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Abstract
Background: The bene�ts of involving intended recipients, implementers and other stakeholders in the co-production of public health
interventions are widely promoted. Practical accounts re�ecting on the process and value of co-production in intervention design,
however, remain scarce. We outline our approach to the co-production of two multi-component, school-based relationships and sex
education interventions. We re�ect on the utility of involving school staff, students, and other youth, professional and policy
stakeholders in intervention design and on some of the challenges we encountered during the process.

Methods: Seven consultations were conducted in southeast and southwest England involving 75 students aged 13–15 and 22 school
staff. A group of young people trained to advise on public health research were consulted on three occasions. Twenty-three sexual
health and sex education practitioners and policy makers shared their views at a stakeholder event. Written summaries of activities were
prepared by researchers and shared with the specialist provider agencies for each intervention. Negotiated consensus between
researchers and providers was reached about how participant views should inform intervention content, format and delivery models.

Results: Consultations con�rmed acceptability of intervention aims, components and delivery models, including curriculum delivery by
teachers. They sensitised us to the need to ensure content re�ected the reality of young people’s experiences; include �exibility for the
timetabling of lessons; and to develop prescriptive teaching materials and robust school engagement strategies to re�ect shrinking
capacity for schools to implement public-health interventions. Accessing and prioritising stakeholder feedback was not always
straightforward, however, where speci�c expertise or capacity for participation was limited or when participant views contradicted best
practice, budget or the randomised controlled trial design.

Conclusions: Involving potential recipients, implementers and wider stakeholders as co-producers in intervention design can bring
valuable insights that can help reduce research waste. Successful co-production can be complex and challenging and requires careful
consideration of the topics participants can most usefully speak to; the representativeness of those involved; the capacity available for
participation; and how participants will be compensated. Findings also alert us to the importance of having well-de�ned, transparent
procedures for deciding how stakeholder input will be incorporated.

Contributions To The Literature
There is much emphasis on the bene�t of involving potential recipients, implementers and other stakeholders as co-producers in the
development of complex public health interventions, but there exist few practical accounts re�ecting on the value and challenges of
co-production in intervention design.

We re�ect on the practice of involving school staff and students and other youth and practice and policy stakeholders in the
development of two multi-component relationships and sex education interventions for English secondary schools.

We demonstrate the potential for improving intervention acceptability and implementation through co-production, while highlighting
some of the challenges of eliciting and prioritising stakeholder feedback in intervention design. These �ndings can usefully inform
the work of others carrying out similar activities.

Background
There have been growing calls to pay greater attention to the development of complex health interventions to maximise their potential
feasibility, acceptability and effectiveness in a given context prior to costly implementation and evaluation studies. [1–6] Complex
interventions are de�ned as those with multiple interacting components, targeting multiple organisational levels, behaviours and
outcomes [5]. As such, they can be challenging to understand and implement [7, 8].

A number of frameworks have emerged to support the development of complex health interventions.[5, 9–19] Most propose a phased,
iterative approach involving identifying similar effective interventions and/or mechanisms in the extant literature, developing
intervention theory, and pilot-testing delivery models and materials. The importance of stakeholder involvement across phases is also
emphasised, with potential bene�ciaries and intervention providers viewed as having unique insights into the construction and
maintenance of health problems and the local context in which interventions will be delivered [1, 20, 21]. Stakeholders are thus
recognised as having a valuable contribution to make as ‘co-producers’ of interventions by, for example, identifying appropriate and
relevant intervention aims and content; contributing to the delineation of theories of change; highlighting facilitators and barriers to
implementation and acceptability; and identifying potential unintended consequences and ways of addressing these [1, 13, 14, 22].
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Increasing interest in co-production in intervention design re�ects a broader trend toward greater involvement of policy-makers,
practitioners and the wider public in research, motivated by a range of concerns from democratising and improving the transparency of
research, to enhancing relevance, quality and uptake in policy and practice.[23–31] Yet while co-production in its initial intended sense
implies a level of collaboration and parity in power between researcher and co-producer, the term has come to describe a diverse set of
activities ranging from stakeholders merely being informed or consulted about research, through to them having the authority to make
decisions and shape its direction and content [30, 32, 33].

