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Research Capacity Building In The Rural Health Workplace
Abstract

Introduction: Workplace-based research capacity building can assist the development of research
capability and capacity in rural areas where access to university expertise is limited. Rural health
complexities and the diverse approaches previously used to build research capacity have led to a lack
of clarity about how to build research capacity within rural health services.

Goals and Methods: Using a critical realist foundation, this thesis explored workplace-based rural
research training and synthesises five studies centred in rural New South Wales, Australia: a case
study, content analysis of strategic documents, survey-based research and two qualitative studies.
Critical realism allowed the exploration of the structural supports and barriers for workplace-based
research training activities and the ability of individuals to pursue research activities within rural
health workplaces.

Results: The component studies showed that rural research training programs improve individual
research capability by developing research skill, increasing research experience and facilitating
research networks across sectors. Rural research activities are characterised by individual agency and
partnering or relationships to access support and expertise. Structural barriers such as a lack of
operational planning for research and limited ongoing research opportunities limit the translation of
capability into research capacity.

Conclusions: Individual workplace-based research training is effective, but not sufficient to build and
maintain research capacity. Structural supports such as organisational commitment and careful
training design, combined with awareness of the learning context for the individual, can maximise
cooperative partnerships with education partners. Addressing both structural and individual factors is
needed to build rural health research capacity and create the environment required to generate real-
world health research which drives meaningful improvements in rural health.



Methodological note

A novel feature of this thesis is the use of cartoonography as a method of qualitative data analysis.
The use of cartooning in research and science is becoming more commonplace (Tribull, 2017).
Cartoonography, a form of cartooning specifically aimed at charting and capturing ideas, was used by
me (the researcher) originally to organise my thoughts and capture key moments in the same way
that some researchers use diaries or memos (McGrath, 2021). As the research process continued this
method continued to evolve, from capturing my observations and thoughts to informing the data
analysis process, alongside more text-based methods mentioned in the individual papers. The process
of cartoonography is one where ideas are refined and key concepts are highlighted in a single image
or series of static images. Figure 1 provides an example of a cartoonography representation of the
process of distilling ideas to the key points. Humour is often contained in these images, however the
use of humour is never flippant: in contrast the humorous elements serve as memory triggers to assist
recall and consolidate learning (Badli & Dzulkifli, 2013; Sambrani et al., 2014).

These go in here

IDEAS I

30 AL ULy T

And then we're left

%( with the essence

Figure 1: Distilling ideas via cartoonography

No thanks.
I'm driving.
i .

The use of visual approaches in qualitative research is longstanding, often in data collection (Cheung,
Saini & Smith, 2016; Kearney & Hyle, 2004) and visual approaches are commonly used to summarise
and represent data (Ecob, 2012; Walny, Huron & Carpendale, 2015). While capturing and representing
data using drawing is becoming increasingly used, visual approaches are also used for data analysis
with concept mapping being a familiar example (Cafias et al., 2005; Wilson, Mandich & Magalh3es,
2016). Specifically in a research context, visual analysis is a tool used in qualitative research (van



Leeuwen & Jewitt, 2004). Cartoonography, while an example of visual analysis, has not been
previously described in the literature for use in qualitative research. However, cartooning has been
used as a means of reconceptualising experience and creating a new understanding as a form of art
therapy in several settings (Axe, 2011; Mulholland, 2004), in addition to its role in science
communication (Tribull, 2017).

The reader will find cartoonography used throughout this thesis to highlight and summarise key
points. Cartoonography is further described and demonstrated in Appendix 1.



Introduction

This thesis including publications is focused on research capacity building in the rural health
workplace. Including five individual papers from four studies, the thesis is brought together using a
critical realist approach to examine the issue of research capacity building in the public health system
within rural and remote Australia, particularly the state of New South Wales.

Critical realism was chosen to allow exploration of factors that underpin the context and outcomes of
training rural health workers in research. As rural health service delivery and the organisations that
provide it are complex, critical realism also allowed an exploration of this complexity.

Figure 2 outlines the major components of the thesis and how they link together. This figure acts as a
map to guide the reader through the flow of the thesis. The overall structure of the thesis is designed
to be consistent with critical realism, where an examination of context and exploration of known
outcomes allows the development of proposed generative mechanisms.
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services

Understanding outcomes of research capacity building within rural health

services

Synthesis and new generative mechanisms

Figure 2: PhD Map displaying components of this thesis and development of generative mechanisms

The first two chapters contextualise the thesis. The first chapter gives an understanding of what life
as a novice rural researcher is like. Chapter 2 provides an overview of the literature underpinning the
field of rural research training.



Chapter 3 provides a description of the methods used in this thesis, an overview of critical realism and
an explanation of its use as the methodological underpinning for this thesis.

The structure of the results section is consistent with the development of explanatory theory in critical
realist research. This process begins with an exploration of context in Chapter 4. This chapter includes
two publications examining the context of research training; the first looks at the operational and
strategic context in which rural research activity is occurring, while the second considers the learning
context for rural clinicians looking to undertake training in research. Once context is explored,
outcomes of research capacity building programs are examined in Chapter 5; this chapter is comprised
of two publications which explore short and long-term outcomes respectively.

The process of developing theory is continued in Chapter 6, the analysis section where context and
mechanism are combined to create explanatory mechanisms for why things are as they are in research
capacity building in rural and remote Australia. The discussion section, Chapter 7, discusses these
mechanisms in relation to existing research and provides practical recommendations based on the
thesis findings. The suite of recommendations provide guidance to those looking to build research
experience and research skills for rural health workers.

Chapter 8 concludes the thesis, summarising the key findings and providing clear next steps for
research educators.

Following the reference list, the Appendix contains an exploration of cartoonography.



Chapter 1

Understanding what it is like for a rural clinician wanting to undertake research

To provide context for the thesis and by means of an introduction, the following single case study
(Paper 1) (Schmidt, 2016) explores what it is like as a clinician working in rural health who sees
something that might be a valuable research project and decides to pursue this. This case study
highlights important structural barriers and demonstrates the essential role of individual agency in
undertaking research as a rural clinician and links to the concept of the clinician-researcher, where a
clinician with relevant skills is able to independently conduct research relevant to their workplace and
situation (Yanos & Ziedonis, 2006).

This publication not only sets the scene for the rest of the thesis, but also explores and highlights the
individual context for rural clinicians undertaking research in the workplace. This paper demonstrates
an early exploration of “why things are as they are” for rural researchers, which then led to the search
for a framework to further explore this area. This search led to critical realism as an exploratory and
explanatory framework which then underpinned the remaining body of this thesis.

This paper was published as:

Schmidt, DD 2016, 'What a great idea! Someone should evaluate that', Australian Health
Review, vol. 40, no. 3, pp. 270-272.
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Case Study

What a great idea! Someone should evaluate that. ..

David D. Schmidt MPhty, GradDip(HIthServMgt), Grad Cert(ClinEd), BAppSc(Phty), PhD Candidate

School of Public Health, Faculty of Medicine, Edward Ford Building (A27), The University of Sydney, NSW,

2006, Australia. Email: dsch5166@uni.sydney.edu.au

Abstract.

How often, as clinicians, do we see a really clever idea implemented in the workplace? In rural health in

particular, creative work-around solutions are relatively commonplace. However, the evaluation and promotion of these
ideas is less so, and this leads to lost opportunities for perpetuating these clever ideas. This paper explores one rural
clinician’s experience of what can happen if, instead of appreciating and complementing a great idea, that step of evaluating
the great idea is taken. A reflective narrative was created, beginning with a corridor conversation (*What a great idea!
Someone should evaluate that. . ."), continuing through a formal research project and ending with the impact of that project
and the way its findings were communicated and implemented. The narrative outlines the effect of evaluating one great idea
at the individual, workplace, organisational, state and national levels. Clinicians are well placed to identify great ideas in
practice. Making the decision to evaluate these ideas can lead to personal growth, professional discovery and organisational
benefits. With motivation and organisational support, who knows where evaluation may lead?

Received 6 November 2014, accepted 15 May 2015, published online 22 June 2015

Introduction

It started, as many things do in health, with a corridor conver-
sation.' | was speaking with one of my employers at the private
practice where I worked as a physiotherapist and I asked how the
practice’s recently appointed new graduates were going. [ knew
the practice had employed the graduates in a partnership arrange-
ment with the local hospital. It had been a bit of a gamble, but
apparently it was going well and everyone was pleased with it.
I hadn’t heard of a similar arrangement before, and my employer
said he'd looked in the literature and nobody else was doing
anything similar. *“What a great idea,’ [ said *. . .someone should
evaluate that.” It took about 3 weeks before I realised that
‘someone’ should be me.

Background

It really was a great idea. The region where we worked on the far
south coast of New South Wales was, like many rural areas, an
area that traditionally found it hard to recruit physiotherapists.”
New graduates seemed to prefer larger centres for their first year
out of university, believing they would receive a greater range of
experiences.”™ So, to attract new graduate physiotherapists, the
region had to offer something different. A partnership where the
graduates would split their time between public and private, witha
comprehensive education program, appeared very attractive and
the large number of applicants confirmed that to be the case.

The graduates had been working fora month or two when that
corridor conversation took place. The idea of evaluating the
partnership gradually took hold. Previously I had been involved
in another evaluation that used the COM-B System as a model for
understanding behaviour, where Behaviour is a factor of Cap-
ability, Opportunity and Motivation.* As I contemplated evalu-
ating the partnership, [ reflected on this model:

Journal compilation © AHHA 2016

Was [ ‘capable’? I had some prior research experience and
access to a network of research supports through my second job in
apublic sector training and education role. Asa formermanager in
the public system and a current employee of the private sector, |
was well placed. I had a knowledge of the partnership but no
managerial involvement that could compromise the willingness
of people to participate.

Was there ‘opportunity’? The lack of published literature on
similar models pointed to an unexplored area that warranted
investigation. There was a real enthusiasm around the model and
[ felt people would be interested in sharing their experiences.

Was | *motivated’? 1 had been looking for some time to
undertake a small qualitative study as a lead researcher. As
someone familiar with the concept of ‘impostership’,” 1 felt I
needed to undertake qualitative research to improve my credi-
bility with my peers within the public sector. Oh, yes... I was
motivated!

It was clear that the combination of capability, opportunity and
motivation pointed to the behaviour: I would lead an evaluation of
the model. Committed to the idea, I approached the managers in
the public and private sector and they were supportive. [ asked a
colleague in the private practice to join the project as a co-
researcher. A methodology was agreed upon, the search for grant
funding began and the evaluation was underway. The question
was: what would that evaluation produce?

Methods

The initial enthusiasm for the project saw the research protocol
and associated documentation written within a few weeks. How-
ever, the funding grants | had targeted did not eventuate: as non-
clinical research the project didn’t fit with any available grants.
My co-researcher, due to competing commitments, wasn’t able to

www.publish.csiro.auw/journals/ahr



What a great idea! Someone should evaluate that. . .

offer as much time to the project as either of us would have liked.
The general busyness of life encroached and progress of the
project was at risk of stalling.

Seeking a solution, I negotiated with the private practice to work
on the evaluation at work between patients. At the same time |
discussed the project with my manager in the public sector, who
encouraged me to dedicate time to the project as part of my personal
professional development. A new momentum developed, with
ethics and governance submissions approved within weeks.

The enthusiasm that had surrounded the partnership was
reflected in the recruitment of participants. Within a month of
ethics approval, all potential participants were contacted, three
focus groups were amanged and conducted, and transcribing of
audio recordings was underway. [t wasn’t long before the evalu-
ation was complete, the final report submitted to the ethics com-
mittee and the process of disseminating the results had begun. The
report made its way to the chiefexecutive of'the local health district,
a conference presentation was offered and accepted and writing
for publication commenced. After some months had passed, the
impact of undertaking the evaluation started to emerge.

Results

It soon became apparent that undertaking this evaluation led to
outcomes on several levels. On an individual level, there was a
sense of achievement and personal growth. Although I hadn’t
suddenly become a qualitative research expert, | had grown my
skills in this area. There were some uncomfortable moments as |
became the public face of the model, not just the evaluation, and |
attempted to ensure that credit for the partnership model was
appropriately directed to those responsible.

Within the organisations involved in the parmership, the
process of exploring the model prompted discussions, improve-
ments to processes and a revitalisation of the working relation-
ship. The partmership model and its evaluation were recognised
with a local health district quality award, providing affirmation of
the value of the partnership model.

At an organisational level, the evaluation and subsequent
promotion of the findings raised the profile of physiotherapy
and, by association, allied health services more broadly within the
local health district. The project created an awareness that re-
search can be completed locally and that clinicians need not rely
on universities, large-scale studies or even external grants to
complete a worthwhile project.

During the course of the dissemination phase the evaluation
was distributed to physiotherapy representatives across the state.
Three conference presentations on various aspects of the study
captured an audience of physiotherapists and other rural health
workers across the state and country.

At a national level, the Australian Physiotherapy Association
became aware of the partnership model and profiled the partner-
ship model and its evaluation as the lead story for the national
physiotherapy private practice magazine Business in Practice.
Publication of the evaluation occurred,” broadening the audience
to a national and even international level.

Discussion

This evaluation commenced with a great idea, a conversation and
a realisation. While retelling the story of the evaluation shows
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a simple project with widespread outcomes, the conversation
and the outcomes could have been quite different. What would
have happened if instead of ‘Someone should evaluate that’ the
response was “Well done, keep up the good work™? Would the
model remain a great idea, of which only a handful of people were
aware? Would the news ofthis great idea leak out in another way?

We can never know the answers to those questions. Instead, [
would like to explore the answer to another question: what can be
learned from this experience that would benefit other clinicians,
managers or policy makers? How can this experience facilitate
discussion about issues of policy, practice or workforce capacity
in driving clinician-initiated research? Because the COM-B
model” assisted my own decision to undertake an evaluation, it
may be useful for others to consider this model. Let’s commence
with ‘opportunity’.

The partnership model offered a tremendous evaluation op-
portunity. It was an innovative solution that people were excited
about. That excitement led to engagement in the research and the
strength of the idea found a ready audience for research reports
and presentations.

Often in health we see innovative solutions. In rural health, in
particular, there is a propensity towards innovation due to sheer
need.”® How often, though, are these innovations, these great
ideas, complimented but not evaluated? Clinicians, in particular,
are able to see the need for innovation and to see great ideas
implemented in practice. Are there opportunities being missed to
evaluate and share these great ideas?

The issue may not lie with a lack of opportunity, but perhaps
with ‘capability’. Although many clinicians feel comfortable
recognising a great idea, taking the next step to a formal eval-
uation or research project may be outside that comfort zone.
Access to research expertise in rural areas is often limited.”
However, arise in online research training options, some of them
free and open access,'” is providing accessible options for
increasing research capability.'" For clinicians who do not know
where to start, these may provide a basic grounding in research or
evaluation.

Clinicians may be unaware of or unable to access funding to
support research projects, and a lack of funding is seen as a barrier
to research activity in health.'” In this research journey there was
no funding support. Instead, both workplaces could see the value
in the project being part of my work. Could this be an option for
clinicians and managers to consider? Some health professionals,
such as clinical nurse consultants, have research as part of their
position requirements and research activity could be enabled with
management support for dedicated research time.'” Dedicating
time does come at a cost to the organisation, but as the present case
study shows, that cost could equally be viewed as an investment.

In this project I had no formal mentor or supervisor and my co-
researcher was new to research. Instead, it was an informal
network of friends and colleagues who had experience in eval-
uation that guided me through the process. Perhaps with my
previous research experience | was more capable than some to
undertake an evaluation, but it was my personal desire to under-
take qualitative research that made this evaluation a formal
research project. This partnership model could have been eval-
uated as a quality improvement activity by someone without
research experience, and many health services have individuals
experienced in quality activities or tools available to assist
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clinicians with this style of evaluation. Ifthere is not that expertise
within the organisation, is partnering outside the organisation a
possibility? Certainly in rural areas partnering across sectors is
seen as a solution to a limited access to research expertise.'”

Which brings us to ‘motivation’. We often see innovation
because clinicians have seen an issue and devised a solution. The
problem is addressed and the clinician can dedicate time to the
remainder of their busy workload. What would evaluation add? In
some clinician’s eyes evaluation simply demonstrates what we
already know to be working. Other motivations to evaluate may
be altruistic (*Other people should know about this great idea’) or
people may have a more individually driven agenda (*This would
look great for me if | did research on that great idea’). Whatever
the motivation, it should be noted that the great innovators aren’t
always the best evaluators. There is a role for innovation and
evaluation, but the same individual need not play both roles.

Creating a culture that rewards and acknowledges research
and evaluation is seen as a critical step in establishing ongoing
research activities.'>'* Acknowledgement, recognition and val-
uing of evaluation efforts may, in turn, motivate others to
undertake such an activity. This, in turn, may see an increase in
capability, with those who have undertaken evaluations able to act
as resource people within the workplace.

As part of this process I discussed with an experienced
researcher writing a paper explaining what [ learned from un-
dertaking this evaluation. She asked me who the audience for such
a paper would be and what do I want them to understand. My
answer is that there are several audiences. The first is public health
clinicians, to whom | would say that if you see a great idea,
evaluate it! It can be done and it can have a tremendous impact.
The second is health managers, for whom the message is that the
opportunities are there for evaluation and the value adding that
comes with it. Can you enable it by creating capability: by
assisting access to training and allowing time for evaluation?
Can you motivate your staff by valuing and celebrating research
and evaluation? Finally, to policy makers I suggest that research
that may drive policy may require policy to drive research, with
research activities being considered under education leave provi-
sions an example of a potential policy solution.

It must be noted this is a single case, with the limitations of
generalisability that come along with single case study designs.
There is also a risk that retelling such a personal jouney can be
seen as self-serving. In my defence, use of the first person is
intended to make the story as genuine as possible, for all its faults.

Conclusion

Great ideas are all around us and clinicians are well placed to
recognise them. Ifevaluations of great ideas are to occur, the issue
of motivation must be addressed. Health services must acknowl-
edge and appreciate both innovation and evaluation. Support can
be provided for capability; training in research skills, acknowl-
edging research and evaluation as personal professional devel-
opment activities and providing time to evaluate are options that
are available now. The opportunities are there. Will you take,
facilitate or encourage that step into evaluation? If you do, who
knows where that might lead? If this experience is anything to go
by, the benefits can be seen for the individual, workplace,
organisation and beyond.
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This narrative highlights the value of rurally situated individuals identifying ideas that are meaningful
to the rural context and in need of being explored using research. Identifying these ideas is an
important first step, creating the potential for a research or evaluation project. For those rurally-
situated individuals to be capable of undertaking research in a rural area, there is a requirement for a
base level of research skill, or research capability. To then turn that capability into capacity to
undertake research there are structural barriers to overcome. These barriers included a lack of
available resources, limited access to expertise, policy barriers and limited time. This narrative also
demonstrated the ability of an individual to navigate within these structures. This ability is referred to
as individual agency.

As this paper highlights, there are structural issues that individuals must navigate as their individual
agency allows. Figure 3 represents an example of some of the possible influences or structural issues
that might affect a rural health worker wanting to undertake research and the role of individual agency
(depicted by a wandering path) in navigating through, around or in response to some of these
structural issues. While this paper (Schmidt, 2016) illustrates these issues for those undertaking
research, the issues are identical, if not greater for those wanting to /learn about undertaking research.
Itis this focus on learning about how to do research and how to create capacity to undertake research
that is the focus of this thesis.

