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Appendix 1: Models of Capacity Building (Health, Research and Community) Evidence Table

Author Name; Model Name | Source Model Type Description Critique
(brief reference details [Ref
ID]
(Birdsell et al. 2002) Box Model [Early | Structural Begins with concept of individual | Needs/Drivers: Later version introduced “External”
and revised motivation, whereby motivation x | containing drivers.
versions] ability = capability. Focus is on | Structures: Focuses only on organisational level,
interest within organizations not | includes culture and tangibles
individuals. Equation changed from | Interventions/ Activities: Not specified
capability to capacity. All boxes | Temporal: Concept of performance has sense of
relate to organization level. development
Outcomes: Focuses on generic “rewards”
(Birdsell et al. 2002) Circle Model Structural 24 dimensions of organizational | Needs/Drivers: Political dynamics and external
[Early and refined research capacity categorized into | environment reflect drivers
versions] one of five groups: external | Structures: Structure is explicit in the model
environment, structure, culture, | Interventions/ Activities: Not specifically identified
people, and political dynamics. | Temporal: No sense of development or progression
Structure is the hardware part. | Outcomes: Not specifically identified

Culture is the software part. The
people circle refers to individuals in
the organization. Political dynamics
overlay these three. Finally, the
external  environment is the
backdrop  within  which the
organization operates. All of these
five groups, or variables, while
separate in the model, are
interdependent in practice.

Structure, culture, and people are
the variables organizations can do
something about. It was tentatively
proposed that through these three
variables organizations do not just




have to adapt to the external
environment. They can actually
shape it.

(Boyd, Einbinder, & Rauktis
2004)

http://www.aacrc-
dc.org/public/pdfs/Building%

20Research.pdf

Developmental
step model

Model describes RCB in social care
residential setting. Ten steps imply
a sequential order.

1.Engage support from board of
directors

2.identify willing staff.

3. identify resources

4.specify benefits and challenges
5. build collaborative partnerships
6.identify ethical and political and
clinical issues

7.assess current state of research
involvement in organisation
8.identfy areas of interest.

9. identify areas of data sources
10. develop/use an research review
process

Needs/Drivers: The notions that political factors
should be identified and could influence the process
Structures: Engaging different levels in
organisation including directors and practitioners
Interventions/ Activities: Around developing a
research project

Temporal: Stages are described around project
development

Outcomes

(Brazil 1999)

Model looking at
evaluation
capacity

Developmental

Evaluation capacity based on
maturity of the organisation.

Organisation moves from ad hoc
evaluation based on specific
projects to systematic evaluation

Moves from focussed to broad
perspectives of a systems
community impact.

Needs/Drivers: Needs assessment seen as the
opening sequence of a programme and should
occur at regular development phases. Evaluability
assessment is also advocated related to the
feasibility of conducting a particular evaluation.
Structures: Focuses on the level of organisations
Interventions/ Activities: Variables that support
evaluation capacity include: Organisational policy,
adequate staffing, role definition of evaluator,
location of evaluation unit and information capability.
Temporal: Evaluation capacity viewed as
developing over time and in stages.

Outcomes. Outcome related to the evaluation




projects themselves, their continuation, expansion
or uptake in other areas.

(Breen et al. 2004)
http://www.wrc.org.za/downl
oads/watersa/2004/Oct-

04/1.pdf

World bank,
Water Research
commission

Developmental

The model looks at the potential of
building research capacity within
projects.

Focuses on capacity building in
individuals and institutions.
Institutional capacity building
strongly reflects the extent to which
personal transformation has
occurred and continues to occur.

Needs/Drivers: Importance of developing enabling
conditions, and suggests indicators to measure this.
Structures: Acknowledge change should take place
individuals and in organisations

Interventions/ Activities: building skills,
understanding and activities to achieve a common
purpose

Temporal: the model includes 4 developmental
phases

Outcomes To measure ‘profound change’ including
inner shifts in peoples values, aspirations, and
behaviour, and outer shifts focussed at institutional
level and reflects processes, strategies and
practices systems.

(Brown, LaFond, & Macintyre
2001)

A framework for
capacity building
in healthcare.

Structural

Capacity building is a multi-
dimensional, dynamic process,
conducted on four levels which
should lead to an improvement in
performance at each of these
levels, and contributes to the
sustainability of the health system
Itis influenced by the external
environment. Measurement and
activities should occur at each level,
although linkages between levels is
also important

Needs/Drivers: acknowledges the external
environment influences the ability to build capacity
and includes cultural, social, economic, legal and
environmental influences. Assessment of gaps
before planning is advised.

Structures: Individual/ community, health services
personnel, organisation and health system.
Interventions/ Activities: Activities are aimed at
improvement in function of the system, improvement
in the ability to perform within the personnel, and
improvement in the ability of individuals to
productively engage with the healthcare system
Temporal: They state that the measurement of
capacity over time is limited.

Outcomes. The framework includes measurement
of inputs, processes, outputs, intermediate
outcomes, and ultimate outcomes at each of the




structural levels. Ultimate outcomes relate to health
status of communities.

(Cooke & Green 2000)

Focus is RCD in
academic
Nursing
departments

Structural

The paper focuses on departmental
Level of RCD, but acknowledges
national and individual levels are
important. It suggests that factors
affecting RCD are numerous and
complex.

Needs/Drivers: Culture and motivation are
highlight as factors influencing RCD.
Structures: focuses on departments level but
acknowledges other levels.

Interventions/ Activities: developing culture,
prioritisation ( including subject specialisation),
developing and maintaining links with service
providers support with publishing and providing
opportunities for skills development. Protected time,
and strategies for motivating and encouraging
research activity.

Temporal:

Outcomes Research productivity.

(Cooke 2005)

Framework for
measuring
research capacity
building in
healthcare

Structural with
enabling principles

Structural levels

Individual

Teams

Organisations

Networks and supra-organisational
levels

Enabling principles
Dissemination

Infrastructure

Skills and confidence building
Close to practice
Sustainability

Needs/Drivers: Need assessment included in the
model and some recognition that policy influences
the interventions and outcomes

Structures: Clear structure in the model but stops
at networks/ supra organisational structures.
Acknowledges international collaboration
Interventions/ Activities: Covers a range of issues
including skills development through a range of
interventions, through collaborations, and
infrastructure including backfill, sharing intellectual
capital and funding.

Temporal: Some ideas around career progression
and careers escalator, but not well explored at other
levels

Outcomes; Some discussion about intermediate
and ultimate outcomes, and issues about process
outcome. Examples of outcome measurement at all
levels given

(Crisp, Swerissen, & Duckett

General capacity

Structural

Four domains of interventions

Needs/Drivers: Trainees should be selected and




2000)

building model

Top down, bottom up, building
partnerships and community
organisation.

May need to focus on more than
one domain of interventions for
making an impact.

provide with opportunities to utilise skills
Structures: organisations, communities and
partnerships.

Interventions/ Activities: Bottom up interventions
include: training, skills and knowledge development,
reflective practice. Top down includes: infrastructure
and resources, restructuring to enable
responsiveness, reflecting on policy and practice to
look for gaps in knowledge/ service provision.
Temporal:

Outcomes Top down: Policy development,
resource allocation, organizational implementation,
sanctions and incentives. Bottom up: Workforce
development programme, staff skills, understanding
and participation, ideas generated and
implemented. Partnerships: Community activation,
information sharing, network density and
reorientation of services/programmes. Community
organising: involvement of key community leaders,
people form disadvantaged groups and ‘community
ownership’

(Del Mar C. & Askew 2004)

Model focussing
on General
practice

Developmental

Looks at different levels of research
engagement: users of research,
Participants of research and leaders
of research in primary care
practitioners ( Family doctors)
Emphasis on facilitation
practitioners to engage at the
highest level, and to move them up
the triangle from users to leaders

Needs/Drivers:

Structures: Interventions should be based at
national level, in university departments of family
medicine, colleges and national academies, practice
based networks, international initiatives and
encouraging individuals.

Interventions/ Activities: funding, fellowships,
training and skills development, including
opportunities for doctorates, and carrying out
research alongside practice, and building research
collaborations and partnerships.

