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Abstract
Background  Co-production with public stakeholders is increasingly recognised as an important approach to 
ensuring health research is relevant to communities and interventions and likely to generate sustainable change. 
Ideally, co-production needs to be sustained throughout different stages of research and allow stakeholders 
ownership of the research agenda. We explore a case study of iterative co-production conducted over a nine-month 
period with a wide range of disparate stakeholders that transformed into a research-ready consortium able to design 
and obtain funding for a creative health research programme.

Main body  The ReCITE consortium is comprised of academics, creatives, and specialists in capacity development 
and community engagement in Liverpool, UK. Its main focus is health equity and coming up with new ways of 
working to tackle entrenched, avoidable and unfair differences in health. ReCITE led a series of six workshops in 
2023 to co-produce a research programme to investigate creative approaches for improving health equity. Fifty-six 
stakeholders from the academic, creative and arts, health, community and voluntary sectors participated across six 
workshops that sought broad engagement and consolidated stakeholder input to develop a research agenda and 
expand the consortium. Common emerging themes were: (1) understanding complexities in funding creative health; 
(2) investigating storytelling as a catalyst for change; (3) achieving change through collective action; (4) the role of 
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Patient and public involvement, engagement, and par-
ticipation (PPIEP) in research have become increasingly 
embedded in health research, with institutions, funders, 
and researchers recognising it is an important step for 
research relevance [1]. A common approach to public 
and patient involvement is co-production, which repre-
sents a broad set of processes to engage public stakehold-
ers at distinct stages of health research or in improving 
healthcare systems [1–3]. In terms of the different pos-
sible levels of PPIEP (ranging from informing the public to 
empowering the public, e.g., [4]), co-production operates 
at the higher levels of engagement, as it aims to achieve 
sustained dialogue between researchers and stakehold-
ers, participatory decision-making, and joint owner-
ship of outputs [5]. Therefore, co-production should be 
a dynamic process that is sustained over time through a 
variety of engagement methods, interactions, and social 
relations [6]. However, this contrasts with most research 
papers and case studies that report on co-production of a 
specific study design or output [1].

This paper presents a case study of co-production with 
two novel perspectives. First, the aim of the co-produc-
tion work was to develop and sustain a community-led 
creative health approach to addressing health inequity. 
Creative health refers to a range of creative activities that 
benefit holistic health and wellbeing, including support-
ing health and care service [7]. While creative activities 
are commonly used as methods for PPIEP [8, 9], they are 
less common as the goal of the co-production exercise. 

Second, the engagement process itself (i.e., how to go 
about the co-production work, the bonding of a team 
ready to take the work forward) was as much an output 
of co-production as tangible outputs such as strategies, 
publications, and funding applications. A key objective 
was to address complex health problems and inequities in 
communities and understand how best to sustain a com-
munity-led creative health approach to doing so. Creative 
approaches are already used to collect and understand 
data on community health inequalities, strengthen 
agency and solidarity among individuals and commu-
nities, and communicate messages across groups (e.g., 
health messages from authorities to communities; expe-
riences of inequity from communities to policy-makers 
[10]). However, a focus on evaluating creative health as 
a means to improving health equity is still relatively new. 
The extant literature has a large focus on its impact on 
individual health outcomes, and there is still very little 
evidence of its potential to tackle health inequity and its 
social determinants [11–13].

The co-production process
These insights on the potential for creative approaches 
to improve health equity framed co-production activities 
and the goals and outputs reported in this paper. Reflec-
tions are presented on an iterative process where initial 
input from all stakeholders shaped the co-production 
process and manifested in outputs, which themselves 
were reviewed by initial and new stakeholders and fed 

creative advocacy to change societal and funding structures; (5) evidencing the impact of community-led creative 
health interventions on health equity. These formed multiple co-produced outputs, including five pillars of a theory of 
change for the research that underpinned the research questions and determined five interventions to take forward 
by the research-ready consortium to securing funding for future work.

Conclusion  The iterative process of gaining stakeholder input, consolidating it, and seeking further input, helped to 
incorporate the perspectives of different stakeholder groups into different project outputs. Equitable power-sharing 
guided decision-making over what to prioritise was important in building ownership of the research agenda and trust 
among stakeholders. However, this was a lengthy iterative process and sustaining time commitment was difficult for 
those stakeholders who were not fully funded to participate.

Plain English summary
This paper describes a process of working together to design a research programme that explores how creative 
activities such as storytelling could help reduce health inequalities. This work was part of a project called ReCITE, 
which brought together people from community organisations, health services, the arts, and universities in 
Liverpool. Fifty-six different people took part in six workshops over nine months. Together, they discussed how 
creative projects could support people’s well-being and make health outcomes fairer. From these discussions, the 
group developed a shared plan (known as a theory of change) showing how creative activities might lead to better 
health for everyone. This plan also helped design a research programme, which later received funding to continue 
the work. The process involved several rounds of gathering feedback, revising ideas, and returning to participants 
to check that their views were represented. Working together over time helped build trust and shared ownership of 
the research. However, it was sometimes difficult for community partners to stay involved throughout the process 
because there was limited funding to support their time and participation.

Keywords  Co-production, Public engagement, Creative health, Community involvement, Health equity



Page 3 of 16Holford et al. Research Involvement and Engagement           (2026) 12:26 

forward into new inputs, later processes and outputs (see 
Fig.  1). The following sections describe the background 
of the project and its context, explain the co-production 
methodology and its outputs (see Table 1 for a summary), 
and analyse how a theory of change was drawn out of the 
emerging themes.

As shown in Fig. 1, the outputs of co-production refer 
to a variety of products with different contributors at 
different times. This paper will focus on the theory of 
change as a focal example as its main contribution to the 
literature, as it provides a model that others can build on 
for investigating how creative health can support com-
munities, through the medium of storytelling, to lead 
interventions that address health inequity. The method-
ology of producing the theory of change through work-
shops that iteratively consult and consolidate stakeholder 
input forms a second contribution, as a model for co-
production that may be applied in future participatory 
research.

