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ABSTRACT
Purpose: Immigrant patients run a risk of receiving lower quality of care. Co-production, as 
the concept of how to collaboratively create valuable healthcare service for the patient, offers 
a new perspective that might help. The scoping review aimed at identifying and analysing 
factors facilitating co-production between immigrant patients and healthcare professionals.
Methods: We searched seven scientific databases for peer-reviewed publications of all study 
designs. Two reviewers independently screened the publications for eligibility and performed 
data extraction. Data were analysed by applying an inductive, interpretive approach for data 
synthesis.
Results: Fifteen publications were included for analysis. We identified six factors hat facilitate 
co-production: 1) prioritizing co-production in the organization, 2) providing a safe environ
ment that promotes trust and patience, 3) using a language the patient understands, 4) 
respecting the patient’s knowledge and priorities, 5) improvising with knowledge and cour
age, and 6) engaging in self-reflection.
Conclusions: The scoping review illustrated that co-production with immigrant patients can 
be successful if the system and professionals are interested and prepared. Immigrant patients 
could be a valuable source of information and powerful co-producers of their own health. The 
study contributed to a growing body of research on patient-professional co-production in 
healthcare and might also prove relevant for other disadvantaged patient groups.
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Introduction

Immigrant patients face major obstacles when acces
sing the healthcare system in their new homeland 
(Derose et al., 2007). Limited language proficiency, 
immigration status, socioeconomic background, 
stigma, and policies on access to healthcare limit 
their opportunities to access and be involved in 
obtaining and using healthcare services (Brämberg 
et al., 2010). Refugee patients are even more vulner
able due to their experiences with marginalization, 
poverty, high stress of displacement (Langlois et al., 
2016) as well as complex medical problems and 
trauma history (Adams et al., 2004). As a result, immi
grant and refugee patients are at significant risk of 
receiving lower quality of care (Derose et al., 2007). 
Healthcare professionals may have insufficient knowl
edge of cultural issues. Immigrant and refugee 
patients on the other side are members of 
a heterogeneous population with a diverse mixture 
of cultures (Dias et al., 2012). Hence, it may be chal
lenging for healthcare professionals to decode, and 
invite behaviours that include prejudice, stereotyping, 

and/or avoidance (Ahmed et al., 2017; Derose et al., 
2007). Moreover, these aspects may influence profes
sional behaviour and communication to become 
more directive, which effectively limits shared deci
sion-making.

Based on the notion that a person’s health is not 
easily “outsourced” to someone else and that invol
ving patients in their healthcare process can improve 
the quality of care, healthcare systems are increasingly 
seeking innovative strategies to create healthcare ser
vice in patient-professional partnerships (Coulter & 
Ellins, 2006). These approaches invite active participa
tion in the medical consultation by asking questions, 
sharing their resources and social support, and by 
expressing their concerns and expectations. 
Immigrant patients, however, are reluctant to engage 
with the healthcare system and tend to be hesitant 
when speaking with healthcare professionals (Ahmed 
et al., 2017). The commonly applied approaches for 
person-centred healthcare are especially challenging 
for immigrant patients. The complexity makes it chal
lenging to offer high-quality person-centred 
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healthcare. We need perspectives that will help 
explore the patient-professional relationship and the 
co-creation of healthcare services that will offer the 
best possible value in the healthcare service delivery.

Co-production of healthcare service

The contemporary dialogue on person-centred care 
implies that healthcare service is a product, manufac
tured by healthcare professionals and their systems 
for patients as consumers. This product-dominant 
thinking limits the sharing of the professional/patient 
interdependent work of effectively creating and using 
a healthcare service. Further, it limits user involve
ment and constrains the interdependent roles of pro
fessionals and users (Batalden et al., 2015). From 
a service management perspective, all public service 
is inevitably co-produced in a holistic and dynamic 
service system, and value is created in a process that 
is not voluntary but rather intrinsic to the nature of 
public service itself (Osborne et al., 2016). This view is 
shared by Batalden et al. (2015) who claim that “ser
vices, unlike products, always are co-produced by ser
vice professionals and service users”. Thus, healthcare 
service is co-produced by healthcare professionals 
and patients as a contribution to patient health 

(Batalden et al., 2015). Co-production recognizes that 
all people have resources such as their knowledge, 
skills, habits, and families and communities that can 
support their effort towards their health and well- 
being (Loeffler et al., 2013).

Batalden’s conceptual model of healthcare service 
co-production proposes a framework (Figure 1) in 
which patients and professionals interact as interdepen
dent participants within a healthcare system. At its core, 
the model recognizes at least three levels of a co- 
productive relationship. First, (and most basic) good 
service co-production requires civil discourse with trust
ing, respectful interaction and effective communication. 
Second, (and more intensively) shared planning invites 
a deeper understanding of one another’s expertise, 
resources, and values. Third, (and most intensively) 
shared execution demands trust, shared goals, mutual 
responsibility, and accountability for performance. 
Moreover, these interactions and relationships are influ
enced by the structures of the healthcare system as well 
as by other social forces or services at work in the wider 
community (Batalden et al., 2015).

Co-production is not a new delivery mechanism for 
care services. It is an approach that affirms the differ
ences between a “manufactured product” and a “co- 
created service”. It supports, values, and builds on 

Figure 1. Conceptual model of healthcare service co-production (Batalden et al., 2015).
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a collaborative relationship between those persons 
acting in the roles of the user (patient) and profes
sional (Needham & Carr, 2009). It offers new perspec
tives on opportunities for healthcare service 
improvement. It invites a better understanding of 
the relational and contextual facilitators and support 
for the work and use of resources (Hardyman et al., 
2015). It further invites more investigation of the pro
cesses of co-production in practice, including the 
practices for involving patients and their efforts to 
improve their own health. Disadvantaged service 
users (such as immigrant patients) tend to co- 
produce less due to lack of knowledge and other 
resources, but if co-production activities are designed 
to lift these underlying constraints, they may increase 
both efficiency and equity in the service delivery 
(Jakobsen & Andersen, 2013). Thus, this scoping 
review aimed at exploring the existing literature on 
healthcare service co-production with immigrant 
patients. The literature search was guided by objec
tives to identify and analyse factors facilitating the co- 
production of healthcare service between immigrant 
patients and healthcare professionals.

Materials and methods

The scoping review methodology is useful for system
atically examining a broad range of evidence to 
underpin a certain research area and identify implica
tions for policy and practice (Tricco et al., 2016), and 
was therefore particularly suitable for the purpose of 
this review study. We previously published a review 
protocol (Anonymous, 2018) that included more 
extensive descriptions of the research’s background. 
This scoping review was reported using the Preferred 
Reporting Items for Systematic reviews and Meta- 
Analyses extension for Scoping Reviews (PRISMA- 
ScR) (Tricco et al., 2018).

