
P
o
S
(
C
S
4
H
e
a
l
t
h
2
0
2
5
)
0
0
1

 

© Copyright owned by the author(s) under the terms of the Creative Commons 

Attribution-NonCommercial-NoDerivatives 4.0 International License (CC BY-NC-ND 4.0) 

All rights for text and data mining, AI training, and similar technologies for commercial purposes, are reserved. 

ISSN 1824-8039 . Published by SISSA Medialab. https://pos.sissa.it/ 

Democratizing (public) health research: experiential 

knowledge as a mode of transdisciplinarity 

Igor Grabovaca,* 

a  Department of Social and Preventive Medicine, Centre for Public Health, Medical University of Vienna, 

Kinderspitalgasse 15, 1090 Vienna, Austria 

E-mail: igor.grabovac@meduniwien.ac.at 

 

 
Climate change, armed conflicts, widening inequities, pandemics, and large-scale displacement 

represent deeply entangled challenges for contemporary public health. While transdisciplinarity 

is increasingly invoked as a response to this complexity, it is often reduced to collaboration across 

academic disciplines, leaving experiential knowledge at the margins. 

 

In this paper, I argue that experiential knowledge is not a supplementary input but a constitutive 

form of transdisciplinary expertise. Drawing on traditions in social medicine and critical social 

theory, including the work of Michel Foucault, Kimberlé Crenshaw, Patricia Hill Collins, and 

Paul Farmer, I examine how power structures shape what counts as legitimate knowledge in 

public health. I further engage with Emily Yates-Doerr’s critique of the social determinants of 

health framework to demonstrate how dominant epistemological approaches can produce forms 

of “problem closure” that render certain structural issues analytically marginal. 

 

Using examples from the CANCERLESS project, I illustrate how participatory co-design and 

engagement with lived experience can reconfigure both problem definitions and intervention 

strategies. I argue that integrating experiential knowledge is not merely a question of participation 

but an epistemic necessity. Without it, public health risks producing knowledge that is 

methodologically rigorous yet disconnected from the realities it seeks to address. 
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1.  Introduction 

Public health is currently confronted with a convergence of crises; climate change, armed conflict, 

pandemics, mass displacement, and widening social inequities. These are not parallel problems, 

they are structurally entangled, mutually reinforcing, and deeply embedded in political and 

economic systems. Yet, the epistemic tools through which public health approaches these 

challenges remain, in many cases, insufficiently equipped to engage with this complexity. In 

response, the field has increasingly adopted the language of transdisciplinarity. However, in 

practice, this often amounts to little more than collaboration between academic disciplines. What 

remains systematically marginalized is experiential knowledge the only form of knowledge in 

public health that is produced under the very conditions the field claims to study. This paper argues 

that experiential knowledge is not a supplementary input but a constitutive form of 

transdisciplinary expertise. Taking this seriously requires more than expanding participation. It 

demands a shift in how knowledge, expertise, and authority are conceptualized within public 

health.  

 

2.  Social medicine, structural inequality, and the politics of knowledge 

The foundations for such a shift already exist within the tradition of social medicine. From 

Virchow’s claim that medicine is a social science to contemporary frameworks of the social 

determinants of health, the field has consistently demonstrated that health outcomes are shaped 

by social, economic, and political conditions [1]. Empirically, this is beyond dispute. Differences 

in life expectancy across countries, regions, and even within cities reflect structural inequalities 

rather than individual behaviour [2]. Marmot’s work on the Whitehall studies illustrates that health 

follows a clear social gradient, persisting even after controlling for behavioural risk factors [3]. 

Paul Farmer’s concept of structural violence sharpens this insight further. Structural violence 

refers to social arrangements that systematically place certain populations at risk of harm. These 

arrangements are embedded in political and economic systems and shape access to care and life 

chances [4]. His critique of cost-effectiveness frameworks demonstrates how technical rationality 

can function as a mechanism of exclusion [5]. And yet, despite this body of knowledge, public 

health continues to reproduce a form of reductionism. If not biological, then methodological. 

Complex social realities are translated into variables, indicators, and models that are manageable 

but detached from lived experience. What is lost in this translation is not merely nuance, but 

reality itself replaced by representations that are methodologically convenient but politically 

incomplete. 

 
These limitations are not simply methodological, they are political. Public health frequently 

presents itself as neutral, objective, and evidence-based. This neutrality is not just illusory it is 

productive as it allows public health to exercise power while appearing otherwise. Foucault’s 

concept of “biopower” is central here. Public health contributes to governing populations through 

processes of measurement, surveillance, and normalization [6]. In doing so, it does not merely 

describe populations but actively creates them, defining what counts as risk, what counts as health, 

and what requires intervention. Crucially, this mode of governance relies on categorization: 

populations must be rendered legible, often through bureaucratic and statistical simplifications 
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into discrete variables. As Mary Douglas has shown, such classificatory systems are never purely 

descriptive but serve to produce and stabilize social order. What is categorized as “risk” or 

“deviance” is not simply identified but constructed in relation to what is considered normal or 

acceptable [7]. 

