Primary Health Care Research and Development 2000; 1: 217-228

A comparison of two fixed-term research
and development projects that involved
collaboration with practices

Bill Bytheway, School of Health and Social Welfare, The Open University, Milton Keynes, UK

NHS policies on research and development are aimed at creating a knowledge base
for clinical, managerial and policy decisions. This is largely generated through fixed-
term projects and through voluntary collaboration between projects and service pro-
viders. In this paper, two such projects are compared. They have some basic simi-
larities but also some conspicuous differences. In the analysis, first the planning and
launching of the projects are considered, and then their management. Particular atten-
tion is paid to the relationship between the scheduling of the projects (and especially
their fixed-term funding) and the process of collaboration with primary care practices.
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Introduction practitioners in the health service on the one hand,
and of fixed-term research projects on the other.
NHS policies on research and development afiehe consequences of this for career management
aimed at creating ‘a knowledge-based health seare well known. Less frequently discussed are the
vice in which clinical, managerial and policyconsequences for project outcomes. This paper will
decisions are based on sound information abocdmpare two research and development (R & D)
research findings and scientific developmentgrojects, namely Teamcare Valleys (TCV) and the
(Department of Health, 2000: 9). Much of thisnanagement of long-term medication by older
information is generated through NHS servicepeople (LTMOP). They are similar in that each:
providing agencies working with fixed-term pro-,
jects. Policy on health service research manage-‘c')\:ca; wir&(é(?(?nti)%/aﬁvgeqvernment department as part
ment has increasingly promoted close coIIaboratiqnWas of a fixed len 1th'
between research and health service teams. It ig, ~c pased in a uﬁqivérsit :
argued that this ensures that the work of Y

researchers remains relevant and grounded in CL.JI’-WaS undertaken by a multidisciplinary team;

e : : included both research and development aims;
rent realities and, in turn, that the practices and ~ "t " <04 on primary health care;

organization of the health services are directly depended on the voluntary collaboration of gen-

informed by the fruits of research. Despite this, ”» .
both in negotiations over collaboration and sub- gg:nprr]?gmfgresrs and other primary health care

sequently in the continuing processes of dissemi-
nation, there remains a tension between the schedHowever, there are some important differences
uling and management of the ongoing work ah terms of length, funds and geographical remit,
as well as with regard to aims and the wider con-
text. The basic differences are summarized in
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Table 1 Basic characteristics of the two projects
Teamcare Valleys (TCV) Long-term medication and older people
(LTMOP)
Funder Welsh Office Department of Health

Wider initiative
Host
Fixed term

Dates
Cost

Research aim

Development aim

Wider context

Project team

Number of practices
Number of locations

Programme for the valleys
University of Wales College of Medicine

3 years

1990-1993
£3000k

To undertake a series of projects designed
to raise the quality of practice

To help to develop primary health care in
the South Wales Valleys

The economic and social regeneration of a
depressed deindustrialized area

53 members over the 5 years, primarily
doctors and nurses, with some social
researchers and support staff

157
1

The Community Health Services Research
Initiative

School of Health and Social Welfare, The
Open University

2 years

1997-1999
£279k

To investigate the ways in which older
people routinely acquire, manage and
administer their own medication

To develop strategies for primary health
care teams to support such patients, and
to prevent the development of iatrogenic
disease

The development of effective community
health services

One social researcher, one lecturer
(gerontologist), one part-time senior
lecturer (also part-time GP), seven
fieldworkers, support staff