Critical Realism:; Structure and agency

Folicies Staffing

Funding

Time of research staff

Past experience Confidence
lace cultures Perceptions of research

The boss' opinion Frevailing government tfrends

awson et al,
2005, McEvoy &
Richards, 2003

Figure 3: Possible structures influencing research activity for rural individuals and the non-linear use of agency to navigate
these structures

These terms, structure and agency, are key tenets of critical realism (Ackroyd & Karlsson, 2014;
McEvoy & Richards, 2003; Pawson et al., 2005), the methodological lens used to explore the
development of research capacity in this thesis. While this case study was not originally designed using
critical realism, in hindsight it was consistent with a critical realist approach through its
acknowledgment of the contextual influences that assist or inhibit research activity for rural clinicians,
and the ability of those individuals to act within their context. The use of a case study design is also
consistent with the realist approach, where case studies are seen as important tools for development
of knowledge and testing hypotheses (Ackroyd & Karlsson, 2014; Lgkke & Sgrensen, 2014).

The narrative touches on the issue of context. Context is a particular concept in realist research and
provides a foundation for theory development (Gatenby & Rees, 2014). This paper in particular
outlines the context for an individual rural clinician wanting to understand and undertake research.



Capturing the individual perspective, as in this narrative, is important. This is my own experience, and
having a means of understanding my own experience and its influence on the subsequent
development of the remainder of the thesis therefore and its exploration of research capacity building
is an important reflexive moment. Reflexivity is further discussed in the methods section, in Chapter
3.

There are many structural and contextual components involved in undertaking and learning about
research in a rural area. These components, taken together, are complex. To understand the way
these components interact, a way to study and understand this complexity is needed. Critical realism
provides a way to explore this complexity and will be discussed further in the methods section in
Chapter 3.



Chapter 2: Background

This chapter explores what is known about workplace-based research training and research capacity
building in rural health workplaces. First, we discuss why there is a need for such training, and clarify
what is meant by research capability, research capacity, research capacity building and clinician
researchers.

To help understand the field of rural research capacity building, specific consideration is also given to:

e Approaches and models used to train, educate and increase capability in research in rural
health workers

e Underlying educational philosophies underpinning approaches used to train, educate and
increase capability in research in rural health workers

e Educational content taught in rural research training

e Who has been targeted for rural research training, and where they are targeted

e The issues of complexity and the aims of this thesis

Literature underpinning this thesis was informed by a search of peer-reviewed publications on
workplace-based research building strategies within the field of health services or health delivery. Key
search concepts were derived and defined, then broken further down into keywords to be used in
literature searching. The search strategy was constructed, trialed on one database and revised before
being employed across four health-focused platforms available via University of Sydney and NSW
Health.

The following key concepts were explored:

Concept 1: Workplace-based health research development program. Literature was limited to
workplace-based programs. University-based programs fall under different resourcing, academic and
learning culture structures to workplace-based programs. For this thesis programs that have university
support and funding but are delivered within a health workplace were considered workplace-based,
while strategies conducted within a university were excluded.

Concept 2: Increased research capacity. For identifying the literature, the term research capacity
building was used along with equivalent terms research capacity development, research skill building
and research skill development.

Combining these searches led to the following Boolean search string:

“research capacity building” OR “research capacity development” OR “research skill building” OR
“research skill development”

Literature was sourced from health-related databases on OVID, EBSCO, Embase and Scopus platforms
with a snowballing strategy used to identify other resources within reference lists.

The need for workplace-based research training in rural areas

People living in rural and remote parts of Australia and other countries experience significant health
disadvantage when compared to their urban counterparts (Australian Institute of Health and Welfare,



2019; Pong, DesMeules & Lagacé, 2009). There are meaningful differences in life expectancy and
disease rates for both physical and mental health issues (Australian Institute of Health and Welfare,
2019).

These disadvantages are linked to disparities in access to health care (Pedigo & Odoi, 2010; Robin &
Linda, 2013; Smith, Humphreys & Wilson, 2008). In New South Wales, Australia, for example, there
are fewer specialist doctors and less allied health professionals per head of population in rural
compared to urban areas (Australian Institute of Health and Welfare, 2022). Specialist services tend
to be clustered in cities, creating barriers to access for rural people (Australian Institute of Health and
Welfare, 2022). Other challenges to health service access include large geographical distance between
centres and low population densities (Australian Institute of Health and Welfare, 2019). Social
determinants of health are another cause of this disparity (Dixon & Welch, 2000; McDonald, Bailie &
Michel, 2013).

Gaps in the health of rural people and rural health care highlight the unique challenges and
circumstances associated with health care delivery. Often in rural health care delivery in Australia,
models of care are developed in urban areas and then transferred into the rural areas. Predictably this
‘one size fits all’ approach does not necessarily translate into effective models of care in rural areas
(Australian Government, 2020; Parliament of New South Wales, 2022). In rural areas, tailored rural
solutions and specific models of care may be required. As an example, the case study in Chapter 1is a
model that was successful in a rural environment but is unlikely to have succeeded, or even been
required, in a metropolitan setting.

There are some health conditions that are unique to a rural environment and health care is delivered
in a context characterised by the resilience of rural people and the effect of this resilience on decision
making (Greenbhill et al., 2009; Maybery et al., 2009; Wells, 2009). Rural health delivery, outside the
larger regional centres, is dependent on a mix of primary health services and services provided by
generalist clinicians, decentralised services and outreach services from larger centres, particularly in
rural Australia (Australian Institute of Health and Welfare, 2019; Australian Institute of Health and
Welfare, 2022).

To address these particular circumstances and needs of rural healthcare delivery in Australia, there is
a need for specific research into rural health issues and rural health service delivery (Alston et al.,
2022; Taylor et al., 2005) including developing and implementing rural models of care (Allan, Ball &
Alston, 2007) and translating relevant urban research into rural environments (Bell, 2008; Bell et al.,
2011). In short, better rural health care is contingent upon a better understanding of the rural health
care environment and rural health delivery. Being able to undertake your own research is an
emancipatory action, something that can being empowering for rural health workers (MaclLeod &
Zimmer, 2005).

One of the difficulties in gaining an understanding of particular rural health issues is the limited
number of rurally based researchers (Alston et al., 2022; Brown et al., 2021). Historically most
researchers have been urban based and even if they conducted research in rural areas, this has not
led to increased locally-driven research (Taylor et al., 2005). Research conducted with, within, and by,
rural health services and rural clinicians has advantages in being more attuned to identifying the
critical issues relevant to the rural context and understanding of rural people’s mindset and
characteristics (Alston et al., 2020; Alston et al., 2022; Wong Shee et al., 2022). The unique
circumstances surrounding rural health service delivery have led for a call for specific rural training for
researchers in Australia (Taylor et al., 2005).



One factor contributing to a lower level of rural research activity is funding inequity (Barclay, Phillips
& Lyle, 2018). There is limited research grant funding directed to rural health research, 2.4% of health
research grants, and the funding that is provided is disproportionate to population size and need of
the 30% of Australians who live rurally (Barclay, Phillips & Lyle, 2018).

Developing local research capability via training rural health workers, along with other research
capacity building endeavours, is a potential solution. The “train them where you need them”
philosophy has been shown to be instrumental for building and retaining rural workforce in health
services such as medicine, nursing and allied health (Laven & Wilkinson, 2003; Manahan, Hardy &
Macleod, 2009; McGrail, O’Sullivan & Russell, 2018; Playford, Wheatland & Larson, 2010). The
underlying principle is that developing research experience and research capacity within rural health
services will lead to rural-relevant research that will lead to improved health care for rural
communities.

Research training and capacity building within health services has taken many forms over the past two
decades. To understand the multiple forms of approaches taken, it will be helpful to explore how,
what, where, why of the strategies used to build rural health research skill and capability. Before
progressing, it is important to clarify what is meant by research capability, research capacity and
research capacity building.

Clarification of nomenclature:

The terms research capability and research capacity are sometimes used interchangeably but there
are important differences in these terms. Definitions used for the purposes of this thesis are:

Research capability

“Research capability is the ability to answer a problem following the scientific processes of planning,
gathering data, and interpreting it with the appropriate statistical tool or qualitative analysis”
(Caingcoy, 2020). Research skill, experience, knowledge and confidence contribute to research
capability. While this definition lends itself to the individual level, research capability is a term that
can also be applied to teams or to organisations.

Research capacity

Research capacity is defined as “the ability to engage in, perform or carry out quality research” (Matus,
Walker & Mickan, 2018). Whilst having research capability is an important component of research
capacity, having the ability to follow scientific processes does not automatically mean a researcher is
in a position to ‘engage, perform or carry out’ the research intended. This is because researchers,
particularly those working in roles in health services, function within a dynamic system with competing
commitments, priorities and pressures. As with research capability, research capacity can be applied
at the individual, team or organisational level.

Research capacity building

Research capacity building is defined as “a process of developing sustainable abilities and skills
enabling individuals and organisations to perform high quality research” (Holden et al., 2012) and
extends beyond the individual to incorporate organisational elements, such as developing
organisational systems to support research. Research capacity development is used synonymously
however again there are nuances, with capacity building often referring to a situation where there is
no existing skillbase, whereas capacity development refers more to enhancing capacity that is present
at the commencement of the development activity (Zamfir, 2017).



Application of these concepts has a bearing on the nature and conduct of research training programs.
Training programs that focus on education may link to increasing individual skill, that is, individual
capability. Training that incorporates an experiential learning component, where learning about
research is in part achieved by undertaking research in a workplace, have the potential to create
research capacity as well as capability. Developing research capability is an important part of
developing research capacity, but it does not automatically follow that building research capability
will result in building research capacity.

Considering actions and outcomes at different structural levels is consistent with research capacity
literature; capacity can be built at the individual, team, organisational or supra-organisational levels
(Cooke, 2005; Sarre & Cooke, 2009).

Clinician researcher

A clinician researcher “is an individual who conducts research and provides direct patient care” (Yanos
& Ziedonis, 2006). It is important to note that these two roles need not occur at the same time or for
the same organisation (Hay-Smith et al., 2016). Clinician researchers are not unique to the rural health
environment but may play a vital role in rural research activity in the absence of other research
expertise. Clinician researchers are also well-positioned to identify and explore relevant issues using
research skills (Schmidt, 2016). In many ways a clinician researcher is the logical product of many
research capacity building endeavours in rural environments.

Approaches and models used to train, educate and increase capability in research in rural health
workers

A variety of approaches have been used to develop research capability and capacity in health service
settings. These have included grant programs, partnerships, embedded researcher models and
training programs.

Given the breadth of literature in this area, only a selection of examples for each of these approaches
is described. As the Australian context is the setting for this thesis, Australian programs or strategies
have been used as examples where available. Similarly, programs or strategies that were developed
for rural or remote environments have been reported. International approaches or metropolitan
models or examples have been presented where necessary to highlight aspects of training relevant to
the Australian rural context.

Grant programs

Providing grant funding has been a long-established means of increasing research activity. One of the
challenges of providing grant funding is that it may enable research capacity by providing opportunity
to dedicate time and resources to a research project, but it is reliant on there being an existing level
of research skill or capability to apply that funding in practice. These grant programs are usually
competitive, oversubscribed and can only be used for specific purposes; in particular the allocation of
grant funding to rural health research is uneven, with low success rates for rurally-based projects in
grant funding applications (Barclay, Phillips & Lyle, 2018).

One Australian strategy that encompasses both urban and rural settings is the Translational Research
Grant Scheme (TRGS) operated by the Office of Health and Medical Research, part of the New South
Wales public health sector. This program targets grant funding to researchers working in the public



health who have successfully proposed a translational research project in conjunction with partners
in another health district, university, or non-government sectors (Auld et al., 2018; Office of Health
and Medical Research, 2017). In some ways the TRGS is both a grant and partnership model, and is an
example of how capacity building strategies will use more than one approach concurrently. This
program has increased research funding and research activity in rural areas, although the capacity
building component appears to be more at an organisational level through the establishment of
partnerships across sectors (Auld et al., 2018) than resulting from changes in individual research
capability.

The provision of grants and bursaries in the Australian Primary Care setting through the Australian
Government funded ‘Primary Health Care Research Evaluation and Development’ (PHCRED) Strategy
was a program that targeted a mix of rural and urban health professionals from a range of professional
backgrounds and targeted early career and novice researchers. This small grants program ran for
approximately ten years from 2000 across both urban and rural areas. The PHCRED Strategy was
reported to increase research activity and improve self-rated research experience (Ried, Farmer &
Weston, 2007), although whether these changes were statistically significant was not stated.

Central Queensland University’s Research Ready Grant Program (RRGP) is another Australian program
aimed at creating research capacity in a range of rural and regional health workers through workplace-
based training and experiential learning (Flenady et al., 2022b). This initiative is in the early stages,
with a protocol published (Flenady et al., 2022b) detailing the design of the program and its evaluation.
The program is designed to develop capacity of clinicians with an interest in research during the
workshop training and one-year research phases, and has an additional goal of growing the skills of
research facilitators (Flenady et al., 2022a; Flenady et al., 2022b).

Internationally, a novel example of the grant approach to research capacity building was conducted in
India and involved a rapid-style education and development model referred to as a ‘grantathon’ (Hawk
et al., 2017). This model saw 24 participants from across India receive education and proceed to
receive grant funding to conduct mental health research over the course of a year. The participants
rated significant improvements to their own research skill and confidence, described as ability to
conduct research (Hawk et al., 2017). The small data set in this study means that these results should
be generalised with caution.

Partnership models

Training and education partnerships between health organisations and educational institutions for
health research have been trialled in rural areas.

Salmon et al., (2007) reported on a partnership between a rural Australian brain injury rehabilitation
service and a regional university to form a research collaborative to develop research capacity. The
partnership included coordination, research skills workshops and small grant funding. This partnership
produced four peer-reviewed projects and the program coordinators reported plans to develop the
partnership into a state-wide initiative. There is no published literature suggesting that such a state-
wide approach was ever formalised.

A combined rural and urban partnership between multiple universities and public health services
across Queensland, Australia, was described by Hulcombe et al., (2014). A combination of embedded
researchers and grant funding was used to develop research capacity, with a specific approach of
targeting a portion of grant funding to novice researchers. This ambitious partnership has sought to
build not just research capacity but influence research culture in what is described as a “predominantly
clinical workforce”. The complexity of this partnership, being underpinned by an industrial agreement,



and the scale of the partnership, with more than 20 full-time equivalent staff employed across 17
health services, is unlike any other partnership model in Australia and demonstrates a level of
investment not seen in other settings. Investment, partnerships and infrastructure development are
key elements of research capacity building at the organisational level (Cooke, 2005; Sarre & Cooke,
2009), and with such an investment it would be expected that significant evaluation has occurred.
Studies at regional health facilities have demonstrated some improvements in research experience in
Allied Health professionals (Pain, Petersen & Fernando, 2018; Wenke et al., 2018; Wenke et al., 2017).
Broader evaluations are not found in the published literature.

Internationally models like the Rural 360 and 6for6 programs (Asghari et al., 2021; Asghari et al., 2019)
demonstrate formal partnerships between university staff and rural physicians via a research training
program in rural Canada. This partnership model not only provides education but also grant funding,
access to university resources and mentoring to increase research activity and use this activity to
create potential for further grant funding. Like the TRGS program, the Rural 360 and 6for6 programs
demonstrate a multi-pronged approach to research capacity building. Unlike the TRGS program, which
uses the prospect of grant funding to encourage the formation of research partnerships, the Rural 360
and 6for6 programs are examples of partnerships that have been developed to deliver education and
support of which grant funding is one component.

A larger consortium model was described by Bevilacqua, Morris & Pumariega (1996), where a rural
public mental health service partnered with multiple universities. The consortium led to embedded
research positions within public mental health services in the United States, along with a series of
educational workshops. This model shows the scale of collaboration that can be achieved in the rural
health workplace although, like the model described by Hulcombe et al., (2014), demonstrates a level
of funding commitment not available in all rural health workplaces.

A challenge for partnership models is the potential for conflicting goals of the educational institution
and the health organisations. Education institutions may value outcomes like publications, grants and
completion of higher degree research (Thomas, et al., 2006) while the focus of the capacity building
for a health institution may operate at a more fundamental level of building research capability for
many staff, rather than identifying the early high achievers. Research endpoints may also differ, with
health institutions favouring research which drives improvements in patient care.

Embedded health researchers

Moran el al (2019) has advocated for the embedding of health researchers into health services for the
purposes of building both research activity and research capacity (Moran et al., 2019). An embedded
researcher model describes an arrangement where a researcher from an academic institution is
physically located and working within a non-academic organisation (Ward et al., 2021). Embedded
researchers may also have a conjoint appointment which encompasses a research, clinical and
educational role (Mickan & Coates, 2022).

A systematic review examining embedded researchers in Allied Health reported positive changes in
individual research activity, research outputs and research culture at the team and individual levels
(Wenke & Mickan, 2016). It is important to note that this review was not centred upon rural and
remote settings, with only one rurally focused paper included in the review. Further research explored
allied health researchers embedded in urban and regional health services in Queensland, Australia
(Wenke et al., 2017). Embedding 15 allied health researchers into nine health services led to impacts
at the individual, team, and organisational levels. These impacts included improved research skill of



individuals, increased research activity, a shift in research culture and improved research
collaborations (Wenke et al., 2017). The positions also had a link to boosting the profile and reputation
of allied health professions. That paper went on to identify mechanisms by which these changes
occurred, including the personal factors associated with the researcher, the support from the
organisation and the means by which the research positions were implemented (Wenke et al., 2017).

A long-term partnership between a regional health service and a university has also been used to
embed researchers in rural New South Wales, Australia. This partnership model saw embedded
researchers from the university partner leading both research and capacity development activities
(Wolfenden et al.,, 2017). Capacity building occurred as a result of embedding experienced
researchers, however it is noted that this model relied on the provision of opportunities for PhD
candidates and postdoctoral researchers for this capacity, in particular targeting senior managers of
the service (Wolfenden et al., 2017). While successful, this model does rely on ongoing resourcing
from health service and university partners, along with grant funding, thus demonstrating the need
for ongoing organisational support required for model sustainability.

It is notable that all the above are quite recent initiatives, indicating that this is an evolving area of
interest in rural health services. As such, issues of sustainability and scalability with the competing
priorities on rural health staff and limited health funding have not been fully explored.

Research training and capacity building programs

The New South Wales Rural Research Capacity Building Program (RRCBP) offers participants a two-
year experiential learning program with centrally delivered education supporting a workplace-based
investigator led research project. Aimed at rural health workers who are novice researchers, the
program has been shown to increase some elements of research capacity (Webster et al., 2011),
improve research experience (Schmidt, Webster & Duncanson, 2019) and contribute to the rural
evidence base through increasing publication rates (Duncanson, Webster & Schmidt, 2018). The
author of this thesis was both a candidate of this program in 2008 and has been responsible for
managing it since 2011.