The ReCITE project: Building research by communities to 
address inequalities through expression
The ReCITE project started as a collaborative effort of 
an initial group based at universities (Liverpool School 
of Tropical Medicine, Edge Hill University, and Liv-
erpool John Moores University), a creative organisa-
tion (Writing on the Wall), and capacity development 
specialists (Capacity Development International and 
the Stop, Collaborate and Listen Agency). Over time 
and through the workshops described in this paper, it 
expanded into a wider partnership. Its original over-
arching goal was to build a research-ready consortium 

in Liverpool that would bring together academics, arts 
organisations, health providers and community groups: 
those with active investment and interest in using cre-
ative approaches to improve people’s health in Liver-
pool’s most underserved communities. In this context, 
“research-ready” meant not just having the relevant 
expertise and experience within the consortium, but 
also an understanding of the research context, defined 
and agreed research questions to investigate the impact 
of creative health approaches, and a trusted relation-
ship among team members to undertake research. To 
achieve this, the consortium planned to (1) map com-
munity and arts organisations in Liverpool involved in 
creative health; (2) review approaches to evaluate their 
interventions; (3) strengthen capacity of stakeholders 
to co-produce research questions and programmes; (4) 
co-produce a theory of change and related research pro-
gramme for a community-led creative health approach to 
tackling avoidable and unfair differences in health.

Our focus was on Liverpool, a city with a vibrant eco-
system of third sector and arts organisations engaged 
with diverse communities, but with stark health inequi-
ties exacerbated by the Covid-19 pandemic. Life expec-
tancy within Liverpool is approximately 3 years below 
the national average and differs by more than 12 years 
between the most and least deprived wards [14]. Govern-
ment cuts to local authority spending have hit Liverpool’s 
creative and community sectors, contributing to a vicious 
cycle in which lack of funding creates competition for 
small amounts that limits the reach of community-based 
arts activities and undermines collaborative working. 

Fig. 1  Illustration of the iterative co-production process
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This in turn, limits evidence of impact to justify larger-
scale and more sustained funding.

Positionality statement
This paper is one of the outputs of the ReCITE consor-
tium. It reflects the perspectives of a range of participants 
in the workshop, including original consortium mem-
bers involved from the outset and members who joined 
later. As co-authors, we represent the academic, creative, 
health, and capacity development sectors based on our 
professional affiliations. However, many of us also have 
lived experience as members of communities in Liver-
pool and have worked extensively with them over the 
years.

Methods
Co-production activities took place over six face-to-
face workshops between December 2022 and May 2023. 
We used these workshops to bring together stakehold-
ers from different sectors to share existing knowledge 
and jointly develop new knowledge to inform our goal 
of co-producing a creative health theory of change and 
research approach using a range of methods. Multiple 
workshops allowed these outputs to develop iteratively 
over time, while also facilitating sustained engagement 
from participants that enabled the building of trusted 
relationships among the consortium and new members, 
supporting its transformation into a research-ready 
consortium.

Participants
Fifty-six unique participants attended the workshops. 
Participant recruitment built on the long-standing 

Table 1  Objectives, methods and outputs in each of the recite workshops
Workshop Objectives Methods Outputs
1: Struc-
tures and 
processes

Conceptualisation, planning, and 
introduction
Identification of additional 
stakeholders

Discussion exploring motivations for joining the project.
Plenary discussions for a theory of change.
Presentations and discussions to conceptualise consortium 
structures.
Individual brainstorming on consortium structures and the theory of 
change.
Manual doodle to plan subsequent workshops
Stakeholder mapping

Workshop plan
Stakeholder map
Scope of rapid litera-
ture review

2: Rapid 
literature 
review and 
theory of 
change

Explore areas of potential impact for 
research and pathways to change
Begin to develop theory of change
Design next workshop

Presentation and plenary discussion of rapid literature review
Group work and brainstorming on theory of change and desired 
research programme.

Working group for 
theory of change 
development

3: Arts, health 
and com-
munity group 
perspectives

Map creative health interventions in 
Liverpool and how those are used in 
and by communities
Understand health equity priorities 
of communities
Expand understanding of arts 
commissioning and prescribing for 
health and health equity

Rapid 2-min presentations from community and arts-based groups.
Plenary discussions.
Multidisciplinary group work and brainstorming about health equity 
priorities.
Panel discussion with health commissioners and providers.
Presentations on.

Identified health equity 
priorities for research 
programme
Plans for developing a 
theory of change.

4: Theory 
of change 
and research 
priorities

Development of theory and change 
and research priorities

Presentations on incorporating previous workshop insights into a 
project plan and theory of change.
Discussions and collaborative analysis of priorities identified in 
workshop 3.

Draft theory of change
Plan for participatory 
action research training

5: Programme 
design

Understand a community-led ap-
proach to tackle health inequity and 
envision change using a creative 
health approach

Presentation of a community-led model.
Plenary discussion around research programme design.
Visioning exercise for impact of a research programme.

Refined theory of 
change
Draft research ques-
tions and programme
Bespoke participatory 
action research training

6: Research 
questions

Summarise consortium thinking
Review a research funding call and 
prepare a funding bid.
Refine research questions, pri-
orities, and focus of the research 
programme

Presentation on consortium’s work, funding opportunity, and relevant 
academic work.
Plenary discussion around the funding call and shaping the research 
programme.

Theory of change 
– logic model and 
implementation plan
Research questions 
and programme
Outline for a funding 
bid
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trusted relationships and reputation of the consortium 
partners with different sectors to ensure broad repre-
sentation of key stakeholders. Table  2 shows the break-
down of participants by sector and how this was spread 
across time (sustained engagement) and workshops. 
Because the project focused on health equity, involve-
ment of “patients and the public” is extremely broad, cov-
ering residents of underserved communities in the target 
regions—who all have a stake in health and public health 
services, but may also have dual roles working in com-
munity, creative, and health organisations within or sup-
porting those communities. For this reason, we describe 
participants using the term “stakeholders”, reflecting the 
large stake they have in work that addresses health equity 
in Liverpool.