Temporal: Three staged model

Outcomes Peer reviewed publications and
relevance to implementation by clinicians and policy
makers. Underlying purpose of RCB is to stimulate




intellectual rigor and critical thinking. Better critical
thinking leads to more research batter quality of
care and enhanced intellectual rigor

(Dennis & Lansang 2004) Developing world | Structural Structure is explicit in model at six Needs/Drivers: Model include identifying research
levels. priorities and acknowledges enabling and disabling
factors to RCD
They emphasise enabling issues Structures: individual, institutional, organisational,
such as leadership, career national health systems and supranational health
structures, critical mass, research bodies
infrastructure, information access, Interventions/ Activities: Graduate or
and interface between users and Postgraduate training, Learning by doing,
producers of research Institutional partnerships and Centres of Excellence
Temporal:
Outcomes: Agreement amongst key stakeholders.
No of salary scale of R&D personnel, Grant capture,
Publications
Assessment of research environment
Discipline mix of national institutions
Networking opportunities
(Farmer & Weston 2002) Model focussing | Temporal Four groups on a continuum are Needs/Drivers: accommodating diversity and

on General
practice.

identified to work with: non-
participation, participating,
managing and training, academic
Uses a whole systems approach.
Support is provided to each of the
groups, and enables research
practitioners to enter at any level in
order to progress. Includes some
‘guiding principles’.

Barriers principles may need a diagnosis element
but does not specifically explore this.

Structures: Whole systems approach implies
structural levels but these are not highlighted.
Networks are discussed under the principle of
networking.

Interventions/ Activities: six principles for
supporting progress include: accommodating
diversity, reducing barriers, enabling collaboration
and providing feedback and mentoring, and
facilitating networking.

Temporal: Four groups on a continuum: non-
participation, participating, managing and training,
academic

Outcomes: Not specified




(Frontera et al. 2006)

Structural

Five elements comprised:

1. researchers;

2. research culture, environment,
and infrastructure;

3. funding;
4. partnerships; and
5. metrics.

Needs/Drivers: Recognises importance of societal
and clinical needs but does not incorporate this in
the model.

Structures: Includes culture, environment and
infrastructure.

Interventions/ Activities: Does not specifically
identify interventions/activities.

Temporal: Does not discuss temporal aspects
Outcomes: Includes suggested Metrics: Research
trainees. Size of research cadre; Productivity;
Federal agency expenditures on research.

(Gilliam et al. 2003)

Evaluation
capacity rather
than research
capacity.
Describes how
the nation
support branch of
HIV/AIDS assists
grantees from
their funding
body to evaluate
their practice

Developmental

Types of evaluation: community
planning, intervention planning,
process monitoring, process
evaluation, outcome monitoring,
outcome evaluation and impact
evaluation.

Needs/Drivers: Phases include initial assessment
and diagnosis assessment to develop a plan of
action

Structures: Mainly focussed on organisation
‘grantees’ of a system of prevention programmes.
Pulls in expertise to help organizations
Interventions/ Activities: Training and support
systems based on assessment

Temporal: Evaluation capacity and level varies with
time and maturity

Outcomes: (within support organisations)
Programme improvement, implementation of
effective interventions, accountability to
stakeholders. For the support system evaluation is
around how the supported organisations use the
support service

(Glickman & Servon 2003)

Measuring
capacity
development in
housing
corporations
through
partnerships

Structural(
focussing on
partnerships)

Evaluation of three different types of
housing corporation examining their
capacity building (the ability of the
organisation to carry out its function
more effectively) in relation to the
partnerships they develop.

Needs/Drivers: Political issues are considered a
measure for capacity building

Structures: The paper looks at partnerships and
the impact on capacity building

Interventions/ Activities: mainly based around
effective partnerships.

Temporal:

Outcomes. Measures outcomes across five




domains: Resources, organisational, networking,
productivity of programme and political capacity.
Capacity building should be based on an
organisational being able to carry out its function
more effectively.

(Grindle & Hilderbrand Framework Structural This is a framework for assessing Needs/Drivers: Acknowledges that economic
1995). based on case capacity gaps. Capacity factors, political factors and social factors will
studies. interventions need to be strategic influence all levels of capacity building.
General capacity and sensitive to the Structures: Organisational and ‘human’ (
building in the interrelationships between the individuals and teams)levels
public sector. different dimensions of the Interventions/ Activities: individual level includes
framework. training, recruitment, utilization and retention. At an
organisational level: setting goals, structure of work,
incentive systems, leadership, resources,
communication, behavioural norms and technical
assistance
Temporal: includes an assessment of the ‘action
environment’ in organisation implying a stage
conducive to capacity building
Outcomes Outputs are in the areas of;
effectiveness, efficiency and sustainability
(Grundy & Johnston 2003) Strategy based Structural Capacity developed focuses on the | Needs/Drivers: Barriers include organisational

on literature in
working with key
informants.

development of a trained body of
researchers and the infrastructure
in which research takes place.

structures and professional culture. Organisational
and community context important. Setting research
priorities clear in model

Structures: Structural levels include individuals,
organisations and communities and networks.
Interventions/ Activities: Strengthening
collaborations, building organisational and
community capacity including evaluation models,
and building skills in individuals

Temporal:

Outcomes Building researchers, specialists,




community groups and consumers

Research: prioritized by different bodies

And influence of research evidence on policy and
practice.

Ultimate outcome ( although not described as this)
is improved health outcomes

(Heinemann 2005) Basic Logic Structural Describes: selectiveness of Needs/Drivers: Mentions agency priorities. External
Model research training programs, ways of | factors influencing success.
measuring research productivity, Structures: Inputs and resources include faculty
impact on education, clinical and trainees. Also mentions infrastructure.
practice and policy, increasing and Interventions/ Activities: Focuses mainly on
tracking retention, and training and funding
measurement requirements. Temporal: Does not discuss temporal aspects but
implicit in structure of model — with arrow indicating
time.
Outcomes: Presents short-term, intermediate and
long-term outcomes. Includes suggested Metrics.
outputs include publications, presentations and
trainees who have completed a program, and
utilities include benefits to society from increased
knowledge and services derived from training
(impact on education, clinical practice and policy).
(Horton et al. 2003) Capacity Structural Framework focuses on an Needs/Drivers: Later chapters explore identifying

http://www.idrc.ca/openeboo

ks/111-6/#page 19
Chapter two

development in
agriculture in

developing world.

organisation assessment framework
focussed at an organisational level
Has four elements: Organisational
performance, organisational
capacity, external operating
environment and internal
environment.

needs and focus this on an organisational level.
Structures: Model acknowledges organisational
capacity in the context of other structures:
individuals, teams, organisation and national
institutions.

Interventions/ Activities: Organisation capacity
has two types: resources ( staff and infrastructure
like technology and financial resources) and
management (leadership, programme management,
networking and linkages)

Temporal: The paper describes operational and

10




adaptive capacity development. Adaptive capacity
development enables the ability of the organisation
to learn to change and respond to changing
circumstances. Temporal issues are addressed in
relation to adaptive capacity development.
Outcomes Purpose is to improve performance,
measured around four key indicators: effectiveness
efficiency, relevance and sustainability. Should be
defined by the goals of the organisation, its mission
statement and informed by stakeholder
expectations.

Monitoring and evaluating organisational capacity
development is critical to improving performance

(Johnson et al. 2005)

Case example of
developing an
international RCD
strategy on a
specific health
issue.

Hybrid model

Model described as a planned
system of change.

Five stages of knowledge transfer:

1. initiation phase: agenda setting 2.

Infrastructure change has to be
matched to problem/ need in
organisation. 3. Redefining/
restructuring the infrastructure to fit
organizational structures. 4.
Clarification in which the fit is more
clearly defined. 5. routinising
infrastructure changes as ongoing
elements. Includes some structural
issues

Needs/Drivers: A research needs assessment was
carried out to identify needs and gaps in research.
Research priorities were identified

Structures: Research infrastructure development
Organizational structure

linkages partnerships and champions
expertise

resources ( funding, physical, technological
and information)

Policies and procedures

Interventions/ Activities: Partnership activities
linked to building and strengthening scientific
infrastructure and investigators skills; and
addressing research needs of service delivery
systems.

