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Abstract

Participatory approaches to implementation science (IS) offer an inclusive, collaborative, and 

iterative perspective on implementing and sustaining evidence-based interventions (EBIs) to 

advance health equity. This review provides guidance on the principles and practice of 

participatory IS, which enables academic researchers, community members, implementers, and 

other actors to collaboratively integrate practice-, community-, and research-based evidence into 

public health and health care services. With a foundational focus on supporting academics in 

coproducing knowledge and action, participatory IS seeks to improve health, reduce inequity, 

and create transformational change. The three main sections of this review provide (a) a 

rationale for participatory approaches to research in implementation science, (b) a framework for 

integrating participatory approaches in research utilizing IS theory and methods, and (c) critical 

considerations for optimizing the practice and impact of participatory IS. Ultimately, participatory 

approaches can move IS activities beyond efforts to make EBIs work within harmful systems 

toward transformative solutions that reshape these systems to center equity.
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1. INTRODUCTION

Participatory approaches to implementation science (IS) offer an inclusive, collaborative, 

and iterative perspective on promoting, implementing, and sustaining evidence-based 

interventions (EBIs) to advance health equity. This review provides an overview of the 

rationale and critical considerations for pursuing this approach to research, as well as 

a framework to guide participatory IS efforts. A participatory approach engages a wide 

range of actors to integrate practice-, community-, and research-based evidence into public 

health and health care services. Through inclusive coconstruction of knowledge and action, 

participatory IS aims to improve health, reduce health inequities, and create transformational 

change in systems that influence health (92, 93). Drawing on long-standing and critical 

principles of community engagement and participatory research traditions (50, 130), we 

describe how a participatory IS approach can enhance implementation and sustainment 

of EBIs to advance health equity. We illustrate this approach with examples drawn from 

existing literature. Our review offers tools and strategies for conducting participatory IS and 

critical considerations for enhancing effective participation. We also invite further reflection 

on persistent challenges and opportunities to optimize the potential of participatory IS to 

advance public health and health equity.

IS offers tools to increase the quality and accessibility of services delivered to the public 

by integrating EBIs into routine public health and health care practice (10). However, many 

common IS approaches and frameworks lack an explicit, foundational focus on addressing 

health inequities (16, 87). Additionally, IS efforts typically employ a top-down approach, 

emphasizing expertise held by academics and positioning other vital actors in the system 

(e.g., implementers, policy makers, or service users) as passive information sources or 

executors of tasks and activities (54). In contrast with linear knowledge transfer models, 

participatory approaches are rooted in a model of iterative cocreation of knowledge and 

action within a given context (43), with an emphasis on including perspectives often 

excluded from the scientific and practice evidence base (e.g., perspectives rooted in 

lived experience) (50, 92). Participatory IS prompts teams to expand their focus beyond 

making EBIs work within harmful systems toward implementation efforts that transform 

systems to center equity. Thus, participatory IS uses inclusive approaches to advance the 

commitment to addressing health inequities and the unequal/unjust distribution of resources 

needed for health that so profoundly impacts marginalized populations (13). While scholars 

are increasingly interested in the connection between participatory approaches and equity-

focused IS [e.g., work on integrated knowledge translation (57)], such approaches are not the 

norm. As an illustration, an examination of IS grants that were active from 2021 to 2022 in 

the National Institutes of Health portfolio found that of 103 grants, fewer than half (44%) 

included community/partner engagement and a focus on health inequities (127). Among 

the grants using engaged approaches, 56% used consultation models, reflecting the lowest 
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levels of engagement, and only 3% used partnership models, reflecting the highest levels of 

engagement, as defined by Sanders Thompson and colleagues (105).

The COVID-19 pandemic’s trajectory in the United States offers a compelling illustration 

of the inequitable consequences of top-down approaches. The evidence base highlighting 

the utility of COVID-19 vaccinations, diagnostic tools, and other mitigation strategies was 

developed quite quickly. However, taking vaccination as an example, there were striking 

inequities in accessibility and uptake for groups based on race, ethnicity, socioeconomic 

status, immigrant status, and other sociodemographic factors. Structural influences impacted 

social groups differently, resulting in an inequitable distribution of the benefits of EBIs 

(111). Successful efforts to ensure a more equitable rollout of this EBI (i.e., vaccination) 

offer insights into the value of a participatory approach. For example, Alonso and colleagues 

(5) describe how local partners (including government entities, nonprofits, and start-ups) 

collaborated to analyze data on COVID prevalence to inform targeted, community-led 

outreach in a low-income, densely populated neighborhood in Massachusetts, home to many 

Latinx immigrants. By August 2021, adult vaccination rates in this neighborhood exceeded 

90%, one of the highest rates in the country among cities with similar demographics (5).

This article introduces readers to the value of participatory approaches for strengthening 

implementation and sustainment of health-related EBIs and provides a framework for 

applying the principles, practices, and lessons from participatory research to IS. In Section 

2 of this article, we offer a high-level overview of the origins and rationale for participatory 

research. In Section 3, we provide a framework for integrating participatory approaches into 

IS theory and methods. In Section 4, we outline selected challenges and considerations for 

optimizing the potential of participatory IS in future research.