Challenges for the RRCBP are that it is state-based, only open to government employees and like many
of these programs does not lead to a formal qualification. The RRCBP relies on volunteer mentors to
supplement support provided by program coordinators and has a non-completion rate comparable
to, or better than, other distance education research education programs (Schmidt, Robinson &
Webster, 2014). One of the strengths of the program is experiential learning foundation, an
educational approach which allows for real-world learning (Doel & Shardlow, 2009). Programs like the
RRCBP combine a grant component, education and experiential learning. It is this addition of grant
funding and the experiential component that extends programs of this type beyond capability building
into capacity building through the act of undertaking research as part of the learning process. Long-
term outcomes of this program are described in Chapter 5 of this thesis.

Another Australian program modelled on the RRCBP was designed and delivered by Centre for
Research Excellence for Rural and Remote Research and based out of Broken Hill in remote New South
Wales, Bendigo in rural Victoria and Alice Springs in remote Northern Territory. This one-year research
capacity building program involving primary healthcare workers produced similar short-term
outcomes to the RRCBP and is explored in depth in Chapter 5 of this thesis.

The Supporting Translation of Research in Rural and Regional areas (STaRR) program, conducted by a
rural health academic alliance in rural Victoria, Australia, is a new program aimed at building both



health researcher and mentor capability in rural health services. This short workshop-based program
is conducted by the Western Alliance, a formal partnership of two universities and multiple rural
health care service providers with a shared focus on regional health outcomes. The STaRR program
combines an education program, mentoring and potential grant funding aimed at a broad range of
rural health professionals with an interest in developing research skill (Western Alliance, 2022). The
program coordinators have recently called for submissions to its second intake, and evaluation of the
model is underway.

Canada’s 6for6 program also incorporates an education program and experiential learning through
close-to-practice research (McCarthy et al.,, 2016a; McCarthy et al., 2016b; Walsh et al., 2021).
Targeted at rural doctors, this program has a formal needs-based curriculum and delivers six
educational sessions over the course of a year (McCarthy et al., 2016a; McCarthy et al., 2016b). While
a predetermined evaluation plan has been published (Asghari et al., 2021), outcomes of the program
have not been presented. Nevertheless, these structural components provide useful guidance for
others looking to enter the research training domain. The developers of the 6for6 and the
accompanying Rural360 program refer to the programs as an ‘anchored’ model, with the educational
institution providing a central point of coordination and outreach (Walsh et al., 2021). This contrasts
to the model described in Chapter 5 of this thesis (Schmidt & Kirby, 2016), where a decentralised
model with discrete but connected hubs provided a structural response to challenges of distance and
remoteness (Bethune et al., 2019; Schmidt & Kirby, 2016).

Programs specifically designated as research capacity building programs tend to demonstrate
organisational, and occasionally system-wide, commitment and investment. These programs often
allow for local health services to engage in research capacity building without major investment and
to engage or disengage according to local circumstances. These features tend to generate consistent
quality and notable reach which are hallmarks of sustainability.

The examples above show that multiple approaches and models have been used to build research
capacity in health services. Each program was conducted within their own specific context, be that
rural, regional, or urban, and have different targets for education or support. Other approaches such
as participatory action research as a capacity building strategy for physiotherapists (Janssen et al.,
2013) or offering fellowships to medical practitioners (Ried, Farmer & Weston, 2007) have been
trialled in New Zealand and Australian contexts respectively. Scaffolding the development of
organisational research capacity via a framework approach (Brown et al., 2015) or underpinned by
program theory (Murphy et al., 2015) are organisational level approaches that are described in the
rural Australian context.

The success of these initiatives is measured using different metrics, including self-rated research
experience (Pain, Petersen & Fernando, 2018; Schmidt & Kirby, 2016; Schmidt, Webster & Duncanson,
2019), completion rates (Schmidt, Robinson & Webster, 2014), research activity (Auld et al., 2018;
Ried et al., 2008; Salmon et al., 2007) and the ability to secure grant funding (Asghari et al., 2021,
Asghari et al.,, 2019). Other metrics of interest may include publications or presentations
(Kuzhabekova & Lee, 2018; Ramkalawan & Dieppe, 2008), workforce development (Ewen, Ryan &
Platania-Phung, 2019; Webster et al., 2011), influence on policy and practice (Auld et al., 2018;
Hulcombe et al., 2014) or research confidence (Finch et al., 2013). The attainment of formal
qualifications or articulation with research higher degrees was an important feature of some programs
(Wolfenden et al., 2017), but many programs led to no formal qualification.



The range of approaches, contexts and metrics add complexity to understanding the relative merits
of each approach. This highlights the need for studies such as this thesis, where critical realism is used
to create clarity from this complexity.

Underlying educational philosophies underpinning the approaches used to train, educate and increase
capability in research in rural health workers

There has been little examination of the underlying educational philosophies or the underlying
mechanisms by which changes in research capacity is enhanced. Solutions, particularly training
solutions, appear to be educator-driven based on what educators “need to teach” rather than what
learners might “need to know”.

Some programs specifically state their educational underpinning. Examples of programs with stated
educational approaches are in Table 1. These examples have been selected to demonstrate the range
of educational underpinnings used in research capacity building approaches in rural, remote and
urban areas within Australia. Other programs, such as the StaRR (Western Alliance, 2022) or 6for6
(Asghari et al., 2021) programs, may have been based on specific educational foundations but have
not clearly articulated these in describing their programs.

Table 1: Educational underpinnings of rural research capacity building programs

Author Year Model name Country Educational
underpinning
1 Brown et al (Brown et al., 2015 Rural academic general Australia Framework approach
2015) practices Pathway model
(organisational)
2 Murphy et al (Murphy etal., 2015 Not stated Australia Program theory
2015)
3 Schmidt & Kirby (Schmidt & 2016 CRE RCBP Australia RCB Framework
Kirby, 2016) Learn by doing

Partnership
Cultural constructivism

4  Schmidt, Webster & 2019 RRCBP Australia RCB Framework
Duncanson (Schmidt, Learn by doing
Webster & Duncanson, Cultural constructivism
2019)

The last two programs listed in Table 1 show a high degree of overlap as the CRE RCBP program
(Schmidt & Kirby, 2016) is based on the RRCBP (Schmidt, Webster & Duncanson, 2019). These
programs share a common foundation having been underpinned by capacity building principles. Both
programs have been included as they are presented in full and discussed in Chapter 5 of this thesis.

A range of educational philosophies have been used within approaches to health research capacity
building in Australia. This variety of philosophies may reflect careful consideration of the fit between
program philosophy and desired educational outcomes, or decisions may have been more pragmatic.
The majority of educational programs do not state a specific educational approach or underpinning,



which may reflect the pragmatic approach of educators, who are more focused on the delivery and
outcomes of education programs than explicitly describing the how and why.

Recent literature has started to address the gap of underlying educational theory (Cooke, Gardois &
Booth, 2018) in the form of a realist synthesis. While that synthesis brings together many of the
underlying principles of capacity building, none of the programs examined are rural, and as such do
not examine the unique challenges of rural health. This synthesis however does provide a blueprint in
terms of establishing an overarching theory. One of the important steps in critical realism is testing
theory (Kempster & Parry, 2014) and mechanisms derived in the course of this thesis will be compared
and contrasted to the mechanisms presented in Cooke et al’s (2018) synthesis. The mechanisms of
research capacity development presented by Cooke et al (2018) were:

e ‘Exceeding the sum of the parts’, where individuals or organisations achieve more than they
are likely to achieve in isolation

e ‘Learning by doing’, where individuals or organisations learn by undertaking activities and
reflecting upon the outcomes of these activities

e ‘Liberating the talents’, where individuals or organisations maximise the use of existing skills
and experience

e ‘Releasing resources’, where resources are provided to overcome individual or organisational
barriers and enable research activity

e ‘Coproducing knowledge’, where individuals or organisations use networks and partnerships
for knowledge development and the sharing of ideas

e ‘Feeling that you are making a difference’, where individuals or organisations see that
research makes an impact on health policy or practice

e ‘Modelling positive behaviours’, where individuals see research occurring in their organising
and the positive impact of involvement in research

e ‘Signalling importance and making research core business’, where individuals see that
engaging in research is a valued part of the organisation’s business

These proposed mechanisms have been highlighted here as they will be compared to mechanisms
derived in this thesis in Chapter 6, the analysis.

Educational content taught in rural research training

Many of the educational programs and workshops report delivering an introduction to research
methods. While the exact nature of what content is considered ‘introductory’ is not routinely
published, examples of teaching content that has been published for some of these programs is in
Table 2. Note that not all the programs that report their educational underpinning (as seen in Table 1)
report their educational content (see Table 2) and vice versa. For example, an allied health training
scheme based in an urban setting (Harding et al., 2010) may include description of program content
without explaining educational approach utilised. Similarly, a rurally based program that uses a
framework approach and organisational pathway model might not reveal the educational content
(Murphy et al., 2015). This also applies to programs such as the Rural Research Capacity Building
Program which do not explicitly describe their content while having a clear capacity building
underpinning (Schmidt, Webster & Duncanson, 2019; Webster et al., 2011). This lack of explicit
explanation of both educational philosophy and content adds to the complexity of understanding
which educational approaches produce which outcomes.



Table 2: Published content of introductory teaching in Australian research capacity building programs

RRGP? RCBP? AHRTS?
Formulating a research v v v
question
Searching and reviewing v v v
literature
Conceptualizing the v v
research design
Ethical approval v
Introduction to v v
qualitative methods
Introduction to v 4
guantitative methods
Population and v
participants
Sample size and power v
Data collection v v v
techniques
Data analysis v v v
approaches
Writing skills v
Presentation skills v

1 Research Ready Grant Program (Flenady et al., 2022b)
2 Research Capacity Building Program (Schmidt & Kirby, 2016)
3 Allied Health Research Training Scheme (Harding et al., 2010)

The Research Ready Grant Program (Flenady et al., 2022b) and the Research Capacity Building
Program (Schmidt & Kirby, 2016) are Australian rural programs that offer an overview of the research
process as a whole in their teaching content.

The program documented by Harding and associates (Table 2) targeted metropolitan Allied Health
staff to learn the skills associated with research through a 12-week systematic review training course
(Harding et al., 2010). The content for that program only covered what was relevant for a systematic
review, however the review of the program demonstrated that not only is a measurable change in
confidence and some changes in research experience achievable over a short period, but it is also
feasible to do so without the commitment of additional resources. The authors indicated that training
did not increase the interest in research, but it did provide a mechanism for research activity and
subsequent publication (Harding et al., 2010). While this program was not conducted in a rural area,
it does provide an example of the generative nature of these programs.



Who has been identified for rural research training, and where they are targeted

In Australia a range of health disciplines have been targeted for research capacity building, including
Aboriginal health workers (Bailey et al., 2006; Ewen, Ryan & Platania-Phung, 2019; Giles, Malin &
Harvey, 2006; Stajic et al., 2019), allied health staff (Golenko, Pager & Holden, 2012; Grimmer et al.,
2014; Harvey et al., 2016; Matus et al., 2019; McCurtin & O'Connor, 2020; Nightingale et al., 2020;
Wenke et al., 2018; Wenke et al., 2017; Wright et al., 2020), medical staff (Brett, Sherrard & Bower,
2006; Ried et al., 2008) and primary health care workers (Hulcombe et al., 2014; Mcintyre, Brun &
Cameron, 2011; Meurer et al., 2020; Offredy, 2007; Ried, Farmer & Weston, 2006a; Ried, Farmer &
Weston, 2006b; Ried, Farmer & Weston, 2007; Ried & Fuller, 2005; Schmidt & Kirby, 2016).

Research training schemes and models have been described in rural and remote public health services
in Australia (Flenady et al., 2022b; Matus et al., 2019; Pain, Petersen & Fernando, 2018; Schmidt &
Kirby, 2016; Webster et al., 2011), Canada (Asghari et al., 2021; Asghari et al., 2019; McCarthy et al.,
2016a; McCarthy et al., 2016b; Walsh et al., 2021), New Zealand (Crozier, Moore & Kite, 2012) and the
United States (Harden & Watman, 2015; Snowden et al., 2018; Vogel, Whippy & Robinett, 2010).

The private sector workforce is less represented in the literature, outside of general practitioners and
other medical staff working in primary care settings (Brett, Sherrard & Bower, 2006; Ried, Farmer &
Weston, 2007; Ried et al., 2008). A recent scoping review examining the priorities for rural allied health
in Australia did call for more research infrastructure and discussed the role of the allied health private
sector, however did not explicitly link research activity to the private sector (O'Sullivan & Worley,
2020). It should be noted that in rural allied health there is a proportion of staff that work across
sectors (Keane et al., 2013), and this can mean research capability can translate across from one sector
to another. The experience of rural nurses in the private sector was not identified in the research
capacity building literature.

The setting for the studies comprising this thesis is rural, regional and remote Australia, and the
studies themselves were predominately conducted within New South Wales, although some study
participants were from outside the state. This rural perspective informs and underpins the thesis as a
whole.

While rural health inequality persists, and research into health issues affecting rural residents remains
limited, there is a need to build research capacity into rural health services so that rural health workers
are capable and have capacity to investigate and find solutions to areas of rural concern. However,
with the complexity of different approaches, different training professional groups targeted and
different outcomes measured for rural research capacity building endeavours (see Figure 4), it is
difficult for those with an interest in research training in rural areas to understand exactly what works
for whom in what circumstance. That question is the issue this thesis sets out to explore. For rural
health research training, what works for who, where?



Figure 4: Professional groups, processes and measured outcomes of research training

Each of the individual studies within this thesis provides an important insight into an aspect of rural
research capacity building. Collectively, the studies and a critical realism perspective allow
development and testing of generative mechanisms that explain “why things are as they are” in
research capacity building in rural health services.

Setting of this thesis

While the literature above explores research capacity building from a national or international
perspective and encompasses rural, remote and urban environs, this thesis was conducted from a
unique perspective and within a particular setting.

The setting for this thesis is within the public health system of Australia, and in particular the state of
New South Wales. The New South Wales public system is structured with a centralised governance
and policy body overseeing 15 local health districts and multiple specialty networks responsible for
delivering clinical services (New South Wales Government, 2023). In rural areas, these local health
districts function as independent organisations servicing populations from 30,000 people (Far West
Local Health District, 2023) to over 900,000 people (Hunter New England Local Health District, 2023).
Local health districts have independent board governance and an executive that are responsible for
their organisation providing health services, the nature of which is determined via a service agreement
(New South Wales Government, 2022)

Within these rural local health districts, there has been an effort to build research capacity through
the delivery of the Rural Research Capacity Building Program (Schmidt, Robinson & Webster, 2014;
Schmidt, Webster & Duncanson, 2019; Webster et al.,, 2011). This program was instituted in
recognition of a lack of limited research expertise in the rural health services and within rural health
workers (Webster et al., 2011). The stated aims of the program are to build research knowledge and
skill while contributing to the rural research evidence base (Schmidt, Webster & Duncanson, 2019).
This aligns very closely to the clinician-researcher model, producing rural clinicians with research
capability and experience, whilst building research capacity.



As the Rural Research Capacity Building Program is conducted both by and for the public health service
in New South Wales, there is an ability for those involved with the program to understand and
influence the structural constraints inherent in the rural health system in a way that a university-based
education program might not.

The thesis was undertaken to understand these constraints and to understand what rural research
capacity building can achieve within this context. As a result, the studies comprising this thesis have
largely been conducted within New South Wales and within the public health system, in particular
Papers 1, 2, 3 and 5. However the individual studies on their own, while of value, do not provide a
view of the whole of the setting or allow for a big-picture view of the underlying issues. This thesis
combines these aforementioned papers, along with Paper 4 which was conducted in New South Wales
and other rural and remote parts of Australia, to create a larger overarching exploration. This larger
exploration is to use the experience of research capacity building in rural New South Wales as an
exemplar and draw out the key underlying explanations of why things are as they are. These
underlying explanations may have an applicability and relatability to other rural contexts outside New
South Wales and outside Australia.

To summarise, the rural health environment is complex. There have been multiple approaches to
research capacity building in rural areas, and this diversity in approach and outcome has added to the
complexity. In New South Wales there has been a concerted effort to develop clinician-researchers
via the Rural Research Capacity Building Program. Using the New South Wales public health system as
a context, this thesis uses multiple studies to explore aspects of this complex area and by combining
these component studies a greater understanding is sought than could be achieved using the
information contained in the individual studies.

Aims of this thesis

The aims of this thesis are as follows:

1. To describe and understand the contexts in which rural health research training occurs.

2. To understand both the short- and long-term outcomes of research capacity building
endeavours in the rural health workplace.

3. To use these short- and long-term outcomes in context to understand the mechanisms at play
in the education of research for the rural workforce which have led to the kinds of outcomes
we see.

4. To develop general principles to guide the development of rural research training programs.



Chapter 3: Methods

Rural research capacity building is complex due to the number of approaches used, the range of
professions targeted for training, the varying content and educational underpinnings of training
programs and the various metrics used to measure success of these approaches. The challenges of the
rural health workplace, such as geographical isolation, diversity of rural communities and
organisations and limited access to research expertise add to this complexity. This complexity led to
important decisions about the structure, methodology and methods used in this thesis.

Methodological lens

To adequately explore this complex situation, it was necessary to undertake a series of smaller studies
examining different aspects of rural research capacity building rather than a single large study. Each
of these individual studies was conducted using a method appropriate to their research question,
meaning multiple research approaches were used. This variety led to the choice of a methodological
lens that could accommodate both an understanding of complexity and the use of these multiple
methods.

The methodological lens chosen to underpin this thesis was critical realism. Critical realism was
selected for its established use in complex health research (Clark, Lissel & Davis, 2008; Sword et al.,
2012) and its ability to incorporate multiple methods under a single perspective (Wiltshire, 2018).

Critical realism was developed and described by Roy Bhaskar, originally in his work A Realist Theory of
Science (Bhaskar, 1975). Bhaskar developed his theories in response to a perceived lack of ontology in
the prevailing philosophical approaches, or as he described it “the epistemic fallacy, or the conflation
of ontology and epistemology”p37 (Bhaskar & Hartwig, 2010). Bhaskar felt a need to account for “the
presence of structure in the world, as well as in our knowledge of the world” (Bhaskar & Hartwig,
2010).

Critical realism emerged as a framework that brings together a realist ontological position with an
epistemological perspective that knowledge is “a social product, which is not independent of those
who produce it” (Bhaskar, 2008b). Thus critical realism draws from both a positivist and constructivist
perspective (Fletcher, 2017) and has become known as an “internally consistent and philosophically
developed framework” (Gorski, 2013).

Critics of critical realism state that it is defined by its ontological stance and operates at that level
(Cruickshank, 2004), rather than providing a research methodology per se. Adherents of critical
realism see that as an overarching philosophical perspective it allows coherence of viewpoint while
allowing for use of multiple methods (Wiltshire, 2018).

As a research framework, critical realism has been used in philosophy and educational areas since its
emergence in the 1970s. The use of critical realism in health research is relatively new (McEvoy &
Richards, 2003). Although it does not have the rich history of use in health research of other qualitative
methodologies, it is not completely unknown. Critical realism has been recommended and used to
explore areas in health research where complexity requires a research methodology capable of
exploring multi-layered and complex situations (Clark, Lissel & Davis, 2008; Harwood & Clark, 2012;
Oladele et al., 2013; Sword et al., 2012).