Temporal: Proximal outcomes of the research
partnership: including acceptance of partnership
continued perceived usefulness of partnership
activities and products, continued engagement in
partnership and use of partnership products.

11




Distal ( long range outcomes) of research
partnership are to influence decisions about
sustainability at the organizational level

(Joffres et al. 2004).

Capacity building
in health care.
Case study

Developmental

Three phases are described in the
model:

1. Mobilization.

2. Development of a framework for
action:

3. Implementation

Capacity building is explained as a
complex process subject to many
interrelated factors. Facilitators and
challenges to capacity varied
depending on the phase of the
project

Needs/Drivers: participatory action approach.
Needs assessment part of this

Structures: Focuses on capacity at the
organisational and inter-organisational level at
different stages of development

Interventions/ Activities:

Temporal: three phase of model

Outcomes Outcome varied for different phases of
project includes short term (5 year outcome) and
ultimate outcomes which relate to whole initiative
and covers domains of best practice, visibility in
policy, availability of resources and change in
values within the organisation.

(Jones et al. 2003)

Model developed
from interviews
with key
stakeholders

Structural

Focuses on barriers and solutions
to building research capacity in
primary care practitioners

Needs/Drivers: The model was based on
interviews with stakeholders. Barriers include lack of
time and skills and isolation.

Structures: Structures include individual
practitioner and the system in which they operate.
Interventions/ Activities: Solutions include
mentorship, training, resources and networks, time
out form practice.

Temporal:

Outcomes

(Macfarlane et al. 2005)

Medical
Research Council
General Practice
Research

Developmental

Moves through
1. creative ideas,
2. concrete planning,
3. transformation,

Needs/Drivers: Includes examples of triggers in
model. Also notes that research involvement is often
in response to external events such as new national
policies rather than strategically proactive.

12




Framework

4. consolidation to
collaboration
5. Linkages.

Structures: The third phase (transformation)
includes changes to infrastructure (especially
administrative). Also refers to appointment of
research manager. The structural unit is the primary
care research team.

Interventions/Activities: Identifies need for
infrastructure funding, basic skills training, pump-
priming grants

Temporal: Practices move broadly through phases
but movement neither predictable nor linear. May
get stuck in phase or slip back and forth.
Outcomes: No specific outcomes identified for
entire process.. However identifies critical
success/failure features for each phase..

(Management Development
and Governance Division
Bureau for Development
Policy 1998)
http://magnet.undp.org/Docs/

cap/Main.htm

Developmental
capacity. Not
health.

Structural

Capacity issues apply at:
1. individual level,
2. organizational or entity level
3. systems level.

Needs/Drivers: These are addressed primarily at
the systems level

Structures: Identifies that capacity development
can operate at three levels. Structures operate
mainly at entity level.

Interventions/ Activities: Includes such elements
as career progression and training.

Temporal: No time dimension is acknowledged in
the model itself. However an accompanying
strategic management framework includes where
we are now and where we want to be. There is also
a schema for incremental versus transformational
change.

Outcomes: No specific discussion of outcomes.

(Milen 2001)

World Health
Organization

Presents two

frameworks:
1. Partnership
(little detail
given) and
2. Levels

(Hilderbrand &

Partnership not described.
Levels are:
1. Action environment
2. Institutional context
3. Task network (or system)
4. Organisation
5. Human resources (or

Needs/Drivers: Identifies “issues that are likely to
have an impact on public sector capacities” e.g.
policy values, labour market, political instability
etcetera.

Structures: This is primarily a structural model
operating at five levels.

Interventions/ Activities: Identifies training, use of

13




Grindle 1997)
[see above]

individual)

Dimensions are :

external experts, mentoring, building joint ventures.
Temporal: Acknowledges importance of

and 1. Human and institutional incremental approach rather than “wholesale action”
Dimensions capabilities Outcomes: Identifies need to evaluate capacity
(Paul 1995) 2. Planning and building process, capacity outcomes (intermediate)
[see below]. implementation capabilities | and substantive development (final) outcomes.
3. Micro and macro
dimensions
4. Cognitive versus practice
dimensions.

(Moyer et al. 1999) Community Examines Four stages of building collective Needs/Drivers: Identifying common ground
Health Research | community capacity were identified: involves recognition of organizational mandate, or
Unit, Ottawa, capacity building, 1. identifying common ground, | current focus.

Ontario, Canada | not specifically 2. working cooperatively, Structures: Identifies “community structures”.
research. 3. working in partnership, and | Works at practitioner level with relationships with
4. working across the organisations and other stakeholders.
community. Interventions/ Activities: Training mentioned
Temporal: Each stage has different goals,
activities, and products or outcomes. Progress from
one stage to the next depends on ability of
practitioner to engage with community, to learn
about community resources and target population,
and to implement program. Some overlap may
occur.
Outcomes: Mainly qualitative including
engagement and empowerment.

(Neufeld 2001) http://www.idrc.ca Needs/Drivers: Starts with national agendas
[en/ev-27407- Structures: Does not cover structures in this
201-1- specific chapter but previously discussed.
DO_TOPIC.html Interventions/ Activities: Itemises sample

activities but not in systematic way.
Temporal: No sense of a temporal dimension.
Outcomes: Focuses on process rather than
outcome

(North American Primary http://www.stfm.o | Structural Themes can be divided into; Needs/Drivers: Does not explicitly identify role of
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Care Research Group
Committee on Building
Research Capacity &
Academic Family Medicine
Organizations Research
Subcommittee. 2002)

rg/fmhub/fm2002/
oct02/fd.pdf

Structures
e Infrastructure
e Training
e Funding
e Publishing
Enabling issues
e Reputation
e Linkages
e Culture
e Asking right questions

external drivers or needs.

Structures: Focuses on structural issues identified
from themes. No attempt at plotting
interrelationships.

Interventions/ Activities: Includes training, funding,
prioritisation (Asking the Right Questions in the
Right Setting)

Temporal: No acknowledgement of temporal
aspects although designed to feed into strategic
plan.

Outcomes: No articulation of outcomes.

(Paul 1995)

WHO - covers
health service
capacity not
research capacity

Hierarchical

e Human and institutional
capabilities

e Planning and implementation
capabilities

e Micro and macro dimensions

e Cognitive vs. practice
dimensions

Needs/Drivers: Includes simple conceptual
framework for assessing country's needs and
capabilities and deciding on appropriate mix of
interventions

Structures: Identifies importance of infrastructure.
Interventions/ Activities: Covers interventions for
health service capacity strengthening

Temporal: Covers creation, maintaining and
upgrading over time.

Outcomes: Does not treat evaluation very
extensively — focus on process.

15




(Potter & Brough 2004) Indian Health and | Hierarchical Includes: Needs/Drivers: Does not identify needs and drivers
welfare sector — e  Structures, systems and — starts with “system to be strengthened”. However
focuses on roles does introduce concept of diagnosis.
development e Staff and facilities Structures: Structures are hierarchical and can
capacity, not e Skills inhibit/ enable those above the structure. Uses
research.. e Tools capacity pyramid and identifies as prism.

