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The impacts of clinical academic activity: Qualitative interviews with
healthcare managers and research-active nurses, midwives, allied

health professionals and pharmacists

Abstract

Objectives: To explore the perceived impacts of clinical academic activity among the professions outside

medicine.

Design: Qualitative semi-structured interviews.

Setting and participants: There were two groups of interviewees: Research-active nurses, midwives,

allied health professionals and pharmacists (NMAHPPs), and managers of these professions. All participants

were employed in a single, multi-site healthcare organisation in the UK.

Outcomes: Interview transcripts were analysed using the Framework Method to identify key themes, sub-

themes, and areas of divergence.

Results: Four themes were identified. The first, cultural shifts, described the perceived improvements in

the approach to patient care and research culture that were associated with clinical academic activity. The
second theme explored visibility and included the positive reputation that clinical academics were identified
as bringing to the organisation in contrast with perceived levels of invisibility and inaccessibility of these
roles. The third theme identified the impacts of the clinical academic pathways, including the precarity of
these roles. The final theme explored making impact tangible, and described interviewees’ suggestions of

possible methods to record and demonstrate impact.

Conclusions: Perceived positive impacts of NMAHPP clinical academic activity focused on interlinked

positive changes for patients and clinical teams. This included delivery of evidence-based healthcare, patient
involvement in clinical decision-making, and improved staff recruitment and retention. However, the
positive impacts of clinical academic activity often centred around individual clinicians and did not

necessarily translate throughout the organisation. The current clinical academic pathway was identified as
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causing tension between the perceived value of clinical academic activity and the need to find sufficient

staffing to cover clinical services.

Strengths and limitations of this study

- This qualitative evaluation illustrates research impacts from the perspective of research-active clinicians
and healthcare managers in the professions outside medicine.

- Existing methodological frameworks for the assessment of research impact focus at the organisational or
national levels, whereas we provide individual perspectives.

- The study was limited to employees at a single healthcare organisation and may not reflect other

settings.

Introduction

It is widely reported that healthcare organisations that engage in clinical research have better outcomes
than their non-research active counterparts [1-5]. Consequently, the UK Care Quality Commission Well-Led
inspection framework now includes specific assessment of clinical research activity and leadership [6]. A
number of frameworks have been developed to aid recording of research impact both within and across
organisations [7, 8]. These have largely focused on academic metrics, such as publications, citations and
securing further funding. However, the pertinent components of research impact vary across different

contexts [9, 10], and may include other aspects that are not traditionally measured or recorded.

Our recent systematic used a modified VICTOR framework (making Visible the ImpaCt Of Research) to
classify the reported impacts of healthcare research led by clinicians from outside medicine [11, 12]. This
included broad categories of impact, such as: economic; knowledge exchange; service provision and
workforce; and research profile, culture and capacity. It also incorporated the individuals who might be
affected: patients; staff (recruitment/retention); and clinical academics. Across these domains, there were
several recurring elements that illustrated the challenges and benefits of balancing clinical and academic
roles, the creation and implementation of new evidence, and the development of collaborations and

networks.

Opportunities for clinicians to engage in research alongside their clinical practice are increasing, particularly
through schemes such as the National Institute for Healthcare Research and Health Education England
funded ‘Integrated Clinical Academic’ Fellowships [13]. Imperial College Healthcare NHS Trust (a large
hospital group within the UK National Health Service) has developed a strategic plan to increase and support

clinical academic activity among the professions outside medicine [14]. We initiated a qualitative service
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evaluation to explore individual perceptions of the impacts of this clinical academic activity, and understand
any differences between the views of managers and research-active clinicians. An additional component of
the service evaluation explored the question of ‘what is a clinical academic?’, and has been reported

elsewhere [15].

Methods

Design and approvals

This service evaluation was approved by the Imperial College Healthcare NHS Trust Clinical Audit Team
(reference: 418) and followed a pre-specified protocol [16]. The study met the UK Health Research Authority
criteria for service evaluation and additional NHS ethics approval was not required [17]. The research team
comprised post-doctoral clinicians from nursing and physiotherapy disciplines with previous qualitative
research experience. Qualitative semi-structured 1:1 interviews were conducted using pre-piloted topic
guides which were developed in collaboration with research-active clinicians and informed by our systematic

review of the literature [12] (Supplementary File 1). The COREQ checklist was used to guide reporting [18].

Patient and public involvement

The focus of this service evaluation was on understanding the perceptions of healthcare managers and

clinicians and no patient/public advisors were involved.

Participants and recruitment

Eligible research-active clinicians were healthcare professionals from any discipline outside medicine who
worked within the NHS Trust and were engaged in clinical academic activity [19]. Clinical academic activity
was defined as engagement in research alongside clinical practice that was supported by additional funding
from clinical research organisations or charities. This included both full and part-time research secondments.
Eligible disciplines were: nursing; midwifery; the allied health professions (art therapy, dietetics, drama
therapy, music therapy, occupational therapy, orthoptics, operating department practitioners, osteopathy,
podiatry, prosthetics and orthotics, paramedics, physiotherapy, radiography, and speech and language

therapy); healthcare science and pharmacy. This was abbreviated to NMAHPPs.

Eligible managers were those responsible for managing any of the professional groups described above. This

ranged from line managers through to higher level service managers.
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A purposive sampling strategy was adopted to ensure inclusion of a range of experiences. Sampling criteria
and recruitment processes are outlined in Table 1. All participants provided informed written consent after
reviewing the participant information sheet (Supplementary File 2). Interviews were conducted by the lead
author and were audio recorded and transcribed verbatim by an external transcription company bound by a
Non-Disclosure Agreement. Transcripts were anonymised and returned to participants for
comment/correction. Anonymisation included names, clinical disciplines, locations and other potentially
identifiable characteristics. Recruitment continued until the research team were confident that data
saturation had been achieved and the purposive sampling criteria were met. Saturation was defined as the
interviewer hearing the same or similar content, and when no new codes were identified during data

analysis [20, 21].

Analysis

Data were managed and analysed using the Framework Method [22, 23], supported by NVivo 12 software
(QRS International Ltd). The authors independently coded the first two transcripts and agreed the
preliminary coding framework, which was applied to all transcripts by the lead author. Codes were added
and modified in response to newly identified items. Any changes were agreed by all authors, and
retrospectively applied to pre-coded transcripts. Coded text was summarised, and analytical ideas were
logged and explored by all authors using the NVivo framework matrices function to identify both recurring
and unique themes discussed by interviewees. Preliminary themes and sub-themes were shared with all the
interviewees, nine of whom provided feedback that was incorporated into the final findings (six research-
active clinicians and three managers). In addition, preliminary findings were presented to the Trust
Postgraduate Research Forum (research-active clinicians from non-medical disciplines) for feedback and

comment.
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Table 1. Recruitment, participant demographics and interview details

Research-active clinicians Managers
i) Existing database of healthcare i) Trust leadership directory
professionals at the Trust with ii) Open invitation via Trust Twitter
Identification external research funding and e-bulletin
= ii) Open invitation via Trust Twitter and iii) Suggestions from interviewees
g e-bulletin
:':;; Recruitment 17 email invitations 11 email invitations
g Clinical discipline and/or speciality Clinical discipline and/or speciality
(-3 Sampling NHS Grade NHS Grade
. Gender Gender
criteria Hospital site within the Trust
Academic level
Participants 12 8
Nursing 4 | Nursing/midwifery 3
Midwifery 2 | Allied health professions 3
Clinical Speech a!nd language therapy 2 Pharrna-cy. . 1
e .. Occupational therapy 1 | Multi-disciplinary 1
discipline )
Radiography 1
= Dietetics 1
g Pharmacy 1
E Gender Female 10 | Female 7
= Male 2 | Male 1
= A 3 | Multi-site 8
£ . B 2
S Hospital site c 4
D 3
Date of clinical | Median 2004 Not collected
qua’ification Range 1984-2016
Pre-doctoral 5 | Not collected
Academic level | Doctoral 3
Post-doctoral 4
c Face to face 3 | Face to face 2
2 | Interview Video call 6 | Video call 4
@ | format Audio call 2 | Audio call 2
§ Email 1
g Interview Mean 57 minut.es Mean 45 minut.es
O | duration Range 45-70 minutes Range 27-62 minutes
Results

Twenty interviews took place between February and July 2020 (12 research-active clinicians and eight
managers). Participant demographics and interview details are provided in Table 1. All purposive sampling
criteria were met, with the exception of gender. However, the predominance of women reflects both the

local and international distribution of non-medical healthcare professionals [24].

Three non-hierarchical and interlinking themes were developed that described the reported impacts of

clinical academic activity (Figure 1). The first theme explored perceived cultural shifts that both involved and

6
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extended beyond individual research-active clinicians. The second theme described diverging levels of
visibility for the research-active clinicians within different settings. The third theme examined the challenges
and opportunities of the existing clinical academic pathways. In addition, a final theme explored making
impact tangible and described interviewees’ suggestions of possible methods of capturing impact. All
themes are described below with illustrative quotes, and additional quotes are provided in Table 2. No
themes or sub-themes were specific to either managers or research-active clinicians and any unique or

diverging views among individuals were explored within the sub-themes.

Figure 1. Thematic representation of the impacts of clinical academic activity

Cultural shifts

Clinical academic activity was perceived to contribute to beneficial cultural changes relating to the provision
and delivery of clinical care, and research engagement. Many research-active clinicians recalled how they
had noticed positive changes in their approach to patient care, which were also adopted by other team
members. In addition, managers named clinical academics within their teams as exemplars, highlighting the

positive contributions they were making to the local research culture.

Approach fto patient care
Reported changes to patient care were not isolated to the implementation of findings from the research-

active clinicians’ own research. Perceived impacts included: increased confidence in questioning practice and
openly discussing with patients and colleagues if there was uncertainty over management options; increased
involvement of patients in evidence-based treatment decision-making; improved problem solving; and
greater awareness of the burden to caregivers. These impacts were reported by both groups of
interviewees. Research-active clinicians (R) reflected on their individual experiences, while managers (M)
identified how research-active clinicians had generated improvement throughout their clinical team, as

illustrated by R2, R6 and M1:

“I feel like my standard of care has improved because I’m questioning my practice more, I’'m quite
reflective in my practice and | think that’s because I’'m trying to think of how can | improve my
practice... | think it’s creating this environment [in the department] of people questioning and
wanting to improve their practice through what’s current, which is really nice to see.” R2, pre-

doctoral
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“I suppose my research experience has allowed me to be very upfront with patients and say: ‘You
know what, this is the evidence we’ve got so far, I’'m going to ask you to do these exercises, we think
these work for some patients but we don’t have enough information yet to know whether they work
for all patients. With this in mind, do you still want to proceed?’. So | guess in that way it’s helping

me to make sure that [the] intervention | provide is more patient-led.” R6 post-doctoral

“If you’re doing the research it does make you a better clinician in terms of your problem solving and

your thinking.” M1

Research culture
The majority of research-active clinicians reported that a key personal impact of their research engagement

was the opportunity to establish and develop networks with other clinicians who were also interested in
research. This included both formal and informal networks, and involved individuals from a range of
disciplines. Perceived benefits included being exposed to different research methodologies and research
opportunities, practical guidance, and becoming connected with like-minded individuals, as discussed by R5

and R7:

“For example, I’'ve gone to some weekend residential things where it’s a hodgepodge of clinicians but
all with the academic pathway... and you all have the same language and lens that you’re doing
things from... that’s made it really interesting because | have developed really far-flung contacts and

networks, so that’s been great.” R5, pre-doctoral

“It introduces you to people like you who are doing similar things but in other places. And so you
don’t feel like what you’re doing is like... you don’t feel like you're on your own in a way... It gives you
links across the UK [and] exposure to certain areas and people that | normally wouldn’t get.” R7,

doctoral

However, several interviewees also highlighted that despite the support of different individuals and
networks, there appeared to be a lack of clinical academic role models for them, particularly at a post-

doctoral level. This was identified both within the organisation and nationally, as noted by R9:

“I don’t have any [clinical discipline] who has a PhD, there is no advanced practitioner, | don’t have
any [clinical discipline] who is at a higher level who could say okay | want to be your sponsor... So, |
am finding it difficult to find ways of linking better with the clinical team and utilising the tools and

the skills that | have been developing over time.” R9, doctoral
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The importance of role models was also raised by managers, who indicated that a perceived positive impact
of the research-active clinicians within their teams was the provision of inspiration and support for other

clinicians, as illustrated by M1 and M8:

“We have some amazing people who are complete pied pipers... and we need pied pipers in the

academic world and in the clinical world and in the evidence-based practice world.” M1

“We’re quite a research-active service. We’ve got quite a few people who are engaged within
research, and | think that kind of has bred itself. And | think it also would attract quite a few people
[to work at the organisation]... Also, having the research-active staff members as well helps promote

research within the teams.” M8

Both groups of interviewees discussed the perceived positive impacts research-active clinicians had on a
drive towards research and evidence-based practice. This included building research skills and expertise and
fostering research engagement, as recalled by R6 and R2. However, some interviews identified that this
appeared to be largely driven by the passion and enthusiasm of individual clinical academics, and it was

unclear whether this would lead to a sustained change, as reported by M3:

“It means that the research becomes part of our business as usual in terms of clinical care. And that’s

for us as well as for our patients.” R6, post-doctoral

“I think it is creating this environment [in the clinical department], which is really nice, of people
questioning and wanting to improve their practice through what’s current... People come in to
approach me... and if they have seen a piece of research, they’ve talked to me about it.... and they’ll

ask me about it. It starts a lot of conversations.” R2, pre-doctoral

“I think the people who do it are passionate about wanting to see improvement. And whilst they’re in
a service, their passion is spread across their team. What I’ve realised is, if they move on, it’s not

always embedded.” M3

Visibility

Visibility of research-active clinicians was widely discussed, and these individuals were believed to generate
a positive reputation for the Trust and their clinical discipline more generally. However, within the Trust
setting, many interviewees perceived a lack of visibility of their research outside their immediate clinical
departments. This led to an interesting discordance between the positive reputation of clinical academics

coupled with (in)visibility and (in)accessibility of these roles.
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Positive reputation
The perceived positive reputation largely stemmed from showcasing clinical academic successes and

opportunities. This included academic outputs, such as publications and presentations as well as developing
a national standing, with individuals being contacted to provide clinical and research expertise, as

summarised by R11 and M4:

“On a national level being seen... people do look to me now as someone who's really taking a lead on
that research and so, obviously you have people contacting you for help and support and that kind of
thing that comes with it. So, yeah, just being seen as a sort of advocate for that kind of research in

our patient group.” R11, pre-doctoral

“Having profile and contacts and a voice that carries weight, and that is supported by being a clinical
academic without doubt. And enhances the reputation of an NHS service to have experts that are

recognised internationally for their research, as well as for their clinical expertise.” M4

This positive reputation was also perceived to contribute to improved recruitment of clinical staff to the

Trust, and the retention of existing staff, as illustrated by M1 and R1:

“They’re [clinical academics] great for profiling us. They attract people... | don’t know how many
interviews I've sat in where people say ‘"Well | wanted to come to an AHSC [Academic Health Science
Centre] and | know you’ve got [named clinical academic] here’... So it’s good for recruitment and
retention, | think it’s an aspirational place to work and | think the clinical academics help us to keep it

that way.” M1

“There’s something around the impact of people being research active, or having clinical academics
in teams, around recruitment and retention. | don’t know, but are people more likely to stay in a
Trust where they can see that’s an opportunity for them and an option for them... [this could be] a

way of keeping people and skilling them up.” R1, doctoral

(In)visibility and (in)accessibility

Despite widespread reports that clinical academic activity was beneficial for the reputation of the Trust,
many interviewees also reported that their research findings and expertise were underutilised and unknown

outside their immediate clinical area, as recalled by M7, R9 and R4:

“I just don’t think it’s got the profile that it needs to have. | don’t quite know how that should be
improved, but proper, [clinical discipline] research, | don’t think, is well understood or widely talked

about or well known.” M7

10
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“| still feel that there needs to be more showcasing of what is being done... | don’t think it is reaching
the people that it needs to reach. So, for example the network events or the [organisation] research
hubs and all those things, they are very important but they are not reaching the clinical teams, who
are the majority of clinical staff in the [department], and who play a huge role in implementing
research, in helping research happen, in spreading the message about research to patients.” R9,

doctoral

“It’s been sad that my clinical NHS organisation doesn’t really seem to be... promoting or engaging
with, [or] even knowing about, [my research] work. And not just my work...I see that with other
colleagues... and all their [research] has had no impact in how we work at the Trust level. And, yeah,
that sort of, doesn’t really feel right, that I’'m much more known in [another continent] than in my

hospital, or elsewhere than in my hospital. And that not being known is important.” R4, post-doctoral

Furthermore, it was perceived that research opportunities were not equally accessible for all NMAHPPs
across the Trust. This was specifically reported among interviewees from nursing and midwifery professions,

as illustrated by R12 and M5:

“Before | took this [research project] on, | was very unaware of the numbers of non-medical clinical
researchers, very unaware of publications and studies that were going on. | think it’s generally very

under-advertised. The routes into it are not clearly defined.” R12, pre-doctoral

“We'’ve still got a real issue with research and clinical academia, because | think it’s very much a
block for people. People assume that it’'s someone over there that’s very academic and very clever,

that’s educated to a higher level than they are.” M5

Clinical academic pathways

The transient nature of funding for clinical academic work was flagged as a negative impact of the current
clinical academic pathway by both researchers and managers. The model in place at the NHS Trust centred
on individuals applying for research funding to buy out their clinical time for a specified duration in order to
complete their research project or fellowship. This raised two key concerns: what happens when the funding
ends; and finding suitable backfill to support the clinical service. There was also a widespread perception
among interviewees that the clinical academic pathway for doctors appeared more clearly defined, and
easier to access and navigate, although no one was able to recall what this pathway entailed (medical

model). Despite these reported challenges, the majority of research-active clinicians were keen to pursue
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further research and reported personal job satisfaction associated with their combined research and clinical

roles, describing this as the best of both worlds.

