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Balancing power in co-production: introducing
a reflection model
Caroline Ärleskog1,2,5✉, Nicoline Vackerberg1,3,5 & Ann-Christine Andersson 1,4

The role and position of users in health and welfare has recently changed to become more

active in co-production of care. When more co-production is preferred, challenges related to

power need to be considered. In this paper, power is seen as the possibility to influence. The

paper focuses on power in co-produced improvement work by introducing a reflection model

based on Franzén’s power triangle, further developed from improvement coaches’ percep-

tions. First, empirical data from interviews with improvement coaches were analyzed and

then the theoretical model was created. Twelve coaches were included in the interviews, all

of them with experience of co-production and improvement work within a region in southeast

Sweden. By combining the empirical results with the power triangle, a reflection model

concerning power dimensions was developed. The results showed the necessity of reflection

regarding several power-related factors. Resources were found to be important and

depending on contextual settings. Attitudes and perceptions among personnel and users

were also vital. To accomplish co-production, the power dimension must be considered, and

the power triangle acknowledges different power dimensions and how they affect each other.

The model has a systematic character and allows adjustments to the power dimensions

within any other context. It can inspire and be used by improvers working with co-production

to promote deeper professional and organizational reflection and thereby contribute to new

insights on how to balance power in co-producing health and welfare services.
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Background

In recent years, the role and position of users in health and
social care have changed significantly. Instead of being passive
recipients of care, users are active co-producers of health and

welfare services (Bovaird, 2007; Karlsson and Börjesson, 2011;
Norman, 2015; The National Board of Health and Welfare, 2011).
The idea behind this is that co-production will lead to effective
change and create value (Boyle and Harris, 2009). Co-production
can be defined as a partnership aiming to create, share, and
negotiate different forms of knowledge to improve care (Vin-
drola-Padros et al., 2019). However, this is easier said than done
because the relationship between caregivers and users is asym-
metric (Kirkegaard and Andersen, 2018; Skau, 2007). Power
imbalances as well as caregivers’ attitudes and fear of losing
power can hinder co-production and allow the asymmetric power
relationship to persist (The National Board of Health and
Welfare, 2013). The underlying power imbalance needs to be
addressed and challenged to create an equal and reciprocal rela-
tionship between professionals and users (Thor et al., 2004; UCL
Public Engagement Blog, 2020; Vindrola-Padros et al., 2019). It is
unclear how this can be actualized in everyday practice. This
paper introduces a reflection model, making power relationships
visual during co-produced improvement work led by improve-
ment coaches in complex care situations.

Improvement coaches in complex care
Public health and welfare organizations are complex, meaning
that simple and linear relationships are not common. Instead,
complex organizations are defined by Glouberman and Zim-
merman (2002) as systems that are interdependent, non-linear,
and with great variations and tension in the interactions.
Therefore, improving care is a difficult task, and research shows
that improvement coaches can facilitate the improvement of care
(Norman, 2015; Godfrey et al., 2013; Thor et al., 2004). This study
is built on perceptions of improvement coaches because they are
in a position to promote or block user influence and thus co-
production (Mulvale et al., 2019; Roos, 2009). The contextual
adaptation of strategies for users’ influence to reach the desired
outcome and involvement is seen as an essential part of
improvement work (Gibbs, 1988). Improvement coaches need to
listen to users and recognize them as individuals and members of
a team that takes their desires and experiences as a starting point
(The National Board of Health and Welfare, 2013; Batalden,
2018). Co-producing improvement can be even more difficult
regarding users with complex care needs (The National Board of
Health and Welfare, 2008). Special requirements are imposed on
improvement coaches to promote co-production. Previous stu-
dies underline a belief that users’ abilities to contribute are
affected by physical as well as mental limitations (Bagchus et al.,
2015; Giertz, 2012; Harnett et al., 2012; Lindquist, 2007; Mulvale
et al., 2019; Skau, 2007). There must be an awareness of one’s own
and others’ prejudices. Caregivers must actively work against
stigmatization and discrimination, as well as develop attitudes
characterized by a belief in the users’ ability and potentiality (The
National Board of Health and Welfare, 2013). Furthermore, co-
production requires a continuous and open-minded discussion,
where individual and structural barriers are considered (Green-
halgh et al., 2011; Söderlund and Gentzel, 2007).

