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Abstract
In this article, we shall discuss the role of collaborative and transdisciplinary research,
and its potential for the co-production of scientific and field knowledge that may serve
the purpose of the medical humanities. Transdisciplinary research adds to the challenge
of interdisciplinary dialogue – that of involving societal stakeholders to whom the
research is accountable. The outcome of such research, in terms of generating knowl-
edge that be both scientifically sound and useful for practice, depends on the quality of
the partnerships that are created and constantly discussed and adjusted. We argue that
the dialogue between researchers, patients, and clinicians, as well as between disciplines
and methods, which is key in this type of research, is likely to increase healthcare pro-
viders’ sensitivity to their patients’ emotional and social states and needs, as well as their
reflexivity about their own experiences and practices. We are, however, aware of some
possible risks and drawbacks associated with this type of research. These are acknowl-
edged and discussed. An important issue in researching the lived experience of chronic
illness is that of identity work. We shall use this conceptual category to illustrate, with
reference to our own work, the role of triangulating concepts and methods from differ-
ent disciplines, the role of involving relevant stakeholders in meaningful ways, and the
role of the researchers’ own subjectivity and reflexivity in constant dialogue with those
of the co-researchers, while conducting research on phenomena of significance to the
field of medical humanities.
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Introduction
For some decades now, the field of medical humanities has seen a proliferation of works
drawing on the humanities, social sciences, ethics, and philosophy to enhance medical
training and related research. The medical humanities have played a significant part in
defending a vision of care that extend beyond the purely curative or therapeutic aim,
the underlying ethos being that care should be apprehended through the multiplicity of
the inherent and interconnected aspects of health and illness, rather than through biomed-
ical standards only. Thus, the medical humanities look at the subjectivity and socio-
cultural backgrounds of all those involved in the experience of illness, as well as the cul-
tural, geographical, and historical contexts underlying medical practices and institutions
(Bleakley, 2020; Lefève, Thoreau, and Zimmer, 2020).

Today, while embracing this legacy, the prevailing trend in what has emerged as the
‘Critical Medical Humanities’ (Whitehead and Woods, 2016) focuses on two main pro-
positions: first, one should not take for granted that medicine, both as a science and a field
of practice, will always necessarily benefit from the human and social sciences to gain
more sensitivity and reflexivity; second, the boundaries that create norms and routines
in the specific disciplinary areas that make up the medical humanities themselves need
to be overcome, since the complex issues of contemporary medicine, illness, and health
are better addressed through interdisciplinary perspectives. The Critical Medical
Humanities are defined by an expanded understanding of the medical beyond clinical set-
tings, a multi-layered analysis of health and illness, and deeper engagement with critical
theory, queer and disability studies, and activist scholarship. They emphasize the
entanglement of the arts, humanities, and social sciences with biomedical culture, and
advocate for a ‘robust commitment to new forms of interdisciplinary and cross-sector col-
laboration’ (Viney, Callard, and Woods, 2015: 2).

This expanded scope of the medical humanities should not, however, conceal a core
ambition of the field: the idea that medical and paramedical professions need to gain a
better understanding of what people in need of care for chronic and/or severe conditions
experience physically, emotionally, psychologically, socially, as well as spiritually in
relation to their experience of illness. In other words, research within the medical human-
ities aims to enhance healthcare providers’ understanding of the multidimensional chal-
lenges involved in navigating complex health conditions. This is expected to make them
more receptive to their patients’ unique and multifaceted needs, as well as more able to
communicate with them in ways that support their autonomy and development and
enhance their satisfaction with the healthcare system and the care received.

The aim of this article is to look at how to move, in practice, from these valuable epis-
temological ambitions to the concrete implementation of meaningful research in the
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humanities and the social sciences that would serve medicine and healthcare, both as a
science and practice. Without rejecting the valuable contributions of the arts, literature,
and philosophy to addressing such complex issues, we advocate for the value of more
practical approaches that engage a diversity of relevant stakeholders in discussions that
enrich both our theoretical and practical understanding of complex phenomena. To this
end, we will rely on different experiences of research that we have conducted in our
respective fields, that is, public health and clinical psychology. We shall first argue
that researching people’s experience of illness in order to better prepare healthcare pro-
fessionals (HCPs) to care for their patients does not only call for interdisciplinary but also
for transdisciplinary research, that is, a type of research where concepts and methods
from different disciplines are articulated with the views and experiences of field actors,
including patients themselves, in order to co-produce meaningful knowledge and achieve
change.

We shall therefore discuss the role of collaborative and transdisciplinary research, and
its potential for the co-production of scientific and field knowledge. We argue that the
dialogue between researchers, patients, and healthcare providers from different disci-
plines, which is at the core of this type of research, is likely to enhance the capacity of
the healthcare providers involved to further engage with their patients as partners.
Indeed, this type of research holds the potential to increase the sensitivity of healthcare
providers to their patients’ emotional and social states and needs, as well as reflexivity
about their own experiences and practices, thus leading to more meaningful patient–pro-
vider interactions and personalized care.

With reference to our own work, we shall then move to illustrate the role of several key
strategies in the co-production of valuable knowledge, particularly in research aimed at
understanding individuals’ lived experiences of illness. While we argue that collaborative
and transdisciplinary research aligned with the goals of the medical humanities is both
necessary and valuable for advancing science and improving healthcare practice and pol-
icy, we also recognize the potential risks and limitations associated with this approach.
They will be discussed in the last part of this article.

From interdisciplinarity to transdisciplinarity
Drawing from Gunther Tress and colleagues in the field of environmental studies, inter-
disciplinarity may be defined as ‘involving several unrelated academic disciplines in a
way that forces them to cross subject boundaries. The concerned disciplines integrate dis-
ciplinary knowledge in order to create new knowledge and theory and achieve a common
research goal’ (Tress, Tress, and Fry, 2004: 485–6). On the other hand, transdisciplinary
research projects are ‘projects that involve academic researchers from different unrelated
disciplines as well as non-academic participants … Transdisciplinarity thus combines
interdisciplinarity with a participatory approach’ (ibid.: 487). Transdisciplinary research
therefore adds to the challenge of interdisciplinary dialogue – that of involving societal
stakeholders to whom the research is accountable and is meant to be useful. The outcome
of such research depends on the quality of the partnerships created. These partnerships
need to be constantly discussed and adjusted. The aim of such research is, as Daniel
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Lang et al. put it, to create ‘solution-oriented transferable knowledge’ that be both useful
for societal practice and relevant for science (Lang et al., 2012: 27). As we shall illustrate
hereafter, we experienced in our own research that knowledge useful for enhancing
healthcare providers’ understanding of and motivation for more caring practices is best
appropriated when these providers are truly engaged and allowed to participate in the dif-
ferent stages of a research project, from setting the research agenda to elaborating strat-
egies for data collection and analysis, as well as discussing emerging results and avenues
for their valorization. However, this raises the question of whether the created knowledge
may be transferred beyond the context of the collaboration that led to its emergence.

The involvement of patients and their informal caregivers in the co-production of health-
care innovations has gained increased recognition over the last decades (Andersson, Tritter,
and Wilson, 2007; Cleemput et al., 2019), including through the appointment of User or
Patient Advisory Boards to complement traditional steering committees (Koskinas,
Gilfoyle, and Salsberg, 2022; Sharma et al., 2017). In Health Services Research, participa-
tive and collaborative research is increasingly acknowledged as a valuable approach to
enhancing our understanding of complex matters, with a solution-focused perspective
(Graham et al., 2022; Zimmermann et al., 2023).