While critical realism may have emerged from a philosophical viewpoint, it also provides a range of
practical strategies that could be applied for understanding phenomena (Jessop, 2005). In this thesis
critical realism has been applied in this way, as an underlying philosophical foundation and as a series
of applied concepts that are useful for exploring and understanding the topic at hand.

Some of the key concepts of critical realism in this thesis are described below.

Key concepts of critical realism in this thesis:

1. Stratified reality

One of the key concepts in critical realism is the notion of stratified reality (Bhaskar, 2008b; Scott &
Bhaskar, 2015). Critical realism asserts that reality occurs on a number of levels; the real, the actual
and the empirical (Bhaskar, 2008b; Marks & O'Mahoney, 2014; Vincent & O’Mahoney, 2014). These
are defined within this thesis, based on the work of (Bhaskar, 2008b) as:

The empirical: that which can be experienced first-hand through the senses.
The actual: things that are known to be true even if they are not witnessed first-hand.
The real: that which exerts an influence.

A study by Collett et al (2022) gave an example, related to the health workplace, that demonstrated
this stratified reality in medical education where:

“The subjective experience of the student and whether they interpret what is occurring as a
good or poor learning experience”, is the empirical.

“A consultant supervising a student examination of a patient and a student attending a ward
round asking a consultant to explain a patient's ECG”, is the actual.

Medical students learning on ward rounds being influenced by “time pressures, patient load,
consultant and other staff members attitudes to teaching or even the physical dimensions of
the hospital”, is the real (Collett et al., 2022).

In this example, patient load and staff attitudes may have a real influence on the learning experiences
of a medical students, even though the medical students may not experience those loads or attitudes
directly. These layers of reality are not mutually exclusive and can co-exist. This concurrent and co-
existing understanding of reality is one element that allows critical realism to explore and
acknowledge complexity. This stratified reality also allows exploration and acknowledgement of the
influence of that which has an influence, even if it cannot be experienced empirically.

2. Structure and agency

That which is real, that is those things that exert an influence, are known as structures (Bhaskar,
2008b). Structures can include those things that can be experienced empirically (Bhaskar, 2008b). In
a health service workplace, the geographical distance to the nearest research unit may be considered
a visible structure that exerts an influence on the ability of health staff to engage with research at
work. Similarly, an organisational policy on research activity may be considered a visible structure, in
that it can be seen and it exerts an influence on those same health staff.



Critical realism acknowledges those structures that cannot be seen empirically, as in experienced with
the senses, but nevertheless that can exert an influence (Bhaskar, 2008b). In a hospital, the culture of
a ward can exert an influence over workplace behaviours in a way that is very real, even if the culture
itself cannot be experienced empirically. The attitudes of the manager towards research, worker
personal experience and individual confidence in research methods are all able to exert influence on
a health worker’s ability to engage with research at work. Acknowledging the existence and influence
of these hidden structures is an important strength of critical realism.

Structures tend to be inhibiting or enabling (McEvoy & Richards, 2003). A policy that allows dedicated
research time for health staff could function in an enabling way. Limited access to library services
would act as inhibitory structure.

Sitting alongside the concept of structure is one of agency (Marks & O'Mahoney, 2014; McEvoy &
Richards, 2003). Agency refers to the ability of the individual to function and progress within, with the
assistance of or in spite of the influence of structure (Marks & O'Mahoney, 2014), or in other words,
to shape the world around them (Carter & New, 2004). Agency can be defined as the degree of control
an individual has over their choices and the ability to act on those choices; what people can achieve
(Stutchbury, 2022).

The interplay of structure and agency is dynamic (Marks & O'Mahoney, 2014; McEvoy & Richards,
2003). The influence of structure can vary in response to the level of agency of the individual. Where
a structure might be an enabling one for an individual with high levels of agency, the same structure
may not act in an enabling way for an individual with lower degrees of agency. Access to research
grant funding, for example, could be an enabling structure for an individual with the ability to dictate
their own caseload and work priorities, but would not function in the same way for a staff member
with a fixed caseload and lower levels of ability to decide how time at work is spent.

3. Understanding of context and the search for generative mechanisms

Central to the use of critical realism is the search for mechanisms that explain why things are as they
are. These mechanisms are referred to as generative or causal mechanisms (Bhaskar, 2008b; Scott &
Bhaskar, 2015) and are sought once an understanding of context is known. Generative mechanisms
are the critical factors that are hypothesised to lead to a particular outcome within a specified context
(Vincent & O’Mahoney, 2014). While structures provide the context for the journey of the individual,
mechanisms are the key elements that explain why things are as they are (Stutchbury, 2022).

The context in this instance encompasses both empirical (measurable or observable) and actual
(observable and non-observable) structures. Context in the example of a health service, therefore,
may involve a policy context, an organisational context, a financial context, a cultural context, a
geographical context and a relational context.

This context is put together with observable outcomes; together these provide the necessary
information for generative mechanisms to be explored and proposed (Ackroyd & Karlsson, 2014).
Being able to understand context and outcomes, and use these to generate proposed mechanisms is
one aspect of critical realism that makes it a useful approach for studying complexity (Sturgiss & Clark,
2020; Sword et al., 2012; Walsh & Evans, 2014)

Classically generative mechanisms occur at the level of the real, whereas the observed outcome and
activities leading to these outcomes occur at the empirical or actual levels (Bhaskar, 2008b). Thus,
mechanisms are the influencing factors underpinning what is seen. For example, a staff worker



choosing not to apply for research funding may not be because of a lack of interest, but an underlying
recognition that workload and available time may mean that undertaking a project is not feasible.

4. Retroductive reasoning and development of explanatory theories

The process by which observations on context and outcome are used to look for mechanisms is
referred to as retroductive reasoning, or retroduction (Vincent & O’Mahoney, 2014). By starting with
known outcomes, it is possible to look back to understand what factors have led to things being as
they are (Bhaskar, 2008b; Scott & Bhaskar, 2015). Bhaskar coined the term retroductive reasoning to
emphasise the temporal component where looking back is the emphasis, recognising the influence of
temporality (Marks & O'Mahoney, 2014) in that learning and theory generation are influenced by the
time and space in which these activities occur (Bhaskar, 2008b).

Bhakskar describes the process of retroduction leading to theory development thus:

You imagine a structure or mechanism, which if it were real would account for the
phenomenon in question. And then activating the role of the creative imagination, you could
posit a large number of mechanisms or structures, and an infinite number could be imagined.
So you eliminate them on the grounds of coherence... Then you come to this wonderful
moment, when you can identify a new structure. Once you have identified a new structure... [
it allows] you to correct the large number of your results, [and when] you get to this level, this
new level of structure, you start all over again. p22.(Bhaskar, 2008b)

Theory development occurs when generative mechanisms are proposed that explain the observed
outcomes in context. It is important to note that these mechanisms are proposed theories, not
empirical proofs (Marks & O'Mahoney, 2014) and as explained above are selected from a number of
possible explanations on the grounds of coherence (Bhaskar, 2008b).

In critical realism it is common to express the observed context and outcome with the hypothesised
generative mechanisms together in a what is known as a CMO chain or CMO statement (Ackroyd &
Karlsson, 2014), thus contextualising the generative Mechanism within the Context and Outcome.

While CMO chains are how the interaction of these factors is expressed, it is important to note that
this is not the order in which these understandings are derived. By observing outcomes and contexts,
mechanisms can be found. Reflecting this emergent order and in line with the concept of temporality
(Marks & O'Mahoney, 2014) the structure of this thesis is to present papers covering context and
outcomes, then the derived mechanisms are explored in the analysis section.

5. Process of testing theory

An important step within the critical realist process is that of testing theory (Kempster & Parry, 2014).
Generating explanatory hypotheses based on observation requires additional rigour and this is
achieved by testing theory, which may be achieved in several ways. Explanatory hypotheses may be
explored and discussed with peer researchers to ensure coherence (Kempster & Parry, 2014). The
process of peer review, publication and public comment ensures hypotheses are tested and justified
(Kempster & Parry, 2014). Assessing whether the derived theory is useful for explaining similar issues
or in different environments (Johnston & Smith, 2010), such as placing generated theory against other
realist-derived theories, is a third way of testing theory.



Other core tenets of critical realism include emergence, embodiment and materiality (Marks &
O'Mahoney, 2014), which are integrated throughout as part of reflexive practice, methodological
application and theory generation. For the purposes of clear communication of realist principles, a
subset of the foundational principles of critical realism were emphasised as ‘takeaway points’ (see
Figure 5).

The takeaways about critical
realism are:

1. If it has an influence, it's real...
even if you can't see it.

2. Things that are real can act as
enabling or inhibiting structures
through which individuals
navigate as their individual
agency allows.

3. Outcomes are as a result of
generative mechanisms occuring in
a particular context, usually
expressed as a CMO chain, which
brings together Context,
Mechanism and Outcome.

So that's 1 nature of reality, 2
structure and agency and 3 CMO
statements. All takeaway.

You want fries with that?

Oooh yes please!

Figure 5: Key takeaway messages of Critical Realism (with fries)

The use of critical realism to explore complexity within this thesis

The existing research on research capability and capacity building in the rural health workplace has
displayed an array of approaches, targets and outcome measures which indicate a complex situation.
Research capacity building occurs in multiple ways and at multiple structural levels and to date there
has been no simple way to easily summarise the key elements that lead to success.



Studying complexity is in itself complex. Complexity is not easy to describe, and it is not easy to put
boundaries around. The use of critical realism allows for a framework within which complexity can be
understood and explained (Figure 6) (Ackroyd & Karlsson, 2014). This framework allows explanations
for processes that are not linear or straightforward, and provides guidance to others navigating the
process of understanding complexity in their own context.

Figure 6: Using critical realism to understand and explain complexity

Critical realism is suited to research in complex policy areas (McEvoy & Richards, 2003; Pawson et al.,
2005). This is in part due to that ability to express context, mechanism, and outcome together and
describe the interplay of these factors in understanding complexity (Ackroyd & Karlsson, 2014).

The ability for critical realism to accommodate both quantitative and qualitative approaches and allow
a large scope of methods (Ackroyd & Karlsson, 2014) is also important, as examination of outcomes
and context in this study have required different approaches. This ability to match method to the
purpose of the study is one of the strengths of critical realism (Hurrell, 2014).

Methods used in component studies within this thesis

The methods used in the individual studies that comprise this thesis reflect the flexibility available
within critical realism to apply multiple research methods. These multiple methods are dictated by
the complexity of the area under study: rural health service delivery and the development of research
capacity in rural health workers is complex. As such, a single research study conducted within a single
organisation would provide a very limited perspective on this issue. Instead, multiple studies
conducted in and across multiple organisations were undertaken, with an aim of achieving a broader
understanding of the underlying mechanisms within this complex situation. The organisations in which
these studies were conducted were public sector organisations based in rural or remote Australia.

Each of these component studies required careful consideration of methods to answer the research
question for that study. The approaches used in the component studies are outlined below, with the
use of a critical realist lens adding a unifying perspective. Each of the component studies explored a
unique aspect of rural research activity or rural research capacity building, highlighted in bold and
italicised in the descriptions below.

Paper 1 (Schmidt, 2016) used a single case study design and narrative analysis to explore the individual
context and experience of an individual clinician undertaking rural research.

Paper 2 (Schmidt et al., 2020a) used content analysis underpinned by critical realism to explore policy
and operational context of rural health research in a public health organisation. Policy documents and



other organisational documents of a large public rural health organisation were explored using
content analysis to identify where research and evaluation were included. Content analysis located
the words research or evaluation in these documents and explored the context of their use (see Figure
7). This novel study is important because it helps to consider an aspect to training that was had not
been described previously, the policy and operational context in which research occurs.

Figure 7: Content analysis methods used in Paper 2

Paper 3 (Schmidt et al., 2020b) used interviews and focus groups, underpinned by critical realism, to
explore the learning context of research training in a public health organisation. Individual interviews
with purposively selected leaders in a rural health organisation were undertaken to understand the
perceived value of research and research training in a rural health organisation. Accompanying focus
groups with a convenience sample of research-interested health workers facilitated stimulation of
thought, robust discussion and interplay of ideas around the issue of research training. One focus
group was conducted via telephone to provide remotely located individuals an opportunity to
participate, given the large geographical area covered by the organisation under study.

Paper 4 (Schmidt & Kirby, 2016) used a survey and repeat cross-sectional measures to gauge short-
term outcomes of a research training program in rural and remote areas. The use of the Research
Spider as a tool for measuring self-assessed research experience is a widely-used and recognised
means of gauging change in research experience (Smith et al., 2002). As the participants of this study
were situated in rural and remote areas of Australia, a survey approach was a practical method of
reaching such a widespread sample (MacDonald et al., 2009).

Paper 5 (Schmidt et al., 2022) used interviews and focus groups to explore long-term outcomes of a
research training program in rural and remote areas. This method allowed graduates from different
cohort of the same research training program to reflect on their experiences of research training,
including what it has meant for them professionally and personally. Focus groups were conducted
online via videoconferencing which allowed coverage of a widespread group across rural and remote
areas of NSW, Australia. Individual interviews allowed interaction with those who preferred not to
participate in a focus group.

Detailed method descriptions for each of the individual studies are found in Chapter 1 for Paper 1,
Chapter 4 for Papers 2 and 3, and Chapter 5 for Papers 4 and 5 (see Figure 2). Overall, the component



studies build together to create an understanding of the individual context, policy and operational
context, learning context, short-term and long-term outcomes of rural research capacity building. In
critical realist terms, context and outcome are used to derive explanatory mechanisms (Bhaskar,
2008b). Some mechanisms are proposed within the individual chapters, however mechanisms for the
overall thesis are derived in the analysis (Chapter 6). The process through which these mechanisms
are derived from the component studies is described below.

Analysis: synthesis and development of new generative mechanisms

The process of synthesising the findings from the individual studies into new generative mechanisms
follow a processed outlined in Figure 8, where Context, Mechanism and Outcome of each of the
preceding studies are separated, considered separately and in light of existing literature, particularly
through the structural levels of capacity building; individual, team, organisational and supra-
organisational (Cooke, 2005; Sarre & Cooke, 2009). These elements are then combined via a process
of retroduction and hypothesis building to form new CMO chains. These CMO chains are then tested
and consolidated into practical understandings of what works where and for whom which can then be
transferred into practical recommendations for health system, health service and education purposes.

Step 1: Separate e
contexts, mechanisms ST —
and outcomes from =
papers 1-5

CMO Separator

Individual Step 2: Filter through the
structural layers of
research capacity building
as outlined by Cooke

Team

Organisational

Supra-organisational

Step 3: Combine these understandings into new CMO chains
Sl (*add a sprinkle of
existing literature)

ﬁl

ol Step 4: Consolidate
understanding of
Theory . & .
222 8 cixa generative mechanisms
Master i N )
2000 into practical
S recommendations
What works
nd how

Figure 8: Process of deriving generative mechanisms from multiple studies

The process of synthesising together context and outcomes from individual studies and then using
retroduction to derive mechanisms was an iterative and intuitive process, using the “creative
imagination” described by Bhaskar (2008b). Mechanisms were hypothesised then explored for logic



and coherence. This exploration leaded to proposed mechanisms being refined, adopted or
abandoned. Central to this process was the knowledge inherent in being an embedded insider with a
deep understanding of the rural health context, the New South Wales public health system and the
process of research capacity building. This insider perspective provided a credible foundation from
which the creative imagination could be employed. This process was repeated throughout the analysis
stage of the thesis multiple times until a suite of proposed mechanisms were compiled.

These mechanisms were tested in two ways. The first was through discussion with experienced health
research educators to check for coherence (Kempster & Parry, 2014). Copies of the proposed
mechanisms were provided and the educators were asked if the mechanisms outlined were consistent
with their knowledge and experience of rural research capacity building. Feedback from these
educators was used to refine the mechanisms and the way they were expressed in CMO chains. The
second method of testing mechanisms was by comparison to the mechanisms highlighted by Cooke
et al (Cooke, Gardois & Booth, 2018) in their realist synthesis, a work that applies realist principles to
the area of research capacity building. This comparison is found in the analysis section of this thesis
(Chapter 6).

About the researcher

I, the researcher (see Figure 9), am a middle-aged health research educator and
cartoonist who comes from a physiotherapy background. | work as a
coordinator of the Rural Research Capacity Building Program for NSW Health
and am a graduate of the program. As such | have been a clinician, a clinician-
researcher and one who trains clinicians about research. All this time | have
been based in a rural area, as | have my whole professional career. | grew up in
rural New South Wales and connect strongly with the rural community.

Figure 9: The
researcher, self-portrait
with self-portrait

This insider perspective is crucial, because it means | have seen firsthand the
disconnect between research and clinical practice (Figure 10).

- omz2200w =0

=

Figure 10: The disconnect between research and clinical practice

My first experience of the disconnect between clinical practice and research was at university as an
undergraduate, where the invitation to undertake an honours project was reserved for the academic
high achievers — the ‘special’ few. It seemed to me that those special few learned to speak a special
language and undertook a special process via ethical review. Once graduated, | very rarely if ever saw
research happening in the workplace. Research happened in universities and research units; special



places. Sometimes there was special money in the form of research grants. Research was not
something we clinicians did: it was the special people in their special place with their special money
and special language.

At least that’s how things felt for me as a clinician in my early years as a health professional and I’'m
sure that experience was not unique. Fortunately, things are changing with a recognition that
“developing the capacity of clinicians to engage in health research is a recognised strategy to respond
to the research practice gap” (Flenady et al.,, 2022b). While more engagement with research is
occurring at undergraduate levels, much of the public health workforce has had limited exposure to
the experience of undertaking research.

Reflexivity

Reflexivity is vital for qualitative rigour (McGrath, 2021; Rettke et al., 2018). Reflexive practices built
into this study have included reflexive conversations with supervisors to ensure congruence between
derived conclusions and the presented data within each individual study. No structured questions or
formal guides were used, however ensured the findings of each study were directly linked to the
research question of that particular study. The process of peer review and publication added another
layer of critique, ensuring that study findings were rigorous.

Taking an insider perspective presents specific challenges for reflexive practices (Finefter-Rosenbluh,
2017; Hellawell, 2006), and the process of checking assumptions was ongoing and iterative.
Supervisory meetings during the thesis frequently challenged assumptions and thought processes,
including the role of the insider and existing preconceptions.

One of the processes used was bracketing (Fischer, 2009). Bracketing refers to the identification of
the researcher’s biases and preconceptions which may influence what the researcher is observing,
and attempts to set aside of ‘bracket’ these preconceptions whilst undertaking the study (Fischer,
2009). Bracketing can be used in conjunction with an insider perspective to embrace the intuitive
understandings available to the insider, whilst maintaining qualitative rigour (Dorfler & Stierand,
2020). Bracketing can take many forms and it is incumbent upon the researcher to use an appropriate
method, or multiple methods (Tufford & Newman, 2012). Memoing and reflexive journaling are
accepted methods of bracketing (Tufford & Newman, 2012) and in this thesis both were used, with
reflexive journaling undertaken using cartoonography. Memos were used to reflect on the initial
impressions at the time of data collection during the studies, and this in turn assisted with
interpretation of data. Cartoonography allowed an expression of the conflicting thought processes of
researcher and research educator, along with the challenges of undertaking the thesis (Figure 11).