2. CORE ELEMENTS OF PARTICIPATORY APPROACHES TO RESEARCH

Participatory approaches to health-focused research have a long and rich history (for helpful 

introductions, see 28, 49, 130). While a comprehensive review is beyond the scope of this 

article, we highlight core elements to support their application to IS. Varied terms are used 

to describe participatory approaches to research, including community-based participatory 

research (CBPR), community-engaged research, citizen science, and participatory action 

research (28, 76, 107). Although not synonymous, these approaches emphasize respect for 

diverse expertise and processes that enable researchers, community members, and other 

relevant actors to work together, learn from each other, generate knowledge, and instigate 

change (33). These varied approaches to engaged research are compatible with various 

research methods (i.e., tools and techniques for generating and analyzing data). Pioneering 

early examples of participatory approaches include Kurt Lewin’s model of action research 

in the 1940s, which centered on the expertise of workers who were engaged in research 

to improve company operations, and Paulo Freire’s work in the 1960s, which prompted 

academics to move from conceptualizing individuals and communities as subjects of study 

to coleaders of inquiry and societal change (35, 62, 75).

Participatory approaches differ from conventional approaches to research by centering 

relationships between academics and those with lived or professional experience of the 
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focal issue in the knowledge production process. Mutual respect, equitable participation, 

and trust building are seen as essential to knowledge production alongside the use of 

rigorous research methods (28, 49). This research approach decenters the hegemonic 

perspectives of dominant majorities—a pattern that has resulted in a partial and incomplete 

knowledge base, which in turn has contributed to or reinforced health inequities (78). 

Participatory approaches grounded in emancipatory principles or Indigenous knowledge 

production traditions explicitly engage with issues of power and representation to facilitate 

the meaningful participation of marginalized groups in creating transformational knowledge 

and change (23, 33, 35). Such change is expansive, with the goal of long-term, radical, and 

systemic alterations in structures, relationships, and organizations to disrupt the underlying 

drivers of health inequity (9).

Both instrumental and normative rationales are advan7ced for participatory approaches 

(41, 68, 79, 82, 119). Fundamental to both is the value of centering the resources and 

knowledge of actors historically excluded by more top-down approaches. The intentional 

friction generated through the engagement of diverse perspectives can produce new and 

different types of knowledge (71). Instrumental arguments focus on the outputs and impacts 

of participatory research, such as developing (a) a more relevant and useable evidence base; 

(b) a deeper understanding of local contexts; and (c) capacity, resources, and solutions to 

address health issues (126, 130). Normative arguments emphasize the value of the research 

process, as well as outputs, and the potential to advance justice, inclusion, and equity 

so that marginalized groups can better address factors shaping their health (81, 133a). In 

these ways, participatory approaches contrast with “helicopter research,” as described by 

Deloria (31), in which academic researchers enter a site, extract data, and leave without 

providing value (as defined by the community) to those who participated in or supported the 

work. Effectively used, participatory approaches can also avoid “damage-centered research,” 

Tuck’s (123) term for deficit-focused work that creates or cements a narrative that a given 

community is fundamentally lacking instead of recognizing community assets and focusing 

on structural forces driving inequities. To advance health equity goals, research teams can 

strategically select and be guided by participatory approaches that explicitly include health 

equity improvement as a foundational principle.

3. INTEGRATING PARTICIPATORY APPROACHES INTO IS STUDIES

Participatory IS absorbs the lessons and principles of the rich participatory research 

traditions described above and situates them relative to the focus of IS, the integration of 

evidence-based solutions into practice. For example, the CBPR conceptual model developed 

by Wallerstein and colleagues can be used as a roadmap for using participatory approaches 

to guide equity-focused IS research and practice (104). Figure 1 illustrates opportunities to 

apply participatory research principles and processes to IS studies (1, 98, 110, 113, 130, 

137).

3.1. Integrating Participatory Approaches into Study Design

The integration of participatory approaches into study activities can be accomplished in 

several ways. Here, we offer examples of such integration related to the selection of the 
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focal issue, composition of study teams, and management of research partnerships. We also 

describe the ways in which participatory approaches can and should influence study design 

and execution, interpretation of results, and dissemination. As seen in Sidebar 1, it can be 

helpful to use a range of entry points to help teams consider and apply core principles of 

participatory IS.

3.1.1. Issue selection, team composition, and partnership management.—By 

agreeing on the health issue, scope, and value of the implementation effort and goals related 

to engagement, participatory IS teams can increase buy-in, commitment, and sustainment of 

implementation (50, 116). Yet, as Tuhiwai Smith (114) emphasizes, careful consideration 

of who is included or excluded in defining the problem and determining the worth and 

utility of the research is essential. For this reason and others, team composition is critical. 