Aim = sustained programme Interventions/ Activities: Describes inputs to build
development capacity e.g. equipment, technical skills.
Too simple to look at training. Temporal: Presents “Time to Implement change”
Context is important. underpinning each level of hierarchy
Think about issues of sustainability. | Qutcomes:
Programme execution independent | Three themes
of personnel: need to develop e Training= capabilities
sustainable and robust systems e Assistance and enabling issues
e Institutional building
(Rossini & Porter 1981) Model for Structural/ Process | Includes: Needs/Drivers:

interdisciplinary
collaboration

e |Leadership

Structures: Identifies both structure and process
aspects

e Team characteristics

e  Study bounding Interventions/ Activities: Suggested activities

e lteration include common group learning, modelling,

e Communication patterns negotiation among experts, and integration by

o Epistemological factors leader.
Temporal: Includes concept of development over
time.
Outcomes: Not clear [Abstract only]

(Simon 2000) Indicators for the | Structural e Skills and competencies Needs/Drivers: Not clear [Abstract only]
Measurement of e Scientific activities; Structures: Includes levels of individuals, research
Research e Qutcomes; groups, institutions, and nations
Capacity e Impacts on policies and Interventions/ Activities: Not clear [Abstract only]
Strengthening programmes Temporal: Not clear [Abstract only]

Investments. Outcomes: Includes both Outcomes (Intermediate)
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Presented at the
WHO meeting on
research capacity
strengthening in
developing
countries,
Annecy, France
WHO

and Impacts (Final)

(Stineman 2005) Dynamic cycle of | Temporal Proposes that best way to build Needs/Drivers: Includes assessing current
research (Cyclical) strong and sustainable research capacity, also refers to strategic needs. Drivers
capacity-building capacity is to study and adopt include: Cultural Demands; Science Users;

component strategies developed by | Advocacy; Policy Initiatives; Funding.

other medical disciplines and other | Structures: Discusses research trainee, individual

nations. researcher, institutional, funding agency, national,
and international levels. Infrastructure is placed at

"Dynamic cycle of research centre.

capacity-building" is adapted from Interventions/ Activities: Focuses on training, also

framework for studying eradication considers funding, fellowships and mentoring

of infectious diseases in developing | Temporal: Includes concept of career mapping

countries. Career mapping is Outcomes: Discusses evaluation and metrics at

proposed to measure research level of new knowledge, improved tools, improved

productivity among faculty. First and | interventions and improved policies.

most important step in building

rehabilitation capacity is developing

an understanding of and belief in

mission and need for research to

support it.

(Tack & Heberlein 1987) Educational Temporal 1. Determine research fit within Needs/Drivers: Handles drivers at an institutional
research organisational mission level.
capacity. Not 2. ldentify extent of research Structures: Only works at a single level.
health involvement Interventions/ Activities: No details [Abstract only]

3. ldentify necessary staff and
associated costs

4. Allocate institutional funds

5. Monitor and evaluate research

Temporal: Implies developmental process
Outcomes: Evaluation is only of research services,
not of interventions.
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services.

(Walker 1998)
http://www.livingcities.org/pdf
/community dev 90 full.pdf

Community
development
model. Not
health.

Developmental
model

Elements of capacity:
1. The ability to plan

effectively

2. The ability to secure
resources

3. strong management and
governance

4. program delivery capacity
5. the ability to network with
other clients

Needs/Drivers: Advocates formal needs
assessment

Structures: Includes management and governance
structures.

Interventions/ Activities: Includes technical help
and training.

Temporal: Includes concept of development over
time.

Outcomes: Includes performance measures

(Wibberley, Dack, & Smith
2002)

This model is
more to do with
EBP (research
minded practice)
rather than RCD.

Developmental.

This model includes three levels:
1. Awareness

2. Engagement

3. Leadership

Expect to find a visible research
community, access to training and
ongoing advice, and availability of
resources.

Needs/Drivers: Includes agenda-setting as
mechanism for handling needs

Structures: Does describe infrastructure
requirements but this is external to the model which
focuses on an individual level

Interventions/ Activities: Describes sample
activities and markers but not within model.
Temporal: Time is present in the form of a personal
development process through three levels.
Outcomes: The primary outcome is achievement of
evidence based practice.

(Wimbush 1999)

Health Promotion
research

Structural

Identifies following themes:
Infrastructure

Culture

Resources

Research skills

Needs/Drivers: Not considered beyond general
evidence based practice.

Structures: ‘Infrastructure’ includes specialist
bodies to provide research services, advice and
training; research training opportunities; and
research specialists within the health boards.
Interventions/ Activities: Includes networks,
taught courses, research secondments
Temporal: Not considered

Outcomes: Not considered, focuses mainly on
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structures and processes.

Web 1: (North American

Environmental

Structural

e  Structure = support through

Needs/Drivers: Implicitly policy is in response to

Association for Education policy, funding, administration drivers but these are not identified.
Environmental Education http://eelink.net/p and implementation. Structures: Structural components include policy,
website 2006) ages/Capacity+B e Program = support through funding, administration and implementation
uilding instructional requirements, Interventions/ Activities: specifically training and
teacher resources, training resources
programs and other elements. Temporal: Includes development but no specific
e Funding = sources, strategies temporal process.
and training that support both Outcomes: Has subsequently added evaluation to
programming and structural original definition of capacity bU|Id|ng
components.
Web 2: (Community Building | Community Developmental Six key steps in Community Needs/Drivers: First stage is defining need and
Resources (CBR) 2006) Capacity Building Capacity Building & Asset focus.
and Asset Mapping®©. Structures: Does not really consider structures.

Mapping Model©
http://www.cbr-
aimhigh.com/ima
ges/spistp99.jpg

1. Define Question and Focus

2. Initiate

3. Planning For Community
Conversations (Design
Questionnaire and Database)

4. Talking, Discovering, Connecting
(Conducting Survey)

5. Putting It All Together

6. Communicate - All the time with
as many people as possible

Operates at level of consultation processes.
Interventions/ Activities: Not identified.
Temporal: Defined as an onward and upward
spiral.

Outcomes: Outcomes not identified.

Web 3: (Appalachian
Regional Commisson 2006)

ARC Community
Capacity Logic
Model
http://www.arc.go

v/index.do?nodel
d=2283

Developmental

Logic model includes:
e Project Context
e Project Strategies
e Project Outcomes

ARC Community Capacity Logic
Model:

Needs/Drivers: Identifies contextual factors but
these are seen as affecting implementation not
driving developments

Structures: Works at levels of Individual,
Community and Organisation

Interventions/ Activities: Only identified at a
generic level
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Resources-Contextual Factors-
Activities-Outcomes

Temporal: Process flows from resources to
outcomes although some projects may work back
from desired outcomes.

Outcomes: Only defined broadly at Environmental,
Economic and Social level. No intermediate
outcomes.
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Appendix 2: Needs Assessment Evidence Table

(* = full text)
Study ID Target Objective Method Sample Findings Notes
population
(Bacigalupo, Primary care and | To ascertain the Questionnaire Gp Staff=95 Skills and training levels
Cooke, & Hawley social care activity, skills, Community influenced to willingness to
2006) willingness to engage Staff=305 conduct and get involved in
in research an Socila care research.
training needs of staff staff=67 Practitioner wanted practice
groups based learning.
Other areas of support required
included protected time,
mentorship, apprenticeship
(Brooker 1997) * Range of To consider one Postal Questionnaire (based on 292 people — | Difficulties experienced: most Altho this study
professionals all aspect of DoH review | issues discussed with group response 66% | problematic for whole group and did not seek a
of whom had (1994) which was to discussion of 8 local professionals | (168) after for each of the professional representative
applied for inform National who had recently applied for reminder. (but | groups was lack of feedback sample, the small
funding to Strategy to enhance research funding). small given by funding body on numbers of
undertake NHS capacity to numbers of unsuccessful application (mean certain
research contribute to R&D, certain difficulty score 6.6)(where 0=no professional
education or namely difficulties professional difficulty/8=extreme diff) Next: groups suggest
training. experienced by groups) reduction of income that can often | the findings
clinicians and accompany research training should be treated
managers in (mean diff 4.9). Four other areas | with some

developing their
research skills.

of moderate difficulty (scores of
around 4) were career balance
(lack of time); remaining 3 all to
do with application process:
knowing the type of research that
wd be supported; application

caution. However
strong patterns
emerge
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skills required; information req’d
about the schemes themselves.

(Campbell, Roland,
& Bentley 1999) *

Primary care

To describe extent
and nature of current
research capacity in
UK and to identify
future needs and
priorities

Funding data requested from
NHS National Programmes, NHS
Executive Regional Offices, the
Department of Health (DoH),
Scottish Office, Medical Research
Council, and some charities.
Postal survey to relevant
academic departments, and
appropriate academic journals
were reviewed (1992-
1996).Interviews conducted with
academic and professional
leaders in primary care.

Numbers not
given

Annual primary care R&D spend
by NHS/DoH was 7% of total
spend. Annual spend differs
according to funding source.
Journals relating to primary care
do not with some exceptions (eg
British Journal of General
Practice, Family Practice), have
high academic status. Research
into primary care by academic
departments is, with perhaps
exception of general practice,
small scale. Research base of
most primary care professionals
is minimal. Significant barriers
need addressing if research
capacity to be expanded.

