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Workshop on Research Programme Requirements

South London Primary Care Research Networks Conference, 18 May 2004

The LRU together with representatives from other Research Networks/ Units explored various aspects of the requirement for a research programme as outlined by the Department of Health in the Annual Report Guidance 2004, Appendix 2.

Below is an outline of the research unit’s differing responses and attempts to meet the programme requirements.

Potential solutions or strategies to fulfil the DH Research Programme requirements are suggested. 

Only programme criteria were explored for which a development need was identified.

Need for a designated leader with recognised expertise 

Provide an explicit research strategy

It was recognised that in many cases programme leads are nominal rather than actively steering the strategy of the programme.

To galvanise the leader roles the following are suggested:

· Identify research priorities through the Research Management Groups and thereby steer research programme strategy

· Funding a session for programme leads to develop the programme

· Linking programme strategy with 

· capacity building/ training

· targeting a specific audience with the output from the programme and with initiatives for impact.

Linking each programme with a specific output strategy will help define the programme and encourage the take up of the results for implementation.

With respect to building the direction of research programmes 2 models of support were identified.



The responsive model as adopted by the LRU supports research interests as they are generated by practitioners. This model relies on an intensive process of supporting the practitioner in the development of the research in order to assure its scientific rigour and to fit in with the LRU research programmes. It is less amenable to PCT priorities, as it relies on practitioner initiative. This model is strongly supportive of developing practitioner research capacity through close collaboration.

The commissioning model of research support, is more driven by PCT priorities or Research Programme themes. It relies on a procedure whereby invitations for research bids are made to comply with certain themed areas or research needs.

This strategy is effective in setting an overall themed research direction, but relies on a certain level of practitioner capacity in order to produce a research bid of high standard.

Each of these models has differential benefits and may be complimentary. 

The responsive model is adopted in Lewisham to meet the need for more intensive research support. The responsive model is more biased to encouraging and developing practitioner led initiatives.

The commissioning model is particularly effective where the commissioning research unit has a greater catchment area within which it supports research, and is therefore able to be more selective in the projects it supports. The commissioning model is more likely to be biased to top driven theme areas.

Through collaborative working between research units, it is possible to combine the strengths of the commissioning and responsive research support models.

This is currently happening between research units, where the unit’s differing funding strategies meet different funding needs for each project.

Academic Involvement

Some units are more closely linked with academics than others. 

This is partly a result of different funding available to each unit, that enables remuneration for academics’ involvement.

The constraints of academic involvement are noted as 

· academic involvement restricted to areas promoting academic star rating

· financial constraints on academics (time is money)

Collaboration can be arranged by:

· creating awareness amongst academic units of the research programmes that the primary care units are involved in

· Selling the benefits of academics’ involvement with primary care research

· “easy papers” for academics

· access to patient records on GP Databases

· developing links with primary care that may aid implementation of academic research

· pitching the level of involvement required appropriately. Not all studies require full involvement, and academic consultation may be sufficient.

Benefits to academics may need to be sold at a project and research unit level.

Another model being considered by the larger research units is that of creating services level agreements.

Service level agreements are entered into with academics to provide training to primary care practitioners in research.  In these agreements, scope can be made for research support.

Another area for promoting academic involvement and drawing in external funding, is to consider the sponsorship of CASE studentships.

User Involvement
It is noted that the organisation Involve (www.invo.org.uk) provides practical/strategic guidance on how to involve multi-party stakeholders that encompass the entire gamut of “public”.

It is recognised that user involvement can happen at a formal level, through user panels that are set up and consulted, or at project level.

It was agreed that for the level of primary care research engaged in, project level involvement may be most feasible. 

Setting up and managing user panels is too labour intensive for individual units. However a collaborative effort in setting up research user panels may be a possibility.

Currently available structures through which user involvement could be arranged include:

· Public Patient Involvement Forum (PPI)

· Patient advice and liaison services (PALS)

· Voluntary sector/ community groups

Networking with academics in sociology and urban geography may be helpful in drawing on the techniques/ knowledge of these researchers in involving users.

Action Research methodologies are recognised as a key way of involving users in research. Greater use of such projects may also promote implementation of research findings. Primary care is well placed to take advantage of such methodologies.

Some of the obstacles that may be involved in user involvement include:

· Payment for users’ time

· Empower users to participate through training

· Not reducing user involvement to consulting “professional” users/ over-involving the same users on all projects.

Research Impact
It is recognised by the research units that demonstrating research impact is a complex achievement. It is not an inevitable outcome of a specific research project, although it is understood that this is the most important DH indicator of research viability.

It is thus perceived that our definition and view of what is an impact may thus need to be sufficiently flexible to present the breadth of impacts that do take place.

The process from research into practice/service change is not a linear trajectory between an individual project and practice change. It requires a complex lengthy process whereby scientific agreement and consensus on pragmatic implementation is required. An individual research project and especially pilot projects may only form a small part of the complex journey to service/ practice change.

Targeted dissemination could be construed as an impact, in that it brings the information generated by a study to the attention of a particular audience who is best placed to take it on board when considering policy or practice change.

Not all research lends itself to direct implementation, and instead may add to the pool of clinical knowledge. Targeted dissemination would thus be the most appropriate impact for such research.

Other channels for impact are education initiatives, something probably best influenced by targeted dissemination.

Research units may wish to consider supporting more research that has impact built into the research study. Such studies would include Action research and evaluation of service development projects.

Promoting the LRU patient experience research programme

It was suggested that an area of future development in patient experience research, would be examining the patient experience of the secondary-primary care interface. This could promote secondary and primary care research collaboration.

Lewisham Research Unit





Lewisham Research Unit


18 May 2004





Responsive research support model





Commissioning research support model





Complimentary








Page 4 of 4
Lewisham Research Unit


Contact: Anthony Theuninck


tel: 020 7771 5058


anthony.theuninck@lewishampct.nhs.uk

