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Abstract:  

Background: Strategies to embed research knowledge into decision making contexts include the 

Embedded Research (ER) model, which involves the collocation of academic researchers in non-

academic organisations such as hospitals and local authorities. A local authority in Doncaster, United 

Kingdom (UK) has adopted an embedded researcher model within the National Institute for Health 

and Care Research (NIHR), Health Determinants Research Collaboration (HDRC). This five-year 

collaboration enables universities and local authorities to work together to reduce health 

inequalities and target the social determinants of health. Building on previous embedded research 

models, this approach is unique due to its significant scale and long-term investment. In this opinion 

paper Embedded Researchers (ERs) reflect on their experiences of the first year of the collaboration.  

Study design: A reflective consultation exercise.  

Methods: Observation of HDRC delivery meetings minutes, informal discussions with ERs, as well as 

a short proforma with embedded researchers (N=8). 

Results: ERs valued the five-year timeframe which provided a unique opportunity for strengthened 

relationships and to apply formative learning as the programme progressed. However, differences in 
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knowledge of undertaking research across the HDRC team and between practitioners and academics 

require each to respect different professional experiences and to avoid potential power imbalances. 

Diverse projects required researchers to be generalists, applying their expertise to multiple topics. 

This requires careful priority setting alongside workload and expectation management.  

Conclusions: The significant scale and investment of the HDRC provides a unique opportunity for 

developing the ER role by applying formative learning as the programme progresses. However, 

success will require careful management of workload allocation and relationships between ERs and 

practitioners. Further learning on how to embed ERs within local authority contexts will emerge as 

the programme matures. 

 

Key words: embedded research, health determinants research collaborations, local government 

 

What this study adds 

• The HDRC collaboration has facilitated strengthened relationship building between 

academics, practitioners and the public including those from marginalised communities. 

• Several initial challenges have emerged including potential power imbalances and 

differences in knowledge in undertaking research which need to be carefully managed.  

• The long-term investment of the scheme provides a unique opportunity to develop the 

embedded research model and to apply formative learning to the programme as it develops. 

 

Implications for policy and practice 

• Our reflections on the benefits and challenges of the embedded research role within the 

HDRC are timely given the significant investment of the programme and will be of use to 

other HDRCs delivering similar models.  

• This paper builds on previous studies on the role of embedded research but is unique due 

the significant scale and long-term investment of the HDRC which provides an opportunity 

to further develop the ER role within local authority contexts.  

 

Introduction 

Embedding evidence into decision making within public health is critical to improving health 

outcomes and the cost effectiveness of interventions [1] [2]. Consequently, diverse strategies seek 

to bridge the gap between research and practice. One such approach is the role of the Embedded 

Researcher (ER). Despite diverse definitions ERs are typically understood as academic researchers 

who are collocated within non-academic organisations such as health services, charities and local 

authorities [3]. These researchers build collaborations between universities and practice to enable 

research activity, develop research capacity and infrastructure and mobilise research evidence. To 

date, ERs are largely based in healthcare contexts including primary care and social prescribing 

services (e.g. [4] [5] [6]). Increasing use of ERs within UK local authority settings has been driven by 

recognition of the need for greater capacity to support production and utilisation of evidence within 

local government [7][8].  
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In the United Kingdom (UK), local authorities (LAs) are responsible for numerous public services 

ranged across public health, social care, housing, waste management and the management of public 

spaces. LAs are well placed to address health inequalities through place-based interventions [9] yet 

disparities in health in the UK continue to widen [10]. In response to a need for further investment, 

the National Institute for Health and Care Research (NIHR) developed the Health Determinants 

Research Collaboration (HDRC) programme. The NIHR has awarded £150 million to 30 HDRCs across 

the UK, to provide the capacity and capability for local authorities to undertake public health 

research to address the wider determinants of health and health inequalities [11]. These 5-year 

collaborations enable local authorities to become more research-active, embedding a culture of 

evidence-based decision making.  Each HDRC is adopting a slightly different model, but many have 

chosen the use of ERs. One such programme mobilises 8 academic employed researchers from early 

career to professorial level, embedded within Doncaster local authority. Previous research on the ER 

role within LAs has shown the potential for capacity building and organisational change, but often 

initiatives are too short term and “take much longer for observable change in research production to 

occur” [12:p8]. In this paper we reflect on the experiences of the ER model over the first year of the 

HDRC programme. The significant scale and long-term investment of the HDRC provides a unique 

opportunity to further develop the ER role within LA contexts by applying formative learning as the 

programme develops. Benefits and challenges of the role may well extend to other LAs as they 

develop similar models.  

Methods 

A reflective consultation exercise sought to gather insights on the benefits, challenges and emerging 

learning from the ER role. The aim of the consultation exercise was to capture emerging reflections 

of embedded researchers whilst the HDRC is in it’s infancy. It is not a formal research project but 

rather a learning exercise to support future delivery of HDRCs and other research within local 

authorities.   

We gathered insights from observations of HDRC delivery meetings minutes and informal 

discussions with ERs. We supplemented this with a short proforma emailed to each ER to provide 

people with an opportunity to reflect on the challenges, benefits and learning from the role (N=8). 

We utilised thematic analysis informed by Braun and Clarke’s [13] six step analytical approach to 

draw out key themes.  

 

Findings 

Prominent themes emerged from the consultation exercise: (1) The need to build relationships and 

have mutual respect of knowledge and (2) Priority setting and managing expectations. 