Theoretical power perspective
User influence is a prerequisite to reach co-production, which in
turn assumes the possibility to influence. Therefore, there is a
need for awareness of the power dimension (Arnstein, 1969;
Batalden, 2018; Rose and Kalathil, 2019; Vindrola-Padros et al.,
2019), which can be considered especially important because the
aspect of power often remains hidden in favor of the aspect of

care (Skau, 2007). The relational power perspective can be useful
to highlight power relationships. This perspective focuses on the
exercise of power rather than on what power is (Lilja and
Vinthagen, 2009a). Power is then regarded as something that
works through relationships and can be shared, and therefore it is
not considered as simply a tool for ruling (Franzén, 2010).
Instead, power can be regarded as a complex and multifaceted
phenomenon that is constantly present and created in every
moment and in every relationship (Lilja and Vinthagen, 2009a).
In a relationship, power can be balanced even though it is only
temporary. Furthermore, where there is power, there is also a
potential resistance (Franzén, 2010). Resistance can be under-
stood as a response to power and can appear in many forms, as an
impulsive action, a need, or as a conscious strategy (Lilja and
Vinthagen, 2009b). Built on Franzén’s (2010) power triangle, this
paper describes power in terms of resources, discourses, and
contexts (Fig. 1). All three dimensions interact and can be used to
study, explain, and understand power.

The relational power perspective considers resources based on
relationships, which regulates available resources and affects their
strength. Depending on the relationship, the same resource can
work differently, which means that resources are something
contextual. Discourses can be understood as complex concepts,
linking together the meaning of words and images with the beliefs
and attitudes they represent. Discourses create conditions for how
different phenomena are considered, understood, or taken for
granted, such as perceptions that are not being questioned.
Finally, contexts enable the identification of central power rela-
tions in which power relations can have different meanings and
effects in different contexts because they are dynamic rather than
static (Franzén, 2010).

Theoretical reflection perspective
We claim that addressing power is necessary for users to actively
influence co-production when improving health and welfare
services. This requires constant reflection (Farr, 2018). Reflection
is a conscious, will-driven process that takes a larger context into
account (Dewey, 1997). It has a systematic and constructive
character, unlike everyday thinking, which is associated with a
risk that reasoning will be accepted without further reflection.
Thinking can then generate hasty or incorrect conclusions.
Reflection, however, creates the possibility of visualizing what
would otherwise remain unspoken (Pettersson, 2015). Cohglan
and Brannick (2001) even describe reflection as “… the critical
link between concrete experience, the interpretation and taking
new action”. Reflection often requires structure and guidance
(Pettersson, 2015). Several reflection models have been developed

Fig. 1 Franzéns (2010) Power triangle. Used with permission and
translated by Ärleskog.
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(Gibbs, 1988; Moon, 2004; Schön 1983). Models can be beneficial
and provide a tool to describe, explain, or analyze abstract and
complex phenomena. They can also be enablers of different
aspects of a concept and how they interact (Pettersson, 2015).
Structured reflection stimulates learning and development for
individuals, groups, and organizations (Biguet et al., 2015). We
argue that reflection on power is one important part of informing
new action regarding co-production for users with complex care
needs when improving health and social care. The creation of a
reflection model to balance power could then support more
equality and contribute to the development of co-production.
Therefore, the aim of this paper is to develop, describe, and
introduce a reflection model based on improvement coaches’
perceptions of power-related conditions, including both enablers
and barriers, to achieve better power balance when co-producing
and improving care.

Methodology and setting
This study has a two-fold design. First, empirical interviews were
conducted (Ärleskog, 2017). This was followed by con-
ceptualization of a power reflection model.

