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Foreword

I was pleased to be asked to write a foreword to this document that was commissioned by
the Health and Social Care Professions (HSCPs) Education and Development Unit and
conducted under the guidance of the HSCP Education and Development Advisory Group.
This report details the findings of the first study of its kind to profile the research activity, skills,
training needs and preferences among the HSCPs in Ireland. By way of context setting, a brief
outline of the HSCP Education and Development Advisory Group and its interest in research
is set out first.

Recent legislative and policy developments have seen the role of the HSE in the education
and training of health professionals clarified and strengthened. In addition, internal reports
such as the Education, Training and Research Principles and Recommendations Report of
2009 brought further focus to this area. In this overall context, the HSCP Education and
Development Advisory Group was established with the following core purposes:

• Act as a focal point and clearing house for issues related to HSCPs and form specific
groups to deal with issues as needed.

• Provide an opportunity for professionals to have a ‘voice’ and HSE to take advice.
• Provide an opportunity for shared learning and networking.
• Influence the direction of Education, Training and Research (ETR) in the organisation.
• Identify synergies and commonalities as well as differences.
• Model and reinforce interdisciplinary working and learning

This group was established following broad consultation and engagement with professional
bodies representing the wide and diverse range of professions and disciplines encompassed
within the category HSCP. The establishment of this group has served to re-emphasise both
the diversity of this group of professions and the sheer breadth and range of services and
interventions they provide in diagnostic, therapeutic and social care domains across all
elements of the health services. During the course of working with the Advisory Group, to
date a number of key themes have emerged common to all groups – a strong emphasis on
evidence-based/informed practice, a significant interest in research and in particular Irish-
based research to inform practice, an interest in contributing to that research base, a
pronounced focus on maximising the use of the breadth of skills available to enhance and
improve service user experiences and outcomes, and the considerable potential to be tapped
into through collaboration.

Research has become one of the core areas of focus and collaboration for the HSCP Education
and Development Advisory Group, sparked initially through the invitation to participate in
Workstream 2 of the Action Plan for Health Research. In the context of research, one of the
areas the HSCP Unit and Advisory Group has identified it can contribute to is education and
training to enhance the skill base and confidence of these professions to engage in research.
One of the first actions taken was to commission this study so that a baseline of research
activity levels, skills, training needs and preferences for development of research capacity
could be established. The field of health care in general is constantly developing and
expanding and research and research skills are increasingly important to ensure both critical
evaluation of reported studies and to enable research of new methods and approaches in the
Irish health care context and ensure that priority issues within our health service become the
focus of research.
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Despite our challenging economic climate and ongoing change and uncertainty, it is perhaps
more important than ever to find ways to encourage and support research. It could be
argued that it is more important than ever in the current circumstances to actively encourage
and support a climate and culture of enquiry and research so that we can ensure that the
most effective and targeted services are delivered in the most effective and efficient manner.

This is a baseline study and further research will be required to tease out the issues identified
here and to deepen our understanding of HSCP research, its focus, impact etc. as outlined
in the report. Of immediate importance however is to take steps to implement some of the
recommendations outlined in the report. As a first step, based on feedback from a recent
Consultative Workshop with a broad representation of HSCPs, the HSCP Education and
Development Advisory Group has identified and committed to a number of key actions on
research in 2012.

It is worth noting that many practical and achievable suggestions were put forward to the
Advisory Group to commence the implementation of some of the recommendations of this
report. In particular, an immediate priority is to encourage service-based research and
evaluations that can help identify and focus how scarce resources may be used to maximum
effect to achieve optimal service user outcomes. Other suggestions relating to building skill
sets and developing support networks both face-to-face and online are achievable with
minimal resources. It will be important to now link with other structures within the
organisation to explore how some of the other recommendations may be addressed.

This document is welcomed as a starting point and guide to the first steps that need to be
taken to support and encourage research in the HSCPs. Many people contributed to and
supported this piece of work and they are all thanked in the acknowledgements. However,
specific thanks are due to Patrick McHugh and Dr. Michael Byrne for their considerable drive,
diligence and hard work in conducting the study and preparing this report.

Jackie Reed
General Manager, Health and Social Care Professions Education and Development
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Executive Summary

The first of its kind, this study profiled the level of research activity among HSCPs, their
research skills and training needs, and their preferences for how their research capacity could
be developed.

The various HSCP bodies and discipline-specific service manager groups were requested to
circulate a 31-item questionnaire to their members and staff respectively. While this process
attempted to distribute the survey to the total population of 14,631 HSCPs, the number
reached is likely to be lower because of the absence of an overall sampling frame for HSCPs.
A total of 373 HSCPs responded, representing a response rate of 2.5%. This significantly low
response rate limits the generalisability of the findings to the overall HSCP population, as
does the likely strong response bias towards research active HSCPs.

During the period of January – June 2011, 47.5% (n=177) of participants were engaged in
research. They were involved with 542 projects consisting of 192 (35.4%) service evaluations,
229 (42.3%) research projects and 121 (22.3%) review articles. Regarding their two most
recent projects, 33.7% were part of gaining an academic degree and 22.7% were funded.
There was a substantial degree of coordination and cooperation among the projects sampled,
with 74.7% involving some form of collaboration, while one third were part of a larger
research stream. These research active participants spent on average of 13% of their working
time engaged in research.

Eighty four per cent and 73% of research active and inactive participants respectively
indicated a desire to spend more time engaged in research. Clinical pressures and a lack of
time were cited as the main barriers to engaging in research. Increased protected work time
for research, more funded research posts, and greater mentorship and support for researchers
were cited as the most effective facilitators of research activity.

Regarding participants’ research skills, the greatest areas of reported weakness were applying
for funding and publishing research. Other areas highlighted as weak were that of
quantitative and qualitative research design and data analysis, and applying for ethical
approval. Regarding research training, participants indicated a preference for various
combinations of one-to-one mentorship, peer-based learning within research clusters and
practice-based workshops.

Based on the findings of this survey, a number of recommendations targeted at developing
the research capacity of HSCPs are presented. At a policy level, there is a need to prioritise
nominating both a national and regional HSCP managerial and research leads that sit
respectively on a national and regional HSCP Research Groups. At an organisational level,
there is need to nurture a research appreciative culture by various means including rewarding
HSCPs with protected work time for research and national awards for research-based practice
innovations, and instructing interview panels to independently examine for research
knowledge and practice. At an individual level, existing research capacity could be mobilised
by working more closely with Higher Education Institute researchers, and by organising
national HSCP research conferences. Existing research capacity could be increased by
providing training on already identified research skills deficits (e.g., applying for funding,
publishing research) via preferred selected modalities (e.g., practice-based workshops) in the
context of a supportive and organic environment (e.g., one-to-one mentorship, research
clusters or online collaborative hubs).
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Chapter 1: Introduction

1.1 The Health and Social Care Professionals
A key goal of the Action Plan for Health Research 2009-2013 (Department of Health &
Children [DoHC], 2009) is to develop and expand research capacity in the Irish health service.
Health and Social Care Professionals (HSCPs; see Appendix C) employed within the Health
Service Executive (HSE) represent a significant resource in achieving this goal. The current
study aims to profile the existing level of research activity among HSCPs, their attitudes
towards research, their research skills and training needs, and their preferred methods to
encourage research activity.

The HSCPs are a diverse group of health professions with varying entry-level professional
qualifications and related research training (see Appendix D). While the minimum entry level
criterion for most HSCPs is an undergraduate degree, in some professions most have a
masters (e.g., social work) or doctoral level qualification (e.g., clinical psychology). There
may also be variations between professions on the value placed on research. However, even
for those professions that promote a more research-orientated practitioner (e.g., the scientist-
practitioner model in clinical psychology), such models may fail to get enacted at practitioner
level (Milne et al., 2007). Given that there are differences in baseline research competencies
and research values among professions, developing the research capacity of HSCPs is unlikely
to be a uniform process.

1.2 Level of research activity
There has been little research examining the level of research activity among HSCPs, or the
proportion of work time they spend engaged in research. In one study of health professionals
in the previous North West Health Board (Research & Education Foundation, 2004), 32% of
respondents (n=123) were found to be research active during a four-year period (1999-
2003). However, this percentage was likely an overestimate given that the response rate of
the sample targeted was 29%, and there was likely a strong response bias towards those
who were research active. In an examination of the research activity of a psychology
department (n=40) in Essex in the U.K., 58% of staff were found to be research active
(Morton, Patel, & Parker, 2008). However, it is difficult to expand the results to a wider
population as this department provided strong encouragement and support for research.
Regarding the proportion of work time spent on research, a small scale study of clinical
psychologists in Ireland (n=35) suggested that it may be as little as 2% (Dowd, Sarma &
Byrne, 2011) while a corresponding figure of 5% has been found for psychologists in
Scotland (National Health Service [NHS] Education for Scotland, 2008).

