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INTRODUCTION
1.1 Background
According to the World Health Organisation, an Acquired Brain Injury (ABI) is: ‘damage to the brain which occurs after birth and is not related to a congenital or a degenerative disease. These impairments may be temporary or permanent and cause partial or functional disability or psychological maladjustment’ (World Health Organisation, 1996, quoted in Brain Injury Matters (BIM) Strategic Plan 2023–2026: 1). ABI includes Traumatic Brain Injury (TBI) caused by road traffic accidents, assaults and other traumas, and non-TBIs related to stroke, brain tumour, meningitis and other medical conditions.
In 2023-24, there were an estimated 335,409 hospital admissions for ABI in the United Kingdom (UK), including 143,446 admissions for stroke (Headway statistics); in Northern Ireland, the total was 9,529.1 In 2018, the estimated cost of TBI was £15 billion based on premature death, health and social care, lost work contributions and continuing disability – a sum equivalent to 10% of the then total NHS budget (All Party Parliamentary Group on Acquired Brain Injury, 2018: 8).
In England, guidelines on head injury recommend that, following discharge from hospital, people with head injury and their family members and carers are given verbal and written information on several topics. These include details of the recovery process, return to everyday activities, and health and support organisations (National Institute for Health and Care Excellence, 2023). However, as Mäkelä and colleagues (2019) have pointed out, information giving has limited effectiveness for those with conditions such as stroke, yet often this is all the support people receive.
Research has shown that people with ABI and their families have unmet needs after discharge from hospital. For example, a systematic scoping review found that people with ABI and their families experienced difficulties accessing and interacting with community-based services (Norman et al., 2023). Another review of early supported discharge after stroke found that, while there were positive aspects to it, the transition to community services was still problematic and there were still unmet needs for information and carer support (Connor et al., 2023). In the United States of America (USA), people with TBI have been found to have significant physical, mental and social challenges up to 12 months post discharge, with people from Black and Latino groups having worse outcomes compared to White groups (Oyesanya et al., 2023b). And in Canada, qualitative research has highlighted people’s priorities for quality-of-life outcomes after TBI and a need to integrate these into clinical rehabilitation (Grewal et al., 2024).



1 https://www.headway.org.uk/about-brain-injury/further-information/statistics/ [accessed 6 June 2025].

Various ways of addressing these issues have been proposed. These include improving transitional care pathways and services; introducing new interventions where staff help people to set personal goals and self-manage their condition; and enhancing the training of professionals, to improve their awareness and understanding of the needs of people with ABI and their family members (e.g., Oyesanya et al, 2016; Richards et al., 2016; Powell et al., 2020; Manley et al., 2023).
In the wider literature, there has been growing recognition of the benefits of co-producing new services, interventions and medical education, in collaboration with people with lived experience of medical conditions and their carers (e.g., Rowland et al., 2019; Gordon et al., 2020; Kealy-Bateman et al., 2021; Cox et al., 2022; Cullen et al., 2022; Shrivastava and Shrivastava, 2022; Eijkelboom et al., 2023; Fossey et al., 2024).
Building on this knowledge, this review sought to locate and summarise available evidence on the co-production of staff training for those who help to prepare people with ABI and their families for life after hospital discharge. It was conducted as part of an IMPACT Facilitator project carried out in partnership with Brain Injury Matters (BIM) in Northern Ireland.

1.2 Aims of this evidence review
The review addressed three questions:
1. What approaches have been used to co-design and co-deliver staff training on preparing people affected by acquired brain injury (ABI) for life after hospital discharge?
2. What are the experiences and outcomes of these approaches for people with ABI, their families, and staff (including those involved as co-designers and co-deliverers of the training)?
3. What are the recommendations and learning from this research for the future co-production and implementation of staff training?


DESIGN AND METHODS
1.3 Terminology
In this report, the phrase ‘people affected by ABI’ includes adults who have an ABI and their family members or friends who support them. Occasionally, the term ‘patients’ is used in the review to reflect the medical terminology used in the publication/s being described. The WHO definition of ABI quoted above was adopted.

‘Staff’ refers to health and social care professionals who support people affected by ABI during and/or after hospital discharge in the short and/or longer term, and medical students in higher education. ‘Training’ refers to courses, continuing professional development (CPD), and medical education provided in person and/or online. These may be provided as an educational package for staff, to enhance their professional knowledge and skills in their role as providers of transitional care for people affected by ABI, or as part of the training they receive to deliver a new rehabilitation intervention for this group. For brevity, the term ‘programme’ is used in this report to describe the various types of staff training and educational packages discussed in the review.
The review sought to capture publications on the co-design and/or co-delivery of staff training programmes with people with ABI and/or their families. In the literature, ‘co-production’ is often used as an umbrella term for these activities. In summarising these publications, the terms used by the authors are adopted to reflect how they described their approach.

1.4 Search strategy
Searches for relevant publications were conducted in April-May 2025. The searches covered academic and grey literature containing insights from research, practice-based knowledge and lived experience of adult social care.
Research studies were primarily located through searching titles and abstracts listed in the following databases: CINAHL complete, Medline, Psych Info, and SocINDEX. These searches were supplemented using Google Scholar and Google search engine for both academic and grey literature. Additional searches were conducted for reports on the websites of relevant organisations. Some works were also identified through backward- and forward-citation searching.
Different combinations of search terms were tested and adapted for the above sources. A selection of the following terms were used for different databases and sources: acquired brain injury, ABI, traumatic brain injury, TBI, head injury, brain damage, stroke; patients, service users; family, carers, unpaid carers, family carers, informal carers; staff, healthcare staff, healthcare professionals, healthcare practitioners, social care staff, social care professionals, social care practitioners, rehabilitation staff; hospital discharge, transitional care, transitional services, rehabilitation, neuro-rehabilitation, social support, service delivery, service improvement, self-management support, personalised care; staff training, staff education, staff development, continuing professional development, CPD, workforce development, training packages, online learning, online courses, medical education, quality improvement; co-production, co-design, co-delivery, co-develop, co-create, co-creation, participatory, user involvement, patient involvement, family involvement, carer involvement, partnership, collaboration; communication, sensitive information;