Setting. In Sweden, health and social care is mainly provided by
the public sector. Care is provided by 21 regions and 290
municipalities, with taxation power and a high grade of auton-
omy. The regions mainly provide health care and the munici-
palities mainly provide home care, group housing, elderly care,
and day care activities. The Highland district, in the south of
Sweden, includes six municipalities with a total of 115,000
inhabitants (Central Bureau of Statistics, 2019). The Esther Net-
work started in this area. The philosophy behind the Esther
Network is to put the interest of Esther, a figurative persona with
complex care needs, at the center at any point in the care chain.
Within the Network, hospital care, primary care, and munici-
pality care work together to create the best care for Esther. The
Esther Network also includes trained improvement coaches, so-
called Esther coaches. The Esther coaches have different profes-
sions, mainly nurses, assistant nurses, and social care workers,
and they work in hospital wards, in elderly care, or with users
with physical, mental, or cognitive disabilities. When the Esther
Network started, it was intended for elderly persons, but today
the users can be of any age and with any diagnosis, with care
needs that involve more than one caregiver organization. The
main task of an Esther coach is to carry out improvement work
for and with Esther. The overall question guiding the improve-
ment work of the coaches is always: “What is best for Esther?”
(Vackerberg et al., 2016).

Participants. The Esther coaches are trained to co-produce
improvement work in complex health and social care settings.
The first part of this study is based on interviews with those
coaches. A strategic sample of interviewees was used (Henricsson
and Billhult, 2012), with the following inclusion criteria: the
informants should be Esther coaches; be employed by the
municipalities in the Highland district; and have carried out at
least one improvement project. These criteria ensured that the
informants had experience of both co-production and improve-
ment work in relation to users with complex care needs. An
information letter was sent to 99 Esther coaches by email. A total
of 12 Esther coaches were included in the study. The first part of
the study was conducted by C.Ä. as part of her Master thesis
(Ärleskog, 2017). The second part of this study, the development
of the reflection model, was done by all three authors who have
background in quality improvement in health and welfare. Two
of the authors were involved in the Esther Network, C.Ä. as a

newly trained Esther coach and N.V. as coordinator of Esther
Network international. The third author, A-C.A., is an associate
professor in improvement science with experience of theoretical
modeling but was not involved in the Esther Network. In this part
of the study, the authors elaborated the results from the first part
of the study by conceptualizing the results with Franzén’s (2010)
power triangle.

Data collection. Data were collected through individual qualita-
tive interviews (Kvale and Brinkmann, 2009). The interviews were
semi-structured and based on the following themes: user influ-
ence, coaching improvement work, and the user’s influence in
improvement work. The semi-structured approach focused on the
topic and, at the same time, provided generous space for the
coaches to formulate their answers and narratives (Bryman,
2011). A pilot interview was conducted to validate the guide but
did not lead to any changes. The interviews were carried out at
the coaches’ workplaces (n= 7), in public places (n= 2), or by
telephone (n= 3). All informants gave their permission to record
their interviews. The interviews took between 30 and 80 min and
were transcribed by the interviewer within 2 days, when the
memory of the interviews was fresh (Priebe and Landström,
2012). The transcription was verbatim to manage pre-
understanding and to stay close to the empirical data. All infor-
mants were offered access to the transcribed text for additions
and/or clarifications.

Data analysis and model development. The interviews were
initially analyzed by inductive conventional content analysis
inspired by Hsieh and Shannon (2005). The verbatim transcrip-
tion enabled systematic analysis, which strengthened the study’s
reliability (Wallengren and Henricsson, 2012). Accordingly, the
analysis used a deductive directed content analysis approach
(Hsieh and Shannon, 2005), in which the statements of the
informants were analyzed using perspectives of Franzén’s (2010)
power triangle. Based on the deductive analysis of the interviews
and the dimensions in the power triangle, the authors developed a
reflection model. The basis of the model was created in line with
and inspired by the theoretical framework of Franzén’s (2010)
power triangle.

Ethics. Ethical considerations and principles were integrated in
the research design to protect the integrity of the informants and
their organizations. Before the interview study, informed consent,
both written and oral, was obtained; the interviewer provided the
informants with accurate information and highlighted that their
participation was voluntary and could be withdrawn at any time
without consequences (Danielsson, 2012; Kjellström, 2012). No
formal ethical review was required for this study because Swedish
law does not require ethical approval for interviews with staff
concerning work related issues (Lag om Etikprövning [Swedish
law of Ethic Regulation], SFS 2003: p. 460).