Participants were recruited using stakeholder map-
ping and snowball sampling to identify individuals from 
organisations with known interests, skills, and/or lived 
experiences related to arts and culture initiatives, health 
disparities, community outreach, and research.

In Table 2, researchers include academics and research 
institution staff working in disciplines related to public 
health and creative arts. Creative/Arts sector includes 
representatives from arts and culture organisations (e.g., 
museums, theatres) or who had experience delivering 
artistic projects for or with impacts on community health 
and wellbeing (e.g., creative writing). Community sector 
includes representatives from community, voluntary, and 
faith organisations that were embedded in and supported 
communities in Liverpool, particularly in the most 
deprived areas. Health sector includes representatives 
working in public health (e.g., from local authorities) and 

in the health service (e.g., from primary and secondary 
care). Capacity development includes experts in facili-
tating workshops and building research capacity. Many 
participants held dual roles, with voluntary positions in 
creative and arts organisations as well as in the commu-
nity sector.

Most consortium members were representatives of 
their sector who had personal lived experiences related 
to health disadvantages and professional experiences 
of working with and/or supporting others facing health 
disadvantage. Focal health outcomes for discussion were 
not specified, leaving this to be community-led. This 
introduced some complexity into the meaning of “lived 
experience” in our context of health inequity. The lived 
experiences heard from in this project varied widely and 
included unfair experiences based on individuals’ posi-
tion along different axes of disadvantage, such as race/
ethnicity, disability, geography, and intersections of these. 
For example, health disparities for participants from 
Gypsy Traveller communities in Liverpool stem from an 
intersection of minority status, impermanent residence, 
and discriminatory assumptions made by health provid-
ers about their health statuses, compounding disadvan-
tages in access to care.

Workshops
Each consortium-building workshop had a theme for 
discussion (see Table  1) following a journey of bring-
ing people together and turning ideas into actions. The 
workshop plan interspersed broad-based discussions 
with larger groups and wider representation (workshops 
1, 3, 5) with action-specific activity to consolidate and 

Table 2  Breakdown of participants at each recite workshop
Workshop Number of participants

Total Academic Creative/ 
Arts 
sector

Community 
sector

Health 
sector

Capacity 
development

Engaged 
in a 
previous 
workshop

1: Structures and processes 29 9 9 1 7 3 -
2: Literature review and theory of change 12 4 3 0 1 4 10
3: Arts, health and community group 
perspectives

34 6 12 7 6 3 14

4: Theory of change and research priorities 10 3 2 0 1 4 10
5: Programme design 17 5 6 2 1 3 15
6: Research questions 14 5 3 1 1 4 13
Note. Classification is based on participants’ self-identified primary affiliation whose interest they represented at the workshops. Some participants held dual 
affiliations (e.g., academic in a creative or health field, community mobiliser employed by a university). The total number of unique participants was 56 (see Table 3)

Table 3  Breakdown of unique and repeat attendance at workshops
Participants Organisations

Academic Creative Capacity Development Community Health
Unique attendees 56 10 21 4 9 12
Number who attended all 6 workshops 6 2 1 2 0 0
Most workshops attended for an organisation in sector - 6 6 6 3 3
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move forward ideas towards outputs (e.g., producing the 
theory of change; workshops 2, 4, 6). Lived experience 
was explored in the broad-based discussion by inviting 
people to share and/or present experiences as part of the 
workshops. In the consolidation workshops, although 
exploring lived experience was not formally included in 
the format, participants often volunteered their personal 
experiences on the topics discussed.

The initial workshop and the overall structure was 
designed by the original ReCITE consortium partners, 
but attendees at each subsequent workshop helped to 
shape content for the next. To support non-academic 
partners in contributing to workshops focused on devel-
oping research, the team’s capacity development spe-
cialists ran a parallel series of three training sessions in 
community-based participatory research methods.

Skilled facilitators from the consortium led the work-
shops using a range of creative methodologies for par-
ticipatory input (see Table  1). Facilitators drew on their 
experience of conducting participatory action research 
to use methods allowing all voices to contribute. They 
encouraged creative stakeholders to add impromptu 
exercises to illustrate points, raise energy in the room or 
enable open discussion. Reports were then shared with 
all participants for their review and to inform decisions 
about content and methods for later workshops. Key 
facilitators met between workshops in smaller subgroups 
to review and reflect on inputs and synthesise learning to 
prepare for facilitating subsequent workshops.

Data capture and analysis
Workshop discussions and their associated textual and 
visual outputs were documented in real time by note-tak-
ers to include in a workshop report. Workshop reports 
were produced by the capacity development partners. 
Each workshop report summarised the objectives and 
outputs, methods, and key discussion points and actions 
from each activity. Transcribed notes and visual and 
textual documentation were appended to the workshop 
reports to enable capture of the full range of contribu-
tions. These were captured anonymously to encourage 
free expression from all participants during the work-
shops. Participants were encouraged not just to speak 
their views but also write them on post-it notes. Analysis 
of the workshop reports and preparation of this academic 
paper was led by the academic team. The co-authorship 
team (affiliations and backgrounds as described in the 
authors’ list and positionality statement) agreed to the 
interpretation and conclusions discussed. Illustrative 
quotes reported in this paper were transcribed verbatim 
from the textual documentation.

Emerging workshop themes
In this section, we present emerging themes from work-
shop discussions and demonstrate how they fed into sub-
sequent discussions and outputs. We map themes from 
discussions across workshops to their representation in 
ReCITE’s theory of change, showing how they shaped it.

Workshop 1: Structures and processes
Workshop 1 initiated introductions and discussions 
across stakeholders representing the relevant creative, 
health, community, and academic sectors to set the direc-
tion for building the consortium and developing its out-
puts. Participants discussed their motivations for the 
work, how they envisioned collaborating as a consortium, 
and what pathways to change ReCITE should tackle in a 
research programme. A core motivation for involvement 
in the consortium was members’ desire to see change 
for communities of Liverpool, particularly in influencing 
policy. Speaking from their own experiences in disadvan-
taged communities, they spoke of the many capabilities 
and core assets already within those communities that 
could support health equity, but described a sense of jad-
edness when decisions and resource allocation continu-
ally disregarded or undervalued community expertise.

