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# Question Answer 

1 For services not used to co-production but hoping to, where is a good 
place to start to find people with lived experience willing to support QI 
and service redesign? 

AC: Services should ideally recruit from those directly 
connected to their own services and from recent 
experience. Lived experience (lxp) of a condition is 
important but we also need relevant lxp of the particular 
services we are striving to develop. Setting up a Patient 
Evaluation tool (questionnaire) for patients to complete on 
discharge or transfer of services to gain not only feedback 
on experiences of care, but also an option for patients to 
give their permission to be contacted with the invitation to 
participate in small or large ways in co-production. 

2 Hi, I am a fan of the IHI model of improvement, but a criticism is that it 
can be stats heavy and rely on figures which sometimes doesn't give 
the full picture. Do you have any tips on getting qualitative info 
integrated into your projects? 

SK: Story telling is a wonderful way of integrating qualitative 
data. Quotes, opinions and emotions can all help to bring 
data alive.  AC: Also, when using surveys that use figures to 
rate experiences etc, always also include a box for every 
question to include comments (and also for the answers 
that the tick boxes don't account for, which happens 
frequently!) Use quotations in your reports to highlight what 
real impacts these made on the real people, whether staff or 
patients. 



3 Mother and Baby units have a wide diversity of clients, some with 
family, some without.  How do you co-produce services that meet 
everybody's needs? 

AC: This is a learning journey, for sure. To start with the 
current patients, asking 'What matters to you?' rather than 
'What's the matter with you? Is a good starting point. 
Involve patients and families in their own care-planning. 
These service-users will have increasing involvement in the 
direct service they receive. From the wider perspective of 
addressing general service development, build relationships 
with diverse community groups by going out to them, 
rather than expecting them to come to places providing 
healthcare. Talk to people, build bridges, seek to 
understand, provide accessible options, whatever those may 
be.  



4 How early is early when including experts by experience? AC: There is no such thing as too early. Aim to include EBEs 
as common practice before you even consider a project! In 
the NHSE/I Personalised Care model for coproduction, there 
are 6 key phases. See also Resources for pdf. 1. 
Commitment and leadership, 2. Contact and connect, 3. 
Agree a common purpose, 4. Build knowledge skills and 
confidence, 5. Co-produce, 6. Review the impact. So, it is not 
simply a question of inviting EBEs along to a project and 
exepecting teamwork to happen. The most successful EBE 
involvement starts with 1. 2. 3. 4. for everyone concerned, 
such as developing patient and staff groups to build 
bridges, understand each others' challenges, training for 
EBEs and HCPs. It might appear to be a long process but 
once this becomes the norm, then the cogs will turn! EBE 
'co-production' without meaningful preparation will be less 
fruitful and may even confirm the skeptics' views that it is 
less valuable than proposed! 



5 The reality of minimal staffing, stretched  and doubling up on roles, 
daily and scarcity of time means it is increasingly difficult to run 
coproduction meetings on many teams especially in deprived, high 
volume areas especially in the northwest. How do we reconcile this and 
make the model work across all teams?  I really love that you all are able 
to do this so well and would very much like to reproduce this locally. I 
do like incorporating service users as well. 

SK: Time, resources and staff capacity are inherent barriers 
in healthcare systems. Co-production in Quality 
improvement gives all those involved, greater insight to 
understanding the process of care through systems 
thinking. This can be seen as creating a culture that shifts 
from human error and blame.  Being realistic is important, 
co-production should be a set of values and principles that 
help you work together.   AC: The vision for the long-term 
view needs to prevail. QI projects time and time again 
demonstrate savings in time, efficiency, and in human and 
financial resources, and most importantly in the quality of 
patients' lives. Convincing commissioners to step up the 
commitment to QI and to coproduction in general, and also 
improving efficiency of management systems (a QI project 
in itself!) is needed. Another way of saving precious time and 
resources is to tackle the issue of duplication, whereby 
multiple projects are occuring in different organisations, 
when we could all be sharing good practice and helpful 
policy, documentation and much more. Often it seems that, 
despite some necessary differences between Trusts, it can 
be forgotten that we have a National Health Service, so let's 
seek out advice from our wider colleagues before 
embarking on new initiatives. 



6 How are Experts by Experience involved in evaluating and re-evaluating 
services? 

SK: EBEs are involved at national level RcPsych audits and 
accreditation. ELFT has ground-breaking service user-led 
accreditation, that I am honoured to be part of from the 
beginning. Patients carers co-produce and involved in 
setting the standards, and train to become assessors and 
lead assessors to 'raise the standards of care.  AC: On more 
local levels, EBEs can be invited to join CCGs, Governance 
teams etc to give input and advise on / review decisions.  

