding research skills – research awareness has long been a part of the professional clinician’s

repertoire, and many initiatives have sought to bolster research skills in the clinical setting by, for

example, support for clinician–researcher hybrid roles.173

l Brokering expert knowledge – a variety of agencies and individuals have emerged that actively seek to

facilitate the importation of research findings and evidence summaries into the care setting.3,173

l Developing locality-based R&D units – locally situated collaborative research infrastructures can help

support better targeted applied research and undertake brokering activities.176

l Supporting research–practice partnerships – sustained collaborative partnerships between academic

institutions and service delivery organisations can allow shared problem-solving and greater receptivity

towards research findings.174

l Creating learning health systems – building analytic capacity into service teams so that they can access

and apply evidence and better exploit insights from routine data has been promoted to spur

care transformation.175,177

l Bringing patients centre stage – using patients as active partners and participants in research teams has

a strong and growing tradition in ensuring the relevance and applicability of applied research findings.70

l Embedding researchers for knowledge co-production – situating experienced researchers in service

settings as active members of the service team is a relatively novel, yet growing, approach to addressing

the research–practice disconnect.158,175
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their efforts, the importance of demonstrating a genuine commitment to partnership over time, the
importance of researchers valuing a broad notion of ‘knowledge’ and ‘evidence’, and the need for
practitioners to value scientific evidence.187–192

Much of the supporting literature57,193 has focused on the attributes needed for partnership roles and
on the consequences for individual post-holders. Building on this, reviews by Bullock et al.12 and Phipps
and Morton194 have considered the characteristics and capacities of individuals who seem to be
effective at working in partnerships across the academic–practitioner boundary. These include good
communication and negotiation skills, flexibility, the ability to engender trust, entrepreneurship,
creativity, and a sensitivity to context.

Overall, many different models for better connecting research and practice through partnerships have
emerged, and there is a need to deeper explore how these are put into operation and their potential.
What has been published to date mostly comprises descriptions of specific initiatives or wish lists
for the personal attributes of their protagonists, but little in the way of support for more structured
analysis across schemes or practical guidance about set-up and management. There is a clear need,
therefore, to develop better theoretical and empirical underpinnings for the different models, and to
use these to help the construction of practical tools and resources.32,38

Alongside these varied approaches, and the accompanying research effort to tease out their roles
and contributions, we can see a growing number of local initiatives that deploy embedded researchers.
The distinctive features of this approach are elaborated on in Box 5.158,184 For those who judge the
conventional research approach to be a distant and tardy process, insufficiently focused on utility,
embedding researchers is intuitively appealing; consequently, the approach is growing in popularity
in many health sectors. Indeed, we found around 50 such schemes in the UK NHS (see Chapter 3).
Nevertheless, even prior to this most recent work, it was clear that challenges remain, chief of which
were the problems of dual identity or affiliation, the potential for conflicting objectives between
multiple institutions and the challenge for the embedded researcher of retaining a ‘critical’ academic
perspective.158

Recognising that embedded researcher initiatives were gaining traction in the UK and elsewhere, this
project placed such schemes at the centre of its research focus. Before recapping on the study aims
and objectives, and then setting out the key findings of the work, we first briefly rehearse the logic of
knowledge co-production that lies at the heart of such embedded models.

BOX 5 Characteristics of embedded researchers

Embedded researchers, or ‘researchers-in-residence’:

l are affiliated to both an academic institution and a service-based host organisation, spending

considerable time in the latter
l try to develop long-term relationships with staff in the host organisation, and are seen as members of

the service team capable of bringing new expertise and experience to group discussions
l import and interpret research-based knowledge and/or co-produce with local teams new research-based

knowledge that responds to the needs of the host organisation
l help to build research capacity and capability in the host organisation.

Adapted with permission from Vindrola-Padros et al.158 This is an Open Access article distributed in

accordance with the terms of the Creative Commons Attribution (CC BY 4.0) license, which permits others

to distribute, remix, adapt and build upon this work, for commercial use, provided the original work is

properly cited. See: http://creativecommons.org/licenses/by/4.0/. The box includes minor additions and

formatting changes to the original box.
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From knowledge transfer to embedded co-production
The increase in interest in embedding researchers reflects, at least in part, a recognition of the
importance of ‘co-producing knowledge in context’ as a means of crafting more applicable research
knowledge that is more likely to be actioned. Rather than research and practice being construed as
separate processes operating sequentially (research fed ‘into’ practice), the production and utilisation
of research evidence are seen as complex, interdependent and situated activities (research ‘in and
with’ practice).11 The emphasis is on dialogue about how research-informed knowledge is shaped and
understood, on encouraging productive ongoing relationships, and on creating environments conducive
for change.14

This reframing suggests that researchers need to be willing to actively negotiate knowledge among
managers, practitioners and (crucially) patients and service users; they need to recognise and accommodate
power differentials in who dictates how knowledge is defined; and they must adopt a pluralistic orientation
to knowledge to achieve change.26,195 Co-production models of knowledge mobilisation are based on the
assumptions that research knowledge usually needs to be adapted if it is to have impact, and that all
participants need to be involved in its creation, interpretation and use.

Participatory approaches, such as co-production through embedded research, attempt to mobilise
knowledge by encouraging greater interaction and dialogue between researchers, practitioners and
people who use health services. Beyond these basic principles, there is great diversity over, for example,
the individuals involved, the academic interests or disciplines engaged, the level of embeddedness of
individuals in the practice setting, the structural arrangements for such embedding, the nature and
degree of co-production, and the type of activities that take place. Until recently, there has been little
in the way of systematic examination of either the nature or the impact of the different approaches to
embedding, and this study was an attempt to address such knowledge gaps.

Study aims and objectives
As detailed in Chapter 1, the Embedded project aimed to increase the influence of health services
research on decisions about the improvement and redesign of NHS services by:

l developing insights and understanding about the nature, challenges and effectiveness of co-production
initiatives in which researchers are embedded within service settings

l producing practical guidance on the design and implementation of embedded models of co-production
for managers and clinicians in the NHS, their academic partners and people who use services.

In addressing these aims, the project focused on the following specific objectives:

l to review the theoretical and empirical health services, management and organisational literature
relevant to embedded research initiatives and knowledge co-production, and identify the
relationship(s) between the two (workstream 1)

l to gather examples of embedded models in operation around the UK’s health services and public
health sectors, focusing on examples where embeddedness and co-production co-exist, and to
describe the features of these models, including their history, context, participants, scale, scope and
content (workstream 2)

l to undertake in-depth case studies in four of the examples identified, in order to understand their
mechanisms, effectiveness and challenges (workstream 3)

l to provide resources aimed at assisting the recruitment of embedded researchers, alongside
recommendations and guidance for their training and development, customisable for the different
ways in which embedded co-production may be framed and specified, to allow those interested in
developing and using such approaches to understand the design choices they face (workstream 4).
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Progress against objectives
All of the aims and objectives as set out previously were met in full, with one exception covered shortly.
Chapters 2 and 3 provide a full account of the two literature reviews (on knowledge co-production and
on embedded research initiatives, respectively). The findings from the scoping review of UK health-
related embedded research initiatives were used to augment and enrich the literature-based accounts
of such schemes, and, as such, feed into the derivation of the 10 domains that were used to characterise
embedded initiatives (see Chapter 3). The four in-depth case studies are presented descriptively in
Chapter 4, and analytically in Chapter 5. Finally, findings from across all four workstreams are brought
together in Chapters 6 and 7 to provide the promised practical guidance on the design, implementation
and management of embedded initiatives in UK health settings. Subsequent sections in this chapter
reflect on these findings in more depth.

The one aspect of the overall aims to which we were able to make only indirect contributions was
on the issue of scheme effectiveness. As expected, published data (in the literature reviews) and
systematic analyses (in the scoped extant initiatives) were very scant. Thus, we were much more able
to provide rich accounts of the nature and challenges of embedded co-production than we were to
provide robust evidence on their effectiveness (or otherwise). That said, the more structured ways of
describing and analysing embedded co-production enabled by our analysis point to many areas where
scheme rationale and coherence can be assessed, as well as contributing to the capacity for shared
goals and understandings across diverse stakeholders. Such indirect assessments of effectiveness
are likely to prove of great utility while we await further robust studies of scheme outputs, impacts
and outcomes.

Deviations from the original proposal
Deviations from the funded protocol were minimal, and all workstreams unfolded largely to plan.
There were some minor methodological adjustments to the case study data gathering, including less
reliance on diary methods, but these were inconsequential (see Chapter 4 and Appendix 3). It also became
clear that the extent of knowledge co-production in the embedded schemes was often difficult to discern,
and so our focus tilted more towards embeddedness per se, rather than co-production (although
obviously these two are often linked). Finally, there were some adjustments to the tools, resources and
templates developed to support practical scheme development: recognising the sheer diversity of
schemes in operation and planned, these now provide guides and customisable resources rather than
definitive items (see Chapters 6 and 7).

One area where progress was limited was our goal of creating an active network for those engaged in
developing or running embedded research initiatives. In general, this proved relatively muted in operation,
for what appeared to be two main reasons: first, the sheer diversity of approaches to embedding
researchers sometimes precluded shared interests, terminology and concerns; and, second, potential
network participants consistently noted that interactions depended largely on saliency (i.e. engagement
was sporadic depending on what participants needed to know at specific points in time). Despite initial
enthusiasm from participants, and several attempts to create and facilitate the network, including
experimenting with different technologies (e-mail discussion lists, Google Groups and WhatsApp chats),
it never reached self-sustaining status.

The only other significant deviation from the original proposal occurred towards the end of the project
(March 2020), when some of the engagement activities (notably, the final workshop) had to be reworked
in the light of the COVID-19 crisis. However, it proved possible to achieve the aims of these activities
through other means, for example by tapping into professional networks, having virtual conversations
with the more active members of the embedded network and attendees at prior workshops, and drawing
on the materials produced at workshop 2. Hence, the COVID-19 disruptions did not hamper the overall
achievement of the project objectives.
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Reflections on the findings

In the following sections, we reflect on the findings in the light of the aims and objectives as set out
previously. The two literature reviews (augmented by data from the scoping review) provided clear
and structured language that has allowed us to describe and disentangle diverse approaches to both
knowledge co-production and the nature of embedded research initiatives. In addition, the scoping
review provided a snapshot of the landscape of health-related embedded research initiatives in
the UK in 2018, and contributed to a deeper understanding of their design contours and operational
challenges. The in-depth case study work that followed, in four divergent examples of embedded
researcher schemes, provided additional insights into the dynamics and life cycles of such initiatives.
Finally, integration between the emergent findings from each strand of the research and the engagement
and influencing work of workstream 4 led to a range of tools and resources for embedded scheme
designers. Each of these sets of findings is now elaborated in turn, with a concluding discussion on the
role of PPI in embedded research initiatives.

A language for knowledge co-production
In recent years, attention has turned to how closer relationships and partnerships can be assembled
that enable researchers and non-researchers (including policy-makers, practitioners, service users,
carers, the public) to create knowledge collectively. For those crafting policies, designing and managing
services and delivering care, co-productive relationships around knowledge offer the prospect of
more relevant, timely, contextually sensitive (and, therefore, usable) knowledge directly applicable to
organisational needs.33,196 For researchers, knowledge co-production is seen to offer easier access to
research sites; stronger and more effective research collaborations; more engaged scholarship;167

and greater engagement, influence and reward for their work. In addition, there is the possibility of
achieving and evidencing ‘impact’ with academic work, neatly fitting with the increasing rhetoric and
use of metrics around this topic.197 For similar reasons, knowledge co-production also clearly holds
some attractions for funding bodies.127

Co-production, then, has risen quickly to prominence as an approach to knowledge-making. Promising
to address many well-worn problems of creating actionable knowledge that is fit for purpose, it is
invested with great hopes, alongside some emerging fears and disputation,82,198 across many disciplines.
Our review and synthesis of the burgeoning literature (see Chapter 2) offers a means of exploring and
disambiguating the conceptual underpinnings in a way that also provides practical tools and resources
for collaborative conversations.

What we found, from reading across the literature and developing a framework analysis (see Chapter 2),
was that issues and approaches in knowledge co-production could be thought of in five main domains of
meaning: politics, knowledge, identity, space–time and aesthetics. Drilling down, each of these domains
yielded two subthemes to provide a finer-grained analysis of the issues. Furthermore, we found that
each of these domains could be overlaid with a graded spectrum of co-production ‘styles’, from relatively
conventional research processes, through provisional, moderate and committed, to, finally, radical
knowledge co-production. The exploration of meanings in each of these domains and across these
spectrums, and the surfacing of very divergent exemplifications of co-production, provide some clear
conceptual guidance and more precise language to aid in the disambiguation of both the rhetoric and
the practice of knowledge co-production.

Disentangling distinct conceptual concerns in this way will, we hope, lead to further discussion and
insights on the nature and role of co-production processes, helping to prompt more focused empirical
and evaluative work. More pragmatically, we hope that the framework we have presented will be used
by those involved in embedded initiatives (and, indeed, in knowledge co-production achieved through
other means) to articulate their understandings of their own and each other’s approaches. This, in turn,
may help to clarify, and support discussion of, the implications of their respective stances, and so
facilitate better communication around the difficulties and challenges of such collaborations.
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As well as aiding conceptual clarity and being of practical use, our analysis moves to forestall a
growing risk that knowledge co-production could become unattractive as a result of its complexities,
ambiguities and difficulties, which can all be germinal points for misunderstandings, disappointments
and disillusionment.198 Debates about knowledge for practice and policy are, we think, well rehearsed,4

and new grounds for conversation are needed if we are collectively to create a more progressive and
enlightened culture around knowledge production and use. In short, we must be able to make the most
of different possibilities for co-producing knowledge, and the first step to capitalising on them is to
find ways to think and speak about them with greater clarity.198 The work presented in Chapter 2 begins
the task of arraying these different possibilities so that they can be systematically and transparently
explored. All of this has great relevance to embedded research initiatives, many of which have
co-production at their heart (at least rhetorically, if not always so obviously in practice).

Crucially, our work in the review and synthesis was not an attempt to solve the problems of co-production,
or even necessarily to promote its application (although it is clear that we think it has some potential).
In exploring the growing literature, we were acutely aware of the frequently aspirational and rhetorical
uses of language in this field. During our analysis, we sought to lay out constellations of ideas and
themes, with their associated tensions, overlaps and consequences, without lapsing into judgement or
advocacy. The value of this analysis lies, we believe, in its capacity to provide a useful framework for
more thorough conceptual work and better communication over practices in this area.

Overall, knowledge co-production can take many and diverse forms, from approaches more akin to
conventional collaboration to those with much more radical intent. To date, many embedded research
initiatives do not appear to have fully understood or engaged with this diversity and there may be
advantages in doing so using the conceptual groundwork we have laid out in Chapter 2.

The landscape of embedded research initiatives in the UK
Embedding researchers in service delivery, public health or service commissioning settings is a key
means of developing knowledge co-production. Knowing that embedded research initiatives (or
‘researcher-in-residence’ schemes) were springing up in UK health settings made an analysis of such
schemes a timely proposition. The combination of literature review and scoping of extant schemes
allowed us to develop a bounded account of what constitutes embedding and a structured way of
describing the components of such schemes (see Chapter 3), even when the contours of these
components in practice are more implicit than explicit (such as addressing power dynamics).

Reading across the 45 embedded researcher schemes uncovered in the UK (those that met our criteria
as set out in Chapter 3), a number of features of this landscape became clear. First, schemes were in
place across the UK, and were located in primary, secondary and community settings. It was clear that
this approach to the knowledge–practice puzzle held some wide and enduring attractions. Second, the
scale of embedded research initiatives was highly variable, ranging from single short-term projects to
longer-term programmes of work or strategic partnerships, sometimes involving multiple embedded
researchers. Relatedly, some of these initiatives were funded for fixed periods, some had secured
sequential funding as they evolved, and others were in receipt of more stable ongoing support. Third,
around half of the schemes used university-held contracts for their embedded researchers, around
one-quarter used NHS contracts, and joint appointments were relatively unusual (only about 10% of
schemes). Finally, it was clear that some initiatives were carefully planned from the start, but many
more were evolving and emergent, with changing intentions, structures and processes.

The formalised accounts in the published literature (which tend to focus on a relatively established
or successful subset of schemes) were usefully enriched by the intelligence gathered on the wider
hinterland of schemes in the UK. From the scoping work, we gained sight of internal scheme
documents, and interviewed embedded researchers and scheme managers, to gain insights into the
intricacies of scheme design and delivery. This work, when combined with the literature review,
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led to the exposition of 10 domains (grouped under the headings of scheme intents, structures and
processes) that provided a comprehensive way of articulating the contours of embedded researcher
initiatives (see Chapter 3). What was clear from this analysis was that there were many different ways
of constructing embedded research initiatives, and that there was real diversity of approach across the
field, as well as a frequent reshaping of approach in ostensibly a single initiative over time.