[We should] look at the things communities are 
already doing well. Communities have everything 
they need in terms of power [to support their mem-
bers] but they are not given the resources.

Participants felt the right stakeholders needed to be 
brought in to shape the research vision for change, espe-
cially those who worked at the intersection of health and 
community. This led to a stakeholder mapping exercise 
that informed subsequent recruitment to workshops and 
to join the consortium. Three broad set of values under-
pinned discussions of how the consortium should work 
together:
1) Inclusivity, which encompassed accessibility, respect 
for but also celebration of diverse contributions and 
expertise, and should emphasise listening and learning 
from one another;

[We should be] open to all voices and what they may 
be trying to express.

2) Meaningful co-production, which was expressed in 
terms of valuing the expertise in communities and of 
each person contributing to ReCITE, while also making 
sure contributions lead to actionable outcomes;

[We should value] learning from each other and cre-
ating new knowledge for change/action.
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3) A commitment to social justice, where knowledge is 
created for change and action. This encapsulated efforts 
to tackle the complex social determinants of health ineq-
uity and challenge existing thinking, paths of influence, 
and power structures.

What drives me is storytelling for social justice. 
Voice has power and their [communities’] story mat-
ters.

All workshop participants agreed that a creative health 
approach would provide strong health benefits to indi-
viduals, especially those with complex health needs. In 
particular, participating in storytelling (in various artis-
tic forms including written, poetry, audiovisual etc.) 
was highlighted as a more accessible—and thus “demo-
cratic”—way for individuals to share their health experi-
ence and spotlight unfair and avoidable differences that 
communities faced:

Arts [through creativity and storytelling] provides 
a democratic means of accessing the conversation 
about our health and wellbeing.

They spoke of equity gaps in their communities show-
ing up in the health stories they were exposed to, which 
framed individuals’ expectations and outcomes. One 
stakeholder described their experience of how commu-
nities differed in how they viewed cancer, based on the 
experiential stories of people in those communities:

If you live in [a] poor community then you know 
people with late diagnosis, vs. if you live in a rich 
community you will know someone who survived.

These insights were taken forward into a rapid literature 
review1 to assess existing evidence for creative health 
approaches and the ways it could lead to changing health 
outcomes.

Workshop 2: Rapid literature review and theory of change
Workshop 2 discussed evidence from the rapid literature 
review, the scope and search terms for which were based 
on inputs from Workshop 1. Participants used the find-
ings to shape planning a community-led creative health 
approach and how interventions could impact health 
equity at the level of individuals, communities, and 
society.

1  The review was undertaken by research partner, The Stop Collaborate and 
Listen Agency, as an internal scoping review of evidence available on the 
impact of art, culture and storytelling on health and wellbeing inequity, and 
the existing mechanisms, methods, and models that attempt to evaluate the 
connection between these. A private report of this work was made to the 
consortium. A summary of the report is provided in the Appendix.

In their discussions, participants reflected that a lot of 
the work captured in the literature review focused on the 
impact of creative approaches on health and wellbeing at 
the individual level. They were interested in whether cre-
ative health could have a more sustained systemic impact 
on health equity but noted that although some reports 
claimed that this might be possible (e.g., [11]), there was 
little evidence yet to support it [13].

Of interest to participants were ways in which story-
telling narratives could be used to challenge societal dis-
courses contributing to health inequities, raise awareness 
of health and wellbeing challenges facing disadvantaged 
people, and advocate for structural changes to address 
these. For example, they reflected on several descrip-
tion reviews of how narratives might promote health and 
influence policy [15–17].

At the same time, participants picked up on three 
challenges to wider implementation of creative health 
approaches, which they recognised from their own 
experiences. First, third sector organisations are highly 
experienced in delivering arts and storytelling interven-
tions in communities but are limited in their ability to 
conduct robust evaluation due to a lack of resources and 
skilled personnel [18]. Second, the evidence collected 
and reported for the health-related benefits of creative 
approaches tended to be short-term and focused on indi-
viduals, masking the potential to impact complex, popu-
lation-level outcomes such as societal health equity [19]. 
Third, the literature lacked conceptual and theoretical 
frameworks to explain the mechanisms by which creative 
arts such as storytelling might benefit health [20].

[there is] so much focus [in the literature] on indi-
vidual not structural elements that drive inequity.

Based on this analysis, participants felt the consortium 
would need to sustain co-production between third sec-
tor creative and community organisations and academics, 
each of whom had contributory expertise. Some thought 
that evidence would be stronger if it could be combined 
across sectors (though they did not discuss the practicali-
ties of doing so).

Linking sectors/contexts to get a sense of evidence 
across different services/providers – get a larger 
meta-level evidence [sic] by linking smaller studies.

In addition, to fill the existing research gap, they would 
need to measure the impact of creative health interven-
tions beyond individual-level benefits and try to tackle 
the mechanisms of realising population health changes:

Strengthened identity [leads to] increased confi-
dence and capacity [leads to] social representation 
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[leads to] critical consciousness [leads to] increased 
agency (empowerment)

Participants questioned whether they might need to 
advocate for the value of stories as evidential data:

Whose quality? What does quality mean when look-
ing at storytelling? …
Storytelling is often seen as low value evidence in 
research.

Recognising that a research programme would be time-
limited, participants discussed the areas that could be 
addressed and evidenced with creative health interven-
tions. Hardship and mental health were priority areas for 
participants, and they agreed here to take a community-
led approach to explore and address needs at the com-
munity level, while committing to promote advocacy for 
structural change.

