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Abstract 

Background Participatory research approaches systematically integrate the perspectives of individuals, organiza-
tions, or communities that have a direct interest in a study’s processes and outcomes (i.e., stakeholders) in research 
design and implementation. This supports interventions that are developed “by, not for” end-users, thereby increasing 
acceptability, uptake, and adherence. However, participatory approaches are relatively under-utilized in intervention 
development and behavioral change intervention research, in part, due to inadequate reporting of methodology. 
Therefore, to improve transparency in planning and reporting, we (a) describe how we engaged patients and com-
munity organizations (i.e., patient and community partners) in grant development for a self-compassion and physi-
cal activity behaviour change intervention for women with cardiovascular risk factors and (b) present a protocol 
for engaging patient and community partners in the optimization and implementation of the intervention moving 
forward. 

Methods Our participatory research approach was guided by the Strategy for Patient-Oriented Research patient 
engagement framework and our prior stakeholder engagement work. Four patients and three community partners 
were engaged at the level of Involve, meaning their perspectives informed directions, processes, and decisions 
at major project milestones. Specifically, patient and community partners engaged in three separate meetings dur-
ing grant development wherein they: (a) established a Terms of Reference to guide engagement activities and expec-
tations; (b) shaped the grant through guided conversations about research priorities, outcomes, and intervention 
delivery components that could be targeted for optimization and (c) co-developed a protocol that specifies how rela-
tionships will be initiated with future patient partners, proposes engagement activities across the research cycle, 
and includes plans for formal evaluation of engagement processes.
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Background
Behavioural science researchers often rely upon 
behaviour-change theory when developing and refin-
ing health-promoting interventions [1–3]. Although 
theory is recommended for intervention development 
[4], considering theory when designing an intervention 
does not guarantee it will be scalable from the labo-
ratory to the “real world” or provide what end-users 
need. Systematic integration of the perspectives of the 
individuals who would participate in or implement the 
intervention (e.g., patients, healthcare, or community 
organizations) contributes to the creation of health 
interventions that are developed “by, not for” end 
users, likely improving intervention uptake [5]. Exam-
ples of partnership approaches to intervention design, 
which involve end-users in decision-making about the 
intervention throughout the development process, 
include co-production, co-creation, co-design, user-
driven, and experience-based co-design [6]. Although 
these approaches hold significant promise for integrat-
ing end-user perspectives into intervention design, 
they are still relatively under-utilized in intervention 

development [6] and behavioral change intervention 
research [7].

The terminology and methodology of partnership 
approaches to research vary by country and research 
field, including the types of end users and other stake-
holders (i.e., “individuals, organizations, or communities 
that have a direct interest in the process and outcomes 
of a project, research, or policy endeavor” [8]) that are 
engaged in the research partnerships [9, 10]. What 
these partnership approaches generally have in com-
mon, however, is a bi-directional relationship between 
the academic researcher and stakeholder(s), in which 
stakeholder(s) influence the decision-making within the 
research [9, 10]. This convergence of multiple perspec-
tives sets the stage for the creation of outputs that are 
influenced by both scientific and pragmatic considera-
tions [11]. Consequently, partnership approaches have 
been shown to contribute to improvements in research 
processes and outcomes, including making interventions 
more effective and beneficial to research partners (e.g., 
satisfaction with the research, widening of perspectives) 
and health and health systems (e.g., improved research 

Conclusions Participatory research approaches provide valuable insights into the development of behavioural inter-
ventions, especially when stakeholders can partner early and have a meaningful impact. By detailing our engagement 
activities to date, we hope to model an approach to engaging stakeholders in behavioral intervention development 
and demonstrate the impacts of doing so.
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Plain English summary 

Background Participatory research engages individuals, organizations, or communities affected by a study’s out-
comes (“stakeholders”), in its design and conduct. Participatory research approaches are not commonly used in inter-
vention development and behavioral intervention research, in part due to a lack of studies describing ways to engage 
stakeholders in this work. Therefore, our study aimed to (a) describe how we engaged patients and community 
organizations (“patient and community partners”) in developing a grant application for a behaviour intervention 
for women with cardiovascular risk factors and (b) present a protocol for engaging patient and community partners 
in the future intervention.

Methods Our approach was guided by the Strategy for Patient-Oriented Research patient engagement framework 
and our prior engagement work. Four patient and three community partners were engaged at the level of Involve, 
meaning their perspectives informed directions, processes, and decisions at project milestones. Across three sets 
of meetings, patient and community partners: (a) established a Terms of Reference to guide engagement activities 
and expectations; (b) shaped the grant through guided conversations about research priorities, outcomes, and inter-
vention design; and (c) co-developed a protocol that described how relationships will be initiated with future patient 
partners, potential engagement activities across the research cycle, and evaluation plans.

Conclusions Participatory research approaches provide valuable insights into the development of behavioural 
interventions, especially when stakeholders can partner early and have a meaningful impact. By detailing our engage-
ment activities, we hope to model an approach to engaging stakeholders in behavioral intervention development 
and demonstrate the impacts of doing so.
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uptake, enhanced health outcomes and decision-making) 
[6, 10, 12, 13]. Clearly, partnership approaches could 
support the development of behavioural interventions. 
However, the details of how stakeholders are engaged are 
often poorly reported [10, 14], and there is a relative lack 
of literature describing the application of partnership 
approaches to intervention development [6, 7].

Our research group is developing an intervention to 
increase physical activity among women at risk for car-
diovascular disease (CVD). We define cardiovascular 
risk according to the CANHEART Index [15] as simul-
taneously having three or more of the following risk fac-
tors: low physical activity, hypertension, current/recent 
smoking, overweight/obesity, low fruit and vegetable 
consumption, and or diabetes. Our approach involves 
teaching this population to be self-compassionate (a kind 
and supportive way to relate to themselves), and inviting 
them to apply this skill to their experience of CVD risk 
and efforts to increase their physical activity. We call our 
intervention the Compassionate And Loving Mindset 
towards heart health risk (CALM Hearts) intervention 
[16]. The CALM Hearts intervention consists of three 
one-on-one sessions, lasting between 60 to 90 min, that 
are facilitated over Zoom videoconferencing. The ses-
sions are led by a research assistant with training in self-
compassion and are scheduled to occur once per week 
for three consecutive weeks. In the first session, par-
ticipants learn about their CVD risk status, set a health 
behaviour goal using the SMART goals framework [17], 
and are introduced to the concept of self-compassion. In 
the second and third sessions, participants continue to 
receive self-compassion psychoeducation and are guided 
to apply self-compassion to their CVD risk and health 
behaviour change efforts. Between the weekly sessions, 
participants are tasked with making independent pro-
gress towards their health behaviour goals and complet-
ing 10–15 min of self-compassionate writing activities.