This research provides then, for the first time, a robust theoretically and empirically informed tool to
describe and analyse embedded research initiatives. Such a tool can be used for various purposes: for
research, to delineate embedded researchers as interventions that can be compared and evaluated;
for practice, as a design aid to the development of new schemes (see the extended account of such a
development in Chapter 6, and later discussion in this chapter); and for management of extant schemes,
by aiding dialogue between stakeholders. It was also clear from the later case study work that significant
tensions could arise between and within stakeholders in embedded research initiatives; the tool described
here can provide a useful framework for exploring (if not always resolving) such tensions.

Finally, the work in understanding the landscape of embedded research in UK health settings underpinned
the workstream 3 case studies in various ways. It aided the identification of potential study sites: the
scoping work enumerated all the sites known to exist and provided sufficient information on the intent,
structure and processes of those sites to allow for purposeful selection (see Chapter 4). Moreover, the
10 domains surfaced through the literature review and scoping interviews provided a means for structured
engagement with stakeholders: shaping the interview schedules (see Appendices 4 and 5), the use of the
partner identification tool (see Appendix 1) and the focus of site observations (see Report Supplementary
Material 4). Ultimately, the data analysis of the case accounts (both descriptive and analytic) drew on
and expanded the insights articulated in the earlier workstreams; it is to this that we now turn.

The dynamics of embedded research initiatives
We purposively selected four embedded researcher initiatives (denoted as Bridgetown, Coxheath,
Porter and Evansville). These showed marked differences in the embedded researchers’ backgrounds,
motivations and practices, yet a common thread was a desire to ‘make a real-world difference’, to get
research ‘out of the ivory tower’ and to improve local services. Using the design domains surfaced in
workstreams 1 and 2, we also saw much diversity in the scheme intentions, structures and processes.
Taken together, these provided many insights into the wide range of embedded tasks and activities
undertaken in the roles.

There were common themes across the schemes in their basic intentions. The embedded researchers
(and members of their networks) aimed at mediating between different forms of knowledge, negotiating
organisational, cultural and epistemic boundaries to promote co-produced, shared and actionable
understandings. There were also significant differences between schemes (indeed, sometimes within
schemes, e.g. in Porter). The degree to which knowledge co-production was evident varied considerably:
even though these cases were all selected in search of co-production, the approaches deployed were
more usually provisional or moderate (see Chapter 2) with more radical intents towards knowledge
co-production largely absent. The degree to which active co-production figured was often dependent
on the framing and structuring of the embedded researchers’ roles: less bounded roles usually offered
greater scope than those roles with narrow and concrete goals.

Often there was no single or sustained intent, at least explicitly. Intentions evolved or fluctuated over
time, sometimes only crystallising as the scheme matured. The intents/purposes were also influenced
by key partners, not only at the design stage, but as schemes unfolded. The individual skills and
motivations of the embedded researcher were also influential, especially in shaping some of the
changing goals and increasing ambitions of the schemes.

Most intentions (as articulated by the embedded researchers, but also by their service partners and
associated networks) were related to creating situated knowing by brokering external knowledge
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and combining that with locally collected data, building research capacity (to shift capabilities from
academic institutions to front-line staff), and enhancing a reputation for research-informed care.
Because of this range, the embedded researchers were often left to juggle, prioritise or reconcile
competing and changeable expectations about what being embedded actually entailed. As a result,
embedded initiatives (and especially their embedded researchers) needed advocacy at strategic levels:
people who could ‘see the big picture’, shape the narrative and influence expectations. Embedded
researchers also needed support (from academic partners) to maintain critical distance and objectivity,
with local ‘capture’ being an occupational hazard.

A common theme under ‘intentions’, often raised obliquely, was the need to address power dynamics.
The issue of power was seen as a potential minefield and was rarely addressed directly in the articulation
of scheme intents. Nevertheless, a restructuring or rebalancing of power across different stakeholders
was often implicit, not just in scheme intentions, but also in how these intentions were put into operation.
However, understandings of power were, perhaps unsurprisingly, fairly rudimentary, and this
remains an underdeveloped aspect of embedded research initiatives and of knowledge co-production
in general.

Looking across these insights, it is clear that the intentions of embedded research schemes are
far more complex than initially might be assumed. The diverse and dynamic nature of these goals
makes for very different schemes under the broad rubric ‘embedded research’, and this diversity
is seen equally often in the assembled structures through which embedded research is to
be delivered.

Core to the operationalisation of an embedded research scheme is the creation of opportunities for
sustained interaction between the embedded researcher and actors in the non-academic setting.
Practical matters such as contractual arrangements, line management and physical location all
contribute to proximity, visibility and perceived contributions. Such structural arrangements also have
implications for more nebulous concerns, such as a sense of belonging or the maintenance or blurring
of professional identities. There was much ‘hidden labour’ by embedded researchers in negotiating
these concerns, and a real necessity to draw on wider networks and senior advocates to help achieve
‘buy-in’, ‘open doors’ or ‘provide air cover’.

The structural arrangements, and the softer consequences of these noted previously, often went through
a recognisable trajectory: an initial incubation period exploring the possibilities; a degree of formalisation
as the embedded researcher came into post; developmental work to ‘flex’ the arrangements as the
scheme bedded in and responded to local contingencies (not least of which are the skills and aptitude of
the embedded researchers themselves); and, finally, some consolidation and addressing of sustainability
issues, or (for fixed-term initiatives) a managed completion and attention to legacy issues.

The dynamic and contingent nature of these structural arrangements, although a key element of the
model, poses real challenges: when schemes are (explicitly or implicitly) in a process of ‘becoming’,
there is a real need for ongoing dialogue among all stakeholders to keep coherence and alignment.
Changes of personnel in the service setting, and evolving knowledge needs, reinforce the necessity of
structured engagement and shared understandings. The insights gleaned from the literature reviews
and the empirical work, and the tools and resources laid out in Chapters 6 and 7 (to be discussed
shortly), could be seen to assist such processes.

Whatever the structural arrangements, embedded research initiatives delivered value through the
activities and processes that they pursued. These varied dramatically, but included (to different
degrees) activities aimed at research capacity development, activities related to research itself and
activities in support of knowledge utilisation and service improvement. Either directly related to these
‘goal-supporting’ activities, or more indirectly necessary to build visibility and support for the initiative,
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were diverse activities aimed at creating, maintaining or strengthening networks, communications and
relational bonds. Such relational processes were at multiple levels, including the strategic (securing
senior management and clinician buy-in), cross-professional (building support for new research or
improvement projects) and peer to peer (maintaining academic support networks and searching for
informal support from people in similar roles).

The wide range of supporting processes and the emphasis on relationship-building often placed significant
strains on embedded researchers. This draws attention to an apparent paradox at the heart of embedded
research schemes: the relatively simple idea of placing research expertise at the sites where research-
informed knowledge is most needed is gainsaid by the complexity of the structural and processual
arrangements needed to support such placements. This further reinforces the need for training to
support an embedded researcher’s own capacity development, and organisational strategies to ensure
that appropriate support functions are in place. Again, the tools and supporting materials described in
Chapters 6 and 7 may have a productive role to play.

Given the wide-ranging (and sometimes implicit) nature of embedded scheme intentions, and the
varied and sometimes nebulous nature of the processes used to achieve these, it is unsurprising that
most schemes struggled to articulate or evidence success. Although the enthusiasm for, and belief in
the potential of, such schemes was widely evident (and there is a strong theoretical rationale based
on critiques of ‘knowledge transfer’), systematic (as opposed to perceptual or anecdotal) evidence of
effectiveness was harder to come by. Moreover, the scope for assembling such evidence varied as a
function of the boundedness and definitional clarity of the schemes. Initiatives that were relatively
narrowly defined (in terms of scope, activities, skill set, expectations, etc.) tended to have concrete
deliverables that were more easily achieved and acknowledged. Embedded roles with more ambition
and broader goals (such as increasing absorptive capacity or changing the culture around knowledge
and collaboration) had more ambiguity and fewer boundaries, and, therefore, were much harder to
assess, monitor and manage.

Overall, the case accounts and the insights drawn from them add nuance and depth to the 10 domains
of embedded research uncovered through the literature work and scoping review. By themselves
though, such insights sit more in the research domain, perhaps not so readily accessible to scheme
protagonists. A core plank of the Embedded project was to ensure that robust insights rigorously
derived through research were made widely available through practical tools and resources, and
it is to these that we now turn.

Tools and resources to support embedded research schemes
As befits a project concerned with knowledge co-production, we adopted a collaborative, creative
and engaged approach to translating the research insights into practical tools and resources (see the
account of the overall engaging and influencing strategy in Chapter 1, the specific account of tools and
resources creation in Chapters 6 and 7, and the recruitment resources pack in Chapter 7 and on the
project web page [www.journalslibrary.nihr.ac.uk/programmes/hsdr/165221/#/ (accessed 18 February
2021)]. This led to a design framework (with visual metaphors, dialogic questions and interactive web
resources) and various other supporting materials (e.g. an introductory animation, case studies of existing
schemes and a recruitment resources pack). We anticipate that, collectively, these tools and resources
will support the development of new embedded research schemes, their ongoing management and
evolution, and (importantly) renewed efforts to examine their effectiveness both formatively (as part
of within-scheme learning) and summatively (as part of a wider research effort to assess impacts).

In terms of developing new schemes, much of the literature on embedded research highlights the
importance of agreeing and communicating the intention, structure and processes of initiatives early
and clearly.65,162 Such calls tend to be born of the frustrating experiences of embedded researchers who
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are often faced with the need to manage competing demands and expectations and respond to the
differing needs, priorities and values of the individuals and organisations involved. These dynamics
were also readily seen in our case studies. We suggest that many of these frustrations and tensions
stem from the difficulty of identifying and discussing the multiple features of an embedded research
initiative, especially at its inception. A further layer of tension is introduced by the difficulty of
reconciling some aspects of embedded research with one another (e.g. an initiative premised on
disrupting power dynamics will need to pay particular attention to the contractual arrangements,
as these may work with or against existing power relations). We propose that our framework provides
a way of assessing the internal coherence of planned initiatives and the extent to which the various
features have been considered and discussed sufficiently by those involved.

Moreover, because many embedded schemes evolve over time, the framework provides a means of
revisiting design considerations in an ongoing manner, hopefully contributing to better communication
and alignment across stakeholders. By focusing not just on the main design parameters (intentions and
structures), but also on the more dynamic array of processes (what embedded researchers actually do),
it should allow better dialogue between embedded researchers and other stakeholders as schemes
mature or become reconfigured. Local learning too may be facilitated.

Many embedded research initiatives appear to lack clear mechanisms for learning and evaluation.
This is perhaps unsurprising, given that the difficulty of evaluating such complex and relational
knowledge/practice initiatives is well documented.199,200 It is, however, becoming increasingly accepted
that evaluating complex social initiatives depends on the ability to articulate and link the intended
outcomes, activities and resources associated with the initiative.199,201 This can inform, not only summative,
but also developmental approaches to evaluation, which may be particularly valuable given the fluid and
emergent nature of embedded research initiatives. We suggest, therefore, that our tools, resources
and supporting materials can provide a basis for articulating an embedded research initiative’s intended
outcomes, activities and resources and for building a coherent logic model to guide evaluation and
learning. Such evaluative work is needed not only to support scheme evolution, but also to create an
evidence base to underpin the selection of embedded approaches in the first place.

In these ways, we hope that our tools and resources can make a substantial contribution to the maturation
of the field. Moreover, all the tools and resources described in Chapters 6 and 7 (and discussed here)
will remain available67 hosted through the Research Unit for Research Utilisation179 at the University of
St Andrews (project co-applicants and report authors VW and HD are co-directors of this long-established
research unit). In this way, we hope to ensure the enduring accessibility and ongoing application of the
insights detailed in this project report.

Reflections on patient and public involvement in embedded research
Data from the scoping of UK embedded research initiatives, the findings from the literature review,
and the detailed work in the four case studies presented a picture of very patchy PPI. There was a
wide range of PPI activity in the initiatives that we explored, ranging from a ‘patient panel’ supporting
the overarching initiative (seen in Evansville; see Chapter 4) through to minimal involvement, with PPI
described as not needed or not useful. In general, PPI was most often seen at project level (consistent
with current research norms), but was rarely seen at the level of the embedded initiative itself. That is,
patients and the public were far less likely to be involved in conversations about the overall design of
embedded co-production than they were to be engaged in specific research or improvement projects.
Even when PPI was seen, there were many different approaches to the role of lay representation,
including drawing on existing NHS arrangements or using local charities to act as liaison. Moreover, the
style of engagement also varied, from active participation in project work to more passive engagement,
such as simple consultation about patient information.
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Throughout the Embedded project, and as they learned about existing PPI arrangements in embedded
schemes, our own project PPI group met to explore what a more effective and comprehensive set of
arrangements for PPI in embedded research initiatives might look like. This group (see Acknowledgements)
had wide and diverse experience of PPI in health services.

First, the group explored and differentiated active from passive PPI, under the three headings of
intent, structure and process surfaced by the review and scoping exercise (see Chapter 3). As shown in
Table 17, a spectrum of PPI arrangements can be envisaged from more passive to more active. Relating
these features of PPI to the design concerns for embedded research initiatives allows us to see how
building in more active PPI begins at the design stage. Thus, the passive/active ‘anchors’ in Table 17
provide a framework for integrating PPI concerns into the design discussions.

Discussions in the Embedded project PPI group concluded that the limited and patchy engagement of
lay perspectives in many embedded research initiatives was a missed opportunity, but that there were
few easy answers and no ‘off-the-shelf’ models. In particular, the group recognised the complexity and
challenge of bringing together researcher perspectives with health service perspectives, and acknowledged
the essentially relational nature of embedded co-production. This challenge can be encapsulated as that of
building more complex and multifaceted relationships that include patients and lay representatives in equal
dialogue with embedded researchers and service actors. That will require firm commitment as an intent,
with redesigned structures and clearly set-out processes: using Table 17 in tandem with the embedded
design framework (see Chapter 6) to build in deeper PPI. In addition, the group identified the need
for more innovative recruitment to PPI roles to ensure that those participating truly reflect the diverse
populations beings served.

These discussions in the Embedded PPI group led to the sketching out of a more radical vision for PPI
in embedded research initiatives (Table 18). Again, drawing on the design framework (see Chapter 6),
this sets out some core presumptions that would underpin more radical and embedded PPI. These
could be seen as touchstones for discussions, or as more concrete goals for redesigned PPI in
embedded initiatives.

TABLE 17 Relating PPI to embedding design concerns: from passive to active PPI

Broad design concerns

PPI

Passive Active

Intentions Neutral Influential

Little status Legitimated

Consulted Involved/co-producing

Retrospective Prospective

Structural components One-off Ongoing

Fragile Sustainable

‘Usual suspects’ Diverse representation

Work for nothing Payments and expenses

Process issues Knowledge reinforcers Knowledge challengers

Benign engagements Challenging/constructive

Medical profession benefit Patient and public benefit

Self-interest Alliances
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In conclusion, the lack of nationally available models of PPI for embedded co-production has led to
diversity of practice and sometimes a lack of focus on this crucial part of knowledge co-production.
The work of the Embedded PPI group and the insights generated from the research data have been
combined to sketch out a more radical vision for PPI in embedded initiatives, with Tables 17 and 18
offering a route map through discussions for implementing that more radical vision.

Future research

As befits the pragmatic intent of this project (supporting the development of embedded knowledge
co-production), we have focused here on the practical insights and outputs from this project, and
their potential application in the field, especially in the NHS. However, it is also clear that there are
more academic contributions to be made emerging from the extensive empirical work. These will
probably explore issues such as identities, power and liminality, as well as the means of accommodating
across diverse epistemologies. That is, the material gathered across this project has the potential to
contribute to academic and service innovation debates much broader than those limited to embedded
research initiatives.