(Clifford 2001) *

Nurses, doctors

To explore the role of

Questionnaire

96 (27 nurses,

All respondents indicated a lack

and research and 28 physios, of research skills within their
physiotherapy associated training 41 medical professional group (nursing group
staff needs in the work of staff) more positive). More than 50% in
nurses, doctors and all groups identified training
physiotherapy staff needs in: critical appraisal, IT,
and interpreting statistical data
(Cooke, Owen, & Managers, team | To identify research Scoping exercise using telephone | Social care: Key activities at the primary care/social care

interviews (1* phase) and
telephone interviews and focus

Wilson 2002) * interface: direct work with service users,

interagency referrals, sharing information during

leaders, senior
practitioners in

activity at health and
social care interface;

61 managers,
team leaders,

social care and assess levels of, and | groups in 2", senior assessment, coordination of packages of care and
public health opportunities to practitioners; | strategic planning.
representatives in | increase, research health Levels of research skills among social care staff:

health authorities | capacity within social authorities: 6 | existing R&D capacity in social services (SSDs)
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services: to
determine ‘what
works’ in interagency
collaboration and
perceived needs for
and barriers facing
research capacity
and activity in social
care.

public health
representative
S.

very limited — only 1 dept had a research section,
no SSD had an R&D budget, research activity ad
hoc.

SSD skills needed for R&D at the interface with
primary care: most SSD respondents had no
experience of research training or activity although
all social services staff had experience of audit.
However there is evidence of research-related work
in SSDs based on the enthusiasm of individuals in
eg needs assessment, user surveys, project
evaluation.

Successful models of research collaboration
between primary and social care eg joint planning
groups, monitoring and quality assurance groups
(eg area child protection committees), networks.
Barriers perceived by SSD staff: lack of:
confidence, research skills, time; workload; lack of
cover and of supervision.

(Davies et al. 2002)
*

Practice nurses

3 main aims: to
assess level of
research interest
among practice
nurses in Essex &
East London; to
identify their research
priorities; to explore
factors facilitating and
impeding
development of
practice nursing
research.

Questionnaire and follow up
letters. Interviews of volunteer
respondents (either individually or
in focus groups).

1054 practice
nurses, 426
responses
(40%). 55
respondents
volunteered
for further
participation
and were
interviewed

80% of respondents (n=333)
thought that practice nurses
should engage in research. About
half (207) expressed interest in
undertaking research. A third
(145) had research experience.
Those educated to graduate level
(P=<0.001) and those working in
practices with nurse training
(<0.001) or participation in
external research ((0.004) were
most likely to want to under take
research (logistical regression
model). Research priorities: long
term health needs with high
prevalence in local pop eg
diabetes, heart disease.
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Reasons: improving the service,
career development. Main barrier
to research: lack of time, (many
nurse pt-time): 90% though
protected time might help.

(Glacken 2002) *

Registered
nurses

To ascertain
perceived R&D

capacity of integrated
trust in Northern

Ireland.

Cross- sectional survey (using
non-probability sampling strategy)
collecting data via the R&D
Culture Index (18-item, 4 point
Likert scale addressing Context,
Knowledge/ skills, Intent.)

786 nurses
277
responses —
35%)

No significant difference between
male/female or for age, but higher
grade nurses had more positive
perception of trust's R&D culture.
Problem areas in relation to
context: absence of regular staff
meetings to explore ideas (40%);
lack of professional leadership
(35%); lack of available help to
support nurses to develop their
practice (27.5%). In terms of
knowledge: 39.9% disagreed that
they understood research
terminology, and same %
reported lack of confidence in
employing research findings. But
in terms of intent: 82% willing to
learn more about research, 92%
‘keen to apply research to
practice’.

(Graffy & Stubbs
2005) *

All general
practices in East
London and
Essex

To identify practice

managers’
involvement in
research, their

attitudes to research
and training needs.

Postal survey

622 practices
(510 with a
manager) —
232
responses
(45%)

145 (62%) of respondents had
been involved in research (90 of
these as a practice manager, 42
as part of a degree course). 45
(20%) had some research
training. Most had a positive
attitude to research: 2/3 finding it
interesting, 35-40% seeing it as
part of their role.

MD candidates To determine initial

(Grant 1994) Questionnaire 56 resp Need for intensive initial research training offered at |
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(in 1 teaching

training needs and

ondents (53%

local level by the supervisor. The supervisor’s

hospital and 2 preferred methods of response subsequent role throughout the research period

postgrad learning about rate) should be to provide ongoing specific critical help

institutes) conduct of research and support. Teaching materials and designed
teaching sessions might be provided for
supervisors..

(Gray 2001) * General Paper looking at the Semi structured interview guide 9GPs, 4 Time constraints and motivation

practitioners and | difficulties from a was developed, with particular practice found to be particularly important;

other health general practice emphasis on difficulties managers, 3 time was main obstacle to

professionals in perspective of encountered in participating in practice collaborative research.

the East London | participating in research. Draft guides were nurses, 1 f-t Motivation: admin staff get extra

and City Health

external collaborative

piloted with 2 GPs, a practice

research asst

workload from external projects,

Authority projects manger and a practice nurse at2 | in 12 but usually have the least
practices. 19 semi structured practices influence on decision to
interviews conducted participate; lack of ownership of
external projects by the doctors
can be a disincentive. Also a
concern: the perception that
external researchers have
unrealistic expectations
(Hurst 2003) * Health care 1 to analyse trusts’ Literature review; interviews; 284 1% ranked educational need: Paucity of hard
professionals infrastructures and guestionnaire. Reviewing relevant | questionnaire | searching and reviewing the figures in this
staffs’ ability to published and grey lit. s returned literature. 2"*; gaining ethical and | article; mainly

implement the
national R&D
strategy. 2 to
understand the
demand for and
range of R&D training
locally and regionally.
3 to review
connections between
R&D training
delivered locally,
regionally and

Interviewing key R&D personnel
in selected trusts. Surveying a
stratified random sample of health
care professionals about their
R&D education and training
needs.

other approval. 3" implementing
findings. Others considered
‘essential’: research outcomes;
quantitative and qual data
analysis; writing research reports.
No R&D knowledge, skill, learning
and teaching method was rated
‘neither desirable nor essential’.
For learning mode: on site
facilitator/mentor 1% ranked
(essential). R&D Direct (helpline),
distance and web-based learning

percentages and
rankings. Much of
article is spent
referring back to
previous findings
of other studies
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nationally. 4 estimate
future investment in
R&D training.

were least popular.

(Kaner 1998) * GPs (non- To investigate GPs’ A qualitative study was carried 269 GPs Primary reasons for GPs not
responders to a reasons for not out to determine GP’s reasons for replying to the postal survey were
postal responding to postal not participating in postal surveys, that questionnaires got lost in
guestionnaire) services which were drawn from a paperwork (34%), that GPs were

telephone survey of 276 non- to busy for the extra work
responders to a postal involved (21%), and that
guestionnaire survey. guestionnaires were routinely
Practitioners’ comments were ‘binned* (16%). Higher practice
recorded and reasons for their workloads including incr admin
non-response quantified using meant that participation in
content analysis research had become a low
priority. GPs provided some
suggestions for researchers that
would increase chances of
guestionnaires being returned.

(Lempp et al. 1999) | Nurses working To determine number | Questionnaire 32 academic 95% female; none from non-white

* in academic of , demographic and departments: | community; age range 28-61.
departments of professional profile of sample size of | 77% graduates, of which 72%
general practice nurses employed in 76 nurses had or were studying for master’s

and primary care
(UK and Ireland
medical schools)

academic
departments,
including their
employment status
and views of their
clinical work and
professional
development

with response
of 60 (79%)

degree, 7% studying for PhD.
57% full-time; 85% had short term
contract of 3 yrs or less. 40% paid
on research scale, 40% on
nursing scale. 19% as lecturers.
Most of the nurses (64%) involved
in research. Majority (60%) did
not work clinically; 57% said that
clinical work was important in
their current job (to maintain
registration and professional
credibility, to update skills, to
inform teaching/research).
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Respondents’ recommendations
re promoting the role of nurses
incl a career structure for nurses
undertaking research, increased
training and research support,
clinical work to be recognised,
research nurses to lead research.