We employ aspects of the Multiphase Optimization 
Strategy (MOST) and the ORBIT Model to guide the 
development of our intervention with the ultimate aim 
of creating an intervention that can succeed within the 
community [18, 19]. Both MOST and the ORBIT Model 
outline an iterative process of intervention develop-
ment, whereby an intervention protocol is optimized in 
preparation for efficacy testing and community imple-
mentation [18, 19]. For summary figures of MOST and 
the ORBIT Model, see the work of Wells et al. [19] and 
Czajkowski et  al. [18]. We first considered MOST and 
ORBIT’s recommendations for stage 1 (preparation / 
define) to draw upon theoretical and empirical evidence 
to identify a variable upon which to intervene [20, 21]; 
we chose to focus our intervention on self-compassion. 
Self-compassion is theorized to help people cope and 

self-regulate their behaviour during challenging times 
through the provision of self-kindness and support (ver-
sus criticism), a sense that one is not alone in their chal-
lenges (as opposed to isolated) and the skill of being 
mindful of one’s thoughts and emotions (versus overiden-
tification or denial) [22]. Self-compassion has been asso-
ciated with health behaviours, including physical activity, 
and systematic reviews demonstrate self-compassion 
interventions can lead to changes in health behaviours 
[23–25]. In our own research, we found self-compassion 
was associated with objectively measured physical activ-
ity and adaptive emotional, cognitive, and behavioural 
reactions among women who learned they had a moder-
ate to high risk of CVD [20]. However, a scoping review 
we conducted revealed little research (and no interven-
tion studies) on self-compassion among those at risk for 
or with CVD [21].

This promising body of research led us to create and 
pilot test the CALM Hearts intervention among 11 
women at risk for CVD. The intervention led to a 2.4-
fold increase in weekly minutes of moderate-to-vig-
orous physical activity—a clinically significant change 
that provided proof of concept for the intervention [18]. 
Furthermore, participants found this intervention to be 
acceptable, but interviews with participants and commu-
nity partners identified some aspects of the intervention 
that could be improved to increase feasibility, especially 
for community delivery [26]. The project’s current state 
of intervention development closely resembles stage two 
of MOST (Optimization) or phase 1b of ORBIT (Refine) 
where our theoretically sound and acceptable interven-
tion will be further refined for feasibility and effective-
ness. Through optimization, we will identify how to 
deliver the intervention effectively within the practical 
constraints (e.g., time, available resources) inherent to 
community delivery. Drawing on our previous work and 
the research partnership literature, we recognize that this 
process could be enhanced by engaging key stakeholder 
groups, namely patients and community organizations 
that could ultimately deliver the intervention, in optimiz-
ing the intervention protocol.

Aims
Given the limited number of studies describing the appli-
cation of partnership approaches to behaviour change 
intervention development, the first aim of this paper is to 
detail how we engaged patients and community organi-
zations in developing a project grant proposal to fund the 
optimization of the CALM Hearts intervention. Our sec-
ond aim is to present a protocol for how we will engage 
patients and community organizations in the optimiza-
tion and implementation of the intervention moving 
forward. By meeting these aims, we strive to improve 
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transparency in planning and reporting of partnership 
approaches to research and support the wider adoption 
of stakeholder engagement during the development of 
behavior change interventions.

Materials and methods
This paper’s reporting is guided by the GRIPP-2 long 
form (Supplementary File 1).

Conceptual framework
The Strategy for Patient-Oriented Research (SPOR) 
Patient Engagement Framework [27] and our previ-
ous engagement work [12, 13, 28] guided how we built 
and maintained relationships with stakeholders and the 
activities that we used to engage them, as previously 
conceptualized elsewhere [29]. In accordance with the 
SPOR Patient Engagement Framework, we use the term 
patient partner to refer to the patients that we engage 
in our research [27]. In addition, we use the term com-
munity partner when referring to community organiza-
tions that we engaged in the research process. It should 
be noted that although ‘stakeholder’ and ‘patient partner’ 
are commonly used research terms, their connotations 
vary among different segments of the population and at 
the individual level [30, 31]. Thus, it is imperative that 
each research team decides upon the terminology that 
they will use in conversation with the individuals they 
are engaging. We applied the spectrum of participation 
developed by the International Association for Public 
Participation [32] and adapted by Manafo et  al. [33] to 
classify patient and community partners’ level of engage-
ment within the study according to the amount of influ-
ence they had on the decisions made within the study. 
In accordance with this spectrum, we have, and will 
continue to, engage both groups at the level of “Involve”, 
meaning that we commit to working directly with both 
groups so as to thoroughly understand their perspectives 
and use this knowledge to inform study directions, pro-
cesses, and decisions at all major study milestones. Since 
the principal investigator (SS) will have the final say in 
decision making, we will ensure accountability and trans-
parency by clearly tracking all input made by patient and 
community partners throughout the engagement process 
and explaining to them how and why their input influ-
enced study directions. Further details of engagement 
activities are provided below.

Two‑phased engagement approach
The grant development process represents an oppor-
tunity for stakeholders to have a meaningful impact on 
project directions. However, there is typically a signifi-
cant time lapse between grant development and funding, 
during which stakeholders’ circumstances, abilities, and 

interests in engaging in research may change. There are 
also often more limited financial resources with which to 
engage stakeholders during grant development. This is 
particularly of concern when engaging patient partners 
as there is increasing recognition that this stakeholder 
group should be compensated for engagement [34]. 
Patient partner compensation can be monetary or non-
monetary (e.g., opportunities for co-authorship, sup-
porting desired skills training opportunities) and should 
be agreed upon through discussion between patient 
partners and academic researchers. Consequently, we 
engaged patient and community partners in two inter-
connected but distinct phases within this project (Fig. 1) 
– Phase 1 (completed) aimed to support the development 
of a grant application to fund the optimization of the 
CALM Hearts intervention and Phase 2 will support the 
processes of optimization and intervention implementa-
tion. Research ethics board approval was not obtained 
for either phase as we did not collect participant data but 
rather describe the participatory process used to develop 
a grant application and protocol for future engagement 
activities.