Maybe if | stare
at my data long
enough it will

make sense

Figure 11: Using cartoonography as a method of reflexive journalling



Chapter 4: Results

"Skills development in the absence of organisational development and change is a high-risk
strategy, given that informants identified major institutional and cultural barriers to research
implementation at the practice level. Education cannot therefore be isolated from its
organisational and community context"” (Grundy & Johnston, 2003)

The above quote highlights that understanding context is critical for research education to be
successful. This chapter focuses on the context for rural health research and research capacity building
within rural health services.

This chapter contains two studies. The first (Schmidt et al., 2020a)(Paper 2) explored the strategic and
operational context in which rural research activity occurs. This study used content analysis to
examine where research and evaluation was situated in a rural public health organisation’s strategic
and operational documents.

The second study (Schmidt et al., 2020b)(Paper 3) explored the learning context in which rural
research education occurs. Conducted within the same organisation, this was a qualitative study
involving interviews with key informants withing the organisation and with a convenience sample of
health workers with an interest in research.

Whilst the two studies were conducted in the same organisation, the studies required different
research methods and data sources to answer the research questions, so were conducted as separate
studies.

4.1 The structural context in which rural health research training occurs

Skill development occurs within a specific and definable context, at a particular time (Bhaskar, 2008b).
Exploration of generative mechanisms, the hypotheses of ‘why things are as they are’ is possible by
retroduction — looking back from observable outcomes that have occurred within a particular context
(Bhaskar, 2008b; Scott & Bhaskar, 2015; Stutchbury, 2022). This context extends beyond geography
to encompass the physical structures, organisational contexts and policy contexts in which research
training occurs.

The following study on the strategic and operational context for rural research activity was published
as:

Schmidt, D, Reyment, J, Kirby, S, Webster, EL & Lyle, D 2020, 'The place of research in the rural
health workplace structure: a content analysis of a rural health organisation's strategic and
operational documents', Rural and Remote Health, vol. 20, no. 2, pp. 5493
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ABSTRACT:

Intreduction: Research training is conducted within rural health
organisations without a clear understanding of the role of research
within the structure of the organisation itself, potentially limiting
the effectiveness of that training. This study sought to identify the
role of research within the organisational structure of a large rural
health organisation in Australia. Specifically, the study sought the
answer to the following questions: Is research identified within the
strategic documents of the organisation? If so at what level of the
organisation is responsibility for research attributed? Is research
identified within the position descriptions of staff? If so, at what
level of the organisation are staff expected to conduct research? Is
there evidence of research activity elsewhere within the
organisational structura?

Methods: This qualitative study used a critical realist approach
and content analysis to identify and contextualise the terms
‘research’ and “evaluation” within publicly available and internal
documents from a large rural health organisation in New South
Wales, Australia. Secondary thematic analysis identified
organisational factors influencing research activity. Data were
sourced from strategic, operational and other documents from the

Keywords:

2015 calendar year, with key documents extracted from

1654 external and internal websites, 159 position descriptions and
approvals for research projects active in 2015 (n=53).

Results: Only a third of research conducted in the organisation
was locally instigated or involved local staff as

researchers. Matching between positional responsibility for
research and research activity was limited. Research was a strategic
goal for the organisation; however, this was not well represented
in operational documents. A lack of research in operational
documents devolves responsibility for research to individuals.
Individuals with greater levels of individual agency were more
likely to be engaged in research. A low critical mass of local
researchers means that collaboration, both internal and external, is
essential to strengthen research capacity.

Conclusion: Health services can create conditions for local health
research in a rural environment by addressing structural barriers
such as a lack of operational planning for research. Identifying
research-active individuals as champions to build internal research
collaboration is an important strategy, as is partnering with
external organisations for necessary expertise.

Australia, research capacity development, rural research, strategic planning.

FULL ARTICLE:

Introduction

Research capacity building has been reported as a desired goal of
rural health organisations? as it has the potential to create locally
driven research evidence that is relevant to the development of
policy or able to influence client care. Research in rural areas
presents its own set of challenges, and a need for specific rural
training has been identified®. Several programs have been
undertaken within the Australian rural health context to improve
research capacity®10.

While these programs broadly consider the context in which
research activities occur, there is no research available within the
published literature that explores or demonstrates the role of
research within the structure of a rural health organisation.
Understanding the place of research within an organisational
structure is important in the support and growth of research
activity, because a lack of structural organisational support for
research is likely to be reflected in the culture of the organisation.
Structural support for research may be seen in ways such as the
inclusion of research in the position descriptions of staff, business
plans or other documents where there is a clear indicator of
research capacity building, which can be measured and
performance can be reviewed annually'"12_ Clearly positioning
research within a job description is attaching individual
responsibility for research. Organisational ownership of research
may be evidenced in other ways, through celebration of research
in newsletters or inclusion of research in annual reports12,

Health services are state funded within Australia and, at a state
level across Mew South Wales (MSW), there has been an emphasis

on research in rural areas3, with a need for "structures and
processes ... to maximize communication, productive collaboration
and knowledge transfer across all aspects of health and medical
research’™. These structures may be physical structures such as
research units or specialist teams'®. However, a critical realist
perspective acknowledges that structures may be less tangible and
may include societal constructs such as organisational norms or
workplace cultures', In many ways a research culture is harder to
evidence; however, an active research culture within an
organisation may be seen in the way an organisation
acknowledges and celebrates research?.

This article outlines the findings of a research study conducted in
2016 in rural NSW, Australia, which explored the place of research
within an Australian rural health organisation or local health
district (LHD), as defined by references to research within the
arganisation’s strategic, operational and other documents. The
LHD in which this study was conducted is a single coordinated
public health organisation that services a rural and outer regional
portion of the state and is responsible for the provision of publicly
funded health services. The LHD contains a mix of small health
facilities, known as multi-purpose services, and small hospitals,
with few large hospitals. The LHD provides clinical services and is
able to determine its own service priorities in association with the
MNSW Government, with which the LHD has a service agreement.

The region has links to up to six universities, although these
relationships were primarily viewed as a mechanism for teaching
and training in a reciprocal arrangement with universities and the
organisation collaborating for clinical education placements. While




the organisation can set its own priorities in regard to research, the
LHD was aware that it was not particularly active in research.

Study goals and objectives

This study sought to answer the following research questions:

& |5 research identified within the strategic documents of the
organisation? If so, at what level of the organisation is
responsibility for research attributed?

* |5 research identified within the position descriptions of staff?
If so, at what level of the organisation are staff expected to
conduct research? At what level is research activity
occurring?

# |5 there evidence of research activity elsewhere within the
organisation structure?

Methods
Study design and methodology

This gualitative mapping study was conducted using a critical
realist underpinning. Critical realism allows an examination of
organisational and societal constructs and has been used to
examine complex policy areas within health systems“"'s. The use
of critical realism was intended to provide an understanding of the
organisational structures in place, empirical and non-empirical,
which may include policy structures, cultural norms, power
imbalances and legislative frameworks'?. The authors also sought
to generate an understanding of the likely agency of the individual
to be able to undertake research at all levels of the organisation,
bearing in mind the influence of the structures identified.

The study drew from the following data sources:

1. publicly available documents from the organisation's public
internet pages

2. internal documents available from the erganisation’s intranet

3. position descriptions from the publicly available N5W Health
electronic recruitment (eRecruit) system

4. records of research governance approvals, where research
has been approved to be conducted within the organisation,
to identify staff currently involved in research.

Documents retrieved included:

& strategic plans for facilities, work units or clinical specialties

* gperational plans at the facility, work unit or dinical specialty
lewvel

¢ staff newsletters and intemal communigues

+ annual reports including financial reports

& axternal (intermet) and internal (intranet) webpages

* departmental reports

* meeting minutes

* organisational charts.

Documents released during the 2015 calendar year, or strategic
planning documents with a stipulated date range spanning 2015
(eg plans covering 2014-2018), were included. Internet and
intranet pages were included as available at the time of study.

Research governance approvals were considered for all studies
approved or active within the LHD during 2015.

All internet and intranet pages were manually searched by the lead
researcher (05). Pages and documents that contained relevant
information were downloaded for further analysis.

All position descriptions for positions advertised within the LHD
between Movember 2015 and February 2016 were downloaded as
PDFs from the NSW Health eRecruit website. Any additional
documentation accompanying the position descriptions was also
captured.

Research governance records were examined by one co-researcher
(JR). Data were extracted into an Excel spreadsheet and sent to the
lead researcher for further analysis.

For the purposes of this study, specialist physicians, referred to as
visiting medical officers (VMOs), and students conducting research
whilst on placement within the LHD, were considered as if they
were LHD employees. This is because the LHD had traditionally
employed the majority of its medical workforce under a visiting
contractor arrangement, thus these physicians are in essence the
medical workforce of the organisation. Students on placement are
bound by the same policies and codes of conduct as staff and
work under direct supervision of staff within the organisation.

Data management and analysis

Data from web pages and positions descriptions were imported
into MVivo qualitative data analysis software v10 (Q5R
International; httpe/fwww.gsrinternational .com) for management
and analysis. Content analysis was used to identify the terms
‘research’ or ‘evaluation’ within the documents and the context of
its use. The term ‘evaluation’ was included to reflect that
‘evaluation’ and ‘research’ are used interchangeably; however, each
instance was examined to ensure the document referred to service
or program evaluations rather than the evaluation of clinical
outcomes in the course of routine care. Research was defined as
any project that would or potentially could require submission to a
human research ethics committee for approval. All documents that
were included because they referred to research or evaluation that
could be considered equivalent to research were subsequently
included. No further distinctions between research and evaluation
were made within the analysis.

The lead researcher developed linkages between references to
research, where research was mentioned or described within the
arganisation’s documents, to assess congruence between
organisational responsibility for research, documented research
activity and positional expectation of research. This was completed
by the use of secondary thematic analysis via a thematic map,
where the context of references to research were initially coded,
then like codes were grouped to form themes™®,

Rigour

Al initial coding of the data was completed via NVivo software and
undertaken by the lead researcher (D5), with the resultant codes
and thematic map reviewed by two other researchers (5K, EW). The



other researchers (IR, DL) reviewed the completed analysis to
ensure veracity of the information and interpretation with respect
to the organizational structure.

In terms of reflexivity, the lead researcher reflected on his role in
research training within the public health system in NSW. In
designing the study, collecting the data and undertaking the
analysis, the lead researcher bracketed his beliefs about research
capacity building to minimise the impact on the interpretation?.
This was assisted by a process of reflective memos and discussions
with co-researchers throughout the iterative data analysis process.

Ethics approval

Ethics approval for this project was granted by the Greater Western
Human Research Ethics Committee (reference LNR/15/GWAHS
/128), with governance approval from the hosting LHD and
informed consent to access the LHDs documents provided by the
LHD's chief executive.

Results

A total of 1654 internet (public domain) or intranet (non-public
domain) pages were searched. From these, 151 strateqgic,

operational and other documents were downloaded for further
examination. In total, 159 position descriptions were retrieved
during the data collection period. Research governance approvals
showed 53 projects active in 2015, with 19 projects approved that
year, and 34 projects approved prior to 2015 but still active.

Research activity in the local health district

The majority of research approved to be conducted within the LHD
was externally initiated and led by an external principal
investigator (Table 1). Approximately one-third of all projects were
initiated within the LHD and a similar number engaged LHD staff
as members of the research team.

‘Within the LHD, medical practitioners were most active in research,
notably YMOs and medical students under VMO supervision. As
these projects were conducted through the LHD they came under
the auspices of the organisation. Any projects initiated and
approved within the university sector, as might happen with a
conjoint appointment, were deemed external projects. Registered
midwives and health promotion staff were also active, while allied
health services and pharmacy were only involved in one research

project respectively.

Table 1: Research activity as determined by research governance approvals
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Pasitional responsibility for research

Examination of position descriptions (n=159) can be seen in
Table 2. The majority of medical, allied health and administrative
roles did not contain positional responsibility for research or
service evaluation activities. Registered nursing and midwifery
roles indicate an expectation of participation in or contribution to
research; howaever, this is not noted in enrolled nurse or assistant-
in-nursing roles. While only a small number of executive and
management roles were advertised, the majority of these

contained some level or responsibility for conducting research,
participating in quality activities or managing those who do
undertake research. Mo health promation positions were
advertised during the data collection period.

It should be noted that some, but not all, position descriptions
were accompanied by a schedule of other organisational
responsibilities, which indicated that all staff were expected to
‘participate in, and where applicable lead ... guality improvement
activities'.



Table 2: References to research or evaluation within position description, by profession

Profession No
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WO, visiting medical officer.

Research within strategic, planning and operational
documents

Exploration of the organisation’s strategic and operational
documents revealed a number of themes relating to the conduct

of research activities within the organisation:

¢ challenges, resources and needs
* collaboration
* strateqic direction.

These themes are explored below, with reference to the key
documents within which the relevant information was located.

Challenges, resources and needs: A number of challenges were

identified within planning and operation documents. These include

a perceived lack of strategic support and coordination, as

described by the organisation's board:

A challenge in [the organisation] is a lack of strategic

[organisational] support in relation to research. There are a
number of research projects being undertaken within [the
organisation] however these projects are not being managed

or led by [the organisation's] staff.

LHD board minutes

This lack of strategic support is associated with another challenge,
as reflected in the organisation’s service agreement with the NSW
Government, which identified a lack major research facilities and
organizations based within the LHD, either az LHD-controlled
entities or independent medical research institutes within the LHD.

One concern for the establishment and continuance of research

endeavours was a perceived lack of dedicated resources, as
reflected in the organisation’s rehabilitation clinical services plan:

Delivery of best practice, innovations and research are limited
by a lack of resources to drive these initigtives.

LHD rehabilitation clinical services plan

Resourcing for research activities was addressed in the
arganisation's service agreement, which outlined the need to
ensure ‘business, human resources, information technology and
financial service processes support research activities'. This
extended to appropriate support staffing for research
administration, which included research ethics and governance
functions. Under the current structure, research activities fell under
the oversight of the organisation’s clinical governance unit.



Funding for teaching, training and research was outlined in the
organisation’s service agreement, and in the 2015-16 financial year
attracted 0.5% of the organisation's annual budget. It is not clear
from the strategic and operational documents what activities or
resources were within the scope of that budget, or what
proportion of that budget was available for research activities.

Along with these challenges, established needs related to research
were identified, including a need to:

& 'Provide training for clinician researchers and facilitate access
to research support’ (service agreement)

¢ 'Expand innovative use of information technology to manage
information and make it appropriately accessible for
research” (internal communicue)

* 'Explore teaching and research opportunities, including joint
academic and clinical appointments, to enhance the
knowledge and skills of the workforce and drive the research
agenda’ (mental health clinical services plan).

Collaboration: The organization’s documents demonstrated an
interest and effort in engaging partners for ongoing research.
Identified research collaborators included six universities with a
presence in the LHD, either via a facility within the LHD's
geoqgraphical region or by teaching and training links. Other
collaborators included state government health education bodies,
local governments, technical colleges and federally funded primary
healthcare organisations.

Collaboration was viewed within the documents as means of
maoving towards best practice. This was exemplified within the
LHD's palliative care plan, which referred to the practical ways in
which research collaboration could be realised into the future.

Over the medium term [the LHD] should seek to identify
possible research partners and conduct research on practical,
practice related issues focused on palliative care in a rural
setting. Utilizing and promoting the rural research capacity
building program through the [NSW Health] Education and
Training Institute or establishing links with tertiary institutions
to conduct two research projects per annum on palliative care
in o rural setting. ... Over the longer term [the LHD] should
investigate the feasibility of establishing a Centre for Rural
Community Nursing (including polliotive care) in conjunction
with a suitable tertiory institution.

LHD palliative care plan

It is important to note that the language around collaboration was
future-focused, reflecting a desire to collaborate rather than an
existing collaborative relationship with the identified partners.

Strategic direction: Under the terms of the organisation's service
agreement, the LHD had a number of dearly defined roles in
regard to research. The organisation was required to undertake
research ‘relevant to the provision of health services'. This
extended to:

+ fostering a dynamic and supportive research culture through
strategic leadership and governance

* attracting and retaining high quality clinician researchers

& providing training for clinician researchers and facilitating
access to research support

* gnsuring business, human resources, information technology
and financial service processes support research activities

* attracting clinical trials by removing the barriers to
undertaking clinical trials in LHDs.

The organisation’s strategic plan outlined the importance of
research activities, particularly in the development and
implementation of new models of care, with a focus on
accessibility, sustainability and relevance to rural communities. The
plan outlined the markers for evidence of achievement of this goal,
with a focus on implementation of models of care that minimised
patient travel and length of stay along with improved Aboriginal
health indicators.

The appointment of a board-level research and innovation
committee is a clear indication of the intent to develop a strategic
approach to research. This committee had responsibility toc

* predict and strategically plan for change and draw on
partnerships to research, develop and implement new and/or
innovative models of care which will be sustainable and
relevant fo rural communities within the organization's
geographical region

* dentify potentiol projects and make recommendations with
regard to seed funding of projects, and the monitoring and
evaluation of outcomes of projects

* gnsure projects fave a solid base in evidence, theory,
experience or example and are implermented within a research
framework

& ensure development and implementation of projects are done
with active community and clinician engagement and input to
ensure openness, transparency and accountability.

LHD board research and innovation committee terms of reference

While the research and innowvation committee had strategic
responsibilities, the executive and board of the organisation as a
whole had monitoring and reporting responsibilities for research
activity, research collaborations, applications for ethical review and
research governance.

Below board level strategic documents indicated a planned
approach to research for certain professional groups or clinical
areas. The LHD's nursing and midwifery clinical educators
framework indicated a need for clinical nurse and midwifery
educators to collaborate internally with key staff, including clinical
nurse consultants, to identify research opportunities. Similarly, the
arganisation's falls prevention plan (2013-15) discussed the need
to 'support the conduct and dissemination of research to advance
falls prevention pelicy and practice’. The organisation's aged care
clinical services plan discussed the need to continue to support
aged care research to assist the development of evidence based
practice. The organisation’s rehabilitation clinical services plan
specifically indicated a need for research into the development of



telehealth as an outreach model of care and as a method of home
baszed therapy. The organisation’s surgical services plan indicated
that pathology services are able to assist with "education, training,
research and advice’, but there were no further references to
research within that plan.

Of the facility and health services operational plans, only one
facility's health service plan specifically addressed research, with a
vision that both theoretical and translational research is ‘imbedded
and supported’. The importance of translational research activities
was particularly outlined within the plan, with repeated references
to the ability of this form of research to inform practice.

Proactively promote the development of more translation
research activity to inform the continual improverment of
clinical practice.

LHD facility health service plan
Discussion

This research examined the place of research within a large rural
health organisation’s structure. It is important to understand the
structural context within which research may be conducted, as this
structure may facilitate or inhibit the activity of research and the
development of clinicians as researchers.

It is clear that the LHD as a whole had both an obligation and a
willingness to conduct and support research. Strategic leadership
across the organisation is an important component of rural
research capacity building®® and in this study the organisation
acknowledged a lack of strategic leadership and coordination of
research activities. While there was evidence of strategic level
planning to address this need, operational-level documents did
not contain evidence of how this strategic direction would be
enacted. In effect, the lack of operational pricrity created a
situation where research activity was driven largely by the agency
of individuals.