There is also an important future empirical research agenda. In order of importance to the overall aim
of increasing the impact of health services research, we propose the following:

l How effective are different models of embedded research in achieving their aims? The Embedded
study explicitly aimed to shine a light on the theory and current practice of embedded research,
rather than to formally evaluate the outputs, outcomes, value for money and impact of embedded
initiatives. The effectiveness and cost-effectiveness questions either are, or should be, asked by
those responsible for initiating, funding and maintaining embedded research initiatives on the
ground. There are many ways of addressing effectiveness. Given the complex, multifaceted nature of
embedded research highlighted in this study, it is probable that a realist-type evaluation approach
will be more useful than an experimental one.

l How does embedded research work in practice? This study has highlighted both the choices
available to those who wish to use the embedded research model, and the possible ways in which
embedding researchers in practical settings might add value. But more detailed process unpacking is
required; for example, to unpick the role of embedded researchers in mediating different epistemic,

TABLE 18 A radical redesign for PPI in embedded research initiatives

Broad design concerns Radical redesign of PPI in embedded initiatives

Intentions Broader cultural change, bringing patient/lay perspectives to the fore

Seeing health care as an integral part of wider social and community care

Knowledge co-production explicitly across academic, service and lay perspectives

Structural components Established PPI personnel, resources and support

Formal assessment of training needs for PPI leads and partners

Structural arrangements for dialogue in the embedded initiative reflect the
importance and relevance of PPI

Process issues Organisational awareness of PPI to the fore

Shared training and support in place and routinely accessed

PPI integral to operational processes and learning mechanisms
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cultural and political boundaries, such as the way stakeholders make sense of knowledge needs in
different ways, and the divergent assumptions about what counts as valid knowledge and how
knowledge might be used. Part of any embedded researcher’s role is to build connections between
parties in ways that lay the foundations for more partnership-working, collaboration and co-production,
leading to more sustainable collaborative communities. Exploring the accomplishment of these complex
tasks is both necessary and valuable and could be achieved by further developing the methods used in
workstream 3 of this study.

l What is the relative effectiveness of investing in the embedded research model, in comparison
with investing in other ways of increasing the impact of health services research? The embedded
research model is just one approach to increasing the impact of health services research. Some
localities are investing in research partnership infrastructures such as local R&D units or learning
systems. Others are funding placements for practitioners to spend time in academic settings,
rather than placing researchers in service delivery settings. We do not currently know the relative
effectiveness of these different investment decisions. Starting with comparative case study designs,
this is an important research question for those investing in initiatives to increase the impact of
research on practice.

l What role can patients and members of the public play in co-designing, implementing and evaluating
embedded research initiatives? This study describes the significant challenges that we experienced
in identifying the role of patients and members of the public in embedded research, despite our
commitment to and investment in developing the PPI agenda. We developed a radical vision of
what effective PPI in embedded research might look like. There is an urgent need to evaluate the
implementation of different practical models of this vision, initially, at least, using an in-depth case
study approach.

l What needs to be done to maximise the attractiveness to researchers of contributing to embedded
research, and to minimise the risks? This study has clearly described the challenges and risks to
researchers, especially early-career ones, of engaging in what is not currently a valued mainstream
academic career path. Recruitment of researchers to embedded posts will remain challenging until
we have a better understanding from a researcher and academic institutional perspective of the
associated challenges and solutions. A qualitative case study approach would most likely add
greatest value.

l Are the tools and resources developed as part of this study being used and are they useful?
The purpose of this study was not only to deepen our understanding of the theory, evidence and
practice of embedded research, but also to make a practical contribution to those wanting to
establish embedded research schemes through the development of the tools and resources
described in Chapters 2, 3, 6 and 7. Although these tools and resources were co-created with
practitioners and researchers and were, in many cases, based on materials that have a track
record of use in health and care settings, we do not have a systematic understanding of their use
in practice. A multimethod evaluation of the tools and resources would help to maximise their
contribution to embedded initiatives.

l To what extent are embedded research initiatives being used in the health and care sectors?
This study identified a large number of initiatives across the country that satisfied our criteria
for embedded research. We also identified the lack of infrastructure and sustained funding to
support these initiatives beyond short-term projects. An ongoing assessment of the scale and
scope of embedded research initiatives would build helpfully on the findings of workstream 2 in
this study and enable policy-makers and research funders to maintain a strategic view of the field.

Taken together, there is a large and fascinating research agenda that opens up as a result of our
preliminary attempt to gain some clarity and place some structure on the field of embedded
knowledge co-production.
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Concluding remarks

Embedded co-production initiatives have sprung up across the NHS in many different settings: acute
care, primary care, community care and public health. There is considerable enthusiasm for such
schemes, among service personnel and embedded researchers alike, and there is a robust logic that
underpins their use. However, we found considerable diversity as to the nature and understandings
of embedded research and knowledge co-production, a diversity and complexity that belies the
apparently simple precepts.

By definition, embedding research means deploying a person (or people) to build connections
between the world of research and that of practice. We found that beyond this simple and seemingly
straightforward idea lies a tangled web of possibilities and challenges that have much to do with the
structures, cultures and social institutions within which individual capacities and experiences are nested.
A researcher may be embedded, but, in a broader sense, they also facilitate embedding by establishing
connections between people, ideas, knowledge and action, with potential dividends in terms of social
and institutional change. Judgements about, and measures of, successful embeddedness are likely to be
highly variable between particular contexts and projects. Understandings about embeddedness and
co-production are not yet at the stage that would allow detailed recommendations to be made that cut
across contexts. Rather, every embedded research initiative is an opportunity to learn more about the
gains that are possible and the challenges to be faced.

The insights and resources from this project are intended to support the NHS and other partners to
develop such learning. These focus on providing practical support to the dialogue needed for more
thoughtful schemes, and we hope that this more structured way of describing and delineating
schemes will also allow for more concerted research efforts to assess scheme impacts where they
count: on the service.
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Appendix 1 Partner identification tool

What this tool does

This tool can help you to identify and think about the main relationships you have with partners and
collaborators in your embedded role.

How to use the tool

Think about yourself as an embedded researcher working at the centre of a network of relationships
with people from different organisations. We want to understand these relationships.

Some people will be more important to your embedded role. You may interact with some more
regularly than others. Some may be trusted or help you reflect on problems. Some may be from
particular organisations or settings.

We will explore the character of these relationships with you through our interviews. Completing this
activity will help you think about these people and their contributions to your work.

We would like you to:

1. Put your name at the centre of the diagram (Figure 13).
2. Think about the three or four people who are most important to your embedded role (for whatever

reason) and allocate them to the inner ring.
3. If these people are based in particular organisations and settings, try to allocate them in a quadrant.
4. Then identify the next most important three or four individuals and allocate them to the middle

ring, replicating the quadrants if these people are based in similar settings.
5. Finally, identify those individuals who are perhaps less integral to your work.
6. Throughout the activity, consider how these people might be separated by particular boundaries,

for example university/NHS.
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FIGURE 13 Blank template for partner identification tool.
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Appendix 2 Study participants (anonymised)

Table 19 lists the study participants interviewed in each of the four case sites and in the pilot site,
Ferland. It notes the numbers of interviews, and durations thereof, when multiple engagements

were held.

Actual (at May 2020)

l Total number of interviews: 46.
l Total number of participants: 31.

TABLE 19 List of case study participants interviewed

Site, initiative details,
description

Interview details

Participant
pseudonym Overview of role Duration

Ferland, pilot case,
acute

Carrie NHS England manager 45 minutes

Adam Academic professor 57 minutes

Lucy Embedded researcher 43 minutes

Bridgetown, case study,
acute

Anna Embedded researcher 1 hour 52 minutes,
48 minutes, 57 minutes

Jill Nursing academic 1 hour 52 minutes,
48 minutes

Karen Associate dean of research 33 minutes

Mark PhD student and podiatrist 31 minutes, 26 minutes

Hannah AHP lead 40 minutes

Joanne Occupational therapy team lead 40 minutes

Gillian AHP lead 29 minutes, 27 minutes

Belinda AHP director 45 minutes

Coxheath, case study,
acute

Jane Embedded researcher 51 minutes, 29 minutes,
46 minutes, 44 minutes

Sally PhD student and chief nurse 40 minutes

Clare NHS trust director of nursing and quality, and
chief operating officer (retired)

42 minutes

Josephine PhD student, previously nurse education lead 57 minutes

Violet Local collaborator, GP 51 minutes

Olivia Fellowship candidate 38 minutes

Porter, case study,
community

Rachel Embedded researcher: capacity-building focus 1 hour 37 minutes

Carol Head of R&D, NHS 46 minutes

Victoria Embedded researcher 36 minutes, 20 minutes,
38 minutes

Katrina Embedded researcher: service evaluation focus 39 minutes, 21 minutes

continued
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TABLE 19 List of case study participants interviewed (continued )

Site, initiative details,
description

Interview details

Participant
pseudonym Overview of role Duration

Bev Embedded researcher: service evaluation focus 39 minutes, 21 minutes

Bill Research development manager (NHS) 44 minutes

Karla Embedded researcher: service evaluation focus 46 minutes, 1 hour
8 minutes

Lorraine Community health director 32 minutes

Peggy Nursing professor and NHS director 48 minutes

Evansville,
retrospective case
study, acute

Bella Embedded researcher 41 minutes, 39 minutes

Julie Academic professor 41 minutes, 41 minutes

Janet NHS manager 39 minutes

Mike NHS manager 38 minutes

Tim Embedded researcher 48 minutes

GP, general practitioner.
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Appendix 3 Workstream 3:
detailed methodology

Introduction

Informed by the findings of preceding workstreams, workstream 3 involved in-depth qualitative
research with four purposively selected cases of embedded research to understand the contribution
such initiatives can make to the co-production and translation of research. As shown in Chapter 3,
embedded research initiatives can vary considerably in terms of intent, structure and processes,
and so the intention of this in-depth work was to understand how such factors, together with other
unanticipated factors, might relate to differences in how knowledge is co-produced and translated into
everyday practice. The specific research objectives addressed in workstream 3 were to:

1. purposively select four exemplar embedded research initiatives reflecting anticipated typographical
differences, for example in their affiliations, project characteristics, relational networks and funding

2. describe the embedded researchers’ career histories, motivations and networks of research
(university) and practice (NHS) partners, including changes over time in relationships, tasks and
activities, and pattern of interactions

3. understand how embedded researchers and members of their networks mediated different forms of
knowledge and cultural and social boundaries to promote co-production

4. appraise the contribution of embedded researchers and their networks to knowledge co-production,
including detailed case examples in selected NHS settings.

Study methods

In addressing the study objectives, workstream 3 adopted a qualitative comparative case-study design.
Qualitative case studies afforded in-depth descriptive and explanatory understanding of each embedded
initiative, whereas comparative case analysis facilitated conceptual and theoretical elaboration by
exploring common and distinct features.

Selection of in-depth cases
The workstream 3 sampling strategy aimed to identify and select exemplar cases of embedded
initiatives that were ‘most likely’ to co-produce knowledge, while taking into account key differences
in their configuration that might explain how and why such co-production varied. The selection of
in-depth cases was informed by the learning of workstream 2 (see Chapter 3), especially the national
review of current initiatives and the emerging typology of co-production initiatives for embedded research.

The initial selection process focused on the following criteria:

l the intent of the embedded initiative (the purpose of the initiative)
l the structure of the initiative (including setting, project scale, employment contract, and time frame

and the maturity of the project)
l the processes/outcomes of the initiative.

Guided by these conceptual and empirical sources, the sampling process first involved reviewing and
shortlisting initiatives identified during workstream 2 (n = 45). Katherine Kirk and Justin Waring
independently reviewed and categorised the initiatives according to the aforementioned criteria.
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Further review considered the importance of the time frame and maturity of each initiative, especially
whether or not the initiative was early stage, mature or had ended. This factor was seen as important in
addressing the objective of understanding how embedded research initiatives might change over time
and face particular challenges at different stages of their life cycle. Given the time constraints of the
Embedded study, it was not feasible to carry out fieldwork with an initiative over a sustained period in
excess of 18–24 months; therefore, the decision was made to select cases that were at different stages
of their life cycle to compare the experiences of mature cases with those of cases in their early stages.

Next, initiatives were reviewed according to their espoused approach to co-production, seen as a core
conceptual precept of an embedded research initiative. This included prioritising initiatives that took
a ‘moderate’ or ‘committed’ approach over those initiatives that appeared to be carrying out more
instrumental co-production or orthodox research.

Finally, we considered whether or not the initiatives focused on a particular service sector (primary,
acute or community), the contractual or employment position of the embedded researchers, and whether
the initiatives were primarily led from the NHS or university setting. An additional consideration in the
shortlisting was the extent to which a basis of comparisons could be realised, in as much that initiatives
could be compared as similar on one dimension, such as their approach to co-production, but different
on another, such as service setting.

Justin Waring and Katherine Kirk independently identified a total of seven potential cases, of which
there was agreement on six. In consultation with Vicky Ward, this list was reduced on the basis of the
relatively low levels of involvement of potential cases during workstream 2 (Weedon and Usk) or their
direct association with members of the Embedded research team (Sherwood Park). The selection
process was then independently reviewed by Naomi J Fulop to question and confirm the shortlist,
resulting in the four shortlisted cases (Table 20). E-mail invitations were sent to Porter, Bridgetown,
Coxheath and Fulford cases with positive replies received from all except Fulford. Subsequent meetings
were held with the lead from each of the three remaining cases [via Skype™ (Microsoft Corporation,
Redmond, WA, USA) or in person] to discuss the possibility of becoming a case study site. Following
these meetings, all three sites were keen to take part in the study.

After further discussion with the Embedded team, the decision was made to include two additional cases.
The first of these was a pilot case to be recruited explicitly for the purpose of testing and refining
the research methods. The primary basis of sampling the pilot was opportunistic access via established
university–NHS research links. The other additional case study site (Evansville) was selected on the
basis of the initiative being concluded for at least 1 year, thereby allowing us to investigate the longer
impact and sustainability of embedded research, for example whether or not relationships were
sustained beyond the specific project or portfolio, and how learning became adopted or sustained over
time. Evansville was selected as the retrospective case; although this limited our data collection to more
reflective forms of interviewing, rather than real-time observation or shadowing, it was seen as offering
important insights about legacy and sustainability.

Within-case sampling considerations
In the first instance, we contacted the lead or main identified embedded researchers from each
initiative on the basis that these people would be the primary focus and point of contact for in-case
sampling. For Porter, contact was made via a gatekeeper (the head of R&D).

Through preliminary discussions with each individual, and by using the partner identification tool (see
Appendix 1), additional stakeholders for each initiative were identified, with a focus on the main or key
people involved. Ultimately, we sought to identify those practitioners, managers, commissioners and patients
who, in different ways, supported, worked with and interacted with the embedded researcher: those people
who the embedded researchers saw as important to their role. Appendix 2 offers a detailed view of the
participants from each site. These people were contacted by e-mail and invited to participate in the study.
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TABLE 20 Final shortlist of case study sites

Site: researcher(s)
Approach to
knowledge Primary outcome

Secondary
outcome Other outcomes Setting Scale Employment

Time
(years) Maturity Location

Bridgetown: Anna,
previously Jill

Moderate
co-production

Capability/capacity Formal academic
knowledge

Local practice
insights

Multiple Portfolio Joint 4+ Emerging Scotland

Coxheath: Jane Committed
co-production

Local practice
insights

Capability/capacity Formal academic
knowledge,
prestige/credibility

Acute Portfolio Joint 8+ Established South East

Porter: Rachel,
Bev, Katrina, Karla
and Victoria

Moderate
co-production

Capability/capacity Formal academic
knowledge

Prestige/credibility,
local practice
insights

Primary Portfolio NHS 10+ Established Midlands

Evansville: Bella
and Tim

Provisional
co-production

Formal academic
knowledge

Local practice
insights

– Acute Portfolio University 4 Ended South East
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Data collection

In line with the research objective and methodological position, the study used a range of qualitative
research methods to enable data collection and analysis, including semistructured interviews, focused
observation and reflective diaries. It also made use of less common techniques, derived from
stakeholder analysis and social network analysis, to facilitate discussion with individual embedded
researchers about the key contacts or people they engage with as part of their activities. In practical
terms, these were organised with each participating case through a series of site visits over 12 months,
with the intention of studying changes over time.

The initial site visit involved introducing the research to key study partners, carrying out initial
interviews with the embedded researcher and key partners, observing aspects of day-to-day practice,
and/or observing one or more planned meetings. On subsequent visits, follow-up interviews were
carried out with the embedded researcher and additional partners, identified through the use of the
partner identification tool, as well as additional observations and shadowing of embedded research
activities. During the intervening period, additional short telephone interviews were carried out with
each embedded researcher to discuss ongoing and planned embedded research activities. The research
methods are detailed below.

Interviews
Semistructured qualitative interviews were the primary method of data collection for workstream 3.
These were designed to explore with participants their views and experiences of each embedded
research initiative, focusing on key stages and activities in the development and function of each
initiative, investigating the contribution of key people, meetings or activities, and discussing participants’
views about the types of knowledge or evidence co-produced and how it was translated into practice.

The interviews were semistructured through the use of two topic guides (see Appendices 4 and 5), and
the more structured partner identification tool (see Appendix 1). One interview schedule was developed
for use with the embedded researcher(s) to understand their particular career biography, profile of
activities, relationship-building and management issues, and views about co-production. As outlined
previously, each embedded researcher was interviewed on at least two occasions, to understand changes
in their role over time, the development of their project and their reflections of the Embedded study.
The second interview guide was designed to explore the views and experiences of those individuals who
and groups that worked with the embedded researcher or as part of the wider initiative, to understand
their views of the initiative. Given the diversity of people interviewed, this topic guide was much more
open and relied on the researchers to respond to issues and topics in situ.

Although interviews followed a topic guide, each was relatively open, enabling participants to develop
rich narratives of their experiences, as well as opportunities to raise in-depth, emotive and personal
experiences; as mentioned previously, all interviews relied on the researchers to actively listen and
respond to issues and topics. Given the longitudinal approach to data collection, and the time demands
placed on participants, it was important to build strong rapport and positive relationships. For example,
one embedded researcher was interviewed on five separate occasions, totalling > 4 hours.