Results
The first part of this study investigated the improvement coaches’
perceptions of enablers and barriers related to power in co-
production. The coaches had different professions and worked in
elderly care or with younger users with cognitive or mental dis-
abilities. Each of the six Highland municipalities were repre-
sented. The informants had between 1 and 10 years of experience
in the coach role and between 8 and 40 years of work experience
in health and/or social care. The results of the empirical study
revealed two main categories, power-related “barriers” and
“enablers”, and four subcategories, described and exemplified
with the most common factors below and in Table 1.
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The improvement coaches perceived that resources at different
levels could have an impact on the ambition of co-production in
improvement work. The coaches perceived that the user’s
resources varied between individuals and clientele. For users with
dementia or intellectual disabilities, co-production was con-
sidered particularly problematic. Coaches who worked in units
with these clients often argued that the users were dependent on
others, i.e., alternative resources, to participate in improvement
work. The contextual dimension was also highlighted by the
coaches’ perceptions of the resources necessary for co-production.
Regarding the unit’s resources, the coaches often described a work
situation characterized by understaffing, which resulted in a lack
of continuity, high staff turnover, lower degree of quality, and a
lack of personal knowledge about the users. As a result of
insufficient resources at this level, co-production was also con-
sidered too time-consuming. Organizational resources, such as
financial resources, were perceived to create conditions whereby
extended influence of users was possible. A general perception
was that these enabling resources were often insufficient to meet
users’ expectations and to make real user influence possible.
Instead, the lack of resources increased the risk of improvement
work merely collecting users’ views without the possibility to act
on them.

The improvement coaches described attitudes as central when
talking about co-production in improvement work. The coaches
argued that caregivers sometimes still express a paternalistic care
ideology and lacked faith in the user’s abilities to contribute. They
further perceived that users, especially in elderly care, often
subordinate themselves to the caregivers to avoid the risk of being
considered as burdens. Discursive barriers were identified both
among caregivers and users. The coaches described that they tried
to distance themselves from these barriers to strengthen enablers
instead by challenging non questioned perceptions and attitudes
that preserve asymmetric power relationships between caregivers
and user (Table 1). The coaches’ perceptions of discursive barriers
were not static; they argued that these barriers could be changed
and affected by the caregivers. As examples this was considered
possible through seeing the user as an active subject, taking the
user seriously and really taking the time to listen to the user. To
handle the discursive barriers that interfered with co-production,
the coaches also meant that improvement work had to be done
without prestige. This included actively involving users, asking
about their needs and perspectives and value the users’ con-
tributions. To enable co-production for users with dementia or
intellectual disabilities, the coaches also advocated adapted forms
of user participation and using alternative resources (Table 1)
based on the user’s ability. The examples above illustrate

discursive resistance, or in other words strategies that were con-
sidered to balance power and handle the discursive barriers that
interfered with co-production. However, the coaches reasoned
that the barriers could be hard to overcome given the contextual
factors. For example, the coaches suggested that users’ awareness
about the unit’s resources could result in further adaptation. To
conclude, the improvement coaches highlighted several power-
related factors in all three power dimensions. These factors and
the interaction between the dimensions were considered to affect
the conditions for co-production in improvement work. Co-
production then requires focus on more than one power
dimension, for example available resources.

In the second part, the results from part one were further
elaborated as we developed a reflection model, taking all
dimensions into consideration. To make the model user friendly,
each dimension contains concrete factors identified in the
empirical part of the study; factors that can be transferred and
adjusted to other contexts. An important part of the model
development was that we wanted to promote action and learning
by reflection. The triangle was supplemented with a three-step
cycle towards action (see Fig. 2). The first step is about reaction,
which stimulates the improver to identify and react upon barriers
and enablers of co-production within the inner triangles (power
dimensions). To react one needs to be aware of a situation, such
as possible barriers as attitudes against co-production. The next
step, interaction, guides the improver towards deeper reflection. It
is an essential part of co-production because one cannot co-
produce if there is no interaction in place. Further, interaction is
important to consider in relation to discourses, resources, and
contexts. It reminds the improver to reflect upon the interaction
between the power dimensions, which supports parallel discus-
sions about the dimensions. The third step is action. The
improver then moves from reflection to action to either handle
barriers or reinforce the enablers. Action requires awareness of
the three parts in the triangle.