Eligibility criteria

Participants
We included both sides of the co-productive relation
ship, immigrant patients and healthcare professionals, 
as participants. We searched for literature on immi
grant patients of any origin, age, or sex. Refugee 
patients share many similarities with immigrants in 
terms of challenges and needs when being in a new 
country (Bernard, 1976), and were therefore included 
as well. An ethnic minority is “a group within 
a country or community which has different national 
or cultural traditions from the larger, dominant popu
lation group” (Oxford English Dictionary, 2020). This 
includes immigrants, their descendants, and groups of 
people who were born in a certain country and still 
belong to an ethnic minority (such as Hispanic and 
Latino Americans, Native Americans, and Aborigines). 

Therefore, search terms such as “ethnic minority” or 
“descendant” were included in the search to include 
potential useful insights relevant for immigrants. 
Studies with all types of healthcare professionals 
were eligible for inclusion.

Concept
The core concept examined by the scoping review is 
the co-production of healthcare service. More specifi
cally, we searched for literature that provided insight 
into the patient-professional interaction in which they 
work together to co-produce the patient’s health. Co- 
production as a conceptual name for shared work of 
healthcare services was only recently introduced to 
healthcare (Batalden et al., 2015). Therefore, we also 
included studies on earlier and related conceptual 
names such as patient-centeredness, patient- 
professional communication, relationship, involvement, 
and self-management. We specifically searched for stu
dies that either aimed at establishing a collaborative/ 
co-productive patient-professional relationship or used 
co-productive principles to reach a certain patient- 
related goal. They included publications on lessons 
learned, intervention evaluations, narratives from 
case studies, or patient/professional experiences. 
Publications using the concept of participation only 
for one-sided needs assessment purposes were 
excluded unless the particular inquiry was on the 
topic of co-production or the collaborative patient- 
professional relationship. Further, we excluded publi
cations that mention a need for co-productive/colla
borative patient-professional relationships merely as 
a recommendation, without further details on how 
to achieve that goal. Because of our focus on the 
relationship between patient and healthcare profes
sional, we excluded publications concerning patient 
participation in research.

Context
The primary and secondary healthcare sectors served 
as potential settings for co-production. Primary 
healthcare settings included for example, be general 
practitioners, specialists, home care, or nursing 
homes. Settings in the secondary healthcare sector 
could be any public, private, somatic, or psychiatric 
hospital. All types of healthcare services available for 
patients in ambulatory care, daycare, long-term care 
were included.

Information sources and search strategy

The first author designed and conducted the litera
ture search with the support from the author group 
and two research librarians. An initial search in the 
PubMed and Scopus databases resulted in 1018 hits 
in PubMed and 159 in Scopus. We then applied the 
final keywords and index terms in the PubMed, 
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Scopus, Ovid EMBASE, EBSCO CINAHL, EBSCO 
PsycINFO, Cochrane Library, and Web of Science data
bases. We included peer-reviewed journal papers of 
all study designs, without geographic limits, if they 
were written in English, German or Scandinavian lan
guages. We identified studies between January 2007 
and December 2019. The search year 2007 was 
selected because around that time “patient-centred 
care” started to appear frequently in the medical 
literature as a conceptual name (Laine & Davidoff, 
1996). We conducted a follow-up search in July 2020 
to check for new studies being published since the 
first search. The search strategy used in PubMed is 
illustrated in Appendix_A. Six authors were contacted 
for further details on their research (three replies 
received). We used EndNote to remove duplicates 
and store bibliographic information. All reference 
lists of the included articles for full-text reading were 
also screened for additional results.

Selection of sources of evidence

Citations were transferred to and screened in the 
web-based screening software Covidence (www.covi 
dence.org). Two reviewers (CR-K, AN) screened titles 
and abstracts, using the above-formulated eligibility 
criteria and marked them “include”, “exclude”, or 
“relevant for other purposes”. This screening process 
was pilot-tested on twenty articles before the 
reviewers continued to screen independently. 
Disagreements were resolved to consensus through 
discussion and passed to a third reviewer (CvP) for 
final resolution if the issue could not be resolved. The 
same two reviewers (CR-K, AN) conducted the full-text 
screening, which again was pilot-tested on a random 
sample of five articles.

Data charting process

Study characteristics extracted were: authors, year, 
country, aim, patient group, healthcare professional, 
setting, and the identified co-production element. For 
results, we abstracted data on factors that may influ
ence the individual co-productive patient-professional 
relationship or factors related to the healthcare orga
nization and wider community. We searched for co- 
production as an underlying phenomenon in the 
interaction and communication between immigrant 
patients and healthcare professionals. Co-production 
was not necessarily named per se or an immediate 
objective of the included studies.

Full data extraction began after a pilot test on 
a random sample of five articles. Two reviewers each 
independently abstracted the articles’ characteristics 
(CR-K, BRT) and results (CR-K, AN), followed by con
sensus discussions. Discrepancies in findings were 
resolved in an open and critical dialog. We did not 

critically appraise the methodological quality of the 
individual articles, which is consistent with the proce
dure in scoping reviews (Tricco et al., 2018). Instead, 
we aimed at prioritizing papers that appeared to be 
relevant for the review rather than particular study 
types or methodological standards.

Synthesis of results

We applied an inductive and interpretive approach to 
identify factors influencing co-production. Text mate
rial was read repeatedly and relevant notes were 
transcribed inductively. The notes were sorted by 
identifying recurring themes and then grouped into 
categories and subcategories. In this process, coding 
evolved from being simply descriptive to be more 
interpretive. Data were analysed and categorized by 
one author (CR-K) as the team engaged in an ongoing 
discussion of results. The final list of factors influen
cing co-production was consolidated in team discus
sions. After discussing the results, the identified 
factors from the inductive analysis were linked to 
the core concepts of Batalden et al’s co-production 
model (Batalden et al., 2015).

Results

Search results and included studies

Based on our search strategy, we retrieved a total of 
3394 peer-reviewed studies. After removing duplicates 
and screening titles and abstracts, 50 full-text articles 
were retrieved. Of these, 35 articles did not meet the 
inclusion criteria. Most of them (n = 26) were excluded 
because they did not contain details on co-production 
as the joint co-production activity between patient and 
professional. We included 14 peer-reviewed articles 
(Balachandra et al., 2009; Balán et al., 2013; Benson 
et al., 2010; Borkan et al., 2008; Brassart et al., 2017; 
Cochran et al., 2017; DeCamp et al., 2015; Kaltman 
et al., 2016; King et al., 2015; Lee et al., 2009; Mead 
et al., 2013; Mendenhall et al., 2008; Naldemirci et al., 
2018; Polo et al., 2012) for further analysis.

A follow-up search before submitting the manu
script resulted in one additional article to be included 
(Alegria et al., 2020). The study selection process is 
presented in the PRISMA-ScR flowchart in Figure 2.