Phase 1: Stakeholder engagement activities 
to date
Phase 1: Initiation of relationships with patient partners
We identified the names of potential patient partners 
through our database of past CALM Hearts pilot feasi-
bility study (HE2021-0175) participants who consented 
to being contacted about future research (n = 5). We con-
tacted these individuals via an email that provided a brief 
overview of our aim to involve patient partners in the 
development of a project grant proposal. Those express-
ing an initial interest in involvement (n = 4) were sent a 
document containing more detailed information about 
the grant and study (i.e., background, methods, a descrip-
tion of their potential role as a patient partner, compen-
sation, communication plans, and grant timeline. We 
also supported patient partners’ involvement by appoint-
ing an Engagement Liaison (SK). SK acted as a bridge 
between the research team and patient partners, and 
was responsible for ensuring the integrity of the engage-
ment process. SK contacted each of the interested indi-
viduals via telephone or virtually (e.g., Zoom) to answer 
any outstanding questions. Although we had originally 
planned to recruit only two-to-three patient partners at 
this phase, we decided to enroll all four as each patient 
partner demonstrated enthusiasm for the project, and 
the inclusion of more patient voices could provide valu-
able insights during the grant writing process. As past 
participants of the CALM Hearts intervention, patient 
partner demographics are captured by the CALM Hearts 
inclusion criteria. Specifically, patient partners were 
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individuals between the ages of 55 to 75 years, who iden-
tified as women, and had a moderate to high Framing-
ham CVD risk score [35]. Each patient partner was 
provided with a $100 honorarium for their involvement 
in the development of the project grant.

Phase 1: Initiation of relationships with community 
partners
We identified three sets of community partners through 
the professional networks of authors SS and TD. These 
community partners were deemed relevant because they 
represented both rural and urban communities, fre-
quently worked with members of our target population 
(i.e., women at risk of CVD), and had previously estab-
lished strong working relationships with members of our 
research team. We intentionally contacted stakeholders 
from both urban and rural communities to ensure our 
intervention end-product would be acceptable to pro-
fessionals in a variety of settings. Our aim is that our 
community partners, or other organizations who are 
similar to our community partners, may one day imple-
ment the CALM Hearts program after it progresses 
through further stages of development. Due to schedul-
ing conflicts, only two sets of community partners were 
formally engaged, though all three indicated their inter-
est. Specifically, we engaged two administrators from an 
urban medically supervised exercise facility and a prac-
titioner that provided cardiac rehabilitation services to a 

small, rurally located city. The research team scheduled 
separate meetings with the urban and rural community 
partners to provide more detailed information about the 
grant and study (i.e., background, methods, a description 
of their role as a community partner, communication 
plans, and grant timeline).

Phase 1: Engagement of patient and community partners 
in grant development
Based on our previous experiences, we decided to engage 
patient partners together as a group (which we refer to 
as a patient advisory group) to give them the opportunity 
to form peer-to-peer bonds that support positive engage-
ment experiences, explore and build off each other’s 
perspectives, and support the generation of more effec-
tive and congruent input to guide decision-making. We 
engaged the urban and rural community partners sepa-
rately due to scheduling and availability.

Three, separate, hour-long introductory meetings were 
held with the patient advisory, urban community partner, 
and rural community partner groups. In these meetings, 
the groups completed ten minutes of icebreaker activi-
ties to begin fostering working relationships. Next, SK 
and SS introduced the history of the CALM Hearts inter-
vention, including the names of the research team mem-
bers their roles in the study, an overview of preliminary 
work, and the rationale for the proposed project grant. 
Afterwards, SK guided the patient advisory groups and 

Fig. 1 Overview of patient and community partner engagement
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community partners to develop a “Terms of Reference” 
document based on our previous work [29]. The Terms of 
Reference was a living document that guided the activi-
ties and expectations of patient and community partner 
engagement in the research. SK facilitated the develop-
ment of this document by posing questions to the patient 
advisory and community partners and recording their 
answers. Specifically, each partner stated their needs 
for a safe work environment; defined what a meaning-
ful contribution to the project would mean, look, and 
feel like; identified practical supports that should be pro-
vided by the research team (i.e., information, technol-
ogy, education, etc.); and stated their preferred method 
and frequency of communication with the research team 
(Supplementary Tables 2– 4).

In developing the Terms of Reference, the patient advi-
sory group identified two supports that would facili-
tate their involvement in the project grant. First, they 
required more information about the research team’s 
expectations of patient partners. Second, they requested 
a timeline of grant development that identified specific 
opportunities for patient partner involvement. The urban 
community partner requested that the research team 
provide detailed progress summaries at the start of each 
team meeting to serve as a reminder of the project’s goals 
and directions. They also requested that the eventual 
research findings be shared with their facility’s members 
and staff through infographics, newsletters, or presen-
tations. The rural community partner requested that 
the research team provide more information about any 
specialized training required to administer the CALM 
Hearts intervention. The rural community partner also 
indicated an interest in being informed about aspects of 
methodological decision-making such as study design, 
development of documents, and participant eligibility 
criteria. Each group’s completed Terms of Reference doc-
ument was sent to them within one week of their intro-
ductory meeting.

Next, the patient advisory group and community part-
ners were involved in developing the grant proposal. To 
this end, SS and SK first engaged the patient advisory 
group in two, hour-long meetings, which shaped our 
plans to optimize the CALM Hearts intervention and 
ensured the grant reflected patient-identified priorities 
and outcomes. Ahead of the meetings, patient advisory 
group members received a document listing 13 interven-
tion delivery components that could be targeted for opti-
mization. In the two meetings, the patient advisory group 
considered the following questions: (1) Which of the 13 
intervention delivery components do you feel are most 
important to change? (2) Which changes would have most 
improved your experience as a research participant? (3) 
Are there any aspects of the intervention not listed that we 

should improve? The advisory group’s responses to these 
questions informed priority areas for optimization which 
we subsequently presented to our community partners. 
We engaged community partners in a similar process of 
identifying optimization targets as described above.

Based on the patient advisory group’s and community 
partners’ feedback, and in discussion with the remainder 
of the research team, we pursued the following optimi-
zation targets. First, we aim to change the intervention 
delivery model from individual to group based. The 
patient advisory group noted that hearing how others 
benefit from and use self-compassion may aid in self-
compassion adoption. Community partners confirmed 
that their current programming was often delivered in a 
group format, and optimizing the CALM Hearts program 
for group delivery would promote an easier transition to 
community implementation. In further support of group 
delivery, systematic reviews and clinical research show 
both individual and group delivery methods have similar 
efficacy in health behaviour interventions [36, 37]. Group 
delivery may also be well suited to self-compassion inter-
ventions since supportive social interactions can foster 
self-compassion [38, 39] and meta-analytic results show 
the superiority of group-based self-compassion interven-
tions at increasing self-compassion [40]. Given patient 
and community partners could see value in group deliv-
ery and given support for group delivery of behaviour 
change programs, including self-compassion programs, 
we will deliver the intervention to small groups in a sub-
sequent trial.