A dual focus on both the quantity and quality of HSCP research is required. Increasing their
research activity necessitates that the existing research standards are at least maintained,
and that the added capacity is efficiently targeted at priority areas. As will be discussed in
more detail in Sections 1.7 and 1.8, new entrants to research will require adequate levels of
ongoing skill development, while a coordinated strategy is needed to ensure that increased
research activity is directed towards priority areas. Balancing quality with quantity may also
be achieved by evaluating research activity with criteria that take into account the standard
of research productivity, like the “h index of publication productivity” (Hirsch, 2005).
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1.3 Funding
In Ireland, health research as a proportion of public funding is approximately half that of the
Organisation for Economic Co-operation and Development (OECD) average (Health Research
Board [HRB], 2009). Funding for research amounted to €200 million in 2008 (DoHC, 2009),
with one fifth of this being distributed by the HRB which provides funding for postgraduate
students to engage in health research as well as funding for clinical trials. An example of
funding specifically directed at HSCPs is the Research Training Fellowship provided by the
HRB. With this fellowship, HSCPs are funded to undertake research leading to a PhD. Such
funding is not only beneficial in incentivising research, but also in providing professionals
with the skills that facilitate them to engage in high-level research.

While there are many sources of potential funding (Waldron & Byrne, 2011), it is difficult to
determine the number of projects that are funded within the Irish health service. Findings
from the North West Health Board survey found that for those health professionals who were
research active during the period from 1999-2003, 43% indicated that they did not receive
any funding during this time (Research & Education Foundation, 2004).

1.4 A need for increased research activity?
Before discussing ways in which the research capacity of HSCPs may be developed, it is
important to first consider the reasons why such an increased capacity is needed.

1.4.1 Dependence on external research
The lower the level of research capacity within our health service, the more dependent we
will be on research from other jurisdictions. As different health services will vary on a number
of important factors (e.g., clinical pressures, distribution of professions, technology etc.), a
service or therapy that is effective in one jurisdiction may not necessarily be effective or
appropriate for another. A further problem is that priority issues within our health service
may not necessarily be priority issues in other jurisdictions and will thus get neglected in
terms of research and/or evaluation.

At a more specific level, the functioning of individual services in their natural context needs
to be regularly examined through systematic service evaluations. A service evaluation may
assess whether a service is meeting its performance goals, whether it is achieving the desired
treatment outcomes and whether the internal processes of the service (e.g., team working)
are a barrier or facilitator of success (McHugh, Sarma, & Byrne, in press). If an evaluation is
not a regular feature of a service, operational inefficiencies and treatment failures will be
perpetuated (The Health Foundation, 2010).

1.4.2 Dependence on ‘research’ by consultants
Without adequate research capacity, the decision making of health care managers may
become increasingly reliant on ‘research’ from private contractors or management
consultants. Such stakeholders may have vested interests in recommending large-scale top-
down reform on the basis of less-than-comprehensive data that is collected over insufficient
periods of time (e.g., several weeks or months). Not informed by a robust review of the
public sector management literature and evidence base, their models may be indiscriminately
transplanted from the private sector.

1.4.3 Academic-clinical research interaction
On a number of levels, academically-based research would struggle without clinical research
and clinical researchers. First, health research would tend to stagnate without clinical
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researchers (Rosenberg, 1999) given that they have more direct experience of priority areas
within the health service, and regularly encounter challenges that require clinical innovation.
Indeed, the organisational knowledge of experienced clinicians is invaluable, and it is
important that efforts to increase the research capacity of HSCPs effectively utilise the
knowledge of this group. A second issue is that clinical research provides a crucial link
between evidence-based treatments and mainstream practice. Until the effectiveness of
treatments can be demonstrated within the naturalistic context of day-to-day services, such
treatments will remain within the academic realm. A final issue is that clinical research can
have a role in refining theoretical knowledge, often exposing inadequacies in the practical
utility of theories.

1.4.4 Economic benefits
Clinical research can often produce economic returns. Service evaluation can identify areas
of inefficiencies and opportunities for improvement. The resources utilised in conducting a
service evaluation may spare the far larger volume of resources that might otherwise be
unnecessarily consumed if operational inefficiencies continue undetected. Clinical research
can also produce economic benefits by attracting funding and generating employment
opportunities. For example, the establishment of an advanced health research culture may
attract high quality labour companies, such as pharmaceutical and medical device industries
(Forfás & Advisory Council for Science, Technology & Innovation, 2006).

1.4.5 Empowering professions
All professions need to have the capacity to defend their methods through clinical research.
If a profession neglects research activities, its diminished evidence-base runs the risk of
becoming overly-determined by other professions, some of which may have conflicting
theoretical perspectives and biases. This risk has been highlighted in both clinical psychology
(Thomas, Turpin, & Meyer, 2002) and occupational therapy (Wood, 1998). Without a solid
research base, a profession risks becoming largely invisible within the health service and may
ultimately lose its ability to influence policy.

1.4.6 Utilise research skills
While entry-level HSCPs may have a good baseline level of research competence (see
Appendix D), their skills may deteriorate over time if infrequently used, even if they attend
advanced academic training. The utilisation of research skills is becoming more important
given that the academic qualifications of new entrants to the health service appear to be
increasing. For example, there were 44% more individuals receiving masters or doctoral
degrees in the area of health and welfare in 2010 compared to 2007 (Higher Education
Authority [HEA], 2007, 2010).

1.5 Attitudes towards research
In attempting to increase the research capacity of HSCPs, it is important to consider their
underlying motivation towards engaging in research. The academic literature broadly
suggests that health care staff hold positive attitudes towards research and recognise its
importance. For example, Morton et al. (2008) found that two-thirds of psychologists held
positive feelings towards engaging in research, with 39 out of 40 reporting research as being
‘Important’ or ‘Very important’ for their profession. In a sample of UK dieticians (n=130),
slightly more agreed than disagreed (38% v 36%) with the statement ‘Research should be
carried out by all dieticians’ and only 7% agreed with the statement ‘I don’t see research as
part of my job’ (Harrison, Brady, & Kulinskaya, 2001).
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1.6 Protected time for research
Inadequate time for research is a common complaint among many health professionals
including clinical psychologists (Morton et al., 2008), dieticians (Harrison et al., 2001) and
nurses (Segrott, McIvor, & Green, 2006). Specifically, they may struggle to get the necessary
protected time from their clinical duties to conduct research. As a result, they may have to
resort to conducting research outside work time. In the study of health professionals in the
North West Health Board (Research & Education Foundation, 2004), only 25% of those who
had been research active during 1999-2003 had conducted their research activities primarily
during work time.

A failure to accommodate research activities within work time may inhibit many health
professionals from engaging in research. This would especially be the case for professionals
with significant personal commitments, who may have little available time outside of work.
Hence, as clinical pressures can significantly restrict work-based research activity, protected
research time needs to be prioritised. However, this may be difficult to justify in a context of
service pressures and an organisational culture where clinical research is presented as a
peripheral duty.

1.7 Research skills and training
There are at least two main ways in which the research skills of HSCPs can be developed.
First, and particularly important for those HSCPs aiming to engage in substantive research,
some may pursue higher academic degrees. Second, the baseline research competencies of
existing HSCPs can be improved by providing CPD opportunities. The latter would appear
to have much potential, given that it can influence a much larger number of HSCPs in a
cost-effective manner. Such training may need to target particular research competencies
that may be relatively neglected in academic training. For example, research skills specific to
clinical research (e.g., conducting a service evaluation) tends to be underdeveloped within
academic training (Yanos & Ziedonis, 2006). In designing research training programmes, it
is important to profile baseline research competencies and those areas most in need of
development. For example, Morton et al. (2008) found that psychologists were least
confident in the areas of data analysis and writing up research for publication.

In an environment where resources are scarce, the question of where to invest research
funding becomes even more important. Some suggest that research training should be
reserved only for those who show an explicit interest in research (Short, Holdgate, Ahern &
Morris, 2009), while others propose that at least the initial attempts need to be as inclusive
as possible (Segrott et al., 2006). The latter is understandable given that many clinicians may
only become motivated to engage in research once they feel competent to do so. This may
be particularly appropriate for those experienced clinicians whose research competencies
have deteriorated through lack of use.

The type of modality chosen for training will influence the potential audience that can be
reached. For example, online learning modules can be delivered more cost-effectively to a
large audience compared with lectures or workshops. Lectures are traditionally the most
common training format for a variety of reasons including the need for Higher Education
Institutes (HEIs) to teach typically large audiences. However, the passive nature of audiences
within lectures limits the effectiveness of the learning experience. More interactive forms of
training (e.g., workshops and seminars) may better sustain the attention of, and generate
feedback from audiences (Steinert & Snell, 1999), thus facilitating better quality learning.
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However, due to constraints on audience size, such learning may provide relatively poor
value-for-money.

Interest in online learning is growing given that it can accommodate large numbers of
learners and facilitates a more flexible participation in training. However, it has a number of
limitations (Childs, Blenkinsopp, Hall, & Walton, 2005) that may render it inappropriate as
a stand-alone learning modality. In terms of time management, learners may have difficulty
maintaining a structured learning process while employers, assuming that employees can
access such training in their own time, may be less willing to designate work time for doing
so. Some health professionals lacking skills in, and confidence using, computer technology
may also have difficulties adapting to this form of learning. Furthermore, the quality and
outcomes of online learning can often be unclear.