Most researcher interviews were undertaken face to face at a location that was most convenient for
them. We held periodic follow-up telephone conversations to clarify issues. Interviews with members
of the wider network were often undertaken by telephone, again working around their schedules
and resources.

Partner identification tool
The partner identification tool (see Appendix 1) was informed by social network analysis to help
participants reflect and identify people they worked with through also thinking about the extent of
their proximity or closeness of their relationship, and also whether people aligned or were based in
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different sectors. The model therefore comprised concentric rings, with the inner rings representing
more proximal relationships and the outer rings representing more distal relationships. The tool was
also designed with four unlabelled quadrants, with the expectation that participants could reflect on
the grouping of their connections and determine the best way to label them.

The tool prompted participants to first identify people they engaged or related with around a given
issue or activity, to think about the quality or frequency of these relationship, and to consider ways in
which this ‘alternate’ person might be categorised. For workstream 3, therefore, the use of this tool
served two key purposes: it helped the team to identify potential participants related to the work of
each embedded researcher, and it helped them to understand the participants’ reflections or views of
these relationships.

In practice, the field researcher introduced this tool as part of the introductory interview with each
embedded researcher. The tool was completed as part of the relatively free-flow dialogue between
researcher and participant, which enabled the researcher to seek clarification of the answers given,
and for participants to explain their answers. Once completed, the embedded researcher was asked to
further explain their choices for the allocation of individuals and groups, the nature of the interaction
and communication with them, how they related to one another, how boundaries between the groups
were negotiated, any sources of conflict, and knowledge-sharing across boundaries.

Observations
The study was designed with the goal of carrying out a series of relatively focused observations with
each embedded researcher during each site visit. The primary purpose of these observations was to
deepen insight into the embedded researchers ‘at work’, including the types of activity carried out and
the relationships developed. This included observations of project meetings, staff consultation events,
training workshops and research seminars. Report Supplementary Material 4 describes the range and
number of activities and events observed in fieldwork for each case study.

We also shadowed the individual embedded researchers on their day-to-day activities. This was often
difficult to organise owing to the variable and diffuse nature of participants’ work patterns. For example,
during site visits, it was common to convene a one-to-one meeting, carry out a semistructured interview
and observe an event or meeting, but then the embedded researcher would need to dedicate ‘quiet
time’ to answering e-mails, which offered little utility in terms of observation.

Although much of the observation was undertaken with ease, observation at Porter was considerably
more challenging to facilitate. Despite observing a large quality improvement conference hosted by
Porter, we experienced difficulty accessing other opportunities. The main concern held by the
embedded researchers related to potentially sensitive organisational data (based on recent reports and
findings from regulatory bodies). Therefore, with this case, the study relied more on interview data to
develop its analysis.

Reflective diaries
Given that site visits could be organised several months apart, the study was designed to make use
of reflective diaries for embedded researchers to record reflections on their work, thus capturing
data and also informing subsequent interviews. Initially, pen-and-paper diaries were proposed, but,
after discussion with the wider Embedded team, we decided that a voice-recorded diary (for later
transcription) was more likely to be user friendly. A short guide was produced outlining the purpose of
the diary method, which asked the embedded researchers to describe their activities and tasks, the
types of knowledge employed, the relationships involved and any challenges or issues faced (a flexible,
semistructured approach was adopted from the outset). During the initial site visit and introductory
meeting, each participant was invited to use a voice-recorder, and given a short instructional guide on
the purpose and use of the diaries. All agreed to participate in the diaries, with six using the recorder
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provided by the research team, and one using their personal phone. The recordings were collected
before or during subsequent site visits.

Despite our efforts, some researchers found the diaries difficult to engage with because of excessive
workload. Engagement was partial and somewhat superficial, and we recognised that the data from the
diaries were likely to be of limited use. To maintain and continue to grow the warm relationships with
the researchers, we focused our attention on methods that supported generation of the best-possible
data. Despite these difficulties, Victoria and Bev (Porter) and Jane (Coxheath) completed diary entries
that informed subsequent interviews with these participants.

Data analysis

Data analysis took an interpretative and abductive approach. The abductive approach seeks to combine
inductive (grounded) data analysis with elements of more deductive (proposition-driven) analysis,
with the goal of fostering close empirical–theoretical dialogue and ultimately proposition (theory)
refinement. Empirically induced codes and concepts derived through standard coding processes are
then systematically related back to heuristic concepts and theories derived from the literature to look
for opportunities to confirm, clarify and challenge these thematic concepts as a basis of empirically
informed theoretical elaboration.

In practice, the process started by uploading the transcribed interview transcripts, observational field notes
and reflective diary entries to the electronic data management software. There was then a substantial
familiarisation period, in which the data were read and re-read. Interpretive coding then began with the
emergence of inductive initial codes, in line with established qualitative traditions.202,203 Two members of
workstream 3 undertook the coding of transcripts separately; the themes/codes were then amalgamated
and refined. The codes were extensively reviewed, compared and reflected on before a final set of codes
and subcodes was honed. These codes informed the development of individual and comparative case
analyses. Comparison between cases allowed for further interpretation based on understanding of the
common and divergent experiences, which were then thematically analysed according to the analytical
heuristic outlined previously, with subsequent questions asked of the individual and comparative cases to
refine explanatory understanding. As analysis progressed, a framework approach was utilised, with fields
derived from the aforementioned heuristic model.
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Appendix 4 Interview topic guide for
embedded researchers

TABLE 21 Interview topics (embedded researchers)

Aim of workstream 3 Related discussion topics Potential research questions

Describe each embedded
researcher’s career history
and motivations

Career background l Can you tell me about your career history?
l How did you come to do this particular role?

Job details and tasks l Where is the embedded research initiative located?
l How is your role funded?
l How was your contract negotiated?
l Where do you spend your time on a daily basis?
l What kind of tasks and activities do you undertake in

this role?
l Can you tell us more about the projects you are

working on?

Motivations l Why was this initiative set up?
l What are your motivations for this role?
l Were these motivations actualised? Goals/hopes met?

If not, why not?
l Has the role met your expectations?
l Has it/have you achieved what you predicted/hoped?
l How receptive have others been to your role?

Network of research
(university) and practice
(NHS) partners, including
changes over time in
relationships, tasks and
activities, and pattern of
interactions

Promoting co-production l What does co-production mean from your perspective
and why is it important?

l What further approaches or methods of co-production
are you familiar with in your role?

l What do you see as the problems of producing
research evidence that is relevant and can be used by
care services?

l What types of knowledge and evidence seem to have
greatest influence on care services?

l Do you feel co-production is promoted in health
services research? If so by whom? Or by whom is it not
promoted/prioritised?

Perceptions of ‘embedded’ l What does embedded research mean to you?
l What issues or problems does it try to address?
l What types of evidence does embedded

research produce?
l How does embedded research help evidence make a

difference to practice?
l Are there regular reporting lines or procedures for the

embedded research?
l How and why are embedded research initiatives

different from other ways of producing knowledge?
l Could the embedded initiative be improved? If so, how?

Relationships and
networks

[Fill out partner identification tool]

l Who do you see as the people or groups most
important to your role? What makes them important?

l Are they based in a particular setting or sector?
University? Practice?

l How and how often do you interact with them? What is
the nature of your communication?

l How do they relate to each other either with or
without your involvement?
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TABLE 21 Interview topics (embedded researchers) (continued )

Aim of workstream 3 Related discussion topics Potential research questions

l How were these relationships developed? How would
you describe the nature of the relationships?

l Why do you see these relationships as more important
than other relationships?

Boundary negotiation l You put people in different quadrants and domains;
how do these illustrate different boundaries
between groups?

l How do you share knowledge between these groups?
l Are there any barriers you are unable to work through?

If so, what makes them unworkable?
l How do you help mediate the relationships between

these groups?
l During mediation, are you able to express

yourself freely?
l Do you share particular ideas or assumptions with

these groups?
l Can you share your experiences of when your

assumptions do not align?
l Are you able to interact freely with the groups? Do you

control the information you share?
l Is there any conflict between the groups/relationships

described above? What is the source? What emotions
does this produce? How does this make you feel?

Challenges in knowledge
exchange and production

l What other challenges have you faced in this role?
How have you overcome them?

l How receptive have others been to you? And to the
embedded initiative more broadly? How receptive
have others been to the type of knowledge/evidence
you produce?

l Are you supported in your role? If so, where is the
source of this support?

l Knowing what you know about knowledge exchange, what
do you see as the qualities of an embedded researcher?

l What advice would you offer embedded researchers in
the future? What does success look like and how is
it achieved?

l How can these types of initiatives be sustained?
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Appendix 5 Interview topic guide for
other stakeholders

TABLE 22 Interview topics (other stakeholders)

Aim of workstream 3 Related discussion topics Potential research questions

Describe each embedded
researcher’s career history
and motivations

Career background l Can you tell me about your career history?
l How did you come to do this particular role with the

embedded initiative?

Job details and tasks l Where is the embedded research initiative located?
l How is the role funded?
l How was the contract negotiated?
l Can you tell us more about the projects the embedded

initiative is working on?

Motivations l Why was this initiative set up?
l What are your motivations for supporting for this role?
l Were these motivations actualised? Goals/hopes met?

If not, why not?
l How receptive have others been to the embedded

initiative?

Network of research
(university) and practice
(NHS) partners, including
changes over time in
relationships, tasks and
activities, and pattern of
interactions

Promoting co-production l What does co-production mean from your perspective
and why is it important?

l What further approaches or methods of co-production
are you familiar with?

l What do you see as the problems of producing relevant
research evidence that can be used by care services?

l What types of knowledge and evidence seem to have
greatest influence on care services?

l Do you feel co-production is promoted in health
services research? If so by whom? Or by whom is it not
promoted/prioritised?

Perceptions of ‘embedded’ l What does embedded research mean to you?
l What issues or problems does it try to address?
l What types of evidence does embedded

research produce?
l How does embedded research help evidence make a

difference to practice?
l Are there regular reporting lines or procedures for the

embedded research?
l How and why are embedded research initiatives

different from other ways of producing knowledge?
l Could the embedded initiative be improved? If so, how?

Relationships and
networks

l Who do you see as the people or groups most important
to the embedded initiative? What makes them important?

l Are they based in a particular setting or sector?
University? Practice?

l What do you feel is your role in facilitating?

Boundary negotiation l Which groups and/or individuals are important to the
embedded initiative?

l How do you help mediate the relationships between
these groups?

l During mediation, are you able to express yourself freely?
l Do you share particular ideas or assumptions with

these groups?
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TABLE 22 Interview topics (other stakeholders) (continued )

Aim of workstream 3 Related discussion topics Potential research questions

Challenges in knowledge
exchange and production

l What other challenges have you faced in this role?
How have you overcome them?

l How receptive have others been to you? To the
embedded initiative more broadly?

l How receptive have others been to the type of
knowledge/evidence the embedded initiative produces?

l Knowing what you know about knowledge exchange,
what do you see as the qualities of an embedded
researcher?

l What advice would you offer future embedded
researchers? And those involved with setting them up?

l What does success look like and how is it achieved?
l How can these types of initiatives be sustained?

APPENDIX 5

NIHR Journals Library www.journalslibrary.nihr.ac.uk

144



Appendix 6 Case studies coding table
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TABLE 23 Coding table

Bridgetown Coxheath Porter Evansville Subcode Family code
Overarching
theme

Workstream 2
category

Anna’s very, very visible.
She’s very easy to talk to.
And she’s approachable . . .
Anna makes it . . . now part
of the conversation . . .
[research is] more and more
becoming a part of the daily
conversations at work I
would say

Mark

Karen: I think the
embedded part, the
difference it makes is that,
it’s a little bit related to
what I said before about the
being, being there . . .

Interviewer: Physically?

Karen: Yeah, you’re not
going looking for the lengths,
you’re not going looking for
the partnership, you’re
already there, you’re in it,
you know, so the co-production
is natural and real because if
you’re embedded, then what’s
happening is coming out of
the fact that you’re there

Olivia: So she was visible
around the hospital, she
was seen by staff

Interviewer: And is
that important?

Olivia: I think so
because, so the world of
academia is over there,
the world of health is
over here . . . the world of
academia is a mystery
sometimes, isn’t it, to
some, particularly if . . .
they’ve not had any more
further dealings in terms
of research . . .

. . . the majority of the time
I spend over at [place] because
that’s where our base is . . . I
like to be in the thick of things
and that’s what I really, really
enjoy about my role because
through writing these
narrative reports I’ve started
to get a really . . . good
understanding of the
service . . .

Karla

She provides a level of security
for people, that they’ll say
about her being there because
she’s employed by the trust,
she gets the red pay packet
and holidays that they do. She
walks in the same door they
do. So she’s not scary, she has
that level of being around all
the time. So she . . . and she
belongs, she has that level of
belonging. And she also . . .
she’s good at, err, I don’t know
almost how to put it really.
But it’s . . . people want to be
acknowledged that their work
is hard and tough and we’re
asking them to do extra. And
because she’s there all the
time, because they know her,
because she’s doing things for
them and with them all the
time, they understand and feel
that she is with them and on
their side

Peggy

. . . there’s this thing of
running into people
in a hallway or in the
kitchen and striking up a
conversation or, you
know, walking with
a member of staff who
comes across another
member of staff and
says ‘oh, have you met
[deleted]? She’s an
embedded researcher’ . . .
there’s that type of
dynamic that you can
only get if you’re there
. . . even if you’re sitting
answering e-mails but
people are seeing you
working with the team
and you know they have
a quick question about
something that we’re
doing together you know,
they can come up. So it’s
completely different than
them sending you an
e-mail and you reply,
you know, it’s that type
of dynamic . . .

Bella
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Bridgetown Coxheath Porter Evansville Subcode Family code
Overarching
theme

Workstream 2
category

. . . the first part for me
was getting [name] an
introduction to, to the chair
of that, and for [name] then
to create that space for
herself within that
environment . . .

. . . who’s going to be
your allies . . . you know,
because it can be a very
lonely place for a person,
if they didn’t have that

Karen

These posts are so
dependent on having
people at very senior
level who can appreciate
what you do . . .

Interviewer: That
process of getting your
contract sorted . . .
that negotiation?

Jane: It was done by
my colleague, so she
achieved that when she
was Head of the Faculty
of Nursing . . . she’s very
good at networking and
getting money . . .

Interviewer: . . . the
development, and its
sustainability, seems
very dependent upon
people, individuals and
relationships?

Jane: Yes

I really think that making, err,
those key relationships work is
an important thing to be able
to do. I do think it is all down
to your relationship. You’ve
got to find the . . . at the
university you’ve got to find
the professor who is willing to
work with you, who’s willing to
be open-minded. Who’s willing
to be helped and guided to
work within the NHS and
that’s not everybody by any
means . . .

Peggy

Lorraine: [Name] was working
entirely in the medical
research field in, in a portfolio
of services that, when I joined
the trust, trust, fell into my
portfolio. And, and I didn’t
know anything about her
probably for the first 3 or
4 years that I was in post
because she was hidden with
the medical consultants
supporting medical research in
the trust. And then there was
a bit of a, there was a bit of a
dispute I think one day, over
who funded her post. I can’t
recall the detail of it but I
think the university used to
recharge us for her time
or something

Interviewer: Right

What happened to us at
[deleted] is we had two
people who were really
engaged but then they
left the organisation,
which is a major setback
for us . . . So that also
became quite an
important lesson to say
‘OK, yes you have to
have champions and
sponsors, but also you
need to spread’ . . .

Bella

So the origin of that
study was that the
clinical leaders of the
changes in [deleted] and
[deleted] were old friends
and over a coffee or beer
or whatever at some
point they said, and they
were implementing as
it happened different
ways of doing this
reorganisation of
centralising acute stroke
care and they said gosh,
wouldn’t it be good to
get some research
funding to study these
changes to see if they
make any difference
and if, you know, the
difference between our
two models. So they
came to us and said are
you interested in doing

Relationships Role creation
and
sustainability

Logistics Structure
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TABLE 23 Coding table (continued )

Bridgetown Coxheath Porter Evansville Subcode Family code
Overarching
theme

Workstream 2
category

Lorraine: And her budget
disappeared as a few things
have a habit of doing

Interviewer: Mmm

Lorraine: A consultant wrote
then and her job was at risk
and a consultant wrote to
me and said it’s absolutely
terrible, blah, blah, blah, you
can’t possibly leave somebody
with [name]’s skills and
expertise, you know the trust,
the trust, our research
programme will fall to pieces
without her. Can you do
anything? . . . so I went to
meet with her . . . to hear her
side of the story and what
was going on. And I felt when
I met her that she had so
much more to offer the trust,
in addition, in, in addition to
the support that she gave to
the consultants

this and so from the very
beginning we had buy-in
to this research from the
senior clinical leaders
who then, and then we
had buy-in from, you
know, people involved . . .