Participatory IS teams include academic researchers, community members, practice partners, 

and other actors. The 7Ps Framework suggests that actors may include patients/service 

recipients, providers, purchasers, payers, policy makers, product developers, and principal 

investigators/researchers (25). Participatory IS can benefit from further creativity in the 

selection of partners. For example, a recent project examining the impact of small businesses 

on the health of a historically Black neighborhood was dramatically improved by adding 

a local historian and small business owner to the team, initially as an advisor and then as 

a partner. The study design and scope were reframed through this partnership, as were the 

business- and community-facing dissemination products (99).

As prompted by the double rainbow model (11, 69), strategic team composition 

moves beyond identities and roles to consider individuals’ networks, constituents, and 

socioecological levels at which they create change, e.g., policy. The visual representation 

(mirrored concentric layers of team members) emphasizes multilevel, equitable engagement. 

Structured processes to map relevant actors can help support strategic team composition 

(18). For example, to support tobacco control EBI implementation in hospitals, Bernstein 

and colleagues (12) mapped relevant actors and their support for or resistance to 

implementation, level of power in the system, and other factors to understand whom to 

engage and how. For practical and ethical reasons, participatory IS teams must consider 

which group members (e.g., more or less affluent members of a given community) can 

and do participate to avoid reproducing or perpetuating broader societal inequities. They 

must also avoid conflating group membership or credibility with representation of an entire 

community or group (36, 44).

Partnerships require careful management to navigate differences in perspective and 

positionality and differential access to resources, knowledge, agendas, needs, and time for 

and experience with research. As an example, one author (S.R.) participated in a project to 

deliver evidence-based telemedicine services in a rural, tribal village in Gujarat, India. Team 

members included village leadership; agricultural, sanitation, and energy companies; a local 

foundation; and academic institutions. The team used consensus around goals related to 

community development and sustainable delivery of telemedicine services to begin to bridge 

vast disconnects in team members’ personal and professional backgrounds and experience 

with research (21, 95). Considerations and resources for managing these opportunities and 

challenges are discussed further in Section 4.
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3.1.2. Study design, execution, and interpretation.—Participatory approaches 

result in context-appropriate study design and instruments, improved recruitment and 

retention, and enhanced interpretation and dissemination (92, 126, 129, 130). The 

engagement of actors with a range of identities and roles also allows for research teams 

to examine power in the design and conduct of research. For example, Stanton, Ali, 

and colleagues’ (117) work with HIV-related mental health interventions attends to how 

implementation is impacted by different forms of power across all phases of implementation, 

how power influences the definition of health issues and framing of the implementation 

problem, power’s influence on the value placed on knowledge from diverse sources, and the 

impact of power on the distribution of benefits to various groups.

3.1.3. Dissemination.—Participatory research approaches include an obligation to share 

results with audiences who are affected by or who can affect the issue in accessible, action-

oriented, credible, current, relevant, and understandable ways (115a, 133b). A ”designing 

for dissemination” process that engages crucial actors increases the likelihood that research 

products match the needs, resources, and requirements of the individuals and systems that 

will utilize them (15, 58). Participatory IS teams can identify and engage core dissemination 

audiences (e.g., service recipients, implementers, policy makers) early in the project. I 

team can then create a strategic communication plan addressing what to share with which 

audiences, how to frame the message, when to share information, and through which 

channels (115a, 133b).

3.2. Integrating Participatory Approaches into Theoretical IS Content

Participatory approaches can also be integrated into and enhance the theory of IS, as detailed 

below.

3.2.1. Implementation determinants and context.—Given the complexity of 

implementation contexts (80), a wide range of participatory IS team members is needed 

to identify and capture relevant factors. To give a sense of the magnitude of the task of 

capturing contextual factors, the well-known Exploration, Preparation, Implementation, and 

Sustainment framework highlights 16 domains of determinants (e.g., policy environment 

and organizational staffing patterns), each containing essential constructs (1). Participatory 

approaches allow IS teams to (a) prioritize determinants of interest, (b) leverage diverse 

resources to understand and respond to context, and (c) track relevant changes in context 

over time. Thus, participatory IS teams can leverage, but not be constrained by, existing 

IS theories, models, and frameworks. As an example, Waldron and colleagues engaged 

with Black and First Nations communities in Nova Scotia to examine the health impact 

of environmental racism (e.g., in the form of the placement of garbage dumps or effluent 

release). This collaboration emphasized the context of the communities’ histories with settler 

colonialism, including rich histories of resistance as a critical determinant for making sense 

of and responding to current environmental insults and informing all aspects of study design 

and solution generation. The project resulted in protections against ecological harm and new 

legislation to protect marginalized communities (30a, 128).
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3.2.2. Implementation strategies and mechanisms.—For any project, several 

potential implementation strategies might be appropriate to increase EBI adoption, 

implementation, and sustainability (88). However, guidance on selecting and tailoring 

implementation strategies is limited, particularly concerning action at multiple levels of 

influence (e.g., implementation site, community, policy) (88). Diverse expertise within 

participatory IS teams can support the creation and selection of viable strategies while 

offering insight into potential mechanisms for change (63). For example, a network of 

African American churches involved in the Engaging Partners in Caring Communities 

initiative developed a menu of tailored implementation strategies to support EBI delivery 

through their institutions (133).