expectations, recovery, preparedness; quality of life, outcomes, benefits, effectiveness, quality of care, experiences, satisfaction; staff awareness, staff understanding; best practice, guidelines. Alternative forms and/or spellings of these terms were used where appropriate.
To be eligible for inclusion in the review, publications needed to address one or more of the three questions of interest; be published in English between 2014 and March 2025; and concern the health and social care of adults aged 18 or over with ABI (mild, moderate or severe) and/or their families or friends who support them.
Publications were included if they were about the development of training programmes intended to enhance staff knowledge and skills in their role as providers of transitional care for people affected by ABI, or to help them deliver an associated intervention. Programmes and interventions were included if they were about preparing people affected by ABI for life in general after hospital discharge, or about a specific aspect of this transition home (e.g., self-management, goal setting). One publication was also included where the co-production work was with family members of people with severe brain injuries who may have been discharged from hospital to other care and rehabilitation settings.
Publications were excluded if they were about people with various conditions but the results relating to those affected by ABI were not clearly differentiated. Publications about peer-to-peer education programmes involving people affected by ABI were outside the scope of this review.
In some cases, the design and evaluation of programmes had been conducted over several years and reported in separate publications. Formative studies of the perspectives of people affected by ABI that informed the development and content of programmes were included. Where co-design work began after the initial development and testing of a programme, only evaluations that post-dated the co-designed version of the programme were included.2
After screening titles and abstracts, candidate texts were read to check their eligibility. Relevant findings and insights from the final selection of publications were noted and are summarised in this report.










2 For example, the Bridges approach has evolved and been adapted over 20+ years, with varying levels of input from people affected by stroke and other conditions throughout (see section 3.1.1). In contrast, original versions of the G-AP training resource were based on evidence and theory; they have been subsequently adapted with input from stroke survivors (see 3.4.1).

FINDINGS
After screening, 26 publications were found to contain relevant content pertaining to one or more of the questions of interest. These included 25 articles in peer-reviewed journals, and one report in the grey literature. Further information on the characteristics of the publications included in the review is provided in Appendix 1.
Seven programmes were identified in which people affected by ABI had been involved in the co-production of training resources for health and social care staff working in hospital and/or community settings. These programmes were developed in the UK (N=4), USA (N=2), and Australia (N=1); one of the UK programmes has also been adapted for use in Australia (N=1) and New Zealand (N=1).
A large proportion of the publications (N=20) were linked to just two of the programmes: the ‘Bridges’ supported self-management programme that was developed in the UK for staff working with stroke survivors, and which has been adapted for use internationally and for people with other conditions (N=12); and a transitional care intervention called ‘BETTER’ (‘Brain Injury Education, Training, and Therapy to Enhance Recovery’) developed in the USA (N=8). Further information on these and the other five programmes is provided in Table 1.
The seven programmes were diverse in terms of being directed at a range of multi-disciplinary staff who support people with varying levels of severity of brain injury in transition from hospital to home or rehabilitation settings. One programme (BETTER) was specifically designed to support ethnically diverse groups in USA. Another programme (Bridges) had been adapted to be more inclusive of stroke survivors with aphasia.
The number of people affected by ABI who contributed to the co-design work was generally small. A self-reported limitation of one study was that more family members were involved than people with ABI (Carminati et al., 2024). Other studies noted a need to involve a wider range of cultural groups to ensure that the programme reflected the needs and preferences of other sections of the population in New Zealand (Hale et al., 2014) and Australia (Singer et al., 2018).
Most of the publications (N=21) described the development and evaluation of co-produced training resources for the programmes and/or the feasibility of integrating these into routine practice, including two examining the adaptation of a programme from the UK to two other countries. These publications included information on co-designers’ contributions to and experiences of the co-production work; the benefits and challenges of co-producing the programmes; and staff experiences and outcomes of taking part in the feasibility testing. The remaining publications included commentaries (N=3), a review (N=1) and a protocol (N=1) linked to the programmes.
Overall, the publications were generally considered to be medium quality and of variable relevance to the stated aims of the review. The latter partly reflects the fact that

information on some programmes was distributed across multiple publications, some of which were more relevant to the aims of the review than others, and partly the location of the programmes in countries with health systems that differ from the UK.
The nature of each programme and the associated experiences/outcomes and learning/recommendations relating to them are summarised in turn below. This is followed by a more general discussion of key points arising from the findings.


Table 1: Characteristics of the programmes (N=7)

	ID
	Name
	Type
	Co-designed element/s
	Co-designed with
	Region/s
	Included publication/s
(N=26)

	1
	Bridges
	Virtual training
	(1) A book and patient-held
	(1) Stroke survivors, family
	United
	Hale et al., 2014; Hancock et

	
	supported self-
	workshops for
	record for stroke survivors,
	members and rehabilitation
	Kingdom.
	al., 2023; Jones et al.,

	
	management.
	multi-disciplinary
	family members and HCPs.
	professionals.
	Australia.
	2016a, 2016b, 2017; Kulnik

	
	
	staff teams (co-
	(2) Workbooks for people
	(2) People with TBI, family
	New
	et al., 2019; Mäkelä et al.,

	
	
	delivered).
	with TBI, their families and
	members and rehabilitation
	Zealand.
	2014, 2015, 2019; McKenna

	
	
	
	HCPs; input to training
	professionals.
	
	et al., 2015a, 2015b; Singer

	
	
	
	package for staff.
	
	
	et al., 2018.

	2
	BETTER
	Remote training
	Intervention manual.
	People with TBI and family
	United
	Oyesanya, 2017; Oyesanya

	
	transitional care.
	of staff acting as
	
	members.
	States of
	et al., 2016., 2021a, 2021b,

	
	
	Transitional Care
	
	
	America.
	2022, 2023a, 2023b, 2024.

	
	
	Managers.
	
	
	
	

	3
	Staff TBI Skill
	Online staff
	Topics to be included and
	People with brain injury,
	United
	Powell et al., 2020, 2021.

	
	Builder.
	training/CPD for
	course materials.
	family members and other
	States of
	

	
	
	paraprofessionals.
	
	stakeholders.
	America.
	

	4
	G-AP (Goal
	Online training to
	Content on online course and
	People with neurological
	United
	Scobbie et al., 2025.

	
	setting and
	help staff support
	webinars.
	conditions, carers and other
	Kingdom.
	

	
	Action Planning -
	goal setting and
	
	stakeholders.
	
	

	
	online version).
	action planning.
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	ID
	Name
	Type
	Co-designed element/s
	Co-designed with
	Region/s
	Included publication/s
(N=26)

	5
	PBS+PLUS
	Training for
	Intervention guidebook.
	People with ABI, family
	Australia.
	Carminati et al., 2024.

	
	Positive
	clinicians, to help
	Podcast series.
	members and clinicians.
	
	

	
	Behaviour
	them support
	
	
	
	

	
	Support.
	people with
	
	
	
	

	
	
	challenging
	
	
	
	

	
	
	behaviours.
	