12
4

managed, noting the similarities and differences MWelsh NHS was particularly concerned about the
the decisions that had to be taken by the projehtgh levels of deprivation and long-term illness in
teams with regard to collaboration and the presthe area. Linked to this was a belief that primary
ures that followed. In conclusion, the resourcingealth care could address these wider issues and
and scheduling of such projects will be discusseshould be developed. It was felt that this could best
and certain issues will be raised regarding the plabe achieved through training, improved organiza-
ning of R & D initiatives and the participation oftion and the promotion of teamwork in the 157
practices. It is beyond the scope of this paper faractices in the target area:
enter into a detailed discussion of the research
methodologies adopted in the two studies. | was The Welsh Office will take a number of new
employed to work on both projects, so inevitably initiatives designed to support the develop-
the two accounts include an autobiographical ment of primary health care services for
element. Valleys communities. The intention will be
to extend vocational training for health pro-
fessionals working in the Valleys and to pro-
vide a more direct role for the University of
TCV Wales College of Medicine. Measures to sup-
Teamcare Valleys (TCV) was just one part of a port improved teamwork in the primary care
much larger programme aimed at the economic andfield will also be devised. These initiatives
social regeneration of the South Wales Valleys. will be discussed with a range of interests,
With regard to health, the management of the including the relevant Family Practitioner
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Committees, District Health Authorities, pro- aims and the comparatively short duration of our
fessional organizations and the College of contracts, we appreciated that plans to manage the
Medicine itself. The aim will be to focus on resources and schedule were urgently needed.
service provision to achieve the best possible Almost immediately we became aware of a com-
effect in the use of primary health care plex array of conflicting expectations, both within
resources for the Valleys. the newly created team and outside it in the host
(Welsh Office, 1988: 31) and funding institutions and the target practices.
In particular, there was uncertainty about the
These intentions reflect the ‘rather nebulous napost of ‘clinical fellow’ (Bryar, 1999). Approxi-
ure’ of the early expectations (Bryar and Bythemately half of the staff of TCV were appointed to
way, 1996: 11). The Welsh Office took the originathese posts (Bryar and Bytheway, 1996: 213-14).
initiative, and the basic framework for the projeciThe intention was that they should be experienced
was developed in 1988 and 1989. Little of thiprimary health care (PHC) practitioners (primarily
detailed planning from before the launch of theloctors and nurses), and the expectation was that
project appears to have been documented. they would mostly come from practices in the val-
One year after the publication of this prodeys, would work on specific projects in collabor-
gramme, a Director was appointed to the projecation with one or more practices, and would
For several months he undertook a programme e¥entually return to PHC posts in the same area.
consultations which was partly aimed at securingowever, there were conflicting expectations with
the active interest of potential collaborating praccegard to the nature of the projects they might
tices. He also set about the process of acquirinopdertake while at TCV, who would decide what
premises and appointing staff. This process culmtihese might be, and in which practices they might
nated in over a dozen staff being appointed arzk located.
commencing work all on the same day in Sep- During the preparatory period, many of the prac-
tember 1990. They were joined 1 month later btices and health authorities in the target area had
several others (including myself). Our posts hadome to view the project as a direct investment by
been openly advertised and, although several of thee Welsh Office in primary health care services,
successful applicants knew of the project, | waand many of them were expecting that new funding
one of many who came to the project ‘cold’. Withor extra staff would be made available to them.
a few exceptions, we were offered a full-time 3They were disappointed to see so many people
year contract of employment in the College obeing appointed to posts over which they had no
Medicine. The posts fell into three well-definectontrol. We were also conscious of the symbolic
categories, namely management, clinical fellowisportance of the location of our offices — in sub-
and administrative/secretarial. urban Cardiff, neither on the College of Medicine
The launching strategy document identified fiveampus nor in the valleys. One of the first events
aims. These included sponsoring better healtthat we organized was an official launch, and we
helping to develop treatment services, providingoted that few of the intended practice collabor-
support, and promoting multidisciplinary teamators were present.
work ‘through training and other practical measu- It was decided that, within the first few months,
res’. Only one of the aims specifically mentioneall 157 practices should be visited by the clinical
research, and then only somewhat incidentally: ‘tiellows, the aim being to explain the aims and
provide a source of professional, research, managmjectives of TCV, to find out what needs existed
ment and entrepreneurial expertise to place @.g., for training, research, audit or help in
the disposal of primary care practitioners in therganization) and to identify potential collabor-
valleys’ (Welsh Office, 1990: 7). ators. This initiative was successful in that it helped
Thus the dominant concern underlying the plart® ground the whole project in the target area, and
was to change and improve the primary health casdmost immediately a series of individual local pro-
services in the valleys. Research, as a distinctiyects was launched by the clinical fellows. There
aim, was given a much lower priority than develwas little relationship between these and the vari-
opment. ous ideas for projects that had emerged from the
Given the size of the project, the ambition of thénitial processes of consultation. All of them were
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focused on practice organization and professionsidered, two were submitted and both were suc-
practice. Moreover, to a greater or lesser extent aéssful. One of them, namely LTMOP, focused on
of them were ‘housed’ within a host practice othe management of medication by older people.
practices. As a result, it was possible to conceive In planning this project, we recognized the
of some of the clinical fellows not as ‘researcherpotential value of including two distinct aims. One
from an external agency’, but as fellow pracwas to contribute to social gerontology, focusing
titioners who had temporarily joined the primaryon how routine medication fitted into the everyday
health care team to undertake some ‘in-houskves of older people. The other aim was ‘to
practice development. Although several of thes#evelop strategies for primary health care teams to
projects included a strong element of researcupport older patients and to prevent the develop-
methodology, only one of them was referred to ment of iatrogenic disease’.
local research ethics committee. The latter aim relates specifically to the fourth
In summary, the main characteristics of thisf the priority topics set by the DH, namely to
strategy for establishing and launching TCV weremprove preventive care and to assess the potential
as follows: of small-scale practical interventions. In this way

