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How to design-a CLAHRC?:
How ta ensure that the whole'is
more than the sum of its parts?.
How to fill the ‘designated’ roles
in-multiprofessional teams?
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Evolution of CLAHRC Greater Manchester What enabled these changes?

1. From the separation of ‘research”and
‘implementation’ towards their integration
and: co-production

. ‘From-a humber of bounded silos towards - -
enabling the ‘cross-cutting' way of working & a

. Froma relatively rigid structure towards ‘a
flexible framework that can-be modified
depending on'the needs of specific projects

whom it is:inten

. Fromindividual knowledge brokering roles
engage

towards:collective brokering performed by
multi-professional teams

Reflexivity.-a dynamic interaction
between reflection and:action with
apintention o learn and {o change:
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CLAHRC structure (2011-2013)

% Trying to bridge
the boundaries
between research

* Strong boundaries
between and within
the themes (Kislov,
2014)
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CLAHRC structure
(2016-2017

 Most projects

-
“ Hybrid roles (research-savy implementers and
implementation-sawy researchers’)

depending on

projects and
project needs

networks

- —
- Sodlingnetuoy <

External review!

Cross

programme ‘Eg:‘f':/ \ Ny
research N L n
' \
o \
Stroke ° rganising
healthcare 1
1
1
Exploiting Wound
technologies care 1, Recognition
4 thatthere are
s (diferent
End of Life Vs TYPES of
o knowledge
mobilisation
projects

Sources of actionable knowledge

« ‘Feedback:from staff
(away days, workshops,
informal discussionis)

 Strategic
meetings: at
different
organisational
levels
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project research
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a management
openness ‘ta critique:
investing time ‘and
resources into-reflection
creating: effective feedback
mechanisms
giving: staff an‘opportunity:
to shape things

Culture

‘critique culture'—rather
than ‘blame ‘culture®
shared- sense of belonging
to the ‘organisation
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evaluation.
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projects
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<+ External CLAHRC
evaluations:
(somewhat
limited: value: in
terms of
‘actionable
knowledge’)-
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Organisational reflexivity

Lessons learnt
= Reflexivity can be:painful:
= Realising some.of the previous:
decisions:were wrong
=Critique.can be taken by some
individuals too personally:
=Individual reflexive abilities differ!

s Taking into-.account multiple (and
often competing) points of view

= Professional and epistemic
differences

= Internal evaluation too: ‘rosy"
while research too “critical’

= Finding:the balance and-making
decisionis!

External stimuli

often help: to trigger
reflection: and ‘action

= Context can signifi oK
constrain action mobilisation,
approaches
evolve inthe
process.of their
implementation:
= Adaptation
=Distortian:

anditoftenchanges
quickly:and unpredictably:

Limited relevance
for research co-
production...
...But the PDSA
logic is embedded
in reflexivity

Cross-cutting
structures do
not always
function as
intended

= Structure
should
FOLLOW.
function

Explanatory
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Its main
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inform our
thinking
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The ‘practical reality’ of co-production in collaborative health research

We all want to
make a difference!

@RomanKislov
@CLAHRC_GM

There are multiple competing views
about how to make a difference

evolve over time

Co-production approaches

Both structure and function
are important

Reflect and act!
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