It is unsurprising, then, that research activity within the
organisation was most evident in a group with a greater amount of
individual agency. Medical practitioners, in this instance VMOs and
students under VMO supervision, were the largest contributors to
research activity within the organisation, despite research not
being specifically listed as a positional respensibility within VMO
position descriptions. The mechanisms by which this activity
occurred can be observed at several levels. As VMOs are essentially
private contractors to the health service, they have a high degree
of autonomy in regard to their workload, roles and responsibilities.
This autonomy is also a function of the positional power
associated with the medical profession within health services.
However, professional autonomy or individual agency is not the
sole enabler of research activity. The activity seen may reflect a
culture of research within the medical profession. Academic
publication is seen as a means of career advancement within parts
of the medical profession®122, and this may also be a driver of
research activity.

Mursing staff, in contrast, were seen to have the greatest positional

responsibility for research, but undertook very little research
activity. Compared to the high levels of positional and professional
autonomy afforded their medical colleagues, many nursing staff
had little autonomy in determining their workload and time
priorities. Protected research time is a known enabler of nursing
research®. In the absence of a supportive structure such as a
research-focused business plan, there was limited agency for the
nurse with an interest in or responsibility for research to turn that
interest into research activity. The nursing culture towards research
has been described as ‘indifferent’, due in part to research that has
not led to practical change®?, <o the organisation’s focus on
translational research - that is, research that explores the process
and outcomes of implementing research findings into a clinical
setting — and new models of care may be a productive way of
engaging nurses as researchers.

There was limited research activity for allied health professions.
Allied health services have been described as ‘research emergent’,
lacking a history and culture of research®5, and this may be
evidenced by a lack of responsibility for research within the
position descriptions of the majority of allied health professionals.
While a need for research training for allied health staff was
identified, training alone will not be sufficient to increase allied
health research, with a broader organisational support involving
leadership, supportive policies, coordination and recognition of
research activities required?®.

Having research outlined within a position description is one
feature of health research capacity building, although within
most position descriptions reference to research was staff
‘practicing in a research-informed manner’. This descriptor was
particularly prevalent in nursing roles and absent in those for
professions such as allied health. Reference to active involvement
in research within position descriptions was occasionally
ambiguous, with references to ‘contributing to research’ or
‘participating in research’, with the latter able to be interpreted as
being a research subject rather than a researcher.

The presence of research in strategic plans and position
descriptions may seem like an enabler for research, but this is
countered by the lack of research focus in facility and work unit
operational or business plans, which presents a significant
structural barrier to research activity. Successful research capacity
building contains activities and structural supports at the
individual, team, organisation and supra-organisational levels'?,
and in rural health it is organisational supports rather than
individual factors that have been demonstrated to be critical in
non-completion of research endeavours®™. Operational plans that
enable and support the individual to pursue research activities will
not only allow the individual to meet the obligations outlined in
their position descriptions, but also assist the organisation to meet
its strategic goals and obligations for research.

While the organisation’s service agreement referred to research
that is relevant to health services, the organisation’s strateqgic plan
indicated a single strategic focus on research into new models of
care. There is a long history in health services that ‘what gets
measured gets done®®23, and a focus on research that only



develops new models of care may limit the scope of research into
other areas of potential benefit to the health service and health
COMSUMErs,

The sole facility service plan containing references to research
provided an example of the value and importance of research
being emphasised at the facility level. A similar emphasis may have
been excluded from the service plans of smaller facilities to reduce
the expectations on a small generalist workforce. Such a decision
may inhibit the ability of staff within these smaller facilities to
actively engage in research activities, to the detriment of the LHD's
strategic focus; in rural health, need is a driver of innovation®031,
and smaller facilities are often sites where new models of care are
developed. The focus on translational research within the facility
service plan indicated a desire for the majority of research
occurring within that space to have immediate practical
application?2.

Resourcing for research was identified as a challenge for
implementing research within the LHD. Research activities are
block funded along with teaching and training. As there is no clear
delineation for the proportion of this funding dedicated to
research activities, there may be competition for this limited
funding. With the state potentially changing to activity-based
funding for teaching, training and research®®, organisations will
need to consider the role of research and the ability to conduct,
host or collaborate on research activity at a level that will attract
and maintain funding, and the approaching timeframe adds a level
of urgency to this necessary discussion.

One of the challenges within rural health organisations is research
that is conducted within, but not for or by, the organisation.
Limited engagement of local staff within these research projects
leads to few opportunities for research capacity building within the
organisation. The present study did not explore the designs or
content of research being conducted by external agencies, such as
universities or non-government organisations, within the LHD. The
organisation’s service agreement emphasised attracting clinical
trials, and across the strategic planning documents there are
references to a need to balance locally relevant research
endeavours and allowing larger scale endeavours with little
immediate local relevance. A move to activity-based funding for
research may lead rural health organisations to critically examine
the cost-benefit of engaging in clinical trials given the relative lack
of direct benefit to the organisation.

Ag an organisation without a large research unit, the LHD relied on
collaboration in many of the research endeavours identified. This
type of collaboration has been described as a means for health
researchers to access needed expertise™ 6. The fact that known
collaborators are identified within the documents indicates the
LHD has existing collaborative relationships in place; howewver, it is
not clear if these collaborations are strategically driven or have
developed on an ad hoc basis. A collaborative model of research is
more consistent with successful research capacity building?11220
and the ability of LHD staff to interact with experienced
researchers is more likely to assist in the development of research
skill in rural clinicians. In addition to external collaboration, there

exists an opportunity for increased internal collaboration. Those
already active in research, such as WMOs, could collaborate with
athers in the LHD, in effect becoming research ‘champions’

(eg involving a junior medical officer in a project that a student
and VMO had instigated). Extending beyond a single profession,
encouraging collaboration between allied health and existing
researchers within the LHD in a multidisciplinary cooperative
would be an appropriate means of building allied health research
capacity®®. These collaborative strategies can provide expertise
and support, in some respects offsetting the lack of a critical mass
of researchers needed to build allied health research capacity®s.

One strategy within the organisation was to train and attract
clinician researchers, and there was a small pool of researchers
responsible for approximately one-third of the LHD's research
activity. Training for these individuals is desired, but few options
for training were identified beyond formal supported research
training programs such as NSW Health's Rural Research Capacity
Building Program®27_ Identifying training needs via a research
training needs assessment is a key element of research capacity
building. The role of the dinician-researcher can be a challenging
one?435 and organizational support not only for training but for
the conduct of research is required for successful research
completion 0232736

Limitations

This study was limited to documents relevant to the year 2015,
Although attempts were made to capture planning documents
that were released prior to that year, it is possible that not all
relevant documents were found. This study relied entirely on
documents available on the public internet or internal intranet of
the LHD and therefore documents held on individual network
drives were not accessed or included.

This study included documents. that referred to both research and
evaluation. Other synonymous terms may have fitted the
definitions of research or evaluation used in this study, and as a
result these documents may have been included.

Conclusion

This study has found that, in a rural health organisation in NSW,
Awustralia, a lack of operational planning for research leads to a
reliance on individuals to drive research activity. There appeared to
be a mismatch between positional responsibility for research and
research activity conducted, with personal agency a key factor in
activity.

In this study, the majority of the rural research conducted did not
engage local staff as researchers. Rural health organisations face
challenges including a limited numbers of skilled researchers,
limited resourcing and an acknowledged lack of organisational
support and coordination. In such a setting, collaborative links
become increasingly important.

Rural health organisations have an opportunity to create a positive
research culture by ensuring the potential to engage in research is
reflected in the operational plans for all facilities and work units.



Engaging existing researchers as ‘champions’ and enabling intemnal
collaboration will strengthen research activity and build research

capacity.
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The preceding paper highlights several important issues about the rural context for research activity,
and by extension, research capacity and capability development.

Firstly, from a critical realist viewpoint, policy and operational planning are critical structural factors
that determine and influence research activity. It is not unusual in organisations for a gap to occur
between strategic and operational levels of planning (Kujala et al., 2013), and in this study what should
be an enabling structure, the presence of research in the strategic plan and position descriptions, is
offset by the inhibitory absence of operational planning for research (see Figure 10). By applying
retroduction, it can be hypothesised that this lack of operational planning is a likely mechanism leading
to low levels of research activity in certain professions.

Research is part of
the ORGANISATION'S
strategy

9 Research is OUR
\/ operational business
Research is part of %
MY work role

Figure 10: Research at the strategic, operational and individual levels.

It is important to note that this low level of research activity aligns more strongly with the individual’s
profession than with the presence or absence of positional responsibility for research. Retroductively
it can be theorised that positional responsibility is not a strong mechanism for research activity.
Instead, individual agency associated with certain professions appears to play a greater role in
determining research activity (Figure 11).

Medical Nursing/Midwifery

’ agency

f agency
structural

' supportive
tructures 5
s barriers

Figure 11: The influence of individual agency on research activity across health professions

Allied Health
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Where professions are “research emergent” (Pager, Holden & Golenko, 2012), as Allied Health
professions have been described, there is a limited capability for research and limited research
activity. Such limitations require greater levels of individual agency if research activity is to occur.



4.2 The learning context in which rural health research training occurs

The previous paper sheds light on the operational and strategic context in which research activity is
occurring. These new insights are helpful for understanding where research is prioritised and where
organisations are reliant on individual agency to drive research activity, or where individual agencies
drive research activity despite a lack of organisational support.

For those interested in research capacity building, it also important to consider the learning context
for research training. Learning context in this instance refers to an understanding of the need for
research training, the preferred structure of research training in a rural health organisation and who
should receive such training. Therefore, the second part of this chapter focuses on research training,
with this paper:

Schmidt, D, Reyment, J, Webster, E, Kirby, S & Lyle, D 2020b, 'Workplace-based health
research training: a qualitative study of perceived needs in a rural setting', Health Research
Policy and Systems, vol. 18, no. 1, pp. 67.
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Abstract

support research and collaboration for expertise.

in the longer term.

Background: The calls for increased numbers of researchers in rural health are growing. To mest this demand,
training is needed. If training is to be effective, the value placed on research, the organisational need for research
training and key targets for research skill developrent within a rural health organisation must be understood.

Methods: This qualitative study was underpinned by a critical realist perspective that allowed exploration of the
organisational, cultural and structural contexts of research training and of the ability of individuals to act within these
contexts. Individual interviews with purposively selected key informants from the organisation's board, executive and
facility management (n=7) and two focus groups with a convenience sample of frontline health workers with interests
in research (total n=11) were held. Data were analysed using NVivo software and thematic analysis.

Results: The themes emerging from this study were the fragmentation of research activity, a need for systems that

Conclusions: Thiz study has identified an overreliance on individual activity leading to a fragmented approach to
research. There is a need for supportive structures, coordination and workplace leadership to overcome a longstanding
culture that views research as out of the rural scope of practice. Identifying research training targets, partnering for
educational expertise and planning for long-term sustainability are necessary steps toward increasing research activity

Keywords: Rural research, research training, organisational support, research capacity

Introduction

Rural health decision-makers and clinicians need relevant,
good quality research to make improvements and enhance-
ments to rural health services. Research capacity-building is
an avenue for these organisations to have the capability to
produce research that leads to better understanding of lo-
cally relevant issues and consider improvements and en-
hancements |1]. Research in rural areas presents its own set
of challenges and the solutions proposed have included
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specific rural training [2] and embedded health service re-
searchers [3]. The challenges of providing training on re-
search skills in rural areas include a limited pool of experts
in rural research, a similarly limited pool of research experts
based in rural areas, structural barriers requiring thoughtful
educational design [4| and maintaining support to some-
times isolated leamers [5].

Several programmes have been undertaken within the
rural health workspace to improve research capacity [6-13).
Some of these programmes [4, 5, 12, 13| have endeavoured
to align trainee selection and research activities with the or-
ganisational priorities of the hosting organisation. However,
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information on the research training needs of rural health
organisations on the whole is not known.

This study, conducted within a rural and outer re-
gional portion of New South Wales, Australia, in 2016-
2017, explored the perceived benefits of and perceived
need for research and research training within a large
rural public health organisation responsible for the man-
agement of over 40 hospitals and other health facilities
over a very large geographic area. The organisation's
3500 staff service a combination of large and small
towns with significant diversity in terms of sociceco-
nomic status and ethnicity. The region has an Aboriginal
population of approximately 5%, with 9% of residents
born overseas and approximately 1% non-English speak-
ing. Health services try to work in concert with primary
care providers and privately run services. Along with
previous research identifying research within a rural
health organisation's strategic and operational docu-
ments [14], the results of this study will assist rural orga-
nisations in identifying the structural deficits and
structural enablers that impact on the training of re-
search skills and the conduct of research in rural areas.

This study sought to explore the perspectives of key
stakeholders on the role that research plays within a rural
health service, the perceived needs of the organisation in
terms of research training, the perspectives on methods of
training to benefit staff within the organisation as a whole
and what that training should encompass, and the per-
spectives on which individuals within the organisation
should be targeted for training in research.

For the purposes of this study, research is defined as
activities that could or should be submitted to a human
research ethics committee [14].

Methods

This qualitative study was conducted using a critical
realist underpinning. Realist approaches are directly ap-
plicable to organisation and management studies [15]
and the use of critical realism was intended to allow an
understanding of the organisation, the work culture and
other ‘structures’ likely to contribute to or inhibit the
ability or ‘agency” of the individual to undertaking learn-
ing in this field [16]. These structures include not only
the physical spaces of the hospitals and community-
based facilities but also the cultural norms of the organ-
isation, the policy and procedural frameworks within
which research training may occur, and the financial or
organisational constraints affecting research training and
activity. Critical realism was the lens that was used to re-
veal these structures and draw inferences about the abil-
ity of these structures as inhibitors or enablers of
individual agency of rural health workers wishing to
undertake further training in research.
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The study also explored how individuals access educa-
tion and training in research or, if this is not possible,
the perceived barriers to access.

Participants included the following key informants or
groups: (1} members of the organisation’s board or ex-
ecutive with a strategic or organisational responsibility
for research; (2) managers of facilities in which research
is active; and (3) other staff with an interest in research.

Purposive sampling was used to identify and recruit
potential board, executive and management participants.
Individuals were invited by email contact from the lead
researcher (DS).

Clinicians and other health staff were recruited by con-
venience sampling via an email flyer distributed across the
organisation, inviting participation in a focus group.

Interviews were conducted either face-to-face in a lo-
cation chosen by the interviewee or via telephone. One
focus group was held in a meeting room at a large re-
gional hospital whilst the other was held via teleconfer-
ence. All participants provided written consent prior to
interview or focus group participation.

A semi-structured approach was used for interviews
and focus groups, with a pre-determined schedule of
questions providing the outline and prompt questions
used for further exploration of ideas and concepts.
Cuestions were derived by the lead researcher (D5), in-
formed by existing research capacity-building literature
and refined by the other members of the research team,
aimed at improving clarity and flow. No pilot testing of
the questions occurred. All interviews and focus groups
were digitally recorded and transcribed professionally.

Interviews lasted between 18 and 48 minutes, while
focus groups lasted between 53 and 72 minutes. The lead
researcher (DS} convened all focus groups and con-
ducted interviews, at the conclusion of which field notes
and reflections on the information discussed were made
to inform analysis.

Data collection was concluded after all available interviews
and focus groups were conducted. No attempt was made to
ensure thematic saturation or redundancy as a result. Partici-
pation in the research was voluntary and individual interview
participation was only known to the lead researcher and the
participant. Involvemnent in focus groups was known to the
other participants in the focus group. Participants were given
the opportunity to request a copy of the final transcript; how-
ever, no participants made this request.

Thematic analysis was used with initial codes manually
derived by the lead researcher by an inductive process of
multiple readings of the transcripts. NVivo software
(QSR International Pty Ltd. Version 10, http://www.
gsrinternational.com/) was used for initial management
of the data, with manual coding and theme derivation
completed using the cut and paste method [17]. Memos
and field notes assisted with theme development [18].
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The veracity of themes was confirmed by co-researchers
(JR, SK and EW) who independently read three de-identified
transcripts and reviewed the derived themes. Co-researchers
were able to posit new themes from the data; however, only
minor discrepancies between the derived themes and the co-
researchers’ interpretation of the transcripts were identified,
which were resolved by negotiation and further refinement
of the themes.

The lead researcher (DS) is studying research skill-
building in the rural health workplace as a PhD student
and works in a rural researcher training programme.
The lead researcher attempted to bracket his own pre-
conceptions [19], with memos and reflective discussion
with supervisors used to ensure methodological and pro-
cedural rigour.

Ethical approval was granted by the Greater Western
Human Research Ethics Committee (ref LNR/16/
GWAHS/72), with governance approval from the host-
ing organisation.

Results

A total of 18 individuals participated (14 female, 4 male)
in the study, with seven individual interviews held with
board members (1 =2), members of the organisation’s
executive (n=4) and operational management (n=1).
Eleven health staff, comprising a mix of clinical (n =8)
and non-clinical staff (# = 3), participated through focus
groups (1 =8 face-to-face and n =3 in the virtual focus
group). Interviewing organisational leaders rather than
including staff of various levels in focus groups was
intended to allow free and open discussion of issues
without perceived power imbalances. To preserve ano-
nymity, the responses have been simply assigned an
interview or focus group number.

From the analysis of the interviews and focus groups,
three themes emerged, namely fragmentation of research
activity, a need for systems which support research, and
collaboration for expertise. These themes are explored
in greater depth below.

1. Fragmentation of research activity

Currently, research is viewed as an individual activity
rather than as part of a staff member’s work role or con-
tribution to the organisation overall. This reliance on in-
dividual agency to drive research leads to research
activity that is fragmented and has little connection to
the organisation’s strategic direction.

“Because people were coming and saying I want to
do this and I want to do that and it's like that's got
no relevance to where our strategic build is going
and our workforce build and whatever.” Focus
Group 1
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There is a need for supportive structures that would
allow staff to align their preferred research activities to
the organisation’s greater goals; this could include clear
strategic direction for research and leadership for re-
search within the organisation’s priorities.

The current perception within the organisation is that
there appears to be little research activity, with low visi-
bility of existing research.

“It would be really good to know in the last five years
or even more who has actually conducted research
within [the organisation]| ... But it's hidden. We
don't see it." Focus Group 1

This lack of visibility acts as an inhibiting structure. As
a result, local research is not seen as leading clinical care
or service priorities.

“It should play a large role and it should drive a lot
of clinical practice. However, I don’t believe that
that's the case. I don't believe we have much cap-
acity for research ... it just is one of those things that
are good in theory and we like to talk about it. But
we don't actually put the infrastructure or the re-
sources into doing it." Focus Group 1

One of the perceptions about the organisation is that,
as a rural health service, they are poorly placed to under-
take research and poorly resourced for research activity.

“[Our organisation| has always thought that we are
too rural and too poor to do research. And I think
this is the thinking in most rural organisations or
rural and regional organisations. But recently, say in
the last 1 or 2 years, the thinking has been gradually
shifting and changing.” Interview 7

This perception has a real effect in that staff within
the organisation have traditionally not pursued research
activities, instead seeing research as something outside
their capabilities as a rural organisation.

There is a tension within the organisation when con-
sidering appropriate targets for research training. One
perception is that the way to build research activity and
capacity is to start with those with an interest and desire
for research, regardless of their position or status within
the organisation. This egalitarian approach recognises
that any individual or group within the organisation may
have a viable and important research idea.