If the purpose of the Critical Medical Humanities is understood as addressing complex
and entangled issues in relation to social, health, and illness problems (Whitehead and
Woods, 2016: 2), calling for innovative interdisciplinary practices and an encounter
between reflective medical care practices and social and human science research perspec-
tives, the outcome of such encounters should be the co-production of a type of knowledge
that would not only lead to interdisciplinary academic advances but also to improved prac-
tices. However, the prevailing trend in the Critical Medical Humanities features very few
explicit methodological accounts of the involvement of patients and healthcare providers
as a concrete condition for addressing the complexity of the mentioned entanglement of
issues, as it shapes care.

Our work builds upon the legacy of the Critical Medical Humanities in two key ways.
First, by engaging in innovative forms of interdisciplinarity that not only move beyond
the mere complementarity with biomedical knowledge, but also actively contribute to
the renewal of both clinical psychology and public health as academic and professional
fields. Second, by asserting that patient participation in research serves as a means to
amplify patient voices, foster disciplinary transformation, and enhance the documentation
of emerging issues foregrounded by the Critical Medical Humanities – such as the
imperative to move beyond traditional medical agendas.

Based on our own experience of conducting research that involves healthcare provi-
ders as well as patients considered as experts – through their own valuable lived experi-
ence, subjectivity, and cultural contexts – research partners, or co-researchers, we shall
now move to highlighting four important strategies that we have put into practice: (a) tri-
angulating concepts from different disciplines, (b) triangulating methods from different
disciplines, (c) involving stakeholders in meaningful ways, and (d) engaging in individ-
ual and collective reflective practices. In doing so, we are aware that most of the proposed
strategies are common practice in social science research. Yet they are less widely used
by scholars in our respective disciplines.
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Triangulation of concepts
Identity work is a central issue in researching lived experience of chronic and severe con-
ditions in the medical humanities, clinical psychology, and public health alike. We shall
therefore use this conceptual category to illustrate how some processes that are well
known to enhance the trustworthiness and credibility of qualitative research (Barbour,
2001; Booth et al., 2014; Malterud, 2001) may serve the purpose of the medical human-
ities. Such processes are particularly suited for addressing the objective of advancing sci-
ence and improving practice that characterizes transdisciplinary research, as well as for
overcoming the challenge of serving as more than just a critical or ‘supportive friend’
(Whitehead and Woods, 2016: 2) and truly embracing entanglement.

Looking at identity as an emblematic concept in various disciplines that seek to under-
stand and conceptualize how chronic conditions are experienced, we propose to start by
looking at the interactionist perspective in sociology. Michael Bury first introduced the
concept of biographical disruption to capture a fundamental aspect of the illness experi-
ence among individuals facing serious health conditions (Bury, 1982). Building on this,
Juliet Corbin and Anselm Strauss emphasized the critical role of identity work, highlight-
ing its interdependence with both illness work and everyday work in the ongoing manage-
ment of chronic conditions (Corbin and Strauss, 1985).

The concepts of identity, identity processes, or identity work are however difficult to
define precisely, as psychological and social processes are typically shaped by the
entanglement of multiple personal and environmental determinants. These interact in
complex ways. Such concepts therefore remain an important area for investigation, call-
ing for the interpenetration of several disciplines and methodological approaches. In our
own work, which focuses on the lived experience of people with chronic or severe con-
ditions, including adolescents and young adults, we have been able to evidence some
aspects of identity processes by looking at the phenomenon under study through an inter-
disciplinary lens.

Aujoulat, for example, drew several conclusions from an in-depth study on patient
empowerment conducted with a sample of patients in different settings and with various
somatic chronic conditions. She recognized the importance of addressing issues of psy-
chological safety by taking into account identity-related problems. As a public health
and health promotion practitioner and researcher, she found it useful to turn to disci-
plines such as philosophy (Ricoeur, 1990, 1991, as cited in Aujoulat, Luminet, and
Deccache, 2007) and health psychology (Fischer and Tarquinio, 2002, as cited in
Aujoulat et al., 2008) to enhance her understanding of patient empowerment, as the par-
ticipants in her study reported a sense of becoming ‘a same, yet different person’, as
originally formulated by Bensaïd in 1978 (Bensaïd, 1978: 27). Moreover, as the parti-
cipants in her research reported experiencing multiple losses that would threaten their
sense of sameness, thus challenging their capacity for self-care, she argued that ‘one of
the primary aims of an empowering relationship might therefore not be to provide
immediate choice and opportunities for participation and self-determination, but to pro-
vide reassurance and opportunities for self-exploration instead’ (Aujoulat, Luminet,
and Deccache, 2007: 783).
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Triangulation of methods
Because identity work often operates at a pre-reflective level, most of the time it is diffi-
cult to put it into words and to hear it in the medical encounter. Revealing such implicit
dimensions requires an analysis of the subjective and intersubjective processes that shape
care relationships – where care is understood not as a standardized protocol but as a rela-
tional dynamic that adapts to the specific context and configuration in which it unfolds
(Boge-Olsnes, Risør, and Øberg, 2023). Therefore, beyond the dialogue between disci-
plines as a means of comparing and integrating concepts in the process of theorizing iden-
tity work during the experience of illness, we shall now discuss the triangulation of
methods from different disciplinary approaches, and its contribution to our research pur-
poses. Such processes are particularly helpful in crossing epistemological boundaries and
conducting research more creatively. Yet they are ethically and scientifically challenging.

Two different examples will now illustrate the relevance of combining methods from
different disciplines. One example is drawn from the aforementioned research on patient
empowerment conducted by Aujoulat, where she combined methods from
Phenomenology and Grounded Theory. The second example is from Ricadat’s research
on sexual identity in adolescents with cancer, where the reference to Grounded Theory
was relevant to inform and design research in clinical psychology.

In an in-depth study on patient empowerment, Aujoulat collected personal narratives
from 40 patients living with various chronic conditions, focusing on how they expressed
their experiences and constructed meaning around their illness trajectories. To gain a dee-
per understanding of what empowerment means to patients – and how it can be effect-
ively supported by caregivers – she drew on phenomenological methods in the initial
phase of her research (Aujoulat, Luminet, and Deccache, 2007). This approach enabled
her to identify and describe the circumstances that contribute to patients’ feelings of
powerlessness in the context of chronic illness. Phenomenological research methods
aim to explore how individuals experience and make sense of their world (Moustakas,
1994). Rather than focusing on objective symptoms or clinical data, phenomenological
inquiry emphasizes subjective, embodied experience – how illness is felt, how it disrupts
daily life, and how it reshapes one’s sense of self. This perspective helps healthcare pro-
fessionals and researchers move beyond the diagnosis to understand how illness is lived,
endured, and integrated into a person’s life story (Finlay, 2011). Moreover, it enhances
researchers’ awareness of both the participants’ and their own embodied responses, as
they share an ‘intersubjective relational space’ (Burns, 2003, as cited in Finlay, 2006:
28). Aujoulat referred to Grounded Theory in a second phase of her research to generate
a theory of empowerment, where issues of reconciling and integrating one’s challenged
identities to strengthen a coherent perceived sense of self are central (Aujoulat et al.,
2008). In her theorization, taking and relinquishing control over disease and
treatment-related issues while experiencing safety in one’s social and clinical environ-
ments were equally important dimensions in the process of reconciling and integrating
one’s challenged identities as part of a patient’s empowerment journey (Aujoulat,
Young, and Salmon, 2012). As other studies have shown, reconciling identities is a
key issue in developing motivation and capacity for self-care (Adams, Pill, and Jones,
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1997; Aujoulat et al., 2014; Tilden et al., 2005). Aujoulat’s results further suggest that a
sense of coherence should be considered a better outcome for patient empowerment than
a sense of self-efficacy, as the latter usually focuses on narrow symptom and treatment
management issues, whereas a sense of coherence, as defined by Antonovsky and
Sagy (1986), also encompasses meaning, a concept strongly related to identity work
(Luyckx, Goossens, and Soenens, 2006).