. . . ._\ve created a clear distinction between the research
* along preparatory period during which potenti .
collat?orr)atgrs Wer{zpinformed o% the im%endin%nd development aspects of the project. The pro-
launch of the project; osal we submitted broke the project down into 10

« alarge multidisciplinary project team who begaﬁ’ChedUIed stages with a total of 42 specific tasks.

. . ; Given our two aims, it was obvious that the
work on the project virually simultaneously, esearch would require in-depth research methods

\gfltgxgt(telgt;;irgxlsc;)us acquaintance or I(nOWIe(]lg"%/vith a comparatively small number of practices
e a large target population of practices, fron‘ggfj ?Ider peo;IJ_Ie. Nevf(_artdheles? we wa_rgt_ed tol_be
within which volunteer collaborators were2P ¢ ‘0 Yeneraize our findings to prescribing poi-
: . . .~ —cies and practices in all parts of the UK. We also
recruited mainly through informal contacts; : : : : :
: p ) : anted the subjects (i.e., the patients recruited in
e a series of ‘in-house’ development projects gen: : .
erated by practices, the clinical fellows an%vach practice) to be representative of the target
health authorities. opulation at the national level — that is, people
) aged 75 years and over who had been receiving
Given that TCV was identified with an area ofong-term prescribed medication for more than 12
deprivation and poorly developed health servicemonths and who were living in their own homes.
it was not surprising that many of the potential colGiven these aims, we had to devise a system of
laborators viewed the whole project with resentrecruiting practices which ensured that they were
ment and suspicion. There was a feeling that it was ‘representative’ as possible and that, collec-
serving the interests of the College of Medicingvely, they represented diversity in locality and
rather than the valleys health authorities, and thptactice organization. We decided that our aim in
it was developing the careers of those employed oacruiting practices was to obtareasonably rep-
the project rather than meeting urgent local healtesentative sample of diverse practices
needs. The practices and practitioners who decidedThe fieldwork we planned with the subjects was
to collaborate tended to be those who already ha@@manding and time-consuming. The task of
some commitment to changing primary health carexplaining the project and recruiting consenting
and those who recognized that there was somatients was the responsibility of a practice nurse
indirect advantage to be gained from collaboratioi all eight practices. The patient was asked to give
their consent to being interviewed three or four
LTMOP times, to keeping a diary, to showing the inter-
In 1996, the Department of Health (DH)viewer their medicines and how they were stored,
launched the Community Health Services Researehd to the research team having access to infor-
Initiative, which identified five priority topic areas.mation abstracted from their medical records. We
In the School of Health and Social Welfare of thalso wanted there to be sufficient time for each col-
Open University it was decided to bid for fundingaborating practice to be fully involved, so that its
under this initiative. Various topics were con{rescribing procedures could be studied in some
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depth. We appreciated at the outset that we werea long initial period during which we sought
in rather a dilemma. On the one hand we would ethical approval and an appropriate basis for
be asking a great deal of the practice, and on therecruiting a reasonably representative sample;
other hand we wanted the sample to include prae-a large target population of practices, from
tices that were working under pressure and werewithin which ‘volunteer’ collaborators were
sceptical about the relevance of research to prac-recruited, mainly by systematic mailing and stra-
tice — as well as those that were more likely to tegic sampling;
engage in this type of collaboration.  a tightly scheduled project.
We decided to offepaymentfor the time that
a practice would give to the project. By drawin ] )
attention to this, we hoped to secure a positi\%‘anagmg the projects
response from practices that might otherwise have
refused, and we guessed that they might constituf€V
a sizeable proportion. However, we also acceptedTCV expenditure was determined largely by the
that a substantial refusal rate was inevitable. It wateering group (which included the project director
important that we took full account of the reasonand representatives of the Welsh Office, the Col-
given for refusal and, where appropriate, sought tege and local health authorities). Overall, how-
persuade the practice to change its decision. Véger, there was no shortage of resources; the main
also decided that it would be necessamyweigh anxiety for the project team related to time and the
the chances of selectian favour or against certain pressure to deliver successful outcomes. The need
types of practice. for additional staff was occasionally considered by
For cost and logistical reasons, we confined titee management team, and the main development
project to four areas and, on pragmatic groundegre was the appointment of three research officers
we selected four locations in south Wales, norttiuring the second year of the project.
London, Sheffield and the Midlands, each includ- One aspect of TCV resourcing that changed sig-
ing 50 practices serving ‘a range of different kindsificantly over the course of the 3 years concerned
of communities’. This generated a sampling framt#he Clinical Fellowships (Bryar, 1999). Initially,
of over 200 practices. funds were made available for the appointment of
Over a period of several months, we obtainetll full-time Fellows to extend over the whole 3-
approval from the four local research ethics comyear period. The intention was that these would be
mittees, and then recruited collaborators by mailingjx nurses and five GPs with experience of working
all of these practices, and following up nonin the valleys. They would undertake projects
responses with telephone calls. This generated ®hilst at TCV, drawing upon expertise in the Col-
positive expressions of interest. From these wege of Medicine. In this way they would acquire
selected four, one in each area, to serve as pitfund of practical knowledge and expertise which
practices. In order to maximize diversity in thehey would take to and implement in practice in
main study, we decided to recruit two contrastinghe valleys.
practices from each area. Overall, we felt confident At the launch of the project, eight Clinical
that, by controlling for diversity and maintaining aFellows were appointed together with two half-
degree of random sampling, we had achieved otime Fellows. This left one nursing post and one
outcome of a ‘reasonably representative sample @GP post vacant. There had been a particularly poor
diverse practices’ (see Bythewagt al, 2000: response from doctors, and it was decided to hold
Appendix 1). these vacancies in reserve. In time it became appar-
In summary, the primary characteristics of thent that some of the ideas coming from the local
strategy for establishing and launching the LTMORPractices could be accomplished by members of
project were as follows: these practice teams being appointedtiort-term,
part-time Fellowships. This had not been
¢ asmall project team who had previously workednticipated in the original plans for TCV, but the
together, and who had prepared and submittedanagement team was able to decide on this since
the proposals which secured funding for the prat was responsible for making appointments to Fel-
ject; lowships.
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This development produced an extra dimensiaso widely viewed as a successful and effective
to TCV. Up to that point, every member of staffway of developing practice. Moreover, it helped to
was working from the TCV offices in the groundsalleviate growing problems with regard to schedul-
of Whitchurch Hospital in Cardiff. Certain aspectsng. Initially there had been some confidence that
of this location (such as distance and car parkinBCV would be extended beyond the 3 years. How-
facilities) acted as a daily disincentive to travellingever, some of the projects of the long-term Clinical
into the valleys. Although much time was spent ifrellows had created tensions with local health
fieldwork away from the offices, through the initialauthorities, and others appeared to be making slow
launch and induction we had acquired a strongrogress. More generally there was a feeling that
sense of being members of a team. Much time wa€V was not involving a large enough number of
spent in our meeting room overcoming importarpractices. The short-term Clinical Fellow pro-
tensions (e.g., between doctors and nurses, agrhmme seemed to be a timely solution.
between the management team and the ClinicalHowever, during the course of the second year,
Fellows). Time was also spent studying in the cothe Welsh Office suddenly became concerned that
lege library and talking through the idea of whathe project was becoming too diffuse and that it
constituted good teamwork. needed a rather tighter system of project manage-