(Lester 1998) *

Junior academic
GPs

To survey the
research activity,
perceived level of
training, support
needs, and career
intentions of junior
academics general
practitioners

A postal, validated,
semistructured questionnaire was
sent to 121 jun academic GPs in
the academic departments of
general practice in the UK and
Dublin. Main outcome measures
were ‘research activity score’ as
measured by publications in peer-
reviewed journals and
involvement in research projects,
‘training score’ devised from 13
skills required for both research
and teaching, and perceived level
of departmental support assessed
by six different support
mechanisms.

121 eligible
junior
academic
GPs

Response rate 89% (108). 46
(43%) had no publications. 25
(23%) had no principal project. 39
(37%) had a mentor, but
51%.used mentor only for project
supervision, none for career
guidance. Males, responders who
were predominantly involved with
research rather than full-time
teaching and those with better
perceptions of their academic
training all had significantly
greater ‘research activity’ scores.
Increasing departmental ‘support
scores’ and length of time in the
department were both
significantly associated with more
positive perceptions of academic
training (P<0.05). Only 29 (27%)
responders wanted to progress to
senior positions within academic
general practice

(Loughlan 1998)
(abstract only)

All medical staff,
all nurses Grade
F and above (inc
specialist nurses
and community
midwives) and all

To assess degree of
knowledge,
understanding,
perceptions and skills
in relation to R&D of
NHS staff

Purposive sampling using a
postal questionnaire

50% resp rate

Nrly all respondents felt R&D played a vital role in
the provision of health care services. Around 1 third
of the sample had undertaken no research in past
10 yrs. Medical staff more and nursing staff less
likely than PAM staff to undertake research (chi sq
15.77, p<0.0005) and PAM staff more and nursing
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Professions
Allied to Medicine
(PAM) in Stirling
Royal Infirmary

staff less likely to use research than medical staff
(chi sq 15.09, p<0.0005). The main barrier to
research was time; other barriers inc funding and
lack of knowledge. Improvement in skills eg
statistics, putting results into practice, critical review
of literature required. Need for improved access
and info about library facilities. Understanding of
critical appraisal and systematic review was poor.
Non-medical staff had poorer grasp of research
terms than medical staff.

(Moore 1999) *

Primary care and
GPs

To assess nature and
volume of research
requests received by
primary care teams
as possible
explanation of
declining response
rates

18 volunteer practices from the 6
health authorities within the
former Wessex region, collected
all research requests received in
a 3 month study period. Practices
were encouraged to differentiate
between (true/systematic)
research, and correspondence
masquerading as research
(market research, needs
assessment). Requests analysed
for source, scope, nature of
collaboration sought, project
design, time commitment, and
incentive offered.

18 practices

184 items returned; 82 (45%)
were excluded from further
analysis. Each practice received
between 0 and 13 true research
requests (extrapolation: an
average practice receives 16-24
research requests annually with
some practices receiving over
50).

Research topics included disease
management, health promotion,
management issues. Most
common method: questionnaire to
a health professional.

(Omar 2006) *

Recipients of
NHS R&D
support funding
in England

To assess provision
of methodological
support for health
researchers incl
funding and
alternatives if no
funding available.
(Context: reviews of
peer-reviewed health
studies highlight

Questionnaire

25 trusts — all
major
recipients of
NHS R&D
support
funding
(100%
response)

18 Trusts reported having
dedicated funding for a
methodologist. Of the 7 trusts with
no dedicated funding, 4 reported
to have an arrangement with a
local university another partner
and the remaining 2 did not
appear to offer any form of
support. For 2 Trusts only support
was short statistical advisory
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problems with
methodological

quality)

sessions or e-mail advice from a
statistician. 14 Trusts offered free
methodological advice , altho this
was limited to a 1hr session in
some. Overall there did not
appear to any relationship
between the R&D funding for
method. support and the annual
number of registered projects.

(Rait 2002) *

General practice:
all practices in
North Central
Thames

To gather information
about perspectives,
barriers to
participation,
research interests
and training needs of
primary care staff
interested in
participating in North
Central Thames
Primary Care
Research Network

Needs Assessment Questionnaire
and Focus groups

82 practices
(57
responded to
guestionnaire
—70%). 2
Focus gps
convened with
GPs, 1 with
practice
nurses

Survey respondents keen to be
involved with research at different
levels. In focus gp discussions
GPs saw practice development,
education and research as linked;
they were interested in projects
relevant to their own practice
population. Networking issues
(support, communication)
considered crucial. Practices’
research interests (survey):
prescribing (61%), cardiovascular
disease (58%),
primary/secondary care interface
(47%). 56% said they had
participated in research at some
time, but only 3 practices
currently had a staff member with
committed research time.
Greatest barriers to research
involve: clinical commitments
(83%), associated admin (65%),
and finding staff to cover
surgeries (63%). Training: need
for training on research methods
(qual methods 51%, quant
methods 46%, evidence based
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medicine 46%, conducting
research (46%).

(Robinson 2000) *

GPs

To find out more
about GPs’ stated
practices and
attitudes towards
(undertaking and
using) research.

Questionnaire using a
combination of open and closed
guestions covering 8 topics of
interest sent to all GP principals in
contract with Portsmouth and E
Hants Health Authority, and
further letter and qu’aire sent to
all non responders 6 weeks later.

295 question-

naires — 249
responders
(84%)

90% GP responders felt that
primary care research was
important, while majorities
expressed interest in research
(61%), using research to directly
influence practice (68%), and an
interest in undertaking future
research (53%). Perceived
priorities for future primary care
research are chronic illness,
primary care organisation, patient
behaviour.
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Studies using Research and Development Culture Index Evidence Table

Intervention Who the Aim/ Research Findings/Results | Use of Findings Professional | Sector Country
(what it is, how intervention | Objective Method/ Group
often it is is aimed at. Design (Code)
administered,
(brief reference
details [Ref ID]
(Glacken 2002) All To ascertain Cross- Several areas Trust responded to findings of
Research and registered perceived sectional perceived as survey and introduced number of
development in a | nurses in research and | survey using | limiting R&D strategies to counteract the
Northern Ireland | Trust (n = development | Research capacity: lack of | limitations noted, such as the
trust. 786). (R&D) and support for introduction of R&D link nurses
Trinity College, capacity of an | Developmen | nurses in trust-wide.
School of Nursing integrated t Culture changing
& Midwifery trust in Index, 18- practice, lack of
Studies, Northern item, four- knowledge of
University of Ireland. point Likert research
Dublin, Ireland. scale which | terminology and

addresses how to apply

R&D findings to

capacity practice.

under three Overwhelming

headings: desire to

context, overcome

knowledge/ barriers.

skills and

intent.
(Pascoe & 16 workshop | To assess Practice A quarter of Both clinical and administrative
McMain 200) participants | research organized workshop staff are supportive of the locally
Investigating a from culture in workshop participants were | initiated and collaborative research
research culture Meanwood practice at co-facilitated | GPs, with 10 conducted in the practice. Our
in primary care: Group mid point of by research | representatives findings support other research
Opportunities, Practice, a research lead and from which suggests that a poor level of
skills and training | Level A practice research administration interest in research (Trostle 1992),

31



issues.

