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Introduction 

The STRENCO Logic Model, is a Tripartite Model (hereafter referred to as the STRENCO Logic 

Model) for working in mental health in a more co-produced way (Figure 1) is presented in this 

document. A detailed, in-depth overview of the model, how the model was created and the data and 

analysis on which it is based, is available in English in the supporting documentation for the project. 

The model represents the product of Output 3 in the STRENCO Project, which seeks to strengthen 

competencies for working in mental health.  

 

Figure 1 STRENCO Logic Model (see Appendix 1 for larger version) 

The STRENCO Vision was to support and enable more person-centred, co-produced, effective and safe 

mental health care and better health and wellbeing for people using mental health services. It is 

underpinned by the belief that this can be achieved by service users and family members partnering 

with people who deliver health and social care services, educators, researchers and students using more 

collaborative/co-produced relationships.  This requires the use of communication, collaboration, co-

production, leadership, organisational and system approaches.  These are the foundational principles 

that we have endeavoured to work by, over the course of the project.  
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The STRENCO Logic Model for Tripartite Working provides a snapshot of the feasibility of working 

in more co-produced ways to achieve greater inclusiveness of service users, family members, carers, 

experts by experience, clinicians, academics and students in relation to decision making processes, care, 

policy and research, which is aspired for mental health. 

The development of the model was conceived in the context of EU policy emphasising the role of 

research, education and practice as co-creators in developing new approaches for working (knowledge 

triangle).  In some countries co-production is written into national policy frameworks, whilst in others 

the integration of service users is limited to involvement in research projects, with the integration of 

service users and family members into mental health service development, delivery, evaluation and 

research a work in progress. 

Whilst co-production forms part of discussions in regards to mental health services, few examples of 

how this can be done by involving all dimensions in the knowledge triangle currently exist. The 

STRENCO Logic Model for tripartite working (Figure 1) extends current evidence by providing 

pragmatic guidance on how to co-produce in mental health (Slay and Stephens, 2013; NDTi, 2016). 

In making the proposal to create a Tripartite Model for working, the partners agreed and put forward a 

method where all stakeholders in the mental health conversation could be involved in the co-creation 

of knowledge and learning that might strengthen and improve competencies in mental health.  An 

approach, drawing from the principles of participatory action research was adopted.  This approach 

proposed the development of Communities of Practice (CoPs) comprising service users, family 

members, carers, experts by experience, clinicians, academics and students in each of the six partner 

institutions in the five countries.  These CoPs fed into the central project as ‘think tanks’, both for the 

development of the Outputs on the project and for the running of the associated Intensive Programmes 

for students and teachers.  Through our learning in these Communities of Practice, they have become 

the keystone of the STRENCO Logic Model and as a way of working. 

The STRENCO Logic Model   

The STRENCO Logic Model highlights how context, process and outcomes are intertwined within co-

production.  The process of working in a co-produced manner can be visualised as a jigsaw with the 

key components (pieces) including context, process and outcomes. The process mechanism should be 

considered as key factors that influence co-production. 
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Context (Situational Analysis) 

‘Context’ is a pervasive force that is influential to the success of projects. It captures the setting and 

realities in which the programmes are developed to understand potential implications for future.  In the 

STRENCO project, the team used the PEST analysis as a practical framework to capture political, legal, 

economic, social and technological evidence and team experience at both national and international 

levels. It captured understanding of geographical variations in policy, co-production, variety of funding 

models and service provision in which the STRENCO project operated. Then, as the project progressed, 

analysis of IP weeks reflections highlighted the variety of policy, healthcare systems and overlapping 

in mental health competencies across countries. 

Process  

The ‘Process’ highlights the inputs and activities required to trigger the outputs which can be utilised 

in developing more co-produced ways of working in mental health. These identify the use of national 

and international policies and frameworks, key stakeholders for involvement, infrastructural elements 

and importantly the resources required for development of these approaches. Process also includes 

activities or things that were/can be accomplished within the realm of co-produced working.  These are 

represented in the concepts of investigation, practice and reflection.  The final element of process are 

outputs.  Outputs represent the results of activity.  In this regard, the model identifies the importance of 

education, learning and support, making connections and establishing networks, and formats for the 

dissemination of information, as key components in the model’s outputs. 