Mentorship is a form of research training that is supported by the evidence-base. For
example, supervision support was found to be a key factor of publication success for
psychologists in clinical training (Cooper & Turpin, 2007), while nurses’ research activity was
found to be higher for those with access to mentorship (Roberts, 1997). Indeed a key aspect
of the successful ‘Designated Team Approach’ to research capacity building is the provision
of mentorship and supervision (Cooke, Nancarrow, Dyas & Williams, 2008). There is also
the potential of e-mentorship to bridge organisational or location gaps, but it may be more
useful as a supplement rather than as a substitute for face-to-face mentorship (Byrne & Keefe,
2002).

1.8 Research strategy
One of the limitations of health research in Ireland is that it is often isolated and based on
researchers’ specific interests (HRB, 2009). Such research may have little relevance outside the
context of analysis, may neglect priority areas and may not provide a base for other research
to build upon. A second organisational problem is that Irish health research tends to be
biased towards certain domains, leaving many important areas under-researched (HRB,
2009). For example, excessive amounts of research are often directed at educational and
enterprise goals at the expense of areas like preventative medicine and population health. In
addressing such organisational limitations, a more coordinated approach to clinical research
would appear to be required.

It has been argued that there is little value in developing the individual research capacity of
clinicians without creating parallel organisational and infrastructural supports (Watson,
Clarke, Swallow, & Forster, 2005). For example, in the context of occupational therapy, Ilott
(2004) proposed the concentration of research resources so that activity could be strategically
directed at priority areas. Furthermore, centres of excellence may increase the quality of the
research. Such attempts have been made in the UK through the Mental Health Research
Network Scheme (www.mhrn.info/index.php) that established eight regional hubs, each of
which was associated with a university. However, one of the problems of creating a more top-
down, centralised strategy is that the individual creativity of clinical researchers may be stifled.
Additionally, this strategy may not be effective in utilising the potential of clinicians with
basic research skills to engage in small-scale projects. Thus, a balance needs to be struck to
ensure that centralisation does not limit the quantity of researchers or the potential for
innovation.
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1.9 Collaboration
Research collaboration has some clear benefits including the cross-pollination of ideas and
the increased potential to solve complex problems. It has many forms, each of which can
have distinct benefits. For example, the strengths of academic and clinical researchers can
complement one another, with clinical researchers potentially benefiting from academic
researchers’ advanced knowledge on areas like statistics and methodology, while academic
researchers may benefit from clinical researchers’ organisational knowledge and easier access
to clinical data. Such collaboration appears to be underutilised in Ireland (DoHC, 2009),
though there are some productive research streams. For instance, medical physicists in
University Hospital Galway have been working with bioengineers in the engineering
department of the National University of Ireland Galway in assessing the safety of medical
devices. Also there have been efforts by some HSCPs to develop greater links with academic
institutions. For example, the Rehabilitation and Therapy Research Society (www.rtrs.org)
that represents physiotherapy, occupational therapy, and speech and language therapy, aims
to develop greater collaboration and cooperation with Irish universities in facilitating research
activity within these professions.

Inter-disciplinary research is becoming increasingly necessary as the complexity of research
questions increase and as broad societal-level problems become prioritised over
unidisciplinary problems. Inter-disciplinary research is also best placed to address
organisational-level research questions (Pickstone et al., 2008). However, the process of
managing such research is complex due to the competing theoretical biases of different
stakeholder professions. Strong leadership and direction is required to help members
transcend their discipline-specific boundaries and form a compatible group, both at the social
and the cognitive level (Gray, 2008).

There are a number of methods by which collaboration may be promoted. For example,
Walker (2008) proposed the creation of a web-based resource that allows researchers from
a variety of organisations, locations and disciplines to identify one another for collaborative
work. HSELanD (www.hseland.ie), the online resource for Irish health staff, has many
collaborative hubs that could be used to facilitate the formation of research clusters
(McHugh, Byrne, & Liston, in press). Furthermore, Lenus (www.lenus.ie), the online
repository for Irish health research, provides a basis for allowing Irish health researchers to
identify one another (Lawton & Byrne, in press). More direct methods such as conferences
for HSCPs can bring similar-minded HSCP researchers together and thus facilitate the
formation of research clusters.

1.10 Aims of study
Through the survey method, the current study aimed to profile the current levels of research
activity among HSCPs; their attitudes to research; their research skills and training needs;
and their preferred methods to encourage research activity. The ultimate goal of the study
was to establish an evidence base to inform future efforts to increase the research capacity
of HSCPs.
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Chapter 2: Materials and Methods

2.1 Survey questionnaire
Using Morton et al.’s (2008) research survey questionnaire as an initial template, the authors
constructed a draft questionnaire to profile (a) the professional background of HSCPs; (b)
their research activity during the six-month period January – June 2011; (c) their attitudes to
research; (d) their research skills and preferred methods of training; and (d) their preferences
regarding how their personal research activity could be encouraged.

The authors subsequently circulated the draft questionnaire to a number of HSCP bodies
and academic researchers for review. The final questionnaire consisted of 31 items of variable
format (e.g., multiple choice, likert-scale, and open-ended questions). The questionnaire was
developed as a Microsoft Word document (2003 version) to be distributed to HSCPs as an
email attachment (see Section 2.3). The document was electronically protected to prevent
modification of the questionnaire items and to allow for more efficient responding.

2.2 Sampling population
The target population were particular HSCPs working in the Irish health system (see Appendix
C). The chosen professions included those who were represented on the HSCPs Education
and Development Advisory Group (see Acknowledgements), and those that were large in
number and/or had a professional body. As per the Health Census Report (HSE, 2009), the
chosen professions accounted for approximately 14,507 health service staff. In addition,
given their salaried status, 102 Psychologists in Clinical Training and 22 Pharmacy Students
were also sent the questionnaire. Therefore, a maximum of 14,631 staff may have received
the request to participate in this study.

2.3 Data collection
Along with a cover email that specified the details of the survey, confidentiality issues and
completion instructions (see Appendix F), the questionnaire was sent as an email attachment
to the eight other members of the HSCPs Education and Development Advisory Group (see
Acknowledgements). They were asked to forward it to the chair of their discipline-specific
service managers group who in turn were requested to forward it to their network of
managers. The latter were requested to circulate the request to participate to staff in their
departments. It was also circulated as an email attachment to the heads of the professional
bodies of the selected HSCPs (n=22; see Appendix C). While most professional bodies
circulated the request to participate as an email to their members, some posted the request
on the members’ forum of their website. Participants were given a period of three weeks to
complete the survey and return it either by email or by post as a hardcopy. A reminder email
was sent to gatekeepers four days before the stated deadline for returning completed
questionnaires. For surveys returned by email, the survey attachment was downloaded and
saved in an anonymous format. All surveys returned by post were in an anonymous format.

2.4 Data analysis
Raw data from the survey were entered item-by-item into a Predictive Analytics SoftWare
(PASW) data file (SPSS Corporation, 2010) so that all subsequent analyses could be
conducted using this software package. Missing data were coded to distinguish them from
data not relevant to the participant (i.e. items that participants did not respond to based on
questionnaire instructions). In the process of calculating descriptive statistics, the range and
distribution of the data was examined to check for errors either in the participants’ responses
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or in the data inputted. Missing data were included in any analysis involving the calculation
of percentages (i.e. missing data were considered a category rather than excluded). On a
number of variables, research active participants were compared with research inactive
participants. This was achieved by splitting the data in PASW according to whether the
participant was research active or inactive, and subsequently performing analyses on the
variables of interest.

For structured open-ended items (e.g., ‘What is the full title of your profession?’), variants of
the same response were coded as one term so that PASW could recognise the responses as
identical. For unstructured open-ended items (see Appendix E; Questions 15b, 19b and 30),
the responses were first entered into PASW in their raw form. Each response was subsequently
manually analysed to reduce it into simple categories that were applicable to the item of
interest (e.g., ‘Lack of time’ and ‘Lack of support’ were categories for the item asking
participants to specify barriers to research). In order to link participant data, each of these
categories were first placed in the same row of PASW as the associated raw response. In
calculating the frequencies of these categories, a new PASW data file was created where each
instance of the category was inputted on a separate row.
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Chapter 3: Findings

3.1 Respondents
Assuming a maximum of 14,631 staff could have received the request to participate through
their discipline-specific managers’ network and/or professional body, the 373 completed
questionnaires returned represents a response rate of 2.5%. Of these, 62 were from males
(17%) and 311 from females (83%). The average participant age was 38 years (range 22 –
63). The electronic version of the survey was completed by 342 participants who returned
their questionnaire by email. The remaining 31 participants retuned their completed
questionnaire by post.

The number of participants from each HSCP is presented in Figure 1. The 5 largest participant
groups were that of psychologist (n=99), physiotherapist (n=51), clinical measurement
scientist (n=47), speech and language therapist (n=46), and occupational therapist (n=35),
which together accounted for 75% of participants.