This sense of group identity was undermined bgnent. It strongly advised us to adopt a system
the appointment of short-term Clinical Fellowsknown as PRINCE (NHS Management Executive,
With a few exceptions, these Fellows remained ibeeds; Caaret al., 1997). This involved the identi-
their practices and rarely, if ever, visited the TCWMication and specification of all TCV projects, each
offices. Their projects were supervised by individto be separately planned, resourced, managed and
ual members of the management team and thegheduled (within the overall resources and sched-
remained largely isolated from the rest of TCVule of TCV), and subject to rigorous quality con-
Because their projects had short lives and wetml. Suddenly TCV was transformed from one
located wholly in practice, they appeared to be prdarge project promoting R & D in primary health
ving cost-effective. In comparison, some of theare on a broad, multidisciplinary and team-based
long-term Clinical Fellows had embarked on subfront, to a programme consisting of over 60 small
stantial projects extending over the whole 3-yeandividual projects, each subject to tightly con-
period, and some of them were registered for podtolled management. PRINCE is designed prim-
graduate degrees. Increasingly their projects weaeily for organizations with a continuing existence,
viewed critically as being too divorced from ‘realin which each project needs to be planned indi-
practice’ and not delivering ‘outcomes’. Moreoveryidually according to an appropriate schedule. In
the short-term Fellows could be interpreted as TCVCV we were faced with the growing prospect of
investingin primary health care teams. Rather thano continuation beyond the rapidly approaching
taking people out of practice teams (as had beend of the 3-year period. Nevertheless, consider-
the case with some of the long-term Fellows), TC\4ble time was spent during the second year in
was ‘putting money’ into practices. The short-ternimplementing PRINCE. However, during the
Fellows remained ‘full-time’ members of the PHCcourse of the third year, we began to abandon our
team, despite being formally associated with TCWPRINCE records, and to concentrate once again on
and the College of Medicine. In this sense, theiworking with practices, and in some cases aiding
appointment represented a significant bridging dfiem in obtaining the means to continue projects
the apparent gulf between TCV and the target pratiiat TCV had helped to establish. Even in the final
tices. Over the course of the 3-year period, a totedonths funds were still available, enabling a few
of 25 practitioners held a short-term Fellowship. further brief short-term Clinical Fellows appoint-