Moreover, while there has been much emphasis on the bene�t of involving potential recipients, implementers and wider stakeholders in
the development of complex health interventions, there are few practical accounts re�ecting on the process and value of co-production
in intervention design.[25, 34, 35]. Such accounts are critical for furthering understanding of the impact and utility of co-production and
for informing practical strategies for carrying out such work. Here we report our approach to involving potential recipients (students and
other youth), implementers (school staff) and wider practitioner and policy stakeholders in the co-production of two multi-component,
school-based relationships and sex education (RSE) interventions for secondary schools in England: ‘Positive Choices’ and ‘Project
Respect’. We re�ect on what co-producing with school staff, students, and other youth, professional and policy stakeholders contributed
to intervention design and on some of the key challenges and dilemmas we encountered during the process. We also consider the how
far we can claim to have involved potential recipients, implementers and wider stakeholders as ‘co-producers’ in our research. The main
aim of the paper is to provide a useful account of stakeholder involvement in intervention design to inform the work of others
considering carrying out similar co-production activities. Our �ndings may also be valuable for those planning health interventions for
delivery in secondary schools.

Methods

Initial intervention design
Positive Choices and Project Respect were both designed as new, rather than replications of existing evidence-based interventions.
Design began by de�ning primary and secondary outcomes, a theory of change and set of components for each intervention based on
existing evidence.

Positive Choices aimed to reduce unintended teenage pregnancy (primary outcome). Secondary outcomes included delayed sexual
debut, reduced numbers of sexual partners, use of contraception, reduced non-volitional sex and increased educational attainment.
Intervention components included: a report for schools on student sexual health needs informed by student surveys; a School Health
Promotion Council (SHPC) involving at least six staff and six students to coordinate intervention activities and tailor the intervention to
local needs; a teacher-delivered classroom curriculum for year-9 students (aged 13–14); parent newsletters and homework; student-led
social-marketing campaigns; and a SHPC-led review of school and local sexual-health services. Training and a manual were included for
staff facilitating the council, curriculum and campaigns.

Project Respect’s primary outcome was to prevent dating and relationships violence (DRV). Secondary outcomes included reduced
sexual harassment, unintended pregnancy and sexually transmitted infections, delayed sexual debut, reduced numbers of sexual
partners, and improved use of contraception, psychological functioning and educational attainment. The intervention comprised: a
manual and training for key staff to coordinate intervention activities; training by these staff for other staff on preventing DRV; staff and
student mapping of ‘hotspots’ for DRV on site and revision of staff patrols to address these; review of school policies to address DRV; a
teacher-delivered classroom curriculum for year-9/10 students (aged 13–15); providing students with the ‘Circle of 6’ app for seeking
support when experiencing or at risk of DRV; and parent information about DRV.

Initial design of both interventions was informed by studies of previous interventions reported as effective in promoting various sexual-
health outcomes in randomized trials from the USA and Australia. Positive Choices was informed by Safer Choices, a whole-school
approach to sexual health [36–38], particularly in terms of the centrality of the SHPC; by the Children’s Aid Society Carrera youth
development intervention [39], in terms of the emphasis on viewing RSE as part of broader student development and by the Gatehouse
whole-school health intervention, [40] particularly in terms of modifying the overall school environment to support health improvement.
Project Respect was informed by the Safe Dates curriculum intervention [41–43] and by the Shifting Boundaries approach to DRV
prevention via modifying school environments.[44, 45]

Positive Choice’s theory of change (Fig. 1) was informed by social-marketing theory,[46, 47] [48] models of school change,[49] social
in�uence theory [50] and social cognitive theory,[51] and focused on achieving positive sexual-health outcomes by improving
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contraceptive knowledge; self-e�cacy to communicate about sex; skills and competence; communication at home about relationships
and sex; and school-wide social norms supporting positive relationships/sexual health.