As a practitioner and researcher in clinical psychology, Ricadat aimed to explore the
difficulties encountered by adolescents and young adults with cancer in their sexual and
romantic lives (Ricadat, 2016, 2023). Indeed, former studies have acknowledged that
going through the experience of cancer and treatments has long-term detrimental effects
on the quality of young patients’ sexual lives (Dobinson et al., 2016; Tindle, Denver, and
Lilley, 2009; Wettergren et al., 2017). Yet, due to the progressive nature of psychosexual
development, the precise causes or variables to explain young patients’ low satisfaction in
their intimate lives, even after full recovery, are not fully known (D’Agostino, Penney,
and Zebrack, 2011; Katz, 2014; Moules et al., 2017). The reasons for this discrepancy
are multifaceted and may be physical, psychological, interpersonal, or social. It is also
known that these reasons are deeply related to adolescents’ sexual self-construction
(Potki et al., 2017; Rostosky et al., 2008), a process that plays a central role in global
identity work. Several authors have acknowledged the need to conduct qualitative and
participative studies to complement the results from quantitative ones on such a sensitive
and intimate topic (Hordern, 2008; Perz, Ussher, and Gilbert, 2013), and to better meet
patients’ specific needs when caring for them. Ricadat’s research had two aims: firstly,
to investigate the subjective and intimate experiences of young patients. Secondly, the
practical aim of identifying the interactions with healthcare professionals and care prac-
tices that play a role in supporting the psychosexual development of adolescents and
young adults. The aim of cross-referencing these two sources of data was improving
the care and management of intimacy and sexuality in adolescents and young adults
with cancer during acute care and treatment. To this purpose, Ricadat referred to
Grounded Theory (Glaser and Strauss, 1967) to collect and analyze her data, and added
a participative dimension in her methodological design: the results of individual inter-
views were discussed and validated by a number of stakeholders. Grounded Theory
methodology, borrowed from sociology, produces conceptual categories that are firmly
rooted in empirical data, thus yielding results that are in line with the experience of the
research subjects, in this case, young patients with cancer. Through its inductive and
iterative nature, and its process of investigation by constant comparison, this method
enables the formulation of generalizable hypotheses while taking into account the sub-
jectivity and inner dynamics of the participants through their individual narratives,
values, and representations (Glaser and Strauss, 1967). Grounded Theory thus provides
the science of Clinical Psychology with methodological tools that do not detract from it as
a clinical practice. The use of Grounded Theory was framed through the dynamic listen-
ing method used in clinical psychology, as it accounts for subtle and complex multimodal
care interactions. For example, the analysis of patients’ interviews highlighted the crucial
role of interactions with their healthcare providers, which they described as very comfort-
ing in the course of treatment, including in aspects related to their gendered body, as
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supporting their sexual self- and broad identity construction process (Ricadat, 2023).
While such dimensions are mostly invisible and usually remain intuitive in clinical psych-
ology research, the combination of methods in Ricadat’s study design led to a fruitful dia-
logue between clinical-based knowledge and scientific validation processes, as other
authors have already acknowledged (Anderson, 2006).

As recommended in participative research applied to healthcare (Langley,
Wolstenholme, and Cooke, 2018; Papageorgiou et al., 2023), Ricadat’s results were
enriched through formal deliberative workshops, during which, she asked healthcare pro-
viders to discuss and validate the researchers’ analyses and interpretations, with a focus
on how these might be used for clinical practice. In doing so, the research team moved
from an initially interdisciplinary process of analysis to a transdisciplinary one, where
relevant stakeholders were involved in meaningful ways.

The involvement of multiple stakeholders in medical humanities research
While exploring patients’ perspectives on their lived experiences of illness has been central
to our respective research projects, we both encountered a subtle shift – from focusing
solely on patients’ experiences to also examining healthcare providers’ experiences of
being confronted with their patients’ suffering and attempting to respond to it. Involving
different stakeholders appeared as particularly appropriate and happened to increase health-
care providers’ practical reflexivity throughout the research processes, thus enhancing the
likelihood that the research results might translate into a ‘situated knowledge’ (Haraway,
1988), which would be more readily appropriated and used to improve practice.

In Ricadat’s work (2016, 2023; Ricadat et al., 2023), the involvement of healthcare
providers in the participative process of the study was conducted in two stages: first,
through collective feedback sessions during which the thematic analyses drawn from
the interviews were reported to the healthcare providers, and later through the organiza-
tion of focus group discussions around emerging research questions and hypotheses.
These focus groups discussions, which had been suggested by the healthcare profes-
sionals themselves, were meant to provide a space for further clinical and professional
reflection and conceptual development. The discussions during these encounters revealed
the tensions experienced by healthcare providers in navigating through the dynamics of
adolescence and cancer. Healthcare providers reported that tensions were most pro-
nounced when treating young patients who, as a result of their medical treatments, faced
the temporary loss of gendered physical characteristics. This often triggers profound
identity crises. While the physical changes may be transient, the psychological impact
– particularly on adolescents and young adults – can be far more enduring. Such disrup-
tions to identity formation can significantly compromise a young person’s sense of self,
especially during a developmental stage when the consolidation of sexual and gender
identity is critically important. The interactions between the researchers and healthcare
providers shed light on the type of relationships and the concrete care and cure practices
they established with young patients to support the development of their sexual self under
such circumstances (Ricadat, 2023). The discussions that took place during these encoun-
ters had a lasting impact, extending well beyond the scope of the study. They influenced
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the functioning of the team and contributed to the development of new practices, includ-
ing the initiation of a training request.

As far as Aujoulat’s research on patient empowerment is concerned, relevant stake-
holders were involved in both stages of her analysis (i.e. Phenomenology and Grounded
Theory). Whereas patients were invited to individually comment in the first stage of the
analysis (with reference to Phenomenology) to confirm and enrich the researcher’s under-
standing of their individual experience of powerlessness, healthcare providers – including
physicians, nurses, and psychologists – were invited in the second stage of the analysis
(with reference to Grounded Theory) to comment on the emerging hypotheses that would
explain the process of empowerment in theory, and to reflect on their own practice to find
ways to better support their patients’ empowerment. As a result of this dialogue, the clin-
icians confirmed the need to support a sense of psychological safety through addressing
patients as persons situated in their unique environments, with preferences and aspirations
for self-care that are shaped by their own values, histories, and cultures. Whereas the
patients in our sample all shared a common understanding of their experience of feeling
disempowered or powerless, their levels of acceptance and type of psychosocial adjustment
to their conditions were not equal. This led us to decide not to involve them in the theor-
ization of the process of empowerment. Indeed, as Janice Morse (2015) has explained, to
seek respondent validation of an emerging theorization may be counterproductive and
inhibit the researcher’s ability to explain a phenomenon when, as is the case with
Grounded Theory, participants are first purposively and then theoretically sampled to
represent a diversity of experiences, and later to confirm or disconfirm emerging hypoth-
eses. In our research, for instance, independently of the type of condition and the time since
diagnosis, some people felt quite disempowered at the time of the interview, while other
people expressed a greater sense of coherence and mastery. Moreover, participants also
had different levels of awareness of their emotions and experiences, and demonstrated
unequal reflexive capacity as they produced their narratives.