	
	
	

	6
	Caring for PDoC
	Online inter-
	Course contents.
	Families of patients with
	United
	Latchem-Hastings et al.,

	
	patients.
	disciplinary staff
	
	severe brain injury and other
	Kingdom.
	2023.

	
	
	training/CPD.
	
	stakeholders.
	
	

	7
	Expert Patient
	In-person &
	Expert patient sessions,
	Expert patients who co-
	United
	Saif et al., 2024.

	
	sessions in
	virtual sessions
	including patient accounts,
	deliver the course.
	Kingdom.
	

	
	medical
	for medical
	pre-recorded clips, Q&A with
	
	
	

	
	education.
	students (co-
	students.
	
	
	

	
	
	delivered).
	
	
	
	




Abbreviations: ABI = Acquired Brain Injury; BETTER = Brain Injury Education, Training, and Therapy to Enhance Recovery; CPD = Continuing Professional Development; G-AP
= Goal setting and Action Planning; HCPs = Health Care Professionals; PBS+PLUS = Positive Behaviour Support, based on the principles ‘Person driven’, ‘Learning together’, ‘Uniting supports’ and ‘Skill building’; PDoC = Prolonged Disorders of Consciousness; TBI = Traumatic Brain Injury; Q&A = question-and-answer.

1.5 Bridges supported self-management
The Bridges supported self-management programme was originally developed in the UK as a training programme for professionals who work with people living with stroke. It has since been expanded to staff who support people living with other acute and long-term conditions, including TBI.
According to the Bridges self-management website, ‘Bridges’ has been operating as a social enterprise since 2013. Bridges staff provide virtual workshops for healthcare teams, which are ‘co-produced and co-delivered by people with lived experience, and adapted and contextualised to the needs of services’ (Bridges website, under ‘About Us’). They also provide support and coaching to practitioners and are engaged in research to inform the ongoing development of the programme.
The process of developing, integrating and testing the effectiveness of the Bridges approach has been documented in several studies. Twelve publications relating to stroke and ABI were selected for inclusion in this review (Hale et al., 2014; Mäkelä et al., 2014, 2015, 2019; McKenna et al., 2015a, 2015b; Jones et al., 2016a, 2016b, 2017; Singer et al., 2018; Kulnik et al., 2019; Hancock et al., 2023).
While these publications describe the Bridges approach as having been co-designed with people affected by stroke and other conditions, only one (and the Bridges website) describes it as being co-delivered with them (Hancock et al., 2023). Very little information was found on the co-delivery aspect of the programme.

1.5.1 Approach
The Bridges supported self-management programme was originally developed around 20 years ago, for the rehabilitation of stroke survivors in the UK. It is ‘theoretically grounded in self-efficacy and underpinned by co-production and co-design. Bridges delivers training and coaching to healthcare teams and focuses on the skills, attitudes, and knowledge of practitioners, aiming to transform therapeutic relationships with patients and facilitate collective change within teams and service pathways’ (Hancock et al., 2023: 3035).
The history of the Bridges approach and the theory behind its design and resources is discussed in detail in two articles (Jones et al., 2016b; Kulnik et al., 2019). Writing for the journal Design for Health, Kulnik and colleagues (2019) describe their experiences of working with stroke survivors and rehabilitation professionals to co-design a key resource in the programme - a workbook for stroke self-management support that is accessible to people with aphasia.
As they explain, the original book for supporting people with stroke in their self-management was first created by Fiona Jones, in 2005. The book contained information for stroke survivors and their families in the form of words and images, with practical tips and
[image: ]“Good support isn’t just about ‘services’ – it’s about having a life.”
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personal narratives from people affected by stroke. It also included a space for stroke survivors, their family members and rehabilitation professionals to note their own aspirations and plans, which help prompt conversations between them. In this respect, the authors regard the book as a ‘boundary object’, helping to promote a common level of understanding between these groups in the hospital, at home and in training workshops (Kulnik et al., 2019: 103; see also Jones et al., 2016b: 475).
Although the first edition of the Bridges book was developed in conjunction with professionals, stroke survivors and family members, Kulnik and colleagues note that the co-design process was:
‘more rigid, following a traditional method of content generation through interviews, and extraction by FJ [Fiona Jones] working together with a [graphic] designer. A prototype was shown to stroke survivors, including a group of people with communication difficulty, and modifications were made as a result of their feedback’ (Kulnik et al., 2019: 104).
Over the ensuing decade, there were some small modifications and updates to the book before:
‘The accumulation of 10 years of feedback from stroke survivors and professionals necessitated a more radical review from first principles, with the aim of co-designing a new edition using a more thorough and elaborate participatory approach’ (Kulnik et al., 2019: 104).
To co-design a new edition of the book, the team gathered new narratives and images, working with contributors to better represent stoke survivors’ experiences and provide information in support of self-management. They worked with people with aphasia to ensure that the content was accessible to them. They also included more content on a wider range of demographic experiences and topics, to be more inclusive. While existing design guidelines were drawn on in this process, the team preferred to craft the book with contributors and designers, taking a personalised, flexible and pragmatic approach to achieve the overall desired look and feel of the book.
Kulnik and colleagues (2019) go on to note how the language used in the book has changed over time, reflecting the changes in common understanding achieved through the contributors working together over time and gifting their understanding to each other. They also acknowledge the power relations involved in the process, which was led by the Bridges team, but which enabled others to contribute in different capacities. They also identify further opportunities for using more varied and creative methods of co-design, stating they intend to draw on these in future.
In other work, the Bridges approach has been adapted for use by staff who support people affected by TBI (Mäkelä et al., 2015, 2019). The Bridges Brain Injury supported self-

management package comprises a patient-held interactive workbook, a book for family and friends, and a multi-disciplinary staff bespoke training package for supporting self-management (Mäkelä et al., 2015). These resources were co-designed with input from a diverse range of people with TBI and family members.
The co-design of this package involved people affected by TBI attending focus groups and reviewing the existing stroke book. The contributors ‘provided direction about the appearance, content and layout of the TBI book’ (Mäkelä et al., 2019: 634-635). They also contributed to the content of the training package for staff by giving examples of their experiences of what helped and hindered their self-management. In this process, family members identified a need for a separate book for them and for friends. Prototype books were then produced and reviewed by members of the co-design groups and by an advisory group of multi-disciplinary staff representatives. Some of the contributors also later collaborated in the development of a video for staff training purposes (Mäkelä et al., 2019: 635).
Two other publications each described the ways in which people with stroke contributed to the process of adapting the Bridges supported self-management programme for use in New Zealand (Hale et al., 2014) and Australia (Singer et al., 2018). In these projects, stroke survivors took part in interviews and focus groups and reviewed the existing UK-based workbook. They provided suggestions for how to tailor it to fit their respective countries.
Some of the participants also suggested providing additional resources in the form of videos with stroke survivors and providing online digital versions of the workbook or smart phone applications, to improve its accessibility to people who, for example, have difficulty writing or who live rurally.