3.2.3. EBI selection and adaptation.—Participatory IS approaches attend to the 

collective framing and definition of problems and solutions, which significantly impact 

the selection and adaptation of EBIs. Existing evidence regarding EBIs reflects a limited 

range of populations, contexts, and issues. In addition, the evidence that “counts” is often 

limited to findings from academic-led trials and quantitative research (17, 70). These 

limitations contradict evidence-based public health goals of integrating the best available 

research evidence with community- and practice-based expertise and preferences (14, 27). 

Disputes about evidence underlying innovations can create tension among participatory IS 

teams, particularly when individuals value different sources or ways of generating evidence. 

The development of research evidence also often excludes groups that are most impacted, 

reducing the credibility and value of the work (101). Participatory IS teams must determine 

whether the evidence base meets community/practice needs. For example, rather than 

adapting Western interventions, Gone et al. (38) describe generating evidence for mental 

health interventions with Native American communities that align with the experience, 

worldviews, and theoretical orientations of community members and those who serve them.

When adaptation is appropriate, participatory action drives this work. Practical 

considerations raised by team members grounded in the implementation context help 

teams attend to Hawe and colleagues’ (46) prompts to focus on the innovation’s function 

rather than its form. For example, a participatory IS partnership including academic 

researchers and an advisory board used an intervention mapping approach (34) to adapt 

the StrongWomen–Healthy Hearts intervention to improve physical activity and nutrition 

for rural Latinas. They identified program elements, made changes to adjust for the context 

(e.g., cultural relevance), identified alterations to support implementation (e.g., modified 

staffing requirements), and planned for evaluation (e.g., health outcome measures and 

participant experience) (85). The adapted program achieved high-fidelity implementation 

and participant satisfaction and improved health outcomes (108).

3.2.4. Outcomes.—Participatory approaches offer an opportunity to extend target 

outcomes beyond those typically used in IS [for a comprehensive review, see 

64). Commonly used implementation outcomes from Proctor and colleagues (89) 

emphasize acceptability, adoption, appropriateness, feasibility, fidelity, implementation cost, 

penetration, and sustainability. These outcomes are linked with service and health outcomes 

and can be used as early signals to identify the differential impact of EBIs. For example, 
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differential adoption between intended users might prompt the tailoring of implementation 

strategies to ensure equitable outcomes. With a focus on health equity, participatory research 

outcomes emphasize processes for and impacts of community engagement, dissemination, 

social action, capacity building, and systems changes (65, 83, 132). As seen in Figure 

1, participatory IS prompts attention not only to the typical IS outcomes but also to 

those related to sharing knowledge, evaluating partnerships, impacting contexts of EBI 

delivery, building individual and collective power and agency, addressing partners’ goals, 

and promoting systems outcomes.

As an example of systems change outcomes, Restar and colleagues (101) are developing 

community-engaged and gender-affirming infrastructure for HIV pre-exposure prophylaxis 

systems to increase service delivery for transgender people. Outcomes relate to (a) 

infrastructure, e.g., participation in leadership and governance; (b) economy, e.g., 

investments in addressing root causes of inequities; and (c) policy, e.g., restricting the 

potential harm of service-tracking systems (101). Attention to systems change also includes 

assessing power distributions and how they can be shifted to create equity- and health-

promoting contexts (33, 83). Table 1 highlights exemplar outcomes that integrate IS and 

participatory research outcomes.

3.3. Determining Engagement Levels for IS Studies

Scholars of participatory research highlight the range of forms that this work may 

take, emphasizing a continuum of engagement that meets partners’ preferences and the 

needs of the research team and study (75). The central axis typically concerns the 

depth of involvement and the extent to which power and decision-making authority sit 

with academics versus other team members. Conventional research is often described as 

contractual and for IS might include sole reliance on agreements for implementation sites to 

share data and permit research activities. Figure 2 illustrates higher levels of engagement in 

participatory IS.

Taking a dynamic view of engagement is essential, and participatory IS projects may engage 

core and ancillary team members at different levels and for varied purposes across the 

life of a project. Alternatively, the same set of individuals or organizations may make 

different levels of commitment to various projects. Helpful considerations for identifying an 

appropriate level of engagement include (a) project timeline and team members’/institutions’ 

commitment to and constraints related to project processes and outcomes, (b) team 

members’ capacity to engage in project processes and activities, (c) commitment among 

researchers to participatory approaches, and (d) existing levels of trust between academics 

and other team members (40). Working toward transformational change (i.e., reshaping 

harmful systems) typically necessitates collegial or community-/practice-led engagement 

levels.