Of the 15 included scientific articles, nine were 
from the USA. The remaining five articles were from 
Australia, Canada, and Sweden. The majority (n = 12) 
of studies were based on primary research. Patient 
groups were described as being migrant/immigrant 
patients (n = 6), ethnic minority/Latino patients 
(n = 6), and refugee patients (n = 3). All articles 
involved nurses and/or physicians as healthcare pro
fessionals. Sometimes third parties were mentioned 
such as outreach coordinator, interpreter, social 
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workers, and bilingual care manager. Six articles took 
place in a hospital setting, six in a primary healthcare 
setting, and three in a mental healthcare setting. More 
than half of the articles (n = 8) described the imple
mentation of new (co-productive) approaches to e.g., 
improving healthcare services, self-management, or 
patient involvement. The remaining articles described 
experiences with established routines built on co- 
productive principles. Study characteristics are pre
sented in Table I.

Six factors in the co-production of healthcare 
services with immigrant patients

We identified six factors in the work that facilitate co- 
production with immigrant patients (Table II). In the 
usual temporal order of a healthcare service, factors 
one and two should be done before, step three, four 
and five during, and step six during and/or after the 
direct interaction between an immigrant patient and 
the healthcare professional.

Prioritizing co-production in the organization
From the included studies it became apparent that 
a key facilitator for co-production was the health
care organization’s willingness to be flexible and 
actively support an approach that recognizes the 
diversity of patients in terms of background, prior 
experiences, and nature of the problem 
(Balachandra et al., 2009; Brassart et al., 2017; 
Cochran et al., 2017; King et al., 2015; Lee et al., 
2009; Mendenhall et al., 2008). First and foremost, 
this required a shared commitment to the “why” 
and “how-to” to co-produce from both management 
(top-down) and healthcare professionals (bottom- 
up). This commitment also implied, having an 
agreement that allowed co-production to become 
an integrated part of the organizational structures 
instead of treating it as a “tokenistic gesture” oper
ating outside the system (Lee et al., 2009; 
Mendenhall et al., 2008).

Organizational support was accompanied by 
resources and time allocated for a range of new (and 

Figure 2. PRISMA flowchart showing the study selection process.
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maybe unusual) organizational practices and habits: 
allowing longer/more frequent consultations 
(Balachandra et al., 2009; Brassart et al., 2017; King 
et al., 2015; Lee et al., 2009; Mead et al., 2013); flexible 
meeting times (Lee et al., 2009; Mendenhall et al., 2008); 
having the possibility of using interpretation services 
(Balachandra et al., 2009; Borkan et al., 2008; Brassart 
et al., 2017; DeCamp et al., 2015); guaranteeing 

continuity in care (Balachandra et al., 2009; Lee et al., 
2009); and in some cases even doing home visits 
(Brassart et al., 2017). Displaying flexibility when enga
ging with a patient in new ways (King et al., 2015; Lee 
et al., 2009) or coordinating collaborations with other 
disciplines (Balachandra et al., 2009; Lee et al., 2009; 
Mendenhall et al., 2008) also strongly facilitated the co- 
production of healthcare service.

Table I. Characteristics of included studies.
Authors 
Year Country Aim of the article Patient group

Healthcare 
professionals Setting Co-production element

Intervention studies
(Balán et al., 

2013)
USA Describe experiences with 

a motivational 
pharmacotherapy intervention

Spanish- 
speaking 

immigrant 
patients

Psychiatrists Psychiatric 
clinic

Co-productive counselling to 
improve treatment adherence

(DeCamp 
et al., 
2015)

USA Describe experiences with family 
advisory groups for clinics and 

hospitals

Latina mothers Healthcare 
professionals

Primary 
healthcare 

setting

Identify and address areas for 
healthcare improvement in 

a co-productive process
(Lee et al., 

2009)
Australia Describing experiences of 

a consumer reference group 
to understand barriers for 

migrant patients

Ethnic women Healthcare 
professionals

Primary 
healthcare 

setting

Patient participation in primary 
health care programme 
planning and services

(Kaltman 
et al., 
2016)

USA Measuring the effectiveness of 
an integrated self- 

management intervention

Latino patients Healthcare 
professionals

Primary 
healthcare 

setting

Co-production of an intervention 
for diabetes and depression self- 

management
(Polo et al., 

2012)
USA Describing benefits and 

challenges of strategies 
aiming at increasing patient 

participation

Latino patients Bilingual care 
managers, 
healthcare 

professionals

Mental 
healthcare 

setting

Individuals’ contribution to co- 
production of healthcare service

Interview studies
(King et al., 

2015)
Canada Examining strategies to enhance 

culturally sensitive care in 
paediatric rehabilitation

Immigrant 
parents of 

children 
with 

disabilities

Social workers, 
occupational 
and speech 

therapist

Hospital 
setting

Tools for and approaches to co- 
productive culturally sensitive 

care

(Brassart 
et al., 
2017)

Canada Describing barriers to and 
strategies for treatment 

engagement

Immigrant 
parents 
raising 

a child with 
a disability

Healthcare 
professional

Hospital 
setting

Engagement in and understanding 
of the therapeutic process of 

immigrant parents raising 
a child with a disability

(Naldemirci 
et al., 
2018)

Sweden Describing the risks of person- 
centred care in three research 

projects

Migrant 
patients

Healthcare 
professionals

Healthcare 
setting 

(used for 
community 

setting)

Co-production in person-centred 
care routines (patient narrative, 

partnership, and 
documentation)

Case studies
(Mendenhall 

et al., 
2008)

USA Describing the clinical journey of 
a refugee patient

Refugee 
patient

Healthcare  
professionals, 

outreach 
coordinator

Primary 
healthcare 

setting

A co-productive partnership 
between patient and healthcare 

professionals

(Balachandra 
et al., 
2009)

USA Describing the clinical journey of 
a refugee patient

Refugee 
patient

Healthcare 
professionals, 
Interpreters

Primary 
healthcare 

setting

Co-production between patient 
and health care professionals

(Cochran 
et al., 
2017)

USA Describing the tragic medical 
case of a Pakistani immigrant 

family

Immigrant 
parents to 

a terminally 
ill child

Healthcare 
professionals

Hospital 
setting

Cultural humility in shared 
decision-making

Systematic review
(Mead et al., 

2013)
USA Review of literature on shared- 

decision making
Minority 

patients
Healthcare 
professionals

Hospital 
setting

Factors influencing co-production 
with minority patients

Other publications
(Borkan et al., 

2008)
USA Perspective paper describing 

a framework for quality care 
that relates to ethnicity-based 

on case examples

Migrant 
patients

Healthcare 
professionals

Hospital 
setting

Approaches and tools to achieve 
co-productive cultural 

competency and humility

(Benson 
et al., 
2010)