The power triangle of co-production is proposed as a reflection
model for improvers of health and social care to enable more
symmetric co-production. Reflection can help minimize the
barriers and increase the enablers if used regularly in health and
welfare organizations.

Discussion
This paper addresses the challenge of co-production related to
power and suggests a reflection model to balance power condi-
tions. Based on the interviews, the study highlights that the users’
influence in improvement work depends on power. The condi-
tions for co-production can then be regarded as a relative

Table 1 The two categories and four subcategories from the data analysis in first part of the study.

Enablers Barriers

Access to resources No access to resources
The user’s resources (health, communication ability, cognitive
ability, etc.)

Lack of enabling resources

Alternative resources (the social network, the relationship to
caregivers, caregiver’s personal knowledge about the user, etc.)
The unit’s resources (enough staff, continuity, time, etc.)
The organization’s resources (leader’s interest and involvement,
political and financial support, etc.)
Discursive resistance Discursive barriers
The improver strives that the relationship to the user is characterized
by equality, humility and empathy.

Discursive barriers among users (not making demands, lack of confidence,
adaptation to contextual factors, subordination to caregivers, etc.)

The improver is opened to change and carries out improvement work
without prestige.

Discursive barriers among professionals (holding on to old routines, resistance
to change and co-production, negative attitudes, lack of trust in user’s abilities
to contribute, parenting roles, etc.)
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phenomenon that can change over time (Franzén, 2010). This
means that it is possible to balance power when co-producing
health and welfare services; a crucial opportunity in light of
growing research highlighting how user involvement is a key for
making custom-tailored improvements (Armitage et al., 2018;
Baim‐Lance et al., 2016; Coulter, 2012; Roseman et al., 2013).
Vuong and Napier (2015) pointed out that changing mindsets are
difficult and can only be achieved by repeating and continuously
squeezing out inappropriate values and absorb new ones that fit
the context better, called the mind sponge mechanisms. A first
step can be by creating awareness with a reflection model. We
claim that it is necessary to build in structured reflection about
power dimensions to increase the level of user influence. A
constant awareness, reflective practice, and dialog are essential to
facilitate a more balanced relational process and to institute
changes at both an individual and organizational level. (Farr,
2018; Vuong et al., 2018).

The power triangle in co-production has a strong theoretical
approach and recognizes central dimensions within relational
power theory. Thompson and Pascal (2012) argue that reflection
has become oversimplified and often lacks a theoretical connec-
tion considered necessary in relation to care. Our model is built
on both a theoretical base and empirical data: the power triangle
of Franzén (2010) and experiences and perspectives of improve-
ment coaches within health and social care. A supportive factor in
the model is the balance between structure and freedom. The
power triangle in co-production has a systematic character, but at
the same time allows the improver to adjust to the power
dimensions within their own specific context. Reflection models
often have too much structure, which is associated with the risk of

linear thinking and automatic and predefined answers. This
contrasts with the purpose of reflection, which aims to create
deeper understanding and insight. A deeper understanding,
including different perspectives, is important to avoid unques-
tioned routines, and instead be able to highlight factors that
otherwise could remain unspoken (Pettersson, 2015). However,
since the character of co-production is relative, the dimensions in
the model cannot be handled or discussed separately; they are
interdependent. A critical approach is then recommended when
using the model because resistance does not need to be conscious
or active (Franzén, 2010). The model is therefore supplemented
with a cycle to highlight the interaction between the power
dimensions and stimulate action on the power dimension in the
development of co-production. For example, the improver might
have to stimulate changed attitudes among colleagues to enable
alternative resources and through this create better conditions for
co-production. When one cycle is completed, the process con-
tinues with “reaction” to systematically highlight barriers and
enablers. In that way, new insights can raise the level of co-
production.