3.3.1. Consultative approaches.—With consultative levels of engagement, practice/

community partners are consulted infrequently for specific purposes and with minimal 

burden on partners (e.g., to refine the scope of the research questions or advise on 

dissemination audiences). This level of engagement supports accessing high-level expertise 
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and partner networks with a limited investment of time and resources for all parties. Reviews 

of research projects by community members are a commonly used model for this approach 

(for examples, see 32, 52). With less frequent or extensive interactions, the benefits of 

collaborating with a diversity of partners will necessarily be circumscribed. Participatory IS 

teams must be proactive to ensure that the partnership is not tokenistic or performative.

As an example of a consultative approach, Project Resist addresses tobacco control 

among young adult sexual minority women in the United States and engages four 

national leaders in LGBTQ+ health as advisory committee members, meeting every 3–

6 months. As part of a qualitative study to generate innovative dissemination products, 

the committee offered deep insight into the practice context, resources, and constraints 

of LGBTQ+-serving organizations, revised the interview guide to increase relevance and 

inclusivity, and supported recruitment. During data analysis, the committee provided critical 

context regarding current political and funding climates, connected the work to harm 

reduction and trauma-informed care, and placed the work in the historical context of 

these organizations. To disseminate findings, committee members and academic researchers 

coauthored practitioner-focused briefs and a scientific journal article (97). The process was 

invaluable for ensuring that solutions reflected the context of the organizations of interest 

and were helpful to leaders seeking to create national change.

3.3.2. Collaborative and collegial approaches.—Although they are not equivalent, 

collaborative and collegial approaches share many similarities, although collaborative 

approaches require less investment from all parties and support less sharing of power and 

resources. Collegial approaches are similar to CBPR approaches and emphasize ongoing, 

nonhierarchical partnerships between academic researchers and team members to address 

issues and outcomes of community importance (74). These approaches combine knowledge 

and action in the service of promoting social change and improving health/addressing 

health inequities. Collaborative and collegial engagement levels are appropriate when team 

members are willing to invest in long-term relationships emphasizing power sharing and 

sustained action. Challenges of these engagement levels include the intense investments 

required by all team members and readiness to engage at this level. To support successful 

partnership, explicit attention is paid to identity-based discrimination, challenges working 

across cultures and contexts, and the centering of diverse forms of expertise (49, 50, 72, 131, 

136).

As one example of this approach, PLANET MassCONECT is a collegial project that 

aims to build capacity for EBI use among the staff of community-based organizations 

addressing health inequities. The gap in capacity (which was affecting organizations’ 

ability to secure grants) was identified by three leaders of health-focused coalitions from 

communities that were experiencing cancer inequities and had rich histories of social 

justice organizing. The partnership started in 2008, led by Viswanath, Koh, and others 

(56). Core to the partnership execution was a focus on building and sharing human, social, 

and financial capital through sustained investments (98). As partner communities’ needs, 

resources, and priorities evolved, so too did the project’s focus, e.g., to include policy 

change and adolescent health. Decision-making power and resources are shared among team 

members (although the constraints imposed by research institutions impact these processes), 
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and investments are made in building infrastructure in partner communities to sustain 

evidence-based program planning. Local action includes delivery of cocreated workshops 

and technical assistance, a Web-based portal for practitioners, dissemination of findings 

to scientific and practice audiences, activation of practitioner social networks, internships 

supporting underrepresented minority students to conduct community-engaged research, and 

community-focused knowledge translation activities, e.g., science cafés (92, 94, 96, 98).

3.3.3. Practice-/community-led.—With this level of engagement, practice or 

community partners direct the research effort. This approach centers on action and co-

ownership of IS research processes by inside experts (e.g., implementers, decision makers, 

and others), with outside experts (e.g., academic researchers) offering support as requested 

(55). More expansive than program evaluation, these efforts seek to contribute knowledge 

to a broader evidence base for use by other actors. However, as highlighted by Brownson 

and colleagues (17), evidence generated in ways that emphasize internal validity and tacit 

knowledge is often undervalued in academic research settings.

As one example of this approach, one of the authors (V.S.) was involved with Messengers 

for Health, which evolved into a practice-led project over time (24, 47, 112). The project 

started as a CBPR effort to prevent cervical cancer on the Crow Reservation. A series of 

grants (held by the university partner, with community partners employed by the university 

as project staff) addressed cervical cancer and other community priorities among members 

of this Native nation. As the partnership matured, the team considered methods to promote 

sustainability. The partnership created a 501(c)(3) nonprofit organization in 2010, allowing 

the community to take formal ownership of the program, access a broader range of 

funding opportunities, and alleviate some barriers associated with grants flowing through 

universities.

4. CHALLENGES AND CONSIDERATIONS TO OPTIMIZE PARTICIPATORY 

IS

Participatory approaches require time and resources to create transformational change 

through implementation efforts. Poorly executed participatory efforts risk failing to improve 

health outcomes and perpetuating inequities, as well as longer-term damage to trust and 

to the potential for future collaboration (6, 48, 125). Even within successful participatory 

IS projects, the benefits of a project and the emotional, economic, or political costs 

of participation may be unevenly distributed within the team (126). In this section, we 

summarize selected challenges and considerations for optimizing participatory approaches to 

IS.