Applying for research funding

Research-active clinicians recalled the requirement to secure funding to enable dedicated research time.
This often involved devoting their own time to complete the application and/or preliminary research, as

indicated by R2:

“I was doing my applications for these fellowships and there were two of them and they were both
over the same time... so out of work | was doing a lot of the study and | didn’t feel like | had a lot of
time for myself, and then when | turned up at work it was always crazy so didn’t really have... yeah,

so | think that was kind of overwhelming me a little bit.” R2 pre-doctoral

However, the large majority of research-active clinicians were keen to continue to pursue a clinical academic
career and described their plans for future funding applications. It appeared that a key impact to the
clinicians who had embarked on a programme of research, was a desire to continue to incorporate research

into their clinical role, as illustrated by R1 and R8:

“I mean my aim will be to, as soon as possible, apply for some sort of postdoctoral funding, probably

the [Trust] charity because that’s probably the most obvious first step.” R1, doctoral

“My desire, and my perspective, and what | want to do, | only feel that much stronger, to be honest
with you. | just need to figure out how | can make it work... | would like to do a PhD on this. So, if | do

a PhD and prepare myself, | think | would bring a lot of benefit to my Trust.” R8, pre-doctoral

When the funding stops

Interviewees also recalled the practical difficulties of returning to their clinical role at the end of each period
of funding as illustrated by R6 and R1 (below). This overlaps with the sub-theme of (in)visibility and

(in)accessibility discussed above.

“For me coming back from my PhD and even in the current environment, without a formal clinical
academic pathway | think there’s a risk that your research career is going to stall, and I think that

happened for me actually immediately after my PhD. And that’s a shame, isn’t it?” R6, post-doctoral

“I will just go back to my previous clinical post, which is already starting to, not exactly panic me, but

I don’t feel like it would be the right thing. | don’t feel like it would be exactly the best move for me,

12
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but equally I'll need the job and the money, so | will do it if that’s the only option that’s available to

me.” R1, doctoral

For managers, there was no clear strategy on how to best incorporate the returning research-active
clinicians’ skills into their clinical role. There appeared to be a friction between a desire to embrace the
positive influences on the research culture of the team, with the need to maintain clinical service outputs, as

illustrated by M5 and M6:

“I mean, how best to use them? Well, | suppose first of all, in a pragmatic way, it’s about honouring
the fact that they’ve got this knowledge, they’ve done this piece of research, so it’s how we are using
that research to change the service. There’s something about them coming back in and honouring
their achievement, so, actually should they get paid more? Because this is the trouble. If you don’t
honour them from that perspective, they will go on and be, you know, go into another

organisation.”M5

“It’s difficult because you then have to come back to a job, and you’ve stayed static and others have
progressed, so you’re going to have to drop back down to where you were... You know, having got
their PhDs is fantastic, but then we’re struggling because we have a clinical service to run that we
can’t, you know, | can’t give them a post... If they could slot nicely into a clinical academic post that’s
funded, that would be fantastic! The trouble is it’s so difficult... we just need them to be working

[clinically].” M6

Backfill chain

Most interviewees recalled that a major impact of clinical academic activity, was the need to secure backfill
to cover clinical time/duties. This was perceived as being time consuming and creating operational
difficulties for managers, particularly if the research fellowships were part-time, or within small

departments, as summarised by M3 and M8:

“The frustration of backfill is getting comparable people to cover the gap... So you kind of have to

accept you might have a gap in the service.” M3

“It’s challenging because often, they are... if it’s a full-time fellowship, that can be sometimes easier,
but what often happens is they’re part-time, and that creates a back-fill chain, because the people
that are taking fellowships are quite senior, so part of the post becomes available, somebody, junior

to them applies and often is successful, so it creates this backfill chain.” M8
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However M7, who was responsible for a team of >400 clinicians from a single discipline, recalled that they
were able to offer greater flexibility with backfill, due to the size of the department and the nature of the

shift pattern:

“With shifts, it’s really flexible, so that absolutely wouldn’t be a problem, and with people that go off
50% of the time to pursue something different, we just cover them. So, it’d be like they’d have a
clinical job share... we’ve got such a big team, so, actually, losing a few [clinicians to research

fellowships], it doesn’t have such an impact.” M7

Interviewees described that “creative thinking” (M4) was required to piece together “a jigsaw” (M8) of the

necessary backfill. For example, by increasing working hours or downgrading the post:

“In a weird way | backfilled myself for one day of it because | was only 0.8 so then | went full time and

needed 0.2 of it and then the other 0.2 we got backfill for.” R11, pre-doctoral

“Right now in my post, although I’'m 0.5, the 0.5 of my salary is about 0.7 of a [lower clinical grade],
so they should be time rich for patient care. So you get more for your money with backfilling us, if you

look at it that way.” R3, post-doctoral

Others were concerned that downgrading might have a detrimental effect of the long-term sustainability of

both research fellowships and clinical posts, especially given extensive financial pressures:

“It centres around the research culture and an understanding of the value of research and then on a
very practical level just getting support to either undertake a fellowship and get the right and
appropriate backfill. | mean, I’'ve been in a situation where the backfill for my post has actually been
downgraded because it’s seen as an opportunity to perhaps save some money for the Trust, and

that’s not sending the right message, is it?” R6, post-doctoral

Medical mode/

There was a widespread perception that involvement in clinical academic activity was more accessible for

doctors compared with NMAHPPs, as discussed by R11 and M1:

“I think the problem for us as non-medics is that this type of research is not within our career
progression... people aren’t coming at you like they do with the medics and saying, ‘Okay you’re a

[junior doctor] and now you’ve got to do your research otherwise you’re not going to get a

14

For peer review only - http://bmjopen.bmj.com/site/about/guidelines.xhtml


http://bmjopen.bmj.com/

368
369

370

oNOYTULT D WN =

e}

371
10
12
13
14
15373
16374
17

18375
19

20376
21

22377
23

4378
25
26
27
28380
29
30
31382
32

33

34

35
36383

37384
38

39385

40386
41
42387
43
44388
45
46389
47
48

49391
50

379

381

390

51392
52

53393
54
55394
56
57
58

59
60

BMJ Open Page 16 of 39

consultant post’. It’s completely different. And, so because of that, | found it really challenging to

access any kind of help and support initially.” R11, pre-doctoral

“My perception is the medics have got it in the can... but | couldn’t tell you what that really means. |
do know there’s probably more of an acceptance or an expectation perhaps that medics do some

research.” M1

It appeared that many of the perceived detrimental impacts described above were associated with the
absence of a clear clinical academic career pathway for NMAHPPs, several interviewees were concerned that

it would not be appropriate to simply replicate the existing model for medics, as illustrated by R5 and M2:

“The medics have had that history of those two things [research and clinical practice] being
intertwined more from a longer time. For [NMAHPPs] it isn’t as established, so we’re in different
territory. And whether we should be trying to head the same way or cultivate entirely new

arrangements is another question, but [we] just don’t have that track record.” R5, pre-doctoral

“I' also think, sadly, that in some of the medical staff, there is a snobbery, and there is a snobbery
that, actually, only medics do research, and only the research that medics do is valuable and valid,

and all the rest of it.” M2

Best of both worlds

Despite the challenges described above, the perception among research-active clinicians appeared to be one
of enhanced job satisfaction through the combination of clinical and research roles, as illustrated by R9 and
R10. This emerged as the driving force for pursuing clinical academic opportunities, and was also highlighted

by the majority of managers, as described by M2 and M7 (below):

“I would rather be a clinical academic than an academic, because it is what gives me the butterflies.
It’s basically this combination between having hands-on the clinical reality and then based on the
questions that... are experienced by me in the clinical practice, having the privilege to be given the
time to go and try to answer them, and then give back the results and the benefits of those answers

to the clinical environment. That is what really motivates me.” R9, doctoral

“Far greater career satisfaction comes from a more varied role... And having the tools to impact care

at a deeper and wider level beyond the day-to-day level of clinical provision.” R10, post-doctoral
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“It allows you to combine the best bits of what they want they do into one job, because... | think,
looking at the people that we’ve got in the clinical academic roles, it allows them to get the best of

both worlds for what they want.” M2

“I think just giving people opportunities to pursue different avenues, it makes them more motivated
in-work, as well. So, we know that happy staff provide better patient outcomes, we absolutely know

that.” M7

Making impact tangible

All interviewees were asked a general question: how do you think we can best capture and report the impact
of clinical academic activity at the Trust? This prompted a range of different responses exploring which
impacts were considered important, as well as what could be captured and reported. Responses were
broadly categorised as: direct research outputs, indirect research outputs, workforce impacts, and patient
impacts. These categories largely represented the first two themes identified above, with a focus on

capturing the impacts that bring positive visibility and cultural change within the Trust.

Direct research oulpufts
Direct research outputs included metrics that are typically required in fellowship reports, such as

publications and conference presentations. While these were perceived as quantifiable measures, there was
also an appreciation of quality, such as the impact factor and reach of the journal, and scope and audience of
the conference. However, the large majority of interviewees suggested that a better method of measuring
research impact might be to explore the implementation of the research findings, as illustrated by R12 and

M4

“‘These were the results of my study, we’ve changed our practice and here are the opinions of the
person who did it, the ward manager for example and this is how things have changed’... Those
would be the kind of statements that have the most weight, in my opinion. This is the positive change

that can come about through these kinds of fellowships.” R12, pre-doctoral

“I mean any kind of change in practice that’s based on research that’s done that’s funded by the
college or an academic funder. That’s what we should focus on. My version, my world of the NHS
doesn’t care about number of publications or where you publish or how many talks you’ve given.

That’s not an important driver outcome.” M4
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Indirect research outputs
Indirect research outputs focused on the contributions of the research-active clinicians to the development

of their profession or clinical specialty. At a national level, this included establishing treatment guidelines,
involvement in professional bodies and peer reviewing, as illustrated by R6. Securing funding for additional
research projects or clinical services, and sharing learning with the clinical team were also perceived as
important impacts locally, as suggested by R10. However, it was acknowledged by several managers that

research-active clinicians contributed their own time for many of these activities, as reported by M1.

“I've been able to influence national [clinical discipline] policy and change practice. So, | mean,
that’s... it’s been very satisfying to see that and to know that that’s happened in an evidence-based
way... | think we need a way of measuring, you know, if you’ve been asked to contribute to a national

guideline. Is that being recorded somewhere and is that being recognised?” R6, post-doctoral

“[Research-activity] leads to further funding or other projects, or supporting others to do work in the

field.” R10, post-doctoral

“They’re being asked to speak, they’re chairing panels that’s all time, and it’s rare that the academic
PAs [programmed activities] in their job plan fully support all of that activity. And | know from
personal experience that people spend an awful lot of their additional own time preparing for

things... | think, there’s an acceptance people will do a lot in their own time.” M1

Workforce impacts
Proposed workforce impacts included improved recruitment and retention of staff, as highlighted in the sub-

theme positive reputation (above), and increased involvement of clinical staff in research, as illustrated by R8

and M8:

“I think [the] evidence is — each individual department, you can see how many [NMAHPPs] are
involved in research, what they’re doing, if they have funding permanently, if they are supported —
let’s say one day a week... So, all of this is evidence that your department is active academically as

well as the clinical that is going on.” R8, pre-doctoral

“Even if somebody’s come into the service and hasn’t had an interest in research, then, you know, it

grows their interest in it, it helps them go down the path.” M8

Impacts fo patients
Interviewees highlighted the importance of capturing changes in patient outcomes that were associated

with research activity, however it was acknowledged that associations between research activity and patient
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outcomes might be difficult to identify, as noted by R1. Other suggestions included feedback from patients

and Patient and Public Involvement (PPI) representatives:

“The broader NHS or Health Education England have acknowledged that a research active trust has

funding ends

It’s hard to progress clinically, it kind of puts you on pause, even though | feel like my clinical

better outcomes for patients, there must be a way of tracking that, that if you can show a difference
year on year in terms of the research activity of your clinicians compared to the kind of outcomes of
patients, but obviously that’s a massive piece of work to stratify it... On a really macro level: ‘Here’s
how many people are research active, here’s how many patients are having good outcomes’ and
then, but also on a more micro level, project by project.” R1, doctoral
“I think the patient voice has to be the most powerful doesn’t it, the impact on patients and directly
linking it to that work.” M1
Table 2. Additional quotes supporting the identified themes and sub-themes
Theme | Subtheme lllustrative quote
Approach to I guess anyone that’s going into research is quite passionate about that, and they will often have
patient care a specific area that they are passionate about, and keen to improve, bring back any new
learning or innovations from outside into clinical practice. M8
n
g’n You really start to appreciate how much we overlook the role and the burden and influence that
g caregivers have, and whilst we’ve always tried to obviously include them in our clinical work
-5 before, all of our clinical work has a focus which is the patients. R12, pre-doctoral
] Research Support from more experienced clinical academics who can help guide through the challenges
5 culture that are often faced in this role such as timelines, funding, bureaucracy... R10, post-doctoral
)
a There weren’t many role models in the UK... We need more professors, more AHP professors;
there’s actually very few at the moment. R6, post-doctoral
Well, their enthusiasm, for a start, and they can, you know, bring the team with them with their
research. M6
Positive I think the PR [public relations], you know, [named research-active clinician] is constantly on
reputation Twitter, and so it’s using the [organisation’s] name, the papers that we get published, and
again, it’s got the [organisation’s] name on it. M6
E‘ If staff are learning and being challenged, they’re probably less likely to leave. R3, post-doctoral
E (In)visibility When | came back from my [doctoral] fellowship, in many ways | almost felt as though | came
i and back in a [junior] role, where | was just churning out patients and not really having the
s (in)accessibility | opportunity to share those skills that | had, or to upskill the team. R3, post-doctoral
It’s about understanding that... it’s not that people don’t want to apply, it’s that there are
barriers so you’re moving... you’re kind of moving the onus on them not applying rather than the
fact that maybe they have different barriers that we haven’t considered. R7, doctoral
Q Applying for I've been looking at the most optimum funding opportunities for me to continue what | would
€ research like to do as the next stage of my research. I’'ve been looking at the NIHR Advanced Fellowship,
% g funding looking at the timelines for that, the application form, and I’'ve been reflecting... I've really pulled
s g out the feedback from that and looked at it very carefully to see what sort of work | need to do
2 s to make my next application successful. R6, post-doctoral
S ‘é When the The other side of the coin is that it’s difficult to progress while you’re in it [research fellowship]...
£
)

skills are developing. R2, pre-doctoral
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We’ve been trying to create those roles for a few years now, but the challenge is trying to kind of
get the funding to have those dedicated sessions for research, and so the only way in which
we’re achieving it is through grants and things like that, so all of the research activity going on
at the minute is only through awards that enable us to have some research time... But it’s not
certain, so it’s really hard to plan for that, both the clinical backfill piece, but also in terms of
what you can then achieve or plan for research-wise. M8