This is probably one of the limits inherent in using illness narratives as the main source
of knowledge in the theorization of subjective experience, a limit which has led some scho-
lars to adopt a critical stance toward the ways in which such narratives are employed within
medical humanities (Woods, 2011). Our choice not to involve the patients who participated
in our study in the theorization process was therefore also motivated by the ethical concern
about creating even more distress for those patients who had expressed feeling disempow-
ered at the time of the interview. This raises the question of how and when to seek patient
participation when conducting participatory research on a phenomenon of significance
within the field of medical humanities. Continuous reflexivity on the part of the research
team and their research partners is recommended to support ethical and methodological
decisions at all steps of a research involving vulnerable people (Bogaert, 2022; Dubois,
Lahaye, and Aujoulat, 2022).

Working with subjectivity: The role of reflexivity
Qualitative researchers acknowledge the value of subjectivity as being epistemologically
relevant to their ways of conducting research (Peshkin, 1994). Indeed, qualitative
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research aims to explore human experience, which is intrinsically subjective. Moreover,
the collection of qualitative data occurs through the encounter and dialogue, shaped by
invisible intersubjective processes, between two (or more) human beings, with their
respective personal histories and interests. Lastly, the analysis of qualitative data is
done through individual and collective processes of interpretation in which one’s discip-
linary backgrounds and personal histories also play a role. The results of qualitative
research are expected to be trustworthy and transferable (Korstjens and Moser, 2017;
Lincoln and Guba, 1985), as opposed to objectified and generalizable results in quantita-
tive data, thus acknowledging that subjectivity plays a role. Yet qualitative researchers
are well aware that their results might be biased by their subjectivity if it remained
unidentified and unexpressed. Continuous individual reflective practices are therefore
recommended as a key strategy to minimize the risk of bias while acknowledging the
role of subjectivity.

Reflective practices may include individual and collective strategies to enhance one’s
self-knowledge and awareness of pre-existing assumptions and representations in relation
to a research topic or target population. Reflexivity also serves to reflect on emerging eth-
ical and methodological questions, as well as unexpected results, as they arise during the
research process. Moreover, reflexivity allows for the acknowledgement not only of the
research participants’ vulnerability but also the vulnerability of the researchers them-
selves, as these are often confronted with sensitive issues and painful experiences while
conducting their research. These may have an impact on their own emotional experi-
ences, and sometimes even on their own health and well-being, through a mechanism
known as vicarious trauma (Branson, 2019). As qualitative research aims to explore sen-
sitive and often painful issues related to aspects of human experiences, researchers may
be exposed to suffering and be affected by other people’s emotions as these resonate with
their own, affecting them not only as researchers but also as human beings. In addition to
informing decisions on scientific orientations and methodological adaptations, reflective
processes are therefore also meant to support researchers and co-researchers faced with
their own vulnerability throughout the research process. Qualitative researchers’ vulner-
ability as they are exposed to other human beings’ suffering – as is the case for social and
health practitioners – and how it might negatively impact a research process if it is not
sufficiently acknowledged, remains an under-investigated issue, although it has recently
gained increasing attention (Ansoms, 2025; Clift et al., 2023). As acknowledged by
Nadia Bashir following interviews with qualitative researchers, vulnerability might arise
in relation to the researcher’s ‘fear of being on unfamiliar territory; anxiety about the
unpredictability of participants; and feelings of powerlessness to help’ (Bashir, 2020:
667). In a recent study on the impact of parental burnout on parent–child interactions,
Anne-Catherine Dubois, an experienced pediatric and public health nurse and mother
of four children, felt the need to be supervised by a systemic and clinical psychologist
while conducting her research interviews, in order to reflect on her own emotional experi-
ence while collecting and analyzing her data, so as to mitigate a potential risk of bias
through identification with the participants’ experiences, had this not been identified
and expressed (Dubois et al., 2024). In another project conducted under the supervision
of Aujoulat (Aujoulat et al., 2025) – which involved a transdisciplinary team of six
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researchers (three senior and three junior) with different clinical and disciplinary back-
grounds (medicine, nursing, anthropology, ergotherapy, community health and health
promotion, health system research) and a patient partner – on the topic of personalized
care planning, the issue of vulnerability emerged for some members of the research
team, as they experienced a tension between their roles as researchers and their pre-
existing identities as clinicians. In order to help them process their discomfort, as well
as to maintain their engagement in the project, a collective process of supervision with
a psychologist not involved in the research was initiated. Other authors have reported
on the use of journaling to support their own reflexivity in relation to their subjectivity
throughout a research process (see e.g. Bradbury-Jones, 2007).

The central role of reflexivity in allowing sufficient flexibility to achieve relevant and
meaningful outcomes in qualitative and participative research projects is well acknowl-
edged (see e.g. Abma, 2020; Woelders and Abma, 2019). As highlighted in two literature
reviews led by Aujoulat (Dubois, Lahaye, and Aujoulat, 2022; Fløtten et al., 2021),
which aimed to synthesize existing evidence on the involvement of young people facing
difficult life circumstances as co-researchers, such involvement requires careful consid-
eration of the specific interests and vulnerabilities of all stakeholders. It also entails
addressing potential power imbalances and ethical challenges that may arise at various
stages of the research process.

Moreover, both Ricadat’s (Ricadat, 2013; Ricadat et al., 2019, 2023) and Aujoulat’s
(Aujoulat et al., 2011) experiences in conducting research that closely involved health-
care providers in collective dialogue and reflexivity about their own practices have evi-
denced that the benefits of such reflexive processes may extend well beyond the research,
and influence the way healthcare providers interact with patients. We argue that the par-
ticipative and reflective processes involved in transdisciplinary research are congruent
with the values and attitudes towards care that healthcare providers are expected to dis-
play in practice. In participatory projects, healthcare providers are offered the opportunity
to experience how knowledge may be co-constructed through dialogue and reflexivity
that deeply respect the different stakeholders’ subjectivity, interests, and experiential
and scientific knowledge. As a result of this, healthcare providers are empowered to adopt
such attitudes themselves in regard to their patients, thus moving from displaying trad-
itional paternalistic attitudes to engaging in partnerships and mutual learning with their
patients.