1.5.2 Experiences and outcomes
Most of the empirical studies were evaluations of the feasibility of integrating the approach into existing practice in acute and/or community settings in the UK (e.g., Mäkelä et al., 2014; McKenna et al., 2015a, 2015b; Jones et al., 2016a, 2019; Hancock et al., 2023) or translating it to other countries (e.g., Hale et al., 2014; Singer et al., 2018). One study was a comparison of patients’ understanding of the Bridges approach to stroke rehabilitation compared to usual care (Jones et al., 2017). While the acceptability of the approach to staff and people affected by stroke and TBI was examined, there were no evaluations of their respective experiences of participating in the co-design work itself.
The feasibility studies provided some evidence of the impact of the training on the staff who participated in the programme. For example, staff confidence and skills in supported self-management was found to increase (e.g., Mäkelä et al., 2015, 2019), and their beliefs and attitudes about self-management was found to change after the training (e.g., Mäkelä et al., 2014).

Two of the feasibility studies examined the impact of the programme on clinical outcomes (Jones et al., 2016; Mäkelä et al., 2015). One of these studies, of 78 people with stroke requiring community-based rehabilitation, found no significant differences in outcomes between the intervention and control groups, although the intervention sites showed more consistent improvement in self-efficacy and functional capacity scores (Jones et al., 2016). The other study, of 73 people with TBI and their families, collected data from standardised outcome measures. This was with the intention of profiling the sample compared to a matched historical sample, but it was only possible to collect data on 18 of the participants (Mäkelä et al., 2015).

1.5.3 Authors’ recommendations
One study noted that, ideally, the co-production work should have started earlier, as this took longer than expected; this work was also recognised to be more labour- and resource-intensive than anticipated (Mäkelä et al., 2015). Another recognised that there was scope for using more creative co-design methods (Kulnik et al., 2019).
In the feasibility studies, some issues were reported with low recruitment rates and eligibility criteria (Jones et al., 2016; McKenna et al., 2015a), which may indicate that the Bridges approach and/or workbook were not perceived by the staff involved in recruitment and/or those invited to take part to be suitable for all stroke survivors.
There were challenges with implementing the intervention into practice. One study identified a need for support for clinicians and patients to change how they view their roles, to create a more collaborative approach to self-management (McKenna et al., 2015b).
Another found that staff may have conflicting attitudes to patients’ readiness for supported self-management. It suggested that a change in culture is required and that this might be ‘facilitated by authenticity achieved by the codesigned [supported self-management] intervention’ (Mäkelä et al., 2019: 640). It also suggested that implementation could be helped by various mechanisms, such as individuals acting as champions of the approach, masterclasses, refresher training, and having different modes of learning, including teaching films and web-based resources (Mäkelä et al., 2019). The costs of implementing training were also acknowledged by Jones and colleagues (2016); they suggested that less costly methods, such as online resources and peer learning utilising champions of the approach, could be employed in a full trial.
While two projects had managed to adapt the approach to other international settings, the authors noted a need for more work to make the resources more inclusive of a wider range of groups of people with stroke in multi-cultural New Zealand (Hale et al., 2014) and Australia (Singer et al., 2018). To make the workbook more inclusive for stroke survivors who struggle to write, it was suggested that the book could be made available in digital

form, or via a smartphone app, which would also keep it relevant for the next generation (Hale et al., 2014).
Some studies concluded by noting a need for more research on the efficacy and direct impact of the Bridges programme on patients and families (e.g., Hale et al., 2014; Mäkelä et al., 2014; Hancock et al., 2023). One recommended that the application of the Bridges approach be examined across the whole of the stroke survivors’ journey, from the early stages in acute settings onwards (Singer et al., 2018).

1.6 BETTER transitional care
The acronym ‘BETTER’ stands for the ‘Brain Injury Education, Training, and Therapy to Enhance Recovery’ programme. Developed in the USA, it is a transitional care intervention for younger people aged 18-64 with TBI from different racial groups, delivered by professionals (e.g., Occupational Therapists) who are trained to act as Transitional Care Managers (TCMs) (Oyesanya et al., 2022). The development and evaluation of the programme has been described in several publications to date, seven of which were selected for inclusion in this review (Oyesanya, 2017; Oyesanya et al., 2016, 2021a, 2021b, 2022, 2023a, 2023b, 2024).
BETTER has been variously described as having been ‘co-developed’ (Oyesanya et al., 2022: 1) or ‘co-created’ (Oyesanya et al., 2023b: 4), and being a ‘co-creation’ (Oyesanya et al., 2023b: 9) and the result of ‘collaborations’ with people affected by TBI and other stakeholders (Oyesanya et al., 2022: 13). However, these publications tend to focus on the research that was carried out with various stakeholders to establish the need for, and test the feasibility of, the programme; they provide limited information on what the co-production work involved, and very little on what the training of TCMs entailed.

1.6.1 Approach
The development of the initial intervention was informed by multiple sources and streams of work. These included a National Institute for Health model for developing interventions; qualitative work that examined areas for improvement in transitional care from hospital to home from the perspectives of people with TBI, family members and providers in a level 1 trauma centre in the USA; systematic reviews and mixed methods studies by the first author and colleagues; and existing literature on the support needs of people affected by TBI and other conditions (Oyesanya et al., 2022, 2023b).
In one study pre-dating the programme, Oyesanya and colleagues (2016) examined nurses’ beliefs about and learning preferences for caring for people with moderate to severe TBI and their families. They found that nurses held inaccurate beliefs about TBI relating to recovery and the nursing role, and had different learning preferences. They concluded that their findings provided further evidence of the need for more training and education.