Research
Practice.

tenure and to
explore what
research
process
meant for the
practice staff.

fellow.
Programme
involved
disseminatio
n of research
to date, then
using crime
scene
investigation
as analogy,
outlined
research
process.
Workshop
then
assessed
research
culture in
practice by
asking staff
perceptions
about
research and
administerin
g Research
&
Developmen
t Culture
Index
(Clarke et al.
1999).
Feedback
provided
through
practice
based

and practice
management,
and two practice
nurses. Six
participants were
full time with
majority aged
41-50 age.
General
agreement
regarding
opportunity to
support research
and
development
however many
believed training
and other needs,
related to
research and
development,
needed
attention.
Similarly, skills in
maintaining
research and
development
required support.
A few
participants
wished to
develop interest
in research, very
few detailed
topics that held
their interest.

represents barriers present in the
organisation of primary care (e.qg.
lack of time) (Good 1992). The
workshop has found that the
research process remains
detached however has engaged
staff in an effective way to
disseminate research and improve
the number of people involved in
research.
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evaluation Twice as many
form. participants did
not wish to learn
more about
research activity
than did.
(Watson et al. 485 nursing | To present Factor Three latent R&D Culture Index provides an
2005) Exploratory | staff. exploratory analysis of factors efficient means of assessing the
factor analysis of factor data using accounted for strength of organization's R&D
the research and analysis of Principal 58.0% of culture in way that captures the
development Research and | Components | variance in data. | role of individual practitioner and
culture index Development | Analysis with | Factors were: organizational environment.
among qualified (R&D) oblique R&D Support, Findings suggest that continuing
nurses. Culture Index. | rotation. (perceived promotion of R&D within health
Eighteen support within care organizations is dependent
items were working upon multi-faceted approach that
initially environment for | addresses learning needs of
included in R&D activity); organization as well as those of
Index. Pilot Personal R&D individual practitioners.
instrument Skills and
distributed to | Aptitude,
nursing staff | (individual's

within three
different
types of
Trust. Factor
analysis
resulted in
rejection of
two items
and analysis
repeated
using
remaining 16
items.

perception of
ability towards
R&D activity);
and Personal
R&D Intention,
(individual's
willingness to
engage in R&D
activity). Each
factor had good
internal
reliability, as did
overall index.
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(Whitford 2005)
Developing R&D
capacity in a
primary care trust:
use of the R&D
culture index

572 health
professional
s and staff
under
auspices of
North
Tyneside
Research
PCT.

To assess
current level
of research
activity and
capacity for
research

within a PCT.

Questionnair
€,
incorporating
recently
developed
and
validated
research and
development
culture
index,

50.3 per cent
response rate.
Groups more
likely to show
increased
capacity for
research
included those
with
postgraduate
gualifications
and those in
post for least
time. GPs less
likely than other
professional
groupings to
declare personal
skills or aptitude
for research.
Most important
factors thought
to contribute
towards
development of
culture of R&D
were access to
people to
support
development
and changes in
professional
practice and
access to
training and
development

R&D culture index could be used
by other PCTs wishing to define
and develop research capacity in
primary care.
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opportunities.
R&D culture
index enabled
identification of
groups that may
be more
research
interested and
that could be
targeted to
increase
research
capacity.
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Appendix 3: Prioritisation Process Evidence table

ID & Purpose of | Who initiated Context and Process Method/ Design Transparency of Prof Sector Countr | Notes
Prioritisation this? connections in and stakeholders priority decision Group y
process the process. making
(Aapro et al. European Meeting held Interactive consultation to Multi Cancer Europe | Paper hardly describes
2004) Commission under the aegis | develop consensus through discipli | care the process of how
linked to many EU, WHO a series of meetings. The nary consensus was reached,

Research inthe | other International consultation event brought nor how the interactive
behavioural and | organisations Union against together major disciplines in consultation was
social sciences Cancer, the field. These meetings undertaken, nor how the
to improve European had specific objectives and representatives from the
cancer control Cancer League, | 11 areas in which research major disciplines were
and care: a Organisation of | might be expected to identified.
strategy for European improve cancer control and
development Cancer treatment were developed Patients/ service users

Institutes, and not included

Europeans

Cancer

research

managers

Forum and the

International

Agency for

Research on

Cancer
(Averis & Joanna Briggs Literature analysis 3211 Nursing Australi | Cannot tell what they
Pearson 2003) Institute. (systematic reviews) to car a mapped the evidence

identify gaps in evidence,
and identify research
guestions to address gaps.
The literature was mapped
against 22 areas of practice.

against in order to
determine gaps.
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(Brown, Dyas,
& et al 2006)

Information for priorities
developed through a series
of Focus groups of service
users and community
representatives. Cross
cutting themes were
identified as research
priorities.

Constant
comparative
analysis was used

to analyse the data.

Multipl
e
profess
ionals

Primary
Care.
diabetes

UK

This project worked with
ethnic minority groups
which were recruited via
GP practice lists. Two
service user participants
were involved in
validating the findings

(Browne,
Robinson, &
Richardson
2002)

European
Oncology
Nursing Society.

To inform a
European-wide
cancer nursing
strategy.

Delphi Technique
consisting of three phases.
First phase: open ended
guestionnaire asking for five
important questions relating
to oncology nursing
distributed at a conference.
Phase 2: seven experienced
nurses were asked to
validate categories of
research questions from
phase 1. These categories
were developed into items
in a questionnaire for phase
3. Participants ( EONS
members who had provided
their address at meeting)
were asked to rank the
items in order of
importance.

Research
categories were
ranked in order of
priority.

3211

Cancer
care

Europe

Delphi is good for
geographically disperse
groups.

(Burnette,
Morrow-Howell,
& Chen 2003)

Delphi study. Panel of 46
gerontological social
workers completed three
rounds on on-line
guestionnaires

16/ 49 research
topics were
identified as top
priority, and high or
moderate
consensus ratings

Social
worker

Older
Adults
services
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(Cooper et al. ? enthusiasts The consensus | Consensus Conference A subcommittee of | Multi- Disability | USA
1999) conference was | including 30 experts from panellists discipli | and
conducted as multiple disciplines constructed nary activity
part of the (engineering, epidemiology, | statement based on research
paralympic medicine, nutrition exercise | discussion and
congress physiology and psychology). | evidence
Panel members were asked | presented. The full
to submit statement before panel reviewed and
the conference, based on edited final
relevant data form the statements.
literature. These were
presented at the conference
to stimulate discussion and
debate. Which was
recorded and transcribed.
(De Vet et al. Literature analysis A priority list of Multi- Pain
2001) 1. developed an inventory to | systematic reviews | profess | service
identify interventions for and RCTs were ional
nine common chronic developed.
benign pain disorders. 2.
search for systematic
reviews and high quality
RCTs to identify gaps in
evidence. 3. developed a list
of gaps and shared these
with 4 centres of pain
management research, who
prioritised the list within
each centre, and then with
each other
(Doyle et al. The Cochrane Links to a The process was developed | The taskforce multipl | Public Global | Paper comments that
2005) Health commissioning to obtain views of potential members were e Health many of the current
Promotion and body which has | end users of the reviews asked to prioritise profess reviews are researcher
Public Health a remit to Method: 1. development of the list generated in | ional. driven, or ‘research’

Field, an entity

increase the

a taskforce of advisers (

phase three based

driven based on the
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in the Cochrane
Collaboration

number, quality
and utility of
Cochrane
reviews for the
Effectiveness of
health care
interventions.

Stakeholders included
researchers and end service
users ie public health
practitioners) who gave
expertise through
teleconference, and email.
2.ldentification of gaps in
the current systematic
reviews ( through searching
electronic databases) and
identifying systematic
reviews selected by clear
criteria for quality. Identified
reviews were managed and
mapped against WHO
World Health Report risk
factor categories.

3. Production of a list useful
topics for decision making
within public health. 4.
Prioritisation of nominated
topics.5. Commissioning
and dissemination of list.

on agreed selection
criteria (considering
factors such as
burden of disease,
importance to
developing
countries,
avoidance of
duplication and
opportunity for
action)

numbers of existing trials.

Authors suggested that
those involved with the
process acted in their role
as public advocacy.

They suggest that the
next stage of this process
might include wider
catchments of
stakeholders. Also issues
about developing world
and industrial countries
having differing priorities.

(Fenske et al. Process was Data were gathered from Twelve priorities Multipl | Occupati | USA
2002) modelled on the representative of producer were developed e onal
NIOSH National groups agriculture around sectors | health
Occupational workforce, healthcare, occupational
Research academia and public hazards for
agenda agencies to participate in research
telephone interviews and
a day- long workshop.
(Fochtman & Paediatric Delphi Technique. First Ten topics were Nursin | Oncology | USA
Hinds 2000) Oncology Group round was conducted to identified at the 2™ g

identify patient concerns in
paediatric oncology related

round using
statistical
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to clinical trials. 87 ideas
were generated by this
round and were reviewed by
an expert panel of nurses
and 57 topics were
delineated. These were then
sent to the POC to score for
prioritisation

techniques

(Halfon et al. Association for The authors 1. Multi-professional Ranked priorities Multi- Health USA
1998) Health Service suggest that steering committee asked based on voting of | profess | care for
Research, other | these priorities experts to develop papers conference ional children
federal agencies | should influence | around 7 specific topics. 2. participants.
and private funded research | Conference. Key
institutions stakeholders invited to
conference to discuss
issues. Workshops were
held around each of the 7
topics and participants were
invited to take part in
discussions. Each
participant was asked to
vote on priorities. Priorities
fed back to whole group
(Hawk, Meeker, | US Health and Funding body 1.literature review to The outcome of the | 3215 Multiple USA Results of the voting was
& Hansen 1997) | Resources and and professional | develop position papers on meetings were five settings not presented.