Backfill They [research-active clinicians] get some funding to do some research and then they’re with us
part time and then we have to backfill them and that creates an operational pressure. M1
Medical model | If you’re a doctor on a career in a medical pathway, you will have time out to go and do your
research or you’ll be required to do your audit or to get your portfolio signed off. You’ll need all
of that. But actually we’re not required to have that, and then we are so desperate just trying to
find this frontline staffing. M3

We [NMAHPPs] don’t have that expectation of engaging [in research], and that may need to
change actually. | think a lot of the narrative we’ve got about clinical academics comes from the
really well-defined pathways of the classic physician. I’'m happy that that exists, of course, but
I’m anxious that it all seems to be about that kind of model — not anxious, I’'m just sometimes
unhappy that it all seems to be geared towards having that same model. R4, post-doctoral

Best of both The investment is in you to develop it, and that’s brilliant, so that means there’s a lot of scope to
worlds deepen your academic interest area and develop a project. | can see what needs to be done and
I don’t see blockages; | just see a lack of history with it. R5, pre-doctoral

Direct research | I think our definition of impact needs to change radically, because so far impact is publications,
outputs and that is all that matters unfortunately... | hope — I think, and | hope, it is starting to change...
because the impact that [we need to measure] or want to see is the change that happens in
practice. R9, doctoral

Indirect So | think a lot of the staff who are research active are then the ones who sit on various, you
research know, we’ve got someone that sits on a [multi-disciplinary national clinical area professional]
outputs body, we’ve got various people who are considered experts within our professional body, who

contribute papers and things like that. So | don’t know whether that is also a measure of impact
in terms of the national influence, because of the bodies that they sit on. M8

Workforce | feel like it’s made me appreciate [the] Trust so much more, that I've got this opportunity with
impacts them and, | just feel really lucky to work here because in other places it might not have
happened... Retention is a problem across [the NHS], especially in London, and I’m one of... I'm
one of the longer [serving] ones! R2, pre-doctoral

Impacts to We showed that we could deliver a one stop clinic and that patients loved it, and that they could
patients have surgery on the day, and that they don’t need follow-up and they do just fine. So we showed
a model that patients really liked, had great satisfaction with and great outcomes, and at the
same time saved the trust money. R3, post-doctoral

Making impact tangible

It would be interesting to capture ways of working or new arrangements of leadership. You
could look for evidence of that from the patients and people themselves. They’re qualitative
things but you can add them up. R5, pre-doctoral

Discussion

Our qualitative exploration of the perceived impacts of clinical academic activity among NMAHPPs described
these impacts across four themes. The first theme described cultural changes including beneficial shifts in
patient care and research culture. The second theme explored visibility. Clinical academic activity was
believed to generate a positive reputation for the organisation, however there were also perceived elements
of invisibility and inaccessibility of clinical academic roles. The third theme discussed the impacts of the

clinical academic pathways, including the precarity of clinical academic roles and the associated challenges

19

For peer review only - http://bmjopen.bmj.com/site/about/guidelines.xhtml


http://bmjopen.bmj.com/

Page 21 of 39 BMJ Open

472
473

474
475

S\DOO\IONU'I-PUUN—‘

11476
12477
13

14478

15
16479

480
18

19481
20
21482
22
23
24484
25
26485
27

28486
29
30487
31
32488
33489
34
35

36490

37491

483

39492

40
41 493

42494
43

44495
45
46
47 497
48

49498
50
51

52500
53

496

499

54501
55
55502
57503
58
59504
60

for individuals and clinical teams. The final theme highlighted possible methods of capturing and reporting

these impacts.

Perceived impacts of clinical academic activity were largely positive and focused either directly on the
generation of evidence and the delivery of evidence-based care, or indirectly via expanding research
awareness and providing research support within clinical teams. Similar attributes have been reported
following the introduction of specific research fellowships [25, 26], interventions to increase research
activity among clinical staff [27, 28] and research practitioner roles [29, 30]. In the current study, research
activity was also associated with increased self-confidence in discussing the available evidence with patients
and involving patients in shared clinical decision-making. Person-centred care and shared decision-making
are characteristics that healthcare systems strive for [31, 32], and our findings suggest that research-active
clinicians are well placed to support patients’ and clinicians’ understanding of the available evidence to
enable informed decision-making. Interviewees emphasised that assessments of research impact should aim
to capture these aspects of care delivery, rather than the current perceived focus on academic outputs, such

as publications, however it was acknowledged that this may be difficult in practice.

Published approaches to support and measure research translation and impact within healthcare, include
prospective implementation plans with clearly identified outcomes and use of implementation reporting
guidelines [10, 33]. These strategies may be valuable when exploring the broader impacts of clinical

academic activity, although attributing recorded changes to an individual study remains challenging.

Most managers named individual research-active clinicians within their teams and highlighted beneficial
outcomes in terms of service delivery and research engagement. Research-active clinicians were labelled as
“pied pipers” (M1) and drivers of change. However, there were cautionary suggestions that research
engagement was driven by, and often dependent on, these individuals, and was not necessarily fully
embedded in the service. A recent rapid review of theoretical frameworks for embedding research culture
into allied health practice suggested that a sustainable change requires four factors: 1) organisational
structures, policies and governance that support and value evidence-based practice; 2) research capability
and advocacy among health care managers and leaders; 3) dedicated research positions, time allocated to
research, and access to education and research infrastructure; and 4) individual research skills, capabilities
and motivation [34]. Interviewees in the current study described the positive impacts of developing
individual skills, capabilities and motivations, however they also illustrated that the structures to support
research, including protected time and recognition, were not well embedded within the organisation. For
managers, there appeared to be a conflict between wanting to support and enable the development of
research-active clinicians, anticipating the beneficial effects this might have, versus needing sufficient

staffing to provide a clinical service. Our findings suggest that the value of clinical academic research posts
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for the service have not yet been realised and that the tension between ‘research’ and ‘clinical’ time still
exists. The development of a sustainable research culture requires dedicated research positions, protected
research time and a clinical academic career structure, which has proved challenging across international
settings [35, 36]. Some organisations have shown that it is possible to develop bespoke solutions to ensure

career progression [37].

The second theme of visibility revealed the role that individual research-active clinicians have in developing
research capability and motivating their clinical team. Areas without clinical academic role models may not
have the same level of exposure, or encouragement, to pursue research opportunities across the
organisation. Without a personal connection to these activities, staff may perceive them as inaccessible.
Appropriate NMAHPP role models have previously been identified as enablers of research activity [38], and
interviewees in this study gave examples of where this had occurred. However, although interviewees
suggested that research engagement should be captured through quantitative data on the number of
registered projects (audit, quality, improvement and research) and individuals involved in these projects, no
one mentioned using existing measures of research awareness/engagement such as research spider or
research culture and capacity survey, which have been reported in other NMAHPP clinical academic contexts
[39-41]. It is possible that measures of actual research activity held greater importance for interviewees
compared with more abstract measures of research knowledge and research intention; however, it is also

possible that interviewees were not aware of the existing survey measures.

When interviewees were asked about the value of different impacts, sustained opportunities to be involved
in research were highlighted as a factor that might improve staff recruitment and retention, and recruitment
data was suggested as another method of capturing the impact of clinical academic activity. Similar views
have been reported elsewhere [29]. However, while research involvement was seen as a positive driver for
the workforce, the process of applying for and securing research funding was also seen as challenging for
both individuals and teams. A recent mixed methods study of NMAHPP clinical academic careers
recommended investment in clinical academic roles to enable the continued utilisation of research-active
clinicians’ skills and experience [38]. In our study, the clinical academic model for doctors was perceived as a
clearer and more established pathway with dedicated clinical academic positions; however there were
concerns that it might not be appropriate, or possible, to directly emulate this pathway due to differences in
clinical roles and level of post-graduate clinical experience. While there is growing international interest in
the development of sustainable NMAHPP clinical academic careers, current job descriptions and pathways

vary and there are few substantive posts [37, 42].

Comparison of the research impacts reported in the current study with those in existing frameworks

highlights interesting contextual differences. Key themes identified in a recent systematic review of
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methodological frameworks for impact assessment in healthcare research focused on the macro level, for
example influence on policy making and health-related and societal impact [7]. In contrast, interviewees in
the current study gave their perspectives of the impacts of the clinical academic activity on the day-to-day
delivery of care and the skills and expertise available within their team/department. This may reflect the fact
that most of our clinical academic interviewees were early career researchers and had not yet explored
impacts beyond the local context. It also illustrates how a broad range of relevant stakeholders will need to
be involved in determining local, national or international assessments of research impact [9, 10]. Another
difference between our study and existing methodological frameworks was our exploration of the impact of
clinical academic activity, rather than research per se. For our interviewees, the process of NMAHPP
clinicians getting to a position to be able to conduct research (i.e., securing funding and backfill), and the
impact of this on their team were also essential components, which needed to be repeated for each new

research study or fellowship.

Our recent systematic review explored the impacts of NMAHPP clinical academic activity reported in the
literature and used the VICTOR framework to categorise the identified impacts. Across all categories, there
were three recurring sub-themes: the challenges and benefits of balancing clinical and academic roles;
creation and implementation of new evidence; and collaboration and networks. The first two of these sub-
themes were also reflected in the current study, suggesting that these are likely to be important features in
developing clinical academic careers and areas where impact could be assessed. We believe the ability to
develop and utilise collaborations and networks is dependent on securing a clinical academic career
structure within individual organisations, and that investment is required to ensure that clinical academics

are in a position to progress beyond one-off fellowships.

Limitations

The current evaluation was conducted within a large, multi-site NHS organisation and an important
limitation is that the findings may not represent different healthcare environments or geographical settings.
However, the comparison of our findings with the existing literature suggests that similar themes are likely
to be important elsewhere. Our study was not restricted to the evaluation of one specific type of research
fellowship, or other intervention, and therefore reflects different clinical academic scenarios that occur
within the NHS. Clinical academic activity was defined as engagement in research alongside clinical practice
that was supported by additional funding. We acknowledge that other service development and quality
improvement activity occurs within the organisation, but we were guided by the Health Research
Association definition of research, and therefore did not include activities defined by the former two

categories [17].
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It is possible that interviewees may have responded in a way that they felt was socially desirable, however
steps were taken to facilitate open dialogue and explore both positive and negative aspects of clinical
academic activity. Strategies included an interviewer who was not known to the interviewees in their clinical
or research settings, and the opportunity for interviewees to review their transcripts to ensure appropriate
anonymity. The research team comprised clinical academics from nursing and physiotherapy. To ensure that
study development was informed by a broader range of disciplines, interviewees and other research-active
clinicians were included in pre-piloting and refining the interview schedule, reviewing and developing the

Framework Analysis and resulting themes/sub-themes to minimise the influence of the study team.

It was interesting that the views of managers and research-active clinicians were well aligned. Previous
research has identified non-facilitating managers at organisational and local levels as key barriers to the
development of clinical academic opportunities [36, 43, 44], and this was a problem experienced by some of
our clinical academics. However, interviewees were a self-selected population who responded to email
invitations to discuss research activity and it is possible that the managers who participated held more
positive views towards clinical academic activity than others within and outside the organisation. Managers
and research-active clinicians were identified using a purposive sampling strategy aimed at including a
breadth of different experiences (clinical discipline, academic level, clinical grade, hospital site). We did not
include ethnicity as a sampling criterion, nor collect ethnicity data for participants, and acknowledge this as a

limitation.

Conclusions

Perceived positive impacts of NMAHPP clinical academic activity focused on interlinked positive changes for
patients and clinical teams. The perception was that for patients, this included access to evidence-based
treatment and evidence-informed shared clinical decision-making. For clinical teams, this was experienced
through positive changes to the local research culture. The availability of, and support for, research
opportunities, were believed to improve staff recruitment and retention within research-active
departments. However, these impacts centred around individual research-active clinicians and did not
necessarily translate to all areas within the organisation. Moreover, the internal visibility of clinical
academics was often limited. The current clinical academic pathway was identified as creating challenges for
managers due to a tension between supporting externally funded research-time and having sufficient
staffing to cover the clinical service. Our findings suggest that the local impacts of clinical academic activity
are important to individuals and to the organisation, but that sustained investment and support are required

to ensure that research-active clinicians are able to realise the broad range of positive impacts identified
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here. It is also important that mechanisms of capturing and recording different impacts are used, so that the

value of clinical academic activity is visible.
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Date  / [/ Interview code

Interview Topic Guide — Clinical Academic

Pre-interview

Consent form complete []

Check agree to audio recording [
Assure confidentiality [

Confirm time available for interview

Introduction

Aims of the whole service evaluation: explore clinical academic activity among non-medics at the Trust and
how we can record the impact of this activity.

Aims of this interview are to find out about your experiences and any suggestions you have for this project.

Demographic information
Primary hospital site

[] St Mary’s Hospital [J Hammersmith Hospital
[ Charing Cross Hospital [] Western Eye Hospital
(] Queen Charlotte’s and Chelsea Hospital
Other
NHS band Year of clinical qualification

Clinical discipline

(] Nurse L] Art, drama or music therapist
L] Midwife L] Clinical research practitioner
L] Dietitian
[ Clinical psychologists [] Occupational therapist
[] Healthcare scientists L] Orthoptist
(1 Pharmacists L1 Operating department practitioner
L] Osteopath
[ Assistant, technician or L] Podiatrist
associate of any of these professions (also [J Prosthetist/orthotist
tick relevant professions) (] Paramedic

L] Physiotherapist
[] Radiographer
L] Speech and language therapist

L] Other

Clinical specialty

Research fellowships / funding

What does this fellowship/funding mean for you?

Newington et al 2020 | Clinical academic service evaluation | Topic guide Page 1

For peer review only - http://bmjopen.bmj.com/site/about/guidelines.xhtml


http://bmjopen.bmj.com/

Page 31 of 39 BMJ Open

oNOYTULT D WN =

1. Can | start by asking: what your role involves day to day?

Prompts

Clinical v academic activities — are these integrated or separate?
Is securing fellowship/research funding or part of role?
Management

Responsibility for supervising others

Education

Career aspirations

What about after your fellowship?

What does the term clinical academic mean to you?
Follow up:
Do you see yourself as a clinical academic?
If not, why not? And what might a clinical academic role look like to you
What do you see as the difference between a clinical academic and an academic?

What do you think the role of clinical academics should be within:
a) Alocal team, for example within your team
b) The wider department
c) Across the whole Trust
Prompts
What do you think are the benefits of these types of role?

How would you summarise your research activity at the Trust?
Prompts
Focus — clinical care/intervention, patient journey, experience
How did you decide this was something you wanted to be involved with?
Other clinical academic activities e.g. teaching / research support

Do you feel like your perspectives have changed as a result of your research involvement?
Prompts
Approach to delivering clinical care
Approach to reviewing/appraising the evidence-base
Has it changed how you feel about your work?
Any change to how you see your career developing?
Are there any activities you are now involved in as a result of your research/fellowship that might
not have been possible otherwise?

6. What do you think are/have been/will be the impacts of your clinical academic activity?

Prompts

On patients — clinical care, pathways, experience, satisfaction

On clinical team — have others become involved in research, clinical understanding, time
management, project management, presentation skills, any cross over skill?

To the Trust — staffing

Outside the Trust — reputation, wider implication of change in practice

7. Are there any factors that were particularly helpful for you in generating these impacts?

Prompts
Protected time after fellowship
Funding — publications, conferences etc

Newington et al 2020 | Clinical academic service evaluation | Topic guide Page 2
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8. Have you experienced any obstacles to creating impact from your research?
Prompts
Protected time after fellowship
Funding — publications, conferences etc
Any differences between the opportunities for medical and non-medical HCPs

9. Where do you see yourself in 5-10 years time?
Prompts
Role — clinical/academic etc.
Locations
Goals

10. How do you think we can best capture and report the impact of our clinical academic activity?
Prompts
Discuss numerical versus qualitative/experiential data
What type of data do you think hospital managers are looking for?
What type of data do you think the NHS are/should be looking for nationally?
Impact assessment tools/ standardised assessment measures
Timescales of impacts —when to collect the impact data?