Workshop 3: Arts, health and community group 
perspectives
Workshop 3 picked up on the theme of exploring com-
munity needs and widened the discussion, building on 
stakeholder mapping from Workshop 1 to recruit a larger 
group of stakeholders, particularly from the community 
sector such as voluntary, charity, and social enterprise 
organisations (see Table 2). Space was given to these par-
ticipants to share their lived experience from the com-
munities they belonged to and served, especially their 
experiences of using creative methodologies to support 
the members of disadvantaged communities. This helped 
to gather diverse perspectives on community priorities 
for health equity and how storytelling might be used as a 
creative health approach to improve health equity. These 
perspectives shaped thinking and conceptualisation 
work taken forward in Workshops 4–6 to concretise the 
ReCITE research approach and theory of change.

Community health equity priorities. There were 
cross-cutting themes in these group discussions of: 
improving access to care, building trust, creating plat-
forms to share stories, challenging negative health nar-
ratives and misinformation, and how people’s mental 
health is intertwined with most health outcomes. Across 
these, there was a consensus that the focus and outcomes 
of any creative health intervention should be community-
led, and had to be “preventative, positive, and long-term 
focused”, generating sustained funding that could con-
tinue to impact communities.

The fundamental question is how can we create 
platforms that can be sustained and that will attract 
the attention of funding organisations? How can we 
bring people together?

Using storytelling to impact health equity. Partici-
pants expressed how storytelling, as a method in creative 
health, connected and empowered people, allowing them 
to share lived experiences and advocate for their commu-
nities. There was recognition that stories could generate 
an appetite for change, while on the flip side, they could 
act as a barrier to change by perpetuating fixed views or 
stereotypes of situations. One participant discussed how 
people in their community preferred to talk about how 
things were for them instead of how they could be:

[It’s] frustrating because we want to talk about the 
positives in our communities, but we often end up 
speaking about discrimination. … Internal stories 
that are told within communities can maintain 
inequalities.

To make a positive difference, participants felt stories 
needed to be told for change, i.e., in a way that invited 
people to look forward and imagine the future rather 
than as a tale of deficits:

Sometimes our young people don’t want to know 
more about how unequal society is. How do we flip 
it from a deficit? Where’s the empowerment and the 
joy?

A challenge around this was getting the right people to 
listen to community stories about unfair barriers that 
contributed to health disadvantages. As an example, a 
team of a Primary Care Network partnered with commu-
nity organisations obtained funding to gather commu-
nity insights, which they then used to design their MMR 
vaccination public health campaigns, shifting the focus 
to “immunisation” and emphasising the availability of a 
gelatine-free vaccine option that was acceptable for their 
communities. These insights were taken up by national 
campaigns, but there was then no further funding for 
them to properly utilise their rich community insights to 
effect change and further disseminate campaign mate-
rials locally. Team members felt this response to their 
efforts was disempowering:

Our communities have rich narratives, and the 
small pockets of funding can be negative as it gives 
communities insight into inequities but doesn’t give 
people power. How do we get the people with the 
power to see this?

Participants picked up on an earlier tension identified in 
Workshop 2, between evidence valued by decision-mak-
ers and evidence valued at the grassroots level. Health 
commissioners explained that it was their responsibility 
to use funds wisely and to secure evidence of value for 
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money and of objective and measurable change. How-
ever, they did recognise objective data were not always 
possible to acquire, and subjective evidence did have to 
be considered:

Now more than ever commissioners are expected to 
show effective, efficient commissioning that is scal-
able and impactful, strong evidence is needed for 
this, also interventions that can tackle multiple out-
comes will be favourable as value for money.

Representatives of community and arts organisations 
shared their experience of conducting social evaluations 
at the grassroots level that were not valued by health 
commissioners. They felt these should be considered 
by decision-makers and questioned why only some evi-
dence—notably not “stories” that they collected—was 
accepted as robust:

Many [arts and community] organisations are col-
lecting stories using social science approaches [such 
as ethnography and photovoice], but [these] are not 
positioned as data or ‘scientific’ evidence. What is 
needed to show decision-makers that stories are 
data [able to] shape health outcomes.

Workshop 4: Theory of change and research priorities
Workshop 4 discussed and consolidated the think-
ing thus far into a draft theory of change and identified 
health equity priorities based on the perspectives gath-
ered in Workshop 3. The focus was on a creative health 
approach able to catalyse change among communities, 
lead to collective action and community-led solutions, 
and embed evaluation to demonstrate the effectiveness of 
interventions.

A recurrent question around how stories could lead to 
change revisited the need to not just create stories, but 
also to amplify them such that they would be heard and 
acted upon by actors beyond the community—particu-
larly policy-makers—to bring about changes in health 
equity outcomes.

How do we get these stories heard and out in the 
community?
What do we have to do to get these stories acted 
upon?

Reviewing the need for sustained co-production, partici-
pants explored ways community organisations could be 
linked with health professionals and creatives to under-
take collective action. Participants discussed a “Commu-
nity Innovation Team” model that had been introduced 
in Liverpool during the COVID-19 pandemic as a way of 
formalising such partnerships [21].

Building on the “preventative, positive, and long-term 
focused” theme from Workshop 3, participants narrowed 
down their ideal focus for future work to be around 
themes of:

Storytelling for promotion of health and wellbeing 
and prevention of ill health … stories of children 
and young people/parents; Childhood immunisa-
tions, breastfeeding and mental health; Focusing on 
‘good news stories’ and how we can amplify stories; 
Using young people as a health education route into 
families; Focusing on least well-served communities; 
Access [to care] as a cross-cutting theme.

Workshop 5: Programme design
Workshop 5 gathered views and visions of a research 
programme, discussing models of collaborative com-
munity partnerships and how to sustain these. We used 
a visioning exercise where participants were provided 
with a hypothetical future scenario where the consor-
tium had obtained a research grant and completed three 
years of research to develop and test a creative health 
approach for Liverpool. They were then asked to imagine 
what four different people (a creative sector representa-
tive, public health commissioner, member of a disadvan-
taged community, and ReCITE consortium member) in 
this scenario said about the impact of the research on the 
community, arts, and health sectors, and what elements 
made the project successful. In this exercise, participants 
were able to use their own lived experiences to inform 
and illustrate their contributions of what success should 
look like.