Julie
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Bridgetown Coxheath Porter Evansville Subcode Family code
Overarching
theme

Workstream 2
category

RES: Yeah, so I’d say that
one of the quadrants
definitely would be about
[name] and the . . . director,
would be one of the inner
circle. But then I guess
you’ve kind of like . . . she’s
not my line manager, she’s
my kind of equivalent, if you
like, in the NHS. So she’s the
Head of the . . . Directorate. . .
she’s the person that I report
to if you like

Anna: I guess she’s the
person who I kind of report
to [in academia] And also I
collaborate closely with [Jill],
because our research
interests are similar. But also
because [name] was the
person who used to do this
job, or something similar to
this job, a few years ago

Interviewer: What is . . .
what is [name]’s title now?

Anna: So she is Leader in
Rehabilitation Research . . .
we’re going through a bit of
structural in management
team, the way universities
do . . .

Peggy: Sometimes I can have
a voice where she can’t again
just because of my role. Erm,
so . . . and I can say things
that perhaps she can’t because
of my role. So I think on a
personal level I’m a sort of
mentor and supporter of her,
erm of a . . . on a work level I
can enable her, sometimes, to
do things that . . . erm, to get
things happening that she
wants to get happening . . . So
what I can do is I can go and I
can say I understand that that
post is difficult at the moment
to this. But you know [university]
are paying half of it and as such I
think you should be looking at
what you can do to support that
because I represent [university]
and we are paying for half of this
and we want to see it happen

Interviewer: Yeah

Peggy: [Name] can’t say that
but [name] can let me know
what needs to be said

I think I supported the
team as in once they had
a project and they had a
project lead, they worked
with them and I really
only saw them at our
regular steering group
meetings or I think they
called them steering
groups, but equally, they
would contact me if
they were having any
challenges or things we
as a trust weren’t, you
know, moving things on
. . . or if they felt their
resource wasn’t being
used well enough . . . my
role was to try to make
sure, you know, I suppose
it was just making sure
things, that everyone
was clear on what they
needed to do and it was
never a problem because
it was often people just
busy at the frontline and
needed a bit of a prod to
think ‘oh yeah, I mustn’t
forget I’ve got to do that’
. . .. I would say ensure
that you build up your
support mechanisms
within academia before
you start . . . you’ve got
that peer support or a
good line manager, you
know, somebody that
you can really, a mentor,
coach, whatever, in the

Managerial/
senior support

Support
systems

Logistics Structure
Process
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TABLE 23 Coding table (continued )

Bridgetown Coxheath Porter Evansville Subcode Family code
Overarching
theme

Workstream 2
category

academic world. I would
say at the beginning
of your tenure as an
embedded researcher be
willing to commit quite
a lot of time on
relationship-building
because that is what will
get you through difficult
times in the project

Janet

Bella: . . . one of the
projects that we worked
on . . . we had to go and
tell them ‘your service is
not fit for purpose, it’s
not well designed’ . . .

Interviewer: What was
that like?

Bella: So we had to go in
and talk to him about it
. . . this is the evidence
and this is our role and
we are critical friends . . .
and if we didn’t share
these findings, then we
wouldn’t be doing our
job . . . you need to
constantly remind
yourself that, you know,
you are there to do a
particular job. You are
not like any other staff
member within that
organisation, you’re there
as a researcher and there
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Bridgetown Coxheath Porter Evansville Subcode Family code
Overarching
theme

Workstream 2
category

is that . . . academic layer
to the work that you’re
doing where you need to
maintain that critical
point really. . . . [T]here is
that risk of, you know,
of your, of creating
potentially, you know,
working really well with
the service . . . becoming
. . . subsumed into that
and that affecting the
way in which we’re doing
research; there is always
that risk . . . one of the
key things that helped us
a lot . . . is to have people
in the team like [deleted]
for instance. So a chief
investigator on a
professor level, someone
senior in academia as
well who is kind of part
of the team but she’s not
an embedded researcher
. . . she would always be
like the bad boss . . . she
would be the person who
said ‘no we’re not doing
that’ . . . and she does
that at a very senior
level and we use that on
purpose. So for me . . . as
a researcher who has to
go into the trust on a
daily basis and has to
build relationships . . .

continued
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TABLE 23 Coding table (continued )

Bridgetown Coxheath Porter Evansville Subcode Family code
Overarching
theme

Workstream 2
category

Which . . . So they’re the
people that actually
probably understand my role
better than everyone else, so
I mean [name] who I share
an office with, is a really
experienced researcher, but
has never done anything like
in her research, in trials, for
this, so in terms of our
similarity in that way is
small and she’s not likely to
have a connection with
anyone in any of the other
quadrants of the NHS but
she’s probably the person
that understands my role the
best ’cause I come in and I
talk about what I’ve been
doing or I moan about it,
or I’m facing some sort of
challenge, so actually the
boundary’s really good I
think because it’s those
wee people that are my
support unit

Anna

So another person that I get,
kind of have quite a bit of
contact with, but I don’t know,
I don’t know how to put her in
terms of influence, is [name]
. . . Talking to her she spans
across the trust and [place].
So yeah, I suppose she’s, she’s
very much like a partner,
partner in crime I guess. So
between us we run the quality
improvement group for the
directorate . . . She was
brought in as the strategic
lead to basically get research
on people’s agendas. So she is,
in terms of the pecking order,
very high up within the
organisation, and it was her
job to integrate research into
people’s day jobs . . . I’d say
peer support to be honest,
because we meet every couple
of months, and we just chew
the fat about life in the
different organisations and
things . . . Because [name] is
still quite active in actually
doing research, doing
evaluation. So it’s kind of peer
support that she’s done a PhD,
I’ve done a PhD, and there
aren’t many of us, what are
we doing with that now? So
with that one it is more peer
support I guess, and thinking
about and talking about the
development of the quality
improvement agenda

Karla

There was one group
that was created by
some of the other
researchers working
under [name] work.
I think you’ve talked to
[name] already, so he’s
had two embedded
researchers at the time
and they created a little
support group and I think
[name] who worked
with [name] was part
of that. [Name] in my
department was the
project lead and basically
we got together and
talked about the problems
and things we were facing
and trying to find out
what the strategy that
other people were using.
It was a really good group

Bella

Informal/peer
support

Support
systems

Logistics Structure
Process
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Bridgetown Coxheath Porter Evansville Subcode Family code
Overarching
theme

Workstream 2
category

Those who have come into
our organisation in the last
3 years, erm have welcomed
the opportunity and they
have someone with that
dedicated role. And because
our ethos and our approach
is an excellent in trying to
build the . . . build that
internal enquiry into
[name] and into staff about
saying actually how am I
contributing to the four
pillars? And so from a
clinician and individual trail,
from a service manager,
how am I creating the
conditions and giving staff
the time to undertake
evidence-based practice?

Gillian

Sometimes these things
are a question of timing
and when, when you’re
talking about you know,
about much more
transformation of
leadership styles and
more compassionate
leadership styles, then,
then I think you know,
these sorts of ways of
working, would, will be
able to flourish much
more, because it, it
inverts the organisation.
So it gives power to the
frontline staff really. And
it sort of, it fits with all
the you know, I’m sort of
showing my age really
but you know, all the
stuff around shared
governance and you
know, we map the
history of some of this
stuff. I think some of
these things are just sort
of points in time and I
think it’s just when things
need to converge to get
the right ingredients to
enable something like
this to flourish. But I,
I still believe that you,
you have to try, even if,
because it’s, it’s a long
process to change the
culture I think

Clare

Peggy: I’ve got my master’s
and he said ‘that’s really good
[name], if you were to apply
for your job now’, bearing in
mind I was a staff nurse,
‘I wouldn’t give you it because
you’re overqualified’

Interviewer: Oh my goodness

Peggy: And I thought I’ve got
to get out, I have got to get
out. This isn’t . . . this is not a
place that is going to embrace
me or people like me . . . that
is an important bit of story
because that really, for me,
is the trigger for why I’m
supporting people like [name]

. . . But there were no
opportunities when I was a
girl at that time, for me to do
what I would have loved to
have done, which was be a
clinical academic and to have
that sort of mixture of erm a
foot in both camps. And it
was very evident that the
culture wouldn’t have been
there, even if I’d have created
that, or had the power to
create that I wouldn’t have
got anywhere, as you can tell
with attitudes like that, I
really wouldn’t have got
anywhere at all

Interviewer: Right

So in a way, my
involvement was by
chance because
somebody suggested this
as an opportunity and I
just thought well actually
this makes a lot of sense
because if you’re involved
in quality improvement,
embedded research just
seems like so naturally
sits with it, but to be fair,
I didn’t quite, it was a
bit like, it just seemed
natural to me rather than
I was really ‘oh, my God
this is the best thing
ever’; it just made sense
. . .. It was sort of by
chance but actually
made more sense to me
and I’m really interested
in research the sort of
idea that we don’t wait
for an end point, that
was for me the sort of
idea that this was
translating and people
working alongside
actually you know,
you’re learning as you
do as well as [unclear-
0:03:10.2] at the end,
that for me was the
biggest draw

Janet

Leadership style
(empowering
others)

To support Motivations Intent
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TABLE 23 Coding table (continued )

Bridgetown Coxheath Porter Evansville Subcode Family code
Overarching
theme

Workstream 2
category

Peggy: So from then obviously,
err I just . . . I spent 10 years
at the [university] erm my job
went from being a 1-year
contract to, erm doing . . .
made a permanent post. And
from [university] I went up to
[place], from [place] I went to
[place] and from [place] I
came here to [university] as
a chair. So that’s obviously
over a career of research in
research time. But that is . . .
my personal experience has
always been like wanting the
support embedded researchers
or research . . . or clinicians
that want to do research, erm
and that’s really where my
background comes from and
where that influence is, how
I feel, strongly I feel about
embedded researchers
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Bridgetown Coxheath Porter Evansville Subcode Family code
Overarching
theme

Workstream 2
category

. . . and I just said . . . ‘If
research was only about
being more efficient, then
first of all we’re never going
to motivate staff to be more
involved in research and
second of all, I wouldn’t be a
researcher if that was what
it was all about’, you know,
‘I’m not driven by money
and by savings, um, and
actually I do genuinely
perceive research as being
crucial to improving people’s
lives and improving the care
that we deliver’ . . .

Anna

Hannah: . . . she’s quite
focused on understanding
what the clinical issues and
clinical priorities are and has
been using that to shape the
research that she’s involved
in . . .. There is that buy-in
from the services that
actually this is something
that we said we’d like . . .
people have really engaged
with that . . . they
understand the drive and
the purpose behind it, so
there’s a definite link
between clinical practice
and her role . . .

. . . no disrespect but
she’s got a better
understanding of the
health-care arena and
the constraints of the
health-care arena, more
so than perhaps somebody
who’s got an academic
research background but
has never actually
encountered a health-care
setting. So the potential for
Jane to pick up on things
that somebody who’s not
had that background is
increased because she
understands more,
because she’s been
embedded she
understands more about
the challenges . . .

Sally

I did my PhD in [topic], and I
got to the end of that, and I
thought I don’t want to be a
full-time ivory tower academic
that does research that’s
philosophical or abstract or
metaphysical or any of those
kind of things, I wanted to
do research that had some
applied meaning, that would
mean something to [patients
and their families] . . .

Victoria

. . . one thing that keeps
you going is the idea that
what you’re doing has
benefit beyond just you,
social benefit rather than
just private benefit.
. . . Applied, particularly
Health and Applied
Research I would say
it’s such an immediate
social benefit, relative
to something more
theoretical

Tim

Superiority
(patient care
focus)

To do/
support

Motivations Intent
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TABLE 23 Coding table (continued )

Bridgetown Coxheath Porter Evansville Subcode Family code
Overarching
theme

Workstream 2
category

Interviewer: Would it be
fair to say you’re almost
striving for a change
in culture?

Hannah: Yes absolutely . . .
her focus is about
undertaking research or
undertaking research that
actually will have an impact
on practice, because it
actually makes a difference
to people and their
outcomes . . . that’s one of
the reasons why Anna is
such a strong candidate for
us . . . we’ve got people who
are working so hard to
deliver services, that unless
for the majority of people,
they would be undertaking
and participating in research
or applying research that
they know it’s going to have
an impact . . .

Researcher: . . . when you
meet with someone, and
they’re like ‘Oh no, I would
never be a researcher, like
that is just so boring’
[chuckling], which happens
all the time, it does happen,
it’s happened to me in, in
this job as well, I mean that
is a personal insult to all of
us, who have chosen um
research as a career. Err and
that it does happen at err
different levels, so um there’s

Jane: Key motivations,
one is, erm, I, I’m
passionate about growing
a workplace culture
where everyone can grow
and flourish, I think
that’s really vital, and the
second, erm, the second
one is about being
person-centred and being
person-centred with each
and with our patients
and staff and modelling
those values

I am a strong believer that
research should be driven by
practice and the results should
return to practice and if it
doesn’t happen, then it’s not
worth doing. So very much my
work is very implied, so we
don’t have any issues with
that, you know; do you see
what I mean? It’s like that’s
almost a given for both [name]
and I and our stance and
where we . . . our philosophical
view on what research is

So kind of from early
stages quite a direct
interest in using research
findings in a way that
they can, you know,
inform changes and
practice in policy . . .
It appealed to me the fact
that there was an applied
focus, definitely . . .

Bella
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Bridgetown Coxheath Porter Evansville Subcode Family code
Overarching
theme

Workstream 2
category

NHS [place] are developing
that, err Nursing Midwifery
[name] Health Strategy and I
was asked to be in a group
to um, contribute to how
research should be included
within this strategy and it
went through various
iterations, then went up to
kind of the managers above
us and it came back and
research was only connected
to the bit that was about
better value and efficiency.
So they had both sections
about better patient care,
better um

Interviewer: Oh there’s no
research involved in that,
is there?

Researcher 1: Yeah about
better workforce and work
satisfaction, um, better
outcomes for people and
research wasn’t in any of
them, and err, I got err, fed
back through and just said
you know, ‘If research was
only about being more
efficient, then first of all
we’re never going to
motivate staff to be more
involved in research and
second of all, I wouldn’t be a
researcher if that was what
it was all about’, you know,
‘I’m not driven by money
and by savings, um, and
actually I do genuinely

Interviewer: ’Cause
when we say person-
centred, people often,
I would automatically go
to that, being in terms of
the patient, but you’re
talking about that in a
different way, aren’t you?

Jane: Yes, about
recognising the person,
and the patient,
recognising their choices
as an individual and
using those principles
with each staff member
as well

about. If it should be about,
erm improving patient and
family care experiences
and staff experiences of care
as well

So I think that’s a shared . . .
and that’s perhaps where,
erm, where I benefit [name] is
because she doesn’t have to
make that argument with me,
it’s given, it’s a given with me.
Whereas some . . . if she’d
have got these close
associations with perhaps
some other professors who
were less from a practice
background she might
have had to have more
conversations about well that
might be very interesting
technically but in terms
of patients it’s not that
interesting and therefore the
trust won’t be as interested in
driving it forward

Peggy
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TABLE 23 Coding table (continued )

Bridgetown Coxheath Porter Evansville Subcode Family code
Overarching
theme

Workstream 2
category

perceive research as being
crucial to improving people’s
lives and improving the care
that we deliver’

Anna and Jill

I think that . . . the hybrid
role, whatever the
terminology, is hard; you’re
always going to have
competing priorities from
both sides of your role . . . I
think it’s just about being
really, really clear and open
about your role. Anna is
really good at that; she will
say to people and just
signpost people to other
places if that doesn’t sit
within her role it’s not
something that’ll be
appropriate but she’ll make
sure they get the support
and advice from elsewhere
. . . she’s just that kind of link
and that conduit

Hannah

Jane: The two halves do
integrate with each other,
erm, in a funny way,
’cause it is also about
practice, so what I do
in the university I try
always get involved in
the trust, and benefit the
trust wherever possible.
What I do in the trust
also benefits the wider
research as well

Interviewer: So you’re
kind of ticking
everyone’s box?