“I think it needs to be available to any employee that ...
have a - a level of interest in it ... it could be someone in
adwministration, it could be clinicians, research skills can
be applied in lots of different settings.” Focus Group 2
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Balancing this egalitarian view is a more pragmatic ap-
proach — that the organisation has limited resources and
these should be targeted to those best placed to maxi-
mise the organisational benefits of this training. These
individual targets include those with an existing teaching
and training role or those with existing responsibility for
research.

“I guess the Utopia would tell you as many as pos-
sible [receive training). In reality is that if that costs
money you have to be selective about who does that,
then 1 believe that the process of being selected can
actually be quite discriminatory depending on where
you sit in the organisation.” Interview 4

The limited amount of funding acts as an inhibiting
structure, leading to potential indecision for deciding
who, if anybody, should receive opportunities in research
and research education. This indecision, in conjunction
with an overall fragmentation of activity and a lack of
alignment with organisational strategy, makes developing
a comprehensive and coordinated research training
strategy more difficult.

2. A need for systems which support research

“If we start encouraging research then from our per-
spective we have to put systems in place so that
people will know what is available, how to do it
what kind of support and what kind of funding is
available.” Interview 7

At present, there is a lack of systems and structures to
support research within the organisation. Ideally, the or-
ganisation would have one or more employees with a di-
verse skillset who would be placed to help facilitate
research and develop researchers.

“I think somewhere in the district you have to iden-
tify one or two people ... who has got good conmuni-
cation skills, good liaison skills, good problem solving
skills, to work with these people that are actually
doing that, to enable them to concentrate on their
research.” Interview 4

The level of knowledge about research is low within
the organisation and people have been reluctant to en-
gage with research due to a perception that research is
complex, secretive and difficult, with systems that are
obstructive and unhelpful.

“... it’s a little bit too hard, it's almost a bit like se-
cret research business ... I think there’s a little bit of
a perception it's secretive, it’s complicated and it can
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be, depending on what you're doing, but the main
practice doesn’t have to be." Interview 1

One structural support system that is required is the
adequate resourcing of research activities. At present,
there is little resourcing for time, funding or research
equipment, which leads staff to pursue options outside
of the organisation or to view research as unsupported.

“I think the challenges for us are get the institution right,
the culture right for individuals, to get the training right.
Both in terms of people who do research and people who
facilitate research and then we've got to get the last part
which is the money." Interview 5

Institutional or structural barriers to research and re-
search training create a perception that the organisation
is actively discouraging budding researchers from learn-
ing about or undertaking research.

“I think there are a number of barriers which prob-
ably I think characterise as institutional. So ... how
does an institution encourage people to think in-
novatively, to be looking for questions and to encour-
age it without becoming weary of change or resistant
to change or uncaring about change? Sometimes 1
think good ideas get through the health institution
by good luck rather than good management.” Inter-
view 5

One structural barrier is the geographical spread of
the organisation. This may inhibit activity at some of the
outlying sites and create a tendency for all activity to be
centred on the organisation’s largest facility.

“The other thing that is probably a little bit of a bar-
rier for those people is because some of those people
are in isolated areas. And we can talk about tech-
nology and we can talk about networking and all
that but sometimes that isolation inhibits them from
moving forward.” Interview 6

“Why are we only focusing on [the major centre],
that's my thing? There is so much research oppor-
tunity out there. We've got (over 30| hospitals. And
in typical |organisational] form we are very |major
hospital] centric.” Focus Group 1

It is essential that supportive structures, including for-
mal governance structures and informal supports such
as mentoring, acknowledge and attempt to address these
known barriers.

3. Collaboration for expertise
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There is a recognition that research is a specialist skillset
that requires expert knowledge and expert input that does
not currently exist within the organisation. In the absence of
this expertise within the organisation, there is a need to build
partnerships with universities and other health organisations
to access this level of skill. Thus, we can see a structural solu-
tion in the form of a partnership used to address a structural
deficit in terms of research skill.

“That’s where a partnership with a university would
be beneficial, if you have got someone that has a
high level of training in the best way to conduct re-
search... because it’s not a focus [of a rural health or-
ganisation] ... ” Focus Group 2

This collaboration with university partners was seen as a
means of securing such expertise, provided that the organisa-
tion retains ownership of the strategic direction for research.

“That’s about setting the agenda, and if you're not
necessarily owning the research, being a part of the
lead in the process of that research. Again, not being
a passenger but actually being involved in driving
where we are going.” Interview 2

Any research training strategies implemented as part
of a partnership with a university should acknowledge
existing workplace cultures and the influence of compet-
ing priorities for the education and healthcare sectors.

The need for access to education and training saw par-
ticipants recognise a place for online training but felt
that face-to-face training may be more effective in terms
of acceptance.

“I think face-to-face, project-based and over a period
of time rather than a one-off. Project-based is ... a
lot more engaging and they can actually practice the
skills as they go, plus they get encouraged to identify
a project and then the training is about supporting
them to work through that and they get the practical
skills rather than just - when they learn about it in
a classroom environment.” Interview 3

This approach can build on existing quality improve-
ment and project skills already in the workforce.

“We're very good at project work. ... But I think re-
search is just that next stage on ... It's just taking it
that step — the project one step forward isn't it?”
Focus Group 1

Discussion
This study has examined the viewpoints of rural health
decision-makers and clinicians within the organisation
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regarding research and research training. The use of a
critical realist framework allows particular examination
of supportive structures and the agency of individuals to
work within these structures by specifically identifying
these formal and informal structures. Using this lens, it
can be deduced that the organisation’s current position
on research is fragmented due to a combination of lim-
ited resourcing, a lack of supportive structures and lim-
ited expertise.

At present, the organisation relies heavily on the mo-
tivation and agency of individuals with an interest in re-
search for research activity. However, individual agency
by itself cannot overcome all the structural limitations
identified, including a lack of visibility, a lack of strategic
leadership, cumbersome systems and poor coordination.
Geographic distances between sites and an emphasis on
research centred on the organisation’s largest hospital
was also an issue. This centralised approach appears to
inhibit research development in outlying sites. Previous
research has identified that geographic barriers may be
addressed instead by decentralising training [4]. It is im-
portant to recognise these barriers can exist at the indi-
vidual, team and supra-organisational levels [20] as well
as the organisational levels identified in this study.

Existing research training options available to staff are
not well advertised and there was limited awareness of
some public sector training options [5, 12, 13]. Those
with an interest in learning about research are doing so
via external institutions as research higher degrees,
which may increase individual skill but limits the organ-
isational benefit of this activity as there is a limited op-
portunity to align these projects with organisational
goals; this alignment should provide a supportive struc-
ture in which individuals can receive support. While re-
search is seen as an individual preference or activity, it
remains external to the organisation’s activities and pri-
orities. This individual motivation is seen as important
for research completion [21, 22|, although this is not evi-
denced in rural areas [5]. Individuals undertaking re-
search education via universities are given little
encouragement to subsequently use these skills within
the organisation, demonstrating evidence of a cultural
structure that inhibits individual agency.

The concept of a research supportive culture is diffi-
cult to define and demonstrate [14]; however, greater
promotion of research endeavours [23] is one measure.
Addressing fragmentation of research efforts and publi-
cising research education opportunities in conjunction
with external partners would be meaningful steps to-
wards a research-supportive culture in this organisation.

There was a recognised need for an introductory level
of research education. Some participants were keen to
build on existing skills in project work or quality im-
provement, while others discussed engaging in cross-
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institutional research partnerships. This diversity of per-
ceptions and ambitions aligns with what is known about
the indicators of successful research capacity-building,
with training at a level to meet individual needs, which
may mean multiple levels of training are required within
the one organisation [23).

Partnership between health services and universities is seen
as a critical way for the organisation to engage research ex-
pertise [14] and this is known to be a way to improve re-
search capacity [4, 20, 23, 24|. The vision of this partnership
was multifaceted; a collaboration centred on a notion of reci-
procity, a need for the organisation to retain control of the
direction of research activity and ownership of the resultant
research all featured. While expertise may need to be sourced
from outside the organisation, the training must be visible
within the workplace if it is to engage the workforce in a
meaningful way. While there is a known link between ‘close
to practice’ research as an enabler of research capacity-
building (12, 20, 23], the concept of keeping research training
support close to the workplace is one that is challenging for
rural organisations and requires careful structural design for
training programmes [4]. This close-to-practice approach
also creates a tension for decision-makers at the organisa-
tional level who are responsible for determining the organisa-
tion’s research priorities, which may potentially exclude
relevant ideas from smaller communities or useful ideas from
individual clinicians if those fall outside the big-picture
priorities.

While staff at several levels of the organisation’s lead-
ership were approached, only a single operational man-
ager agreed to participate. This limited engagement at
the operational management level aligns with emerging
research on the research capacity and culture of NSW
rural health organisations [25] and the known oper-
ational responsibility for research within the organisation
[14]. The use of purposive sampling at the leadership
level targeted those with existing organisational respon-
sibilities for research, which may have led to responses
that reinforced an existing organisational position. Other
leaders in the organisation may have presented an alter-
nate vision for research.

There was limited engagement from smaller facilities
within the organisation which may reflect issues with study
design, an underlying belief that research is only for larger
centres, a lack of operational responsibility for research in
smaller centres [14] or the busyness of rural practice.

The lead researcher’s knowledge of research training
in a rural area informed the design of the study and
allowed for nuanced exploration of issues in the inter-
view and focus group process. This knowledge lent cred-
ibility to the retroductive process of exploring ‘why
things are as they are’ using critical realism [15].

While this study included only a single rural organisa-
tion, this organisation is typical of many large rural
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health services and, as such, the findings of this study
may have a wider applicability.

Conclusion

This study has shown that research plays a limited role
within the organisation and there is a need for research
training that is both introductory and supported by exter-
nal expertise. While there are multiple targets for training
in research, this training needs to be supplemented with a
range of supportive structures to ensure improved access
to information, coordination of research activity, align-
ment with strategic goals and sustainability.

The organisation aspires increased research capability
and activity. Changing perceptions toward research,
leadership, ownership and valuing of research endeav-
ours will be key components in the longer term to reach
this aspiration.
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The preceding paper reveals several important facets of research training within a rural health
organisation.

There is an inherent tension within a resource-constrained environment, such as a rural public health
organisation, when it comes to ideal targets for research training: training those who are interested
or those who are strategically important to train (Figure 12).

Don't train everyone!
Just the strategically
important people.

Figure 12: The tension inherent in choosing targets for rural research training

Resource constraint acts as a mechanism that influences who receives training. Ideally, those who are
strategically important to train would be passionate about research, however this is not always the
case. The personal drive to complete research does play a role as “high quality research is rarely
produced by the unwilling” (Bernstein, 2014).

A revealing perspective was that rural organisations can be seen internally, as one of the study
participants described, of being “too rural and too poor to do research”. This perception can be
retroduced as a mechanism leading to decreased research activity and decreased investment in
research.

Together, these two papers reveal structural inhibitors to research in rural health services that are
visible, such as lack of organisational planning for research, blended with invisible inhibitors, such as
a perception of being “too rural and too poor”.

While these factors have been considered as contextual, the stratified nature of reality inherent to
critical realism mean that factors can be contextual in one circumstance, whilst simultaneously acting
as outcomes or generative mechanisms in another circumstance. As an example, a lack of visibility of
research occurring in a rural health organisation may be an outcome of research being afforded a low
operational priority, and this lack of visibility can act as a mechanism that has the outcome of deterring
staff from undertaking research. This co-existence as outcome and mechanism is not contradictory;
instead it highlights the dynamic and complex interplay between context, mechanism and outcome
(Vincent & O’Mahoney, 2014).

This chapter has explored the context for rural health workers and rural health organisations for
research activity and research training. The next step in the process of uncovering explanatory
mechanisms is to investigate outcomes.



Chapter 5: Outcomes of rural research training programs

Chapter 4 presented the opportunity to understand the context in which rural health research is
undertaken. Understanding context is an important step in the search for generative mechanisms
within a critical realist perspective (Vincent & O’Mahoney, 2014). Once context is understood,
examining known outcomes provides the next foundation from which the retroductive search for
explanation, the “what works for who in what circumstance” (Nielsen & Miraglia, 2017; Tikly, 2015)
can be undertaken.

This chapter contains two papers examining the outcomes of rural research capacity building
programs. Paper 4 (Schmidt & Kirby, 2016) is a project report on a small Australian research capacity
building program conducted in remote New South Wales, regional Victoria and remote Northern
Territory. Evaluation of this program provided opportunity to explore the short-term outcomes of a
research capacity building endeavour along with some of the unique design features of this program.

Paper 5 (Schmidt et al., 2022) focuses on the long-term outcomes of a rural research capacity building
program, this time in rural New South Wales, Australia. As these two studies are examining different
programs and use different methods, they were conducted as independent studies.

5.1 Short-term outcomes of a rural research training program

The following paper describes the short-term outcomes of a rural and remote health research training
program. It is important to note that the organisations examined in this paper are not the same
organisations explored in Chapter 4. The organisation explored in Chapter 4 provided an example of
an organisation working toward research training and there was no research training program
exclusive to that organisation for which outcomes could be examined. Instead, the following research
training program was conducted in different rural areas of New South Wales, Victoria and Northern
Territory. The paper was published as:

Schmidt, DD & Kirby, S 2016, 'A modular approach to rural and remote research education: a
project report', Rural Remote Health, vol. 16, no. 1, pp. 3609.
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ABSTRACT

Introduction: A lack of support structures in rural and remote Australia has led to limitations in the ability of health services to
develop research skills in their staff and to conduct research within their organisations. Distance, limited access to research expertise
and a lack of established research networks are examples of structural contributors to limited research training and research activity.

Methods: To address this issue the Centre for Research Excellence in Rural and Remote Primary Health Care Research (CRE)
established a Research Capacity Building Program (RCBP) in 2012. The program used a modular design built around hub sites at
Alice Springs, Bcndigu and Broken Hill. It sc)ught to develop research skills in key health workers in collaboration with strategic
primary healthcare (PHC) partners. These partners included health service organisations and federally funded networks designed to
support the development of PHC. By training within the workplace and community, the program sought to develop research skills
in novice researchers, with a view to building both individual and organisational capacity in health services research within their rural
or remote environment. The RCBP was evaluated in late 2014. A survey was conducted using a combination of emailed paper
questionnaires and phone surveys with trainees from the RCBP (n=8), the trainee’s workplace managers (n=4) and staff of the CRE
involved in supervising RCBP trainces (n=8). Participants were asked about both the processes and outcomes of the RCBP.
Research skill development was assessed using the research spider instrument, a validated tool for assessing research confidence.
This report both describes the RCBP and details the evaluation of the RCBP.

Results: This project has shown that in rural and remote Australia the use of collaborative processes and a decentralised capacity
building research training model can develop research skills in rural or remote health workers and create potential for ongoing

research activity. The RCBP produced measurable improvements in perceived research experience, with mean research spider
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scores improving from 2.2/5 (standard deviation 01.5) to 2.8/5 (standard deviation 0.5}, a change that was significant (2=-2.8,

p=0.005). Frojects completed through the program matched well with organisational goals of the partner organisations. Completing

trainees and partnering organisations both expressed interest in ongoing research activity. The pmgram‘.na modular nature created

local peer-support networks, with some additional cross-site collaboration.

Conclusions: Partm_-ﬁ'ng with PHC organisations created the potential for ongoing PHC research activity, with urganjsatimal and

individual interest in further research. The uhallungu for policy makers is to build on this potential by pnn-idlng ongoing support for

lovcal research training.

Key words: Australia, rescarch capacity I}ullding, rural and remote health services, staff training.

Introduction

Building research capacity is seen as a means of creating both
locally relevant research, which informs practice, and the
skills or organisational structures to enable ongoing research
activities'. A number of programs have attempted to solve
the issue of hujldlng research capacity in the Australian rural
health sector, notably the Australian Government's Primary
Health Care Research, Evaluation and Development strategy
and its Researcher Development ngram“, and MNSW
Health's  Rural  Research  Capacity Bulldlug ngram".
Programs such as these demonstrate that outcomes for
research capacity I:-uilding, while difficult to measure, can be
considerable and are often as the result of qujl::: miosdest
investment™™ | In addition to Imilding research skill, capadity
I:-uilding strategies stimulate an interest in undcrl:aking further
research® in practice or policy related areas”, with small scale
research  projects leading to more ambitious research
questions for largnr scale, collaborative work’. Research
capacity endeavours create an environment in which health

- . k]
professionals, policy makers and researchers can collaborate’.

The uhallmgu of huilding rural and remote research capacity
in Australia is complicated by many issues, many of which are
structural  issues I:H:}'U-I'ld the sCope of influence of the
individual with an interest in research. These issues include a
:shurta,gu of rural researchers, limited runrﬂjngm, access o
l:xp-u:l“tLliq:“ and the need for specific training in rural health
research'.  Other  structural cl];allunguﬁ include  busy

workloads with a lack of dedicated time to research and a lack
of urganj.qa‘tirml HU"!FIH[‘I:H. Many of these issues overlap:
without access to Iunm-ludgu, support and resources research
activity does not occur, thus organisations do not see the
value of research in action and may not see the need to
support  research  activities  within  their sites. In  these
environments there is limited ability for an individual to

undertake training in rescarch or conduct research activity.

Given a lack of support structures in the rural health
workplace, support may need to come from outside of rural
health urgalajnal:ir:m, and one of the known drivers of
successful — research  capacity  building  is  meaningful
collaboration™. Euild.irlg mua.rningl'ul collaborative
n:lal:hmﬁhip.li between university dupartmunbs of rural health
and rural clinical schools can assist health services and health

. .. . |
|'|lrfn'1'l']1.'l'.‘i to overcome limited access to expertise .

It was in the context of these d’lﬂlll:llgl:.\i that the Centre for
Research Excellence in Rural and Remote Primary Health
Care Research (CRE) created a Research Capacity Building
Program (RCBP). This program aimed to:

*  strengthen research capacity in those regions where
the CRE operates (Bendigo, Alice Springs and
Broken Hill)

*  collaborate with key primary  healthcare (PHC)
rrrga.ni.-aatiun_-a such as fede rall:.- funded networks that

are dl:?ii.gllL‘d to support the development of PHC
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and health service organisations in the gmgrapl:ical
arcas of responsibility

#  huild both individual and nrga.ni:-.-atimml capacity to
undertake health services research, evaluation and
development wark

s develop, in collaboration with participating health
service organisations, supervised, “close to practice’
research programs for novice researchers aimed at
improving access to or performance of health
services delivered h}r' that r.-rga.niﬁatinu, iudividuall}-
or in partnership with other organisations

*  develop a transferable capacity I:-ullding program
with supervision and support based on adult Iuaming
principles, to extend skills

*  develop relationships  with participating health
SEVICE n::rgmisal:lrms

*  promote the development of research writing skills
and improve publications in the field of rural health

services research.

The RCBF utilised philosophies of experiential learning and
cultural constructivism, which can combine Inarulng and
research in a :-.-inglu framework", namely that novice
researchers learn research skills by undertaking a research
project in a field of interest and importance to them and their
organisation, and hy assoiating with others undurta.king
research. This article aims to both describe the approach used
within the RCBP and evaluate its effectiveness in meeting its

aims as a development program.