Figure 1. Number of participants from each profession

A minimum of 64% (n=239) of participants were of senior grade or higher within the health
service (see Table 1). Of the two professions whose trainees were asked to participate,
Psychologists in Clinical Training (n=17) were the only trainee-level participants. Of the entire
sample, the average duration of work experience as a health professional was 13.1 years
(SD=9.5), ranging from less than 1 year to 38 years.
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Table 1. Grade of participants’ posts

Grade Number of Participants Percentage of Participants
Principal/Manager/Chief 74 20
Clinical Specialist 5 1
Senior 160 43
Staff (or Basic) Grade 55 15
Trainee 17 5
Assistant 6 2
Not specified 56 15

Ninety eight per cent of participants were employed at the time of the survey, with 74% of
these employed by the HSE. The HSE regions (see Appendix G) where the participants were
employed are presented in Table 2. None were Higher Education Institute (HEI) employees.

Table 2. HSE region where participants worked

Region Number of Participants Percentage of Participants
Dublin Mid-Leinster 140 38
Dublin North East 51 14
South 56 15
West 77 21
Not specified 49 13
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3.2 Research activity
During the six-month period from January – June 2011, 177 (47.5%) of participants were
research active or involved in various ways in a total of 542 research projects. They were a
direct researcher in approximately 79% of these projects, while they were a supervisor, an
assistant (e.g., collected data), and/or a coordinator/manager in the remainder of these
projects (see Section 3.3).

Projects were grouped into the three categories of service evaluation, research and review
articles. Service evaluation (including clinical audit) was defined as projects were the aim
was to assess the functioning of a service in its natural context. ‘Research’ was defined as
those projects where the aim was to produce new knowledge that had utility outside the
context of analysis. Review articles were defined as those that analysed the existing literature
base. The survey found that research active participants were involved with 192 (22%)
service evaluations, 229 (42%) research projects and 121 (35%) review articles (see Figure
2).

Figure 2. Proportion of projects in each research category

Research active participants were involved with an approximate average of 3.1 projects, with
73.4% (n=130) of these participants involved with between 1 – 3 research projects and
25.4% (n=45) involved in four or more projects during the six-month period January – June
2011 (see Figure 3). One per cent (n=2) of research active respondents did not specify the
number of projects they were involved with.

Figure 3. Level of project involvement of research active participants
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The distribution of these projects among the HSCPs is presented in Figure 4. Only six research
active participants (3%) submitted a combined total of seven research articles over the
previous year to Lenus (www.lenus.ie), the online Irish health research repository.

Figure 4. Number of projects each profession was involved in

Participants spent an average of 13% of their work time (i.e. during work time) engaged in
research. Fifty-four percent (n=96) of research active participants spent less than 10% of their
work time engaged in research (see Figure 5), including 10% (n=18) who did not engage in
any research activities during work time. Three per cent (n=5) of research active participants
did not specify the proportion of their work time they spent engaged in research.

Figure 5. Percentage work time research active participants spent engaged in research
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Of participants’ total time engaged in research, an average of 37% of it occurred outside of
work time. Thirty-five percent (n=62) of research active participants spent less than 10% of
their research time outside work time (see Figure 6), including 18.6% (n=33) who conducted
all of their research within work time. Twenty-nine percent (n=52) of research active
participants spent 50% or more of their research time outside of work time. Thirteen per
cent (n=23) of research active participants did not specify the proportion of their research
time that occurred outside of work time.

Figure 6. Percentage research time research active participants spent outside of work time
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3.3 Characteristics of projects
Research active participants were requested to provide information on the two most recent
research projects they were involved with during the six-month period January – June 2011.
This amounted to 273 projects consisting of 101 service evaluations, 140 research projects
and 32 review articles. For those projects where participants specified their role (84%,
n=228), participants were involved as direct researchers for 79% (n=180), had a supervisory
role for 13% (n=29), had an assistive role (e.g., data collection) for 6% (n=13), and had a
purely managerial/coordinator role for 3% (n=6; see Table 3).

Table 3. Participants’ role in projects

Role in project Number of Percentage of
Projects Projects

Direct researcher 180 79
Supervisory role 29 13
Assistive role 13 6
Managerial role 6 3

The details of research active participants’ two most recent projects are presented in Tables
4 and 5. Approximately one third (34%) of the projects sampled contributed towards
completing an academic degree, including almost half (47%) of the research projects. The
presence of funding was low for both service evaluations (11%) and review articles (9%),
with funding more common for research projects (34%).

Table 4. Generic characteristics of research active participants’ two most recent projects

Service Research Review Article Total
Evaluation
(n=101) (n=140) (n=32) (n=273)

n % n % n % n %
Part of academic
degree 17 17 66 47 9 8 92 34
Funded 11 11 48 34 3 9 62 23
Mentorship 30 30 64 46 12 38 106 39

Participants received mentorship for 39% (n=106) of the projects. For 80% (n=85) of these
projects, participants indicated that the quality of the mentorship provided was either ‘Good’
or ‘Excellent’ (see Figure 7). Participants were requested to indicate whether they
experienced any limitations with the mentorship they received. Nine percent (n=10) of
participants who had received mentorship reported limitations, all of which related to
structural and organisational problems such as a lack of time with the mentor or difficulty
contacting the mentor. None of the participants reported a limitation related to the quality
of the mentorship provided.
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Figure 7. Evaluation of mentorship received

A third of the research projects were part of a larger research stream (see Table 5). The
majority of projects in all categories involved some form of collaboration, with the highest
levels for research projects (82%) and the lowest levels for review articles (66%). Inter-
disciplinary collaboration occurred in approximately half of service evaluations (47%) and
research projects (51%), with lower levels of such collaboration for review articles (25%).
The presence of collaboration with academic researchers was most frequent for research
projects (59%) and least frequent for service evaluations (14%).

Table 5. Type of collaboration within research active participants’ two most recent projects
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n % n % n % n %
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3.4 Attitudes towards research
Eighty two percent (n=145) of research active participants and 71% (n=140) of research
inactive participants indicated that they would like to spend more time engaged in research.
Research active participants’ ideal proportion of work time to spend engaged in research
was an average of 24% (SD=17%), with the corresponding figure for research inactive
participants at 16% (SD=20%). As indicated in Figure 8 below, positive feelings towards
research were indicated by the majority of both research active (84%, n=149) and inactive
(71%, n=140) participants.

Research Active Research Inactive

Figure 8. Participants’ feelings towards engaging in research

Seventy-eight percent (n=138) of research active participants and 69% (n=136) of research
inactive participants indicated that it was ‘Very important’ for their profession to engage in
research (see Figure 9). No participants indicated that it was ‘Not at all important’ for their
profession to engage in research. Using the same rating scale, sixty two percent (n=109) of
research active participants and 50% (n=98) of research inactive participants indicated that
it was ‘Very important’ to get research published.

Research Active Research Inactive

Figure 9. Participants’ ratings of the importance of research for their profession
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3.5 Research skills
With regard to participants’ highest academic qualification (see Table 6), 71% (n=126) of
research active participants and 45% (n=88) of research inactive participants had a masters
or doctoral degree (e.g., PhD, D.Psych.Sc.).

Table 6. Participants’ highest academic qualification

Research active Research inactive
(n=177) (n=196)

n % n %
Doctorate 41 23 20 10
Masters 85 48 68 35
Postgraduate diploma 7 4 17 9
Higher Diploma 1 0.6 6 3
Bachelors 35 20 78 40
Not reported 8 5 7 4

Eighteen percent (n=32) of research active participants and 37% (n=73) of research inactive
participants reported a decline in their overall research competence since qualifying as a
health professional (see Table 7). Seventy two per cent (n=127) of research active participants
and 52% (n=102) of research inactive participants reported having engaged in research
training/educational opportunities since qualifying as a health professional.

Table 7. Change in participants’ research competence since qualifying as a health professional

Research active Research inactive
(n=177) (n=196)

n % n %
Substantially improved 72 41 28 14
Slightly improved 54 31 42 21
Unchanged 18 10 48 25
Slightly declined 25 14 45 23
Substantially declined 7 4 28 14
Not reported 1 0.6 5 3

Participants’ indicated their various research skills as ‘Very weak’, ‘Weak’, ‘Average’, ‘Strong’
and ‘Very strong’. Figure 10 indicates the proportion of participants that indicated weakness
(i.e. either ‘Very weak’ or ‘Weak’) on the various research skills. While a larger proportion of
research inactive participants indicated weakness for all of the skills, both research active and
inactive participants indicated a similar pattern of weakness across the spectrum of skills.
Preparing research for publication and applying for funding were the two areas of weakness
most frequently highlighted by both research active and inactive participants. Other
pronounced areas of weakness for both groups were the design of quantitative and
qualitative research, and the analysis of quantitative and qualitative data.

In terms of participants’ research strengths, the skills they most commonly cited as being
‘Strong’ or ‘Very strong’ were that of conducting a literature review (Research active – 67.8%;
Research inactive – 46.4%), the oral presentation of research (67%; 53%) and data collection
(64%; 47%).
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Figure 10. Proportion of participants that indicated weakness on the research skills

Thirty three percent (n=58) of research active and 44% (n=86) of research inactive
participants reported that their weaknesses in at least one of the research skills would
‘Strongly discourage’ them from engaging in research.
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3.6 Research training
Participants were requested to indicate which of five forms of research training (i.e. structured
one-to-one mentorship; collaborative research clusters/networks; practice-based workshops;
online learning; lectures) they would most prefer. As indicated in Figure 11, one-to-one
mentorship was the most frequent choice (35%, n=130), followed by research clusters (28%,
n=105) and practice-based workshops (24%, n=88).