The first part of this study is based on the perceptions of
improvement coaches specially trained to co-produce improve-
ments. These coaches and other improvers in health and social
care are important because they can use their power to block or
promote user influence (Roos, 2009). However, even if profes-
sionals automatically have power when they represent an orga-
nization (Skau, 2007), this power cannot be understood
independently of the organization (Persson and Berg, 2009).
According to the coaches, the units and/or the organization’s
resources are often limited, which is counterproductive because

Fig. 2 The power triangle of co-production. Created by authors.
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successful co-production in quality improvement requires orga-
nizational support (Bergerum et al., 2019). Secondary relation-
ships, such as the professionals’ relationship towards the
organization, can then affect power relations (Franzén, 2010),
which is notable because co-production involves multiple rela-
tionships among clients and stakeholders. However, stakeholders
can experience a conflict of values and can also have access to
various forms of power resources (Lundgren, 2013), an insight
that highlights a connection between resources and contexts
(Franzén, 2010). Power dimensions cannot be understood with-
out taking the organizational context into account. We therefore
recommend that an influence perspective should permeate the
organization at all levels (Lindquist, 2007). To achieve this will
also require a reflection at an overall organizational level, for
example in terms of resources and how to organize care to enable
co-production. The coaches further reported that discursive
barriers could be maintained by users’ doubts concerning how
they could contribute to improvement work. This result corre-
sponds to how discourses permeate power relationships and affect
our identity (Franzén, 2010). If there are discursive barriers
shaped and upheld by caregivers, it is not surprising that those
barriers could also affect how users think about themselves and
their own abilities, which underlines the importance of con-
tinuous reflection and dialog about user influence (Söderlund and
Gentzel, 2007). On the other hand, not every user has the desire
to be an active participant in co-production (Osborne et al.,
2016). Sometimes the user is too sick and in need of professionals
to make decisions (Batalden et al., 2016). It is therefore important
for improvement coaches and other improvers of health and
social care to consider how they use their power and if the use of
their power is in the best interest of users with complex
care needs.

We chose to interview improvement coaches in the Esther
Network because they are supposed to co-produce improve-
ments. This can be a limitation of the study because their
experiences of enablers and barriers in the co-production
process are related to their context. If we had interviewed
leaders in health and social care, we would most likely been
given a different perspective. Studying power balance as a key
factor in co-production from an organizational and more
economical perspective would be of interest for future studies.
We still argue that the potential in the reflection model would
benefit widely; it is not a descriptive model but a model that
invites reflection regardless of context. The Esther Network has
spread to other countries, including Singapore, Austria, and
Denmark, and they face similar challenges in relation to co-
production irrespective of care being organized differently in
these countries. Therefore, there is reason to believe that the
model can be generic and useful for professionals with the
ambition to improve health and social care for and with its
users, regardless of the users’ health status and care needs. The
model should not be understood as a rigid template but as an
inspiration to act on power imbalances when necessary.
Another limitation could be that the model was not developed
in co-production with users in health and social care. We
suggest this reflection model as a tool to raise awareness about
power relationships and act upon them. A next step will be to
test the reflection model within the training for Esther coaches,
thereby developing the model further and including users and
their perspective. As previously stated, co-production in rela-
tion to improvement work is complex. We therefore hope that
the power triangle in co-production can contribute to support
co-production on more equal terms. It could be interesting to
explore if users are more willing to co-produce when power
reflections are addressed as a natural part of the co-production
process. Our reflection model can be one way to do this.

Conclusions
This study offers insights about how power dimensions affect the
conditions for co-production in improvement work within health
and social care. The authors propose a reflection model, the
power triangle of co-production, that can be used to balance
power and create a more symmetric relationship in co-
production. The reflection model can be useful in several con-
texts because it has a flexible and non-prescriptive character. We
believe that the power triangle in co-production can be an
inspiration for improvers in health and social care when devel-
oping co-produced improvement work.

Data availability
Data that supports the findings of this study are available from
the corresponding author upon reasonable request.
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