In a systematic review linked to her doctoral research, Oyesanya (2017) examined the experiences of people with ABI and their families during the hospital stay. The review included 11 studies. It found that people with ABI had negative perceptions of the rehabilitation environment and a need for information; family members had difficulties adjusting after their injury, wanted to be involved in their care, had mixed feelings about staff support, and they also expressed a need for information.
These findings were echoed in subsequent qualitative research examining the perspectives of adults with TBI (N=12) and family caregivers (N=8) on the transition from hospital to home (Oyesanya et al., 2021a, 2021b). The participants were interviewed before discharge, and again around 1-month and 2-months post-discharge. Their healthcare providers (N=16) were interviewed once, around a week after the patients were discharged. Three main areas for improvement were noted in patient and family education, provider guidance, and systems-level support (Oyesanya et al., 2021a). For example, gaps were identified in health care providers’ guidance for patients and families regarding discharge planning; recovery timelines; self-management; goal setting; and follow-up care after TBI, particularly post-discharge (Oyesanya et al., 2021a). With regards to healthcare systems, a need for improvements were identified in relation to referrals to community-based resources; co-ordination of care; follow-up structures; and in addressing social needs of people affected by TBI (Oyesanya et al., 2021a). The authors suggest that the results indicate a need for an intervention where healthcare providers support patients and family members ‘in goal setting and attainment, patient safety, and patient engagement in health-related activities, such as attending follow-up appointments, to improve patient and caregiver satisfaction and engagement during care transitions after a TBI’ (Oyesanya et al., 2021b: 422).
The BETTER intervention was then developed. An associated manual was refined by user testing with multiple stakeholders and interpreters in focus groups to help personalise it (Oyesanya et al., 2022, 2023a), and by having people with TBI and family members review materials for ‘patient/family and cultural resonance’ (Oyesanya et al., 2022: 4). Throughout the process, the team used community-engaged research methods to ensure that the intervention would address individual needs and preferences and be sensitive to cultural differences (Oyesanya et al., 2022). They also drew on Individual and Family Self-Management Theory to guide the development of the intervention (Oyesanya et al., 2023a).
In an initial feasibility study with 15 patient/family dyads, Occupational Therapists acted as the TCMs (Oyesanya et al., 2022). The TCM role involved assessing needs; establishing goals; coordinating post-hospital care, services and resources; and providing ‘patient/family education and training on brain injury coping skills’ (Oyesanya et al., 2022: 1-2). The intervention was delivered 24-72 hours before discharge through to 16 weeks after discharge. Contact was once a week or more for the 16 weeks, by phone or videoconferencing (Oyesanya et al., 2023b). The TCMs received around 60 hours of ‘remote

training and role playing on the protocol to learn how to appropriately support the patient/family dyad and intervention fidelity strategies’ (Oyesanya et al., 2022: 6). No further information is given in the research publications on what the training of the TCMs involved and if/how people affected by TBI contributed to it.

1.6.2 Experiences and outcomes
While the BETTER programme is described as having been co-developed with people affected by ABI, little information is provided on the different ways in which they were involved and their experiences of these processes.
In the feasibility studies, it proved difficult to recruit Spanish-speaking people with brain injury as intended, due to lack of resources to translate materials and train bilingual interventionists (Oyesanya et al., 2022, 2023b). Outcome measures showed that, while there was no significant improvement in overall and mental component quality of life scores for people with TBI, there was an improvement in physical quality of life scores at 16 weeks post-discharge (Oyesanya et al., 2023b).
A protocol for a randomised controlled trial examining the efficacy of BETTER compared to usual transitional care for diverse English- and Spanish-speaking persons with TBI and their families has recently been published (Oyesanya et al., 2024). In this study, 178 patient/family dyads will be recruited. Outcomes will be assessed at 8-, 16- and 24-weeks post-discharge.

1.6.3 Authors’ recommendations
In their work to tailor a transitional care intervention for Spanish-speaking people with TBI and their families, the authors recommend involving a diverse range of people in this iterative process and allowing them to dictate what is most important (Oyesanya et al., 2023a).
Based on the results of their feasibility studies, the authors concluded that a randomised controlled trial of the efficacy of the intervention was warranted. They highlight ‘a critical need to measure TBI patient recovery and care transitions directly following discharge home from acute care’ (Oyesanya et al., 2023b: 10).

1.7 Staff TBI Skill Builder
The Staff TBI Skill Builder programme is an online course for paraprofessionals3 who work with people living with moderate to severe TBI across a range of settings in the USA. The development and initial evaluation of the course has been reported in two publications to date (Powell et al., 2020, 2021). These publications include descriptions of how some of the resources were co-produced with multiple stakeholders, including people affected by brain injury. Further information and access to the current programme is available at no cost at The Center on Brain Injury Research and Training website .

1.7.1 Approach
The development of the course was informed by a survey and interviews with a range of stakeholders (Powell et al., 2020); the authors also interviewed and consulted with members of the project’s advisory board (Powell et al., 2021).
The survey examined the existing training needs, preferences and perceived challenges of 136 paraprofessionals. The participants included paraprofessionals (N=28), professionals (N=45), adults living with brain injury (N=41) and family members (N=22). Four survey participants, one from each of the stakeholder groups, were also interviewed. The participants selected a range of high-priority training topics, with some differences between the stakeholders’ suggestions (Powell et al., 2020).
Eleven members of the project’s stakeholder advisory board (including paraprofessionals, professionals, persons with brain injury and family members), and the project’s four content expert consultants, were also interviewed about their views on potential training topics (Powell et al., 2021).
The results of the training needs survey and the interviews were combined into a working document, which members of the advisory board further reviewed over time. The list of proposed training topics was matched with interactive features (e.g., personal narrative videos, skills videos, mini quizzes) and other resources. Once the content was uploaded, two paraprofessionals from the project’s advisory board and three staff from a residential community for adults with brain injury reviewed the materials before the modules were finalised (Powell et al., 2021).
The resulting online course comprised 14 modules. Each module contains common components: textual information; brief videos by paraprofessionals, persons with brain

3 ‘Paraprofessionals’ are defined as ‘direct care, frontline staff who work in a range of settings, including hospitals, skilled nursing facilities, and supported living, day, and vocational programs’ (Powell et al., 202: 281). They include nursing and rehabilitation assistants, job coaches and day programme staff. ‘Professionals’ are defined as staff who work with and supervise paraprofessionals, such as occupational therapists, speech therapists, psychologists and programme managers.

injury and family members; videos of actors demonstrating skills; links to resources; interactive exercises and quizzes; and an online skills journal (Powell et al., 2021).

1.7.2 Experiences and outcomes
An initial evaluation of the online Staff TBI Skill Builder training programme was conducted, to examine the feasibility of delivering the programme and the benefits for the participants (Powell et al., 2021). In the study, a sample of 79 paraprofessionals and professionals was recruited from a range of settings in the USA. Outcomes were assessed using a range of measures administered before participants took the course (T1), immediately afterwards (T2), and 60 days after completion (T3).
The participants were found to have high levels of knowledge, knowledge application, and self-efficacy at T1. Significant improvements were found in knowledge application between T2 and T3. There were non-significant improvements in knowledge and self-efficacy. The use of selected skills significantly increased from T2 to T3. High levels of satisfaction with the course were reported, and 99% of participants indicated that they would recommend it to others (Powell et al., 2021: E333).