Figure 11. Participants’ research training preferences

When participants were asked which two forms of research training they would like to see
combined, the three most frequently cited combinations involved two of either one-to-one
mentorship, research clusters or practice-based workshops (see Figure 12). Combinations
that did not receive any preferences from participants are not included in the Figure 12.

Figure 12. Participants’ preferences for research training combinations
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3.7 Barriers and facilitators of research activity
Those participants who indicated that they would like to spend more time engaged in
research (n=294) were requested to specify, in response to an open-ended question, the
factors that prevented or discouraged them from doing so. The responses were categorised
and are presented in Table 8. The two most frequently cited preventative factors were that
of clinical pressure (58%, n=171) and a lack of time (39%, n=114), with at least one of these
factors cited by 81% (n=238) of participants. A lack of support was cited by 16% (n=46) of
participants, while only 5% (n=8) of research active and 9% (n=17) of research inactive
participants cited weak research skills or a lack of training as preventative factors.

Table 8. Factors participants indicated as barriers to research

Barrier Number of Percentage of Example of responses
respondents respondents

Clinical pressures 171 58 • Caseload/waiting list pressures
• Too few staff
• Pressure from management

Lack of time 114 39 • Lack of protected research time
• No time available from

clinical demands
• Having to conduct research

outside of work time

Lack of support 46 16 • Lack of higher management
support

• Lack of peer support
• Lack of administrative support

Lack of funding 40 14 • Lack of funding opportunities
• Self-funding of research expenses

Lack of resources 28 10 • Lack of appropriate research
facilities

• Lack of access to research
databases

Research not valued 27 9 • Colleagues not valuing research
in organisational • Organisation not valuing research
culture • Lack of encouragement by higher

management

Weak research skills/ 25 9 • Gaps in research skills
lack of training • Lack of confidence in research

skills
• Lack of training opportunities

Personal circumstances 10 3 • Family commitments

Lack of research 8 3 • Lack of opportunity to join
opportunities existing research streams

• No opportunities in work
environment

No barrier specified 11 4
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Participants were asked to indicate how effective various changes would be in increasing
their level of research activity. The response categories were ‘Would have no effect’; ‘Would
be somewhat effective’; and ‘Would be greatly effective’. The proportion of participants who
indicated that the proposed change would be ‘Greatly effective’ is presented in Figure 13.
The changes most frequently cited were that of increased protected work time for research
(72%, n=267), more funded research posts (71%, n=264), greater mentorship and support
(71%, n=263) and more opportunities for collaboration (67%, n=251).

Figure 13. Percentage of participants who indicated that proposed change would be ‘Greatly
effective’ in increasing their personal level of research activity

In an open-ended question, participants were requested to indicate whether there were any
other changes that might increase their level of research activity. A number of these were
commonly cited by participants. Some participants (n=11) proposed a better research culture
within their working environment. This included the need for management and employers
to assign more value to research. Referencing the difficulties associated with clinical pressures,
some participants (n=8) proposed that more clinical staff are needed in order to free up work
time for research. Issues relating to career opportunities were cited (n=11), including the
establishment of combined clinical/research posts as well the employment of more research
assistants. Some participants proposed a more coordinated research strategy (n=8), such as
the channelling of the research capacity towards priority areas.
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Chapter 4: Discussion

This research survey sampled 373 HSCPs (see Appendix C) from across the four HSE Regions
(see Table 2 & Appendix G). A diverse range of professions and professional grades were
represented in the participant group (see Figure 1). Given the significantly low response rate
of 2.5% and the lack of an overall sampling frame for HSCPs (and other methodological
limitations; see Section 4.9), caution needs to be exercised in attempting to generalise the
findings to the broader community of HSCPs in Ireland. Indeed, given a probable strong
response bias towards HSCPs with higher qualifications and an interest in research, the data
pertaining to research active participants (n=177, 71% of whom had a Masters or Doctoral
level qualification; see Table 6) cannot be generalised beyond this active sub-sample. The
data related to research inactive participants most likely pertains to those HSCPs who are
interested but non-active in research. This survey’s data are probably not representative of
those who either are uninterested and/or non-active in research, or of those who the invite
to participate did not reach. However, as the first study to attempt to profile HSCPs’ research
activity levels, their attitudes towards research, their research skills and training needs, and
their preferences as to how their research capacity could be developed, this study’s findings
(see Figure 14) represent a significant advancement in our understanding of how to increase
their research capacity.

Figure 14. Summary of key findings

4.1 Research activity
Of the 47.5% of HSCPs sampled that were research active (n=177) during the first six months
of 2011, 25.4% of these (n=45) were involved in four or more projects (see Figure 3). Based
on the projects sampled in detail (two most recent projects), research active participants
were involved as direct researchers in 79% of these (see Table 3). While guarding against
over-burdening already active HSCPs, it would be desirable to increase this level of project
engagement, possibly by encouraging specialisms in targeted research streams that are
aligned with national policy.
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Approximately one third of participants’ research activity involved evaluating services (see
Figure 2). Such research, vital in ensuring that services are producing their desired outcomes
in a value-for-money manner, can be promoted by ensuring that HSCPs have the necessary
skills to undertake such research. These skills include knowledge of choosing the appropriate
performance indicators for particular services, as well as knowing how to manage the various
methodological and ethical issues that tend to emerge during service evaluations (McHugh,
Sarma, & Byrne, in press).

4.2 Research time
Research activity took up a small proportion of participants’ work time, with the majority
(54%, n=96) of research active participants spending less than 10% of their work time
engaged in research (see Figure 5). Given such a low level of research activity during work
time, and in line with findings from other studies (e.g., the North West Health Board survey;
Research & Education Foundation, 2004), it is unsurprising that an average of 37% of
participants’ research activity occurred outside of work time.

Clinical pressures and a lack of time were the most commonly cited barriers to research
activity among those who wanted to spend more time engaged in research (see Table 8). On
examining these participants’ specific responses, many indicated insufficient protected time
for research, and believed that the existing clinical staff capacity could not cope if they
became more research active (and therefore reduced their clinical activities). A small group
of this cohort (3%, n=10) explicitly cited personal commitments (e.g., family-related) as a
barrier to research activity, suggesting that the tendency for research to extend outside of
work time may limit the research activity of some HSCPs. Further emphasising the influence
of time constraints on research capacity, ‘Increased protected time for research’ was the
factor most frequently cited by participants as being potentially ‘Greatly effective’ at
increasing their personal level of research activity (see Figure 13).

These findings appear to support the hypothesis that HSCPs require greater levels of
protected work time if they are to increase their research activity. To facilitate this, an
incentive scheme could be established whereby the more research a HSCP produces the
more protected time they gain for research during work time. For those HSCPs with
advanced research skills, academic posts could be established with secondment (partial or
full) from clinical duties. However, in the context of service pressures and recruitment
embargos within the Irish health service, diverting increased levels of the existing clinical
capacity towards research may be difficult to implement and even more difficult to justify.

4.3 Coordination and collaboration
Of the research projects that were sampled in detail, 75% involved collaboration while one
third were part of a larger research stream (see Table 5). These levels of cooperation and
coordination are encouraging. However, as a strongly endorsed facilitator of research (see
Figure 13), there is a need to further develop opportunities for collaboration.

That 34% of projects were part of an academic degree (see Table 4) and 39% involved
collaboration with academic researchers (see Table 5) indicates significant research links
between health service staff and HEI departments. However, these links need to be
strengthened, possibly by shifting the research agenda within HEIs away from the individual
interests of academic researchers towards priority areas within the health service.
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Present in 46% of projects, the level of inter-disciplinary research was also substantial (see
Table 5). Various strategies could be implemented to better facilitate the establishment of
collaborative links including developing websites (e.g., the new HSCP Hub on HSELanD)
where researchers can advertise their skills, resources and needs for the purposes of
collaboration (Walker, 2008). That only 3% of this study’s research active participants (n=6)
hosted research papers onto our online health research database Lenus (Lawton & Byrne, in
press) suggests that such databases need to be better utilised. Organising an annual HSCP
research conference where prizes are awarded for various types of research could
complement the use of such online mediums.

Collaborative links (e.g., development of research clusters) could be best realised by
establishing a national and four regional HSCP research groups, whose membership includes
a HSE management nominee; nominated HSCP research leads employed by the HSE; and
nominated HEI academics. Responsible for driving and coordinating research activities
around areas of strategic priority within the health service, these groups could also maintain
a database of research active HSCPs; facilitate research activity (e.g., data collection); monitor
the quality of research produced and its effect on health care service provision; ensure
appropriate dissemination of same; and promote efforts to translate research findings into
practice. Indeed, having a centralised sampling frame may have facilitated an increased
response rate in this survey.

4.4 Funding
It is noteworthy that the competence of applying for funding was rated by research active
and inactive participants respectively as their weakest and second weakest competence (see
Figure 10). This may suggest a lack of skill development in this area or simply a lack of
practical experience due to limited opportunities for funding. Whether a project gets funding
will be influenced by a number of factors. For example, funding is less likely to be required
if clinicians have access to routinely-collected organisational or audit data and if they
undertake research in their own departments and are resourced internally as part of their
job.