Cross-cutting elements in participants’ visions of suc-
cess included:
1) Empowerment, where people feel their stories are 
heard, the health system is accountable to them, they are 
taken seriously as agents for change, and they are given 
power to tackle health equity their way;

Communities [becoming] major drivers in their own 
health stories leading to accountability in the health 
sector.

2) Partnership, where different sectors embrace 
collaboration;

Arts organisations [becoming] active partners in the 
promotion of health stories and supporting health 
equity in the Liverpool region.

3) Evidence that leads to sustained funding, where differ-
ent actors can take part in evaluation of impact on health 
equity and health organisations can draw on robust 
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evidence showing measurable improvements to health 
equity.

I’ve known the importance of the arts for some time, 
but now I have some robust evidence of their central-
ity in effecting health equity.

Participants’ articulation of the elements that would 
underpin success were linked to the values expressed 
for the consortium in Workshop 1 particularly inclusiv-
ity and connectivity, meaningful collaboration and social 
justice. Participants spoke about working across disci-
plines especially between health and arts, connecting 
communities with policy and government apparatuses, 
and respecting different experiences.

I no longer feel isolated and powerless; by connecting 
with others, I can see routes for effecting change for 
and with the people I support.

They emphasised empowering communities, enriching 
relationships among partners, and sustained, long-term 
engagement with communities.

[Success comes from] “creating a community where 
researchers, community groups and individuals 
work together to drive health equity in the area.”

Finally, they highlighted the importance of dismantling 
hierarchies of power, creating space for genuine dia-
logue and critical reflection, and achieving organisational 
change and radical transformations.

Everyone [should] feel they have value. No one per-
son [is] the ‘expert’.

Workshop 6: Research questions
Workshop 6 condensed input from earlier workshops 
into research questions the consortium would address. 
While many aspects had been consolidated in Workshop 
4 and 5, additional discussions returned to themes from 
Workshops 1–3. For example, participants picked up ear-
lier discussions around the impacts of short-term fund-
ing cycles for community-led creative health projects and 
what evidence commissioners needed to fund these more 
sustainably, leading to refinement of a research question 
that would tackle this issue.

“What can we do to promote closer alignment 
between communities and health commissioners on 
how funding decisions are made. How to close the 
gap and develop the middle ground?”

Workshop 6 had a concrete aim of turning the final co-
produced research programme into a funding appli-
cation. This was submitted a few months after the 
conclusion of the workshop series and successfully 
received funding to begin carrying out the research pro-
gramme in February of the subsequent year.

ReCITE’s theory of change
In this section, we look at how inputs and outputs of 
the workshops shaped the development of ReCITE’s 
theory of change. A theory of change is a logic model 
that explains how a proposed approach (in our case, a 
community-led creative health approach based on sto-
rytelling) will create the desired outcome [22]. Each ele-
ment in ReCITE’s theory of change reflects a recurring 
theme that emerged across the workshops, outlined in 
the previous section. The theory of change also embeds 
values important to members of the consortium, identi-
fied through a discussion in Workshop 1. Our theory of 
change is presented in two ways that reflect the needs 
and perspectives of different groups. In Fig. 2, a tra-
ditional logic model diagram depicts the theoretical 
pathway explaining the logic behind five research and 
intervention “pillars” that would lead to the desired out-
come: sustained integration of storytelling into commu-
nity and health systems to address health inequity. This 
format supported academic use of the theory of change, 
specifically to apply for research funding. Cross-cutting 
the five pillars are elements embedded across activities to 
empower communities, ensure non-academic partners 
have equitable involvement in research and intervention 
decisions, and share ongoing experiences.

An alternative depiction of the theory of change is 
illustrated with the intervention “wheel” in Fig. 3, which 
shows the interconnected activities that would drive 
the creative health approach forward to create systemic 
change. This action-focused design was particularly rel-
evant for the non-academic stakeholders, as it put greater 
emphasis on the different sectors and their roles.

In this analysis, we focus on the theory of change as 
one output that arose out of the co-production activities, 
reflecting the themes of discussion and the consortium’s 
values. The theory of change is one of many outputs that 
came out of the co-production cycle (see Fig. 1; Table 1 
for examples). It is important to note that although we 
analyse the co-production through the lens of the theory 
of change, all the outputs helped shape each other, later 
discussions, and indeed the composition and activities of 
the consortium itself.

Pillar 1: Understanding the complexities in funding 
creative health
This research pillar seeks to understand the complexities 
and lost potential for integration and sustainable funding 
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of community organisations and storytelling assets, as a 
foundation to develop solutions. It takes forward the dis-
cussion theme around existing knowledge held by com-
munities and arts organisations and the potential for 
storytelling to advocate for health equity. Participants in 
workshops 1–3 expressed the impetus to better under-
stand the impacts of short-term funding and the resul-
tant missed opportunities for evidencing creative health 
approaches. This pillar thus focused on understanding 
the complexities involved in funding creative health.

Pillar 2: Storytelling that catalyses change
The power of storytelling as a creative route for shaping 
attitudes and mobilising people was a key theme. This 
was not always positive. Stories could be used to rein-
force existing perceptions and stereotypes, for example 
that unequal treatment or outcomes for a community 
were fixed, thereby entrenching inequity further. Par-
ticipants recognised that there were problematic uses of 
storytelling as well, for example in spreading misinforma-
tion or sowing distrust and division. However, partici-
pants felt storytelling could make a difference to health 
equity by spotlighting health equity gaps and by creat-
ing conversations about health equity that individuals 
could better relate to and participate in. The workshop 

discussions reflected a need to focus on how stories could 
be used to catalyse action and lead to empowerment for 
different groups, rather than simply discuss existing nar-
ratives of unfair health disadvantages. This pillar was thus 
conceptualised as change-focused storytelling, directed 
at encouraging individuals to move beyond sharing expe-
riences to working together to change them.