1.7.3 Authors’ recommendations
Stakeholders suggested different topics as priorities for inclusion in the course, some of which were more relevant to professionals (not paraprofessionals). The authors observed that paraprofessionals could not be expected to have knowledge and skills in all these domains, but that they should have enough basic knowledge to inform their work (Powell et al., 2020).
While the authors recognised the study had some limitations, they concluded that it showed the course was feasible. They note their plans to adapt the training for staff who are from and/or who serve culturally diverse populations (Powell et al., 2020). They also intend to conduct an experimental evaluation of the programme with a more diverse range of participants, and an evaluation of the ‘distal outcomes – the effects of the program on the lives of people with TBI with whom paraprofessionals work’ (Powell et al., 2021: E334).

1.8 G-AP (Goal Setting and Action Planning) online version
The Goal setting and Action Planning (G-AP) rehabilitation staff online training resource was developed in Scotland to help multi-disciplinary staff in community-based neuro-rehabilitation teams provide better support for stroke survivors. The G-AP programme has been developed and adapted over time (e.g., Brown et al., 2023; Scobbie et al., 2011, 2020, 2025). One publication relating to a more recent phase of this process was included in this review (Scobbie et al., 2025). It describes how resources for a web-based version of the

programme were co-developed with stakeholders, including people affected by neurological conditions. The resources are available on the G-AP Framework website.

1.8.1 Approach
G-AP training resources were originally developed based on existing evidence and theory (e.g., Scobbie et al., 2011, 2020). They comprised online and face-to-face staff training, and a record held by stroke survivors. In an evaluation of multi-disciplinary staff experiences of using these resources, the participants suggested that the record should be available in electronic format and be made accessible to stroke survivors with aphasia. The team noted their intention to co-produce these additional resources with stroke survivors and staff and make them available via a G-AP-based website (Scobbie et al., 2020).
An accessible version of the original G-AP stroke survivor-held record was subsequently developed and evaluated from the perspectives of stroke survivors and rehabilitation staff (Brown et al., 2023). Through a user-centred design process, five stroke survivors with aphasia were involved in an iterative process of reviewing and approving the new version of the resource (called ‘Access G-AP’) in a series of focus groups, while staff provided feedback via an email questionnaire. A key finding from this work was that staff requested training to help them use accessible goal setting resources with stroke survivors with aphasia, especially those with severe aphasia.
Thus, in a further adaptation of the programme, Scobbie and colleagues (2025) describe how they co-produced a web-based version of G-AP for staff, partly in response to the above findings and partly due to the advent of the COVID-19 pandemic, when social distancing measures were in place. The prototype resource consists of a training website and two interactive webinars for multi-disciplinary staff, to support the implementation of person-centred goal setting. The resources were co-developed with a clinical-academic project team (N=5) and an advisory group (N=8) that included people with neurological conditions (N=3) and carers (N=2) (Scobbie et al., 2025: 2, 10).

1.8.2 Experiences and outcomes
The web-based training was delivered to 48 multidisciplinary staff in four neurorehabilitation teams. Their views on the course were obtained through an online questionnaire (N=41) and a focus group (N=8) (Scobbie et al., 2025). The participants highly rated the content and relevance of the course. The majority agreed that after the course they were more knowledgeable about G-AP and had the confidence and skills to use it in practice. While some staff had implemented the learning individually within one month of doing the course, some challenges were noted with implementing the training at a team level in local practice.

1.8.3 Authors’ recommendations
Staff rated the G-AP training highly, but there were challenges implementing the programme at a team level. This required more time for convening meetings; some changes in staff roles and team processes were also required. The authors concluded that ‘Evaluations of health care staff training that focus solely on “does it work” are over simplistic and do not take account of this complex training-context interplay’ (Scobbie et al., 2025: 10). They note that a follow-up evaluation of the longer-term implementation of G-AP is underway.

1.9 PBS+PLUS (Positive Behaviour Support)
‘PBS+PLUS’ is a Positive Behaviour Support framework, based on the principles ‘Person driven’, ‘Learning together’, ‘Uniting supports’ and ‘Skill building’ (Carminati et al., 2024: 2). It has been tailored for use by clinicians in Australia, to help them support people affected by moderate to severe ABI with challenging behaviours (Carminati et al., 2024). The process of tailoring the approach - the efficacy of which had already been evaluated in previous work - has been described by Carminati and colleagues (2024). Further information about the PBS+PLUS approach is available on the Monash University website, at: https://www.monash.edu/medicine/pbsplus .

1.9.1 Approach
Carminati and colleagues (2024) describe how, as part of a wider project using the Knowledge-To-Action (KTA) framework to support the translation of PBS-PLUS into clinical practice, they tailored the PBS+PLUS knowledge tools, adapted the resources, and co-designed an intervention guidebook and podcast series. The co-design contributors included persons with ABI (N=5) and family members/close others4 (N=8) who received the PBS+PLUS intervention, and clinicians (N=5) who delivered it, either in a previous randomised controlled trial (2015-19) or at a university-based PBS+PLUS clinic (2021-present). They contributed by reviewing documents, attending focus groups, joining podcast planning meetings, and being part of podcast recording sessions.
The design of the intervention guidebook was initially undertaken by the research team and various clinicians. A draft was then reviewed by persons with ABI (N=2) and family members/close others (N=7) (Carminati et al., 2024: 4). They took part in three focus groups via teleconferencing, after being sent materials to review in advance. A final round of review followed with input from all stakeholders. The co-design process led to additional plain English handouts being produced on each topic for people affected by ABI. The case study examples were expanded, and unfamiliar language was simplified. Contributors also

4 The authors do not define the term ‘close others’ but appear to use it as a synonym for relatives.

suggested that the training should be delivered alongside peer supervision through workshops and tertiary level teaching, and that it should be ongoing. They also recommended ways in which the resources could be made more widely available.
Persons with ABI, relatives/close others, and clinicians also contributed to the co-design and content of a related podcast series called ‘Relentless Optimism’ (Carminati et al., 2024: 4).
They met before each episode to determine the topic, plan the episode, and prepare notes for discussion. Contributors reviewed the edited recording before it was released.

1.9.2 Experiences and outcomes
In an evaluation of contributors’ experiences of participating in the co-design work involved in the PBS+PLUS programme, 14 of the 17 people who contributed to the co-design work were interviewed. The sample included persons with ABI (N=4), family members/close others (N=7) and clinicians (N=3). Contributors provided feedback on the structure and frequency of co-design sessions and preparatory work involved, the impacts of sharing and hearing about people’s experiences, and the support provided (Carminati et al., 2024).
Overall, the results were positive. The experience of co-design was enhanced by the trusting relationships between the contributors and the facilitators, which may have been helped by their pre-existing relationship and explicit discussion of expectations. Contributors identified various personal benefits to taking part, such as increasing confidence and understanding, a sense of empowerment, and making meaningful contributions.