Jane: Yeah, that’s right,
and kind of, and
synthesising

. . . help clarify boundaries if
that’s required but also . . .
I feel at times with Rachel,
I’m helping her frame her
boundaries so that she has a
visibility and clarity as to
what role she will take in
different places . . .
. . . so it depends on what the
demand of the job role is . . .
what she could do and what
she has to do and what she
needs to do may at times be
different . . . she could run a
project, she could design,
develop . . . a project and some
clinical staff would love her to
do that . . . but she knows that
that’s not, she can’t do that
because that’s not what we
need her to do except in an
area that we have pre-agreed

Carol

. . . if you’re gonna set up
a team like this, it needs
to have support right
from the top of the shop
and it needs to have
[pause] I suppose there’s
something that, and I
even reflected on how we
could’ve done this. So
something about building
in, building in so that it’s
not individual people . . .
so, you know, if you’ve
got somebody who is the
sponsor and they leave, it
won’t make a difference

Janet

Role boundaries Competing
research
priorities and
two roles

Perceived/
potential
challenges

Intent
Structure
Process
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Bridgetown Coxheath Porter Evansville Subcode Family code
Overarching
theme

Workstream 2
category

I think the support networks
within the university is
crucial and the team that
she works within erm but I
think having leadership-level
support in practice is crucial,
it doesn’t really matter much
about everyone else, it’s got
to be supported at senior
level. You know, they’ve got
to believe in it as a useful
approach rather than just
agreeing to it, I think it
needs the belief that it’s
actually important and why
it’s worth investing in . . .
the person who’s in that
leadership role, you know,
if they’re motivated and
interested and keen to
support it it’s very
opportunistic, but if it’s not
there, if that support isn’t
there the person who’s
leading that furthest for
example, if they’re not
interested then you can’t do
it. It also needs, you need
support on the, at erm lower
management levels as well
because people, in my
experience senior charge
nurses, for example, are
very powerful

Karen

I think the leadership role
part of that being
acknowledged and
appreciated by the team so

I think the important
thing for me and I, I
think there’s still learning
around this, is how you
win the hearts and minds
of other people that
aren’t really very aware
of what the capability
of this sort of approach
is and definitely have
to have executive
sponsorship. I mean I
happened to be working
with a chief executive
who, at the time, was
very, I mean he didn’t
particularly understand
it, or hadn’t experienced
it, but he was very
tolerant of actually us
trying different things.
I think I would say, on
reflection, that I wasn’t
really able to necessarily
completely win the
hearts of, of all the
executive team, and I,
I know that you know,
my colleague that I
handed the button . . .
over to, who was my
deputy, who became
Director of Nursing,
continued with, with
[name]. But I know that
they, they, you know,
they had some challenges
I think along the way
with changes in executive
team members and that

Where we have services that
are, that have a supportive
leading manager or a driving
manager that sees the value,
it’s transformative to the roles
of people being able to engage
in research. Where that
doesn’t exist, it’s almost like,
well let’s take our backpacks
and go home, it’s not going
to happen there. If the
management don’t see the
value in it, they will actively
conspire and I will use that
word advisedly, conspire
against it happening and
that’s despite what might be
high-level imploring from trust
boards which may or may not
be there, then the reality of
having to meet performance
metrics of commissioned
service delivery mean that few
managers are prepared to take
the punt and see research as a
way of being able to both
meet that target and improve
at the same time

Bill

So to me it’s, I’m absolutely
delighted we’ve got them, I
think they have a fantastic
role to provide us with, they’re
great and I think they’re right
for us as an organisation
where we’re at now . . . but
I’m not sure that our senior
management, for example,
would understand why on

Bella: So what happened
to us at [deleted] is we
had two people who
were really engaged but
then they left the
organisation, which is a
major setback for us . . .
So that also became
quite an important lesson
to say OK, yes you have
to have champions and
sponsors but also you
need to do a lot of work
to kind of spread some
of that . . .

Interviewer: So it’s
putting a lot of emphasis
on, the importance of
individuals getting it, if
you like?

Bella: Yeah, yeah

. . . So the way in which
the team was designed
was we had one kind of
lead sponsor who was a
really senior trust member
so he led the whole kind
of, so [deleted] is divided
into kind of three parts,
medicine wards, specialist
hospital and surgery and
cancer. So he led medicine
wards just to give you an
idea of that and he was
like, yes, the person who
was fighting for us to
be there

Buy-in Perceived/
potential
challenges

Intent
Structure
Process
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TABLE 23 Coding table (continued )

Bridgetown Coxheath Porter Evansville Subcode Family code
Overarching
theme

Workstream 2
category

she’s actually included, that
part of the role has made a
huge difference to erm the
engagement and buy-in and
the impact that they’ve had
on the clinical service.
I know for example perhaps
with the nursing we have
some clinical academic
research posts erm and I
don’t think they’re as well
embedded into setting the
direction and the drive and
the purpose of the directory
as [name] is because it has
that leadership role. . . .
because she has the visible
support and buy-in at that
level that helps the role
become accepted by the
managers, the clinicians and
everyone else that sits there

Hannah

sort of thing. So it, it’s
one of those things that,
you know, it has to
become culturally the
norm to the organisation
and that takes time, and
it takes a lot of time, and
people don’t always, you
know, aren’t always
appreciative of what it,
what, what how important
it is, and I think if they
took it away from [place]
now, I think they would
really understand what
the impact was

Clare

In another 5 years they
would realise or wish
they’d continued doing
this sort of thing and you
get the full cycle again,
probably that’s what will
happen, but do you know
these posts are so dependent
on having people at very
senior level who can
appreciate what you do.
The previous Chief Nurse,
[name], she was, she got
a PhD so she’s not, you
know, she’s a clever
person, she’s got a PhD
in decision-making, she
wasn’t really using that
’cause it’s such a complex
organisation and she was
very supportive to me,

earth would I want more of
them rather than upskilling
our clinical colleagues more

Carol

The day to day of trying
to help these projects it
was down to particular
individuals on those
projects and the degree
to which they bought
into us

Tim

[Senior buy-in] is
necessary but not
sufficient. So you need it,
but then you also need to
do the really hard work
on the ground, which,
you know, I can talk
about but I haven’t done
for quite a long time. So
it’s people like [deleted]
who do that of building
the relationships on the
ground to do the work
you know, erm but with
that kind of backstop of
the senior people whose
supporting it, if you don’t
have senior people
supporting it, you won’t
get the funding to
go forward

Julie
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Bridgetown Coxheath Porter Evansville Subcode Family code
Overarching
theme

Workstream 2
category

she was very operational,
her whole focus is on
operations, it’s not about
being proactive, being
excellent, leading the
way, which is what I’m
used to doing and so,
erm, she said to me
when you explain to the
interim chief nurse what
you do, you’re going to
have to translate what I
do for her to understand,
but actually I didn’t find
that at all because of this
point I mentioned which
is, I don’t think the trust
has used me strategically,
erm, strongly enough. She
understood all of that, so
I’m thinking well maybe
it is about somebody
with the strategic vision

Jane

[Name] knows, to really
make change, takes a lot
longer than some flash
old boss, you know, we
all know that, but for
some CEOs, that’s how
they operate. They get
their mates in, and
they know they won’t
be there forever.
Whereas I think [name]
has really invested . . . I
think because, from what

continued
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TABLE 23 Coding table (continued )

Bridgetown Coxheath Porter Evansville Subcode Family code
Overarching
theme

Workstream 2
category

I can see, I don’t know
the trust that well, but
the CEO has gone, the
Head of Nursing is . . .
who was very . . . you
know, they’re not so
much friends, but
they’re just respected
colleagues, who believe
in her, and believe in
her programme

Josephine

The huge challenge with
sustainability is that we’re
a small, you know, we’re a
small board, we have limited
you know, internal resource

Gillian

Josephine: It’s a different
relationship now

Interviewer: Between
academia and
clinical practice?

Josephine: Yeah. It’s still
an important relationship,
and sometimes it’s very
close and works brilliantly,
but it used to be like
Director of Nursing would
have a chat and a coffee
with Director of . . .
Director of Nursing trust
would have, you know,
maybe a regular meeting
with Director of
Education, and they’d say
‘well, we need someone
for this’. And they’d say
‘well, we’ve got a little bit
of money for the . . .’,
they’d engineer something

I managed to push the trust to
pay for me full time, but it
had an academic arm, but
with the financial crisis back
whenever it was, the trust
couldn’t really afford to keep
me full time, but only have me
as a part time. So even though
I was part time for the trust,
they were paying my full
time salary, and that wasn’t
deemed fair or they couldn’t
afford to sustain that. So I
went to the university and
got the university to sort out
the funding, and now the
university pay 3 days and the
trust pay 2

Victoria

Generating knowledge in
applied health research
that we like to do is to
have comparators and
so that raises the issue
about well then, how
do you generate that
research? Do you do that
in an embedded way as
well? So if you are
looking at a particular
change, for example, so
that raises a question
and the other is if
you’re trying to look at
different, a number of
different sites. Because
that same organisational
case studies, I wouldn’t
say the gold standard,
but ideally one likes to
look at the number of
different sites where
one is conducting the
research to kind of
enhance generalisability
and different types of

Funding Resources Perceived/
potential
challenges

Intent
Structure
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Bridgetown Coxheath Porter Evansville Subcode Family code
Overarching
theme

Workstream 2
category

But nowadays those
things are more difficult,
not because they don’t
get on, it’s just financial
issues on both sides,
lots of reasons I think.
Philosophical . . . so I
think they’re rarer than
they were, much rarer

Interviewer: When you
say philosophical, do you
mean . . .?

Josephine: Well, because
I think education is
the prime aspect of
the university, and the
students, and their
student journey, and in
the trust, pre reg[istration]
and post reg[istration],
the student is not the . . .
the patient is the main
reason they’re there. And
things like 4-hour targets,
and their financial
pressures, so . . .

Interviewer:
Different priorities?

Josephine: Different
priorities and things are
much tighter and . . .
there’s not loose bits of
money and stuff now,
on both sides

context where one is
looking at the same
thing. Or, comparators
for the change one is
looking at. And that is
difficult, challenging in
using the embedded
research model because
you’d have, it is
potentially very costly
. . . So that is, that is an
important point about
it that it is resource
intensive and it limits, it
can therefore limit you in
comparison, either with
places not undergoing
that change or with other
places undergoing those
same set of changes to
compare them

Julie
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TABLE 23 Coding table (continued )

Bridgetown Coxheath Porter Evansville Subcode Family code
Overarching
theme

Workstream 2
category

Mark: I’ve also had
conversations with one
manager who, who would
like to try and use my
research skills, in a way that
provides direct benefit to
the service

Interviewer: Mmm

Mark: That’s not in terms
of developing things like
interventions, which is what
I’ve done before. To give you
an example, what she’s
interested in is looking at
things like population
trajections. So what, what
are going to be the needs of
our podiatry patients in 10,
15, 20 years’ time? What’s
the evidence to support
that? And she wants to use
that to create business cases
for service development and
so on. So I think there’s a,
there is an appreciation of
the skills, but they want
quick wins from it

Key part of the getting
research underway in the NHS
is understanding the time
pressures that staff have and
trying to be flexible around
that because they ask people
what the barriers are for them
to doing research and the first
one that most people mention
is time, they just don’t have
the time

Rachel

Rachel: . . . it’s not just one
person on their own, they
have to have the support
network around them to make
that possible . . .

Interviewer: Um

Rachel: . . . erm, and that’s
part of the culture change I
think that we’re trying to gain
momentum is that, erm, er,
middle and upper managers
understand the need to be
flexible and, erm, recognise
the value of research and
supporting staff who are
interested to do research . . .
so that, you know, they can
make allowances, maybe, you
know, give a staff member a
couple of hours off to go to
some meeting about research
or you know whatever, erm,
can all make the difference

Tim: I was on a number
of others that fit that
sort of paradigm, which
was rush, rush, rush,
meet every 2 weeks,
change something, barely
able to evaluate what it
was before, let alone
afterwards and then just
keep going and then do
that again and then
again and then again.
I can hardly do anything.
We were asked to write a
report at the end of the
year, but after 2 weeks
any report we would
have written would be
out of date, you know . . .

Interviewer: Mmm

Tim: . . . I got very
frustrated. And another
different one where I
submitted a final report
after our, our year’s time
was up, and I don’t think
they looked at it. I’m
pretty sure they didn’t
look at it. But even if
they had, a lot of it was
out of date anyway, in
the sense that it probably
would have changed and
I was speculating a lot

Incompatible
time frames and
time

Resources Perceived/
potential
challenges

Intent
Structure
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Bridgetown Coxheath Porter Evansville Subcode Family code
Overarching
theme

Workstream 2
category

Interviewer: Yeah, that senior
support buy-in, if you like?

Rachel: Yeah, um

. . . I was familiar with
the research paradigm, I
could do that, I could . . .
you know, I, I understood
my role, I understood
their role, it all fit
together and the
timelines in particular
really, really matched up
with the ongoing sort of,
let’s call it service
development stuff. I
didn’t really understand
my role, I didn’t, I cou–
. . . the timelines between
different teams or you
know, with the
embedded research
timeline and the ongoing
service timeline didn’t gel
at all

. . . if I make my research
relevant to more strategic
stuff . . . then it becomes
valued . . . if I was doing this
work and it was just sitting
in the abstract with no
perceived elements to
clinical work, then I don’t
think . . . there’d be so much
buy-in and support from
NHS as I’ve actually
received. So they can, they
can see the value that
that brings

Mark

I think the main
challenge for me is to get
strategic uptake. When I
don’t have a, I don’t have
a . . . That’s what I want
to do next, when I finish
this I want to go and be
a non-exec[utive] director
in this trust, that’s what
I’d like to do, because
they don’t seem to
understand, the trust
board don’t seem to
understand the values
that they need to live, to
achieve the changes that
are required.

Bill: . . . research roles are not
always seen as, how can I put
this delicately, they’re not
always seen as worthy of
investment by people who
commission services as
those in the services who
value them

Interviewer: Why do you
think that is?

Bill: I would have to say that
for a large part, and there are
some notable exceptions, the
commissioning process is an
evidence-free zone . . . I do
think that commissioning is

As our time was coming
to an end, I think we
should’ve done more
work from the beginning
to demonstrate what
we were doing and
the impact of what
we were doing. So we
didn’t do a lot of the
communications, the kind
of PR [public relations]
like this is our team,
this is what we’ve
accomplished in our first
year, this is what we
need doing. So we didn’t
do that and I think that
was a missed opportunity

Value of
knowledge/
research

Strategic/
organisational

Perceived/
potential
challenges

Intent
Structure
Process
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TABLE 23 Coding table (continued )

Bridgetown Coxheath Porter Evansville Subcode Family code
Overarching
theme

Workstream 2
category

. . . often the findings are
so ahead of the time
people can’t understand
what they need to do
with it, so 5 years down
the line they begin to
realise if only we’d done
that 5 years ago we’d
be in a different
position [laughing]

Jane

driven by anecdote and
financial pressures rather than
that is necessarily best for the
health system as a whole . . .

because then when we
had to go to the trust to
say ‘can you send our
funding?’ they, they, we
tried different routes and
they said no, they didn’t
see the value of that
team. They were under
great, financial pressures
and they felt that they
wanted to invest that
money elsewhere and,
but I think the big thing
is that they, they couldn’t
really conceptualise, you
know, why would I invest
in the team, what is it
giving me, what is it
giving my clinicians. I
mean, you know, maybe
we could’ve done that
brilliantly as a trust,
would they have still
said no? I don’t know,
just because of their
priorities, but I think as
part of the, you know,
the blame is also on us
because I don’t think we
did that properly from
the start. So I think it’s
a lesson for, for other
teams to, you need
to think about
dissemination right at the
beginning and hopefully
that will come later

Bella
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Bridgetown Coxheath Porter Evansville Subcode Family code
Overarching
theme

Workstream 2
category

Gillian: Because we have a
huge pressure on us in the
system to keep people as
clinically active as possible,
you know, lots and lots of
clinics, you know, and
therefore, there’s, there’s not
the same potential to, you
know, the non-verses, it’s
described as non-direct
activity, so that research is
better, doesn’t get the same
level of support within
the organisation

Gillian: . . . obviously within
the health service there
is a focus on quality
improvement and
improvement culture

Interviewer: Yeah, yeah

Gillian: And our board
invested it, has invested very,
very heavily in that over the
last well 10 years, and one
of the things that working
alongside [name] and
colleagues, colleagues at
university in this, is around
that understanding of
the continuum that
improvement isn’t the only
answer, and about how we
. . ., because there’s a, there
was, obviously there was,
care . . . and, and an
unspoken attitude, that you
didn’t need to do research in

I think people, people are
very suspicious of things
that they don’t quite
understand, and because
I, I mean, you know, I
haven’t really had this
conversation with [name]
but my, my reflections on
it is that I mean it may
be some things that, that
we’ve got to reflect on
professionally, but I do
think that sometimes the
way we use language,
might sometimes act
as a bit of an obstacle.
We, we know what it
means and we’re quite
comfortable with it, but
I think it’s, it’s a new
language for other people
and culturally I mean I’m
very passionate about
the NHS actually but, but
culturally we’ve been in a
situation where, you
know, what trumps all is
you know a top-down
performance-type regime,
which, you know, you and
I and others would know
actually is not very
empowering for people,
and did ask them . . . and
actually doesn’t value
what frontline staff really,
who knows the business
intimately and what
they’re trying to achieve.
It, it, it’s, you know,

Rather than an initiative that,
that seconds two people into a
university and we never see
them again, this was wholly
about how do we work with
the universities to, to give
some of our staff an
opportunity to, to practise
and develop some academic
research skills and bring that
back into practice. And, and
because, I suppose because
it was sold as a, as an
opportunity that was going to
be meaningful they could see
what the outputs were going
to be in terms of the care that
we deliver to patients on the,
on, on the wards. Their, their
ears pricked up a little bit
I think

Lorraine

Now the other thing is,
I think I talked to you
about before was that
the funding for the
[hospital name] wasn’t
renewed and the
feedback I had about
that was informally was
that they knew chief
executives wanted to
focus the trust energies
on clinical research
rather than the applied
health research or health
services research

Julie
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TABLE 23 Coding table (continued )

Bridgetown Coxheath Porter Evansville Subcode Family code
Overarching
theme

Workstream 2
category

the health service, all you
needed to do was the quality
improvement and because
actually that was how you
were going to bring about
quick change, you know, but
the balance, I’m much more
committed to the balance of
that and, and research, and
then, and that skillset we’d
like to, as an approach, we’d
like to instil on our staff

completely wrong, but
that has been the culture
of the NHS and has been
driven really by this top-
down stuff from the
Department of Health,
NHS England over time

Clare

So what the managers want
to look at

Interviewer: Um

Researcher 2: Is something
very, very different

Researcher 1: Yeah I mean
it is much, it is exactly like
you say, that it’s about um

Researcher 2: The floor and
service delivery and uh huh

Researcher 1: Service
delivery and um yeah that’s

Researcher 2: It’s a very
different model

Researcher 1: Uh huh yeah

Researcher 2: Which again

Rachel: So it’s very much, erm,
you know those tangible
benefits, erm, but I think
valued by the staff considering
doing the research, but also
the managers and the service
around them in terms of
supporting the research. If
they can be told ‘well, if we do
this piece of research, it might
mean that we can make a
cost saving or a more . . .’