Services
Administration
Bureau of
Health
Professionals &
Palmer College
of Chiropractic.

college joint
work

5 areas of practice: basic
science, clinical, education,
health services and
outcome research. 2.
Facilitated workshops to
develop statements based
on topics, and votes taken
on the recommendations
put forward.

position papers,
one for each topic.
Consensus was not
achieved for
infrastructure
support.

No comments were given
about why consensus on
infrastructure was not
achieved.
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The groups also began a
process of consensus in the
development of
infrastructure needs of the
profession, although this
was not reported on.

Stakeholders were health
care professionals, policy
makers, chiropractic
researchers, practitioners,
administrators, and
members of the professional
organisations.

(Herbert et al.
1999)

Setting the
research
agenda for
complementary
therapy and
cancer care

Health care
providers and
researchers who
had knowledge
about patient-
physician
communication
and knowledge
of
complementary
therapy

Linked day with
conference to
validate findings
with other
stakeholders

Background papers sent to
participants before a whole
day meeting. During the
meeting 1. four small task
groups met to brainstorm
issues 2.Presentations were
given by counsellors around
patient expectation on these
issues. 3.Task groups then
revisited the issues
identified earlier and
modified these based on
patient expectation views.
4.Plenary session where the
organising committee
constructed four themed
priorities. 5. these findings
were validated by
presenting them at larger
stakeholder conference.

Stakeholders were Health

Multi
discipli
nary

Cancer
care

Canad

Suggested that they used
a ‘participatory action
research methodology’
but processes within this
are not transparent. They
acknowledge that they
didn’t use key
stakeholders in this
method: complementary
therapists and patients!!
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care providers and
researchers who had
knowledge about patient-
physician communication
and knowledge of
complementary therapy.
Complementary therapists
were not included.

(Kavlock et al. Environmental EPA responding | Workshops to address Not clear how the Multi- Environm | USA
1996) Protection to the National issue of environments statements were discipli | ental
Agency (EPA) Science and effects of endocrine developed within nary issues
Technology disruptors. Experts were the workshops and
Council of R&D | invited to join workshops. health
strategy. This Group discussions were
has direct links recorded
to funding.
(Kitson et al. Professional Help with An expert review group Priorities developed | 3211 Nursing UK
1997) bodies. Royal commissioning | was developed to set within the workshop | 3212 across all
College of of research and | priorities 1. Information was | using the sectors

nursing (RCN)
and Centre for
Policy in Nursing
Research

advising other
funding
agencies.
Based on a
Taskforce
recommendatio
ns that the
profession
should have a
voice

collected by interrogating
literature and through
information from key
professional groups. 2.
Gaps in knowledge were
identified using this
information. 3. A working
list of topics was developed
in the working group using a
simulation exercise
workshop which comprised
of two groups. 4. Priorities
were set through identifying
consistent themes across
the two groups. Seven
topics were identified.

simulation exercise
and priorities were
developed from
consistent themes
across the two
groups.
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(Lee et al. 2003) | Specialist No, although Questionnaire devised by Five research Nurses | Oncology | Korea | Original questionnaire
Nurses in authors suggest | another group of oncology priority areas were | 3211 was not developed by
Prioritisation oncology that funding nurses (in USA) and identified based on nurses. No service user
guestionnaire agencies and translated into Korean was a weighted score of involvement. Response
adapted from researchers sent to all of the members of | items ( research rate= 33.8%.
Oncology focus on a National Oncology topics) in the
Nursing Society supporting the Nursing Society guestionnaire
USA priorities
identified
(Lionis et al. European The authors Brainstorming session The lists of ideas 2211 Primary Europe | Issues of inclusion and
2004) Society of suggest that during the EGPRW meeting | were themed in to GPs Care voice not identified.
General each country to look at priorities as well categories by the
Practice/ Family | should develop | as needs and batrriers. researchers. These The notion of matching
Medicine invited | national are listed rather conditions/ barriers to
the associated checklist of The meeting included than prioritised. content might be an
network on ‘content of and | academic GPs (35), other Some mention of important one. These
research, the ‘conditions for’ physicians (4) , social frequency of topics should be linked to the
European research to be scientists(3) and medical across all groups is priorities set rather than
General Practice | undertaken. student (1) mentioned but not undertaken as an isolated
Workshop Six groups in the workshop | presented as and parallel procedure.
(EGPRW) to listed topics and prioritised scored priorities.
develop them, and these were
research discussed in plenary
agenda. session. These were
subsequently themed by
facilitators.
(O'Halloran et Members of the | Partof a Delphi technique. The first | Prioritising process | 3211 ?second | USA Significant differences
al. 1996) research participatory round of the Delphi was developed through ary care were identified on self
committee at a learning undertaken within the statistical ranking efficacy scores pre and
healthcare programme to institution, and the second system, with a post the learning event.
facility increase self and third rounds were consolidation of

efficacy and
research activity

undertaken during the
learning event.

Stakeholders were nurses

topics in each
round.

High ranking priorities
were taken up as
research projects
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at the learning event.

(Remme et al. UNDP/ World Adopted the Global Forum Information Tropical Internat | ?? should be included in
2002) Bank/ WHO for Health Matrix for priority | complied in a disease ional this table??
special setting. 7 step approach for | matrix for
programme for each disease group which comparison and
research and includes: What is the nature | planning
training in Tropic and size of the problem?
diseases known What is the current disease
as the TDR) control strategy? What are
the challenges to disease
control? What research is
needed to address these
problems and challenges?
What is currently being
done? What are TDR'’s
comparative advantages?
What should be the
research emphasis? For
each disease analysis was
undertaken by TDRs
Disease Research
Coordinator in consultation
with a reference group (
unknown compilation).
(Rosenstock, National Institute Priorities within the | Multipl | Occupati | USA
Olenec, & for Occupational NIOSH, and its public and working groups e onal
Wagner 1998) Safety and private partners developed were identified. profess | Health
Health (NIOSH) a master list of topics which | Priorities endorsed | ionals.

instigated this
initiative to yield
workers for the
nations

were developed and
adapted based on input
from working groups (
which included researchers
and health professionals),
written comments, and
comments made at

by 3 or more of the
working groups
were included in
the NORA.
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consultation meetings.
These were synthesised by
NIOSH to form the National
Occupational Research
Agenda (NORA), which was
further circulated for
discussion before being
finalised.

(Ross et al. National National Data were collected in three | A theoretic 3211 All UK The process of research
2004) Coordinating Coordinating strands. 1. Focus groups framework was 3212 sectors priority setting is a social
Centre for the Centre for the undertaken with service developed from construction which has
Identifying SDO SDO (research | users. 2. Interviews with content analysis of mostly been driven by
research commissioning key stakeholders (health service user focus professional agendas.
priorities in organisation and social care providers, groups, and other Important to have a user
nursing and multi-professional groups, stakeholder strand for comparison
midwifery SDO policy, management and interviews with other stakeholder
researchers commissioners, | generated from views.
and members form higher notions of gaps in
education.3. literature the service. The What did they do with
analysis. priorities were differing view points.?
Each method of data developed from
collection were analysed triangulation of
separately. Themes from three data sources
each strand were to achieve
scrutinised by the research | consensus.
team who looked for
patterns, consensus and
divergence. Cross cutting
themes across the strands
were mapped out.
(Rushdy & PHLS overview | The PHLS used | Questionnaire sent out to Multi- Communi | USA
O'Mahony of the the results to senior staff and scientific profess | cable
1998) Communicable guide a major committees and consultants ional disease
Diseases programme of of communicable disease
Committee. research. control. Organisations of
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health professionals were
asked their views on the
initial findi