Project Respect’s theory of change (Fig. 2) was underpinned by the theory of planned behaviour[52] and the social development model,
[53] which informed a focus on challenging student attitudes and perceived social norms about gender, appropriate behaviour in
relationships and violence, and promoting sense of control over behaviour. This approach was also supported by reviews which suggest
that DRV prevention should both challenge attitudes and perceived norms concerning gender stereotypes and violence, and support the
development of skills and control over behaviour.[54]

Initial design also involved consultation with staff from �ve schools and with young people from the ALPHA (Advice Leading to Public
Health Advancement) group, convened by the Centre for Development and Evaluation of Complex Interventions (DECIPHer) based at
Cardiff University, involving young people aged 14–25 trained to advise researchers on public-health research.

Involvement of potential recipients, implementers and wider stakeholders in
co-production

Overview
Following initial design, research funding was obtained for ‘optimisation’ and piloting of each intervention prior to formal feasibility
testing. In this case, optimisation involved the further speci�cation and development of the interventions led by researchers in
collaboration with specialist agencies who were to provide each intervention and involved consultation with secondary school staff and
students; and other youth and policy stakeholders to produce fully elaborated interventions with materials appropriate for secondary
schools in England.

The Sex Education Forum (SEF) was the specialist provider for Positive Choices and the National Society for the Prevention of Cruelty to
Children (NSPCC) for Project Respect. Part of the National Children’s Bureau (NCB) charity, SEF advocates and provides resources for
delivery of quality RSE in England. The NSPCC is also a charity, focused on preventing child abuse.

Optimisation aimed to involve: review by researchers and SEF/NSPCC of evaluation reports and, where available, intervention materials
from the interventions that informed Positive Choices and Project Respect; initial consultation with staff and students from secondary
schools in England on intervention content, delivery and materials; drafting by SEF/NSPCC of intervention materials in collaboration
with research staff; further consultation with schools, other young people (ALPHA) and policy stakeholders on intervention format and
materials; and intervention re�nement prior to piloting. In practice, however, as discussed below, the alignment of stakeholder
consultation with intervention development was rather messier than this, particularly for Positive Choices.

Consultation with schools
For Positive Choices, initial consultation with students and staff holding a range of roles in one London secondary school was carried
out in June 2017 prior to the development of intervention delivery models and materials, which were to be piloted for feasibility and
acceptability in the same school from September 2017. The session involved teachers and students from year-8, focused on:
acceptability of intervention aims, components and proposed modes of delivery; preferences for the content and format of the student
needs report, the manual guiding the intervention; and identifying any perceived challenges to implementation. In the case of Positive
Choices, further planned consultation on intervention materials was not possible due to limited capacity for participation from the
school.

For Project Respect, consultation involved two sets of sessions at four schools (two in south-east and two in south-west England). The
�rst sessions were conducted in three of the schools in May 2017 and involved a mix of staff and students (Table 1). These focused on
acceptability of intervention aims, components and delivery models, and content and format of the intervention, including training, the
manual and the curriculum. This was supplemented by a telephone interview with a staff-member at the fourth school.

The second sessions occurred in July 2017, involving staff and students in consultations in three schools. These: sought feedback on
draft curriculum materials; explored appropriate terminology for relationships and abusive behaviours; considered the role of social
media in the conduct of young people’s relationships and DRV; and identi�ed challenges to implementation.

All sessions were facilitated by two researchers (JC, GM, RM, RP, NT, TT) and a representative from the specialist agency who was to
provide the respective intervention, with teachers and students placed into small working groups for discussion following introductions.
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The Positive Choices and the second wave of the Project Respect sessions were audio-recorded. Field notes were also taken during or
directly after each session. Based on this, summary reports were then prepared. Recordings were not transcribed of subjected to formal
qualitative analysis. For Project Respect, �ndings from each region were reviewed and synthesised to identify areas of consensus and
disagreement.

Consultation with ALPHA group
Two sessions were held with the ALPHA group in July 2017 and April 2018, to explore young people’s perspectives on parent
engagement in the Positive Choices intervention, and the acceptability and potential challenges of implementing student-led social-
marketing campaigns in schools. For Project Respect, the ALPHA group were consulted on draft lesson plans in October 2017. All
ALPHA sessions were facilitated by trained public involvement o�cer (PG). RP and HY also attended the �rst Positive Choices session.
All ALPHA sessions were audio-recorded and summaries drafted by the group’s professional facilitator.