Interviewer: Um

Rachel: ‘. . . efficient service’,
then they’re much more likely
to get that support

Interviewer: Onboard?

Rachel: Yeah

So the board would say
‘oh I think such and such
a unit in this area of the
organisation’, you know,
. . . ‘they’ve got a
challenge around x’, it
would be really helpful.
Anyway so the team then
went to this unit and
they went ‘no, that’s
not the issue we’ve got
here, it’s something
completely different’

Julie

Misalignment
(front line/
management)

Research
priorities

Perceived/
potential
challenges

Intent
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Bridgetown Coxheath Porter Evansville Subcode Family code
Overarching
theme

Workstream 2
category

Researcher 1: And a lot
about value and efficiency
that’s what their, um
interest in

Researcher 2: Yes, value
for money, efficiency,
throughput, flow

Interviewer: Um, aligned
with governmental . . .
targets and stuff

Researcher 1: Yeah

Researcher 2: Exactly

Researcher 1: Whereas the
practitioners, what they
want to know is ‘oh we’ve
developed a, a new
intervention’

Researcher 2: That’s right
Anna and Jill

Interviewer: So it’s a, I guess
it’s . . . speaking a specific
language to kind of, er, meet
the broader organisational . . .

Rachel: Yeah, yeah
and sometimes

Interviewer: . . . direction?

Rachel: Yeah, I mean our
trust has come out with
nine priorities

Rachel: . . . so we’re realising,
you know if you’re proposing
to do a project, use these
priorities, you know, mention
them when you’re trying to
describe what you’re
proposing to do . . .

Interviewer: Um

Rachel: . . . then you’re much
[more] likely to get buy-in
from the senior management
to support you to do that
because they will see that it’s
working towards . . .

Interviewer: Um

Rachel: . . . one of the key
priorities . . . that have
been identified
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TABLE 23 Coding table (continued )

Bridgetown Coxheath Porter Evansville Subcode Family code
Overarching
theme

Workstream 2
category

Interviewer: You said about
[name] being a bridge?

Gillian: Yes

Interviewer: Can you tell
me a bit more about that?

Gillian: . . . for her to have
that contemporary
knowledge around the
research and the research
community and to make
those connections, erm again
to understand what is active
elsewhere, what we’ve got
an opportunity to become
involved in

I think the essence of this
is the connectivity . . .
. . . it’s working in that
liminal zone, it’s the
bridging, it’s the knowing
who to go to as well as
the actual insight that
you gain, so that you can
transfer knowledge and
you can transfer skills,
and I think [name] is a
conduit in a similar way,
she can bring her
expertise and mesh it
with the messy reality
of the workplace and
similarly the, the
workplace . . .. I’ve been
able to say to other
people, ‘Well actually,
there’s this work and
there’s this person’, and
if, it sort of connects the
system. I’m very much
one for permeating
boundaries and . . . trying
to bridge those gaps

Violet

You know I think that people
like [name], it’s a conduit . . .
You know [she] can face me
with the realities of . . . when
I’m saying, ‘oh let’s do this’,
‘let’s do that’, ‘why don’t we do
this?’, [name] can very much
say to me, ‘mm but we have
to be aware of x, y and z’.
She very much is a bridge,
negotiator, she is a diplomat

Peggy

. . . the steering group
that I have in that
second circle, that
wouldn’t exist without us
because we created those
groups at those trusts, so
we know people might
get together for different
reasons and the health
organisation, but for the
purposes of this, we’ve
put them together and
we’ve built that
infrastructure . . .

Bella

Bridge Facilitating
connection

Qualities/
strengths of
researcher
and role

Process
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Bridgetown Coxheath Porter Evansville Subcode Family code
Overarching
theme

Workstream 2
category

. . . she allows clinicians to see
that they could potentially
be a, a researcher within a
health-care setting, but at the
same time demystifying it all.
Because it’s a little bit of a
black box to those who aren’t
in that world . . . She’s very
easy to talk to. And she’s
approachable and she’s done
a good job going on all sorts
of staff groups around the
NHS here . . . The idea being
research-active has become
far less nebulous and out-
there, as it might have been 5
to 10 years ago . . . more and
more becoming a part of the
daily conversations

Mark

. . . when I talk to non-
registered staff . . . when
you say to them about
doing a module at
university to advance, ‘oh
God, I couldn’t possibly
go to university; I
couldn’t cope with
research or anything like
that’. So they already
have this negative
perception of it and
that’s a huge shame
because they could
come up with some of
the answers to the
challenges that we face.
Jane’s very approachable,
she doesn’t make you feel
stupid, she listens, she’s
an active listener and
then she helps you
assimilate it. So she’s,
she’s got that, that, her
communication skills are
brilliant and she is . . .
approachable and
obviously the knowledge
is there . . .

Sally

. . . some people initially
contact me saying, ‘oh, can
you come and meet with us
because I don’t know where to
start with this form?’ . . . I
think they’ve just seen it and
initially been like, ‘oh, it’s
academic, I can’t do it’, but
then by the time I’ve met with
them . . . I really tried to break
it down for them, sort of really
understandable language . . .
. . . it’s that translation
between academia and NHS
which is massive that terrifies
some people . . . I think it’s
that experience of working
with people to understand
actually at what level you
need to pitch things . . .
because there’s definitely a
fine balance between being
really patronising and actually
putting it in a way that
everybody’s going to
understand . . .

Karla

Having the skills, you
know, to, to be able to
work well with other
people, to be able to
recognise the different
contributions people
can make to a project
regardless of where they
come from, you know.
If they’re clinicians, if
they’re managers, if
they’re, you know,
statisticians, you know, to
be able to have, to really
open, to have a way of
dealing with people and
to foster collaboration; I
think it requires that, it
requires a knowledge of
context . . . understand
how the context and the
workings . . . ultimately
shape your experience,
people’s perceptions of
you, your perceptions of
other people . . . it’s that
kind of really dynamic
relationship between
individuals in context

Bella

Interpersonal
skill

Making
research
accessible
and inclusive

Qualities/
strengths of
research/role

Process
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TABLE 23 Coding table (continued )

Bridgetown Coxheath Porter Evansville Subcode Family code
Overarching
theme

Workstream 2
category

I think trying to humanise
researchers in the university
world is quite an important
part in breaking down that
barrier, which I suppose is
something that I try to
do . . .. I think the split with
the university thing helps,
because they see me as
being both part of the NHS
but also out with those
hierarchical structures.
I actually think a big part of
it comes down to social
interaction and personality
because I, I do, I think it’s
happening less now because
people are more aware of
me but certainly initially
when I would go along to
meet with people I could te–,
I could feel that they were
anxious and that they were
intimidated by me being a
researcher and being from
the university or being new
in the directorate because
there is such a big gulf. So,
like, [laughs] I’ve had lots
of feedback from people
who say now, ‘just, you’re
such a normal person’,
which I guess we should
take as a compliment but
I don’t know what
they expect . . .

Anna

I always work to diminish
that, and oh, yes, there
are some people who I
could, there is one or two
people who, especially in
health, human resources,
’cause I do a lot of work
around workforce and
they see themselves as
the experts, but I’ve
always worked with
them, always
collaborative, mind you
we get the odd challenge,
er, but because I’m
collaborative, I’m always
happy to see the world
with their eyes, it’s just
having the dial up. The
people I can’t, I don’t like
working with are the
ones who are not
authentic, or who are top
down, top down in their
approaches ’cause we
know from all the
evidence and the
research, that that
doesn’t work, but OK,
I appreciate that’s what
you’ve got to do, I will
help you to be more
effective in the ways that
you work, even if you are
taking a top-down
approach . . .. I know I’m
not intimidating but yes,
I do appreciate that

Jane

Karla: I’m really conscious
again with that sort of, I don’t
want to say, yeah I would say
stigma, academic stigma, but I
don’t want people to think
that, ‘oh, an academic’s
coming to talk to me’. Like,
for example, as an example,
yesterday one of the ladies
on reception, she got really
confused about my wage slip
because she said, she came
up to me and she said I’ve
worked there for 2 years now,
she said ‘are you a doctor?’, I
was like ‘yes’, she was like, ‘oh,
I had no idea’ and she didn’t

Interviewer: That’s interesting

Karla: Yeah, because I don’t
tell people because when I go
and meet with people I won’t,
and when I, on my e-mail
signature I won’t put doctor
on most occasions because I
don’t want people to think,
‘oh, she’s an academic, she
knows lots’, I don’t want to
engage in that, I kind of want
to meet people first and you
know if it comes up I will tell
people, like if I feel like I have
to clarify my sort of expertise
in the area, but other than
that I won’t say it because I
don’t want people to have
that sort of association

I think we were fortunate
that most of the
members in our team
had worked in the
NHS before, so I think
that helped in terms
of navigating the
organisation and then
problem-solving, and the
other skills is, there’s a
communication skill
and that’s especially
important for us
qualitative researchers
who, you know, if you
look at our stereotype we
tend to be quite worthy,
well not worthy but, you
know, to need lots of
pages to transmit a
message for instance or,
you know, we, yeah I
think it’s in terms
of being able to
communicate things in a
simple way, a direct way

Bella

They need to, people
need to see that they
know what they’re
talking about and it’s
quite important I think in
the NHS and from a,
from a how they interact
and work within the trust
they need the [pause]
good team players and if
we pull that apart, you

Relatable/
adaptable

Interpersonal Qualities/
skills of
researcher/
role
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Bridgetown Coxheath Porter Evansville Subcode Family code
Overarching
theme

Workstream 2
category

. . . it was a difficult meeting,
because the starter session
was really scary but, but it
was such a positive meeting,
because I came away from
there, much, much more
clued in to what exactly I
was going to do and how,
what questions I needed to
ask . . . I think the person . . .
have to have insight and
understanding . . . she’s a
very good communicator,
she’s very good at
facilitating, and encouraging
things . . . I think that’s a real
quality that she has, and she
feels approachable . . . If
somebody comes into post
and they are too academic,
it’ll just put people off

Joanne

know, they need to have
good communication
skills, good listeners.
Being able to
constructively challenge
in a, you know, in a
friendly way that would,
you know, but equally be
quite resilient because
their personal resilience
is quite important . . .

Julie
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TABLE 23 Coding table (continued )

Bridgetown Coxheath Porter Evansville Subcode Family code
Overarching
theme

Workstream 2
category

They were funny, because
they’re . . . they’re both
people who are . . . I think
they were quite anxious
about reviewing it at first.
They were really keen to, I
don’t know, they talked
a lot at me, and they’re the
people that were probably
the earliest to give me like
feedback, because they said
then, you’re just a normal
person, which I think was
[unclear – 18:31], but I
don’t know what they were
expecting. If they thought
I was, I don’t know, be
like stern or talking in a
completely different
language to them, or . . .
there was a lot of our
meetings were kind of
starting and ended with
general chitchat about their
daughter’s wedding, or
weight loss or you know, just
general chitchat . . . I’m
perfectly normal(!) I think
that helped, after the first
few times. The first few
meetings they just seemed
really anxious, waiting for
whatever piece of wisdom
was going to come out of my
mouth. I think they thought I
was going to come in, tell
them they were doing it
all wrong

Anna

You do need to have that
sort of integrity, you
know, and that thought,
so you know, all these
things that you talk
about now, about
thought leadership and
integrity and trust and
that sort of thing, so it
doesn’t matter how much
knowledge you’ve got, if
you bring people together
and you’re not being
integral yourself, you’re
not being seen as
somebody who works in
that way and also you’re
not honouring them. So
you need to be very, you
need to be able to
respect everything that
people bring to you and
be able to say ‘yeah
that’s really worthwhile
and really useful’ or even
when they’ve seen quite
negative things . . .

Olivia

Karla: I’ll go over and just say,
‘oh’, you know, ‘are you on
your own today? Do you want,
I’m going to the kitchen, do
you want me to get you a tea
or a coffee? Oh, by the way
I’m blah-blah-blah’, so then
I’ve kind of connected with
them, so then if they see me
on an e-mail or whatnot, they
know who I am, they know,
they can approach me if,
because I think that’s a big
thing in work especially if
we’re wanting them to sort
of do extra, do this quality
improvement, do service
evaluation . . .

Interviewer: Yeah

Karla: . . . I think it’s about
them knowing that they’ve got
someone that they can talk to
about it and it’s that relational
thing that if I embark in this I
know I’ve got someone that’s
friendly and supportive and
whatnot, so I try and make
that impression when I see
people, just to kind of help
them engage in the process
and because I think
sometimes that support that
you can get can either help or
hinder people in going forward
in the first place and asking
for the help . . .

Julie: She is absolutely
superb at building
relationships and getting
in there and you know
and all of that, oh, and
that’s another thing
about who you recruit to
do these roles

. . . what I’d say is you
need that senior buy-in
and it’s necessary but
not sufficient. So you
absolutely need it but no,
it’s now you don’t . . .

Interviewer: OK, OK
I was going to say is
that it?

Julie: No, no absolutely
not, no it’s not; so it’s
necessary but not
sufficient. So you need it
but then you also need to
do the really hard work
on the ground which you
know, I can talk about
but I haven’t done for
quite a long time. So it’s
people like [deleted] who
do that, of building the
relationships on the
ground to do the work
you know . . .

Relationship-
building/trust
and respect

Interpersonal
skill

Qualities/
skills of
researcher/
role

Process

A
P
P
E
N
D
IX

6

N
IH

R
Jo
u
rn
als

Lib
rary

w
w
w
.jo

u
rn
alslib

rary.n
ih
r.ac.u

k

1
7
4



Bridgetown Coxheath Porter Evansville Subcode Family code
Overarching
theme

Workstream 2
category

Joanne: It’s made it easier
for me and it feels like she’s
an ally because it’s very, very
daunting and I think it
would have been easier just
to not do it, but part of me
feels I have to do it, because
it, the potential of coming up
with some answers and that,
you know, we’ve invested a
lot so far in the literature
research and that, we can’t
just turn around and walk
away, but sometimes it feels
really overwhelming and I
think especially because
you’ve got your clinical remit
and your, like I’ve got my
team leader and my clinical
remit, on top of it, which it
would have just been easier
just to not do it, but I think
that knowing that [name]
there, and it will make that
process a lot easier

Interviewer: You said you
called [name] an ‘ally’, can
you tell me a bit more
about that?

Joanne: Yes well I think
that’s probably my
expression of where I’m at
with . . . governance . . . in
a sense that they’ve, this,
they’re the gatekeepers and
the process that you have to
go through is very daunting
and the form that I’ve just
sort of tried to fill out, has,

What she did was she
gave ownership to the
staff, the staff felt
engaged, the staff felt
empowered and if people
feel that they’re more
likely to take it forwards,
they’re more likely to
embrace it because
actually they have
developed it. Whereas if
your managers come
along and say ‘right, you
do that’, you know, you’re
not going to be as
enthusiastic as it’s been
done unto you and if you
don’t agree with it that’s
even more of a reason to
drag your heels and
implement it

Sally

I think my role is much more
about helping them realise
that they can do it, you know,
just because they’ve not done
any research before, or they
haven’t done any for years, it,
it always surprises me slightly,
even though I’ve been in the
job for such a long time, how
frightened clinicians can be . . .
of doing research, they don’t
think they’ve got the skills to
do it, they don’t think they,
they don’t know where to
begin, the whole NHS ethic
thing terrifies them, because
they hear stories and of
course those stories are all
true [chuckling], which doesn’t
help, because you can’t dispel
the myths, you can’t say ‘Oh
no, no that’s nonsense’,
because it’s like ‘Well actually
yes that’s true’, but it’s about
fostering an environment
where it doesn’t feel so scary,
where they know they’re
supported, where they’ve got
someone they can come to
and go ‘Actually I just want to
do this little project’, and it is,
you know, or this great big
world-changing project, and be
supported in that

Victoria

There’s still something
around having the skills
you know to, to be able
to work well with other
people, to be able to
recognise the different
contributions people can
make to a project
regardless of where they
come from, you know.
If they’re clinicians, if
they’re managers, if
they’re, you know,
statisticians, you know, to
be able to have, to really
open, to have a way of
dealing with people and
to foster collaboration I
think it requires that, it
requires a knowledge of
context. I think knowing
how to not only just list
potential factors, because
anyone can do that, but
to understand how the
context and the workings
out ultimately shaping
your experience, people’s
perceptions of you, your
perceptions of other
people, you know, it’s
that kind of really
dynamic relationship
between individuals in
context . . .