While only 23% of research projects were funded (see Table 4), it is interesting that only
14% of those participants who wanted to spend more time engaged in research indicated
a lack of funding as a potential barrier (see Table 8). Yet 71% of all participants cited that
‘More funded research posts’ would be ‘Greatly effective’ in facilitating their personal level
of research activity (see Figure 13). One way to interpret these findings is that that while
participants did not perceive a lack of funding to be a significant barrier to research, serving
primarily as an incentive, its absence may have served to demotivate them to engage in
research. They may also have perceived that there are at least two different types of
researcher: those who are engaged full-time in more substantive ‘Big R’ research and those
who are engaged in potentially more modest ‘Small R’ research projects on a part-time basis.

An adequate level of funding for health research is necessary for a number of reasons. First,
given that research activities often extend outside work hours (see Figure 6), some reward is
needed to sustain this increased effort. Second, many health research projects will involve
some form of expense (e.g., materials, software, etc.). Third, funding for research, including
funding towards the cost of dissemination (e.g., conference participation and travel costs,
hosting shared learning events) will be a key aspect in determining the working culture that
develops regarding research. If HSCPs’ research activities are not funded nor given protected
time, research will continue to be perceived as a peripheral duty for many.
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4.5 Attitudes towards research
A significant majority of participants indicated positive attitudes towards research (see Figure
8) and supported the importance of research for their profession (see Figure 9). Such positive
attitudes towards research reflect findings from similar studies of HSCPs (Harrison et al., 2001;
Morton et al., 2008). Furthermore, approximately 80% of participants indicated that they
would like to spend more time engaged in research, including those who were research
active. These findings suggest that a wide range of HSCPs are prepared to increase their level
of research activity given the appropriate opportunities and support. However, given that the
sample was likely highly biased towards HSCPs that were research active and/or had an
interest in research, it is uncertain whether such favourable attitudes towards research are
present among the broader community of HSCPs.

4.6 Support for researchers
After clinical pressures and a lack of time, the third most commonly cited barrier to research
was a lack of support for engaging in research (see Table 8). Some participants cited a lack
of support from management, while others cited a lack of support from peers. These
participants may have perceived themselves to be working within an organisational culture
that did not value research. Indeed, a proportion of those participants who wanted to spend
more time engaged in research (9%) explicitly cited a poor research culture as a barrier to
research. It is possible that such a culture may develop, not necessarily from poor attitudes
or values towards research within organisations, but from short-term clinical demands
overwhelming services’ working capacity.

A number of practical measures may be implemented to address the lack of support for
clinical researchers. Within the context of a national and regional HSCP research groups (see
Section 4.3), the managerial research leads could assist discipline-specific line managers in
providing the necessary support to research active HSCPs. For example, these leads could
ensure that the latter are given the necessary protected time for research and the necessary
resources (e.g., appropriate access to adequate IT facilities, electronic databases, local HSE
libraries / Librarians, and HSE/HEI statisticians). These research groups could also support the
development of research clusters, thus providing HSCPs with a source of peer support.

4.7 Research skills
The finding that 71% of research active participants had a Masters degree or higher (see
Table 6) lends support to the hypothesis that increasing the academic qualifications of HSCPs
will increase their research capacity. However, the advancement of research skills did not
appear to be a priority issue for participants. For example, ranking sixth out of eight proposed
changes, only 56% of participants cited ‘More opportunities to advance research
qualification’ as being ‘Greatly effective’ in increasing their personal levels of research activity
(see Figure 13). Furthermore, in response to an open-ended question, only 4.8% of research
active and 8.7% of research inactive participants cited weak research skills or a lack of training
as a barrier to research (see Section 3.7). Thus, rather than investing in the resource-intensive
option of increasing HSCPs’ academic qualifications, perhaps initial efforts need to
concentrate more on developing existing research competencies through workshops, ideally
in a context of available protected research time, mentorship and peer-based learning.

Research training needs to accommodate the differential research skills both within and
between the different professions. For those HSCPs with advanced research skills, the goal
would be to develop competencies that facilitate their engaging in more substantive research
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within the health service (e.g., designing and evaluating complex health interventions; data
modelling; and change management research). For those with more basic research skills,
training needs to focus more on refreshing and developing their existing research skills (e.g.,
conducting literature reviews; Keary, Byrne & Lawton, submitted) in order to facilitate their
becoming involved in smaller scale research projects. Such CPD needs to serve as a
supplement rather than a substitute to academic training. If new health service staff have
specific research skill deficits, the HSE needs to work with the HEIs in addressing this problem.

It is possible that the reported decline in research competencies by research inactive
participants (relative to research active participants; see Table 7) was due to practice effects.
However, as also found in this study (see Section 3.4), maintenance of research competencies
among research active practitioners may also be related to their engaging in more research
training opportunities since qualifying as a health professional. Regardless, an important
group of HSCPs to target for research training are those research inactive HSCPs who may
have lost confidence in engaging in research due to skill deterioration.

Figure 15. The steps involved in conducting research

Research proficiency requires competence across a variety of research domains (see Figure
15). Partly reflecting previous research findings (e.g., Morton et al., 2008) and possibly a
consequence of neglect on undergraduate syllabi, publishing research and applying for
funding were indicated as pronounced weaknesses by approximately 50% of (both research
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active and inactive) participants. Given that these skills are neither particularly complex nor
difficult to learn related once-off modules could be included in undergraduate syllabi and/or
provided post-qualification (e.g., publication workshops, online modules). Other
competencies highlighted as needing development were that of quantitative and qualitative
data research design and associated data analysis. In contrast, these skills would routinely
receive far more attention and development within academic training programmes. Possibly
the more complex nature of these skills may require CPD over the longer-term that advances
with the HSCP’s research competence. There is also a need to prioritise ‘mixed methods
design’ training given that intervention research and service evaluations increasingly consider
effectiveness on a range of dimensions that require both quantitative (e.g., clinical
effectiveness, cost effectiveness) and qualitative data (e.g., client satisfaction, teamwork
among clinicians).

4.8 Research training
Regarding participants’ preferences for the modality of research training, one-to-one
mentorship was reported as the most popular, followed closely by working in research
clusters and attending practice-based workshops (see Figure 11). The top two preferences
illustrate participants’ desire for interactive, practical forms of research training, in a context
of support from mentors and/or other researchers. Indeed approximately 70% of participants
indicated that greater mentorship and support would be ‘Greatly effective’ in increasing their
personal level of research (see Figure 13). Further supporting the value of mentorship, a large
majority of those who had received it during the course of their research activity evaluated
it positively (see Figure 7).

Despite the potential efficiency and flexibility benefits of online training, it received little
support from participants (see Figure 11). There may be several reasons for this finding. First,
participants may have believed that it would not be given the required designated time
within work time. Second, they may have feared that such learning would have led to more
traditional forms of learning being reduced. For example, they may want to retain some of
the benefits of face-to-face learning, such as the ability to ask instructors questions, or to
collaborate with other learners. Perhaps online learning could be adapted to be more
interactive and collaborative (e.g., combined with E-mentoring) consistent with the qualities
of those training modalities that were evaluated so favourably. At a more fundamental level,
HSCPs need to be educated about how to effectively use online learning facilities (e.g.,
collaborative learning forums, interactive forums, etc.).

The modality of research training that HSCPs engage in also needs to match their level of
research activity and existing research competencies. For example, for both research active
and inactive HSCPs with strong research skills, practice-based workshops in a context of
structured mentorship and/or active engagement within research clusters might be most
appropriate. For those research inactive HSCPs with relatively weak research skills, lectures
and educational material on ‘How to do (specific research skill)’ might be more appropriate
to initially develop their baseline research competencies.

4.9 Methodological limitations
This study’s primary methodological limitation was the significantly low response rate (2.5%).
As a result of this response rate, it was not possible to generalise the results of the study to
the broader community of HSCPs. It is plausible that the sample was strongly biased towards
research active HSCPs and/or those with an interest in research. A number of controllable
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factors may have contributed somewhat to the low response rate. For example, a proportion
of HSCPs may have been on leave during the period of data collection (i.e. July – August).
Furthermore, some HSCPs may have been reluctant to participate as they did not want to
compromise their identity by returning the survey through email.

A second limitation of the study was the absence of a centralised sampling frame of HSCPs
that necessitated indirectly accessing participants via their profession-specific managers’
groups and their professional bodies. Not all managers may have passed on the request to
participate. Neither were all HSCPs members of their professional bodies, and some of these
bodies used the more indirect method of posting the survey on their member’s website
rather than emailing their members. Hence, the process by which the request to participate
was distributed most likely failed to reach the full population of HSCPs within the Irish health
service. Given that some HSCPs may not have received the survey, it is another reason for
being cautious in generalising the results to the overall population of HSCPs. Furthermore,
it could mean that the response rate was somewhat of an underestimate.