Second, the patient advisory group suggested the 
inclusion of a “booster” intervention session. This ses-
sion would be delivered at a time interval (e.g., one 
month) after the conclusion of the core intervention. 
In explaining their desire for a booster session, patient 
partners stated that the interval between the conclusion 
of the main intervention sessions and the booster ses-
sion would allow participants to practice their physical 
activity self-management skills independently, knowing 
they could return for group support at the time of the 
booster session. The booster would be an opportunity 
for participants to seek support in addressing barriers to 
their physical activity change. Community partners saw 
value in the addition of a booster session but suggested 
the research team should seek evidence for the benefit 
of a booster before their organizations committed addi-
tional resources to this extra session. Findings about the 
impact of boosters on physical activity are mixed [41, 42], 
but a self-compassion intervention including a booster 
achieved change in outcomes including physical activ-
ity [43]. The use of booster sessions in self-compassion 
interventions has been suggested by participants [44] 
and researchers [45]; therefore in a future trial, we will 
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determine the ideal timing for, and test the benefits of a 
booster session within our optimized intervention.

Finally, discussion with community partners led to a 
unique addition to the intervention. The research team 
discussed with them the training of centre staff to deliver 
the intervention; to date it had been delivered by research 
assistants. Further, the research team believed that to 
optimize the intervention for community delivery, centre 
staff should be trained to deliver it. Discussions with both 
sets of community partners led to the development of a 
plan to involve centre staff in creation of and feedback on 
a training plan and ultimately, a training manual.

The resultant impact of patient and community part-
ner engagement on the project grant application and 
proposed study directions are summarized in Supple-
mentary File 2. Both the patient and community part-
ners agreed to future engagement requests as the project 
progressed. However, patient partners stated that their 
agreement to engage would depend on their availability. 
One patient partner (DP) indicated interest in co-author-
ing this paper. The same patient partner and all of the 
community partners indicated interest in co-developing 
the Phase 2 engagement protocol presented next.

Protocol for phase 2 engagement activities
Phase 2: Initiating relationships with patient partners 
and community stakeholders
When we acquire grant funding for this project, we will 
continue working with our existing community part-
ners and re-initiate and develop new relationships with 
patient partners in the 4–6 months prior to the start of 
the CALM Hearts intervention. We will aim to assem-
ble a patient advisory group of 10–12 patient partners to 
guide the study across the remainder of its research cycle. 
This number is based upon our previous experiences with 
patient advisory groups [29, 46], group dynamics [47], 
and to account for the potential loss of patient partners 
over time. To help maximize the odds of patient partners 
being able to attend advisory group meetings, we will aim 
to send out meeting scheduling polls at least two weeks 
in advance of targeted meeting dates. Generally speaking, 
our source population of patient partners (women at risk 
of CVD) is relatively healthy, but may have competing 
interests (e.g., work or family responsibilities) that may 
impact on their ability to attend a given meeting. Thus, to 
help ensure the project meets its timelines, we plan to go 
forward with any given meeting as long as we meet quo-
rum (defined as half the number of advisory group mem-
bers + 1). We will make every reasonable effort to gather 
the perspectives of those not in attendance through 
scheduling alternative individual or small group meetings 
and offering the opportunity to provide written feedback 
on the meeting topics.

We will identify patient partners using multiple strate-
gies, including ones targeted at women typically under-
represented in cardiac research (e.g., women who 
self-identify as belonging to ethnically diverse groups and 
of lower socioeconomic status [48]). We will also target 
women living in rural communities to ensure our inter-
vention can be implemented in both rural and urban set-
tings. Specifically, we will work with key stakeholders to 
help raise awareness about the study [49, 50], including 
personal and professional networks (e.g., patient groups, 
the Manitoba Primary Care Research Network, our 
health system – including healthcare providers, health 
and social service care hubs such as ACCESS Centres), 
and the community partners involved in grant devel-
opment. We will also advertise the study within faith-
based organizations and community hubs (e.g., libraries, 
community centres) in neighborhoods of lower socio-
economic status and with higher proportions of ethnic 
diverse populations if necessary to help ensure a diverse 
patient advisory group. Modes of advertisement may 
include email, websites, social media (e.g., Facebook, 
Twitter), posters, videos, and information sessions.

Our advertising will be targeted toward women over 
50 years of age who identify as having low physical activ-
ity and high blood pressure or other cardiovascular risk 
factors (e.g., current/recent smoking, overweight/obe-
sity, low fruit and vegetable consumption, and or diabe-
tes [15]). This strategy should increase the likelihood that 
advisory group members will share lived experiences 
with intervention participants which will affect their 
opinions about the intervention. Individuals who par-
ticipated in the initial CALM Hearts intervention will be 
eligible for advisory group membership, but this experi-
ence is not a prerequisite. As guided by the literature [51] 
and our previous experience, we will screen all individu-
als that express interest in advisory group membership 
to help ensure diversity and readiness to meaningfully 
engage with our research.

Phase 2: Proposed engagement activities by stages 
of the research cycle
Based on our previous work [7], proposed engagement 
activities are organized by the stages of the research 
cycle (Table 1). This initial set of proposed activities was 
mutually developed with patient and community part-
ners from Phase 1 grant development. Specifically, SK 
engaged with one patient advisory group member (DP), 
the urban community partner, and the rural community 
partner across three separate meetings. The engage-
ment activities proposed for the patient advisory group 
and community partners differ slightly based on the dif-
ferent interests and expertise of patients and community 
stakeholders. However, the activities will be reviewed 
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and potentially revised at key study points (e.g., when the 
Phase 2 patient advisory group is formed, as the study 
evolves over the stages of the research cycle) to ensure 
they reflect patient advisory group members’ and com-
munity partners’ interests and study needs.

We will support patient advisory group members and 
community partners in engaging to the best of their 
capacity through (a) appointing a liaison responsible 
for ensuring the integrity of the engagement process, 

(b) co-developing a Terms of Reference that will guide 
patient and community partner conduct, (c) creating 
a list of desired impacts of engagement that are valued 
by members of the patient advisory group, community 
partners, and the broader team, (d) administering a self-
developed survey aimed at identifying technology and 
other accessibility needs, (e) providing compensation 
and re-imbursement the for the patient group’s time, 
expertise, and expenses incurred during engagement 

Table 1 Proposed engagement activities across stages of the research cycle

•Patient advisory group activity; ▪Community partner activity; ♦Patient and community partner activity

Stage Proposed activities

Revising the grant ♦ Provide input on priority areas for intervention optimization

Designing the intervention ♦ Help to develop or revise aspects of the intervention by identifying practical concerns
♦ Participate in focus groups
♦ Engage in meetings with the core research teams and/or other stakeholder groups engaged 
in the project