Outcomes 

The third element of the model are the outcomes, reported as immediate and long-term. Analysis of IP 

participants reflections demonstrated that by following the above working ‘Process’ triggered short 

term outcomes for participants, who reported increased awareness, understanding and knowledge of 

mental health competencies and the importance of family involvement. Participants improved 

engagement with co-produced competencies whilst developing awareness of co-production, 

coproduced relationships and initiatives. In longer term, working in a co-produced way is expected to 

generate positive outcomes at micro and macro level (people who use the services, people who deliver 

mental health services, organisations and policy). 

Process Mechanisms 

The final element of the model are the ‘Process Mechanisms’. These are the factors that have influenced 

the process and the challenges encountered in trying to work in more co-produced ways. In the case of 

STRENCO project, collaboration, recognition, dialogue, listening, shared power, decision 

making, equality, flexibility, facilitation, reciprocity, peer support, ownership, accomplishment, 
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innovation, motivation and culture change were identified as fundamental to the process of working in 

a co-produced approached.  

The findings from STRENCO co-production process aligns with that of Cahn’s four core values, in that 

people are recognised as assets, their involvement in no longer taken for granted, and there is reciprocity 

and investment in social capital (Cahn, 2008: 31) All stakeholders were valued as equal contributors, 

who shared power and contributed in the decision-making process (Rose & Kalathil, 2019). They 

worked in both formal and informal ways, listening and respecting each other. Reciprocity remained a 

key determinant throughout co-production (Boyle, Slay, and Stephens, 2010), in that participants 

mutually exchanged knowledge and experiences. This then led to peer support and social learning. The 

role of IP weeks activities facilitators was intrinsic to stimulating engagement and dialogue. Using 

problem based learning, the facilitators were chosen based on the purpose of sessions. They brough in 

different expertise, for example maaklab experts led the gamifications activities, or mental health 

lecturers facilitated the training days. As facilitators focus on the learning environment of the 

community, they requires a good knowledge and communication skill to meaningfully interact with 

members of the community (Wenger et al., 2002). A degree of flexibility was required throughout the 

IP weeks and project to allow space for unforeseen situations.  

Recognition of people who use the services and harnessing the power of their networks was identified 

as an intermediate level of co-production by Needham & Carr’s (2008). In the context of STRENCO, 

this was extended to the variety of healthcare systems, policy and competencies, this way reflecting the 

tripartite collaboration between countries and national contexts.  As a part of the process, participants 

took ownership and accountability of tasks contributing to the development of resources (shared 

repertoire), which can lead to a greater sense of accomplishment. 

In mental health, the co-production process is focused on achieving parity and equality amongst 

participants, through sharing power, norms, roles and relationships (NDTi, 2016). As such, CoPs 

provided a vehicle for regular engagement and for the continuity of mutual relationships. Adopting 

novel learning approaches, is also seen as a manner to encourage cross fertilisation of ideas between 

stakeholders. This integration of participants provided for more egalitarian interaction amongst 

participants as gamification and simulation encouraged motivation and more active participation, here 

boundaries dissolved and no consideration was given to medicalised identities. 

 Another positive aspect of the STENCO communities of practice is that participants negotiated a 

‘common ground’ and yielded their identities in an attempt to create the correct condition for co-

production to work, therefore mitigating the risks of institutional rules, roles and cultural norms 

expected to be followed (NDTi, 2016) 
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STRENCO project partners have adopted an informal educational strategy to facilitate social learning. 

The notion of situated learning within a community of practice is important when service users, carers, 

clinicians and the university, as partners facilitate creation of knowledge and seek ways of working. As 

learning is linked to participation in the community of practice, participants learn through trust, 

relationships they form and shared repertoire (Lave & Wenger, 2002).  All of these elements were 

visible within the STRENCO project. Participants in STRENCO IP weeks and national CoPs brought 

personal knowledge and experiences related to mental health, which was then extended through 

participation in STRENCO. Participants reported self-awareness (‘learned to relax’, to appreciate other 

people’s views’, ‘I feel could really change the way I would work), an important aspect of personal 

development, co-production and recovery journeys. This might have been triggered by the reflections 

embedded within the IP weeks and negotiation of own/community identity.   