Appreciating that a balance needed to be achieved between asking enough questions so as
to establish a meaningful data set and not asking too many questions (that might reduce the
response rate), the survey questionnaire omitted some pertinent questions. One such
question that the survey questionnaire did not ask was whether they had been research
active prior to the six month period of assessment. This presented a problem in interpreting
those findings where the data was categorised by whether the participant was research active
or inactive. It is entirely possible that many of those who were categorised as research inactive
in the six month period of analysis had been research active in the previous few years. A
category of HSCP who had been research inactive over the longer term would have been
valuable in producing more refined results.

4.10 Future research
Based on the results of this study, a number of goals for future research are proposed. First,
future research would benefit from accessing a much broader population of HSCPs, possibly
by using a centralised database of HSCPs and using a website where participants would be
more assured of the anonymity/confidentiality of their responses. Second, the content of
HSCP research needs to be more accurately profiled. For example, is research biased towards
certain areas (e.g., intervention research, population health) and are these areas in line with
identified priorities and strategic goals of the health service? Third, future research would
benefit from profiling other dimensions of research output including academic indices (e.g.,
the number and quality of publications, funding secured) and whether research findings
have impacted significantly on health care policy, service provision and/or service user
outcomes. Fourth, a more in-depth understanding of the process by which research
collaborations develop (and including what stakeholders are involved) might inform efforts
to promote higher levels of future collaboration among HSCPs.
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Chapter 5: Recommendations

This survey profiled the level of research activity of a sample of HSCPs over a six month
period, their research skills and training needs, and their preferences for how their research
capacity could be developed. Drawing on the associated findings, a suite of
recommendations on how to expand this research capacity are presented in Table 9. While
recognising that some of these recommendations will be easier to implement than others in
the short-term, these are categorised as developing the necessary research infrastructure,
nurturing a research appreciative culture and developing the research skills of HSCPs.

Table 9. Recommendations to increase the research capacity of HSCPs

Develop research infrastructure
• Nominate both national and regional managerial and HSCP research leads to a national

and regional HSCP research groups.
• These research groups will:
- Drive and coordinate research activities around areas of strategic priority within the health

service (including shifting the research focus of HEIs towards these areas);
- Maintain a database of both research active and inactive HSCPs;
- Facilitate access to adequate IT facilities and electronic databases (i.e. both HSE & HEI)
- Facilitate access to (existing and emerging) research funding;
- Facilitate research activity (e.g., data collection);
- Facilitate collaboration (e.g., with HEI researchers) by developing research clusters;
- Monitor the quality of research produced and its effect on health care service provision;
- Ensure appropriate dissemination of research findings; and
- Promote efforts to translate research findings into practice.
• Create academic positions (part- or full-time) for HSCPs with advanced research skills

with potential secondment from existing clinical roles.
Nurture a research appreciative culture
• Designate protected working time for research training and activity.
• Present national awards for research-based practice innovations at annual HSCP research

conferences.
• Instruct interview panels to independently examine for research knowledge and practice.
Develop research skills
• Target those HSCPs whose research skills have deteriorated.
• Target identified research skill deficits among HSCPs (e.g., research design, data analysis,

applying for funding and ethical approval, publishing).
• Provide interactive and practical research training using a combination of training

modalities (e.g., mentorship, research clusters, practice-based workshops).
• Adapt training modality to researchers’ level of research competence.
• Encourage specialisms in targeted research streams that are aligned with national policy.

Many HSCPs appear to be motivated to increase their research capacity and activity. The
challenge lies in achieving this in the most efficient way and without compromising existing
levels of service provision. We must not allow short-term service pressures skew our priorities
as health care providers. Major benefits can be gained over the long term from the
development of evidence-based services as informed by the research output of research
competent HSCPs.
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APPENDIX B
Glossary

BA Bachelor of Arts

BSc Bachelor of Science

CPD Continuing Professional Development

DoHC Department of Health and Children

DPsychSc Doctorate of Psychological Science

HSCP Health and Social Care Profession or Professional

HEA Higher Education Authority

HEI Higher Education Institute

HRB Health Research Board

HSE Health Service Executive

MSc Master of Science

n Number

UK United Kingdom
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APPENDIX C
Health and Social Care Professions

HSCP No. in Health Professional Body
Service1

Audiological Scientist2 5.21 • The Irish Academy of Audiology (IAA)

Audiologist2 54.69 • The Irish Academy of Audiology (IAA)

Clinical Biochemist 94.09 • The Biomedical / Clinical Engineering
Association of Ireland (BEAI)

Clinical Engineering Technician 137.51 • The Biomedical / Clinical Engineering Association
of Ireland

Clinical Measurement Scientist2 285.503 • The Irish Institute of Clinical Measurement Science

Clinical Perfusion Scientist 18.38 • The Society of Clinical Perfusion Scientists of Great
Britain and Ireland (GB & I)

Dietitian 401.48 • The Irish Nutrition & Dietetic Institute (INDI)

Medical Scientist2 1,909.09 • The Academy of Medical Laboratory Science

Occupational Therapist 1,093.40 • The Association of Occupational Therapists in
Ireland (AOTI)

Orthoptist 26.21 • The Irish Association of Orthoptists

Pharmacist 473.21 • The Hospital Pharmacists Association of Ireland

Phlebotomist2 163.47 • The Phlebotomy Association of Ireland (PAI)

Physicist 136.1 • The Irish Association of Physicists in Medicine
(IAPM)

Physiotherapist2 1,466.30 • The Irish Society of Chartered Physiotherapists
(ISCP)

Play Therapist 47.46 • The Irish Play Therapists Association (IPTA)

Podiatrist 40.07 • The Irish Chiropody/Podiatry Organisation
• The Institute of Chiropodists and Podiatrists
• The Society of Chiropodists and Podiatrists in

Ireland (SCPI)

Psychologist2 747.02 • The Psychological Society of Ireland (PSI)

Radiation Therapist2 123.05 • The Irish Institute of Radiography and Radiation
Therapy (IIRRT)

Radiographer2 964.31 • IIRRT

Social Care Worker 3,367.16 • The Irish Association of Social Care Workers
(IASCW)

Social Worker2 2,181.41 • The Irish Association of Social Workers (IASW)

Speech and Language Therapist2 772.15 • The Irish Association of Speech and Language
Therapists (IASLT)

Total HSCPs 14,507.27

1. Health Service Personnel Census (HSE, 2009).
2. Represented on the Health and Social Care Professions Education and Development Advisory Group.
3. This figure consists of Cardiac Catheterisation Technician (n=183.81), Gastro Intestinal Technician (n=2.99), Neurophysiological Measurement Technician

(n=29.61), Respiratory Technician (n=46.83), and Vascular Technician (n=22.26).
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APPENDIX D
Entry-level professional qualifications and related research training of HSCPs

HSCP Entry-level Qualification Related Research Training
(i.e. newly qualified)

Audiological Scientist • PG1 qualification • PG level research module (UK)
Audiologist • BSc in Audiology (UK) • Undergraduate thesis
Clinical Biochemist • BSc (Clinical Biochemistry) • Undergraduate thesis
Clinical Engineering Technician • Diploma or Level 7

engineering qualification
Clinical Measurement Scientist2 • BSc (Clinical • Undergraduate thesis

Measurement Science)
Clinical Perfusion Scientist • Certificate of accreditation • Undergraduate thesis

from the Society of Clinical
Perfusion Scientists of GB & I

Dietitian • BSc (Human Nutrition • Undergraduate thesis
& Dietetics)

Medical Scientist • BSc (Biomedical Science) • Undergraduate thesis
Occupational Therapist • BSc (Occupational Therapy) • Undergraduate thesis
Orthoptist • Bachelor of Medical Science • Undergraduate thesis

in Orthoptics
• Bachelor of Science in

Orthoptics
Pharmacist • BSc (Pharmacy) • Undergraduate thesis
Phlebotomist • Certificate in Phlebotomy • Small research study
Physicist • MSc in Medical Physics • Masters thesis
Physiotherapist • BSc (Physiotherapy) • Undergraduate thesis
Play Therapist • Undergraduate degree • Undergraduate thesis

(psychology, social work, etc.)
Podiatrist • BSc (Podiatry) • Undergraduate thesis
Psychologist • DPsychSc in Clinical • Masters or doctoral thesis

Psychology
• Doctorate in Counselling

Psychology
• MA in Educational

Psychology
Radiation Therapist • BSc (Therapeutic • Undergraduate thesis

Radiography)
Radiographer • BSc (Radiography) • Undergraduate thesis
Social Care Worker • BA (Applied Social Studies • Undergraduate thesis

in Social Care or Social Care
Practice or Social Care)

Social Worker3 • Bachelor of Social Work • Undergraduate / Masters thesis
or Social Studies

• Masters in Social Work
• PG Diploma in Social Work

Studies
Speech and Language Therapist • BSc (Clinical Speech • Undergraduate thesis

& Language Studies or
Speech & Language Therapy)

• MSc (Speech & Language
Therapy)

1. PG=Postgraduate.
2. This consists of Cardiac Catheterisation Technician, Gastro Intestinal Technician, Neurophysiological Measurement Technician, Respiratory Technician, and

Vascular Technician.
3. It is estimated that approximately 85% of all Social Workers have a 2-year post-graduate qualification in Social Work that requires completion of a thesis.
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APPENDIX E
Survey Questionnaire

Profile of Research Activity, Skills & Attitudes among HSCPs

Instructions:
• To tick a box, click on it once. To un-tick, click again.
• To start a textual response, click at the beginning of the line/inside the box.
• Boxes will expand to accommodate text.