4.1. Managing Participatory Processes and Contextual Constraints

Evaluations of participatory approaches find that effective participation processes increase 

the likelihood that broader desired outcomes will be achieved (51, 103). Given that 

participatory approaches are not yet the norm in IS, it can be helpful to assess team 

members’ readiness for such work (109, 132). Teams can also engage in critical reflexivity, 

the methodological practice of considering how one’s experiences, roles, and position 
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impact the research and knowledge production processes (120). This practice attends to 

positionality, or dynamic social location compared with others, for example, reflecting 

relative social status or privilege (77). Through such practices, participatory IS teams can 

examine their project with regard to power, rights, responsibilities, and relationships/social 

networks (30). For instance, the authors of this review are all fundamentally concerned 

with social justice but approach this aim from different disciplinary and professional 

backgrounds, ranging from academic research to pastoral care and research review as a 

community member. We also enter public health spaces with intersecting identities that span 

a range of privileged to marginalized positions. We bring unique perspectives based on 

various social identities (e.g., Asian American, Black, child of immigrants, first-generation 

scholar, Hispanic, man, Native American, queer, rural resident, urban resident, and woman). 

Ongoing examination of positionality during participatory IS projects allows us to recognize 

how the viewpoints from which we approach the work may shape or limit our assumptions 

and understandings, perspectives we may be missing, how we are read by those with whom 

we interact, and dynamics of privilege or marginalization to be mitigated within the team 

(115).

Failure to ensure equitable opportunities for involvement in participatory IS (including 

within marginalized groups), to manage power asymmetries, and to facilitate shared decision 

making, coconstruction, and joint action risks undermining the value of a participatory 

approach to IS (48). Those whose interests and perspectives have been silenced and 

marginalized, and/or who stand to gain most from a more participatory approach, may 

equally be those who face most barriers to meaningful participation in IS, especially in 

contexts of poverty, prejudice, and inequality (126). Participatory IS teams must proactively 

institute structures and processes to facilitate transparent and equitable negotiation of 

differential access to resources, knowledge, time for and experience with research, and 

differing agendas or needs (51, 60, 73). These include early engagement of all team 

members, microlevel processes supporting effective communication and attention to task-

oriented differences, recognition of the diverse contributions of different actors, and 

power-sharing governance (48, 125). Structured trainings can build capacity for research 

participation among community members and practice audiences (39, 84) to increase their 

impact on the project, their ability to collaborate with other actors in the system, and the 

power to instigate change (66). Equally as important, if not more significant, is the need 

to ensure that researchers have appropriate training and capacity to engage in participatory 

approaches to IS and to create enabling structures within research institutions and funding 

agencies (109).

One of the authors of this article (R.A.) serves as a community reviewer of research 

and offers several ways in which academic researchers can move from good intentions 

to concrete action with regard to participatory IS approaches: (a) invest time in learning 

about the communities and institutions meant to benefit from the work, (b) commit to build 

trust over the long term, (c) create inclusive work environments where diverse knowledge 

is respected and a sense of belonging in knowledge production is cultivated, and (d) move 

beyond acknowledging power imbalances toward concrete actions to level these imbalances 

wherever team members have influence (32). Rich resources that offer further guidance 
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on developing, maintaining, and evolving productive participatory processes are available 

elsewhere (26, 48, 51, 100, 106).

The broader incentives and pressures that team members face can also create challenges 

for optimizing participatory IS. Hallmarks of participatory approaches are building trust 

and engaging authentically (often through attending events in community and practice 

settings), contributing to community priorities, demonstrating values through action, and 

being accountable for actions in community or practice settings (3, 19, 98). Yet many teams 

using participatory processes struggle to find institutional or funding structures that allow 

them to engage in this way (4, 8, 48). A related challenge is insufficient recognition of the 

value of participatory and impact-focused work in many academic researchers’ tenure and 

promotion processes (134).

4.2. Navigating Tensions Between World Views

Participatory IS team members’ divergent worldviews (e.g., about the nature of reality and 

how we come to know about it), cultural norms, and assumptions can facilitate productive 

friction), but also lead to tension and misunderstanding (48). For example, critical and 

transformative orientations of participatory research efforts may conflict with values often 

espoused in public health and medical research environments related to technical expertise, 

objectivity, and uncovering universal truths (50, 73). Or the challenge may come from the 

imposition of external standards and definitions of implementation success, which conflict 

with the view that action, reflection, and revision are the way to achieve long-term progress 

and that the nature of this progress may not be predictable at the start (37, 59). To find a 

path forward, participatory IS teams may find alignment in relevance, utility in practice, and 

contributions toward desired social change (20).