Challenges  

Working in an international context to co-produce mental health competencies posed challenges. From 

the perspective of project managers/academics, financial implications, time commitment and 

distance/remote working remain one of the most difficult aspects. Remuneration of service users and 

carers constituted a significant challenge.  

Another potential barrier was the time-consuming nature of co-production that requires active 

engagement, coordinating, planning and delivery of project, IP weeks and continuity of CoPs. 

Furthermore, participatory research requires trust and capacity building, which requires more time from 

stakeholders. Distance working between institutions added an extra layer of complexity. COVID_19 

had significant implication on academics’ workload, which then impacted on their availability to 

participate in the project. Shorter online meetings and ongoing discussion via Slack/emails enabled 

academics to meaningfully contribute and progress. 

A significant limitation in the project was creating mechanisms for the higher levels of involvement 

and integration of service users and family members in projects such as STRENCO.  From the very first 

meeting the most notable absence was that of the service user (SU) voice in the application process, 

which then translated into plans for implementing the project. The nature of the project call and the 

funding model in this regard proved a limitation. The provision of tight financial parameters and 

categories for the inclusion of all stakeholders as a part of the process proved a challenge, requiring the 

utilisation of creative measures to solve the problems.   

For students, the language barrier was the most challenging aspect, as some felt apprehensive 

communicating in English, yet through co-production their confidence increased, and one participant 

even reported an increase in language proficiency.  
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Additional support for service users involved in the IP weeks should be factored into project planning. 

The introduction of GDPR /Data Protection Act (2018) had implications for institutions storage of 

project related data/documentation had to be effectively managed to ensure integrity, confidentiality 

and availability.  

It should be highlighted that the STRENCO Model for working has needed to take into account a 

geographic base that spans the four corners of Europe.  It comes from a diverse base of mental health 

care, with different systems of care, each in different states of change.  Yet, despite these diverse 

variables and elements evidenced in previous research, such as competing priorities, goals and 

interdisciplinary conflict between the stakeholders in co-production, in the case of STRENCO, trust 

and good working relationships among partners helped to overcome the distances and challenges. All 

of those involved in the STRENCO Project entered with a common purpose, to strengthen competencies 

in mental health, it became a goal which all stakeholders ultimately shared.   

Conclusion and Recommendations  

The STRENCO Logic Model, a Tripartite Model for working in mental health is the outcome of an 

iterative process aligned with a participatory action research approach. It joined theory with practice, in 

the development of a guide for working in co-produced ways with service users, family members, 

carers, experts by experience, clinicians, academics and students, to strengthen competencies for 

working in mental health. The development of the model encompassed research evidence, project 

materials, data from meetings, minutes, reflections and project reports from the inception to the 

conclusion of the project. The principles of Communities of Practice influenced not only the 

development of national CoPs, but the whole STRENCO project, which acted as to act as a community 

of practice in itself that facilitated the creation of knowledge and sought new ways of working. It 

strengthened working relationships and stimulated active participations and sustained engagement.  

Guided by the knowledge, understanding and experiences developed over the course of the 

STRENCO project, we recommend the following: 

 The application of this model to guide, plan, implement and evaluate co-production and to 

support and enable more person-centred, co-produced, effective and safe mental health care 

and better health and wellbeing for people using mental health services.  

 Examine the context in which the project is developed (situational analysis) to determine 

potential constrains and pitfalls. 

 Use of Communities of Practice, as means of situated learning, regular engagement and the 

continuity of mutual relationships. 
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 Adopt a participatory approach to inform the development of logic models in their 

applicability and relevance.  

 Act with caution about the possibility of challenges of working in a co-produced way, 

including funding, well-being, renumeration of service users and carers, time commitment 

and other unforeseen events (e.g. COVID_19).  

 Choose appropriate digital technologies to maintain ongoing communication and 

collaboration and remove distance/remote working barriers.  

 Include capacity within project budgets whereby the tight financial parameters and categories 

for the inclusion of all stakeholders are addressed to ensure that SU are involved throughput 

the process (commencing with the application process). 

 For projects, which require translation include higher budgets for translations 
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