Consultation with practitioners and policy-makers
In March 2018, we convened a meeting of sexual health and sex education practitioners and policy-makers from governmental and non-
governmental organisations. Following presentations of each intervention, participants provided feedback via small-group discussion
on questions set by researchers, focusing on intervention design and practical challenges to implementation. Drawing on facilitator
notes, researchers drafted a summary of the event, again with no formal qualitative analysis.

Due to time constraints within the project, this consultation took place towards the end of the Project Respect study, so could not inform
optimisation prior to pilot. For Positive Choices, this consultation informed re�nement of intervention materials as outlined below.

Ethics
Ethics approval for co-production procedures was granted by the London School of Hygiene and Tropical Medicine research ethics
committee on 25th January 2017 for Project Respect and 5th June 2017 for Positive Choices. Students and staff participating in
consultations were treated as research participants and provided with written information about the research one week beforehand, as
well verbally just prior to the research. Participants were informed that they could stop taking part at any time or choose not to answer
any questions. All completed written opt-in consent/assent forms. Parents of participating students were provided with information and
could opt out their children.

ALPHA participants gave written consent for their participation as research advisors on DECIPHer a�liated studies and for their
contributions to be shared anonymously for all general purposes in relation to DECIPHer’s work. Consultation with practitioners and
policy-makers was treated as public engagement rather than research, so ethical review and consent were not sought. Participants were
made aware of how their contributions would be used and received a summary of discussion, to which they could suggest
amendments.

Incorporation of �ndings from consultation into intervention design
The summaries prepared for each of the above activities were shared with the specialist provider agencies for each intervention.
Providers and researchers discussed the summaries arriving at a negotiated consensus about how these should inform models of
delivery and materials.

Results
In the following sections we report the �ndings from consultations with school staff, students and other youth and policy stakeholders
and how these informed intervention design.  These are also summarised in Table 1.

INSERT TABLE 1

Consultation with schools

Eight staff and nine students (�ve girls, four boys) from year 8 (age 12-13) participated in the Positive Choices consultations. Fourteen
staff and 66 students (34 girls, 32 boys) from years 9-10 (age 13-15) participated in the Project Respect consultations (Table 1).

INSERT TABLE 2
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For both Positive Choices and Project Respect, staff and students generally con�rmed the acceptability of intervention aims,
approaches and components. DRV, sexual harassment and unintended teenage pregnancy were recognised as salient issues for
schools to address.

With Positive Choices, the tailoring of the intervention to student needs and the student-centred approach was particularly welcomed.
Several school staff, nevertheless, raised concerns about student responses being used to inform curriculum content because they felt
students might be unable to foresee what they needed to learn about relationships and sex.  This feedback resonated with our planned
approach to ensure a core recommended set of RSE topics were covered by all schools while maintaining a level of student choice by
demarcating ‘essential’ lessons, which all schools would deliver, and ‘add on’ lessons, the selection of which would be informed by
student data.

Staff and students were positive about Project Respect components. Parent engagement, a classroom curriculum, hotspot-mapping and
the Circle of Six app were perceived as appropriate and useful.  Project Respect proposed that NSPCC would train key staff who would
then cascade training to other staff. Teachers supported this approach as a means of capacity development and limiting need for
training cover. However, they also highlighted that it could be di�cult for schools to release even these key staff for training and that
this needed to be well planned out with each participating school. The scheduling of hour-long curriculum lessons was also highlighted
as a potential issue and staff suggested that there was a need for curriculum lessons to be adaptable for split delivery over shorter
(usually around thirty minute) tutor-time slots or longer ‘off-timetable’ days.  An element of �exibility was built into both interventions, to
enable delivery in shorter lessons. However, SEF advised against recommending delivery through single ‘off timetable’ (or ‘drop-down’)
days in Positive Choices, even if this might cover the full number of speci�ed curriculum hours or be convenient for schools. Such an
approach was considered inconsistent with best practice in RSE delivery where skills, competence and knowledge should be developed
and revisited across time (See [55, 56], for example). 