Conflicting paradigmatic stances may also create concerns about the generalizability of 

learning from a given project. While products of participatory IS research are expected 

to have greater relevance and impact than products developed without engagement, there 

is often a concern that these highly customized products are too context specific to be 

useful in other settings and contexts (42, 129). However, these concerns must be balanced 

with the limitations of evidence derived from settings that are artificially constructed to 

increase internal validity (92). Drawing on the concept of transferability from qualitative 

research, rich detail about context and study processes (including engagement) allows others 

to determine whether or how they can apply the findings to their work (67).

4.3. Defining the Scope of the Project

IS projects often focus narrowly on the integration of an EBI into a system, but this approach 

often conflicts with the way practitioners and other relevant parties in the implementation 

context view their work or the scope of what is relevant to the focus of the intervention. 

Our recent concept mapping work regarding the conceptualization of core skills needed 

community-based organizations when using EBIs offers a useful example of this contrast. 

Academic researchers emphasized the skills required to advance an EBI through a system 

to achieve specified health outcomes. Practitioners focused on skills that would support 

EBI implementation and address health promotion for community members and community 
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transformation (90, 91). Viewing the EBI and implementation strategies as events in a 

system allows participatory IS teams to better align their focus with practitioners’ and other 

decision-makers’ views (46, 53). Another cost of focusing narrowly on an EBI relates to 

“marketing myopia,” which could translate to an overemphasis on the EBI of interest and 

related ways to improve implementation instead of focusing on the goal that the innovation 

addresses (61).

The question of scope also relates to the commitment to social change, as transforming 

practice and community settings requires a broader scope or scale than the typical IS 

project (126). However, participatory IS teams can focus on short-term service delivery 

and more comprehensive infrastructure development. For example, Carter-Edwards (22) and 

colleagues mobilized a community-centered response to develop strategies for promoting 

rapid, remote risk communication strategies for COVID-19 through the power of social 

connections within rural, Black faith communities in the Eastern North Carolina region. 

Built on a partnership base that started in 2014 and was formalized in 2018, the Faith-

Based Organizational Network is a regional network of Black ministries functioning as 

cross-county infrastructure for connecting health efforts to communities through local 

churches. In 2020, they received a community-engaged risk communication grant related 

to COVID-19. They engaged congregants to adapt World Health Organization pandemic 

guidelines by deploying systems mapping, applying a human-centered design guided by 

the RE-AIM framework, and utilizing high-tech and high-touch remote data collection 

strategies. In addition to addressing COVID-related concerns, the work has resulted in 

an increased capacity of rural communities to respond to public health emergencies and 

influence strategies at the community and health systems levels that improve health while 

establishing a voice to guide the creation of programs and policies that communities want 

and will use. The example eof the Faith-Based Organizational Network highlights the 

potential for participatory IS efforts to impact important implementation and service delivery 

outcomes while building infrastructure, capacity, and strategies that can be leveraged for 

rapid public health responses needed in the future.

4.4. Developing Measures to Advance the Evidence Base for Participatory IS

More research is needed to understand the impact of participatory approaches on the quality 

of research, EBI implementation and sustainment practices, health outcomes, multilevel 

impacts, and long-term change (65, 83). A customizable set of outcomes, such as those 

outlined in Table 1, allows the identification of effects significant to a wide range of actors 

in the implementation context and opportunities to balance the needs of a specific EBI and 

the goals of long-term systems change. In the same way that implementation outcomes can 

signal potential impact on health and inequities (89), participatory IS short-term outcomes 

may signal progress toward social action and systems change. Dynamic models are needed 

to explore the costs and benefits of different levels of engagement for different groups 

and how these relate to context, evolution of relationships, and participatory processes over 

time (7). Finally, given the challenges of ensuring the high-quality participatory processes 

described above, developing and including measures of process (as well as outcomes) can 

inform ongoing participatory efforts in real time, promote accountability, and guard against 

tokenism or instrumental cooptation of participatory approaches (29, 33, 122)
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5. CONCLUSION

This review draws on principles, practices, and lessons from participatory research and 

community-based work from several fields to offer a framework for applying these 

approaches to IS. Broadly, participatory IS an inclusive, collaborative, and iterative 

approach to promoting, implementing, and sustaining EBIs to advance health equity. Unlike 

linear, top-down transfer models of knowledge production, participatory IS utilizes the 

coproduction of knowledge and practice through mobilization and synthesis of diverse 

expertise in a relational, nonlinear, and emergent process. Participatory IS has foundational 

foci on including marginalized voices to shape knowledge and action and supporting 

systems transformation.

