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Key points
• The term ‘co-creation’ points to the 

perennial challenge in health promotion 
to understand context and increase 
local engagement to solve complex, 
community-wide health problems

• The current schism between co-creation 
as ‘process’ and policy makers’ need 
for health outcomes remains a barrier to 
serious recognition and funding agencies 

• Long-term, multiyear funding schemes 
are required to generate evidence that 
comprehensive co-creation makes an 
eventual difference in sustainable health 
improvement

Abstract 
This personal reflection considers the challenges in co-creation in public 
health over time. The concept of ‘co-creation’ has existed in community 
health promotion practice for decades, and points to the perennial 
challenge to understand context and increase local engagement to solve 
complex community-wide health problems. While co-creation has become 
a ‘fashionable term’ in health promotion, the challenge is that it remains 
a niche set of processes described in prevention programs. The schism 
between co-creation as ‘process’ and policy makers’ need for health 
outcomes remains a barrier to widespread recognition and support. To 
fully realise the co-creation ‘dream’, we need a process of more committed 
co-production using democratised approaches to community engagement. 
This must be supported by long-term funding to mainstream the process 
and to demonstrate whether comprehensive co-creation makes an eventual 
difference in sustainable health outcome improvement.

The popularity of ‘co-creation’ in the public 
health and health promotion discourse 
This paper is a personal reflection based on 30 years of academic work in 
health promotion, often in government or community-based partnerships. 
Although I have had an academic career in health promotion and program 
evaluation, these reflections are drawn from my field research experience in 
considering the challenges and barriers to co-creation. 

My PhD in the 1980s was in patient education and capacity-building 
through self-management training, skills development and empowerment 
for people with chronic conditions. Over the ensuing decades, this area 
moved forwards through the development and dissemination of the concepts 
underpinning health literacy1 and patient-centred care.2 The evidence for co-
creation in improving patient experiences, clinical pathways and improving 
the quality and functioning of health services is now well recognised.3,4

By contrast to clinical contexts, this paper is focused on public health 
and community settings for co-creation. This term implies research and 
programmatic engagement in partnerships with end-users, stakeholders and 
the community.5,6 The rationale for co-creation is to address ‘wicked’ problems 
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Co-creation includes partnerships between community 
members and researchers, however, it is substantially 
broader10, and can include government policy makers, 
nongovernment organisations, professional groups, 
primary health practitioners and other agencies. 
These multiple intersections illustrate the complexity 
of co-creation in the real world. Further, there are 
various stages where this crossover can occur. Initial 
co-planning can occur through consultation and co-
development of realistic strategies with communities. 
Program implementation, delivery and evaluation are 
also potentially shared tasks. Following the program, co-
interpretation and feedback to multiple interested parties 
may reflect on a program’s success or otherwise. For 
academics, co-creation research findings are destined for 
publication, different to the policy maker focus (priority-
based implementation) or the community goals (meeting 
local needs or achieving local community change).

The limits of co-creation in 
prevention: rhetoric or evidence?
The public health challenge for co-creation is that it 
remains a niche set of processes described in prevention 
programs. The challenges to co-creation in routine 
practice are suggested in Table 1, many of which result 
from incongruence in values between the diverse 
actors engaged in implementing prevention programs. 
Policy makers are driven by time-bound government 
priorities, focus on top-down driven problems and are 

(those complex problems with many interdependent 
factors) and foster sustainable solutions within 
communities. 

The concept of ‘co-creation’ has existed since well 
before the 1986 Ottawa Charter for Health Promotion.7 
It has been described diversely as ‘community 
engagement’ and ‘community-based participatory 
research’. The term ‘co-creation’ points to the perennial 
challenge in health promotion to understand context and 
increase local engagement to solve complex, community-
wide health problems.  

Co-creation is rapidly becoming a fashionable term in 
health promotion, but mostly earlier concepts and values. 
Medline was searched for publications with the keyword 
“co-create or cocreat*” and 336 published papers were 
identified in the period up to November 2021, of which 
96% were published since 2010. A search of keywords 
related to the cognate and antecedent concepts of 
‘community participation, community engagement 
or community based participat*’ for the same period 
located 30 156 papers, of which 25% were published 
before 2000, 24% in the 2000s and only 51% since 2010. 
These studies indicated that the aims of community 
development were to reduce disparities (inequalities) 
in access to services and community programs8,9, to 
value community perceptions of health and to consider 
the power imbalance inherent in such work. Most of the 
paradigm shift that included democratising the idea of 
co-creation permeated community health promotion for 
decades before the term became fashionable around 
2010. 

Table 1. Rhetoric versus reality: a personal perspective on challenges in co-creation in primary prevention 
programs

Co-creation (CoC) principles and 
underpinning values

Real-world perspectives on feasibility and widescale adoption

Power-sharing relationships, 
partnerships and engagement are 
central to CoC

Vested entrenched interests exist3 
It is difficult to redistribute power relations between policy makers, across different sectors, 
and between researchers and community11 

Joint ownership is rare10,12

Need trust and mutual respect for 
CoC

It takes time to develop relationships with community stakeholders5

Resources for CoC projects CoC consumes substantial resources, personnel time and funding

Mutually shared benefits as a core 
value underpinning CoC

Researchers lack incentives for co-creation studies due to dominant academic values 
There are limited incentives for policy makers 
These challenges make shared benefits difficult to discern in many situations 

Value of creating better evidence of 
health promotion or prevention effects 

Different needs: technical and affordable programs (policy maker), scientific best 
evidence (researcher), which are inconsistent with community needs for democratic 
participation”13 in co-shared community programs 

‘Policy impatience’ and lack of 
implementation methods  

Usually, timeframes are too short 
Types of evidence of success (outcomes) not discussed in CoC projects

Bibliometric analysis shows increasing 
CoC published 

Case studies and published papers may reflect ‘windows’ of opportune circumstances for 
CoC, or describe conceptual models, theoretical analyses 

Paradigm shift needed to 
institutionalise the CoC process 

Possible “radical action needed to create a systems approach to community 
intervention”10 requires long-term programs starting with community co-creation, ending 
with health improvements being demonstrated
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should be confined to understanding and improving 
processes in diverse community contexts. However, to 
mainstream this process, long-term, multiyear funding 
schemes are needed to generate sufficient evidence 
that comprehensive co-creation makes an eventual 
difference in sustainable health improvement. Evidence-
generation would require researchers to extend beyond 
the usual methods for complex program evaluation19, 
but also to extend beyond realist approaches alone20 
with an understanding of the need for flexible but 
rigorous adaptations to program evaluation, cognisant 
of local contexts.21 Another decade of the status quo in 
community-based co-creation case studies will continue 
to polarise policy makers without providing any links to 
subsequent improved health, a sine qua non for sustained 
funding in the prevention system.
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