With regard to intervention materials, staff in both Positive Choices and Project Respect consultations reported that, because there was
so little time for planning for RSE, manuals needed to be comprehensive, containing everything they needed to know but concise,
‘sticking to the essentials’ necessary for delivery.  Similarly, teaching staff in Project Respect reported a preference for ‘plug-and-play’
curriculum materials that provided detailed lesson plans, scripts to help guide classroom discussion and PowerPoint slides, so staff
with limited con�dence, experience or time could deliver an effective lesson.  These recommendations posed some dilemmas in Positive
Choices, however, they did not align with what is recognised within the sector as best practice for delivery of quality RSE in schools (in
which highly trained, competent and con�dent professionals develop their own curriculum and / or tailor available resources to their
context and students). After some discussion, however, researchers and SEF agreed that in order to ensure quality and �delity of delivery
it was a priority that the materials �tted with what was likely to be the current reality of teaching RSE in many English secondary
schools, where the subject is afforded little priority, time for preparation is limited and less experienced teachers may be required to
deliver.

In contrast some staff, nevertheless, requested �exibility in the curriculum design to allow more experienced staff to adapt activities
including where topics had already been covered in earlier RSE provision.  Options for adaption were, therefore, built in via suggestions
for additional or extension activities beyond what was speci�ed as essential.  Excluding core content on the basis it had been previously
covered was to be discussed with researchers and the specialist provider and agreed on a case by case basis.

Staff reported they favoured materials provided electronically, and interactive PDF documents where they could easily locate relevant
resources from live links. Both interventions were therefore designed with this in mind. A handful of participants, nevertheless,
suggested that they still liked hard copies and these were made available at staff trainings.

Although for both Project Respect and Positive Choices, students suggested that RSE should be introduced before year 9 we could not
re�ect this in our design as this, based on earlier consultation with teachers in the initial design phase, had already become embedded in
our agreed study protocols.

Students were adamant that the intervention should re�ect the reality of their experiences and recognise their emerging sexuality and
involvement in intimate relationships. In terms of curriculum format for Project Respect, they supported proposed pedagogical
approaches including the use of role-play and small-group activities particularly for discussing sensitive topics and recreating real life
scenarios. Students also indicated that it would be important to cover what might be considered ‘subtler’ or less obvious forms of abuse,
such as controlling and coercive behaviours, and emotional abuse.  They also highlighted the need for training on how to respond if
friends disclose DRV as well as the importance of ensuring that lessons covered the role of social media in DRV and sexual
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harassment.  Staff and students also offered a range of terms to describe DRV and relationships, and suggested that terms should be
introduced and de�ned early in lessons. These suggestions were re�ected on and incorporated into the design of curriculum materials
as described in Table 2. 

In Project Respect consultations students had mixed views about the acceptability of teacher-delivered RSE proposed in both
interventions. Some saw bene�ts to delivery by staff with whom they already had trusting relationships, suggesting this could promote
reporting of safeguarding issues. However, students also associated teacher-led delivery with risk of breaching student con�dentiality.
Lessons led by teachers with whom students had more negative relationships were perceived potentially to compromise learning. Some
suggested that an external provider might allow more honest conversations and increase con�dentiality. Students suggested that, most
importantly, whoever taught lessons should be non-judgmental, able to respect con�dentiality and engage with the ‘reality of young
peoples’ lives’.  Staff explained that in practice the selection of which teachers taught the lessons would largely depend on timetabling
and availability. 

Across both interventions, teachers proposed that involving outside specialists could usefully cover topics teachers felt ill-equipped to
teach, such as sexual violence and female genital cutting/mutilation.  Based on these responses for both interventions we opted to
continue with teacher delivery as a potentially acceptable model to students, but with clear instruction on the selection criteria for
teachers to deliver the curriculum.  However, budget constraints meant that we were unable to include an option for specialist external
educators to deliver parts of the curriculum in either intervention.