What is interesting about this development isments to be made.
that although it was largely unplanned, it turned This review demonstrates how the initial fixed
out to be a successful means of overcoming onerm of this project generateddgnamicin the way
of the original disappointments, namely the failurén which salaried resources were invested and sub-
of the TCV programme to invest directly in existprojects scheduled. Within the overall fixed term,
ing PHC teams. Not only was it seen to be a transnd subject to pressures and anxieties directly
fer of funds from project to practices, but it wadinked to the completion (and possible extension)
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of the fixed term, a changing pattern of devisingentiality. Eventually we decided to halt further
and implementing new appointments and projectgtempts to recruit patients from this practice, at

evolved. which point we had obtained a sample of nine and
not the intended 10 individuals.
LTMOP In the mean time, in the other practices another

In LTMOP, our collaboration with the eight problem was developing. Two practices were being
main study practices followed a more familiahandled by one fieldworker, who had worked out
pattern: a detailed and tight schedule of interviews with the
« initial visits: 20 patients from the two practices. Unfortunately,

o . : e practice where she began was small and it, too,
* collaboration in the selection and recruitment 033 : ;
a sample of patients; as having problems securing the agreement of 10

. : . . . eligible patients. Again we invested time and effort
. %gsgggkogfprpa%?it?:sm fieldwork with patients;, this practice, anxious to make the best use of
: the limited time of the fieldworker. Two of the
The whole project was based on a tightly schegbatients who agreed to participate subsequently
uled programme structured around the familiadropped out, and although we endeavoured to
research process of preparation, fieldwork, analygstain replacements, this proved impossible. Thus
and dissemination. Collaboration with the eighive ended up with a total of only 77 participating
practices was undertaken concurrently by the prpatients in the eight practices — three short of the
ject team and seven fieldworkers (Bythewetyal,, target of 80.
2000). Here | shall discuss this collaboration and, Concurrent with the fieldwork with patients, we
in particular, how it varied between practices withvere undertaking a series of visits to the practices
regard to resources and scheduling. in order to obtain details about the organization of
Despite obtaining what seemed to be sufficietheir prescribing practices. Again this took time to
expressions of interest (as mentioned above, froachieve, given the problems of arranging meetings
51 practices), at the point of drawing a sample anglith busy practitioners in different parts of the
commencing fieldwork (when the pilot study hadountry. In total, this phase of the project took
been completed), one of the selected eight practicasout 6 weeks longer to complete than we had
dropped out. We attempted to regain the cglanned.
operation of this practice, but we soon turned to A key element in the process of feeding back
alternative practices. In succession we approachedr findings to practices and deliberating over their
three others that were similar, from the same areiajplications consisted of four ‘local seminars’. In
and had expressed interest. Frustratingly, eatte original plan these were to follow meetings
decided that they too were no longer interested imith the main study practices. Dates had been fixed
collaborating. These exchanges took time, and owell in advance, and these served as key markers
tight schedule was now under serious threat. in sustaining the overall schedule. However, given
We decided to approach the practice in the santige problems we had encountered in completing
area that had participated in the pilot study. Fdhe fieldwork, we did not have sufficient time to
this we had interviewed three eligible patients, ancheet all the practices before the seminars. We
we were confident that we would be able to recrutherefore decided to treat the seminars as
the 10 individuals needed for the main study. Thieeporting-back’ events, at which representatives of
senior partner in this practice readily agreed to colhe practices could consider and comment on our
laborate further, but the co-operation of his colfindings with other key individuals in their areas.
leagues in the PHC team was less forthcoming. W&e also found that a considerable number of the
were frustrated further by a series of delays anghrticipating patients had indicated that they would
disappointments in the recruitment of patientdike to be invited to the seminars.
In some desperation, | found myself taking dras- These developments meant that we had to
tic steps and, as a ‘temporary member’ of theethink the objectives of the seminars. Rather than
practice team, approached patients myself. Thediscussing findings and the responses of the partici-
measures were beginning to undermine our carpating practices with a broad range of local inter-