1.9.3 Authors’ recommendations
The authors found that the co-design work benefitted from the trusting relationships between the contributors and the facilitators and from having explicit discussions about expectations. The KTA framework was helpful in identifying clinicians’ needs and co-designing resources that were relevant and effective; however, the authors note that while such frameworks provide structure and rigour in evidence-based implementation, they ‘should be followed in an iterative and flexible way, developing implementation resources through multiple rounds of feedback and refining’ (Carminati et al., 2023: 10).
Based on their experiences, the authors suggest that people with ABI and cognitive-communication impairments may benefit from further time and support to take part in co-design work. Some relatives/close others did not feel the co-design approach was appropriate for their family member due to their impairments. The authors suggest it could be adapted to be more inclusive, for example, by increasing support, having more one-to-one rather than group meetings, or seeking contributions at a lower level (Carminati et al., 2023: 10).

The authors note that future research is planned to examine the uptake of the co-designed resources and the long-term implementation of the programme (Carminati et al., 2024: 3).

1.10 Caring for PDoC patients
Since 2010, members of the Coma and Disorders of Consciousness (CDoC) Research Centre at Cardiff university have delivered in-person talks and training days to over 5000 health care practitioners. In 2018, the group began to develop an online course for interprofessional continuing professional development (CPD) of staff working with patients with Prolonged Disorders of Consciousness (PDoC)5 and their families. The purpose of the course was to improve staff understanding of complex clinical conditions, improve communications with families, and enhance best interest decision-making about medical interventions (Latchem-Hastings et al., 2023: 267).
Various stakeholders were involved in putting together the ‘Caring for PDoC patients’ online course, including healthcare professionals, relatives of PDoC patients, technical support staff, and two members of the core team had personal experience of a relative in a vegetative/minimally conscious state (Latchem-Hastings et al., 2023: 268). The development and evaluation of the online version of the course is described by Latchem-Hastings and colleagues (2023). Further information on the current training that the team offer is available at: https://cdoctraining.org.uk .

1.10.1 Approach
To design the online course, the team drew on their experiences of healthcare professionals’ education, academic research, clinical practice, and of compiling an online resource for Healthtalk.org, for families of PDoC patients.6 The team also ‘engaged directly with families of PDoC patients in developing the course for example, inviting them to provide feedback on different sections’ (Latchem-Hastings et al., 2023: 268).
The course comprised a mix of online interactive modules, live virtual seminars, and tweet chats, delivered over 10 weeks. It includes multi-media resources, such as text, videos, newspaper clippings, court transcripts, art, poetry and other artistic outputs from their research with PDoC families. It also includes quizzes and spaces for reflective learning.



5 The authors state Prolonged Disorders of Consciousness (PDoC) is an umbrella term for three conditions caused by severe brain injury – coma, vegetative and minimally conscious states (Latchem-Hastings et al., 2023: 267).
6 Healthtalk.org provides health information for patients and families on a wide range of conditions, including coma/PDoC, stroke, Parkinson’s disease, intensive care; for an annual subscription, these resources can also be used in education and for training purposes. Further information is available via this link: https://healthtalk.org/using-healthtalk/

1.10.2 Experiences and outcomes
The online course that was run in 2019-20 was evaluated. Of the 222 professionals from the UK, Republic of Ireland and Jersey who registered for it, 165 started it, and 66 completed all three learning sets. Those who completed the full course were generally satisfied with it.
Participants liked the structure, bite-sized learning units, the mix of course materials, and taking part with inter-disciplinary professionals. On Likert scales, participants showed improvements in their confidence in assessing patient’s levels of consciousness, in knowledge of diverse roles of multi-disciplinary teams, in their awareness of family perspectives, and in their understanding of law and ethics (Latchem-Hastings et al., 2023: 270).
The authors claimed that ‘taking part in the course led to improvements in knowledge, understanding and confidence, provoked reflections, enhanced critical thinking, and provided tools to help create practice change’ (Latchem-Hastings et al., 2023: 271). They suggested that the attrition from the course, which was run during the early stages of the COVID-19 pandemic, may have been due to technical accessibility issues for some staff and/or the compression of the three-part course into 10 weeks. The team subsequently delivered each set over a 3- to 4-week period. In 2022, one of these courses achieved an 81% completion rate.

1.10.3 Authors’ recommendations
The authors note that providing quality online learning for HCPs is a significant investment, requiring skills and time to compile engaging content. They claim that the learning outcomes achieved, and opportunities it provides for engaging a diverse range of professions, ‘creates a pathway toward developing significant changes to clinical practice – which in turn, could improve the care and treatment of patients’ (Latchem-Hastings et al., 2023: 272).

1.11 Expert patient sessions in early medical education
The last of the seven programmes included in this review is described in a commentary published in the journal Research Involvement and Engagement by Saif and colleagues (2024). In the article, the authors highlight the importance of involving patients in the design, implementation and evaluation of educational programmes for future health care professionals. They discuss their experience of co-creating and running Expert Patient sessions, in collaboration with the Silverlining Brain Injury charity , as part of the undergraduate medical curriculum at Aston Medical School in the UK over a three-year period. Further information on the current Expert Patient volunteering opportunities at Aston university is available at: https://www.aston.ac.uk/hls/aston-medical-school .

1.11.1 Approach
In the sessions, which are facilitated by Clinical Teaching Fellows, patients discuss their experiences of their illness with the students. The sessions have been improved over time based on feedback from the patients. For example, some smaller groups have been added to facilitate more interactive discussions; and virtual as well as in-person sessions have been provided to accommodate for patients with mobility issues or infection concerns. There are also plans to incorporate pre-recorded elements in future, to reduce fatigue and avoid patients having to repeat telling their stories over and over. Patients have also suggested that the structure of the sessions is more clearly defined and that the protocols for the question-and-answer sections are clarified (Saif et al., 2024: 3).