Choosing outcomes and how to measure them • Provide insights on issues and outcomes that matter to patients
• Work with academic researchers to collaboratively select specific outcome measures (e.g., psycho-
logical scales), review questionnaires for comprehension and clarity, advise academic researchers 
on whether certain outcomes should be measured qualitatively, quantitatively, or both
▪ Provide insights on issues and outcomes that matter to community stakeholders
▪ Review and provide feedback on the measures selected to ensure these measures meet community 
partners’ information needs
• Share experiences with the study topic

Helping to develop or revise study materials • Help to develop or revise the study materials (e.g., visual appeal, wording, timing)
• Prepare other patients to provide input on the study materials (e.g., getting feedback from similar 
others)
▪ Discuss whether study materials can be feasibly delivered in the community
♦ Review the plans to conduct the study (e.g., approving the timeline)

Recruitment ♦ Provide suggestions for increasing participant diversity
♦ Suggest additional locations to recruit more participants
♦ Help to discuss and determine recruitment strategies
• Help to develop recruitment scripts
• Help to develop patient-facing content (e.g., consent forms)
♦ Help to recruit participants through personal networks (e.g., directly contacting people, providing 
contact information to the research team, promoting research among networks)
♦ Present at recruitment sites on behalf of the research team

Data Collection • Help collect qualitative data (e.g., conducting interviews with participants in the study)
• Help administer online questionnaires and compile data
• Pilot being a participant in the study
• Participate in the study

Data Analysis • Be part of the team that analyzes qualitative data (e.g., read interview transcripts and help create 
themes/meanings from interview data)
• Be part of the team that analyzes quantitative data (e.g., help decide how data are summarized/
displayed and what analyses are performed)

Data Interpretation • Help to review the results and provide reflections about the data
• Ensure the way the results are described is accessible to patients
▪ Ensure the way the results are described are meaningful to community stakeholders
♦ Help identify key findings and plan next steps
• Participate in focus groups aimed at validating findings

Knowledge translation ♦ Provide perspectives and ideas about how we can share knowledge from our study with other 
groups
♦ Help to draft, revise, and co-author research papers
♦ Help to revise or draft non-manuscript written materials (e.g., newsletters, briefing notes, participant 
summary reports)
♦ Help to develop or revise conference submissions and presentations
♦ Share research findings through social media or other social networks
• Present at conferences or attend conferences on behalf of the study team
• Present in non-conference settings (e.g., interviews or townhalls, podcasts, videos)



Page 9 of 12Chudyk et al. Research Involvement and Engagement           (2024) 10:42  

and (f ) and conducting knowledge translation activi-
ties with patient and community partners to ensure our 
research has a positive impact on their communities and 
organizations.

Phase 2: Evaluation of engagement
We will evaluate both the quality and impact of engage-
ment in our study. Specifically, we will evaluate the qual-
ity of our engagement activities on a yearly basis, from 
the perspectives of members of the patient advisory 
group, community partners, and broader research team, 
using the Public and Patient Engagement Evaluation Tool 
(PPEET) for long-term engagement initiatives [52]. This 
generic, three-part tool is often used in health research 
to evaluate key elements of quality engagement includ-
ing the integrity of the design and process, influence 
and impact, participatory culture, and collaboration and 
common purpose [52]. A recent review found that the 
PPEET was developed using a scientifically rigorous pro-
cess, took into account the views of patients and the pub-
lic, comprehensively evaluated engagement, and was easy 
to use [53]. In addition, to help ensure that engagement 
achieves the impacts that are valued by both members 
of the patient advisory group and the broader team, we 
will co-develop a working list of desired impacts. Desired 
impacts will be organized by time frame (i.e., immedi-
ate/near-term, intermediate, and long-term impacts) 
[12], level of influence (i.e., value to patients, value to 
community stakeholders, value to researchers, improve-
ments to research processes, impact on policies and deci-
sions, impact on health outcomes, contributions to social 
change in research) [54], and stage of the research cycle. 
The achievement of these impacts will be evaluated at key 
study points through discussion with the patient advisory 
group and community partners.

Discussion
Partnership approaches to research can provide valu-
able insights into the design and evaluation of behav-
ioural interventions, especially when stakeholders 
are provided with the opportunity to partner early 
and have a meaningful impact. However, partnership 
approaches to intervention design are under-utilized in 
intervention development [6] and behavioral interven-
tion research [7]. Therefore, this work has the potential 
to make both immediate and more downstream contri-
butions to the field. By detailing our engagement activi-
ties to date, we hope to model an approach to engaging 
patient and community stakeholders in behavioral 
intervention development and demonstrate the impacts 
of doing so. The considerations we identify throughout 

this work should act as a resource to support the more 
widespread engagement of stakeholders in health 
research. Finally, the publication of protocols such as 
this, addresses the lack of transparency in the planning 
and reporting of stakeholder engagement observed in 
the current literature [55].

When considering our engagement approach, some 
limitations warrant mention. First, where stakeholders 
are engaged on the spectrum of participation [32, 33] 
influences the impact they will have on the decisions 
made within the study. As our engagement occurs at the 
level of Involve, we have committed to working directly 
with stakeholders throughout the study’s research 
cycle, so that their perspective will help inform the 
decisions made about the study. Both of our patient and 
community partner groups will be engaged throughout 
the study’s research cycle to ensure that their perspec-
tives are understood and considered as decisions are 
made throughout the course of the study. However, the 
study’s ultimate decision-making power lies with the 
principal investigator (SS), which could potentially lead 
to tokenistic engagement if proper mechanisms are not 
in place to prevent this. Thus, we have committed to 
transparency and accountability within the engagement 
process through regular documentation of stakeholder 
inputs and how they influenced project directions 
(and if not then why). The Engagement Liaison (SK) 
also helped to ensure the integrity of the engagement 
process and upheld partner interests during Phase 1 
of engagement. Further contributing to accountabil-
ity are the Terms of Reference and engagement plan-
ning documents that will record the ways in which 
patient and community partners would like to engage, 
the types of impacts they hope to have, and an annual 
evaluation of engagement activities. Another limitation 
is that our engagement activities to date included only 
four patient partners, which may have resulted in input 
that does not reflect the experiences of voices less typi-
cally heard in women’s cardiovascular research (e.g., 
women from ethnically diverse groups or of low socio-
economic status). The patient and community partners 
that we engage in the future will have the opportunity 
to actively shape the evolving research project, includ-
ing their roles and responsibilities within it. Relatedly, 
we did not obtain ethics approval to report on the 
demographics of patient partners in this manuscript, as 
our aim was to describe the participatory process used 
to develop a grant application and protocol for future 
engagement activities. Doing so would have allowed us 
to help promote transparency and diversity by better 
demonstrating whose voices are represented and whose 
are not in our research.
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Conclusions
This protocol outlines approaches to patient and commu-
nity stakeholder engagement in both the development of 
a project grant, and in the future optimization and imple-
mentation of the CALM Hearts intervention. This work 
is timely given that partnership approaches are under-
utilized in behavioural interventions [7]. We note impor-
tant considerations that may help guide other behavioral 
intervention researchers in incorporating stakeholder 
engagement within their work. Ultimately, we aim to 
develop an intervention that can help women relate to 
themselves with more compassion as they increase their 
physical activity and reduce their CVD risk. By embed-
ding stakeholder engagement in our intervention devel-
opment and optimization process, the perspectives of the 
population that will benefit from the intervention and 
community groups that will ultimately deliver it will play 
a key role in bringing these goals to fruition.