Pillar 3: Achieving change through collective action
Throughout the workshops, ReCITE members and stake-
holder groups reiterated the need to “break down silos” 
to achieve change at scale. Early in the series, participants 
discussed the need to link sectors and consolidate small 
projects to scale-up the impact storytelling could have. 
This informed the stakeholder mapping exercise, which 
in turn shaped the consortium itself and later workshops 
as a wider range of individuals were invited, for example, 
to Workshop 3 where a powerful consensus for collective 
action that was “preventative, positive, and long-term 
focused” emerged.

The pillar of collective action reflects the identified 
need for intersectoral collaboration to move beyond 
individual impact towards larger-scale change for health 
equity, harnessing the potential of the Community Inno-
vation Team CIT) model proposed in Workshop 4 and 

Fig. 2  The co-produced theory of change for a creative health approach
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already rolled out in Liverpool. Participants saw it as 
building on momentum and inspiration from individual 
and community stories to creating commitment for col-
laborative working to tackle agreed health priorities.

Pillar 4: Advocacy to change societal structures
While the consortium identified collective action across 
sectors as a critical piece to produce change at scale, 
they also recognised that, in line with the consortium’s 
commitment to social justice, unfair societal structures 
needed to change—particularly those that perpetuate 
poverty. Poverty has an unequal impact on mental and 
physical health and drives complex community care put-
ting pressure on health systems. The need to advocate for 
deeper structural change, rather than only tackling symp-
toms of inequality, shaped the development of this advo-
cacy pillar as a crucial step to amplify stories to be heard 
and acted upon by higher layer of the system (commis-
sioners, politicians and others) to bring about changes 
in health equity outcomes. Participants wanted to see 
how storytelling could help advocate for changes beyond 
what communities could themselves do, by creating 

compelling narratives that put pressure on decision-mak-
ers to enact structural change.

Pillar 5: Evidencing impacts of a storytelling approach
A critical aspect of sustaining a creative health approach 
is how activities are funded. While participants with 
commissioning roles were concerned about justifying 
their decisions with robust evidence, participants from 
the creative and community sectors repeatedly ques-
tioned how and what evidence was considered robust 
enough to justify funding and commissioning decisions. 
This tension parallels one that we see in the literature on 
arts and health as well, where a wider academic debate 
exists over whether the current state of research pro-
vides sufficient evidence for creative health commission-
ing (see [11, 12] and critiques [13, 23]). These questions 
around evidence needs shaped a vision of the research 
programme as one that should provide qualitative and 
quantitative evidence on measurable health outcomes 
but also wider societal impacts. By providing multiple 
forms of evidence, the “evidencing impact” research pil-
lar sought to bridge the gap between communities’ and 

Fig. 3  The wheel of creative health interventions to investigate in the co-produced research programme
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commissioners’ needs and co-develop tools and indica-
tors that different sectors could contribute to.

Discussion
ReCITE’s Theory of Change provides a model for how 
creative health can be used as a community-led approach 
to improve health equity. It uses storytelling as a mecha-
nism to affect change to structural drivers of health ineq-
uity. Both the discussions around the reported literature 
(workshop 2) and subsequent sharing of experiences 
from diverse stakeholder groups highlighted a need to 
go beyond research targeting individual experiences and 
outcomes and instead understand how to intervene at the 
population and systems level. Stakeholders gave input 
and reviewed the model through the workshops, with 
consortium members taking the lead to consolidate it 
and acquire funding for a research programme to inves-
tigate the model. The research programme was success-
fully funded, and the project started eight months after 
the conclusion of the workshop series, with an expanded 
ReCITE consortium leading it. The workshops were thus 
successful in achieving their goals to build a research-
ready consortium and co-produce (and get funding for) 
a research programme based on a theory of change for 
creative health. In this discussion, we reflect on how well 
the iterative co-production process enabled input from 
different stakeholders into these outputs and how that 
reflected power held by different stakeholders to empha-
sise their priorities and benefit from outcomes of the 
work.

Whose input goes into the co-production spiral?
The ReCITE consortium-building process was an itera-
tive one where cross-sectoral representation and input 
was sought over a sustained period to grow the consor-
tium while generating multiple outputs that fed into sub-
sequent products (see Fig. 1). Sustained engagement was 
necessary to develop the common understanding and 
trust, not just to inform the research programme but also 
establish the research-readiness of the consortium (see, 
e.g., [24]). The workshop series provided the structure 
for stakeholders to build trust over repeated engagement, 
and also allowed for greater inclusion into the research 
design: stakeholders who did not have time to commit 
to the full process could give input, for example in work-
shop 3, which prioritised hearing from arts, health, and 
community groups, and received the highest participa-
tion from these groups. Stakeholders who were not ini-
tially aware of the project were also welcomed at later 
stages to help shape the research programme. An organ-
isation within each sector was able to send a representa-
tive to at least half the workshops, while the academic, 
creative, and capacity development sectors had an organ-
isation that was represented at all six workshops.

While flexibility in participation increased opportu-
nity to be included in the co-production, it also meant 
that levels of engagement varied from one-off contribu-
tions (a lower level of involvement that is arguably not 
considered co-production) to repeated involvement 
and review of earlier outputs (part of the co-production 
process to shape the development of outputs), to mak-
ing final decisions on outputs (full co-production, with 
power to determine an output’s final form). Inevitably 
stakeholders who could commit the time to attend more 
workshops were better represented in decision-making. 
Repeat attendance tended to be highest from the origi-
nal partners who had received the initial funding to run 
the workshops and therefore held responsibility for pro-
gramme outcomes. Programme ownership and dedicated 
funding thus appeared to be facilitators of engagement. 
Even so, only six individuals attended all six workshops, 
underscoring the difficulty of committing time to every 
part of a lengthy process. Time and the lack of funding 
to support that time commitment was a barrier for stake-
holders from the community and health sectors. Even 
though many organisations were keen to be included, 
they reported being overstretched for time and capacity 
to send representatives.