fully thought out procedures for ensuring confiested parties (including other practices), we
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decided that we should focus on what we hagroved more difficult to meet the team as a whole,
learned from the two practices in the area and whahd particularly to meet those ultimately respon-
this implied about their effectiveness. We wersible for prescribing, namely the GPs. Although we
excited about the prospect of discussions compdrad some success here, it proved much more diffi-
ing the two practices and involving some of theult than we had anticipated. For this reason, we
patients who had participated. Moreover, by decigtonsider that we have been less successful in
ing to retain the seminar dates, we were in a senaehieving our second aim of developing strategies
shifting the project back on schedule. By this tim¢see above). To some extent this aim has been
we were well into the second half of the projectiransferred into the plan for dissemination.
and regaining a sense of ‘being on schedule’ was
quite a relief.
In many ways the numbers attending the senResults
inars were disappointing. In total, 11 members of
the collaborating teams, six other health prowith regard to research and development policies
fessionals and nine patients attended. It was ewit primary health care, the contrast between TCV
dent that many of those who might have come haahd LTMOP is revealing. The comparison has
busy schedules, and taking time out to attend a vahown that, in addition to the similarities listed at
untary meeting was not easy. In some instances ttie beginning of this paper, the two projects were
weather deterred individuals from attendingsimilar with regard to how the collaboration of
Despite this, all four seminars were successful jpractices was sought. Both had a focus on organi-
that a wide range of issues was covered. All corzation and health care practice, and the aim of
tinued well past the scheduled time allowed, aneploring the potential for improvement. In both
there were many expressions of satisfaction at tlsases, practices were free to refuse to collaborate,
end. For example, one GP remarked that he hadd careful thought had to be given to gaining the
never before taken part in a meeting with hisonfidence of sceptical doctors, nurses and health
‘consumers’. He had found the experience mosithorities.
enlightening. However, the review has revealed certain critical
Although the LTMOP project has only recentlydifferences (see Table 2). Notably TCV, unlike
been completed, and we are currently planningTMOP, was able to begin work on its develop-
further dissemination, we are able to look back omental aim almost immediately. It was keen to
our collaboration with the eight practices (and thevork with any practice in the target area. Through-
four that took part in the pilot) and draw certairout the 3 years we were periodically anxious about
conclusions about practice development. the fact that we were dealing primarily with atypi-
First, as explained earlier, it was important thatal practices, but the exceptional practice would
we obtained a ‘reasonably representative’ sampleften be described as demonstrating what was
This was not for reasons of statistical inferencgyossiblerather than what waypical. Another con-
but rather so that a maximum number of othestant concern was the need to increase the number
practices could ‘identify’ with and have confidencef practices with which TCV collaborated. How-
in the project. In order for the implications of ourever, at no point did the recruitment of practices
findings to be disseminated successfully, and hacause any serious delapll the practices in the
a real impact on practice, it was critical that memtarget area were in the sampling frame from the
bers of ‘ordinary’ PHC teams should be able firdbeginning.
to recognize the ordinariness of those with whom In contrast, much of the first 8 of the 24 months
we collaborated, and secondly to learn lessows LTMOP was devoted to achieving a ‘good’ sam-
from practices that were reasonably similar tple — to obtaining basic data about practices and
their own. populations, securing ethical approval, and then
Secondly, we needed to engage the active calrawing a sample of prospective collaborators.
laboration of each practice. What we found wa$hus a considerable amount of time was invested
that one member of each practice team took on tie gaining ‘representativeness’. We consider that
task of liaising with us, and another took on theve have had some limited success in achieving
task of drawing and recruiting the sample. Ithis. Given our knowledge both of some of the
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Table 2 Differences between the two projects

Teamcare Valleys (TCV) Long-term medication and older people
(LTMOP)
Recruiting practices Instant start Slow process
Identity of collaborators Complex and, in part, ambiguous Clear and unambiguous
Key unit The project The practice
Prospects of project continuation Always possible Only through further funding
Geography All practices in one area Selected practices in four areas
Tendency Towards development Towards research
Post-project Dispersal Dissemination