In consultations for both interventions, some students and staff commented that lessons discussing sensitive issues should be taught
in single-sex groups. One teacher’s preference for single-sex teaching was rooted in an explicitly feminist desire to provide female
students with a supportive environment for active participation, where they would not be marginalised by boys. A suggestion from some
staff and students was to teach some content in single-sex classes, but bring groups together at the end of a lesson to share learning. 
Ultimately, in general single-sex teaching in co-educational settings was not recommended as both interventions were intended to be
universal, covering the same topics for all students. Discussion of different views and perspectives across genders was also perceived
to be an important part of the learning and to be more re�ective of real-life encounters.   Preferences to deliver in single-sex classes
because of cultural or religious sensitivities were, however, to be discussed with individual schools on a case-by-case basis.

Consultation with students and staff on the most appropriate models of engaging with parents revealed that schools already had a
variety of approaches, such as: sending letters home with students; communicating via email, text or social media; posts on school
websites; and parent events. While it was agreed adaptable templates to send information home would be useful, participants
suggested the content of parent materials should be sensitive to different home cultures and that schools were best placed to tailor
these themselves.  Templates for parent communication were therefore included in both interventions but precise content and mode of
delivery was left to the discretion of the school.

 

Consultation with the ALPHA group

A total of 12 males and 10 females participated across three ALPHA consultations (Table 3).

INSERT TABLE 3.

ALPHA members were generally supportive of the student-led social-marketing element of Positive Choices, on the grounds that student-
led campaigns could ensure messaging was relevant to young people, complementing teacher-led lessons. Participants raised the
importance, however, of ensuring campaigns were genuinely student-led and that messages were consistent with the programme aims. 
This informed our decision to ensure student-led social-marketing groups were accountable to the joint staff-student School Health
Promotion Councils (SHPCs).

Participants broadly supported the parent component of the Positive Choices intervention, recognising the value of informing parents
about the RSE being taught in school and involving them in supporting their children’s learning at home.  Some participants, however,
were more sceptical about resources (like homework assignments or newsletters) aiming to prompt conversations at home and felt that
many students would avoid carrying out homework activities due to the risk of embarrassment or breaching existing child/parent
boundaries.  In line with SEF’s intended plan, homework activities were selected with these considerations in mind and aimed to ease
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into parent/child discussions at home, focussing initially on the universal, relatively less sensitive topic of ‘rites of passage’ progressing
to focus on ‘abusive and healthy relationships’ in a later assignment.

In the Project Respect ALPHA consultations, participants supported the use of small group and scenario-based learning activities that
enabled students to re�ect on ‘real-life’ situations, and the inclusion of same-sex relationships in these.  As with the student
consultations, ALPHA also raised some concerns about the sensitivity of some of the Project Respect lesson plans and ensuring
appropriate support for students who have experienced or witnessed DRV or other abuse. They suggested that, across lessons, greater
attention to the use of online and social media in the conduct of young people’s relationships was important.  These suggestions were
re�ected on and incorporated into the curriculum.

Consultation with practitioners and policy-makers

Twenty-three practitioner and policy-maker stakeholders from governmental and non-governmental organisations in the �eld of
education and health attended the consultation event.

Stakeholders anticipated that one of the major challenges to implementation would be ensuring schools prioritised the interventions,
given other pressures, and made suggestions to address this. These included: increased engagement with head teachers and/or senior
leadership teams; dissemination of programme information to all school staff; seeking ‘buy-in’ from school governors and parents;
involving local partners with long-standing relationships with schools, such as those in public-health departments or school networks;
and maintaining regular contact with a named strategic lead with enough seniority to drive implementation.   

Participants recommended that to ensure school commitment, the researchers should highlight what schools might gain from the
interventions: free staff training to support continued professional development; specialist-designed curriculum materials; improved
safeguarding procedures; meeting statutory obligations to support students’ social and emotional wellbeing; contributing to meeting
national school-inspectorate criteria; and potential for improved pupil attendance and attainment.

Stakeholders also suggested signing service-level agreements with schools, highlighting expectations for intervention providers, schools
and researchers.   These strategies were incorporated in to the design of Positive Choices, but due to the time at which the stakeholder
meeting took place, they were unable to inform Project Respect in the same way prior to piloting. 

