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Developing primary care research: primary
care trusts – a natural home?
David Kernick St Thomas Health Centre, Exeter, Jonathan Stead Wyndham House Surgery, Silverton and
Yvonne Carter Department of General Practice and Primary Care, Queen Mary and West� eld College, Medical
Sciences, London, UK

The Government’s modernization agenda (DOH,
2000a) and the creation of a two-tier research fund-
ing system (DOH, 2000b) marks the third phase in
the evolution of primary care research offering
new possibilities for a genuine realignment of
objectives which to date have only been partially
realized. How has the research agenda in primary
care evolved and in which direction should it
be encouraged?

In 1988, the House of Lords Select Committee
on Science and Technology (House of Lords,
1988) drew attention to a dissonance between the
research requirements of the NHS and the activities
of medical researchers. This report led to the
creation in 1992 of an NHS Research and Develop-
ment Directorate and a national strategic frame-
work responsive to the needs of the evolving health
service. At this time, the focus in primary care had
been to establish an academic credibility for the
discipline in its own right rather than in� uence the
research agenda and by 1995 Departments of Gen-
eral Practice had been established in all UK medi-
cal schools.

The second phase of primary care resarch was
to be in� uenced by a commitment to primary care-
led NHS (DOH, 1996) and a broader research
agenda (DOH, 1997). The emphasis now was on
the development of research expertise in primary
care with the objective of creating an evidence-
based culture – a con� dent assertion that the
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rigorous application of science would generate
knowledge and the health care system could be
engineered to achieve speci� c goals. This expan-
sion saw the development of research practices and
networks, but existing structures within univer-
sities and funding organizations remained largely
untouched. A new feature was the acceptance of
qualitative research complimenting more traditional
methodologies and a more active and participatory
role of the patient in research at all levels
(Blaxter, 1995).

However, by the end of the decade there still
remained a mismatch between the research effort
and the needs of research consumers (Tallon et al.,
2000). In primary care a dissonance between aca-
demic theory and the reality of health service
delivery precluded a workable strategy to integrate
research into practice. General Practitioners still
found it dif� cult to follow evidence-based guide-
lines (Salisbury et al., 1998) and the perspectives
of those delivering the service often contrasted
with national research priorities (Whitford et al.,
2000). Health managers were fairing little better
exposed as ‘organisations under seige – barely
coping with the lack of skills to ful� l current
agenda, apathy amongst the majority and a
capacity to present glossy corporate images that
belie the problems of working in a complex organi-
zation’ (Marshall, 1999). Even former directors of
NHS Research and Development were unable to
agree whether needs-driven research should be
independent of clinical service provision (Swailes,
2000) or whether practising clinicians working
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alongside managers should devise, introduce and
test new approaches (Peckham, 1999).

The time for a third phase in primary care
research seemed overdue, but how should it
evolve?

There will still be a need for central evidence-
based allocation decisions taken by bodies such as
NICE. However, due to the rapid pace of change
and importance of local commissioning, research
must be redirected to meet the needs of local
managers and practitioners with the fundamental
objective of facilitating the allocation of limited
resources. Primary care research then becomes
an integral part of the health delivery system reco-
gnizing the importance of inter-professional
working, universality of ownership and the inte-
gration of clinical governance, clinical practice and
professional development.

Research methodology also needs to evolve to
re� ect the fact that health systems are complex and
dif� cult to manage, that there are rarely ideal sol-
utions to any problem and that room for manoeuvre
is limited by multiple constraints. Policy-making
itself becomes an experimental and incremental
process which takes place against a background of
the often con� icting dictates of ef� ciency, equity
and patient empowerment.

Grif� ths et al. (2000) reject the view that research
organizations are concrete entities that can be system-
atically described and explained, but see a fragile
world that is socially constructed – ‘nonhierarchical
organizations with informal internal relationships
based on trust and co-operation and driven by a com-
mon ethic’. A world that can accommodate goal-
seeking behaviour, but is cognizant of the importance
of network, history, relationships, cultures and aspir-
ations. Davies and Nutley (2000) have drawn upon
complexity theory to describe the evolution of ‘learn-
ing organizations’ within the NHS, stressing the
importance of rich interactions from which organiza-
tions emerge. Royston and Dick (1998) have drawn
upon the analogy of an ecosystem to understand
health care systems and capture the essentials of
their complexities.

These insights may offer a new direction for the
third phase of primary care research methodology
to complement the more traditional approaches.
Primary Care Trusts offer the obvious focus for
these developments embedding research into the
practical realities of resource decisions. However,
this move would not be without its problems.
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Pragmatic considerations may sti� e research
innovation and managers may be reluctant to nur-
ture a research culture within a performance-man-
aged framework. There is also danger of over opti-
mistic expectations – research techniques cannot
be applied to every resource allocation question
and in most cases there will be no easy answers.
The development of this new culture will evolve
slowly and inevitably, results will lag behind the
requirements of policy-makers.

There can be no universal model for this third
phase, each trust will have to recognize and
develop its own local strengths. In some cases
research active Primary Care Trusts may emerge
from a leading research practice or individual,
others from existing networks or links with univer-
sity departments. Ultimately, primary care research
funds could be channelled through research-
capable trusts with regional Research and Develop-
ment Executives offering technical assistance and
research governance. A useful � rst step would be
for the Government to acknowledge this new
approach so that existing researchers can begin to
realign their priorities.
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