11. Which of these elements of impact do you think should be most important for the Trust?

Prioritisation activity using existing impact tool, plus anything else mentioned by interviewee above:
Highlight the measures/questions you think are most important
Prompt for top 3 measures of impact and reasoning for choices
Are there any that you really don’t think would be important for the Trust?
How do you think this might be different for medics versus non-medics research?

12. Is there anything else you would like to discuss regarding clinical academic activity?
13. Do you have any questions you would like to ask me?

14. Is there anyone else in the Trust you think it would be particularly useful for me to speak to?

Post-interview

Thank interviewee for their time

Assure confidentiality — discuss interview/transcripts in batches
Inform re transcript check, if applicable

Newington et al 2020 | Clinical academic service evaluation | Topic guide Page 3
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Date  / [/

BMJ Open

Interview code

Interview Topic Guide — Manager

Pre-interview

Consent form complete []

Check agree to audio recording [
Assure confidentiality []

Confirm time available for interview

Introduction

Aims of the whole service evaluation: explore clinical academic activity among non-medics at the Trust and

how we can record the impact of this activity.

Aims of interview: find out about your views and experiences as a manager of non-medical healthcare

professionals

Demographic information
Primary hospital site
(] St Mary’s Hospital
(] Charing Cross Hospital
(] Queen Charlotte’s and Chelsea Hospital
Other

[J Hammersmith Hospital
[] Western Eye Hospital

NHS band

Clinical discipline (own background)

Discipline(s) of those responsible for:
L1 Nurse
L] Midwife

] Clinical psychologists
L] Healthcare scientists
] Pharmacists

[ Assistant, technician or
associate of any of these professions (also
tick relevant professions)

] Other

Clinical area /specialty

L] Art, drama or music therapist
L] Clinical research practitioner
] Dietitian

[] Occupational therapist

L] Orthoptist

L] Operating department practitioner
L] Osteopath

L] Podiatrist

L] Prosthetist/orthotist

[] Paramedic

L] Physiotherapist

[] Radiographer

L] Speech and language therapist

Newington et al 2020 | Clinical academic service evaluation | Topic guide
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15.

16.

17.

18.

19.

20.

21.

BMJ Open Page 34 of 39

First, can | start by asking: what your role involves day to day?
Prompts
Any clinical duties
Any involvement in research, service evaluation, audit
Who are you responsible to — in terms of the management structure, rather than individual names

Have you received any funding or dedicated time for research as part of your career?
If not, is this something you would have liked? — why?
If yes, what did this mean to you?

What does the term clinical academic mean to you?

Follow up:
Do you have any individuals you would describe as clinical academics in your team?
What about their role makes them a clinical academic?

Thinking generally, what do you think the role of clinical academics should be within their:
d) Local team

e) Wider department

f) Trust

How do you think clinical academic roles might be supported within the NHS?
Prompts

Career structure

Roles and responsibilities

What is your experience of managing team members involved in any type of clinical research activity?
Prompts
Types of research activity
Managing backfill and recruitment
Managing service delivery
Role of the clinician within the team e.qg. during a research fellowship
Impact of the clinical academic activity on the wider team
Any impacts to patient care
Dissemination activities — writing for publication, presenting at conferences

What differences have these individuals made to your team?
Prompts
During the research
After the research was finished // or what differences do you anticipate after the research is finished
Impacts to patients
Impacts to different team members
Impact to the individual
Positives and negatives

If no experience:
What do you anticipate might be the differences to your team if you were supporting a clinical academic

within your service?

Prompts

Newington et al 2020 | Clinical academic service evaluation | Topic guide Page 5
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44
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Backfill and recruitment

Service delivery

Role of the clinician within the team during research time

Impact of the clinical academic activity on the wider team

Any impacts to patient care

Dissemination activities — writing for publication, presenting at conferences
Differences both during and after their research project

22. Thinking broadly, what do you think are the impacts of clinical academic activity at the Trust?
Prompt positives and negatives for the:
Team
Patients
Individual
Trust
Professional discipline / other non-medical professions

23. How do you think we can best capture these impacts?
Focus on interviewees ideas initially
Prompt numerical data
Prompt qualitative/experiential data — how do they think we could capture the value

Proceed to discuss contents of existing research impact frameworks/tools
Based around the VICTOR tool, which has 6 domains:

Health benefits, safety & quality improvements during the study

Service and work force impacts

Research profile of the organisation and research capacity

Economic impacts

Organisation’s influence and reputation

Knowledge generation and knowledge exchange

24. What measures of impact do you think should be most important for the Trust?

Prioritisation activity using existing impact tool, plus anything else mentioned by interviewee above:
Prompt for top 3 measures of impact and reasoning
Are there any that you don’t think would be important for the Trust?

25. Is there anything else you would like to discuss regarding clinical academic activity?

26. Do you have any questions you would like to ask me?

27. Is there anyone else in the Trust you think it would be particularly useful for me to speak to?

Post-interview

Thank interviewee for their time

Assure confidentiality — discuss interview/transcripts in batches
Inform re transcript check, if applicable

Newington et al 2020 | Clinical academic service evaluation | Topic guide Page 6
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Impact of non-medical clinical academics at Imperial College Healthcare
NHS Trust (ICHT) — Information for participants

Thank you for your interest in our service evaluation exploring the impact of clinical academic
activity among non-medical healthcare professionals. Key information about the project is outlined
below. If you have any questions, or would like any additional information, please email Lisa
Newington on l.newington@imperial.ac.uk.

Why are we carrying this service evaluation?

In 2018 a 5-year strategic plan was launched at ICHT to promote clinical academic activity among
healthcare professionals outside medicine. The aims of the plan, entitled ‘Research is Everyone’s
Business’ were to increase research capacity and capability across these professional groups and to
enhance the quality and relevance of research outputs to improve patient care. An additional aim
was for ICHT to be seen as a leading NHS trust for clinical academic careers. This service evaluation
has been developed to assess the perceived impact of clinical academic activity across non-medical
healthcare professionals within ICHT. The findings will be used to develop a specific impact
assessment framework that will enable the standardised capture of clinical academic research
impact in the future.

Who is eligible to be involved?

We would like to speak to healthcare professionals of any grade who have been involved in clinical
research at any level. This evaluation only includes non-medical professions, for example: nurses;
midwives; allied health professionals (art therapists, dietitians, drama therapists, music therapists,
occupational therapists, orthoptists, operating department practitioners, osteopaths, podiatrists,
prosthetists/orthotists, paramedics, physiotherapists, radiographers, and speech and language
therapists); clinical psychologists; healthcare scientists and pharmacists. Assistants, technicians and
support workers within these disciplines are also invited to take part. We would also like to be
speak to service managers for these professions.

Who is in the service evaluation team?

The evaluation is being led by Lisa Newington, with support from Caroline Alexander and Mary
Wells. Contact details are provided at the end of this information sheet. A small number of research
fellows and clinical students may also be involved in anonymised stages of the analysis, to provide
an opportunity for their learning and development. Their invovlement will be supervised and
moniored by the service evaluation team.

What will the interview involve?

The interview will be a one-off discussion with Lisa Newington. This will be guided by questions
about your experience of being involved in clinical research, how you think clinical academic
activity can be supported within the Trust and how we could/should measure the impact of this
activity. The interview will be audio recorded to allow a qualitative analysis of the key themes
across all interviews. If you would prefer to be interviewed with a colleague or colleagues, this can
be accommodated. Interviews will be arranged at a time and location that is convenient for you
and are anticipated to take 30-45 minutes. You will be given the opportunity to review the

Participant information sheet | version 1.0 | 16.12.19 | Appendix 2
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interview text once it is transcribed, and to provide feedback on the initial analysis. It is up to you
whether or not you wish to be involved in these steps.

Will my contribution be anonymous?

The recorded interview will be transcribed by an external company who are bound by a
confidentiality agreement. Transcripts will be filed using an anonymous reference code. ldentifiable
data (your name and clinical specialty) will be logged separately. The project report for ICHT will
include illustrative quotes to support the themes identified. It may be helpful to include participant
names and clinical speciality in support of existing clinical activity, however these details will not be
included without your expressed permission for the particular quote and in the specific context.
Any journal publications that result from this project will not include any identifiable information.

Who has approved this project?

This service evaluation has been approved by the Imperial College Healthcare NHS Trust audit office
(imperial.audit@nhs.net; reference 418). The project is funded by NIHR Imperial Biomedical
Research Centre (BRC).

What if | no longer wish to be involved?

You can request for your interview to be removed from this project for 21 days after the interview,
at which point the audio file and transcript will be deleted. After this time, the anonymous
transcripts will have been incorporated into the analysis and it will not be possible to remove
individual components. Before 01/08/2020, you can still request that no quotes from your
interview are used in the final reports. Please email |.newington@imperial.ac.uk if you wish to
make either of these requests.

Who should | contact if | have a complaint about the project?

Please speak to one of the service evaluation team in the first instant using the contact details
below. Alternatively, you can contact the Trust audit office on 0203 312 2460 or
imperial.audit@nhs.net.

Dr Lisa Newington Dr Caroline Alexander Prof Mary Wells
Research Associate Lead Clinical Academic for Therapies, Lead Nurse for Research,
(Physiotherapist) ICHT ICHT
l.newington@imperial.ac.uk caroline.alexanderl@nhs.net mary.wells5@nhs.net
07866997732 07884310240 0203 311 7422

Thank you for your interest in our service evaluation!
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COREQ Checklist

female?

Item Guide questions Response Section
Domain 1: Research team and reflexivity
Personal characteristics
Interviewer Which author conducted the Lead author Methods:
interviews? participants and
recruitment, p4
Credentials What were the researcher’s Post-doctoral researcher Methods: design
credentials? and approvals,
p3
Occupation What was their occupation at the | Physiotherapist Methods: design
time of the study? and approvals,
p3
Gender Was the researcher male or Female Author names

Experience and
training

What experience or training did
the researcher have?

Previous qualitative experience

Methods: design
and approvals,

p3

Relationship with participants

the interview

the service evaluation

Relationship Was a relationship established Research team and interviewees Methods: study
established prior to study commencement? |were based within the same design and
healthcare organisation. approvals, p3
Interviewees were not known to Discussion:
the lead author in clinical/research | [imitations, p22
capacity
Participant What did participants know A participant information sheet was | Methods:
knowledge of |about the research? provided prior to involvement in participants and

recruitment, p4

Interviewer What characteristics were Background research and clinical Methods: design
characteristics |reported about the interviewer? | positions discussed and approvals,
p3
Domain 2: Study design
Theoretical framework

Methodological
orientation and
theory

What methodological orientation
was stated to underpin the
study?

Qualitative service evaluation

Methods: design
and approvals,

p3

Participant selec

tion

Sampling

How were participants selected?

Purposive sampling strategy,
criteria are reported

Methods:
participants and
recruitment, p4

the study?

Method of How were participants By invitation email and provision of | Methods:
approach approached? the participant information sheet. | participants and

recruitment, p4
Sample size How many participants were in 20 Results:

participants, p6
Table 1
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Item Guide questions Response Section
Non- How many people refused to 8 individuals did not respond to the |Table 1
participation participant or dropped out? invitation email. None of the
Reasons? participants dropped out
Setting
Setting of data | Where was the data collected? A combination of face-to-face, Table 1
collection video and telephone interview. One
interview was also completed by
email
Presence of Was anyone else present beside | No additional people were present
non- participants and researchers? for the face-to-face interviews.
participants Interviewees were asked to find a
private place where they were
comfortable to talk for the video
and phone interviews
Description of | What are the important Demographic and key occupational |Table 1

sample

characteristics of the sample

characteristics are reported

Data collection

Interview guide

Were questions, prompts, guides
provided by the authors? Was it
pilot tested?

A pre-piloted interview schedule,
including questions and prompts,
was used throughout

Methods: design
and approvals,
p3 Additional file

Repeat
interviews

Were repeat interviews carried
out? If so, how many?

No repeat interviews were
performed

Methods: design
and approvals,
p3

Table 1

Audio / visual

How did the researchers record

Interviews were audio recorded

Methods:

advance and used to guide the
number of interviews

recording the data? and one was completed by email participants and
recruitment, p4
Field notes Were field notes made during Notes were made during and after | Methods:
and/or after the interview? the interviews and were recorded | participants and
in the interview log recruitment, p4
Duration What was the duration of the Interview durations are reported Table 1
interviews?
Data saturation | Was data saturation discussed? Data saturation was defined in Methods:

participants and
recruitment, p4

coding frame. Subsequent
transcripts were coded by the lead
author and reviewed by the
research team

Transcripts Were transcripts returned to Transcripts were reviewed by the Methods:
returned participants for lead author and compared with the |analysis, p4
comment/correction? audio file. Transcripts were

returned to participants for

checking, where this option was

selected on their consent form

Domain 3: Analysis and findings

Data analysis
Number of How many data coders coded the | Three researchers coded the initial | Methods:
data coders data? two transcripts to develop the analysis, p4
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Item Guide questions Response Section
Data coding Did authors provide a description | The process of forming the coding | Methods:
tree of the data coding tree? framework is discussed analysis, p4
Derivation of | Were themes identified in Themes were derived from the data | Methods:
themes advance or derived from the analysis, p4

data?
Software What software was used to NVivo Methods:

manage the data? analysis, p4
Participant Did participants provide feedback | Feedback was provided by nine Methods:
checking on the findings? interviewees who review the analysis, p4

preliminary analysis and
contributed to the final version

Reporting
Quotations Were participant quotations Quotations were provided for all Results, p6-18
presented presented to illustrated themes? |themes and were identified by the |Table 2

Was each quotation identified? interviewee’s code
Data and Was there consistency between | The themes were reflective of the | Results and
findings the data presented and the quotations. The conclusions were discussion
consistent findings? reflective of the data

Clarity of major
themes

Were major themes clearly
presented in the findings?

The identified themes were
described in the data and presented
visually as a figure

Results, p6-18
Figure 1

Clarity of minor
themes

Is there a description of diverse
cases or discussion of minor
themes?

Diverse cases were discussed within
the sub-themes

Results: p6-18

From: Tong A, Sainsbury P, Craig J. Consolidated criteria for reporting qualitative research (COREQ): a 32-item
checklist for interviews and focus groups. International Journal for Quality in Health Care 2007; 19(6): 349-57.
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The impacts of clinical academic activity: Qualitative interviews with
healthcare managers and research-active nurses, midwives, allied

health professionals and pharmacists

Abstract

Objectives: To explore the perceived impacts of clinical academic activity among the professions outside

medicine.

Design: Qualitative semi-structured interviews.

Setting and participants: There were two groups of interviewees: Research-active nurses, midwives,

allied health professionals and pharmacists (NMAHPPs), and managers of these professions. All participants

were employed in a single, multi-site healthcare organisation in the UK.

Analysis: Interview transcripts were analysed using the Framework Method to identify key themes, sub-

themes, and areas of divergence.

Results: Four themes were identified. The first, cultural shifts, described the perceived improvements in

the approach to patient care and research culture that were associated with clinical academic activity. The
second theme explored visibility and included the positive reputation that clinical academics were identified
as bringing to the organisation in contrast with perceived levels of invisibility and inaccessibility of these
roles. The third theme identified the impacts of the clinical academic pathways, including the precarity of
these roles. The final theme explored making impact tangible, and described interviewees’ suggestions of

possible methods to record and demonstrate impact.

Conclusions: Perceived positive impacts of NMAHPP clinical academic activity focused on interlinked

positive changes for patients and clinical teams. This included delivery of evidence-based healthcare, patient
involvement in clinical decision-making, and improved staff recruitment and retention. However, the
positive impacts of clinical academic activity often centred around individual clinicians and did not

necessarily translate throughout the organisation. The current clinical academic pathway was identified as
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causing tension between the perceived value of clinical academic activity and the need to find sufficient

staffing to cover clinical services.

Strengths and limitations of this study

- This qualitative evaluation illustrates research impacts from the perspective of research-active clinicians
and healthcare managers in the professions outside medicine.

- Existing methodological frameworks for the assessment of research impact focus at the organisational or
national levels, whereas we provide individual perspectives.

- The study was limited to employees at a single healthcare organisation and may not reflect other

settings.