Abbreviations
CALM Hearts  Compassionate And Loving Mindset towards heart health risk
CVD  Cardiovascular disease
MOST  Multiphase Optimization Strategy
ORBIT  Obesity Related Behavioral Intervention Trials (ORBIT) Consortium
PPEET  Public and Patient Engagement Evaluation Tool
SPOR  Strategy for Patient-Oriented Research

Supplementary Information
The online version contains supplementary material available at https:// doi. 
org/ 10. 1186/ s40900- 024- 00577-z.

Additional file 1: Supplementary File 1. GRIPP2 long form.

Additional file 2: Supplementary Table 1. Patient and community part-
ner suggestions and resulting impact on project grant proposal.

Additional file 3: Supplemental Table 2. Patient Partner Terms of 
Reference. Supplemental Table 3. Urban Community Partner Terms of 
Reference. Supplemental Table 4. Rural Community Partner Terms of 
Reference.

Acknowledgements
We wholeheartedly thank our patient and community partners for the insights 
that they contributed to this work.

Authors’ contributions
AC, SK, and SS made substantial contributions to the conception and design 
of the work and drafting of the manuscript. DP, MA, and TAD made substantial 
contribution to the design of the work and revising of the manuscript. All 
authors have approved the submitted version of this manuscript, and have 
agreed to be personally accountable for their own contributions and to ensur-
ing the integrity of the work and the process used to handle any questions 
related to the manuscript.

Funding
Stage 1 of the CALM Hearts study and this papers patient engagement activi-
ties were funded by the University Research Grants program (PI = Dr. Shaelyn 
Strachan, University of Manitoba). Dr. Chudyk is supported by a Canadian 
Institute of Health Research Patient-Oriented Research Awards-Transition to 
Leadership Stream—Phase 2 award (funding reference number 188352). The 
funders did not and will not have a role in study design, data collection and 
analysis, decision to publish, or preparation of the manuscript.

Availability of data and materials
No datasets were generated or analysed during the current study.

Declarations

Ethics approval and consent to participate
Research ethics board approval was not obtained for either phase of this study 
as we did not collect participant data but rather describe the participatory 
process used to develop a grant application and protocol for future engage-
ment activities.

Consent for publication
Not applicable.

Competing interests
The authors declare no competing interests.

Author details
1 College of Pharmacy, Rady Faculty of Health Sciences, University of Manitoba, 
Winnipeg, MB, Canada. 2 Faculty of Kinesiology and Recreation Management, 
University of Manitoba, Winnipeg, MB, Canada. 3 Patient Partner, Winnipeg, MB, 
Canada. 4 Institute of Cardiovascular Sciences, St. Boniface General Hospital 
Albrechtsen Research Centre, Winnipeg, MB, Canada. 5 Department of Family 
Practice, The University of British Columbia (UBC), Vancouver, BC, Canada. 

Received: 19 January 2024   Accepted: 22 April 2024

References
 1. Michie S, Van Stralen MM, West R. The behaviour change wheel: a new 

method for characterising and designing behaviour change interven-
tions. Implement Sci. 2011;6(1):1–12.

 2. Eccles M. The Improved Clinical Effectiveness Through Behavioral 
Research Group (ICEBERG). Designing theoretically-informed implemen-
tation interventions implementation science. 2006.

 3. Michie S, Richardson M, Johnston M, Abraham C, Francis J, Hardeman W, 
et al. The behavior change technique taxonomy (v1) of 93 hierarchically 
clustered techniques: building an international consensus for the report-
ing of behavior change interventions. Ann Behav Med. 2013;46(1):81–95.

 4. Michie S, Prestwich A. Are interventions theory-based? Development of a 
theory coding scheme. Health Psychol. 2010;29(1):1.

 5. Minkler M, Salvatore AL, Chang C. 175Participatory Approaches for Study 
Design and Analysis in Dissemination and Implementation Research. In: 
Brownson RC, Colditz GA, Proctor EK, editors. Dissemination and Imple-
mentation Research in Health: Translating Science to Practice: Oxford 
University Press; 2017. p. 0.

 6. O’Cathain A, Croot L, Sworn K, Duncan E, Rousseau N, Turner K, et al. 
Taxonomy of approaches to developing interventions to improve health: 
a systematic methods overview. Pilot Feasibility Studies. 2019;5(1):41.

 7. Byrne M. Increasing the impact of behavior change intervention 
research: Is there a role for stakeholder engagement? Health Psychol. 
2019;38(4):290.

 8. Deverka PA, Lavallee DC, Desai PJ, Esmail LC, Ramsey SD, Veenstra DL, 
Tunis SR. Stakeholder participation in comparative effectiveness research: 
defining a framework for effective engagement. J Comparative Effect Res. 
2012;1(2):181–94.

 9. Concannon TW, Meissner P, Grunbaum JA, McElwee N, Guise J-M, Santa J, 
et al. A new taxonomy for stakeholder engagement in patient-centered 
outcomes research. J Gen Intern Med. 2012;27:985–91.

 10. Hoekstra F, Mrklas K, Khan M, McKay R, Vis-Dunbar M, Sibley K, et al. A 
review of reviews on principles, strategies, outcomes and impacts of 
research partnerships approaches: a first step in synthesising the research 
partnership literature. Health Res Policy Syst. 2020;18:1–23.

 11. Bergold J, Thomas S. Participatory research methods: A methodological 
approach in motion. Historical Social Research/Historische Sozial-
forschung. 2012:191–222.

https://doi.org/10.1186/s40900-024-00577-z
https://doi.org/10.1186/s40900-024-00577-z


Page 11 of 12Chudyk et al. Research Involvement and Engagement           (2024) 10:42  

 12. Chudyk AM, Horrill T, Waldman C, Demczuk L, Shimmin C, Stoddard R, 
et al. Scoping review of models and frameworks of patient engagement 
in health services research. BMJ Open. 2022;12(8):e063507.