Participatory IS entails a dynamic process of selecting and combining approaches to create 

and maintain the best fit for a given project over time. Who, how, and at what level 

different team members are engaged must fit with the context, availability of time and 

resources, capacity of team members, and project goals. Optimizing fit can also improve the 

theory and methods of IS, e.g., expanding study teams’ understanding of complex, dynamic 

implementation contexts and identifying innovative ways to study them. At the same 

time, doing participatory IS well, and avoiding damaging tokenistic participation, requires 

intense investment. It demands of researchers (and their institutions) a deep commitment 

to developing skills, taking critical perspectives, building structures for accountability, 

and creating synergy with other changemakers. Ultimately, participatory IS offers the 

opportunity for a paradigm shift, moving beyond a focus on making specific EBIs work 

within harmful systems to initiating action to reshape these systems to center equity. It is up 

to all of us to take up this challenge.
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Sidebar: Alternate entry points into thinking about participatory IS

In addition to the literature and examples presented in this review, the authors offer a 

series of quotations that represent aspects of participatory IS that offer reminders of the 

importance of centering diverse expertise, ensuring the focus of the research and ways in 

which it is conducted meet all partners’ needs, and remaining vigilant against falling into 

extractive patterns.

1. Nothing about us without us (a phrase with roots in Eastern Europe and 

popularized in English by disability activists; now used as a rallying cry by 

many identity groups to promote democratic social transformation).

2. Every single person has their very singular concerns (Tamil colloquial 

saying).

3. A room can be what you inhabit, but it can also be an activity—to make room 

with each other, for each other. (Ahmed (2))

4. Yesterday I was clever, so I wanted to change the world. Today I am wise, so I 

am changing myself. (a quotation from Rumi)

5. Tell me only what I want/ came here to hear/ and then I will retell it / 

in such a way that it becomes my knowledge/ and benefits me (socially, 

professionally, economically./ And you?/ You will hardly recognize/ yourself

— / especially in my ‘fully adjusted models.’/ Also, you’ll need $39.95 and 

an Internet connection (a quotation from Petteway (86))
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SUMMARY POINTS

1. Participatory implementation science (participatory IS) is an iterative, 

collaborative approach to research that engages academic researchers, 

community members, implementers, and other vital actors to integrate 

practice-, community-, and research-based evidence into public health and 

health care services. These efforts aim to improve health, reduce health 

inequities, and create transformational change.

2. Unlike linear, top-down transfer models of knowledge production, 

participatory IS utilizes coproduction of knowledge and practice through 

mobilization and synthesis of diverse expertise in a relational, nonlinear, 

and emergent process. It also emphasizes a commitment to investing deeply 

in the approach, including sharing resources and power, as the process can 

otherwise be tokenistic and harmful.

3. Participatory IS moves beyond attempts to make evidence-based interventions 

(EBIs) “work,” even within harmful systems, expanding the focus of 

implementation efforts to reshape systems and intervention contexts in ways 

that center equity.

4. Participatory approaches can be integrated into IS study processes, ranging 

from study design to dissemination, and offer the opportunity to increase the 

relevance, utility, and impact of EBIs and implementation efforts.

5. In addition to its focus on implementation, service, and health 

outcomes, participatory IS efforts must attend to outcomes related to 

partnership processes/environment, capacity building and systems change, 

and customized outcomes reflecting diverse team members’ goals.

6. A continuum of levels of engagement offers teams the opportunity to 

strategically select consultative, collaborative, collegial, or community-/

practice-led approaches as a function of context, availability of time and 

resources, capacity of team members, and project/broader goals.

1. Key challenges and considerations to advance participatory IS include 

managing tensions between participatory processes and contextual 

constraints, navigating disconnects between team members’ world views, 

identifying ways to expand the scope of participatory IS projects, and 

developing measures to advance the evidence base for participatory IS.
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Figure 1. 
Integrating participatory approaches into IS efforts. “PIS teams” includes all actors involved 

in the IS project, e.g., researchers, practitioners, community members. Abbreviations: EBIs, 

evidence-based interventions; IS, implementation science; PIS, participatory implementation 

science. Figure adapted with permission from Reference 92.
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Figure 2. 
Engagement levels for participatory IS projects, including consultative, collaborative, 

collegial, and practice-/community-led levels. Figure adapted with permission from 

Reference 92.
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Table 1

Exemplar outcomes for participatory implementation science efforts (45, 65, 83, 98, 114, 121, 132, 135)

Outcomes Exemplar outcomes

Implementation and health • Equity-focused implementation, service, and health outcomes for priority issue
• Social action to address priority issue
• Improved community health and wellbeing
• Dissemination of relevant, actionable knowledge and implementation supports

Partnership-supporting 
processes and environment

• Development and sustainment of non-hierarchical partnerships
• Improved participatory research context (e.g., social networks) and processes (e.g., appropriate compensation 
for Participatory IS team members and participants)
• Transformation of researchers through use of participatory processes
• Research-focused successes (e.g., changes in institutional policies to support participatory research)

Capacity-building and 
systems change to improve 
health and health equity

• Increased capacity for research, implementation science, and action among all team members
• Agency and community successes (e.g., community renewal)
• Increased use of evidence to effect change related to current and future health challenges
• Transformation of social, practice, and structural contexts to better promote social justice and health equity
• Positive shifts in distribution of power and social capital
• Procurement of funding to advance community and practice goals

Partner-directed outcomes • Determined by partners
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