Discussion

Summary of key �ndings
Involving teachers, students and other youth, professional and policy stakeholder in the co-production of Positive Choices and Project
Respect brought valuable insight about the potential feasibility and acceptability of our planned approaches to inform the optimisation
of both interventions. In some cases, feedback con�rmed the acceptability and feasibility of our planned approaches and, in others,
helped identify important re�nements to enhance applicability to the current English school context. Consultation with schools, ALPHA
and practitioner/policy stakeholders supported intervention aims, components and models of delivery. Contrary to much of the existing
literature,[57, 58] students con�rmed the potential acceptability of teacher-led delivery, but the need for careful selection of which staff
delivered lessons. Students and ALPHA also sensitised us to the need to ensure content and materials re�ected the reality of young
people’s lives, including their digital cultures, which is a common concern in the RSE literature. [58–60]

Consultation with school staff, practitioners and policy-makers highlighted the competing priorities for school leaders’ and teachers’
time and hence their shrinking capacity to implement public-health interventions. This prompted us to develop our materials in line with
what school staff felt was workable in this context and to adopt strategies suggested by practitioners and policy makers to ensure
school buy-in. The consultations also suggested the need to build �exibility into our intervention design, for example enabling schools to
adapt how lessons were timetabled and delivered, and how parents were engaged.

Importantly, including diversity of stakeholder groups ensured participants could speak with authority to different aspects of
intervention design. Students, for example, were able to inform us about their preferences for content and delivery, enabling us to
improve the relevance of the format and content of our interventions. Teachers provided insight into the current school climate and
‘what would work’ practically in terms of implementation in these settings. ALPHA members drew on their experiences of school and
their training as advisors on public-health research to provide authoritative views on intervention design. Practitioners and policy-makers
could advise on the broader context of the English education system, particularly relating to securing commitment and ensuring delivery.
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Challenges, dilemmas and limitations of co-production in intervention design
While seeking and prioritising stakeholder feedback into intervention design is often presented as being quite straightforward and
inherently bene�cial to researcher and participant, as we discovered, these processes can also be complex and challenging, and
potentially have harmful consequences.[28–30]

We have already noted where tensions emerged between stakeholder views and existing best practice, the budget or the RCT design.
Rather than simply absorbing stakeholder feedback, deciding when and how it could be incorporated required careful deliberation
among the research team and specialist providers about where it was reasonable and feasible to incorporate stakeholder views.

Such dilemmas raise important questions not only about the extent to which stakeholder feedback can reasonably be incorporated into
intervention design when that feedback threatens to undermine the logic of interventions, but also about the skills necessary to manage
complex inter-institutional and inter-personal processes to resolve disputes [30].

Whether we achieved a su�ciently diverse cross section of participants in the staff and student consultations is also open to question.
In many cases teachers self-selected based on their interest in the topic following invitation from school leaders. In other cases, staff
may have been requested to come along to represent their department or school. Although we requested a representatively inclusive and
diverse sample of students, in some cases higher-attaining, more articulate students (who are also likely to be more a�uent) may have
been selected to represent their school. Personal relationships with teachers and, quite simply, which students were available on the day
may also have shaped these decisions. This raises important considerations about incorporating stakeholder views that may not be
representative of the intended recipients of interventions and consequently about the potential for co-production to lead to equity harms
where interventions are developed in line with the cultures and preferences of some groups at the expense of others who may be at
more risk.[61]

At times we also experienced some challenges eliciting what we felt were useful responses to some of the questions posed about
intervention design, which may have placed limits on the utility of the views expressed. Presentation of the intervention components and
theories, for example, generated little discussion or critical commentary among participants, with most simply agreeing they were
appropriate, perhaps because such questions appeared to participants to be quite abstract or the to be already �xed. Other topics of
discussion on which they were more expert, like the challenges of delivering RSE in schools or whether teachers were appropriate RSE
educators, generated more useful insight.