Risks and shortcomings of transdisciplinary research
As we have aimed to illustrate with reference to our own work, engaging stakeholders in
transdisciplinary research is essential for the co-production of meaningful research out-
comes both for science and practice. In addition, triangulating concepts and methods
from different disciplines, while involving stakeholders from the field, offers an avenue
for addressing the complexity of the issues that concern the medical humanities, which
call for a more critical stance and the acknowledgement that there is an entanglement
of issues that may not be susceptible of reducing to separate disciplinary realities. In
line with Abma, we advocate for conducting empowering research where researchers

Aujoulat and Ricadat 11



are the facilitators of a dialogue between different stakeholders in ‘mixed research teams’
(Abma, Nierse, and Widdershoven, 2009). Indeed, this way of conducting research –
where researchers, patients, and caregivers are partners – is congruent with the way medi-
cine and healthcare are hoped to evolve, that is, toward increased partnership and the
acknowledgement of patients’ active role in their care. However, while we advocate
for the broader inclusion of patients in research addressing the complex challenges of liv-
ing with chronic or severe illness, we also wish to highlight some potential risks and lim-
itations inherent in such research partnerships. First, as Shimmin et al. (2017) have put it,
we are aware of the risk of essentializing the identity of patients as a homogeneous group,
denying important intersecting dimensions in people’s lives that contribute to creating
complex social identities and vulnerabilities, which are currently under-represented in
research on healthcare aiming to involve patients. Thus, even though patient involvement
is meant to enhance the relevance and transferability or theoretical generalizability of
research findings, it also runs the risk of excluding the voices of those who ‘carry the
greatest burden of illness, as prevalent research approaches do not sufficiently take
into account the impact of the social gradient in health, nor the “inverse care law”,
when designing approaches to data collection and analysis’ (Shimmin et al., 2017: 2).
Whereas the existence of a social gradient in health points to the fact that social and eco-
nomic conditions significantly impact people’s risk of becoming ill, and their ability to
timely and adequately take action to prevent or treat illness (WHO Commission on social
determinants of health, 2008), the notion of inverse care law points to the fact that ‘the
availability of good medical care tends to vary inversely with the need for it’
(Tudor-Hart, 1971: 405). Arguing that the same inequity may be found in research
that seeks to promote public involvement, Shimmin et al. advocate for approaches to par-
ticipatory research that foster intersectional analysis and acknowledge the role of trauma
in health, both in the public and the researchers, so that ‘the involvement of people with
lived experience leads to improved outcomes for ALL in health research and addresses
issues of health equity and social justice’ (Shimmin et al., 2017: 7). They further argue
that the creation of physical and interpersonal environments needs to be carefully consid-
ered through reflective and discursive practices that support the safety of both the public
and the researchers concerned.

The second risk in relation to participatory research that we would like to address in
this discussion is precisely that of failing to attend to some basic needs of the public or the
researchers involved, including the need for psychological safety. In a qualitative
research that aimed to elicit the experiences of patients as research partners in health
research settings, Leese et al. (2018) evidenced not only benefits but also possible risks
for the patients involved as co-researchers, such as feeling insecure, inadequate, fearful,
guilty, or stressed when interacting with researchers. The role of informal spaces to miti-
gate this risk is highlighted by other authors (see e.g. Bogaert, 2022). In the same
research, the hypothesis emerged that there might be possible risks for the researchers
as well, in terms of having their contributions discounted ‘to the detriment of research
quality’ (Leese et al., 2018: 8).

In Aujoulat’s research on personalized care planning (Aujoulat et al., 2025), during
common analysis workshops and discussions around emerging results, we found
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ourselves facing divergent interpretations regarding what should be considered an ori-
ginal outcome. While there was never any doubt concerning what would be considered
meaningful or important for the academic and non-academic researchers in the team, the
academic researchers sometimes experienced frustration regarding the level of theoretical
depth with which to engage. For example, during a collaborative analysis session, both
healthcare providers and patients came to recognize the significance of continuity and
coherence in relation to identity – dimensions already familiar to the academic research-
ers through the concept of ‘biographical disruption’ (Bury, 1982). However, this shared
focus led to a de-prioritization of other emerging theoretical questions that had initially
sparked the researchers’ interest. This highlights the subtle balance to be sought at all
steps of a participatory research in order to produce results that be meaningful to all
the stakeholders involved. In the aforementioned project, we found it difficult to balance
these two dimensions, and this is reflected in our research outputs, as we have so far prior-
itized accessible publications, webinars, and podcasts. To explore this issue further,
Bogaert highlights that patients often navigate between two somewhat incompatible
roles: they are, on the one hand, collaborators within a research team that seeks object-
ivity and generalizable findings, and on the other, individuals invited to share experiential
knowledge rooted in personal and subjective experience; ‘This dynamic can give rise to
tensions’ (Bogaert, 2022: 134).

In line with Bogaert (2022), we propose that the level and type of participation sought
at different stages of the research process should be carefully considered, openly dis-
cussed, and continuously re-evaluated. Participation is not static, it may evolve depend-
ing on participants’ availability, interests, or shifts in the direction of the project. Indeed, a
characteristic inherent to participatory research is that of methodological adaptability to
accommodate changing circumstances or unforeseen emerging questions and hypotheses.
The need to carefully document not only if but how various stakeholders, more particu-
larly patients, are engaged in research has recently emerged as an important issue in
healthcare and health systems research. In addition to reflexive practices, some authors
have recommended the use of checklists to enhance both the conduct of participatory
research and the reporting of patient and public involvement in such research
(Staniszewska et al., 2017).

Conclusion and further perspectives
In this article, we set out to explore how certain aspects of our research experiences might
contribute to the Critical Medical Humanities’ valuable aim of addressing the challenge
of entanglement in a practical way while engaging with the complex and intertwined
issues that have been central to the medical humanities since their inception.

Drawing on our respective backgrounds in public health and clinical psychology, we
reflect on how their shared ambition to produce actionable knowledge for practitioners
and policymakers can support meaningful change. In doing so, the limitations inherent
to any single disciplinary perspective become apparent, as do the rich contributions
made possible through interdisciplinary and transdisciplinary approaches. Individual
researchers may feel enriched by such cross-fertilization of concepts and methods from
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different disciplines, yet it is also possible that this might create a sense of uncertainty for
scholars with strong disciplinary backgrounds.

Moreover, engaging with societal actors, including patients – who are traditionally
defined as vulnerable people who should be attended to by services and research pertain-
ing to healthcare, rather than as contributing to research in practice – led us to look dif-
ferently at what it means to produce knowledge, and to embrace a solution-focused lens.
This brings us to another dimension of what we consider the purpose of the medical
humanities should be, which is to reflect on how doctors (and by extension, any health-
care provider) might be best prepared for the clinical encounter. Although this is beyond
the scope of our article and will therefore not be developed further, we wish to advocate
not only for the co-production of knowledge but also for the co-design and
co-implementation of teaching curricula for healthcare providers, if the purpose of the
medical humanities is to be fully embraced. This, in turn, calls for further research on
how, why, and under what circumstances partnering with patients in the training of med-
ical and paramedical students may have a positive impact on how healthcare providers
and patients interact in practice later on. In other words, this raises concerns about the
capacity of such partnerships to address existing power imbalances inherent in the
patient–provider relationship, bearing in mind that some groups with additional vulner-
abilities that intersect with the vulnerability of being sick are unfortunately still under-
represented in most research and trainings. The ethical and methodological challenges
related to involving patients and health services users in ways that contribute to the
empowerment of all, and not only the most literate, so as to avoid further increasing exist-
ing health inequities remains yet an under-investigated issue.