Introduction

It is widely reported that healthcare organisations that engage in clinical research have better outcomes
than their non-research active counterparts [1-5]. For example, research activity has been associated with
improvements in organisational performance and efficiency, patient satisfaction and confidence in their
healthcare professionals, and staff satisfaction [3, 6]. Research activity has also been associated with
reductions in mortality and staff turnover [2, 5, 6]. Consequently, the UK Care Quality Commission Well-Led
inspection framework now includes specific assessment of clinical research activity and leadership [7]. A
number of frameworks have been developed to aid recording of research impact both within and across
organisations [8, 9]. These have largely focused on academic metrics, such as publications, citations and
securing further funding. However, the pertinent components of research impact vary across different
contexts [10, 11], and may include other aspects that are not traditionally measured or recorded. Our recent
systematic review used a modified VICTOR framework (making Visible the ImpaCt Of Research) to classify
the reported impacts of healthcare research led by clinicians from outside medicine [12, 13]. This included
broad categories of impact, such as: economic; knowledge exchange; service provision and workforce; and
research profile, culture and capacity. It also incorporated the individuals who might be affected: patients;
staff (recruitment/retention); and clinical academics. Across these domains, there were several recurring
elements that illustrated the challenges and benefits of balancing clinical and academic roles, the creation

and implementation of new evidence, and the development of collaborations and networks.

Within medicine, there are various career pathways and structures to support clinical academic roles [14,
15]. Opportunities for non-medical clinicians to engage in research alongside their clinical practice are now

increasing, particularly through schemes such as the National Institute for Healthcare Research and Health
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Education England funded ‘Integrated Clinical Academic’ Fellowships [16]. This is in addition to research
leadership capacity building initiatives such as the NHS 70@70 [17], research internships for newly qualified
clinicians [18], nursing, midwifery and allied health professionals research awards [19], and discipline-

specific research capacity building initiatives, such as the NIHR Nursing and Midwifery Incubator [20].

Imperial College Healthcare NHS Trust (a large hospital group within the UK National Health Service) has
developed a strategic plan to increase and support clinical academic activity among the professions outside
medicine [21]. We initiated a qualitative interview study to explore individual perceptions of the impacts of
this clinical academic activity, and understand any differences between the views of managers and research-
active clinicians. An additional component of this study explored the question of ‘what is a clinical

academic?’, and has been reported elsewhere [22].

Methods

Design and approvals
The study was approved by the Imperial College Healthcare NHS Trust Clinical Audit Team (reference: 418)

and followed a pre-specified protocol [23]. Additional NHS ethics approval was not required [24]. The
research team comprised post-doctoral clinicians from nursing and physiotherapy disciplines with previous
qualitative research experience. Qualitative semi-structured 1:1 interviews were conducted using pre-
piloted topic guides which were informed by our systematic review of the literature [13] (Supplementary File

1). The COREQ checklist was used to guide reporting [25].

Patient and public involvement

The focus of this study was on understanding the perceptions of healthcare managers and clinicians from the
professions outside medicine. Patient/public advisors were not specifically involved; however, the wider
topic of research impact was discussed with two public representatives as part of our larger programme of
research [26]. Interview topic guides were developed in collaboration with research-active clinicians from
both within and outside the NHS Trust. Involvement included providing feedback and suggestions on the
initial draft, piloting and further refining the final version. The medical and dentistry community were not
included in this stakeholder work because their clinical academic careers are already well established, and

our emphasis was solely on the professions outside medicine.
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Participants and recruitment

Imperial College Healthcare NHS Trust is a large multi-site NHS organisation situated in north west London,
UK. The Trust provides a range of specialist healthcare services located in both in- and out-patient settings,
and serves around a million people per year, with a staff of >13,000 [27]. Eligible research-active clinicians
were healthcare professionals from any discipline outside medicine who worked within the NHS Trust and
were engaged in clinical academic activity [28]. This included: nursing; midwifery; the allied health
professions (art therapy, dietetics, drama therapy, music therapy, occupational therapy, orthoptics,
operating department practitioners, osteopathy, podiatry, prosthetics and orthotics, paramedics,
physiotherapy, radiography, and speech and language therapy); healthcare science clinical psychology and
pharmacy, as abbreviated to NMAHPPs. Clinical academic activity was defined as engagement in research
alongside clinical practice that was supported by additional funding from clinical research organisations or

charities. This included both full and part-time research secondments.

Eligible managers were those responsible for managing any of the professional groups described above. This
ranged from line managers through to higher level service managers. Permission to directly contact
individuals was granted through the Trust Clinical Audit and Service Evaluation Team. Potential interviewees
were contacted by email, using addresses that were openly accessible through the NHS or university email

systems.

A purposive sampling strategy was adopted to ensure inclusion of a range of experiences. This also included
snowball sampling techniques, with interviewees and potential interviewees asked to suggest other
research-active clinicians and managers. Sampling criteria and recruitment processes are outlined in Table 1.
All participants provided informed written consent after reviewing the participant information sheet
(Supplementary File 2). Interviews were conducted by the lead researcher and were delivered face-to-face
or remotely, according to interviewee preference. The interviews were audio recorded and transcribed
verbatim by an external transcription company bound by a Non-Disclosure Agreement. Transcripts were
anonymised and returned to participants for comment/correction. Anonymisation included removal of
names, clinical disciplines, locations and other potentially identifiable characteristics. Recruitment continued
until the research team were confident that data saturation had been achieved and the purposive sampling
criteria were met. Saturation was defined as the interviewer hearing the same or similar content, and when

no new codes were identified during data analysis [29, 30].

Table 1. Recruitment details and sampling criteria

| | Research-active clinicians Managers
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1
2
3 i) Existing database of healthcare i) Trust leadership directory
4 professionals at the Trust with ii) Open invitation via Trust Twitter
5 Identification external research funding and e-bulletin
6 ii) Open invitation via Trust Twitter and iii) Suggestions from interviewees
7 e-bulletin
g Recruitment 17 email invitations 11 email invitations
13 agreed to be interviewed 9 agreed to be interviewed
1(1) Clinical discipline and/or speciality Clinical discipline and/or speciality
12 Sampling NHS Grade NHS Grade
13 criteria Gender Gender
14 Hospital site within the Trust
15 Academic level
16138
17
18
19

;‘1)139 Analysis
22140 Data were managed and analysed using the Framework Method [31, 32], supported by NVivo 12 software

141 (QRS International Ltd). The authors independently coded the first two transcripts and agreed the

25142 preliminary coding framework, which was applied to all transcripts by the lead author. Codes were added
27143 and modified in response to newly identified items. Any changes were agreed by all authors, and

29 144 retrospectively applied to pre-coded transcripts. Coded text was summarised, and analytical ideas were

;? 145 logged and explored thematically by all authors using the NVivo framework matrices function to identify

32146  both recurring and unique themes discussed by interviewees. Preliminary themes and sub-themes were

33

34147  shared with all the interviewees, nine of whom provided feedback that was incorporated into the final

;2 148  findings (six research-active clinicians and three managers). In addition, preliminary findings were presented

37149  tothe Trust Postgraduate Research Forum (research-active clinicians from non-medical disciplines) for

38
39150  feedback and comment. Example feedback included discussion on how the individual codes could be

2(1)151 arranged as themes and sub-themes, suggestions for the wording of the theme headings and ideas for the

42152  design of the summary model.
43

44

45

46

47153 Results

48
49
50

51155 managers). Participant demographics and interview details are provided in Table 2. None of the invited

154  Twenty interviews took place between February and July 2020 (12 research-active clinicians and eight

53156 managers or research active clinicians actively refused to participate, but there were two non-responders
54
55
56158  (one in each group) were unable to schedule an interview due to changeable work commitments associated
57

58159  with the Covid-19 response. Three individuals responded to the Twitter invitation, although all three had

59
60160 already been identified as potential participants. All purposive sampling criteria were met, with the

157  within the manager group, and four within the research-active clinician group. An additional two individuals
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exception of gender. However, the predominance of women reflects both the local and international

distribution of non-medical healthcare professionals [33].
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Table 2. Participant demographics and data collection details

Interviewees 12 8
Nursing 4 | Nursing/midwifery 3
Midwifery 2 | Allied health professions 3
.. Speech and language therapy 2 | Pharmacy 1
Clinical . S
discipline Occ%JpatlonaI therapy 1 | Multi-disciplinary 1
Radiography 1
“n Dietetics 1
g Pharmacy 1
E Gender Female 10 | Female
= Male 2 | Male 1
3 A 3 | Multi-site
E Hospital si B 2
a pital site c 4
D 3
Date of clinical | Median 2004 Not collected
qualification Range 1984-2016
Pre-doctoral 5 | Not collected
Academic level | Doctoral 3
Post-doctoral 4
c Face to face 3 | Face to face 2
2 | Interview Video call 6 | Video call 4
@ | format Audio call 2 | Audio call 2
S Email 1
8 | Interview Mean 57 minutes Mean 45 minutes
8 duration Range 45-70 minutes Range 27-62 minutes

Three non-hierarchical and interlinking themes were developed that described the reported impacts of
clinical academic activity (Figure 1). The first theme explored perceived cultural shifts that both involved and
extended beyond individual research-active clinicians. The second theme described diverging levels of
visibility for the research-active clinicians within different settings. The third theme examined the challenges
and opportunities of the existing clinical academic pathways. In addition, a final theme explored making
impact tangible and described interviewees’ suggestions of possible methods of capturing impact. All
themes are described below with illustrative quotes, and additional quotes are provided in Table 3. No
themes or sub-themes were specific to either managers or research-active clinicians and any unique or

diverging views among individuals were explored within the sub-themes.

Figure 1. Thematic representation of the impacts of clinical academic activity

Figure legend: NMAHPPS nurses, midwives, allied health professionals, healthcare scientists, psychologists

and pharmacists
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Cultural shifts

Clinical academic activity was perceived to contribute to beneficial cultural changes relating to the provision
and delivery of clinical care, and research engagement. Many research-active clinicians recalled how they
had noticed positive changes in their approach to patient care, which were also adopted by other team
members. In addition, managers named clinical academics within their teams as exemplars, highlighting the

positive contributions they were making to the local research culture.

Approach to patient care
Reported changes to patient care were not isolated to the implementation of findings from the research-

active clinicians’ own research. Perceived impacts included: increased confidence in questioning practice and
openly discussing with patients and colleagues if there was uncertainty over management options; increased
involvement of patients in evidence-based treatment decision-making; improved problem solving; and
greater awareness of the burden to caregivers. These impacts were reported by both groups of
interviewees. Research-active clinicians (R) reflected on their individual experiences, while managers (M)
identified how research-active clinicians had generated improvement throughout their clinical team, as

illustrated by R2, R6 and M1:

“I feel like my standard of care has improved because I’m questioning my practice more, I’'m quite
reflective in my practice and | think that’s because I’'m trying to think of how can | improve my
practice... | think it’s creating this environment [in the department] of people questioning and
wanting to improve their practice through what’s current, which is really nice to see.” R2, pre-

doctoral

“I suppose my research experience has allowed me to be very upfront with patients and say: ‘You
know what, this is the evidence we’ve got so far, I’'m going to ask you to do these exercises, we think
these work for some patients but we don’t have enough information yet to know whether they work
for all patients. With this in mind, do you still want to proceed?’. So | guess in that way it’s helping

me to make sure that [the] intervention | provide is more patient-led.” R6 post-doctoral

“If you’re doing the research it does make you a better clinician in terms of your problem solving and

your thinking.” M1

Research culture
The majority of research-active clinicians reported that a key personal impact of their research engagement

was the opportunity to establish and develop networks with other clinicians who were also interested in
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research. This included both formal and informal networks, and involved individuals from a range of
disciplines. Perceived benefits included being exposed to different research methodologies and research
opportunities, practical guidance, and becoming connected with like-minded individuals, as discussed by R5

and R7:

“For example, I’'ve gone to some weekend residential things where it’s a hodgepodge of clinicians but
all with the academic pathway... and you all have the same language and lens that you’re doing
things from... that’s made it really interesting because | have developed really far-flung contacts and

networks, so that’s been great.” R5, pre-doctoral

“It introduces you to people like you who are doing similar things but in other places. And so you
don’t feel like what you’re doing is like... you don’t feel like you're on your own in a way... It gives you
links across the UK [and] exposure to certain areas and people that | normally wouldn’t get.” R7,

doctoral

However, several interviewees also highlighted that despite the support of different individuals and
networks, there appeared to be a lack of clinical academic role models for them, particularly at a post-

doctoral level. This was identified both within the organisation and nationally, as noted by R9:

“I don’t have any [clinical discipline] who has a PhD, there is no advanced practitioner, | don’t have
any [clinical discipline] who is at a higher level who could say okay | want to be your sponsor... So, |
am finding it difficult to find ways of linking better with the clinical team and utilising the tools and

the skills that | have been developing over time.” R9, doctoral

The importance of role models was also raised by managers, who indicated that a perceived positive impact
of the research-active clinicians within their teams was the provision of inspiration and support for other

clinicians, as illustrated by M1 and M8:

“We have some amazing people who are complete pied pipers... and we need pied pipers in the

academic world and in the clinical world and in the evidence-based practice world.” M1

“We’re quite a research-active service. We’ve got quite a few people who are engaged within
research, and | think that kind of has bred itself. And | think it also would attract quite a few people
[to work at the organisation]... Also, having the research-active staff members as well helps promote

research within the teams.” M8

10
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Both groups of interviewees discussed the perceived positive impacts research-active clinicians had on a
drive towards research and evidence-based practice. This included building research skills and expertise and
fostering research engagement, as recalled by R6 and R2. However, some interviews identified that this
appeared to be largely driven by the passion and enthusiasm of individual clinical academics, and it was

unclear whether this would lead to a sustained change, as reported by M3:

“It means that the research becomes part of our business as usual in terms of clinical care. And that’s

for us as well as for our patients.” R6, post-doctoral

“I think it is creating this environment [in the clinical department], which is really nice, of people
questioning and wanting to improve their practice through what’s current... People come in to
approach me... and if they have seen a piece of research, they’ve talked to me about it.... and they’ll

ask me about it. It starts a lot of conversations.” R2, pre-doctoral

“I think the people who do it are passionate about wanting to see improvement. And whilst they’re in
a service, their passion is spread across their team. What I’ve realised is, if they move on, it’s not

always embedded.” M3

Visibility

Visibility of research-active clinicians was widely discussed, and these individuals were believed to generate
a positive reputation for the Trust and their clinical discipline more generally. However, within the Trust
setting, many interviewees perceived a lack of visibility of their research outside their immediate clinical
departments. This led to an interesting discordance between the positive reputation of clinical academics

coupled with (in)visibility and (in)accessibility of these roles.