Pressures on school timetables and staff time affected the feasibility of scheduling of face-to-face consultation. Indeed, the potential
burden stakeholder involvement in research can place on participants, who may already have very full workloads, has been
acknowledged and there is a need to ensure that participants are appropriately acknowledged and compensated for their contributions
to co-production.[28, 30]

Finally, acknowledging that ‘co-production’ varies as to the authority possessed by stakeholders,[14, 30] we accept that there are limits to
how far we can claim our own approach empowered youth and professional stakeholders to control the process of intervention
optimisation.[30, 32, 62, 63]. As such, the aspects of co-production discussed in this paper were necessarily instrumental and researcher-
led.[29, 34]. However, the active involvement of specialist provider agencies in the elaboration of both interventions did resemble a more
collaborative approach providers drafted the materials and with researchers feeding in to ensure materials aligned with the theory of
change and intended outcomes, albeit with the research team leading the work and having ultimate responsibility over decision making
as contractors and owners of any new intellectual property.

Implications for further research
Our work suggests that consultation must �rst consider what questions and aspects of intervention design require the involvement of
stakeholders, and which participants can most usefully speak to which questions. Careful consideration over the selection of
participants to ensure diversity of views and experiences are accounted for in intervention design is also important.

In introducing co-production, it is important ethically to be transparent and clear to participants from the outset about what their role
involves, the how far their contributions can be incorporated into intervention design and under what circumstances this may not be
possible. Researchers should be prepared and trained to enable different participants to express their views, to represent them fairly and
sympathetically in reports, and to give fair and due consideration to these different views in deciding if and how to act upon them.
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Co-production also needs to take account of the potential for additional burden on participants and ensure that participants are
acknowledged and adequately recompensed for their contributions. In school research speci�cally, steps need to be taken to build
�exibility into timelines for intervention design (and to encourage funders to allow this) to take account of the current pressure on
school timetables. A range of consultation methods is also essential to ensure that stakeholders can contribute in other ways besides
face-to-face meeting. Employing multiple methods could also help to increase representation of different views and ensure all
participants feel able to voice their concerns. This could include the use of anonymous consultations with broader groups using online
Delphi methods, for example[64].

Finally, it is also important to consider the potential for the involvement of intended recipients to go beyond passive consultation to have
more of an active, empowered partners in the design process. This depth of involvement may give greater assurances of the relevance
of intervention aims, approaches and materials, but will bring its own challenges in terms of stakeholder burden and how to balance
power in decision making to ensure interventions are locally relevant and context speci�c, while maintaining the opportunity to build on
evidence-based approaches.

Conclusion
In conclusion, involving the potential providers and recipients as co-producers in intervention design can yield valuable insights that can
maximise the applicability of interventions to local settings before they are formally piloted and evaluated. This can reduce research
waste and provide assurances that any subsequent lack of observed effect is less likely to be down to intervention failure. However,
these processes can be complex and challenging and successful co-production requires careful consideration of the topics participants
can most usefully speak to; the representativeness of those involved; the capacity available for participation; how participants will be
recompensed; and depth of involvement required to meet intended co-production aims, including any emancipatory ones. From the
outset, well-de�ned, transparent structures and procedures for deciding how stakeholder input is to be prioritised and incorporated are
also essential. Without such consideration the positive impact of co-production on intervention design or individuals themselves not be
guaranteed.
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    Positive Choices Project Respect
    Wave 1 Wave 2a

    South-east England South-west England South-east England South-west England
Year-8 Girls 5 0 0 0 0

Boys 4 0 0 0 0
Year-9 Girls 0 6 2 6 5

Boys 0 3 4 6 6
Year-10 Girls 0 5 4 6 0

Boys 0 6 1 6 0
Total students Girls 5 11 6 12 5

Boys 4 9 5 12 6
All 9 20 11 24 11

Staff 8 6 3 4 2

               

a In Project Respect, some of the wave 2 participants had also participated in wave 1

Table 2. School consultation participants

 

 

Age in years Positive Choices Project Respect
Girls Boys Girls Boys

14 2 1 0 0
15 3 2 0 1
16 1 1 0 0
17 1 0 2 2
18 1 3 0 1
19 0 1 0 0

Total 8 8 2 4

 

Table 3. ALPHA Participants
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Figure 1

Positive Choices Logic Model

Figure 2

Project Respect Logic Model