Acknowledgements
The authors are indebted to several medical research partners who trusted them to look at their prac-
tices, facilitated access to the members of their multidisciplinary healthcare teams and their patients,
and truly acted as ‘critical friends’ at all steps of their studies, showing a genuine interest for cross-
ing the boundaries of their own medical discipline and practice. They are named here in alphabetical
order: Drs Nicolas Boissel, Leopoldo Bonadiman, Dominique Charlier, Nathalie Dhedin, Corinne
Pondarre, Renzo Marcolongo, and Raymond Reding. The authors are also extremely grateful to all
the patients, informal caregivers, and healthcare providers they have met so far in their research
careers and who accepted to authentically share their stories, reflect on their experiences, and
engage in dialogue with them. These encounters have inspired us not only in our research but
also in the way we experience life and being human.

ORCID iD
Isabelle Aujoulat https://orcid.org/0000-0002-7678-6252

Funding
The authors disclosed receipt of the following financial support for the research, authorship, and/or
publication of this article: This work was supported by the Institut La Personne en Médecine (grant
number ANR-18-IDEX-0001).

14 History of the Human Sciences 0(0)

https://orcid.org/0000-0002-7678-6252
https://orcid.org/0000-0002-7678-6252


Declaration of conflicting interests
The authors declared no potential conflicts of interest with respect to the research, authorship, and/
or publication of this article.

References
Abma, T. (2020) ‘Ethics Work for Good Participatory Action Research’, Beleidsonderzoek

Online. DOI: 10.5553/BO/221335502020000006001.
Abma, T. A., Nierse, C. J., and Widdershoven, G. A. M. (2009) ‘Patients as Partners in Responsive

Research: Methodological Notions for Collaborations in Mixed Research Teams’, Qualitative
Health Research 19(3): 401–15.

Adams, S., Pill, R., and Jones, A. (1997) ‘Medication, Chronic Illness and Identity: The Perspective
of People with Asthma’, Social Science & Medicine 45(2): 189–201.

Anderson, J. (2006) ‘Well-Suited Partners: Psychoanalytic Research and Grounded Theory’,
Journal of Child Psychotherapy 32(3): 329–48.

Andersson, E., Tritter, J., and Wilson, R. (2007) Healthy Democracy. The Future of Involvement in
Health and Social Care. NHS Centre for Involvement, available at: https://www.involve.org.uk/
sites/default/files/uploads/docuemnt/Healthy-Democracy.pdf

Ansoms, A. (2025) Space for Stories. Passion and Vulnerability in Research. Belgium: PUL –
Presses universitaires de Louvain.

Antonovsky, H. and Sagy, S. (1986) ‘The Development of a Sense of Coherence and Its Impact on
Responses to Stress Situations’, The Journal of Social Psychology 126(2): 213–25.

Aujoulat, I., Deccache, A., Charles, A.-S., Janssen, M., Struyf, C., Pélicand, J., Ciccarelli, O.,
Dobbels, F., and Reding, R. (2011) ‘Non-Adherence in Adolescent Transplant Recipients:
The Role of Uncertainty in Health Care Providers’, Pediatric Transplantation: 15(2): 148–56.

Aujoulat, I., Janssen, M., Libion, M.-F., Charles, A.-S., Struyf, C., Smets, F., Stéphenne, X., De
Magnee, C., Sokal, E., Lerut, J., Ciccarelli, O., and Reding, R. (2014) ‘Internalizing
Motivation to Self-Care: A Multifaceted Challenge for Young Liver Transplant Recipients’,
Qualitative Health Research 24(3): 357–65.

Aujoulat, I., Lenoble, T., Schmitz, O., Servais, J., Simar, D., and Dauvrin, M. (2025) ‘Le corps dans
la maladie chronique: quelles pistes pour une personnalisation des soins qui soutienne l’empo-
werment des patients? Résultats d’une recherche collaborative en Région de Bruxelles-Capitale’
[The Body in Chronic Illness: Pathways toward Personalized Care That Supports Patient
Empowerment. Findings from a Collaborative Research in Brussels, Belgium], Louvain
Médical 144(7): 41–9.

Aujoulat, I., Luminet, O., and Deccache, A. (2007) ‘The Perspective of Patients on Their
Experience of Powerlessness’, Qualitative Health Research 17(6): 772–85.

Aujoulat, I., Marcolongo, R., Bonadiman, L., and Deccache, A. (2008) ‘Reconsidering Patient
Empowerment in Chronic Illness: A Critique of Models of Self-Efficacy and Bodily
Control’, Social Science & Medicine 66(5): 1228–39.

Aujoulat, I., Young, B., and Salmon, P. (2012) ‘The Psychological Processes Involved in Patient
Empowerment’, Orphanet Journal of Rare Diseases 7(Suppl 2): Article A31.

Barbour, R. S. (2001) ‘Checklist for Improving Rigour in Qualitative Research: A Case of the Tail
Wagging the Dog?’, British Medical Journal 322(7294): 1115–17.

Aujoulat and Ricadat 15

https://www.involve.org.uk/sites/default/files/uploads/docuemnt/Healthy-Democracy.pdf
https://www.involve.org.uk/sites/default/files/uploads/docuemnt/Healthy-Democracy.pdf
https://www.involve.org.uk/sites/default/files/uploads/docuemnt/Healthy-Democracy.pdf


Bashir, N. (2020) ‘The Qualitative Researcher: The Flip Side of the Research Encounter with
Vulnerable People’, Qualitative Research 20(5): 667–83.

Bensaïd, N. (1978) ‘Autrement le même’ [A Same, yet Different Person], Nouvelle Revue de
Psychanalyse 17: 27–40.

Bleakley, A., ed. (2020) Routledge Handbook of the Medical Humanities. Oxford: Routledge.
Bogaert, B. (2022) ‘Les patients partenaires dans des recherches en santé: les enjeux éthiques et

épistémologiques à prendre en compte pour concevoir une collaboration fructueuse’ [Patient
Partners in Health Research: Ethical and Epistemological Considerations for Designing
Effective Collaboration], Revue française d’éthique appliquée 13(2): 131–42.

Boge-Olsnes, C. M., Risør, M. B., and Øberg, G. K. (2023) ‘Exploring the Potential of a
Standardized Test in Physiotherapy: Making Emotion, Embodiment, and Therapeutic
Alliance Count for Women with Chronic Pelvic Pain’, Frontiers in Psychology 14: Article
1166496.

Booth, A., Hannes, K., Harden, A., Noyes, J., Harris, J., and Tong, A. (2014) ‘COREQ
(Consolidated Criteria for Reporting Qualitative Studies)’, in D. Moher, D. G. Altman, K.
F. Schulz, I. Simera, and E. Wager (eds) Guidelines for Reporting Health Research: A
User’s Manual. Chichester, West Sussex, UK: Wiley, pp. 214–26. Available at: https://doi.
org/10.1002/9781118715598.ch21

Bradbury-Jones, C. (2007) ‘Enhancing Rigour in Qualitative Health Research: Exploring
Subjectivity through Peshkin’s I’s’, Journal of Advanced Nursing 59(3): 290–8.

Branson, D. C. (2019) ‘Vicarious Trauma, Themes in Research, and Terminology: A Review of
Literature’, Traumatology 25(1): 2–10.

Bury, A. (1982) ‘Chronic Illness as Biographical Disruption’, Sociology of Health & Illness 4(2):
167–82.