Positive reputation
The perceived positive reputation largely stemmed from showcasing clinical academic successes and

opportunities. This included academic outputs, such as publications and presentations as well as developing
a national standing, with individuals being contacted to provide clinical and research expertise, as

summarised by R11 and M4:

“On a national level being seen... people do look to me now as someone who's really taking a lead on
that research and so, obviously you have people contacting you for help and support and that kind of
thing that comes with it. So, yeah, just being seen as a sort of advocate for that kind of research in

our patient group.” R11, pre-doctoral

11
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“Having profile and contacts and a voice that carries weight, and that is supported by being a clinical
academic without doubt. And enhances the reputation of an NHS service to have experts that are

recognised internationally for their research, as well as for their clinical expertise.” M4

11267  This positive reputation was also perceived to contribute to improved recruitment of clinical staff to the

1
1

4
15269
16570
17

18271
19

20272

273

15268 Trust, and the retention of existing staff, as illustrated by M1 and R1:

“They’re [clinical academics] great for profiling us. They attract people... | don’t know how many
interviews I've sat in where people say ‘"Well | wanted to come to an AHSC [Academic Health Science
Centre] and | know you’ve got [named clinical academic] here’... So it’s good for recruitment and
retention, | think it’s an aspirational place to work and I think the clinical academics help us to keep it

that way.” M1

“There’s something around the impact of people being research active, or having clinical academics
in teams, around recruitment and retention. | don’t know, but are people more likely to stay in a
Trust where they can see that’s an opportunity for them and an option for them... [this could be] a

way of keeping people and skilling them up.” R1, doctoral

33278  (In)visibility and (in)accessibility

279 Despite widespread reports that clinical academic activity was beneficial for the reputation of the Trust,

36280  many interviewees also reported that their research findings and expertise were underutilised and unknown

38281 outside their immediate clinical area, as recalled by M7, R9 and R4:

46285
45286
49,87
50
51288
52
53289
54790
55

56
57291

58792
60293

“I just don’t think it’s got the profile that it needs to have. | don’t quite know how that should be
improved, but proper, [clinical discipline] research, | don’t think, is well understood or widely talked

about or well known.” M7

“I still feel that there needs to be more showcasing of what is being done... | don’t think it is reaching
the people that it needs to reach. So, for example the network events or the [organisation] research
hubs and all those things, they are very important but they are not reaching the clinical teams, who
are the majority of clinical staff in the [department], and who play a huge role in implementing
research, in helping research happen, in spreading the message about research to patients.” R9,

doctoral

“It’s been sad that my clinical NHS organisation doesn’t really seem to be... promoting or engaging
with, [or] even knowing about, [my research] work. And not just my work...I see that with other

colleagues... and all their [research] has had no impact in how we work at the Trust level. And, yeah,

12
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that sort of, doesn’t really feel right, that I’'m much more known in [another continent] than in my

hospital, or elsewhere than in my hospital. And that not being known is important.” R4, post-doctoral

Furthermore, it was perceived that research opportunities were not equally accessible for all NMAHPPs
across the Trust. This was specifically reported among interviewees from nursing and midwifery professions,

as illustrated by R12 and M5:

“Before | took this [research project] on, | was very unaware of the numbers of non-medical clinical
researchers, very unaware of publications and studies that were going on. | think it’s generally very

under-advertised. The routes into it are not clearly defined.” R12, pre-doctoral

“We've still got a real issue with research and clinical academia, because | think it’s very much a
block for people. People assume that it’s someone over there that’s very academic and very clever,

that’s educated to a higher level than they are.” M5

Clinical academic pathways

The transient nature of funding for clinical academic work was flagged as a negative impact of the current
clinical academic pathway by both researchers and managers. The model in place at the NHS Trust centred
on individuals applying for research funding to buy out their clinical time for a specified duration in order to
complete their research project or fellowship. This raised two key concerns: what happens when the funding
ends; and finding suitable backfill to support the clinical service. There was also a widespread perception
among interviewees that the clinical academic pathway for doctors appeared more clearly defined, and
easier to access and navigate, although no one was able to recall what this pathway entailed (medical
model). Despite these reported challenges, the majority of research-active clinicians were keen to pursue
further research and reported personal job satisfaction associated with their combined research and clinical

roles, describing this as the best of both worlds.

Applying for research funding

Research-active clinicians recalled the requirement to secure funding to enable dedicated research time.
This often involved devoting their own time to complete the application and/or preliminary research, as

indicated by R2:

“I was doing my applications for these fellowships and there were two of them and they were both

over the same time... so out of work | was doing a lot of the study and | didn’t feel like | had a lot of

13
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time for myself, and then when | turned up at work it was always crazy so didn’t really have... yeah,

so I think that was kind of overwhelming me a little bit.” R2 pre-doctoral

However, the large majority of research-active clinicians were keen to continue to pursue a clinical academic
career and described their plans for future funding applications. It appeared that a key impact to the
clinicians who had embarked on a programme of research, was a desire to continue to incorporate research

into their clinical role, as illustrated by R1 and R8:

“I mean my aim will be to, as soon as possible, apply for some sort of postdoctoral funding, probably

the [Trust] charity because that’s probably the most obvious first step.” R1, doctoral

“My desire, and my perspective, and what | want to do, | only feel that much stronger, to be honest
with you. | just need to figure out how | can make it work... | would like to do a PhD on this. So, if | do

a PhD and prepare myself, | think | would bring a lot of benefit to my Trust.” R8, pre-doctoral

When the funding stops

Interviewees also recalled the practical difficulties of returning to their clinical role at the end of each period
of funding as illustrated by R6 and R1 (below). This overlaps with the sub-theme of (in)visibility and

(in)accessibility discussed above.

“For me coming back from my PhD and even in the current environment, without a formal clinical
academic pathway | think there’s a risk that your research career is going to stall, and | think that

happened for me actually immediately after my PhD. And that’s a shame, isn’t it?” R6, post-doctoral

“I will just go back to my previous clinical post, which is already starting to, not exactly panic me, but
I don’t feel like it would be the right thing. | don’t feel like it would be exactly the best move for me,
but equally I'll need the job and the money, so | will do it if that’s the only option that’s available to

me.” R1, doctoral

For managers, there was no clear strategy on how to best incorporate the returning research-active
clinicians’ skills into their clinical role. There appeared to be a friction between a desire to embrace the
positive influences on the research culture of the team, with the need to maintain clinical service outputs, as

illustrated by M5 and M6:
“I mean, how best to use them? Well, | suppose first of all, in a pragmatic way, it’s about honouring

the fact that they’ve got this knowledge, they’ve done this piece of research, so it’s how we are using

14
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that research to change the service. There’s something about them coming back in and honouring
their achievement, so, actually should they get paid more? Because this is the trouble. If you don’t
honour them from that perspective, they will go on and be, you know, go into another

organisation.”M5

“It’s difficult because you then have to come back to a job, and you’ve stayed static and others have
progressed, so you’re going to have to drop back down to where you were... You know, having got
their PhDs is fantastic, but then we’re struggling because we have a clinical service to run that we
can’t, you know, | can’t give them a post... If they could slot nicely into a clinical academic post that’s
funded, that would be fantastic! The trouble is it’s so difficult... we just need them to be working

[clinically].” M6

Backfill chain

Most interviewees recalled that a major impact of clinical academic activity, was the need to secure backfill
to cover clinical time/duties. This was perceived as being time consuming and creating operational
difficulties for managers, particularly if the research fellowships were part-time, or within small

departments, as summarised by M3 and M8:

“The frustration of backfill is getting comparable people to cover the gap... So you kind of have to

accept you might have a gap in the service.” M3

“It’s challenging because often, they are... if it’s a full-time fellowship, that can be sometimes easier,
but what often happens is they’re part-time, and that creates a back-fill chain, because the people
that are taking fellowships are quite senior, so part of the post becomes available, somebody, junior

to them applies and often is successful, so it creates this backfill chain.” M8

However M7, who was responsible for a team of >400 clinicians from a single discipline, recalled that they
were able to offer greater flexibility with backfill, due to the size of the department and the nature of the

shift pattern:

“With shifts, it’s really flexible, so that absolutely wouldn’t be a problem, and with people that go off
50% of the time to pursue something different, we just cover them. So, it’d be like they’d have a
clinical job share... we’ve got such a big team, so, actually, losing a few [clinicians to research

fellowships], it doesn’t have such an impact.” M7

15
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378 Interviewees described that “creative thinking” (M4) was required to piece together “a jigsaw” (M8) of the

379  necessary backfill. For example, by increasing working hours or downgrading the post:

“In a weird way | backfilled myself for one day of it because | was only 0.8 so then | went full time and

needed 0.2 of it and then the other 0.2 we got backfill for.” R11, pre-doctoral

“Right now in my post, although I’'m 0.5, the 0.5 of my salary is about 0.7 of a [lower clinical grade],
so they should be time rich for patient care. So you get more for your money with backfilling us, if you

look at it that way.” R3, post-doctoral

19385  Others were concerned that downgrading might have a detrimental effect of the long-term sustainability of

;?386 both research fellowships and clinical posts, especially given extensive financial pressures. For example, the

22387 risk that clinical posts could become permanently downgraded, potentially undermining the value of the

24388  service, and that of the research-active clinicians:

25
26389
27
28390
29
30

31392

391

33393
34
35
36

“It centres around the research culture and an understanding of the value of research and then on a
very practical level just getting support to either undertake a fellowship and get the right and
appropriate backfill. | mean, I’'ve been in a situation where the backfill for my post has actually been
downgraded because it’s seen as an opportunity to perhaps save some money for the Trust, and

that’s not sending the right message, is it?” R6, post-doctoral

37394  Medical mode/

39

395 There was a widespread perception that involvement in clinical academic activity was more accessible for

40396 doctors compared with NMAHPPs, as discussed by R11 and M1:

41
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“I think the problem for us as non-medics is that this type of research is not within our career
progression... people aren’t coming at you like they do with the medics and saying, ‘Okay you’re a
[junior doctor] and now you’ve got to do your research otherwise you’re not going to get a
consultant post’. It’s completely different. And, so because of that, | found it really challenging to

access any kind of help and support initially.” R11, pre-doctoral

“My perception is the medics have got it in the can... but | couldn’t tell you what that really means. |
do know there’s probably more of an acceptance or an expectation perhaps that medics do some

research.” M1
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It appeared that many of the perceived detrimental impacts described above were associated with the
absence of a clear clinical academic career pathway for NMAHPPs, several interviewees were concerned that

it would not be appropriate to simply replicate the existing model for medics, as illustrated by R5 and M2:

“The medics have had that history of those two things [research and clinical practice] being
intertwined more from a longer time. For [NMAHPPs] it isn’t as established, so we’re in different
territory. And whether we should be trying to head the same way or cultivate entirely new

arrangements is another question, but [we] just don’t have that track record.” R5, pre-doctoral

“I also think, sadly, that in some of the medical staff, there is a snobbery, and there is a snobbery
that, actually, only medics do research, and only the research that medics do is valuable and valid,

and all the rest of it.” M2

Best of both worlds

Despite the challenges described above, the perception among research-active clinicians appeared to be one
of enhanced job satisfaction through the combination of clinical and research roles, as illustrated by R9 and
R10. This emerged as the driving force for pursuing clinical academic opportunities, and was also highlighted

by the majority of managers, as described by M2 and M7 (below):

“I would rather be a clinical academic than an academic, because it is what gives me the butterflies.
It’s basically this combination between having hands-on the clinical reality and then based on the
questions that... are experienced by me in the clinical practice, having the privilege to be given the
time to go and try to answer them, and then give back the results and the benefits of those answers

to the clinical environment. That is what really motivates me.” R9, doctoral

“Far greater career satisfaction comes from a more varied role... And having the tools to impact care

at a deeper and wider level beyond the day-to-day level of clinical provision.” R10, post-doctoral

“It allows you to combine the best bits of what they want they do into one job, because... | think,
looking at the people that we’ve got in the clinical academic roles, it allows them to get the best of

both worlds for what they want.” M2

“I think just giving people opportunities to pursue different avenues, it makes them more motivated
in-work, as well. So, we know that happy staff provide better patient outcomes, we absolutely know

that.” M7
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Making impact tangible

All interviewees were asked a general question: how do you think we can best capture and report the impact
of clinical academic activity at the Trust? This prompted a range of different responses exploring which
impacts were considered important, as well as what could be captured and reported. Responses were
broadly categorised as: direct research outputs, indirect research outputs, workforce impacts, and patient
impacts. These categories largely represented the first two themes identified above, with a focus on

capturing the impacts that bring positive visibility and cultural change within the Trust.

Direct research outputs
Direct research outputs included metrics that are typically required in fellowship reports, such as

publications and conference presentations. While these were perceived as quantifiable measures, there was
also an appreciation of quality, such as the impact factor and reach of the journal, and scope and audience of
the conference. However, the large majority of interviewees suggested that a better method of measuring
research impact might be to explore the implementation of the research findings, as illustrated by R12 and

M4

“These were the results of my study, we’ve changed our practice and here are the opinions of the
person who did it, the ward manager for example and this is how things have changed’... Those
would be the kind of statements that have the most weight, in my opinion. This is the positive change

that can come about through these kinds of fellowships.” R12, pre-doctoral

“I mean any kind of change in practice that’s based on research that’s done that’s funded by the
college or an academic funder. That’s what we should focus on. My version, my world of the NHS
doesn’t care about number of publications or where you publish or how many talks you’ve given.

That’s not an important driver outcome.” M4

Indirect research outputs
Indirect research outputs focused on the contributions of the research-active clinicians to the development

of their profession or clinical specialty. At a national level, this included establishing treatment guidelines,
involvement in professional bodies and peer reviewing, as illustrated by R6. Securing funding for additional
research projects or clinical services, and sharing learning with the clinical team were also perceived as
important impacts locally, as suggested by R10. However, it was acknowledged by several managers that

research-active clinicians contributed their own time for many of these activities, as reported by M1.

18

For peer review only - http://bmjopen.bmj.com/site/about/guidelines.xhtml


http://bmjopen.bmj.com/

462
463
464

oNOYTULT D WN =

465

e}

11466
12467
13

14
15468

16469
17

18470
19
20471
21
22
23

24472

26473

27474
28
29475

30
31476

33477

34478

36479
37

38
39
40481
41
42
43

480

44
45482
46483

47
45484
49485

51486
52

23487
54
55488
56
;489
28490

60

BMJ Open Page 20 of 43

“I've been able to influence national [clinical discipline] policy and change practice. So, | mean,
that’s... it’s been very satisfying to see that and to know that that’s happened in an evidence-based
way... | think we need a way of measuring, you know, if you’ve been asked to contribute to a national

guideline. Is that being recorded somewhere and is that being recognised?” R6, post-doctoral

“[Research-activity] leads to further funding or other projects, or supporting others to do work in the

field.” R10, post-doctoral

“They’re being asked to speak, they’re chairing panels that’s all time, and it’s rare that the academic
PAs [programmed activities] in their job plan fully support all of that activity. And | know from
personal experience that people spend an awful lot of their additional own time preparing for

things... | think, there’s an acceptance people will do a lot in their own time.” M1

Workforce impacts
Proposed workforce impacts included improved recruitment and retention of staff, as highlighted in the sub-

theme positive reputation (above), and increased involvement of clinical staff in research, as illustrated by R8

and M8:

“I think [the] evidence is — each individual department, you can see how many [NMAHPPs] are
involved in research, what they’re doing, if they have funding permanently, if they are supported —
let’s say one day a week... So, all of this is evidence that your department is active academically as

well as the clinical that is going on.” R8, pre-doctoral

“Even if somebody’s come into the service and hasn’t had an interest in research, then, you know, it

grows their interest in it, it helps them go down the path.” M8

Impacts to patients
Interviewees highlighted the importance of capturing changes in patient outcomes that were associated

with research activity, however it was acknowledged that associations between research activity and patient
outcomes might be difficult to identify, as noted by R1. Other suggestions included feedback from patients

and Patient and Public Involvement (PPI) representatives:

“The broader NHS or Health Education England have acknowledged that a research active trust has
better outcomes for patients, there must be a way of tracking that, that if you can show a difference
year on year in terms of the research activity of your clinicians compared to the kind of outcomes of

patients, but obviously that’s a massive piece of work to stratify it... On a really macro level: ‘Here’s
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how many people are research active, here’s how many patients are having good outcomes’ and

then, but also on a more micro level, project by project.” R1, doctoral

“I think the patient voice has to be the most powerful doesn’t it, the impact on patients and directly

linking it to that work.” M1
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Table 3. Additional quotes supporting the identified themes and sub-themes

Theme | Subtheme lllustrative quote
Approach to I guess anyone that’s going into research is quite passionate about that, and they will often have
patient care a specific area that they are passionate about, and keen to improve, bring back any new
learning or innovations from outside into clinical practice. M8
(7]
g’o You really start to appreciate how much we overlook the role and the burden and influence that
g caregivers have, and whilst we’ve always tried to obviously include them in our clinical work
-5 before, all of our clinical work has a focus which is the patients. R12, pre-doctoral
= Research Support from more experienced clinical academics who can help guide through the challenges
5 culture that are often faced in this role such as timelines, funding, bureaucracy... R10, post-doctoral
)
S There weren’t many role models in the UK... We need more professors, more AHP professors;
© there’s actually very few at the moment. R6, post-doctoral
Well, their enthusiasm, for a start, and they can, you know, bring the team with them with their
research. M6
Positive I think the PR [public relations], you know, [named research-active clinician] is constantly on
reputation Twitter, and so it’s using the [organisation’s] name, the papers that we get published, and
again, it’s got the [organisation’s] name on it. M6
by If staff are learning and being challenged, they’re probably less likely to leave. R3, post-doctoral
ET:: (In)visibility When | came back from my [doctoral] fellowship, in many ways | almost felt as though | came
‘B and back in a [junior] role, where | was just churning out patients and not really having the
S (in)accessibility | opportunity to share those skills that | had, or to upskill the team. R3, post-doctoral

It’s about understanding that... it’s not that people don’t want to apply, it’s that there are
barriers so you’re moving... you’re kind of moving the onus on them not applying rather than the
fact that maybe they have different barriers that we haven’t considered. R7, doctoral