‘battles’ we had with potential collaborators (somérast, the funding of LTMOP followed the familiar
won and some lost), and of the more idiosyncratiesearch model. Some variation in funds between
characteristics of the eight practices that wetfnancial years was possible, and as a result there
selected, we cannot now claim that they atat- was a 3-month extension. However, continuation
istically representative. Rather, we can confidentliypn the longer term was always understood to
claim to have worked with ‘a representative andepend on further funding.
diverse sample of eight practices’ from four con- Fourthly, the differences in geography and
trasting areas in England and Wales (Bytheway ‘demography’ are also significant. Whereas at any
al., 2000). one time, two dozen or so TCV workers were
Another important difference is that, whereasvorking with 157 practices, virtually all of them
there is no ambiguity about who was collaboratingithin 50 miles of the project offices, the LTMOP
with LTMOP, TCV undertook many different project team of three were collaborating with seven
types of projects, some of which involved dieldworkers and 12 practices spread across
minimum amount of active participation. TheEngland and Wales. Unlike TCV, LTMOP was
imperative was to ‘involve’ as many PHC pracunable to act upon serendipitous opportunities for
titioners and teams as possible. As a result, copractice development.
siderable efforts were made to draw up member- Fifthly, perhaps the most interesting difference
ship lists of the 157 ever-changing PHC teamsyas the tendency of TCV to drift towards aims of
but this was never satisfactorily completedpractice development and of LTMOP to drift
Consequently, in the week-to-week monitoringowards research aims. The commitment of TCV
of TCV, ‘the project’ became the key unit rathetto research was never particularly strong, and the
than ‘the practice’ (an aspect of TCV whichappointment of three researchers was insufficient
PRINCE further emphasized). In contrast, the roue redress the balance. Perhaps this was inevitable
tine management of LTMOP has been based upgiven the intentions and expectations of the Welsh
the practice. Office, but the project staff approached their work
A third difference arose from the fact thatrecognizing both aspects of R & D work. However,
although TCV was initially only funded for 3 yearsat times it seemed that what was construed as
(1 year more than LTMOP), there was a seriougsearch at TCV was no more than activity that
prospect of continuation, and this was an importauiirectly supported the aim of development. In con-
factor in much of the forward planning of the prorast, fieldwork for LTMOP was primarily oriented
ject team. To a greater or lesser extent we were &bwards research, and development was essentially
committed to the argument that, as a strategy fan elaborated form of dissemination. We agreed
practice development, TCV ‘worked’. Neverthe-contracts with the collaborating practices whereby
less, in retrospect it seems likely that the Welstiney were paid to undertake specific tasks, but it
Office viewed its heavy investment over a comproved largely impossible for them to allocate any
paratively short period of time as no more than ‘dme to further, less formalized collaboration, as
short sharp shock’ to PHC in the valleys. In conwas the case with some practices in the TCV area.
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Finally, not insignificantly, following the ter- project started, but in the later phases it has not
mination of TCV the Welsh Office invested in abeen upset by members of the team searching for
small continuation project that employed twalternative employment.
members of the TCV team. The remaining team With regard to collaboration, TCV benefited
members all moved on to other posts that were lafrom its narrow geographical boundaries and the
gely unconnected to the valleys area. There haeser involvement of local health authorities.
been a few attempts to document the project ahdMOP would have benefited from the appoint-
to disseminate the lessons learned. For exampiaent of four ‘site managers’ to work closely with
the work involved in the production of an editedocal health authorities in promoting interest and
book drawing upon 20 of the projects (Bryar angotential collaboration, as well as co-ordinating
Bytheway, 1996) was essentially unfunded anfieldwork. With regard to wider dissemination,
unconnected with the School of Medicine. Ahowever, it has been unfortunate that TCV was
notable exception was funding from the WelsHfiocused on just one particularly deprived area. It
Office Nursing Division for the production of ahas been too easy for those who might learn from
report on the nursing aspects of TCV (BryarTCV to dismiss the valleys as ‘atypical’ — an area
1993). In contrast, the LTMOP project team althat is rapidly becoming historically anachronistic.
continue to work in the School of Health andvioreover, TCV might have benefited from a
Social Welfare of the Open University, and we arelearer contractual relationship between collaborat-
actively disseminating the knowledge gained frormng practice and project, such as characterized
the project. LTMOP.