Cleemput, I., Dauvrin, M., Kohn, L., Mistiaen, P., Christiaens, W., and Léonard, C. (2019) Position
of KCE on Patient Involvement in Health Care Policy Research. KCE Report 320. Available at:
https://kce.fgov.be/sites/default/files/2021-11/KCE_320_Patient_involvement_health_care_
policy_research_Report.pdf

Clift, B. C., Costas Batlle, I., Bekker, S., and Chudzikowski, K. (2023) Qualitative Researcher
Vulnerability: Negotiating, Experiencing and Embracing (1st ed.). London: Routledge.

Corbin, J. and Strauss, A. (1985) ‘Managing Chronic Illness at Home: Three Lines of Work’,
Qualitative Sociology 8: 224–47.

D’Agostino, N. M., Penney, A., and Zebrack, B. (2011) ‘Providing Developmentally Appropriate
Psychosocial Care to Adolescent and Young Cancer Survivors’, Cancer 117(10 Suppl): 2329–34.

Dobinson, K. A., Hoyt, M. A., Seidler, Z. E., Beaumont, A. L., Hullmann, S. E., and Lawsin, C. R.
(2016) ‘A Grounded Theory Investigation into the Psychosexual Unmet Needs of Adolescent and
Young Adult Cancer Survivors’, Journal of Adolescent and Young Adult Oncology 5(2): 135–45.

Dubois, A.-C., Lahaye, M., and Aujoulat, I. (2022) ‘From Research “on” to Research “with”
Children about Their Family Lives: A Scoping Review of Ethical and Methodological
Challenges’, Child: Care, Health and Development 48(2): 203–16.

Dubois, A.-C., Roberti-Lintermans, M., Mallien, Z., François, A., Lahaye, M., Jan De Mol, J., and
Aujoulat, I. (2024) ‘How Do Exhausted Parents Experience Their Interactions and
Communication with Their Children: A Qualitative and Participative Study’, Frontiers in
Public Health 12: Article 1340748.

16 History of the Human Sciences 0(0)

https://doi.org/10.1002/9781118715598.ch21
https://doi.org/10.1002/9781118715598.ch21
https://kce.fgov.be/sites/default/files/2021-11/KCE_320_Patient_involvement_health_care_policy_research_Report.pdf
https://kce.fgov.be/sites/default/files/2021-11/KCE_320_Patient_involvement_health_care_policy_research_Report.pdf


Finlay, L. (2006) ‘The Body’s Disclosure in Phenomenological Research’, Qualitative Research in
Psychology 3(1): 19–30.

Finlay, L. (2011) Phenomenology for Therapists: Researching the Lived World. Chichester:
Wiley-Blackwell.

Fløtten, K. J. Ø., Guerreiro, A. I. F., Simonelli, I., Solevåg, A. L., and Aujoulat, I. (2021)
‘Adolescent and Young Adult Patients as Co-Researchers: A Scoping Review’, Health
Expectations: An International Journal of Public Participation in Health Care and Health
Policy 24(4): 1044–55.

Glaser, B. G. and Strauss, A. L. (1967) The Discovery of Grounded Theory: Strategies for
Qualitative Research. New York: Adline de Gruyter.

Graham, I., Rycroft-Malone, J., Kothari, A., andMcCutcheon, C. (2022) Research Coproduction in
Healthcare. Hoboken, NJ: John Wiley & Sons.

Haraway, D. (1988) ‘Situated Knowledges: The Science Question in Feminism and the Privilege of
Partial Perspective’, Feminist Studies 14(3): 575–99.

Hordern, A. J. (2008) ‘Intimacy and Sexuality after Cancer: A Critical Review of the Literature’,
Cancer Nursing 31(2): E9–E17.

Katz, A. (2014) ‘The Trouble with Teen and Young Adult Cancer Care’, Oncology Nursing Forum
42(4): 327–8.

Korstjens, I. and Moser, A. (2017) ‘Series: Practical Guidance to Qualitative Research. Part 4:
Trustworthiness and Publishing’, European Journal of General Practice 24(1): 120–4.

Koskinas, E., Gilfoyle, M., and Salsberg, J. (2022) ‘Exploring How Patients, Carers and Members of
the Public Are Recruited to Advisory Boards, Groups and Panels as Partners in Public and Patient
Involved Health Research: A Scoping Review Protocol’, BMJ Open 12(4): Article e059048.

Lang, D. J., Wiek, A., Bergmann, M., Stauffacher, M., Martens, P., Moll, P., Swilling, M., and
Thomas, C. J. (2012) ‘Transdisciplinary Research in Sustainability Science: Practice,
Principles, and Challenges’, Sustainability Science 7(Suppl 1): 25–43.

Langley, J., Wolstenholme, D., and Cooke, J. (2018) ‘“Collective Making” as Knowledge
Mobilisation: The Contribution of Participatory Design in the Co-Creation of Knowledge in
Healthcare’, BMC Health Services Research 18(1): Article 585.

Leese, J., Macdonald, G., Kerr, S., Gulka, L., Hoens, A. M., Lum, W., Tran, B. C., Townsend, A. F.,
and Li, L. C. (2018) ‘“Adding Another Spinning Plate to an Already Busy Life”. Benefits and
Risks in Patient Partner–Researcher Relationships: A Qualitative Study of Patient Partners’
Experiences in a Canadian Health Research Setting’, BMJ Open 8(8): Article e022154.

Lefève, C., Thoreau, F., and Zimmer, A. (2020) Les humanités médicales: l’engagement des
sciences humaines et sociales en médecine [Medical Humanities: How the Human and Social
Sciences Engage with Medicine]. Paris: Doin.

Lincoln, Y. S. and Guba, E. G. (1985) Naturalistic Inquiry. Newbury Park, CA: Sage Publications.
Luyckx, K., Goossens, L., and Soenens, B. (2006) ‘A Developmental Contextual Perspective on

Identity Construction in Emerging Adulthood: Change Dynamics in Commitment Formation
and Commitment Evaluation’, Developmental Psychology 42(2): 366–80.

Malterud, K. (2001) ‘Qualitative Research: Standards, Challenges, Guidelines’, The Lancet
358(9280): 483–8.

Morse, J. M. (2015) ‘Critical Analysis of Strategies for Determining Rigor in Qualitative Inquiry’,
Qualitative Health Research 25(9): 1212–22.

Aujoulat and Ricadat 17



Moules, N. J., Estefan, A., Laing, C. M., Schulte, F., Guilcher, G. M. T., Field, J. C., and Strother,
D. (2017) ‘A Tribe Apart’: Sexuality and Cancer in Adolescence’, Journal of Pediatric
Oncology Nursing 34(4): 295–308.

Moustakas, C. (1994) Phenomenological Research Methods. Thousand Oaks, CA: Sage.
Papageorgiou, V., Dewa, L. H., Bruton, J., Murray, K.-K., Hewlett, N., Thamm, W., Hamza, H.,

Frumiento, P., Steward, R., Bradshaw, M., Brooks-Hall, E., Petretti, S., Ewans, S., Williams,
M., and Chapko, D. (2023) ‘“Building Bridges”: Reflections and Recommendations for
Co-Producing Health Research’, Research Involvement and Engagement 9: Article 113.

Perz, J., Ussher, J. M., and Gilbert, E. (2013) ‘Constructions of Sex and Intimacy after Cancer: Q
Methodology Study of People with Cancer, Their Partners, and Health Professionals’, BMC
Cancer 13: Article 270.

Peshkin, A. (1994) ‘The Presence of Self: Subjectivity in the Conduct of Qualitative Research’,
Bulletin of the Council for Research in Music Education 122: 45–56.