Bella

Harnessing
potential in
others

Interpersonal
skill

Qualities/
skills of
researcher/
role
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TABLE 23 Coding table (continued )

Bridgetown Coxheath Porter Evansville Subcode Family code
Overarching
theme

Workstream 2
category

it’s not the easiest of forms
to do. So feeling like you’re
on your own again, a barrier
that you’ve got to overcome,
whereas [name], she feels,
well she’s definitely is on my,
because she had e-mailed a
quick reply, I was reading
it one time, she said ‘Be
careful how you word such
and such or this will happen’,
and she helped us a lot, you
know, so she’s always there,
sort of watching that I don’t
trip myself up

I’m just glad that she’s here,
to be honest, [chuckling], like
I said it has made a huge
difference to me and my
ability just to think, no we’re
OK, we’re doing this and it
doesn’t matter how long it
takes, in fact, if it takes
longer, the process of, of
getting all our permissions,
means that we actually have
more data to look at,
because we’re going back in
a way, which is a good thing,
but yeah, I, I, I would be
struggling to sustain my
energy and enthusiasm if it
wasn’t for that I know that
I’ve got [name], I can
e-mail her, I can lift the
phone and she has
encouraged me
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Bridgetown Coxheath Porter Evansville Subcode Family code
Overarching
theme

Workstream 2
category

We wanted them to
have a track record of
interdisciplinary and
interagency working, and
also that they’ve been
successful at securing
funding, so they knew
exactly all the challenges
around funding you know
and, and with regard to that
in seeking funding and
things, having that resilience
around, so a tenacious
person, because I, I know
now that working with and I
can see how important that
is, is that with [name], quite
often they’ll go in, and it’ll
get rejected and have to be
rewritten you know, and,
and the time and the effort
and the attention to that
detail, you know

Gillian

Anyway, so I followed up
this idea of studentships,
and then the money . . .
they didn’t get
studentships in the end,
but I just had a chat
with them, and then a
telephone interview,
and they were very
supportive. She’s quite
nurturing, she’s quite
tough, she’s brought in
life challenge, life
support, which is what all
her literature’s about.
She’s quite tough . . .

Josephine

I have to say, despite the extra
stress, despite the extra hours,
and despite the constant
juggling and despite the fact
that I have to live my life with
a pair of trainers and a
rucksack, because I’m never in
one building long enough to
just be able to settle, I have
to, I run round [place], you
know, I walk up to [name]
which is where you’re going in
a bit, and, and the CAMHS
site is right over the other side
of the city and I walk there,
and the university campus is
all spread out over here, and
in one day I can be in four or
five different buildings, I still
love it

Victoria

You’re not in an
academic institution,
you’re in, you know,
somewhere that people,
if people are having a
bad day sometimes in
the NHS, you know, it’s
not the most welcoming
place. So you know, you
get to a meeting where
this is your project and
you are so interested in it
and you’re so focused
and the people around
you have got operational
roles and something has
happened and they’re all
a bit stressed and that
does make it quite hard.
So I think personal
resilience and a very
clear ability to work
through quite a lot
of thinking

Janet

Resilience Committed/
driven

Qualities/
skills of
researcher/
role
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TABLE 23 Coding table (continued )

Bridgetown Coxheath Porter Evansville Subcode Family code
Overarching
theme

Workstream 2
category

Anna: We’ve got this
governance priority,
which . . .

Interviewer: It doesn’t
sound very exciting

Anna: Yeah, we’ve got
about like information
management, and regulatory
bodies, and different things.
And one of the groups is
quality and effectiveness

Interviewer: Right

Anna: So when I started,
that group were kind of, I
guess, floundering a little bit,
so it lead by an OT and a
physio[therapist]. They are
both very senior, they’re
both service managers. And
. . . but really, I mean, they
knew that research was one
of the standards that they
were supposed to be looking
after, but they didn’t have a
clue at all. So I got paired
up, put with them, as a
critical strength, they were
calling it

And I think they were really,
really, well at first I think
they were very intimidated,
they were a bit concerned
about me turning up
speaking about it, but then

I’ve used [name] as a
critical friend, and our
paths obviously still
cross, because one of the
areas of overlap is
around the notion of
facilitators in the
workplace. We use lots of
different language and
we may sometimes be
talking about the same
thing but with a different
language and these
system leaders for me,
need to be expert
facilitators and that fits
with a lot of the work
that [name] has done
and her team. So we’ve
also linked with her
recently around the piece
of work that we’re doing,
with the help of the
Darzi Fellow, that I
managed to recruit
and that’s around the
learning environment.
So we’re doing a specific
piece of work, looking
at what will make an
interprofessional learning
environment in a PCN . . .

Violet

Olivia: Have you heard
the phrase ‘critical friend’
before, because you
just said that’s an
interesting phrase?

Victoria: Yeah first started
talking about evidence-based
research, they talked about
the importance of combining
science with clinical
judgement and decision-
making, and, and people’s
opinions and narratives and
ideas, and that was a really
sound definition of evidence,
and we’ve moved away from
that with this whole
dominance of the RCT being
the only possible way of doing
research, but that misses all
that real-world stuff. So I
prefer, what I call naturally
occurring data and
ethnographic data, where you
combine natural data with
interviews and things like that,
and I actually think it’s the
clinicians who make the world
go round, and to just disregard
their views and opinions and
favour testing drug A, in this
sterile, unnatural environment,
against drug B. It’s got a place,
we need that kind of, I call it,
I guess, proper science, we
need that proper science, but
we seem to have forgotten the
value of people, in that, and
we’re seeing a shift with
qualitative research again
being disregarded as being less
important or not mattering,
not being so relevant to
clinical practice, but actually I

So and I, I know [name]
particularly is interested
in what is embedded and
what is embeddedness.
I think she’s done a
number of papers . . ..
Or at least she’s . . . a lot
of, certainly a lot of
thinking on that thing
and I did as well, so and
I describe, you know,
my colleague, the
anthropologist by trade
who wanted to very much
observe and not affect her
subject matter . . . don’t
affect the natives. So she
probably felt even more
outside than I did but
also just because if I was
within that structure or
if I felt more within that
structure, I probably
would have been much
more hesitant to raise all
these things . . . and to
flag all these problems.
So that’s what I mean is
that people are up for it
in theory except when
actually you want to
do some research to
uncover. And we are not
trying to make them look
stupid or failing or, that’s
not the point of the
research but we do want
to understand

Julie

Critical friend Independent
from team/
NHS

Qualities/
strengths of
researcher/
role

Intent
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Bridgetown Coxheath Porter Evansville Subcode Family code
Overarching
theme

Workstream 2
category

we just had a look at kind of
defining well, what do we
mean by research, and how
is that different from quality
improvement? How do we
make sure that you’ve
written your standards in a
clear way, that’s about
people using research
evidence, or the fact that . . .
and also that we’re doing
research, at best as the
option comes up.
. . . So I’d been working with
them . . . so I would say that
yeah, the governance group
set with the . . . Lead in that
outside circle, but that
certain individuals, as I start
to work with them, they
move a bit closer

Interviewer: Well I’ve
heard lots of people
use it, but I imagine
everyone’s using it in a
different way, so your
version would be good

Olivia: Yes I would
imagine so. So the way
that [name] described it
to me at the time was
that you would meet and
it would be for mutual
benefit, so I would talk
about anything, that I
felt I needed to talk
about, that I either
needed help with or just
needed to reflect on, or
think about and then she
would do the same and
the idea is that the other
person would offer you,
high support, but high
challenge, in order to
challenge your thinking,
but support you
to develop

would say it’s more relevant to
clinical practice, than it ever
has been before. So I think
those partnerships between
social scientists, scientists and
clinicians, are really crucial,
because I think if you just get
a group of scientists, it risks
all their natural biases coming
into play and likewise if you
just have a group of clinicians,
all their natural biases. People,
like-minded people come
together and they agree with
each other and if you haven’t
got anybody in the room that
says ‘Oh actually have you
thought about X?’, no one will
ever think about X

Interviewer: Are you
that person?

Victoria: In some situations,
yes, and in some situations, I’m
just the person who facilitates
another person to do that

Peggy: The benefit that
[name] has, if I work in a R&D
department it means that
she’s always in research, even
in the trust. Are you with me?
So she never loses that. Unlike
some of my other colleagues
who are doing research and
clinical practice. So the
matrons, they’re very much
driven by what service
requirements are

Interviewer: So having
the academic link? I’m
using the word ‘link’ . . .

Bella: Yeah, yeah it gives
you the opportunity to
say from an academic
point of view and if we
are doing rigorous
research what you’re
proposing, so if you’re
proposing a design that
you know will ultimately
show improvements in
terms of you know, will
ultimately show that
your service is actually
improving quality of care,
let’s say. So we know that
that’s flowed from the
start, but we can’t really
do it that way, you know,
we want to do proper
evaluation of whatever it
is that you’re doing or you
know [unclear-0:33:06.3]
and we will do it this way,
we’ll do it together but
there might be a
possibility that the
findings are not
something that you will
like. So we need to share
and publish, that was a
big one, we need to
publish them anyway

Interviewer: So that
time you’re physically
spending in your
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TABLE 23 Coding table (continued )

Bridgetown Coxheath Porter Evansville Subcode Family code
Overarching
theme

Workstream 2
category

Interviewer: Yeah

Peggy: So very much research
comes second, even though
they’re excellent, it has to
come second to what’s
required for service . . .
for the service side

university setting or
desk or whatever,
environment, is that
helping that process?

Bella: Yeah definitely and
it brings you back to
reality as well. So it helps
from a physical point
of view of having
connections with other
academics and you can
talk through things

Researcher 1: Therapeutic
radiographers, we had OTs,
physio[therapists]s, we had
dietitians and so on, and
really, I think from that point
of view, it really did boil
down, it boiled down to the
arguments, and it boiled
down to the methods, and it
was, it, it, it was kind of
being able to talk about
things at that level, that
wasn’t about the detail
of the

Interviewer: Uh huh

Researcher 1: Professional
content or the clinical
content, and that, that’s

Interviewer: Yeah

Researcher 2: That’s where
the skill comes in, I think,
with this and it takes a while

I mean obviously it goes
without saying, but the
person probably needs a,
a very deep understanding
of research and the
nature of research and
methodologies, and so it
needs to be able to be
comfortable in working in
both academic ways as
well as actually in practice,
and alongside [name].
They have to be able to
cope with ambiguity, with
messiness, with, you know,
not having to control
confounding variables,
because that’s not
possible, you know, so
they have to be able to
understand that you might
start out with a question
or a direction of travel, but
it, it might meander a bit

Clare

Rachel: I think we might get
some people who say, ‘oh, I
want to look at this topic’
and not have a particular
methodology in mind, in which
case we can, erm, perhaps
explore it with them as to
which methodology would
actually . . .

Interviewer: Um

Rachel: . . . be sufficient to
answer their question. So my
role, so when I was, I was
thinking about you know, this
embedded researcher title, I’m
thinking well I’m not actually
doing much, any research
myself anymore. When I
worked for the university I did
my own research and I did a
master’s and a PhD, my own
research . . .

Interviewer: Um

Bella: Think in terms of
think creative by the
team, I don’t think that
would exist without us.
I mean I think the leads
for each of the projects
they would probably
continue and they
would have carried out
essentially their own stuff
either or without us there

Interviewer: How would
that have been different,
do you think?

Bella: Well I don’t think
they would have
evaluated without us, for
instance, because most of
the cases and evaluation
designs were not built
into their intervention
designs. We actually did
that with them when we
came in and a lot of the

Methodological/
research
expertise

Knowledge Qualities/
strengths of
researcher/
role
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Bridgetown Coxheath Porter Evansville Subcode Family code
Overarching
theme

Workstream 2
category

for you to get confident
about that, but it is about
the inherent knowledge, that
we bring as a researcher

Anna and Jill

Rachel: . . erm, but now I’m
very much a kind of facilitator
and signposter and that side
of my role and the trust-
funded part of my role . . .

Interviewer: Um

Rachel: . . . is very much, erm,
kind of guiding other people
through the process . . .

experts that the teams
needed were around
evaluation, so what
might have happened is
they might have rolled
out the intervention
without then having data
required to evaluate . . .

Interviewer: I see

Bella: . . . which is a
bit problematic

We also thought it was
important that we
understood, because
obviously the post for us is
that current health and
social care research priority,
so they understood, you
know, they understood
about the environment and
they had some line of sight,
and what they thought was
important for future health
and social care

Gillian

She has an understanding of
the clinical world and that’s
the other thing . . . It’s about
understanding how strong
. . . our research to be
orientated into what makes
it different to clinical
practice and how to
construct . . . people. And
just what’s . . . what are our

Additionally the
universities have not
reached out into the
workplace in primary
care at all, and it’s, it’s
working in that liminal
zone, it’s the bridging, it’s
the knowing who to go
to as well as the actual
insight that you gain,
so that you can transfer
knowledge and you can
transfer skills, and I think
[name] is a conduit in a
similar way, she can
bring her expertise and
mesh it with the messy
reality of the workplace
and similarly the, the
workplace. So OK well
that doesn’t make sense,
that’s not going to work,
you, you, you then build
it together by
understanding one

Karla: Yeah, I like to be in the
thick of things and now that’s
what I really, really enjoy
about my role because
through writing these
narrative reports I’ve started
to get a really, really good
understanding of the service,
I understand a lot more about
how it works, what they
deliver, how they deliver on it,
how they collect information,
what information they collect,
so now when I kind of, I feel
like I can be quite effective
when I go into meetings that
aren’t about research or
evaluation because someone
might say ‘well I think we do
this and this’, whereas I can,
because I’ve been in the thick
of it, I can really . . . help them

Interviewer: So that
contextual knowledge . . .

So, I think the main way,
or one of the main ways,
they’re different, it is
different is that if the
researcher is really
embedded, working really
closely with the team,
unit, organisation, where
they’re doing research,
and that sort of begs the
question about what
we mean by really
embedded. Perhaps
I’ll come back to that.
OK, so they have, the
researcher has, or
through, over time, by
being embedded, they
have a very deep
understanding of that
team, unit, organisation,
the way it works, the
challenges, sort of warts-
and-all look, if you like.
So that, by its nature, is

NHS contextual
knowledge

Knowledge Qualities of
researcher/
role

Process
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TABLE 23 Coding table (continued )

Bridgetown Coxheath Porter Evansville Subcode Family code
Overarching
theme

Workstream 2
category

current priorities, helping,
you know, give direction to
the research that, erm . . .
in other people [unclear
00:08:24]. But also, erm
how to inform the research
community about actually
what matters, you know,
to services

Gillian

another’s needs and
perspectives, because
you’re living them as
well. Not in exactly the
same way, but you’re
both sharing some of the
journey and you’re both
living some of the same
tensions and at a very
healing level, you, you get
to know people, and you
make the connections,
it’s the networking
approach as well. So
through knowing [name]
and understanding her
work back when I was on
the urgent care board,
I’ve been able to say to
other people, ‘Well
actually, there’s this work
and there’s this person’,
and if, it sort of connects
the system. I’m very
much one for permeating
boundaries and seeing
the gaps and trying to
bridge those gaps

Violet

Karla: Yeah

Interviewer: . . . background
of how the service is run is
really important too?

Karla: Really important and
actually, I think, do you know,
if they could have similar roles
across the organisation within
each directorate, I think that
would be really, useful because
then you’ve got someone
that’s got a really good
understanding of that service
. . . that helps no end

gonna be different from
other ways of doing
research where even if
you sort of go into
maybe for a week or if
even a few weeks to an
organisation, you just
won’t get that level,
that deep level of
understanding. And I
guess it’s modelled on the
kind of old, or not old
but old as in not old-
fashioned, traditional
anthropological type
of research where
researchers went and
lived with [unclear:
0:03:00] for several years
in order to have that
really deep level of
understanding. And
through that
understanding, asks
different kinds of
questions and interprets
data in a different kind
of a way than, shall we
say, traditional, several
other ways of generating
knowledge . . .

Julie

CAMHS, child and adolescent mental health services; OT, occupational therapist; PCN, primary care network.
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