Clinical academic pathways

Applying for I’'ve been looking at the most optimum funding opportunities for me to continue what | would

research like to do as the next stage of my research. I’'ve been looking at the NIHR Advanced Fellowship,

funding looking at the timelines for that, the application form, and I’'ve been reflecting... I've really pulled
out the feedback from that and looked at it very carefully to see what sort of work | need to do
to make my next application successful. R6, post-doctoral

When the The other side of the coin is that it’s difficult to progress while you’re in it [research fellowship]...

funding ends

It’s hard to progress clinically, it kind of puts you on pause, even though | feel like my clinical
skills are developing. R2, pre-doctoral

We’ve been trying to create those roles for a few years now, but the challenge is trying to kind of
get the funding to have those dedicated sessions for research, and so the only way in which
we’re achieving it is through grants and things like that, so all of the research activity going on
at the minute is only through awards that enable us to have some research time... But it’s not
certain, so it’s really hard to plan for that, both the clinical backfill piece, but also in terms of
what you can then achieve or plan for research-wise. M8

Backfill

They [research-active clinicians] get some funding to do some research and then they’re with us
part time and then we have to backfill them and that creates an operational pressure. M1

Medical model

If you’re a doctor on a career in a medical pathway, you will have time out to go and do your
research or you’ll be required to do your audit or to get your portfolio signed off. You’ll need all
of that. But actually we’re not required to have that, and then we are so desperate just trying to
find this frontline staffing. M3

We [NMAHPPs] don’t have that expectation of engaging [in research], and that may need to
change actually. | think a lot of the narrative we’ve got about clinical academics comes from the
really well-defined pathways of the classic physician. I’'m happy that that exists, of course, but
I’m anxious that it all seems to be about that kind of model — not anxious, I’'m just sometimes
unhappy that it all seems to be geared towards having that same model. R4, post-doctoral

Best of both
worlds

The investment is in you to develop it, and that’s brilliant, so that means there’s a lot of scope to
deepen your academic interest area and develop a project. | can see what needs to be done and
I don’t see blockages; | just see a lack of history with it. R5, pre-doctoral
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Direct research | I think our definition of impact needs to change radically, because so far impact is publications,
outputs and that is all that matters unfortunately... | hope — | think, and | hope, it is starting to change...
because the impact that [we need to measure] or want to see is the change that happens in
practice. R9, doctoral
Indirect So I think a lot of the staff who are research active are then the ones who sit on various, you
9 research know, we’ve got someone that sits on a [multi-disciplinary national clinical area professional]
-'ugo outputs body, we’ve got various people who are considered experts within our professional body, who
g contribute papers and things like that. So | don’t know whether that is also a measure of impact
: in terms of the national influence, because of the bodies that they sit on. M8
8 Workforce | feel like it’s made me appreciate [the] Trust so much more, that I’'ve got this opportunity with
Q. impacts them and, | just feel really lucky to work here because in other places it might not have
g happened... Retention is a problem across [the NHS], especially in London, and I’m one of... I'm
&0 one of the longer [serving] ones! R2, pre-doctoral
~ Impacts to We showed that we could deliver a one stop clinic and that patients loved it, and that they could
g patients have surgery on the day, and that they don’t need follow-up and they do just fine. So we showed
a model that patients really liked, had great satisfaction with and great outcomes, and at the
same time saved the trust money. R3, post-doctoral
It would be interesting to capture ways of working or new arrangements of leadership. You
could look for evidence of that from the patients and people themselves. They’re qualitative
things but you can add them up. R5, pre-doctoral
Discussion

Our qualitative exploration of the perceived impacts of clinical academic activity among NMAHPPs described

these impacts across four themes. The first theme described cultural changes including beneficial shifts in

patient care and research culture. The second theme explored visibility. Clinical academic activity was

believed to generate a positive reputation for the organisation, however there were also perceived elements

of invisibility and inaccessibility of clinical academic roles. The third theme discussed the impacts of the

clinical academic pathways, including the precarity of clinical academic roles and the associated challenges

for individuals and clinical teams. The final theme highlighted possible methods of capturing and reporting

these impacts.

Perceived impacts of clinical academic activity were largely positive and focused either directly on the

generation of evidence and the delivery of evidence-based care, or indirectly via expanding research

awareness and providing research support within clinical teams. Similar attributes have been reported

following the introduction of specific research fellowships [34, 35], interventions to increase research

activity among clinical staff [36, 37] and research practitioner roles [38, 39]. In the current study, research

activity was also associated with increased self-confidence in discussing the available evidence with patients

and involving patients in shared clinical decision-making. Person-centred care and shared decision-making

are characteristics that healthcare systems strive for [40, 41], and our findings suggest that research-active

clinicians are well placed to support patients’ and clinicians’ understanding of the available evidence to

enable informed decision-making. Interviewees emphasised that assessments of research impact should aim
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to capture these aspects of care delivery, rather than the current perceived focus on academic outputs, such
as publications, however it was acknowledged that this may be difficult in practice. Published approaches to
support and measure research translation and impact within healthcare, include prospective
implementation plans with clearly identified outcomes and use of implementation reporting guidelines [11,
42]. These strategies may be valuable when exploring the broader impacts of clinical academic activity,

although attributing recorded changes to an individual study remains challenging.

Most managers named individual research-active clinicians within their teams and highlighted beneficial
outcomes in terms of service delivery and research engagement. Research-active clinicians were labelled as
“pied pipers” (M1) and drivers of change. However, there were cautionary suggestions that research
engagement was driven by, and often dependent on, these individuals, and was not necessarily fully
embedded in the service. A recent rapid review of theoretical frameworks for embedding research culture
into allied health practice suggested that a sustainable change requires four factors: 1) organisational
structures, policies and governance that support and value evidence-based practice; 2) research capability
and advocacy among health care managers and leaders; 3) dedicated research positions, time allocated to
research, and access to education and research infrastructure; and 4) individual research skills, capabilities
and motivation [43]. Interviewees in the current study described the positive impacts of developing
individual skills, capabilities and motivations, however they also illustrated that the structures to support
research, including protected time and recognition, were not well embedded within the organisation. For
managers, there appeared to be a conflict between wanting to support and enable the development of
research-active clinicians, anticipating the beneficial effects this might have, versus needing sufficient
staffing to provide a clinical service. Our findings suggest that the value of clinical academic research posts
for the service have not yet been realised and that the tension between ‘research’ and ‘clinical’ time still
exists. The development of a sustainable research culture requires dedicated research positions, protected
research time and a clinical academic career structure, which has proved challenging across international
settings [44, 45]. Some organisations have shown that it is possible to develop bespoke solutions to ensure

career progression [46].

The second theme of visibility revealed the role that individual research-active clinicians have in developing
research capability and motivating their clinical team. Areas without clinical academic role models may not
have the same level of exposure, or encouragement, to pursue research opportunities across the
organisation. Without a personal connection to these activities, staff may perceive them as inaccessible.
Appropriate NMAHPP role models have previously been identified as enablers of research activity [47], and
interviewees in this study gave examples of where this had occurred. However, although interviewees
suggested that research engagement should be captured through quantitative data on the number of

registered projects (audit, quality, improvement and research) and individuals involved in these projects, no
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one mentioned using existing measures of research awareness/engagement such as research spider or
research culture and capacity survey, which have been reported in other NMAHPP clinical academic contexts
[48-50]. It is possible that measures of actual research activity held greater importance for interviewees
compared with more abstract measures of research knowledge and research intention; however, it is also

possible that interviewees were not aware of the existing survey measures.

Traditional research impact metrics, such as publications and presentations were highlighted by all
interviewees as a means of recording research outputs, however little value was attributed to these
activities in isolation. They appeared to be seen as a step towards the introduction of new evidence into
practice, while also contributing to the development of a positive reputation for the individual, their team,
and the organisation as a whole. This aligns with the San Francisco Declaration on Research Assessment,
which calls for increased emphasis on research outputs, such as the creation of data sets and influence on

policy and practice, instead of publication counts and journal Impact Factor [51].

When interviewees were asked about the value of different impacts, sustained opportunities to be involved
in research were highlighted as a factor that might improve staff recruitment and retention, and recruitment
data was suggested as another method of capturing the impact of clinical academic activity. Similar views
have been reported elsewhere [38]. However, while research involvement was seen as a positive driver for
the workforce, the process of applying for and securing research funding was also seen as challenging for
both individuals and teams. A recent mixed methods study of NMAHPP clinical academic careers
recommended investment in clinical academic roles to enable the continued utilisation of research-active
clinicians’ skills and experience [47]. In our study, the clinical academic model for doctors was perceived as a
clearer and more established pathway with dedicated clinical academic positions; however there were
concerns that it might not be appropriate, or possible, to directly emulate this pathway due to differences in

clinical roles and level of post-graduate clinical experience.

We attempted to use an inclusive definition of healthcare professions outside medicine to reflect the clinical
academic strategy within the Trust. The term NMAHPP is not universally adopted and therefore we also used
the description ‘outside medicine’. This, along with similar terms, such as ‘non-medical’, may hinder the
establishment of a distinctive clinical academic identity for this broad group of clinicians. While there is
growing international interest in the development of sustainable NMAHPP clinical academic careers, current
job descriptions and pathways vary and there are few substantive posts [46, 52]. A universally adopted term
to describe these clinicians, ideally without focussing on the fact that they are not clinical doctors, may aid

the collaborative development of these roles across the different professional disciplines.

Comparison of the research impacts reported in the current study with those in existing frameworks

highlights interesting contextual differences. Key themes identified in a recent systematic review of
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methodological frameworks for impact assessment in healthcare research focused on the macro level, for
example influence on policy making and health-related and societal impact [8]. In contrast, interviewees in
the current study gave their perspectives of the impacts of the clinical academic activity on the day-to-day
delivery of care and the skills and expertise available within their team/department. This may reflect the fact
that most of our clinical academic interviewees were early career researchers and had not yet explored
impacts beyond the local context. It also illustrates how a broad range of relevant stakeholders will need to
be involved in determining local, national or international assessments of research impact [10, 11]. Another
difference between our study and existing methodological frameworks was our exploration of the impact of
clinical academic activity, rather than research per se. For our interviewees, the process of NMAHPP
clinicians getting to a position to be able to conduct research (i.e., securing funding and backfill), and the
impact of this on their team were also essential components, which needed to be repeated for each new

research study or fellowship.

Our recent systematic review explored the impacts of NMAHPP clinical academic activity reported in the
literature and used the VICTOR framework to categorise the identified impacts [13]. Across all categories,
there were three recurring sub-themes: the challenges and benefits of balancing clinical and academic roles;
creation and implementation of new evidence; and collaboration and networks. The first two of these sub-
themes were also reflected in the current study, suggesting that these are likely to be important features in
developing clinical academic careers and areas where impact could be assessed. We believe the ability to
develop and utilise collaborations and networks is dependent on securing a clinical academic career
structure within individual organisations, and that investment is required to ensure that clinical academics
are in a position to progress beyond one-off fellowships. An ideal clinical academic pathway would include
opportunities at all clinical grades, with common pathways available for all disciplines. This would enable
protected time for research, dissemination and implementation activities, reducing the need for short

periods of backfill, while developing future clinical and research leadership.

Limitations

The current evaluation was conducted within a large, multi-site NHS organisation and an important
limitation is that the findings may not represent different healthcare environments or geographical settings.
However, the comparison of our findings with the existing literature suggests that similar themes are likely
to be important elsewhere. Our study was not restricted to the evaluation of one specific type of research
fellowship, or other intervention, and therefore reflects different clinical academic scenarios that occur
within the NHS. Clinical academic activity was defined as engagement in research alongside clinical practice

that was supported by additional funding. We acknowledge that other service development and quality
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improvement activity occurs within the organisation, but we were guided by the Health Research
Association definition of research, and therefore did not include activities defined by the former two

categories [24].

It is possible that interviewees may have responded in a way that they felt was socially desirable, however
steps were taken to facilitate open dialogue and explore both positive and negative aspects of clinical
academic activity. Strategies included an interviewer who was not known to the interviewees in their clinical
or research settings (they work clinically at a different NHS organisation), and the opportunity for
interviewees to review their transcripts to ensure appropriate anonymity. Inviting interviewees to review
their transcript and contribute to data interpretation does raise the potential issue that meanings expressed
during the interviews may be modified as part of this process. In reality, member checking resulted in
minimal changes to the written transcripts and instead provided additional context with interviewees
clarifying meaning that aided data interpretation. Involvement of interviewees and the wider research-active
community with the data analysis also appeared to contribute to the on-going development of research

collegiality among NMAHPPs at the Trust.

The research team comprised clinical academics from nursing and physiotherapy. To ensure that study
development was informed by a broader range of disciplines, interviewees and other research-active
clinicians were included in pre-piloting and refining the interview schedule, reviewing and developing the

Framework Analysis and resulting themes/sub-themes to minimise the influence of the study team.

It was interesting that the views of managers and research-active clinicians were well aligned. Previous
research has identified non-facilitating managers at organisational and local levels as key barriers to the
development of clinical academic opportunities [45, 53, 54], and this was a problem experienced by some of
our clinical academics. However, interviewees were a self-selected population who responded to email
invitations to discuss research activity and it is possible that the managers who participated held more
positive views towards clinical academic activity than others within and outside the organisation. Managers
and research-active clinicians were identified using a purposive sampling strategy aimed at including a
breadth of different experiences (clinical discipline, academic level, clinical grade, hospital site). We did not
include ethnicity as a sampling criterion, nor collect ethnicity data for participants, and acknowledge this as a

limitation.

Due to the relatively small number of interviewees, we were unable to fully explore potential differences in
views across different clinical disciplines, for example allied health professionals compared with nurses and
midwives. However, during the analysis we deliberately looked for possible divergent views as a means of

ensuring that our themes were fully representative of the data. We were unable to identify any clear
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patterns, but larger samples, specifically designed to explore the question of divergent views, may uncover

important differences between professions.

Conclusions

Perceived positive impacts of NMAHPP clinical academic activity focused on interlinked positive changes for
patients and clinical teams. The perception was that for patients, this included access to evidence-based
treatment and evidence-informed shared clinical decision-making. For clinical teams, this was experienced
through positive changes to the local research culture. The availability of, and support for, research
opportunities, were believed to improve staff recruitment and retention within research-active
departments. However, these impacts centred around individual research-active clinicians and did not
necessarily translate to all areas within the organisation. Moreover, the internal visibility of clinical
academics was often limited. The current clinical academic pathway was identified as creating challenges for
managers due to a tension between supporting externally funded research-time and having sufficient
staffing to cover the clinical service. Our findings suggest that the local impacts of clinical academic activity
are important to individuals and to the organisation, but that sustained investment and support are required
to ensure that research-active clinicians are able to realise the broad range of positive impacts identified
here. It is also important that mechanisms of capturing and recording different impacts are used, so that the

value of clinical academic activity is visible.
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Date  / [/ Interview code

Interview Topic Guide — Clinical Academic

Pre-interview

Consent form complete []

Check agree to audio recording [
Assure confidentiality [

Confirm time available for interview

Introduction

Aims of the whole service evaluation: explore clinical academic activity among non-medics at the Trust and
how we can record the impact of this activity.

Aims of this interview are to find out about your experiences and any suggestions you have for this project.

Demographic information
Primary hospital site

[] St Mary’s Hospital [J Hammersmith Hospital
[ Charing Cross Hospital [] Western Eye Hospital
(] Queen Charlotte’s and Chelsea Hospital
Other
NHS band Year of clinical qualification

Clinical discipline

(] Nurse L] Art, drama or music therapist
L] Midwife L] Clinical research practitioner
L] Dietitian
[ Clinical psychologists [] Occupational therapist
[] Healthcare scientists L] Orthoptist
(1 Pharmacists L1 Operating department practitioner
L] Osteopath
[ Assistant, technician or L] Podiatrist
associate of any of these professions (also [J Prosthetist/orthotist
tick relevant professions) (] Paramedic

L] Physiotherapist
[] Radiographer
L] Speech and language therapist

L] Other

Clinical specialty

Research fellowships / funding

What does this fellowship/funding mean for you?

Newington et al 2020 | Clinical academic service evaluation | Topic guide Page 1
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1. Can | start by asking: what your role involves day to day?

Prompts

Clinical v academic activities — are these integrated or separate?
Is securing fellowship/research funding or part of role?
Management

Responsibility for supervising others

Education

Career aspirations

What about after your fellowship?