1. The need to build relationships and have mutual respect of knowledge 
 

Embedded ERs within local authorities act as conduits for bringing different stakeholders together, 

notwithstanding several challenges. The five-year duration of the scheme offers unique 

opportunities to “develop working relationships over a longer period of time as the work evolves” (ER 

proforma response). ERs reported having the time to build trust and relationships especially 

between academics, practitioners and people from marginalised communities. Examples included: 

ERs working with local veterans to explore a suicide prevention project and supporting practitioners 

by analysing feedback from the local community on current health and wellbeing concerns.  
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Alongside longevity of the partnership, differences in skills and experiences of the different ERs were 

considered an asset providing opportunities for “learning lots from the strengths of others in team” 

(ER proforma response) but there was a risk of power-imbalances. The varied backgrounds of ERs 

positioned them at different points of the practice/academic spectrum. For example, some ERs were 

experienced academics whereas others were early career researchers with previous careers in the 

public and voluntary sector. The HDRC model differed from traditional ER models by including a 

team of ERs working together rather than mobilising one ER to a specific project. It was 

acknowledged that such differences, though an important strength of the collaboration, need to be 

carefully managed to avoid power imbalances between more and less experienced academics. For 

example, one ER encountered resistance to their ideas from other academic colleagues within the 

HDRC team and described how non-traditional methods and approaches were sometimes “lost in 

translation” (ER proforma response).  

Further tensions relate to managing different skills, experiences and methods of working between 

the ERs and practitioners. It was acknowledged that engagement with those with lived experience 

through the HDRC is complex, challenging and should be guided by the needs of local communities. 

As such, traditional academic approaches or frameworks may not be appropriate, creating a tension 

between achieving academic rigour and the practicalities of delivering research within a local 

authority context. For example, there were emerging differences in understanding of ethical 

procedures between academics and practitioners within early evaluations, such as: practitioners not 

understanding the need for participant information sheets, or contacting potential participants 

multiple times to ask for consent despite previous disengagement. In addition, academic research 

often takes much longer than practitioners anticipate due to the need to apply for ethical approval 

and develop project protocols, whilst timescales for applying for external research funding do not 

always align with LA processes. Practitioners sometimes wanted evaluations to yield favourable 

outcomes to support commissioning decisions. ERs felt this put them in difficult position in terms of 

reporting more critical or less ‘favourable’ findings and they felt conscious of this pressure because 

of working ‘for’ the LA.  It was acknowledged that working within a political context where 

researchers may feel constrained in how they report findings could be a challenge for ERs and create 

an imbalance of power whereby the LA has the control over the information provided by the 

research and how it is used. 

The different perspectives and experiences of ERs highlight the need to develop research capacity 

and knowledge within LAs. However, such challenges are recognised as common within the 

development of new programmes and particularly prominent within an HDRC which aims to 

generate innovative approaches. Despite occasional tensions between stakeholders, embedding ERs 

within LAs was considered a great opportunity for genuine coproduction and long-term partnership 

building between academia and practitioners to enable LAs to develop a research and evidence-

based culture. 

 
2. Priority setting and managing expectations 

 
The breadth of initial projects initiated within the HDRC presented both opportunities and 

challenges. At the time of writing ERs were working on 25 projects with an average of 5 projects per 

ER (with some ERs working full/half time on HDRC work).  Projects encompassed diverse areas of 

public health and wider local authority services such as housing, mental health, addiction, waste 

management and suicide prevention amongst marginalised communities. This required ERs to be 

willing to consider themselves ‘generalists’ and to apply their skills to new, and often unfamiliar, 
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research topics. Conversely, practitioners served as the ‘topic experts’ working alongside ERs. 

Coproducing projects in this way through sharing skills and responsibilities helps to mitigate 

potential imbalance raised earlier. However, it was important to manage expectations on what ERs 

could deliver for each project. ERs were spread across multiple projects whereas practitioners 

maintained a single-project focus. The ERs wanted to meet the goals of each project to facilitate 

relationship building but had to balance providing significant support to a small number of projects 

against offering less support across a larger number of projects. This was a unique challenge for the 

HDRC model, given that previous ER models generally mobilise one researcher per project.  

The core resource for each project was ER time. None of the projects had a specific budget for non-

staff costs posing a key challenge within early projects e.g., for transcription of interview data. The 

significant long-term scale and investment of the HDRC added unique value by allowing the team to 

respond to challenges and apply formative learning as the HDRC progressed. In this case, this led to 

development of an approach to review budgets and reprofile resources to specific projects where 

appropriate. Practitioners were supported in learning to identify whether their topic warranted a full 

research project or whether a smaller, service evaluation, or even user feedback exercise, was 

sufficient. This highlights how a core ER role is to build practitioner research capacity and interest by 

exploring what information they require and how they could use the work to improve practice.   

A supportive management structure alongside the development of clear processes for decision-

making and resource allocation has been essential to manage priority setting and to ensure that 

resource allocation decisions were not detrimental to relationships and engagement with the HDRC. 

For example, having a transparent process for deciding what topics should warrant a research study 

and allocated ER resource proved another unique challenge for HDRCs, given that ERs are typically 

allocated to one specific project. 

Conclusion 

This paper provides emerging reflections from a consultation exercise aimed at understanding the 

early benefits and challenges from the embedded research role within Doncaster LA. The long-term 

funding of the HDRC provides a unique opportunity to foster relationships and collaboration 

between academia, local government and marginalised communities and to use learning to develop 

the intervention. Nevertheless, the broad remit to develop research capacity and change the 

evidence-use culture results in tensions in managing expectations and competing project priorities. 

Early projects have also provided researchers with experience and exposure to diverse public health 

areas and teams. However, potential power imbalances, differential valuing of knowledge between 

academics and practitioners and the prioritisation of resources need careful management for the 

HDRC to realise its full potential. The HDRC Doncaster ER model remains in its infancy with further 

learning continuing to emerge as it is implemented within a local authority context. 
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