As a strategy to overcome inclusion barriers while 
ensuring the work moved forward, the workshops inter-
spersed phases of consultation and consolidation. This 
meant that stakeholder input in an initial workshop 
was consolidated during a subsequent workshop and 
fed back into further consultation in an iterative pro-
cess. It is difficult to determine the extent to which any 
single stakeholder co-produced later stage outputs, but 
in general, stakeholders who attended more than one 
workshop would have given feedback on earlier contri-
butions. For example, this paper is itself co-produced by 
the authors (representing sectors noted in our positional-
ity statement); it draws on and quotes workshops led by 
a different set of third sector and creative partners (but 
supported by academic partners). The theory of change 
involved consultative input from some stakeholders 
and decision-making input from others over the whole 
process.

Nonetheless, lower representation from community 
and health sectors would have impacted their ability to 
influence decision-making and prioritisation of issues, 
since they were underrepresented relative to other sec-
tors at the consolidation workshops. Of course, classify-
ing in sectors based on their primary affiliations, as we 
have done in this paper, masks the fact that many partici-
pants held dual affiliations and have themselves personal 
or professional lived experiences that cross-cut sectors. 
For example, our arts and community sector representa-
tives often had cross-over in their work. However, while 
this helped incorporate perspectives from the different 
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sectors into project outputs, many organisations who 
were stretched for capacity and time and thus struggled 
to sustain attendance at workshops would still be under-
represented in decision-making.

How can co-production outputs reflect the priorities of 
different partners?
Our co-production work resulted in multiple outputs 
over the course of the workshop, with examples shown 
in Table 1. We have analysed in this paper how perspec-
tives and priorities of different sectors (arts, community, 
health, academic) informed the underpinning theory 
of change and the direction of inquiry for this research 
programme. However, an interesting further question is 
whether individual partners’ priorities—which to some 
extent motivated their participation—were also reflected 
in the outputs. One key priority for most stakehold-
ers was to achieve longer-term sustainability both for 
the overall programme of work they had co-produced 
and for their involvement in it. This is an ongoing con-
cern within a landscape of underfunding for the arts and 
community sectors and lack of incentives for health pro-
viders to explore creative health approaches [25], which 
leaves organisations competing for small pots of funding. 
Research funding for co-production is also limited and 
rarely sufficient to support overstretched public and third 
sector organisations to commit time to participate. The 
ReCITE project was already unusual in receiving funding 
from the beginning to support PPIEP activities, including 
for a few non-academic partners to participate over the 
nine-month time period. Even so, there was more inter-
est in the project from stakeholders than it was possible 
to fund. The workshop discussions suggest that lack of 
funding constrains ongoing participation in co-produc-
tion, especially from smaller organisations and health 
providers who are less able to commit staff time.

Without ongoing funding support, the level of time 
and effort each partner is willing to place on certain out-
puts can be driven by the value of that output within the 
relevant sector [26]. Some of our stakeholders joined 
our workshops with hopes of shared financial support, 
and this motivated a specific research question around 
understanding how funding for community-led creative 
health interventions can be sustained. The consortium 
subsequently successfully acquired research programme 
funding with an application that included funds for com-
munity and health organisations. However, those funds 
still could not include every individual stakeholder, given 
the number of stakeholders who wanted to be involved, 
restrictions from funders about how much funding could 
be allocated to non-academic stakeholders, and a need 
for proposed activities to fit the funder’s scope. This cre-
ated tension when stakeholders’ individual priorities 

were not just to have their perspectives incorporated in 
outputs, but to secure future funding for their activities.

ReCITE’s iterative methodology provided a way to 
overcome some of the barriers to research inclusion, by 
offering participation flexibility and inclusivity over time. 
However, funding continues to be the critical challenge 
for conducting genuine, long-term, and iterative co-
production in research. Piecemeal and short-term fund-
ing for participating stakeholders risks the sustainability 
of ongoing co-production. The temptation to maximise 
funding application success can also create a discon-
nect between what stakeholders need and what research 
funders will find appealing. Meaningful participation 
needs to be grounded in trusted relationships that require 
time to develop. Without adequate compensation for all 
non-academic stakeholders and clear communication 
around expectations, trust can be undermined, reduc-
ing engagement and potentially leading to perceptions of 
tokenism [27]. Addressing this issue may require a radi-
cal rethink of how funding is allocated for co-producing 
research and who is contracted to deliver co-production 
activities—should this be academic or non-academic 
organisations? This question relates to a structural issue 
that our stakeholders identified: who determines the evi-
dential standards for funding, what outputs are of value 
to funders, and which stakeholders holds power at that 
table?

Conclusion
This paper offers two main contributions to the literature. 
First, a co-produced theory of change that (1) addresses 
a gap in the extant literature on creative health regarding 
its potential impact on health equity and the social deter-
minants of health, and (2) places community at the heart 
of the model to lead interventions. This provides a logic 
model that can be evaluated in future research to provide 
needed evidence on the impact of pairing community-led 
and creative health approaches.

Second, the process of co-producing that theory of 
change (along with multiple other outputs, including a 
unique creative health research programme) demon-
strates a case study of complex public involvement across 
multiple sectors with a stake in health equity. Our itera-
tive process of consultation and consolidation resulted in 
multiple outputs that fed into a systems-level approach 
towards researching community-led creative health for 
health equity, not just focusing on the impact of interven-
tions but how they can be sustained in the longer-term. 
Importantly, the process has not concluded with the 
workshops but evolved into a longer-term partnership 
with stakeholders across sectors that is still continuing 
at time of writing. This model for building and sustaining 
partnerships over time relied on longer-term relation-
ship building among different stakeholders to allow their 
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priorities to be captured and acted upon. It offers several 
lessons for longer-term participatory research projects 
(and funders of these). To sustain genuine, longer-term, 
and iterative co-production, partners need to be pre-
pared for the time commitment involved, and funders 
need to be willing and able to fund a longer-term pro-
cess with that builds trust among partners and supports 
equitable power-sharing in decision-making and project 
priorities.
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