Australia Editorial describing a refugee’s 
experiences of mental health 

services

Refugee 
patient

Healthcare 
professionals

Hospital 
setting

The role of narrative competence 
in co-producing a patient’s 

diagnosis and treatment
(Alegria et al., 

2020)
USA Editorial describing lessons learnt 

about how to engage ethnic 
minorities

Minority 
patients

Healthcare 
professionals

Mental 
healthcare 

setting

The role of egalitarian 
collaboration in the clinical 

encounter
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Providing a safe environment that promotes trust 
and patience
Before the patient and the professional could reach 
a state at which it was natural for them to find solu
tions together, they needed to create a safe environ
ment for sharing one’s viewpoints and concerns 
(Alegria et al., 2020; Balachandra et al., 2009; Benson 
et al., 2010; Brassart et al., 2017; Cochran et al., 2017; 
DeCamp et al., 2015; Lee et al., 2009; Naldemirci et al., 
2018; Polo et al., 2012). In this process of getting to 
know one another, patients became more familiar 
with the dynamics of the healthcare system. The pro
fessionals on the other side had the unique opportu
nity to become culturally aware and learn more about 
a patient and his/her background story (Alegria et al., 
2020; Benson et al., 2010; Brassart et al., 2017). In 
several studies, being prepared to exercise patience 
and allowing trust to build incrementally seemed to 
result in more engaged and active patients 
(Balachandra et al., 2009; Benson et al., 2010; 
DeCamp et al., 2015; Lee et al., 2009; Polo et al., 
2012). With time, they started to feel more comforta
ble to give honest feedback, talk more openly, and 
ask questions (Balachandra et al., 2009; DeCamp et al., 
2015). Carrying out simple acts of kindness, empathy, 
respect, and even humour showed to be essential 
tools when working across cultures and also include 
the professional as part of the therapy (Benson et al., 
2010; Cochran et al., 2017).

Ultimately, it was the message of “I see you, I hear 
you and I try to understand you” that contributed to 
giving the patient the feeling of being respected and 
listened to. To create a safe environment for the 
patient to tell his story was hereby an important 
starting point for any collaborative relationship.

Using a language the patient understands
Communicating in a language the patient under
stands was described in more than half of the 
included articles as a key prerequisite for successful 
co-production patient and professional (Alegria et al., 
2020; Balachandra et al., 2009; Benson et al., 2010; 
Borkan et al., 2008; Brassart et al., 2017; King et al., 
2015; Lee et al., 2009; Mead et al., 2013; Polo et al., 
2012). The importance of communication began 
when welcoming the patient. Simple acts of kindness, 
such as asking a few personal questions at the begin
ning of the conversation, could make a big difference 
in starting the conversation (Benson et al., 2010; 
Brassart et al., 2017; King et al., 2015). Professionals 
in the included publications would calculate extra 
time to explain, re-explain if necessary, ask questions 
to ascertain understanding, or give time to absorb 
information and room for the patient to ask questions 
(Balachandra et al., 2009; Brassart et al., 2017; King 
et al., 2015; Polo et al., 2012).

We identified a range of communication strategies 
used in the included articles: a) speaking slowly, clearly 
and using simple words without jargon (Alegria et al., 
2020; Brassart et al., 2017; King et al., 2015; Lee et al., 
2009); b) using simple tools such as written down 
instructions, visual materials as well as using gestures 
and metaphors (Brassart et al., 2017; King et al., 2015); 
and c) paying attention to non-verbal communication 
by observing behaviour and reactions that could indi
cate if more explaining or time for absorption is needed 
(Borkan et al., 2008; Brassart et al., 2017).

Medically competent interpreters were often valu
able assets in the co-production process, especially if 
they supported decoding mutual cultural differences 
instead of simply doing verbatim language translation 

Table II. Factors towards co-production with immigrant patients.
Nr. Factor Underlying strategy How to exactly?

1 Prioritizing co-production in the 
organization

Create consensus on co-production across all 
organization levels 

Allow creativity amongst people working on 
the frontline

No “tokenistic gesture” 
Allocating time and other resources 

Having organizational practices and habits 
for co-production

2 Providing a safe environment that 
promotes trust and patience

Signalizing “I see you, I hear you and I try to 
understand you”

Allowing trust to be built little by little 
Exercising patience

3 Using a language the patient 
understands

“Tune in” on how to communicate with the 
patient

Taking time for friendly, simplified 
communication 

Using a medical competent interpreter
4 Respecting the patient’s knowledge and 

priorities
Create a shared starting point by listening to the 

patient’s story and worries
Learning about the underlying cultural 

background for patient’s priorities 
Considering family situation 

Acknowledging the patient’s resources and 
other priorities 

Including family/society context
5 Improvising with knowledge and 

courage
Be creative in meeting the patient’s needs Tailoring interventions to the patient’s reality 

Including approaches outside the 
biomedical paradigm 

Accepting the open-ended process
6 Engaging in self-reflection Take a step back and do not let harmful 

stereotypes affect your judgement
Being aware of stereotypic views, own norms, 

and values 
Asking questions 

Learning about other cultures
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(Balachandra et al., 2009; Borkan et al., 2008; Brassart 
et al., 2017; Mendenhall et al., 2008). Having the 
opportunity to speak in one’s mother tongue 
increased mutual understanding and gave the patient 
a sense of security that contributed to strengthening 
the patient-professional relationship (DeCamp et al., 
2015; Mendenhall et al., 2008). Despite being able to 
speak another language, feelings and beliefs were 
best expressed in one’s first language (Benson et al., 
2010). Thus, both sides obtained more knowledge 
about each other’s culture (e.g., patient’s cultural con
cerns or organizational routines in the healthcare sys
tem), and with which they might not have been 
familiar (Brassart et al., 2017; Mendenhall et al., 2008).

Basically, healthcare professionals in the included 
studies seemed to make an effort on “tuning in” on 
how the patient felt on the day, existing language and 
communication skills, how much explanation work 
was needed, and how much information the patient 
could absorb. They seemed to be getting a feeling of 
how to talk to one another before even starting the 
therapeutic process.

Respecting the patient’s knowledge and priorities
In several studies, we observed the importance of 
being curious about the patient’s story. Professionals 
practiced wilful exploratory listening to try to learn 
not only about the patient’s priorities but also the 
underlying cultural background for these priorities 
(Alegria et al., 2020; Balán et al., 2013; Benson et al., 
2010; Borkan et al., 2008; Cochran et al., 2017; King 
et al., 2015; Mendenhall et al., 2008; Naldemirci et al., 
2018; Polo et al., 2012). Not all patients desired 
a participatory approach (Brassart et al., 2017; Lee 
et al., 2009), but co-production happened, where 
patient and professional jointly and collaboratively 
determined their respective roles (Brassart et al., 
2017; King et al., 2015; Polo et al., 2012) and co- 
created an understanding of the patient’s situation 
as well as how to move forward (Borkan et al., 2008; 
Brassart et al., 2017; Kaltman et al., 2016; King et al., 
2015; Naldemirci et al., 2018).