 13. Chudyk AM, Stoddard R, McCleary N, Duhamel TA, Shimmin C, Hickes S, 
Schultz AS. Activities and impacts of patient engagement in CIHR SPOR 
funded research: a cross-sectional survey of academic researcher and 
patient partner experiences. Res Involve Engage. 2022;8(1):1–14.

 14. Ball S, Harshfield A, Carpenter A, Bertscher A, Marjanovic S. Patient and 
public involvement in research: Enabling meaningful contributions. Santa 
Monica: RAND Corporation; 2019.

 15. Maclagan LC, Park J, Sanmartin C, Mathur KR, Roth D, Manuel DG, et al. 
The CANHEART health index: a tool for monitoring the cardiovascular 
health of the Canadian population. CMAJ. 2014;186(3):180–7.

 16. Kullman S, Semenchuk B, Morgan T, Duhamel T, Strachan S. Compassion-
ate And Loving Mindset towards heart health riSk (CALM hearts): A non-
randomized pilot feasibility study for a parallel randomized controlled 
trial Submitted to Journal of Happiness Studies. 2023.

 17. Medicine ACoS. ACSM’s exercise testing and prescription: Lippincott wil-
liams & wilkins; 2017.

 18. Czajkowski SM, Powell LH, Adler N, Naar-King S, Reynolds KD, Hunter CM, 
et al. From ideas to efficacy: the ORBIT model for developing behavioral 
treatments for chronic diseases. Health Psychol. 2015;34(10):971.

 19. Wells RD, Guastaferro K, Azuero A, Rini C, Hendricks BA, Dosse C, et al. 
Applying the multiphase optimization strategy for the development 
of optimized interventions in palliative care. J Pain Symptom Manage. 
2021;62(1):174–82.

 20. Semenchuk BN, Boreskie KF, Hay JL, Miller C, Duhamel TA, Strachan SM. 
Self-compassion and responses to health information in middle-aged 
and older women: An observational cohort study. J Health Psychol. 
2021;26(12):2231–47.

 21. Semenchuk BN, Kullman SM, Neilson CJ, Ceccarelli L, Boreskie K, Kehler 
DS, et al. Self-compassion, Health Behaviors, Self-regulation, and Affective 
States Among Individuals at Risk of or Diagnosed with a Chronic Disease: 
a Scoping Review. Mindfulness. 2022:1–27.

 22. Neff K. Self-compassion: an alternative conceptualization of a healthy 
attitude toward oneself. Self Identity. 2003;2(2):85–101.

 23. Biber DD, Ellis R. The effect of self-compassion on the self-regu-
lation of health behaviors: a systematic review. J Health Psychol. 
2019;24(14):2060–71.

 24. Phillips WJ, Hine DW. Self-compassion, physical health, and health behav-
iour: a meta-analysis. Health Psychol Rev. 2021;15(1):113–39.

 25. Wong MYC, Chung P-K, Leung K-M. The relationship between physical 
activity and self-compassion: a systematic review and meta-analysis. 
Mindfulness. 2021;12:547–63.

 26. Kullman S, Semenchuk B, Morgan T, Duhamel T, Strachan S. Compassion-
ate and loving mindset towards heart health risk (calm hearts): A non-
randomized pilot feasibility study for a parallel randomized controlled 
trial. Journal of Exercise, Movement, and Sport (SCAPPS refereed abstracts 
repository). 2021;52(1).

 27. Canadian Institutes of Health Research. Strategy for Patient-Oriented 
Research - Patient Engagement Framework [Available from: http:// www. 
cihr- irsc. gc. ca/e/ 48413. html.

 28. Chudyk AM, Waldman C, Horrill T, Demczuk L, Shimmin C, Stoddard 
R, et al. Models and frameworks of patient engagement in health 
services research: a scoping review protocol. Res Involve Engage. 
2018;4(1):1–8.

 29. Chudyk AM, Ragheb S, Kent D, Duhamel TA, Hyra C, Dave MG, et al. 
Patient Engagement in the Design of a Mobile Health App That Supports 
Enhanced Recovery Protocols for Cardiac Surgery: Development Study. 
JMIR Perioperative Med. 2021;4(2):e26597.

 30. Chudyk A, Stoddard R, McCleary N, Duhamel T, Schultz A. Patient partners’ 
motivations and meanings for research engagement: a qualitative study. 
Annals Family Med; 2023.

 31. Government of British Columbia. Terminology in Indigenous Content 
2023 [Available from: https:// www2. gov. bc. ca/ gov/ conte nt/ gover 
nments/ servi ces- for- gover nment/ servi ce- exper ience- digit al- deliv ery/ 
web- conte nt- devel opment- guides/ web- style- guide/ writi ng- guide- for- 
indig enous- conte nt/ termi nolog y#: ~: text= ’Stake holde r’% 20is% 20a% 
20com mon% 20cor porat e,allot ment% 20of% 20land% 20to% 20set tlers.

 32. International Association for Public Participation. IAP2’s Public Participa-
tion Spectrum [Available from: https:// www. iap2. org. au/ Tenant/ C0000 
004/ 00000 001/ files/ IAP2_ Public_ Parti cipat ion_ Spect rum. pdf.

 33. Manafò E, Petermann L, Vandall-Walker V, Mason-Lai P. Patient and public 
engagement in priority setting: a systematic rapid review of the literature. 
PLoS ONE. 2018;13(3):e0193579.

 34. Richards DP, Jordan I, Strain K, Press Z. Patient partner compensation 
in research and health care: the patient perspective on why and how. 
Patient Experience J. 2018;5(3):6–12.

 35. D’Agostino RB Sr, Vasan RS, Pencina MJ, Wolf PA, Cobain M, Massaro JM, 
Kannel WB. General cardiovascular risk profile for use in primary care: the 
Framingham Heart Study. Circulation. 2008;117(6):743–53.

 36. Borek AJ, Abraham C, Greaves CJ, Tarrant M. Group-based diet and physi-
cal activity weight-loss interventions: a systematic review and meta-
analysis of randomised controlled trials. Appl Psychol Health Well Being. 
2018;10(1):62–86.

 37. Sajatovic M, Ridgel AL, Walter EM, Tatsuoka CM, Colon-Zimmermann K, 
Ramsey RK, et al. A randomized trial of individual versus group-format 
exercise and self-management in individuals with Parkinson’s disease and 
comorbid depression. Patient Preference and Adherence. 2017:965–73.

 38. Ingstrup MS, Mosewich AD, Holt NL. The development of self-compas-
sion among women varsity athletes. Sport Psychol. 2017;31(4):317–31.

 39. Frentz DM, McHugh T-LF, Mosewich AD. Athletes’ experiences of shifting 
from self-critical to self-compassionate approaches within high-perfor-
mance sport. J Appl Sport Psychol. 2020;32(6):565–84.