With regard to the balance between research and

development, there should have been a clearer
Discussion research strategy at TCV. All along the priority

was on training, development and project manage-
Table 3 summarizes the conclusions drawn froment. The research that was undertaken was
this comparative analysis. With regard to scheduéssentially in-house research — identifying needs
ing, TCV benefited from its prelaunch preparatiorand analysing data generated by development pro-
Its problems resulted primarily from the heavyjects. The development aim of LTMOP might have
investment being limited to a tight and uncertailbeen better served by separate funding (and
schedule (i.e., too large a team for too short scheduling) for the two basic phases (i.e., fieldwork
project). Moreover, the uncertainty and abruptnessid dissemination).
of its ending meant that the wider dissemination of Turning to current policies on R&D in the NHS,
the lessons learned was almost entirely unplannptbjects are now being funded on the basis of
and left to individual initiative. In contrast, thefixed-term advance proposals, subject to annual
team of LTMOP was less well prepared when thbudgetary controls. There are some important

weaknesses in this strategy. First, there is no for-

Table3 Comparative strengths and weaknesses mal recognition of the cost and uncertainties of
preliminary work that should be undertaken before
TCV would have benefited from: a project is launched. This includes consulting
e a better balance between staffing and project length;  interest groups, gaining ethical approval, recruiting
® a clearer contractual relationship with its NHS provider hosts, setting up collaborative agree-
collaborators; . ments, and so on. When this has to be undertaken
® a comparable project in a contrasting area; t th b . . f t I h t f d
® a stronger investment in research, particularly a € beginning of a comparatively short fixed-
focused on the processes of practice development; term contract, then It 1s inevitable that the quality
* a stronger commitment by the host institution to of the research itself will be threatened. Secondly,
dissemination. there is no acknowledgement that variations in the
LTMOP would have benefited from: ﬁompletlpn of the earlier ppastﬁs of a p|)r<t)_1ect ‘th'LI
e a longer term, including a ‘prelaunch’ phase; ave major consequences for the compietion or the
e stronger local bases; later phases. All too often, preparation and field-
e a stronger commitment to practice development. work take longer than expected and the analysis

phase is constricted. As a result, valuable data is
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not examined rigorously and the potential for prac- of (the Well Elderly Clinic) attenders have
tice development is not exploited fully. Thirdly, changed practice in the following ways: (i)
there is no recognition that dissemination is an nursing staff always discuss with a clinic
open-ended activity which, if it is to be completed attender their medication, hospital tests and
satisfactorily, might extend over several years. referrals, and will refer to the GP if neces-
Rather than restrict this important aspect of R&D sary, informing the GP of any proposed
either to the fixed term of the project or sub- action ... (ii) there is an increased aware-
sequently to the unpaid initiative of the project ness of ‘people-centredness’ within the
workers, the costs might be covered by a one-off practice, demonstrated by the protocols (1)
completion grant. on repeat medication (providing a more
Finally, some may conclude from this analysis efficient and effective service for the prac-
that it is a mistake to bracket research and develop-tice population) ... and (2) on privacy
ment within the framework of single projects, and and confidentiality.
that it would be preferable for projects to be more (Gill, 1996: 79-80)
clearly one or the other. In my view such a con- In thi TCV produced luabl i
clusion would be a mistake. Through TCV many_." 1S way N pro uceC Some V? uah e quall-
project workers became involved in a particularl%ﬂt've rehsearc Joutcomes. onversr(]a Y, L efe.b's e‘é"
revealing and productive form of participant obse dence that participation in LTMOP has contribute

vation research. The following two descriptiond® Practice development. For example, one GP
illustrate something of the extent to which th ommented as follows on the report we submitted

Clinical Fellowships were important Iearningo the practice:
experiences for the Fellows involved (incidentally, Since our meeting the partners have all met
these two examples also provided LTMOP with together to discuss the findings and further
important insights into repeat medication and meetings are planned. We are intending that
older people): some of the written instructions embedded in
the repeat prescription should be expanded to
| sat in the reception area and observed how  give more information about why the treat-

these (100 requests for repeat prescriptions) ment is needed, and this is already being
were delivered and how they were dealt with. implemented.

Later | reviewed the notes to determine their . .
quality. | can honestly say that this was one This illustrates well how feeding back ‘research

of the most eye-opening experiences of my findings’ to practices that have provided the éetre

life. It made me realize that, as GPs, we are that are essential to research and development can

protected by our reception staff from raw have direct consequences for practice.

exposure to the general public. Patients arriv-

ing in our consultation rooms have already

been ‘processed’ a little by our staff. The Acknowledgements
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