As the included studies showed, successful co- 
productive relationships were informed by efforts to 
redress or monitor the imbalance of power between 
patient and professional by sharing power, knowl
edge, expertise, and joint goal setting (Alegria et al., 
2020; Balán et al., 2013; Borkan et al., 2008; Brassart 
et al., 2017; Kaltman et al., 2016; King et al., 2015; 
Naldemirci et al., 2018; Polo et al., 2012). This process 
was further reinforced by helping the patients see 
their viewpoints and contributions being worthwhile 
(Balachandra et al., 2009; Benson et al., 2010; Kaltman 
et al., 2016; Lee et al., 2009; Mead et al., 2013; 
Mendenhall et al., 2008) or by acknowledging alter
native resources such as religious faith as a deep 
source of strength (Benson et al., 2010; DeCamp 

et al., 2015; Mead et al., 2013) or the social context 
such as family and the wider community (Balachandra 
et al., 2009; Benson et al., 2010; Brassart et al., 2017; 
Cochran et al., 2017; King et al., 2015; Mead et al., 
2013; Naldemirci et al., 2018). For some patients, deci
sion-making and the therapeutic process were 
a collective experience shared with their families 
(“family-centred decision-making”). The cultural norm 
of collectivism played a positive role through the 
support and involvement of the family. It could, how
ever, also play an adverse role if increased family 
involvement leads to treatment delay and limited 
disclosure of the condition to the family (Mead et al., 
2013).

In numerous studies we noticed the importance of 
acknowledging other priorities, immigrants might be 
having in their life and that left them practically 
incapable of taking action (Benson et al., 2010; 
Brassart et al., 2017; King et al., 2015). This included 
struggles related to getting acculturated to a new 
country, culture, language or even food, settlement 
issues related to housing, living and employment, 
isolation, grief, and guilt for leaving one’s family, and 
poverty. Reaching a shared understanding of what to 
do, the healthcare professionals had to be aware of 
their own cultural background and how the patients’ 
underlying cultural background was related to their 
opinions and preferences.

At times, healthcare professionals might find their 
norms and values challenged when facing ethical 
dilemmas; for example, when being asked by 
a patient (or patient caregiver) to withhold important 
information or bad news from the family and others, 
to either shield them from pain (Cochran et al., 2017) 
or due to stigma related to their health problem and 
the associated fear of being discriminated (Benson 
et al., 2010; Mead et al., 2013).

Improvising with knowledge and courage
In several publications, tailored interventions took the 
patient’s reality into account by respecting cultural and 
individual preferences (Balán et al., 2013; Kaltman et al., 
2016; King et al., 2015; Mead et al., 2013; Mendenhall 
et al., 2008). Sometimes, usual values and routines of 
modern biomedicine (Benson et al., 2010; Borkan et al., 
2008) or traditional models of shared decision-making 
(Mead et al., 2013), and creative or improvised 
approaches were chosen as the way forward. These 
tailored interventions looked at cultural barriers as 
opportunities for enhanced personalized treatment 
(Cochran et al., 2017), and might be more (cost)effective 
than passively receiving professional services 
(Mendenhall et al., 2008). Examples for unconventional 
alternative approaches were: intentionally replacing 
typical routines with interaction to improve communi
cation (Balán et al., 2013; Kaltman et al., 2016), choosing 
a holistic treatment that is embedded in a patient’s 
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cultural context and not based on diagnostic codes 
(Mendenhall et al., 2008), or simply including 
a patient’s family in the decision-making process 
(Mead et al., 2013).

Being both knowledgeable and creative, improvisa
tion meant trusting an open-ended process that at 
times could be “rich and messy”. It involved for instance, 
leaving room for change for patients to determine the 
direction forward (Balachandra et al., 2009; Balán et al., 
2013; Lee et al., 2009; Mendenhall et al., 2008). This 
implied pacing with patients, not pushing, but guiding 
them with one’s professional opinion so that patients 
did not find themselves in a defensive position (Balán 
et al., 2013; King et al., 2015).

Engaging in self-reflection
In numerous studies, healthcare professionals took 
a step back to not let harmful stereotypical thinking 
about patients’ beliefs, norms, and backgrounds, 
affect their judgement (Benson et al., 2010; Borkan 
et al., 2008; Cochran et al., 2017; Naldemirci et al., 
2018; Polo et al., 2012). On another note, a silent 
patient was not necessarily a patient that does not 
want to communicate. Silence could also be a sign for 
patients to be feeling intimidated by the fact that 
they could not interact as they were used to 
(Benson et al., 2010; King et al., 2015). Here, healthcare 
professionals would apply exploratory listening and 
active questioning to overcome erroneous assump
tions that arose from areas left unexplored (King 
et al., 2015). Others engaged in learning about differ
ent illness explanatory models since somatization in 
many cultures is the only way of expressing psycho
logical distress (Benson et al., 2010); others tried to 
find the middle ground between treating each patient 
as a unique individual and seeing them as a person 
embedded in a “typical” view of their social and cul
tural context (Naldemirci et al., 2018).

Discussion

Analysing the 15 included studies, we created an 
overview of factors that seemed to facilitate a co- 
productive relationship between immigrant patients 
and healthcare professionals in primary, hospital, and 
mental healthcare settings. The studies provided 
insight into how a co-productive relationship could 
be fostered through preparations, practices, and rou
tines before, during, or after the direct patient- 
professional interaction. We identified six facilitating 
factors of work towards healthcare co-production 
with immigrant patients: 1) prioritizing co-production 
in the organization; 2) providing a safe environment 
that promotes trust and patience; 3) using a language 
the patient understands; 4) respecting the patient’s 
knowledge and priorities; 5) improvising with knowl
edge and courage; 6) engaging in self-reflection.

Co-producing healthcare service challenges “total” 
standardization by letting patient and family priorities 
dominate the delivery of healthcare service (Batalden 
et al., 2015). Therefore, prioritizing co-production in 
the organization (factor 1) across and between man
agement and healthcare professionals is one of the 
foundation stones for intentional co-production. Of 
the included literature, only a few studies described 
experiences with established and integrated routines 
influenced by co-productive principles. Co-production 
is a description of the shared work of making a service 
between patient and healthcare professional. 
Therefore, co-production is done in many ways at 
the operational level in both primary healthcare and 
hospital settings. It is not an add-on to the delivery of 
public service but a core element of effective manage
ment of public service on a day-to-day operational 
basis (Osborne & Strokosch, 2013) that requires suffi
cient resources, such as a) organizational flexibility 
with sufficient time and resources, b) good interpret
ing services, and c) collaborating with social services 
and families if needed (Priebe et al., 2011). Despite 
some scepticism about the resource effectiveness of 
co-production (Holland-Hart et al., 2019), allowing 
healthcare services to become shaped and tailored 
by co-productive principles might help avoid costly 
mistakes and be a time- and cost-efficient way of 
meeting a patient’s needs (Elwyn et al., 2019).