 40. Ferrari M, Hunt C, Harrysunker A, Abbott MJ, Beath AP, Einstein DA. Self-
compassion interventions and psychosocial outcomes: a meta-analysis of 
RCTs. Mindfulness. 2019;10:1455–73.

 41. Fleig L, Pomp S, Schwarzer R, Lippke S. Promoting exercise maintenance: 
how interventions with booster sessions improve long-term rehabilita-
tion outcomes. Rehabil Psychol. 2013;58(4):323.

 42. Kroese F, Adriaanse M, De Ridder D. Boosters, anyone? Exploring the 
added value of booster sessions in a self-management intervention. 
Health Educ Res. 2012;27(5):825–33.

 43. Palmeira L, Pinto-Gouveia J, Cunha M. Exploring the efficacy of an 
acceptance, mindfulness & compassionate-based group intervention for 
women struggling with their weight (Kg-Free): a randomized controlled 
trial. Appetite. 2017;112:107–16.

 44. Seekis V, Bradley GL, Duffy AL. Does a Facebook-enhanced Mindful Self-
Compassion intervention improve body image? An evaluation study. 
Body Image. 2020;34:259–69.

 45. Haley EN, Dolbier CL, Carels RA, Whited MC. A brief pilot self-compassion 
intervention for women with overweight/obesity and internalized 
weight bias: feasibility, acceptability, and future directions. J Contextual 
Behav Sci. 2022;23:59–63.

 46. Dave MG, Chudyk AM, Oravec N, Kent DE, Duhamel TA, Schultz AS, Arora 
RC. Putting patient value first: Using a modified nominal group technique 
for the implementation of enhanced recovery after cardiac surgery 
recommendations. JTCVS Open. 2022;12:306–14.

 47. Doria N, Condran B, Boulos L, Curtis Maillet DG, Dowling L, Levy A. 
Sharpening the focus: differentiating between focus groups for patient 
engagement vs qualitative research. Res Involve Engage. 2018;4(1):1–8.

 48. Vilcant V, Ceron C, Verma G, Zeltser R, Makaryus AN. Inclusion of under-
represented racial and ethnic groups in cardiovascular clinical trials. Heart 
Lung Circ. 2022;31(9):1263–8.

 49. Langer SL, Castro FG, Chen ACC, Davis KC, Joseph RP, Kim W, et al. Recruit-
ment and retention of underrepresented and vulnerable populations to 
research. Public Health Nurs. 2021;38(6):1102–15.

 50. Shaghaghi A, Bhopal RS, Sheikh A. Approaches to recruiting ‘hard-to-
reach’populations into research: a review of the literature. Health Promot 
Perspect. 2011;1(2):86.

 51. Parker R, Tomlinson E, Concannon TW, Akl E, Petkovic J, Welch VA, et al. 
Factors to Consider During Identification and Invitation of Individuals 
in a Multi-stakeholder Research Partnership. Journal of General Internal 
Medicine. 2022:1–7.

 52. Abelson J, Tripp L, Kandasamy S, Burrows K, Team PIS. Supporting the 
evaluation of public and patient engagement in health system organiza-
tions: results from an implementation research study. Health Expecta-
tions. 2019;22(5):1132–43.

 53. Boivin A, L’Espérance A, Gauvin FP, Dumez V, Macaulay AC, Lehoux P, 
Abelson J. Patient and public engagement in research and health system 

http://www.cihr-irsc.gc.ca/e/48413.html
http://www.cihr-irsc.gc.ca/e/48413.html
https://www2.gov.bc.ca/gov/content/governments/services-for-government/service-experience-digital-delivery/web-content-development-guides/web-style-guide/writing-guide-for-indigenous-content/terminology#:~:text=’Stakeholder’%20is%20a%20common%20corporate,allotment%20of%20land%20to%20settlers
https://www2.gov.bc.ca/gov/content/governments/services-for-government/service-experience-digital-delivery/web-content-development-guides/web-style-guide/writing-guide-for-indigenous-content/terminology#:~:text=’Stakeholder’%20is%20a%20common%20corporate,allotment%20of%20land%20to%20settlers
https://www2.gov.bc.ca/gov/content/governments/services-for-government/service-experience-digital-delivery/web-content-development-guides/web-style-guide/writing-guide-for-indigenous-content/terminology#:~:text=’Stakeholder’%20is%20a%20common%20corporate,allotment%20of%20land%20to%20settlers
https://www2.gov.bc.ca/gov/content/governments/services-for-government/service-experience-digital-delivery/web-content-development-guides/web-style-guide/writing-guide-for-indigenous-content/terminology#:~:text=’Stakeholder’%20is%20a%20common%20corporate,allotment%20of%20land%20to%20settlers
https://www2.gov.bc.ca/gov/content/governments/services-for-government/service-experience-digital-delivery/web-content-development-guides/web-style-guide/writing-guide-for-indigenous-content/terminology#:~:text=’Stakeholder’%20is%20a%20common%20corporate,allotment%20of%20land%20to%20settlers
https://www.iap2.org.au/Tenant/C0000004/00000001/files/IAP2_Public_Participation_Spectrum.pdf
https://www.iap2.org.au/Tenant/C0000004/00000001/files/IAP2_Public_Participation_Spectrum.pdf


Page 12 of 12Chudyk et al. Research Involvement and Engagement           (2024) 10:42 

decision making: a systematic review of evaluation tools. Health Expect. 
2018;21(6):1075–84.

 54. Aubin D, Hebert M, Eurich D. The importance of measuring the impact of 
patient-oriented research. CMAJ. 2019;191(31):E860–4.

 55. Ray KN, Miller E. Strengthening stakeholder-engaged research and 
research on stakeholder engagement. J Comparative Effect Res. 
2017;6(4):375–89.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub-
lished maps and institutional affiliations.


	Engaging patient and community stakeholders in the optimization of the Compassionate And Loving Mindset towards heart health risk (CALM Hearts) physical activity intervention: a description of initial work and protocol for future engagement activities
	Abstract 
	Background 
	Methods 
	Conclusions 

	Plain English summary 
	Background 
	Methods 
	Conclusions 

	Background
	Aims

	Materials and methods
	Conceptual framework
	Two-phased engagement approach

	Phase 1: Stakeholder engagement activities to date
	Phase 1: Initiation of relationships with patient partners
	Phase 1: Initiation of relationships with community partners
	Phase 1: Engagement of patient and community partners in grant development

	Protocol for phase 2 engagement activities
	Phase 2: Initiating relationships with patient partners and community stakeholders
	Phase 2: Proposed engagement activities by stages of the research cycle
	Phase 2: Evaluation of engagement

	Discussion
	Conclusions
	Acknowledgements
	References