SECTION A: Background Information

1. Sex: Male � Female �

2. Age: ________

3. What profession are you working in? ___________________________________________

4. What is the full title of your current position(s)? __________________________________
Please include grade: e.g. assistant, senior, principal manager etc.

5. What is your working status? Employed � Voluntary �

6. How many hours do you work each week? ________

7. What organisation(s) are you working for? ______________________________________
e.g. HSE, Brothers of Charity etc.

8. What HSE Area(s)/Local Health Office Area(s) are you working in?

9. How many years have you worked as a qualified health professional? _______

10. What is your highest academic qualification? _____________________________________
e.g. Bachelor’s degree, Masters degree etc.

SECTION B: Research Activity
Research activity here is defined as being involved in the design (e.g. supervisory
activity) or execution of a research project. Research of relevance not only includes
those projects based on the collection of new data, but also projects which involve an
analysis of the existing research literature (e.g. review articles, meta-analyses etc.).
Research conducted to achieve an academic degree (e.g. Masters degree) is considered
relevant.

11. During the last six months (i.e. January to June 2011), have you been involved in
research?
Yes � No �

If Yes, continue, if No, skip to Section C.
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12. During the last six months, estimate the percentage time you were engaged in research
during working hours: ________ %

13. During the last six months, estimate the percentage of your total research time that you
were engaged in research outside of working hours? ________ %

14. Please specify, using the table below, the number of projects you have been involved
with during the last six months. Please indicate with reference to the type of research.
The definition of each type of research is provided in the table.

Research Type Number of
Projects

Service evaluation or clinical audit: The analysis of a service, or
part of a service, for the purposes of comparison or improvement.
The primary goal is to evaluate a service as it functions in its natural
context.

Research: The collection of data for the purpose of generating new
knowledge. Compared to service evaluation, there is a responsibility
to produce data which generalises beyond the context of analysis.
For example, research may examine the effectiveness of a therapy,
while a service evaluation may examine whether this therapy is
effective within the context of a service.

Review article: Project based on the analysis of existing research
literature. May include meta-analyses.

15. a) Were you provided with mentorship during any of these projects? Yes � No �

b) If Yes, please specify any limitations of the mentorship provided (if none, please skip
to Q.16):

16. a) Were any of these projects conducted as part of achieving an academic degree?
Yes � No �

b) If Yes, please specify the number of projects & the type of academic degree:
Number of projects: ________
Academic degree: ______________________

17. In the last year (i.e. June 2010 to June 2011), what proportion of your completed
projects did you submit to Lenus, the Irish health research database:________ out of
______ projects.
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18. Using the tables below, please provide a description of the research projects you have
been involved with during the last six months (i.e. January to June 2011). If you have
been involved in more than two research projects, please choose the two most recent.

Project 1.
a) Service Evaluation � Research � Review article �

b) Please specify your role in the project:

c) Was the project conducted as part of gaining an academic degree? Yes � No �

d) Was the research project conducted as one part of a larger
research stream within your organisation/department? Yes � No �

e) Was the project funded? Yes � No �

If Yes, please specify the source of funding (if known):

f) Were you provided with any source of mentorship? Yes � No �

If Yes, how would you describe the level of support provided:
Poor � Adequate � Good � Excellent �

g) Did you collaborate with others on the project? Yes � No �

If No, please skip to Project 2. or Section C. where appropriate.

h) Was there collaboration with individuals from outside of
your discipline? Yes � No �

i) Was there collaboration with academic researchers? Yes � No �

Project 2.
a) Service Evaluation � Research � Review article �

b) Please specify your role in the project:

c) Was the project conducted as part of gaining an academic degree? Yes � No �

d) Was the research project conducted as one part of a larger research
stream within your organisation/department? Yes � No �

e) Was the project funded? Yes � No �
If Yes, please specify the source of funding (if known):

f) Were you provided with any source of mentorship? Yes � No �
If Yes, how would you describe the level of support provided:
Poor � Adequate � Good � Excellent �

g) Did you collaborate with others on the project? Yes � No �
If No, please skip to Section C.

h) Was there collaboration with individuals from outside of your
discipline? Yes � No �

i) Was there collaboration with academic researchers? Yes � No �
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SECTION C: Attitudes Towards Research

19. a) Would you like to spend more of your working time conducting research?
Yes � No �

b) If Yes, please indicate the factors that prevent or discourage you from doing so:

20. Ideally, what percentage of your overall working time would you like to spend engaged
in research: ________ %

21. How would you describe your feelings towards engaging in research?

Negative Neutral Positive

� � �

22. How important it is for your profession to engage in research?

Not at all important Slightly important Important Very important

� � � �

23. How important is it to get research published?

Not at all important Slightly important Important Very important

� � � �
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SECTION D: Research Skills

24. Evaluate your research skills using the table below:

Very Weak Average Strong Very
Weak Strong

A Generating a research idea
B Conducting a literature review
C Applying for ethics approval
D Applying for funding
E Designing quantitative research
F Designing qualitative research
G Recruiting participants
H Collecting data
I Quantitative data analysis
J Qualitative data analysis
K Presenting the results
L Critical appraisal of research
M Orally presenting research

N Publishing research

25. Would your weakness in any of these skills strongly discourage you from engaging in
research? Yes � No �

If Yes, please indicate this area (or areas) by noting the associated letter(s) on the table
A � B � C � D � E � F � G � H � I � J � K � L � M � N �

26. The table below presents different forms of research training for clinicians. Please rank
in order of preference from 1-5, with 1 representing your highest preference & 5
representing your lowest preference.

Mode of research training Rank

Lectures: The presentation of educational material with little audience
involvement.

Practice-based workshops: In addition to presenting educational material,
participants get an opportunity to discuss and work through problems.

Online training: May include online modules, collaborative hubs etc.

One-to-one mentorship: The provision of a high degree of support from an
experienced researcher when conducting research.

Research clusters: Conducting research within a network of supportive peer
clinicians &/or academics.
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27. Which two forms of research training would you most like to see combined?

28. Have you engaged in training/education opportunities to improve your research skills
since qualifying as a health professional? Yes � No �

29. Since qualifying as a health professional, how has your overall research competence
changed?

It has substantially It has slightly It has not It has slightly It has substantially
declined declined changed improved improved

� � � � �

SECTION E: Encouraging Research

30. Of the changes listed in the table below, indicate how effective you believe they would
be in increasing your level of research activity:

Would have Would be Would be
no effect somewhat greatly effective

effective

a) Increased protected
working time for research � � �

b) Higher levels of ongoing
research training � � �

c) Recruiters in the health
service giving more value
to research experience
when selecting candidates
for clinical positions � � �

d) A more simplified and
efficient ethics application
process � � �

e) Greater levels of mentorship
and support when conducting
research � � �

f) More opportunities to advance
one’s research qualifications
(e.g. post-doctoral fellowships) � � �

g) More funded research posts � � �

h) More opportunities for
collaboration with other
clinical or academic
researchers � � �
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31. Are there other changes not mentioned in the table above which would encourage you
to engage in greater levels of research?

Any additional comments

Thank you for taking the time to complete and return this questionnaire
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APPENDIX F
Cover email requesting participation in the study

Hi X,

In order to inform the work of our Health and Social Care Professions Education &
Development Advisory (EDA) Group, we are profiling the research activity, skills and attitudes
of all HSCPs working in both the HSE & HSE-funded services. Our findings will probably
influence future research funding for Health and Social Care Professionals (HSCPs).

Would you please circulate this email to all members of the [PROFESSIONAL BODY] and ask
if they would participate in our research by completing the attached survey and returning it
via email to Patrick McHugh, Research Assistant (Email: X; Tel.: X) before Friday 29th July
2011?

Please choose the version of the survey that is most compatible with your Microsoft Word
programme (i.e. 2003 or 2007).

Alternatively, you can send a completed hardcopy of the survey to Patrick at our postal
address below.

All data will be treated anonymously and will be aggregated in the study's write-up.

Thank you in advance for your participation.

If you have any questions regarding the survey, please do contact Patrick.

Yours sincerely,

Dr Michael Byrne
1. Principal Psychology Manager, HSE West, Abbey Town House, Abbey Street, Roscommon.
2. Health and Social Care Professions Education and Development Advisory Group member.
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APPENDIX G
HSE Regions and Service Areas
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HSE West
• Donegal
• Galway/

Roscommon
• Mayo
• Mid West
• Sligo/Leitrim/

West Cavan

HSE Dublin North East
• Cavan/Monaghan
• Dublin City North
• Dublin North
• Louth/Meath

HSE Dublin Mid-Leinster
• Dublin South Central
• Dublin South West/Kildare
• Dublin South East/Wicklow
• Laois/Offaly/Longford/

Westmeath

HSE South
• Carlow/Kilkenny/South

Tipperary
• Waterford/Wexford
• Kerry
• North Lee/North Cork
• South Lee/West Cork
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