In healthcare co-production, the agreement of the 
professional’s role is key. The professional can support, 
encourage, and coordinate the co-production capability 
of the users of a service (patients) and the communities 
in which they live (Bovaird, 2007). This facilitates moving 
beyond tokenism and towards shared power and deci
sion-making. Thus, staff needs to be trained and sup
ported within an organizational context where the value 
of collaborating with a broad diversity of patients is 
clear, embedded, and normal instead of simply invol
ving a narrow and “easy to work with” group of indivi
duals (Ocloo & Matthews, 2016). This is because “totally” 
standardized solutions as manufactured goods provided 
to a patient are still very much alive and engrained in 
our managerial mindsets (Joiner & Lusch, 2016).. 
Ultimately, prioritizing people and relationships rather 
than tight organizational procedures leads to 
a compassionate organization which according to 
Greenhalgh (2013) “supports and shapes compassio
nate behaviour by its members, partly through appro
priate incentives, rewards, and procedures but mainly 
by recognizing that emotions—feeling, caring, loving, 
yearning—are an integral component of our rationality, 
not something that distorts or detracts from it”. 
A compassionate organization recognizes that “kind
ness is a binding, creative, and problem-solving force 
that inspires and focuses the imagination and goodwill. 
It inspires and directs the attention and efforts of people 
and organizations towards building relationships with 
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patients, recognizing their needs, and treating them 
well. Kindness is not a ‘nice’ side issue in the project of 
competitive progress. It is the ‘glue’ of cooperation 
required for such progress to be of most benefit to 
most people (Ballatt et al., 2020)”.

A safe environment that promotes patience and 
trust (factor 2) is another prerequisite for co- 
producing healthcare service with immigrant patients. 
Trust is not a static attribute but develops reciprocally 
as a result of building relationships with one another 
supported by strategies such as emotional/physical 
closeness, humour, or mutual respect (Wilson et al., 
1998). Many patients value a trusting relationship and 
positive attention more than professional compe
tences and expertise. To build trust, patients rely on 
simple and honest signals, and practices such as deep 
inquiry, careful listening, and the display of emotions 
and fears (Riva et al., 2014). Positive and trustful 
encounters are particularly important for patients 
with different cultural backgrounds as they might 
a priori trust health professionals to a lesser extent 
(Doescher et al., 2000), based on prior traumatic 
experiences in their country of origin or during the 
flight (Benson et al., 2010). Others have reservations 
towards the healthcare system because of previous 
negative healthcare service experiences (Naldemirci 
et al., 2018). Some immigrant patients, on the other 
hand, feel compelled to trust the professional because 
cultural and language barriers discourage their ques
tioning of recommendations or active involvement in 
their treatment (Hillen et al., 2018). Due to the reci
procity of trust, healthcare professionals must be pre
pared to trust the decisions and behaviours of service 
users rather than attempt to dictate them (Bovaird, 
2007) even though this implies vulnerability and inter
dependency on the side of healthcare professionals 
(Hupcey et al., 2001). Mastering this challenge, can 
enhance relationships and collaboration and have 
a positive impact on professional well-being and satis
faction (Pellegrini, 2017).

Cultural and linguistic differences between profes
sionals, patients, and their families add further complex
ity to the quest of finding a language the patient 
understands (factor 3) during the clinical encounter 
(O’Toole et al., 2019). Healthcare professionals often 
cannot rely on habitual ways of communicating with 
patients. They have to “tune in” to the immigrant patient 
partner by mobilizing listening skills, empathy, and 
attention to the components of communication that 
are frequently neglected such as para-verbal and non- 
verbal clues (Ranjan et al., 2015). This is especially rele
vant for interacting with people from certain cultural 
backgrounds (most countries in Asia, Africa, the Middle 
East, and South America) who are looking for exactly 
these clues—body language, gestures, facial expres
sions or changes in voice—when filtering meaningful 
information out of a conversation (Hall, 1981).

Doctors especially have been trained to maintain 
a professional distance to avoid emotional involvement 
that might compromise science-informed observation 
and practice (Hardy, 2017). However, expressing empa
thy clearly is beneficial since it allows patients to talk 
more about their symptoms and concerns, thus 
enabling the physician to collect more detailed medical 
and psychosocial information (Coulehan et al., 2001). It 
also contributes to a greater sense of fulfilment and 
reduces the risk of professional burnout especially 
among physicians (Hardy, 2017).

Medical interpreters play an important role in com
munication and co-producing with immigrant 
patients. Skilled medical interpreters are cultural bro
kers that use their cultural competences to include 
the wider social context of the person in their transla
tion of the conversation (Gustafsson et al., 2013). 
Hereby, they facilitate mutual understanding and 
strengthen the relationship between patient and 
healthcare professionals as well as contribute to shap
ing the agenda of the encounter (Baraldi & Gavioli, 
2013; Bischoff et al., 2012). However, healthcare pro
fessionals need training and preparation to commu
nicate effectively through interpreters (Clarke et al., 
2019). They need to consider the set-up of the con
sultation room and their ways of speaking. As 
a pragmatic facilitating step, they might check in 
with the patient and interpreter from time to time 
to make sure that the encounter is going well or if any 
issues should be addressed (Clarke et al., 2019).

Co-production has to take into account an immi
grant patient’s knowledge and priorities (step 4). For 
healthcare professionals, it is unrealistic to be knowl
edgeable about all immigrant patients’ different cultural 
and ethnic backgrounds and social supports. So, the 
professional’s attitude towards the immigrant patient 
and the willingness to accept an immigrant’s cultural 
background is key (Whittal et al., 2017). This includes 
insight into the patient’s willingness and ability to adapt 
to and finally integrate into a new culture. Important 
factors to consider are the resettlement process and the 
learning and supports “surviving” in new surroundings 
(Gonsalves, 1992), the personality, experiences before/ 
during/after migration, and prior traumatic experiences 
(Perreira & Ornelas, 2013).

A good relationship and communication between 
professionals and immigrant patients and their families 
may have its foundation in their “cultural” attitudes 
(combined acculturation orientations) towards one 
another, which may contribute to the quality of care, 
health behaviours and ultimately the quality of life of 
the immigrant (Whittal et al., 2017). The complexity of 
the cultural and biographical background of immigrant 
and refugee patients are strong advocates for explicit 
efforts in the co-production of healthcare. The need to 
access and incorporate sources of information that 
might be unknown or even alien to the healthcare 
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professional puts the patient in a powerful and know
ledgable position. Including the unique and contextual 
way of how a patient experiences illness does not 
require the professional to reject the principles of evi
dence-based medicine. It rather presupposes an inter
pretive approach from the healthcare professional’s side 
to meaningfully draw on all aspects of evidence 
(Greenhalgh, 1999). Unfortunately, healthcare profes
sionals are already all too often under pressure to “deli
ver” as many cures as possible. Confronted with 
a patient’s narrative, they often find themselves at an 
intersection between objective classifications and sub
jective stories. This dilemma should be approached by 
sharing and negotiating both types of knowledge— 
professional and patient—in the quest for co- 
produced solutions (Launer, 1999).