What does the term clinical academic mean to you?
Follow up:
Do you see yourself as a clinical academic?
If not, why not? And what might a clinical academic role look like to you
What do you see as the difference between a clinical academic and an academic?

What do you think the role of clinical academics should be within:
a) Alocal team, for example within your team
b) The wider department
c) Across the whole Trust
Prompts
What do you think are the benefits of these types of role?

How would you summarise your research activity at the Trust?
Prompts
Focus — clinical care/intervention, patient journey, experience
How did you decide this was something you wanted to be involved with?
Other clinical academic activities e.g. teaching / research support

Do you feel like your perspectives have changed as a result of your research involvement?
Prompts
Approach to delivering clinical care
Approach to reviewing/appraising the evidence-base
Has it changed how you feel about your work?
Any change to how you see your career developing?
Are there any activities you are now involved in as a result of your research/fellowship that might
not have been possible otherwise?

6. What do you think are/have been/will be the impacts of your clinical academic activity?

Prompts

On patients — clinical care, pathways, experience, satisfaction

On clinical team — have others become involved in research, clinical understanding, time
management, project management, presentation skills, any cross over skill?

To the Trust — staffing

Outside the Trust — reputation, wider implication of change in practice

7. Are there any factors that were particularly helpful for you in generating these impacts?

Prompts
Protected time after fellowship
Funding — publications, conferences etc

Newington et al 2020 | Clinical academic service evaluation | Topic guide Page 2
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8. Have you experienced any obstacles to creating impact from your research?
Prompts
Protected time after fellowship
Funding — publications, conferences etc
Any differences between the opportunities for medical and non-medical HCPs

9. Where do you see yourself in 5-10 years time?
Prompts
Role — clinical/academic etc.
Locations
Goals

10. How do you think we can best capture and report the impact of our clinical academic activity?
Prompts
Discuss numerical versus qualitative/experiential data
What type of data do you think hospital managers are looking for?
What type of data do you think the NHS are/should be looking for nationally?
Impact assessment tools/ standardised assessment measures
Timescales of impacts —when to collect the impact data?

11. Which of these elements of impact do you think should be most important for the Trust?

Prioritisation activity using existing impact tool, plus anything else mentioned by interviewee above:
Highlight the measures/questions you think are most important
Prompt for top 3 measures of impact and reasoning for choices
Are there any that you really don’t think would be important for the Trust?
How do you think this might be different for medics versus non-medics research?

12. Is there anything else you would like to discuss regarding clinical academic activity?
13. Do you have any questions you would like to ask me?

14. Is there anyone else in the Trust you think it would be particularly useful for me to speak to?

Post-interview

Thank interviewee for their time

Assure confidentiality — discuss interview/transcripts in batches
Inform re transcript check, if applicable

Newington et al 2020 | Clinical academic service evaluation | Topic guide Page 3
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Date  / [/

BMJ Open

Interview code

Interview Topic Guide — Manager

Pre-interview

Consent form complete []

Check agree to audio recording [
Assure confidentiality []

Confirm time available for interview

Introduction

Aims of the whole service evaluation: explore clinical academic activity among non-medics at the Trust and

how we can record the impact of this activity.

Aims of interview: find out about your views and experiences as a manager of non-medical healthcare

professionals

Demographic information
Primary hospital site
(] St Mary’s Hospital
(] Charing Cross Hospital
(] Queen Charlotte’s and Chelsea Hospital
Other

[J Hammersmith Hospital
[] Western Eye Hospital

NHS band

Clinical discipline (own background)

Discipline(s) of those responsible for:
L1 Nurse
L] Midwife

] Clinical psychologists
L] Healthcare scientists
] Pharmacists

[ Assistant, technician or
associate of any of these professions (also
tick relevant professions)

] Other

Clinical area /specialty

L] Art, drama or music therapist
L] Clinical research practitioner
] Dietitian

[] Occupational therapist

L] Orthoptist

L] Operating department practitioner
L] Osteopath

L] Podiatrist

L] Prosthetist/orthotist

[] Paramedic

L] Physiotherapist

[] Radiographer

L] Speech and language therapist

Newington et al 2020 | Clinical academic service evaluation | Topic guide

Page 4

For peer review only - http://bmjopen.bmj.com/site/about/guidelines.xhtml


http://bmjopen.bmj.com/

oNOYTULT D WN =

15.

16.

17.

18.

19.

20.

21.

BMJ Open Page 38 of 43

First, can | start by asking: what your role involves day to day?
Prompts
Any clinical duties
Any involvement in research, service evaluation, audit
Who are you responsible to — in terms of the management structure, rather than individual names

Have you received any funding or dedicated time for research as part of your career?
If not, is this something you would have liked? — why?
If yes, what did this mean to you?

What does the term clinical academic mean to you?

Follow up:
Do you have any individuals you would describe as clinical academics in your team?
What about their role makes them a clinical academic?

Thinking generally, what do you think the role of clinical academics should be within their:
d) Local team

e) Wider department

f) Trust

How do you think clinical academic roles might be supported within the NHS?
Prompts

Career structure

Roles and responsibilities

What is your experience of managing team members involved in any type of clinical research activity?
Prompts
Types of research activity
Managing backfill and recruitment
Managing service delivery
Role of the clinician within the team e.qg. during a research fellowship
Impact of the clinical academic activity on the wider team
Any impacts to patient care
Dissemination activities — writing for publication, presenting at conferences

What differences have these individuals made to your team?
Prompts
During the research
After the research was finished // or what differences do you anticipate after the research is finished
Impacts to patients
Impacts to different team members
Impact to the individual
Positives and negatives

If no experience:
What do you anticipate might be the differences to your team if you were supporting a clinical academic

within your service?

Prompts
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e}

10

12
13
14
15
16
17
18
19
20
21
22
23
24
25
26
27
28
29
30
31
32
33
34
35
36
37
38
39
40
41
42
43
44
45
46
47
48
49
50
51
52
53
54
55
56
57
58
59
60

Backfill and recruitment

Service delivery

Role of the clinician within the team during research time

Impact of the clinical academic activity on the wider team

Any impacts to patient care

Dissemination activities — writing for publication, presenting at conferences
Differences both during and after their research project

22. Thinking broadly, what do you think are the impacts of clinical academic activity at the Trust?
Prompt positives and negatives for the:
Team
Patients
Individual
Trust
Professional discipline / other non-medical professions

23. How do you think we can best capture these impacts?
Focus on interviewees ideas initially
Prompt numerical data
Prompt qualitative/experiential data — how do they think we could capture the value

Proceed to discuss contents of existing research impact frameworks/tools
Based around the VICTOR tool, which has 6 domains:

Health benefits, safety & quality improvements during the study

Service and work force impacts

Research profile of the organisation and research capacity

Economic impacts

Organisation’s influence and reputation

Knowledge generation and knowledge exchange

24. What measures of impact do you think should be most important for the Trust?

Prioritisation activity using existing impact tool, plus anything else mentioned by interviewee above:
Prompt for top 3 measures of impact and reasoning
Are there any that you don’t think would be important for the Trust?

25. Is there anything else you would like to discuss regarding clinical academic activity?

26. Do you have any questions you would like to ask me?

27. Is there anyone else in the Trust you think it would be particularly useful for me to speak to?

Post-interview

Thank interviewee for their time

Assure confidentiality — discuss interview/transcripts in batches
Inform re transcript check, if applicable
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Impact of non-medical clinical academics at Imperial College Healthcare
NHS Trust (ICHT) — Information for participants

Thank you for your interest in our service evaluation exploring the impact of clinical academic
activity among non-medical healthcare professionals. Key information about the project is outlined
below. If you have any questions, or would like any additional information, please email Lisa
Newington on l.newington@imperial.ac.uk.

Why are we carrying this service evaluation?

In 2018 a 5-year strategic plan was launched at ICHT to promote clinical academic activity among
healthcare professionals outside medicine. The aims of the plan, entitled ‘Research is Everyone’s
Business’ were to increase research capacity and capability across these professional groups and to
enhance the quality and relevance of research outputs to improve patient care. An additional aim
was for ICHT to be seen as a leading NHS trust for clinical academic careers. This service evaluation
has been developed to assess the perceived impact of clinical academic activity across non-medical
healthcare professionals within ICHT. The findings will be used to develop a specific impact
assessment framework that will enable the standardised capture of clinical academic research
impact in the future.

Who is eligible to be involved?

We would like to speak to healthcare professionals of any grade who have been involved in clinical
research at any level. This evaluation only includes non-medical professions, for example: nurses;
midwives; allied health professionals (art therapists, dietitians, drama therapists, music therapists,
occupational therapists, orthoptists, operating department practitioners, osteopaths, podiatrists,
prosthetists/orthotists, paramedics, physiotherapists, radiographers, and speech and language
therapists); clinical psychologists; healthcare scientists and pharmacists. Assistants, technicians and
support workers within these disciplines are also invited to take part. We would also like to be
speak to service managers for these professions.

Who is in the service evaluation team?

The evaluation is being led by Lisa Newington, with support from Caroline Alexander and Mary
Wells. Contact details are provided at the end of this information sheet. A small number of research
fellows and clinical students may also be involved in anonymised stages of the analysis, to provide
an opportunity for their learning and development. Their invovlement will be supervised and
moniored by the service evaluation team.

What will the interview involve?

The interview will be a one-off discussion with Lisa Newington. This will be guided by questions
about your experience of being involved in clinical research, how you think clinical academic
activity can be supported within the Trust and how we could/should measure the impact of this
activity. The interview will be audio recorded to allow a qualitative analysis of the key themes
across all interviews. If you would prefer to be interviewed with a colleague or colleagues, this can
be accommodated. Interviews will be arranged at a time and location that is convenient for you
and are anticipated to take 30-45 minutes. You will be given the opportunity to review the
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interview text once it is transcribed, and to provide feedback on the initial analysis. It is up to you
whether or not you wish to be involved in these steps.

Will my contribution be anonymous?

The recorded interview will be transcribed by an external company who are bound by a
confidentiality agreement. Transcripts will be filed using an anonymous reference code. ldentifiable
data (your name and clinical specialty) will be logged separately. The project report for ICHT will
include illustrative quotes to support the themes identified. It may be helpful to include participant
names and clinical speciality in support of existing clinical activity, however these details will not be
included without your expressed permission for the particular quote and in the specific context.
Any journal publications that result from this project will not include any identifiable information.

Who has approved this project?

This service evaluation has been approved by the Imperial College Healthcare NHS Trust audit office
(imperial.audit@nhs.net; reference 418). The project is funded by NIHR Imperial Biomedical
Research Centre (BRC).

What if | no longer wish to be involved?

You can request for your interview to be removed from this project for 21 days after the interview,
at which point the audio file and transcript will be deleted. After this time, the anonymous
transcripts will have been incorporated into the analysis and it will not be possible to remove
individual components. Before 01/08/2020, you can still request that no quotes from your
interview are used in the final reports. Please email |.newington@imperial.ac.uk if you wish to
make either of these requests.

Who should | contact if | have a complaint about the project?

Please speak to one of the service evaluation team in the first instant using the contact details
below. Alternatively, you can contact the Trust audit office on 0203 312 2460 or
imperial.audit@nhs.net.

Dr Lisa Newington Dr Caroline Alexander Prof Mary Wells
Research Associate Lead Clinical Academic for Therapies, Lead Nurse for Research,
(Physiotherapist) ICHT ICHT
l.newington@imperial.ac.uk caroline.alexanderl@nhs.net mary.wells5@nhs.net
07866997732 07884310240 0203 311 7422

Thank you for your interest in our service evaluation!
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COREQ Checklist

female?

Item Guide questions Response Section
Domain 1: Research team and reflexivity
Personal characteristics
Interviewer Which author conducted the Lead author Methods:
interviews? participants and
recruitment, p4
Credentials What were the researcher’s Post-doctoral researcher Methods: design
credentials? and approvals,
p3
Occupation What was their occupation at the | Physiotherapist Methods: design
time of the study? and approvals,
p3
Gender Was the researcher male or Female Author names

Experience and
training

What experience or training did
the researcher have?

Previous qualitative experience

Methods: design
and approvals,

p3

Relationship with participants

the interview

the service evaluation

Relationship Was a relationship established Research team and interviewees Methods: study
established prior to study commencement? |were based within the same design and
healthcare organisation. approvals, p3
Interviewees were not known to Discussion:
the lead author in clinical/research | [imitations, p22
capacity
Participant What did participants know A participant information sheet was | Methods:
knowledge of |about the research? provided prior to involvement in participants and

recruitment, p4

Interviewer What characteristics were Background research and clinical Methods: design
characteristics |reported about the interviewer? | positions discussed and approvals,
p3
Domain 2: Study design
Theoretical framework

Methodological
orientation and
theory

What methodological orientation
was stated to underpin the
study?

Qualitative service evaluation

Methods: design
and approvals,

p3

Participant selection

Sampling

How were participants selected?

Purposive sampling strategy,
criteria are reported

Methods:
participants and
recruitment, p4

the study?

Method of How were participants By invitation email and provision of | Methods:
approach approached? the participant information sheet. | participants and

recruitment, p4
Sample size How many participants were in 20 Results:

participants, p6
Table 1
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Item Guide questions Response Section
Non- How many people refused to 8 individuals did not respond to the |Table 1
participation participant or dropped out? invitation email. None of the
Reasons? participants dropped out
Setting
Setting of data | Where was the data collected? A combination of face-to-face, Table 1
collection video and telephone interview. One
interview was also completed by
email
Presence of Was anyone else present beside | No additional people were present
non- participants and researchers? for the face-to-face interviews.
participants Interviewees were asked to find a
private place where they were
comfortable to talk for the video
and phone interviews
Description of | What are the important Demographic and key occupational |Table 1

sample

characteristics of the sample

characteristics are reported

Data collection

Interview guide

Were questions, prompts, guides
provided by the authors? Was it
pilot tested?

A pre-piloted interview schedule,
including questions and prompts,
was used throughout

Methods: design
and approvals,
p3 Additional file

Repeat
interviews

Were repeat interviews carried
out? If so, how many?

No repeat interviews were
performed

Methods: design
and approvals,
p3

Table 1

Audio / visual

How did the researchers record

Interviews were audio recorded

Methods:

advance and used to guide the
number of interviews

recording the data? and one was completed by email participants and
recruitment, p4
Field notes Were field notes made during Notes were made during and after | Methods:
and/or after the interview? the interviews and were recorded | participants and
in the interview log recruitment, p4
Duration What was the duration of the Interview durations are reported Table 1
interviews?
Data saturation | Was data saturation discussed? Data saturation was defined in Methods:

participants and
recruitment, p4

coding frame. Subsequent
transcripts were coded by the lead
author and reviewed by the
research team

Transcripts Were transcripts returned to Transcripts were reviewed by the Methods:
returned participants for lead author and compared with the |analysis, p4
comment/correction? audio file. Transcripts were

returned to participants for

checking, where this option was

selected on their consent form

Domain 3: Analysis and findings

Data analysis
Number of How many data coders coded the | Three researchers coded the initial | Methods:
data coders data? two transcripts to develop the analysis, p4
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Item Guide questions Response Section
Data coding Did authors provide a description | The process of forming the coding | Methods:
tree of the data coding tree? framework is discussed analysis, p4
Derivation of | Were themes identified in Themes were derived from the data | Methods:
themes advance or derived from the analysis, p4

data?
Software What software was used to NVivo Methods:

manage the data? analysis, p4
Participant Did participants provide feedback | Feedback was provided by nine Methods:
checking on the findings? interviewees who review the analysis, p4

preliminary analysis and
contributed to the final version

Reporting
Quotations Were participant quotations Quotations were provided for all Results, p6-18
presented presented to illustrated themes? |themes and were identified by the |Table 2

Was each quotation identified? interviewee’s code
Data and Was there consistency between | The themes were reflective of the | Results and
findings the data presented and the quotations. The conclusions were discussion
consistent findings? reflective of the data

Clarity of major
themes

Were major themes clearly
presented in the findings?

The identified themes were
described in the data and presented
visually as a figure

Results, p6-18
Figure 1

Clarity of minor
themes

Is there a description of diverse
cases or discussion of minor
themes?

Diverse cases were discussed within
the sub-themes

Results: p6-18

From: Tong A, Sainsbury P, Craig J. Consolidated criteria for reporting qualitative research (COREQ): a 32-item
checklist for interviews and focus groups. International Journal for Quality in Health Care 2007; 19(6): 349-57.
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