 

Building on this, Ian Hacking argues that classifications do not merely describe people but 

actively participate in “making up” kinds of people. Once established, categories shape how 

individuals understand themselves and are understood by others, creating a dynamic feedback 

loop between classification and lived reality [8]. It is precisely at this point that the limits of such 

an overly simplified approach become visible. Intersectionality, as articulated by Crenshaw, 

demonstrates how systems of inequality do not operate in isolation but intersect in ways that 

exceed these categorical frameworks [9]. Lived experiences are not additive but relational, shaped 

by overlapping and mutually reinforcing structures of power and highly context dependent. 

Patricia Hill Collins extends this critique by showing that these limitations are not merely 

analytical but epistemic. Her concept of the matrix of domination highlights how knowledge itself 

is structured through power across multiple domains, shaping not only what is studied but how it 

is interpreted and whose perspectives are considered authoritative [10]. 

 

Taken together, these perspectives expose a central contradiction: public health seeks to address 

inequality while relying on epistemic frameworks that systematically simplify, and thereby 

partially obscure, the very forms of inequality it aims to resolve. 

 

3. Rethinking “the social”: critique and reconstruction 

 
The social determinants of health framework represents one of the most important advances in 

public health. However, it is also one of its most effective mechanisms of self-limitation. As Emily 

Yates-Doerr argues, the framework tends to treat “the social” as stable and measurable rather than 

relational and emergent [11]. Its reliance on causal models produces “problem closure”: only those 

aspects of reality that can be operationalized become actionable. Structural issues such as racism, 

coloniality, and dispossession even if at all acknowledged, still remain analytically marginal 

because they often resist quantification. In this sense, the framework stabilizes a version of 

inequality that is legible to intervention while leaving its more disruptive dimensions intact. From 

a Foucauldian perspective, this is not a flaw but a feature. Knowledge systems do not simply 

describe reality, they structure it [12]. 

 

4.  Experiential knowledge and transdisciplinarity in practice 

 
If these critiques are taken seriously, then experiential knowledge cannot remain peripheral. 

Experiential knowledge is often dismissed as anecdotal or subjective. This is not a neutral 

classification; it is an epistemic hierarchy that privileges abstraction over proximity, distance over 

engagement, and control over understanding. Clinical medicine offers us a useful comparison, not 

because it avoids such hierarchies, but because the consequences are well known: if patient 

narratives are discounted, diagnoses are delayed, and harm follows. Recognizing experiential 

knowledge as expertise does not mean abandoning scientific rigor, rather it means expanding what 

counts as rigor. The implications of this shift become visible in practice.  
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The CANCERLESS project, a Horizon 2020 initiative, aimed to improve access to primary and 

secondary cancer prevention services for people experiencing homelessness in Europe. Central to 

the project was a participatory co-design approach. Rather than imposing predefined 

interventions, the project invested time in understanding lived realities. This revealed that health 

is often not perceived as a primary concern, not due to indifference, but due to structural 

constraints. By co-designing and defining the Health Navigator Model, the CANCERLESS 

project aimed to reduce the burden of cancer in this population.  

 

The Health Navigator Model combined patient navigation with empowerment strategies, 

addressing both systemic barriers and individual needs [13]. Navigators provided psychosocial 

support, facilitated access to services, and accompanied participants through complex systems. 

Importantly, the model evolved iteratively through engagement with participants and local 

advisory boards consisting of both professionals and people with lived experience. This 

demonstrated that meaningful participation requires continuous adaptation rather than one-time 

consultation, which was most important, not due to lack of data, but as a process of re-learning to 

accept other types of knowledge that are usually systematically excluded.  

 

Practically, meaningful engagement with experiential knowledge is difficult. It requires time, 

trust, and a redistribution of authority that extends beyond formal tokenistic participation. It 

involves negotiating different epistemologies, value systems, and expectations about what counts 

as valid knowledge. These processes are not linear but iterative, often requiring researchers to 

revisit problem definitions, methods, and interpretations in light of emerging insights. 

Participatory approaches introduce ambiguity, contestation, and loss of control, precisely what 

conventional research designs seek to eliminate. They challenge institutional norms around 

efficiency, standardization, and methodological purity. As argued in the transdisciplinarity 

literature, attempts to maintain epistemic purity in such contexts are not only unrealistic but 

insufficient and counterproductive, as they foreclose the very forms of knowledge integration 

these approaches aim to achieve [14].  

 

But the alternative is not neutrality. It is the continued production of knowledge that is 

methodologically coherent yet detached from the realities it seeks to address. If transdisciplinarity 

is to mean anything, it must move beyond functioning as a rhetorical upgrade to otherwise 

unchanged practices. It must integrate epistemologies, not just disciplines. Scientific, 

professional, and experiential knowledge must be allowed to reshape research itself, rather than 

being translated into pre-existing frameworks. As argued in science and technology studies, 

knowledge is not simply transferred but transformed through the networks and practices in which 

it is produced [15]. 

 

5. Conclusion 

Public health cannot claim neutrality while selectively engaging with the conditions it studies. 

What is often presented as methodological rigor is, in practice, a form of political positioning. 

Recognizing experiential knowledge as transdisciplinary expertise is not an act of inclusion, it is 

an admission that public health, as currently practiced, is epistemically incomplete. In the world 
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faced with multiple crises, the question is not whether we can afford to integrate such knowledge, 

but whether we can afford to continue without it. 
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