7 What training do you recommend for Experts by Experience? SK: Training in understanding co-production as journey to 
learn with professionals. QI methodology and tools to 
enhance access to understanding systems to improve. AC: 
RCPsych have QI learning modules which are a great start. 
Also, some NHS Trusts run their own QI Training 
Programmes. For a wider approach to equipping EBEs to 
work alongside HCPs, NHSE/I Peer Leadership Development 
Programme is excellent and recommended stated in the 
newly launched 'Working in Partnership' document. It also 
connects EBEs to the National Peer Leadership Network. 
https://www.england.nhs.uk/publication/working-in-
partnership-with-people-and-communities-statutory-
guidance/  See also Resources for this webinar for more 
details.  

8 What training do you recommend for staff? AC: See resources for link to Midlands, course, but there will 
be others, nationally. 



9 Are Experts by Experience team members or 'visitors'?  How do you 
remunerate Experts by Experience? 

AC: EBEs will be viewed differently by different 
organisations and there are good reasons for different 
approaches. As members of a grass-roots community group 
or 'visitors', fresh perspectives and 'out-of-box' thinking are 
valuable. However, the drawbacks may be not much 
understanding of how staff and systems operate and thus 
frustrations when ideals can't materialise and staff may not 
be convinced that this adds value. EBEs who are employed 
in a more integrated way have the advantage of gaining 
knowledge and ways of working in order to bridge 
perceived gaps. However, there is a danger that they 
gradually morph into the 'system' themselves, unless they 
keep in touch with current patients and their needs. When 
it works well, these EBEs can become invaluable peer 
leaders and facilitators with the skills and experience to be 
effective catalysts for change. The subject of renumeration 
is huge and complex. There are many different approaches. 
The essential questions to ask are, 'What value do you place 
on this work?' If someone is an 'expert', how is that 
recognised in terms of NHS banding? If we are asking for 
'consultation', how much do we pay a consultant etc? There 
will also be a scale of repsonsibilities, from those who attend 
meetings through to those who are involved in strategic 
decision-making etc. Payroll or Reward and Recognition 
schemes? What about tax? Benefits etc. All need to be 
considered. Ask other similar organisations to your own who 
do this well for specific advice. 



10 Why cannot experienced staff provide the service user/carers voice 
especially if they have lived experience? 

AC: Staff can provide some of this, to a certain extent, but 
the lived experience needs to be not just lived experience of 
a condition, but of being on the receiving end of care in that 
service or of other services. Bringing the voice is also only a 
small part of co-working. True co-production goes beyond 
that: patients are active, equal team members. 

11 How do you recruit/select an Expert by Experience?  What skills do they 
need? 

AC: This goes back to connecting with communities, setting 
up patient groups, so that it is not simply a question of 
finding the 'right' person for one project, but an evolving 
relationship. Some QI training is preferable. At BSMHFT we 
have a community of EBEs. Training is available, specifically 
in QI. The 'EBE QI Advisors' fill in an Expression of Interest 
once trained, and then ideally they are matched to relevant 
projects. In terms of skills, there are different level of 
involvement: 'Big I' and 'Small I'. EBEs will primarily bring 
the insight from their lived experience but will also have 
other life skills or professional experience that may add 
huge value and also provide help to busy staff. 

12 Amy. wonderful, how did your partner get involved in service 
transformation? 

AC: He was asked for his views as part of a co-production 
project by the National Perintal Coproduction Group of 
which I am a member. That then helped to shape the new 
'Principles for Implementing the Long Term Plan for PMH.' 
See attached doc. 



13 It feels like an uphill struggle as our Trust is at stage of 'what is co-
production?' and other areas are miles ahead. It looks like a 10 year 
culture shift as there are good intentions but no real collaboration. 
There is a huge databse of 'members' but no idea of who might help 
with what. I liked Ms Kaur's start small or at least start somewhere! Are 
all the involved remunerated or expenses only? 

SK: Co-Production is very complex, however to be able to 
begin to see a cultural shift, it needs a support system that is 
willing to transform relationships. At ELFT we have a people 
participation process, whereby patients are involved 
through working together groups, that enable involvement 
in service improvement. I do believe that Co-production, is 
similar to QI as it is an iterative process, hence start small.     

14 Is there anybody who is not suitable for patient and public 
involvment/co-production? 

SK: Co-production is inclusive and needs to demonstrate 
equality and celebrate diversity. Ultimately it is the choice of 
the patient to be involved.  AC: I second all of that. The one 
caveat that may be appropriate is to check what support 
may be appropriate to enable individuals but also whether 
the work is / may be damaging for them or others, perhaps 
in terms of mental health challenges? In some cases, some 
individuals may be continually disruptive and may need to 
be appropriately asked to leave. These issues would apply in 
other work settings, so using sound judgement would be 
the governing rule there. 



15 How do you create a safe space for staff and service users/carers? AC: I like the phrase 'safe and brave space'. Provide points of 
contact for wellbeing support, questions, feedback etc. Co-
produce an agreement specific to each group at the first 
meeting. E.g. 'it's ok to ask questions', 'each member should 
be given the chance to speak' etc. Agree on common goals. 
Get to know each other. Develop a culture of compassion 
and kindness with servant leadership. Do away with 
hierarchies. Keep asking people how they are doing and 
keep growing and learning together.   

 