Healthcare professionals often need to improvise 
with knowledge and courage (factor 5) to co-produce 
health care that meets the needs of an immigrant 
patient. Guidelines for science-informed practice may 
be difficult to apply. Medical consultations are rarely 
simple, and uncertainty about the best solution is com
mon. Problems are undifferentiated and symptoms 
vague (Innes et al., 2005). This applies even more to 
heterogeneous groups of immigrant patients with lan
guage as well as cultural and psychological barriers. 
They might have different needs for participating in 
their care. For some, participation means to be listened 
to and taken seriously; others participate by choosing 
from different treatment options (Brämberg et al., 2010). 
Standardized roles and routines, governed by tight 
norms and rules need to be balanced with individual 
customization. Here, co-producing healthcare inevitably 
is a holistic approach, implying tailoring processes and 
services to the understanding, beliefs, wishes, and needs 
of the patient and the family (Greenfield et al., 2018). In 
other words, healthcare professionals have to make 
sense of an immigrant patient’s narrative and integrate 
this knowledge in the usual work processes in health
care. Weick (1995) describes this process of sensemak
ing as the “diagnostic process directed at constructing 
plausible interpretations of ambiguous cues that are 
sufficient to sustain action”. Embracing uncertainty and 
unpredictability may enable healthcare professionals to 
improvise and to find creative solutions with their immi
grant patients (Innes et al., 2005).

Engaging in self-reflection (factor 6) is a crucial 
component in providing and maintaining quality 
care. Pre-established assumptions or stereotypic 
views about immigrant patients’ behaviour, norms, 
or preferences could lead to too much or too little 
(Borkan et al., 2008; Cochran et al., 2017). Some 
healthcare professionals try to avoid stereotyping by 
claiming to be socially and culturally neutral and 
treating each patient without any assumptions at all. 
This view makes them effectively deny the role of 
sociocultural factors that affect both the patient and 

themselves (Beagan & Kumas-Tan, 2009). Therefore, 
self-reflection concerning immigrant patients includes 
being aware of and humble about how a person’s 
culture can impact health behaviours. This awareness 
can be used to cultivate sensitive approaches in treat
ing patients (Prasad et al., 2016).

In general, being able to reflect, requires the skill to 
notice the prompt or trigger that can help stimulate 
reflection. This prompt—often a dilemma or moment 
of uncertainty about what should be done—can lead 
to exploring and challenging one’s underlying 
assumptions, beliefs, motives, and values (Murdoch- 
Eaton & Sandars, 2014). Also, it can stimulate critical 
reflection on how to improve one’s competence and 
do things differently the next time (Fragkos, 2016).

Informal positive feedback and patient narratives 
can also be powerful triggers for reflection (Jones 
et al., 2020). Positive feedback on patient experience 
such as thank you cards or hugs not only impacts 
healthcare professionals’ reflections on what they 
had done well but also valorizes their work. Hearing 
patients’ stories can also stimulate reflection since it 
challenges healthcare professionals to think more 
deeply about their own attitudes and behaviours, 
and as a result, adjust their approach to communicat
ing and interacting with patients. Although, informal 
feedback can be seen as highly powerful, in practice it 
is rarely used systematically and thus, left to the 
individual to recognize it as a trigger for reflection 
(Jones et al., 2020).

Linkage to the conceptual model of healthcare 
service co-production

The relationship and interaction between patient and 
professional lies at the core of the conceptual model 
of healthcare service co-production. The model also 
explicitly recognizes the important support of both 
the healthcare system and the community (Batalden 
et al., 2015). The six identified factors in the co- 
production with immigrant patients are very well 
aligned with and support the principles of the con
ceptual model.

The importance of having explicit values and prac
tices that support co-production (factor one) in the 
healthcare system was explicitly described above. The 
relevance of community and society focuses on under
standing the patient, potential other stress factors and 
distractions, cultural aspects, and the support systems 
that influence a patient’s ability and willingness to co- 
produce. Civil discourse could be linked to several 
factors in our results. Providing a safe and trustworthy 
environment requires a civil discourse based on 
respectful and trusting patient interaction (factor 
two). Furthermore, civil discourse with immigrant 
patients requires effective communication with 
adjusted communication strategies and tools as well 
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as the use of medically competent interpreters (factor 
three). Civil discourse also comes into play when 
creating a shared understanding of the story, worries, 
and preferences of the patient (factor four). Last, 
reflecting on one’s assumptions and beliefs can trig
ger healthcare professionals to improve their compe
tences and thus contribute to a better civil discourse 
(factor six). Co-planning invites a deeper understand
ing of one another’s expertise, values, and accessible 
resources. The last core concept of co-execution 
relates directly to improvising with knowledge and 
courage (factor five). Healthcare professionals often 
have to choose alternative sometimes unconven
tional, innovative approaches based on shared goal- 
setting, resource availability and the work to be done 
by patient and professional to tailor an intervention to 
the situation.

Strengths, limitations and methodological 
considerations

To our knowledge, this review was the first to system
atically retrieve and summarize the literature on 
healthcare service co-production with immigrant 
patients. Despite the increasing interest in co- 
production research around the world (Bovaird 
et al., 2019), all included publications originated 
from (statistically) more developed parts of the 
world. This might be associated with the fact that 
more than half of all international migrants live in 
Europe and Northern America. Also, over the last 
ten years, major migration streams consisted of refu
gee movements, reflecting crises, conflicts, or 
instability (United Nations, 2019). Nine of the 14 
included articles were from the USA. This might be 
the result of including ethnic minorities (such as 
Hispanic and Latino Americans) in the search strat
egy. These limitations might limit the transferability 
of the scoping review findings. They however also 
show the need for more research on individual 
healthcare service co-production with vulnerable 
patient groups such as immigrants and refugees in 
other countries. This scoping review is based on 
a western research perspective. Here, it would be 
valuable to conduct similar research on co- 
production in collaboration with researchers from 
the immigrants’ countries of origin.

The concept of co-production lacks a single, uni
versally applicable definition. It is used in a variety of 
collaborative arrangements in different contexts invol
ving a wide range of actors and benefits from an 
operational definition when used (Osborne & 
Strokosch, 2013). The term is newly applied in health
care. For these reasons, it was challenging to build 
a well-balanced search strategy that captures relevant 
historical literature. We struggled to create our opera
tional definition of the term and did not want 

a definition that forced us to overlook relevant pub
lications. On the other hand, we needed a clear frame 
to find relevant publications.

We also screened the literature for related con
cepts such as patient-professional communication, 
collaboration, and participation. These neighbour
ing concepts often overlapped with co-production 
but the origins and use of the terminologies are 
different. In retrospect, we realized that including 
search terms such as “culturally competent care” 
and “transcultural care” might have further 
strengthened the internal validity of our results 
since co-production with immigrant patients to 
a great extent is about culturally competent care. 
The screening and inclusion phase of our study 
turned out to be an interpretive process. Often, 
the dynamics behind co-productive processes 
between patient and healthcare professional were 
either hidden between the lines or not at all 
described in sufficient detail in the historical litera
ture sources. Therefore, the presence of two 
reviewers was essential in order to ensure internal 
validity and avoid reviewer bias. Some publications 
could be excluded because their view of participa
tion did not move beyond “consulting” patients on 
their perspectives without involving them in find
ing a co-produced solution. Due to the time gap 
between the first literature search and manuscript 
submission, we did a second search which resulted 
in one additional article to be added to the review. 
The additional study did not present new insights, 
that were not already raised in the result section 
before.