1.11.2 Experiences and outcomes
Although the article is a commentary and not based on primary research or a formal literature review, the authors identify several benefits and challenges of involving patients in medical education, drawing on their experiences of running their course and citing evidence from previous studies.
For medical students, the potential benefits include: improving the relevance of their studies; enriching their understanding of patient perspectives; improved communication skills; increased confidence when interacting with patients during physical examinations; changes in attitudes about the role of patients in the doctor-patient relationship; and becoming more empathetic, compassionate and sensitive to the needs of vulnerable groups (Saif et al., 2024: 2).
For expert patients who co-deliver the sessions, the benefits include: a better understanding of their own condition and treatment options; deeper understanding of healthcare systems, medical practices and doctor-patient relationships, enabling them to navigate services more effectively and engage in more meaningful and collaborative relationships with staff; personal satisfaction; empowerment; and increased confidence (Saif et al., 2024: 2-3).
Some of the challenges of involving patients in medical education are also discussed. For example, the authors acknowledge that students and patients may need support when dealing with traumatic health narratives, such as pre- and de-briefing; and they report concerns expressed in the literature that the quality and impact of patients’ stories may diminish over time as they repeat them and become ‘professionalized’ (Saif et al., 2024: 3).

1.11.3 Authors’ recommendations
In their commentary, the authors argue that many of the initiatives described in the literature are isolated examples and that there is a need for more co-ordinated and sustained programmes involving expert patients. They also suggest that patient-led teaching needs to be integrated into the overall course objectives to be effective. They suggest that

‘facilitated dialogue’ may help to establish effective partnerships with patients, addressing power imbalances and creating safe spaces for open dialogue. They note that training programmes have been developed to help support expert patients involved in medical education, as well as tools to help assess their readiness to share their stories publicly (Saif et al., 2024: 4).
The authors point out the lack of studies of long-term benefits and costs of involving patients in medical education. They suggest both quantitative and qualitative methods are needed to assess outcomes on a range of dimensions. They add that future studies require clear and relevant theoretical frameworks to inform the design and implementation of patient involvement interventions (Saif et al., 2024: 5). In conclusion, they observe that:
‘...establishing authentic partnerships with patients requires ongoing engagement and collaboration... Institutions should actively involve patients in the design, implementation and evaluation of educational programs. This collaborative approach ensures that patient voices are heard and respected, enabling the co-creation of educational experiences that truly reflect patient needs and perspectives’ (Saif et al., 2024: 5).



DISCUSSION
This review found a small international evidence base on the co-production of staff training with people affected by ABI. Seven co-produced programmes were identified. While all involved some form of co-design, only two appeared to be co-delivered with people affected by ABI. Little information was provided on what the co-delivery work entailed or people’s experiences of being so involved.
The seven programmes were in various stages of development, and one had evolved over many years. They were based on a mix of knowledge acquired from literature reviews and/or primary research on the experiences of people affected by ABI and their families, and/or surveys and qualitative work with health care professionals, as well as collaborations and co-design work with stakeholders. Most of them were still in development; some had undergone feasibility testing by the developers, providing information on the acceptability and usability of the approaches, and preliminary outcomes data.
People affected by ABI had varying levels of involvement in the design of the programmes. This ranged from providing one-off feedback on drafts and prototypes of resources, through to more iterative and multiple forms of engagement over time including, in two cases, the co-delivery of the training live, either online or in-person. In general, the process of developing the programmes and defining the content of the resources tended to be led or steered by projects leads and not shared equally with people affected by ABI.

The involvement of people affected by ABI was often centred around the production of materials for the training package. These materials included text for workbooks, vignettes, images, videos, art works and pre-recorded podcasts. Often there was no direct contact between the staff who received the training and the people affected by ABI who co-designed it. Only Bridges and the Expert Patient sessions appeared to involve direct interactions between staff and people affected by ABI in online or in-person sessions.
There was insufficient information available to determine the extent to which both people with ABI and their family members were represented in the co-design work and the diversity of the contributors. The range of clinical and/or social topics covered by the programmes, and whether these reflected the different priorities of people affected by ABI, was also unclear. However, some studies were explicitly focused on adapting or tailoring resources to reflect the needs and preferences of different demographic and cultural groups (e.g., Hale et al., 2014; Singer et al., 2018; Kulnik et al., 2019; Oyesanya et al., 2023a). While these studies did include a wider range of people affected by ABI, they also noted a need for additional groups to be included.
Where the experiences of people affected by ABI who took part in the co-production work were examined, these were generally found to be positive. In some cases, there was evidence that teams had learned from the feedback they had received and revised the process to help people take part. Those who participated were found to benefit from increased confidence, knowledge and skills. Few negative views or outcomes were reported. Having trusting relationships between the contributors and facilitators was thought to be an important factor. The process of co-production does take time and people with cognitive-communication impairments may need more time and support to take part in this work.
The feasibility studies provided insights into the potential benefits of co-producing training and resources that were acceptable to staff and that improved their knowledge and understanding; however, there has been little more robust research to date examining the impact of the training programmes on the delivery of care (e.g., staff awareness, communications and practices) and, ultimately, in the experiences and outcomes of care for people affected by ABI. The need for such studies was recognised in the literature (e.g., Mäkelä et al., 2014; Singer et al., 2018; Powell et al., 2021; Oyesanya et al., 2023b; Hancock et al., 2023).
A limitation of this review is that the search strategy focussed on adults affected by ABI, which includes a range of diagnoses and causes. The search terms included synonyms for ABI but, except for stroke, did not target sub-sets of this population with specific forms or causes of ABI. It is possible that relevant publications were missed as a result.
It should also be noted that, generally, the terms ‘co-production’, ‘co-design’ and ‘co-created’ were not defined in the publications. The lack of differentiation between relatively

strong/active and weak/passive forms of involvement may reflect differences in the authors’ disciplinary backgrounds.


CONCLUSION
There is a small body of international research on the co-production of training for staff who support people affected by ABI, whose role includes helping them to prepare for life after hospital discharge in the short- and longer-term. Seven programmes were identified, in various stages of development.
The nature and levels of involvement of people affected by ABI in the co-production of the programmes varied across the studies. While all the programmes involved some element of co-design, only two of the seven programmes were actively co-delivered with people affected by ABI, and little information was available about this aspect of the programmes. Where the experiences of those involved in the co-design process was evaluated, it was generally found to be positive for people affected by ABI. It was noted that those with cognitive-communication impairments may need more time and support to take part.
The feasibility studies provided some preliminary evidence of the potential benefits for staff of taking the courses, for example, in terms of improving their knowledge, skills and confidence. However, full outcome studies have yet to be published on the benefits for staff and, ultimately, the experiences of people with ABI and their families.
There is an opportunity for projects to involve people affected by ABI in the co-production of new training packages for health and social care staff to help them better prepare people affected by ABI for life after hospital discharge. This could be on a more active and equal way than in previous programmes, for example, by involving people affected by ABI from the start, in multiple ways, and by including them in the co-delivery of elements of the programme.
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