Potki, R., Ziaei, T., Faramarzi, M., Moosazadeh, M., and Shahhosseini, Z. (2017) ‘Bio-Psycho-Social
Factors Affecting Sexual Self-Concept: A Systematic Review’, Electronic Physician 9(9): 5172–8.

Ricadat, E. (2016) ‘Destins du sexuel et sexualité à l’épreuve du cancer. Étude qualitative d’une
population d’adolescents et de jeunes adultes traités dans une unité d’hématologie dédiée’
[Intimate Life, Sexuality and Cancer. A Qualitative Study on AYAs Cured and Cared in a
Hematology Unit], PHD dissertation, Université Denis Diderot – Paris 7.

Ricadat, E. (2023) ‘Kinesic Intelligence in the Care Relationship: The Contribution of Clinical
Psychology to Healthcare Provided to Adolescents and Young Adults with Cancer’, in
G. Bollens (ed.) Kinesic Intelligence in the Humanities. London: Routledge, pp. 56–81.

Ricadat, E., Aujoulat, I., Boissel, N., and Schwering, K.-L. (2023) ‘Sexualité et vie amoureuse des
adolescents et jeunes adultes atteints de cancer et leur prise en soin dans une unité dédiée’
[Caring Sexuality and Romantic Life of Adolescents and Young Adults with Cancer in a
Dedicated Unit], in M. Vander Haegen, C. Flahault, and G. Marioni (eds) Grand Manuel de
psycho-oncologie de l’enfant et de l’adolescent [Handbook of Psycho-Oncology for Children
and Adolescents]. Malakoff: Dunod, pp. 141–71.

Ricadat, E., Schwering, K.-L., Fradkin, S., Boissel, N., and Aujoulat, I. (2019) ‘Adolescents and
Young Adults with Cancer: How Multidisciplinary Healthcare Teams Adapt Their Practices
to Better Meet Their Specific Needs’, Psychooncology 28(7): 1576–82.

Rostosky, S. S., Dekhtyar, O. K., Cupp, P., and Anderman, E. M. (2008) ‘Sexual Self-Concept and
Sexual Self-Efficacy in Adolescents: A Possible Clue to Promoting Sexual Health?’, Journal of
Sex Research 45(3): 277–86.

Sharma, A. E., Knox, M., Mleczko, V. L., and Olayiwola, J. N. (2017) ‘The Impact of Patient
Advisors on Healthcare Outcomes: A Systematic Review’, BMC Health Services Research
17(1): Article 693.

Shimmin, C.,Wittmeier, K.D.M., Lavoie, J. G.,Wicklun, E.D., and Sibley,K.M. (2017) ‘Moving towards
a More Inclusive Patient and Public Involvement in Health Research Paradigm: The Incorporation of a
Trauma-Informed Intersectional Analysis’, BMC Health Services Research 17: Article 539.

Staniszewska, S., Brett, J., Simera, I., Seers, K., Mockford, C., Goodlad, S., Altman, D. G., Moher,
D., Barber, R., Denegri, S., Entwistle, A., Littlejohns, P., Morris, C., Suleman, R., Thomas, V.,
and Tysall, C. (2017) ‘GRIPP2 Reporting Checklists: Tools to Improve Reporting of Patient and
Public Involvement in Research’, BMJ 358: Article j3453.

18 History of the Human Sciences 0(0)



Tilden, B., Charman, D., Sharples, J., and Fosbury, J. (2005) ‘Identity and Adherence in a Diabetes
Patient: Transformations in Psychotherapy’, Qualitative Health Research 15(3): 312–24.

Tindle, D., Denver, K., and Lilley, F. (2009) ‘Identity, Image, and Sexuality in Young Adults with
Cancer’, Seminars in Oncology 36(3): 281–8.

Tress, G., Tress, B., and Fry, G. (2004) ‘Clarifying Integrative Research Concepts in Landscape
Ecology’, Landscape Ecology 20: 479–93.

Tudor-Hart, J. (1971) ‘The Inverse Care Law’, Lancet 297(7696): 405–12.
Viney, W., Callard, F., and Woods, A. (2015) ‘Critical Medical Humanities: Embracing

Entanglement, Taking Risks’, Medical Humanities 41(1): 2–7.
Wettergren, L., Kent, E. E., Mitchell, S. A., Zebrack, B., Lynch, C. F., Rubenstein, M. B., Keegan,

T. H. M., Wu, X. C., Parsons, H. M., and Smith, A. W. (2017) ‘Cancer Negatively Impacts on
Sexual Function in Adolescents and Young Adults: The AYA HOPE Study’, Psychooncology
26(10): 1632–9.

Whitehead, A. and Woods, A., eds (2016) The Edinburgh Companion to the Critical Medical
Humanities. Edinburgh: Edinburgh University Press.

WHO Commission on social determinants of health (2008) Final report. Closing the gap in a gen-
eration: health equity through action on the social determinants of health. World Health
Organization, Geneva, 2008, available at: https://www.who.int/publications/i/item/WHO-
IER-CSDH-08.1 accessed 29/12/2025

Woelders, S. and Abma, T. (2019) ‘Participatory Action Research to Enhance the Collective
Involvement of Residents in Elderly Care: About Power, Dialogue and Understanding’,
Action Research 17(4): 528–48.

Woods, A. (2011) ‘The Limits of Narrative: Provocations for the Medical Humanities’, Medical
Humanities 37(2): 73–8.

Zimmermann, M., Wood, J., Boulding, H., and Pow, R. (2023) ‘Shifting HowWe View the Ageing
Process’, available at: https://www.kcl.ac.uk/policy-institute/assets/shifting-how-we-view-the-
ageing-process.pdf

Author biographies
Isabelle Aujoulat is a Professor of Public Health at Université Catholique de Louvain
(UCLouvain) in Belgium. She has worked across diverse settings – including NGOs,
the private research sector, hospital environments, and academia – advancing health pro-
motion and education. Committed to participatory approaches, she actively involves
patients as co-researchers and co-teachers, while critically examining the methodological
and ethical challenges of such approaches.

Elise Ricadat is a clinical psychologist and Associate Professor at Université Paris Cité
(UPC) since 2017. Her research focuses mainly on the psychological and subjective
impacts of severe and chronic illness, with particular attention to the psychodynamic pro-
cesses at play both in patients and caregivers, and between the two. To this end, she uses
qualitative and participatory methods within interdisciplinarity and transdisciplinarity
projects.

Aujoulat and Ricadat 19

https://www.who.int/publications/i/item/WHO-IER-CSDH-08.1
https://www.who.int/publications/i/item/WHO-IER-CSDH-08.1
https://www.kcl.ac.uk/policy-institute/assets/shifting-how-we-view-the-ageing-process.pdf
https://www.kcl.ac.uk/policy-institute/assets/shifting-how-we-view-the-ageing-process.pdf
https://www.kcl.ac.uk/policy-institute/assets/shifting-how-we-view-the-ageing-process.pdf

	 Introduction
	 From interdisciplinarity to transdisciplinarity
	 Triangulation of concepts
	 Triangulation of methods
	 The involvement of multiple stakeholders in medical humanities research
	 Working with subjectivity: The role of reflexivity

	 Risks and shortcomings of transdisciplinary research
	 Conclusion and further perspectives
	 Acknowledgements
	 References