We only included peer-reviewed publications in 
scientific databases. Searching unpublished litera
ture on co-production and narrative accounts of 
immigrants in healthcare would most probably pro
vide a broader range of results. However, searching 
this amount of unpublished and non-peer-reviewed 
literature without geographic limitation goes 
beyond the scope of this study. Searching unpub
lished literature in only one or two geographical 
areas, on the other hand, would have coloured the 
results due to differences in medical culture and 
systems.

The lack of quality appraisal of the included pub
lications is a clear limitation of scoping reviews. It is 
further complicated by the quality criteria used. 
However, our aim was not to find the best quality 
evidence but to provide an overview of the evidence 
available in a still scattered described area of research 
within healthcare.

Conclusion

In this scoping review, we set out to identify and 
analyse factors that facilitate a co-productive 
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relationship between immigrant patients and health
care professionals. Against common belief that immi
grant and refugee patients might be less likely to 
engage in their own healthcare, we found evidence 
that immigrant patients and professionals could co- 
produce healthcare service. They did so by collabora
tively building on the patient’s narrative and/or solu
tion for the patient’s situation. We present the results 
of the review as six factors that might be considered 
before, during and after the direct interaction 
between patient and professional: 1) prioritizing co- 
production in the organization; 2) providing a safe 
environment that promotes trust and patience; 3) 
using a language the patient understands; 4) respect
ing the patient’s knowledge and priorities; 5) impro
vising with knowledge and courage; 6) engaging in 
self-reflection. These factors expand known recom
mendations for relationships between healthcare pro
fessionals and patients. To include the heterogeneous 
group of immigrant patients added useful new insight 
for co-producing with a patient group that healthcare 
professionals often find difficult to approach, commu
nicate, collaborate, and find solutions with.

To our knowledge, this was the first study to 
explore the concept of co-production of healthcare 
services with immigrant patients. The results con
tribute to the growing body of research on how 
patient-professional co-production can be estab
lished, implemented, and create value in terms of 
advancing health problems and contributing to 
patient wellbeing. Further research should explore 
the processes, values, and dynamics of co- 
production between immigrant patients and 
healthcare professionals in different geographic 
contexts and health care settings. Ethnographic 
field research informed by these factors and speci
fically focusing on the co-production dynamics 
between immigrant patients and professionals 
offers one such possibility. Healthcare profes
sionals’ development might explicitly offer atten
tion to the development of useful knowledge, skill, 
and habits. Organizational leadership might 
explore the creation of conditions that offer 
a better understanding of the rich sources of infor
mation that immigrant patients offer in their 
search for ever better value services and fewer 
costs of wasteful interventions. Finally, when the 
system and healthcare professionals prepare well, 
immigrant patients seem able to be powerful co- 
producers of their own health.
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Appendices

Appendix A. PubMed search strategy and results.

9 December 2019
Title/ 

abstract

Block 1

1 Coproduction OR co-production OR coproduce OR co-produce OR coproducing OR co-producing 2.269
2 Cocreation OR co-creation OR cocreate OR co-create OR cocreating OR co-creating 616
3 Codesign OR co-design OR codesigning OR co-designing 678

4 Cooperation OR co-operation OR cooperate OR co-operate OR cooperating OR co-operating 70.116
5 Collaboration OR collaborate OR collaborating 79.684

6 Co-care 18
9 “patient participation” OR “patient involvement” OR “patient empowerment” OR “patient activation” 6.620

10 “Relationship-centered care” OR “relationship-centred care” 174
11 “patient-centered care” OR “patient-centred care” OR “patient-focused care” 6.912

12 “patient-centered nursing” OR “patient-centred nursing” 85
13 “patient-centered communication” OR “patient-centred communication” 639
14 Patient-centeredness OR patient-centredness 1.394

15 “shared decision-making” 7.495
16 “cross-cultural communication” OR “culturally competent care” 803

17 “patient-provider relation” OR “patient-provider relations” OR “patient-provider relationship” OR “patient-provider relationships” OR 
“patient-provider communication” OR “patient-provider communications” OR “patient-provider interaction” OR “patient-provider 
interactions”

2.243

18 “patient-physician relation” OR “patient-physician relations” OR “patient-physician relationship” OR “patient-physician relationships” 
OR “patient-physician communication” OR “patient-physician communications” OR “patient-physician interaction” OR “patient- 
physician interactions”

2.392

19 “patient-doctor relation” OR “patient-doctor relations” OR “patient-doctor relationship” OR “patient-doctor relationships” OR 
“patient-doctor communication” OR “patient-doctor communications” OR “patient-doctor interaction” OR “patient-doctor 
interactions”

883

20 “patient-nurse relation” OR “patient-nurse relations” OR “patient-nurse relationship” OR “patient-nurse relationships” OR “patient- 
nurse communication” OR “patient-nurse communications” OR “patient-nurse interaction” OR “patient-nurse interactions”

171

21 “patient-hospital relation” OR “patient-hospital relations” OR “patient-hospital relationship” OR “patient-hospital relationships” OR 
“patient-hospital communication” OR “patient-hospital communications” OR “patient-hospital interaction” OR “patient-hospital 
interactions”

10

22 (((((“Patient Participation”[Mesh]) OR “Community Participation”[Mesh]) OR “Patient-Centered Care”[Mesh]) OR “Decision 
Making”[Mesh]) OR “Hospital-Patient Relations”[Mesh]) OR “Physician-Patient Relations”[Mesh] OR “Culturally competent 
care”[Mesh]

307.973

23 Or/1-22 465.523
Block 2

24 Migrant OR migrants 18.751

25 Immigrant OR immigrants 24.342
26 “ethnic minority” OR “ethnic minorities” OR “ethnic minority group” OR “ethnic minority groups” 10.547

27 Refugee OR refugees 10.136
28 “asylum seeker” OR “asylum seekers” 1.506

29 Descendant OR descendants 5.445
30 “undocumented immigrant” OR “undocumented immigrants” OR “illegal immigrant” OR “illegal immigrants” 585
31 (((“Emigrants and Immigrants”[Mesh]) OR “Transients and Migrants”[Mesh]) OR “Refugees”[Mesh]) OR “Undocumented 

Immigrants”[Mesh]
30.643

32 OR/24-31 71.957
Block 3

33 “healthcare service” OR “healthcare services” OR “health care service” OR “health care services” 23.170
“delivery of healthcare” OR “delivery of health care” 11.650
“Integrated delivery of healthcare” OR “Integrated delivery of health care” 27

37 ((“Health Services”[Mesh]) OR (“Delivery of Health Care”[Mesh] OR “Delivery of Health Care, Integrated”[Mesh])) 2.681.002
38 OR/33-37 2.691.281

39 23 AND 32 AND 38 2.300
23 AND 32 AND 38 only: English, Swedish, Norwegian, Danish, German 2.197

From 2007 onwards 1.604
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