The structure of the CRE RCBP was in response to the
unigue geographical challenges posed by the rural and remote
landscape. Each faculty of the CRE hosted two or three
trainees, with each site prm-iding a |)-L‘J:-i|:dﬂL‘tt‘Jra]. researcher
who acted as the rescarch supervisor for trainees at that site.
Thus the RCBP was dl.‘.li:igﬂl.‘d in a modular fashion: a :-.-'mglu
program  across three hub sites (Alice Springs, Bmdlgn,
Broken Hill) which acted as  selfcontained units or
‘modules’, with both a vertical support structure, which
allowed access to supervision and expertise from CRE staff,
and a horizontal or peer support network within and across

sites.

Research trainees were chosen with the suppuort of the
trainee’s organisation, and projects needed to demonstrate
congruity with CRE gr.-al.q_ Training was by a .\iillgl:: short
course in research methods, with a range of research topics
(Table 1), although additional research methods mentoring
was available by n_-gular or ad hoc teleconference. The short
course was followed by smaller group meetings at each hub
site, which were facilitated at the discretion of the CRE staff
at each hub site. Supports for trainees incuded mentoring
over the 2-vear period, and rugular teleconference support

was offered on a monthly basis.

Trainees were funded and supported by their workplaces to
dedicate approximately 1 day per week on their research
project, either as a day weekly or in blocks of time to balance
research and usual workloads. Trainees were able to access
library, statistical and technical support from stalf at the CRE
hub sites.

Projected outcomes of the RCBP included presentation of
research l‘mding.-.- at a workplace or urga.ni:«;atimml level and at
an appropriate conference. A formal research report was
required and trainees were required to submit an article to a
peer-reviewed journal on completion of the research

reporting phase.

Methods

Evaluation of the RCBP wsed a cross-sectional study, and a
questionnaire adapted from that developed by Melntyre et al,
who provided permission to use the questionnaire in full or in
part. Invitations to participate were sent by email by the one of this
study's authors (SK), along with a participant information sheet,
consent form and  questionnaire to research trainees  (n=8),
managers (n=4) and CRE staff (n=8).

Only Four Mmanagers were contacted due to lack of manager
contact details or requests from trainees to not contact their
manager. (Juestionnaires were completed and returned by
email or completed verbally by phone with either the lead
author (D5) or co-author (SK) i preferred. The survey was

conducted at the completion of the 2-year RCBP period.
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Table 1: Topics taught in research methods short course

Field

Topics

Cuantitative research

Case study scenario

Onverview of main guantitative research stravegies
Introduction 1o bias in research

Measures af freguency and association
uestionnaire I:I.L'HIS.J:I

Critically reviewing guantitative literature

Cualitative research

LJIL‘n’II.'“-'\'H

Quualitative research: core concepts

Focus groups
Coding and analysis
Critically reviewing gualitative literature

Froject development

Group and individually memtored project development sessionms

Self-assessed research experienced was assessed wsing the research
spitlr_'r toal dl:'l.'ulupr_'tl h}' Smith et alls, which is a ummmnl}- used
ool for measuring sell-reported  research experience in 10
domaing of research [practice. PAIHJiE’m’LtH u:lmplr_'tr:d the haseline
spitlr_'r after an intnxluuur}' research methods wurk'slm]l that also
included non-RCBP  trainees.  The spider was reassessed  at
program Ltnﬂ'ﬂutitm. Additional questions on support aspects of
the RCBP were rated on a five-point scale from 1 (“very
supportive”) to 5 {‘not at all supportive”).

Due to the small numbers in each group of this study no
attempt was made to complete detailed statistical analvsis of
ﬁl]di.ﬂg.‘i, with the exception of accumulated research :spidr:r
data, which was analysed using the same method applied by
H':'Ll'vl:lingh et al, who used the Wilooxon sjgtlud rank test to
compare pre- and post-training scores and reported scores as
mean and standard deviation”. All other FESPONSEs Were
aggrr:gatr:tl where appropriate, with the gtﬂl of pnn"lding as
Lumpruhuns:i'l.'u an un-:lurstandlng of the RCBF as pmi:s:ihlu.
Collation and analysis of the study data was completed by the
lead author (DS) and ﬂl!lal_'!.'.\ii.!i was cumlﬂr:tr:tl u_-.-ing Excel and

GJ‘H]'IIIJPH.’E' software.
Ethics approval

Ethical approval was gra.ntud by the University of Sydney
Human Research Ethics Committee (ref 2014/007).

Results

Responses were received from  trainees (n=7 from 8},
mManagers {n=4 from 4) and CRE stafl (n=8 from &), givitlg
an overall response rate of 95%. The profile of the trainees
engaged in the RCBP is shown in Table 2. All trainees came
urigin.all}' from |‘1|J.1'.\i'l|‘1§.1 allied health or ]m]wlatiun health

Imr_-kgmund_-i, all of which are traditionally female dominated.

Trainees appl:ir:tl to the RCBP for the [rarpose of tlu\'r:luping
research skill or to evaluate an existing waork practice. Some
saw  an  opportunity  to experience research  without
committing to a research |1lghr:r tlugrr_ﬂ_'. Mamgr:r:i supported
application to the program on the basis u-f'-.:rgani:-aa.timml need
and henefits, with pur:ﬂ:lml d.L"\-'l:].t:l]'ltl’l.l':Ilt of the trainee often

a secondary consideration.

While trainees were funded at the rate of A$25,000 per
participant to their employing organisation to undertake their
project  For  Dlday  per week, substantive workloads
necessitated e xihilit}' about the allocation of research time at
points along the research journey and sometimes involved
additional d:&.}'.‘i or additional work out of ]mid hours. While
four of the seven trainees |argr:|}' used 1 day per week, some
trainees used block release from time to time, which allowed

the capacity to focus more u:lmprr:hr:tlﬁivuh' on the project.
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Inability to quarantine time was reported as major barrier to

I)ﬁlgl'\l_'.‘iﬁ-.

Trainees were often required to work away from  their
regular workplace. Five trainees completed their projects
whilst x\-irrking from home, at a CRE campus or other offsite
location. For those continuing to research at their existing
waorkplace, malmgurial support and intervention facilitated

project time.

lmpact of undurtakiug the RCBP on the trainee’s substantive
rale ra.ngud from none to very substantial in the opinion of
trainees  and managers, with little agreement between

managers and the trainees where responses could be paired.

Aspects of the support and supervision provided to trainees
t]amugh the RCBP are summarised in Table 3.

At completion of the RCBP, two trainees had completed their
research report, with three more in dralt or partially complete and
a further two trainees vet to complete. Four of the seven trainees
had presented their research in a work or scentific forum, which
included professional meetings, health service board meetings and
a PHC research conference. Publication of research E‘mdjng:s was a
goal for the trainees, with one article accepted to the journal Rural
and Remote Health, two stating that their manuscript was ready to
submit and a fourth indicating two artidles would be written in the
coming months.

Al trainees  indicated  that  they  would  consider  future
rescarch. Man.a.gm indicated that the RCBP experience was useful
in encouraging future research by the trainee and within their
organisation, provided future research activity is compatible with
the organisational goals and sufficient alignment between the
suppaorting organisation and the CRE is available.

Discussion

This project has shown that in a rural and remote area
structural limitations to research training can be overcome by
using a decentralised program spread across three hub sites in

a modular fashion. Research activity was increased in those

regions where the CRE operates and cr:llahurar_imca. with key
FHC organisations in the gcngraphlml arcas of responsibility
built both individual and nrgani.-aatiﬁml capacity to undertake

health services research, evaluation and development work.

The structure of the RCBP had some Bd\'d.l"l.tﬂgtﬁ, inr_ludmg the
ability to adapt processes to suit the local needs of each site, the
availability of both supervision and resources at a (relatively) local
site and a duster of peers at the same site. However, peer support
between trainees appeared to ocour primarily within dusters
around the hub sites, thereby Iimll:ing the opportunities to build a
broader support netwaork, share resources or coordinate h.-am.ing

aﬁm‘ﬂd:::i between sites.

Dumrm:el:ral:ing the effectiveness of programs such as the
RCBF to build research capacity at a system or organisational
level can be difficult. Webster et al examined the perspective
of candidates, their managers and providers of NSW Health's
Rural Research Capacity Building Program and found that
participants reported that their research skills had improved
and that they felt Suppﬂl‘tl'dh. However, the consensus was
that the processes within the participating  organisations
worked against achieving the goal of improving research
capacity. Similarly, Melntyre et al surveyed participants of
the PHC Research Development Program and found that
maost of participants agreed that the program was a valuable
experience and that they were interested in undertaking
further research®. The authors reported that their results
indicated that this program had a positive effect on the
program Fellows in terms of hmwlndgu of research, attitude

to research, and the way they used research in their work.

When the RCBP is examined alrmgmidu the criteria for
measuring research capacity building in health proposed by
Cooke' and further developed by Sarre and Cooke'® there are
some elements of the RCBP that are likely to lead to
increased research capacity. These indude:

*  skill development of the individual

*  research that is dose to practice for the individual

*  research activity within the organisation

*  dissemination of research findings

*  leadership (on behall of the CRE).
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Table 2: Demographic characteristics of Research Capacity Building Program trainees

Characteristic n
Ape (years)
I1—4) 1
41-50 3
51—l E]
Sex
Female 7
Prodiession
Allied health clinician 2
.\i.l.l:l.l';:-.'r I.
.‘-E\.'l”ul] Jﬂ'ulhl|-'.|.'\.:l||:lI:||J||||.-\ ‘*"ﬂ.']llE:lll:l\.'l” I.
Nursing |
Population health 1
Location
.:\.l."l'l .\.ﬂ“llll lll"llﬂl.".‘h l
?\.“T‘Ill'rll Tl'rrll\.:ﬂ'} I.
Victoria ]
Western Australia |
Length of time with current emplover (years)
2-5 1
=5 [
Employer typse
Government 3
Mon-government organisation 3
PTJ'I ate I.
Tll e snce :._-:Tul.‘illul T &% E)rl]ll.ﬂr} JH'JI.' I 1Care
prodessional (vears)
6110 2
11-20 1
=20 3
N/A |

N /A, Not applicable: no primary bealtheare professional qualification

Table 3: Supervision and support ratings of trainees, managers and Centre of Research Excellence staff

Support mechanism Support rating Level of support Comments
{median (min—max))

.'l-iul.lilul:;:l.'r Supiport 1 {1-3) Yery |||_f_;|:| Support higher where project .IJJ:_{I:II.'L'
l'l\.:\."\.']:l L U6 1-'5: I.‘MLJ".'_:I W ilrk rIIJI.'

Centre of Retearch Excellence | [} - 5] 1;'1'r:. |||_:_;|:| ?*:LI|I\.':I"\ ion varied with .-\.'Ia:_gl.' ol the
research project. Inpat varied from 1
or 2 times per week to monthly

.\;Ilﬂ.:ﬂ" COALFsE 1N T\.'.‘hl.'drl.'J:l JIH"IIII'.L" j . ; I I—ll I‘Ilgh —_ '-\.'T} J:llg_h Trﬂll]l".‘h I.‘ ||.|l|.‘i \"ll]lll\.' IIII ||:|.|I|.'r|.|.|
overwhelming. Offset |:|:. peer
interactions at course

Peer support from other trainees 25014 Moderate 1o |||_f_;|:| Centred around hub sites with lesser
AlCInts \.:II.\.'N 155 -5 l'llllull‘“'fﬂl]\.!l

Ti' I\.'l." |||i\.'1'|.'||\.'|' .‘-LIE:f:‘ i1 1 \3— ]:I "|1.| ||.|.1'1'||.| (5] ].ll'\" I\."\ |.'|." II! 1'|1:-:J:-:|.'||:l|.'||1.\. I:llll.
content valued
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Less evident were aspects such as:
*  continuity and sustainability of research activity
*  establishment of a research culture within the
nrganlsatlnns
* linkages and partnerships (beyond the relationship
between the CRE and partnering organisations)

*  investments in (research) infrastructure.

When l.'i’lﬂ!-ildul‘jﬂg self-reported research experience, several
trainees indicated they had some prior research involvement
t]amugh their previous work roles. However, the group as a
whaole displayed limited self-rated research experience at
commencement. Figure 1 displays mean research spider
response for the group at commencement and completion.
The mean rescarch spider scores improved from 2.2/5
{standard deviation 0.5) to 2.8/5 (standard deviation 0.5), a
Ll‘tangl: that was .niigniﬁcaut [z=—2.8, P=[LUU5}.

Some purx\p{:L‘th':: on the grﬂwr_h of trainees can be achieved
by comparing the work of Smith et al'. At commencement
RCBP short course trainees indicated research experience
equivalent to that of a “recipient of [a small] bursary and/or

author of non peer-reviewed article(s) or letter{s)™"*.

At completion of the RCBP trainees reported experience
equivalent to ‘a holder of rescarch grant ﬁ.r.ndiug hetween
L5000 to £10,000 and/or author of at least two peer-

. . . 15
reviewed publications'”.

This gﬂm'th is particularly notable given the lack of E'Ltt‘lding
opportunities and support otherwise available in a remote or

outer rural area.

It is evident from this project that the RCBP was valued by
trainees who participated in the RCBP. The level of
engagement was extremely high and a program completion
rate of 87% compares extremely favourably with the
|mrgram':-a closest parallel, WSW Health’s Rural Research
Capacity Bujldlng F'mgram, which has a completion rate of
T2%", Outputs from the RCBP are comparable in terms of

reports, publications and presentations to other Australian

u.'r.rr]:.[‘:laLu-haHud novice researcher pmgram:s"'?'”.

Many of the L']:'lalli:llgu.\i I‘au'ng the RCBF are those
experienced by other education  or training programs
operating in the rural health environment and include
isolation, the tyranny of distance and the r_h.allmgu of remaote

ﬁupp-nrt'ﬁ' 158,

¥ Increased use ﬂfh_'dmnlugiu}i such as video or
weh r_nn.ﬁ:rmciug nu’ght have overcome some of the usuval
difficulties associated with rural and remote professional

development for health professionals.

Continuity and sustainability are key elements of successful
research capacity I:-uilding"”'. Whilst this program continues
to see outputs from the research undertaken, both in terms of
publications and ongoing practice L'hallgu, the future of the

capacity I:-ulldmg efforts is contingent upon ongoing Fundmg.

While this evaluation had a hlgh engagement rate, with 19 of
a possible 20 participants n:sprmdlug, the RCBP is a small
program with a .-ainglu cohort 5o there is a limit to how much
can be drawn from the data. The use of a survey based data
collection was a pragmatic choice which by its nature limits
the depth of the data h-uiug collected: however, this is offset
h}' the involvement of a range of ku}-‘ stakeholders, which
provided a comprehensive overview of the program and its

OutComes.

Conclusions

The program has produced outcomes that are consistent with
I)uildln,g research capacity in health. It has met many of its
establishment g-nal:s, dunmmtrating that |:|1rn-ugl:| collaboration
and a decentralised, modular model roral and remote
research training is achievable. Measurable improvements in
research experience created nrgaul:satlrmal and individual
potential for ongoing FHC  research activity. Ongoing
support for local rescarch training would build on this
potential by enabling ongoing rural and remote research

activity.
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Figure 1: Trainees’ mean self-assessed research exp-erienee at commencement and mmpletinn of Research

Ca par:it}r Building Program, rated from | (no experieru::e) to 5 (very experienced}.
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This study reveals that, as intended, training rural and remote health workers via an experiential
learning program increases self-assessed research experience. This is unremarkable as a short-term
outcome as this was one of the goals of the program. Achieving this increased experience along with
increased research activity and increased research capability in a widespread cohort of rurally or
remotely-based health workers, many of whom were geographically isolated from other learners
within the program, is certainly valuable. The issue of geographic isolation is accompanied and
compounded by social isolation from other learners (Figure 13).

I'm so
lonely!!!

Figure 13: The social and geographical isolation of rural and remote research trainees

Social support is hypothesised as a factor in retaining rural researchers in workplace-based training
programs (Schmidt, Robinson & Webster, 2014). The structural design solution in the research
capacity building program (RCBP) described in this chapter is in itself a mechanism to produce
connectedness and support, whilst being in and of itself a structure that enables researchers to
undertake training. This is another example of how an understanding of stratified reality allows an
entity such as program design to be seen as concurrently acting as a structure and a mechanism at
different levels, in what has been referred to as a ‘laminated system’ (Bhaskar, 2008a; Gatenby &
Rees, 2014).

One outcome of increasing research experience and research capability in rural health workers is the
potential for that new capability to translate into an increase in individual agency. Given the short-
term nature of the RCBP, it is difficult to explore whether this occurred. The next paper will examine
long-term outcomes of a rural research capacity building program, where issues such as the role of
individual agency are examined.



5.2 Long-term outcomes of a research training program

The results from this previous study, with relatively minor investment leading to increased activity,
increased experience and increased capability, are typical of the outcomes of this type of capacity
building endeavours. Other programs such as the NSW Health Rural Research Capacity Building
Program (RRCBP) (Schmidt, Webster & Duncanson, 2019) and the New South Wales and Australian
Capital Territory Researcher Development Program (Cameron et al., 2013) have shown similar
outcomes.

The difficulty with programs of this type, such as the RCBP featured in Paper 4, is that these initiatives
are typically both funded and evaluated in the short term (Ramkalawan & Dieppe, 2008). While short-
term evaluation is appropriate for a limited funding period, it restricts those wishing to make decisions
on investing in research capacity building to short-term outcomes and the longer-term outcomes are
not known, or are described in broad, aspirational terms such as those aimed for in the capacity
building literature (Cooke, 2005; Sarre & Cooke, 2009).

One exception to the short-term funding issue is the RRCBP, which has been funded and conducted in
rural NSW, Australia since 2006 (Schmidt, Webster & Duncanson, 2019; Webster et al., 2011). The
long-running nature of this rural research capacity building program means it offers an opportunity to
observe and report on the long-term outcomes of such a program.

This study examining the long-term outcomes of the RRCBP was undertaken and is published in BMJ
Open as:

Schmidt D, Duncanson K, Webster E, et al. Critical realist exploration of long-term outcomes,
impacts and skill development from an Australian Rural Research Capacity Building
Programme: a qualitative study. BMJ Open 2022;12:e065972. doi: 10.1136/bmjopen-2022-
065972
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ABSTRACT

Objectives Research capacity building programmes
usually only examine short-term outcomes, following up
participants after 1 or 2 years. Capacity building in health
research requires a long-term view 10 understand the
influence and impact of capacity building endeavours.
This study examined long-term outcomes for individuals
regarding the maintenance and use of research skills and
the conduct of real-world research in a rural area. We also
explored the changes individuals had seen in their career,
work team or organisation as a result of this training.
Design A qualitative study underpinned by critical realism
and based on interviews and focus groups with graduates
of the Rural Research Capacity Building Programme
(RRCBF), a researcher development programme that has
been delivered since 2006.

Setting Rural and remote areas of New South Wales,
Australia.

Participants 22 graduates of the RRCBP from the 2006
o 2015 cohorts (20 female, 2 male). All were experienced
rural-based health workers at the time of training.
Results Focus groups and interviews yielded three
themes about capacity building outcomes: (1) developed
research capable individuals; (2) embedded research
capability into teams and (3) real-world research that
makes a difference within an organisation.

Conclusions Research training improved graduates’
akill, experience, confidence and employability. Research
capable individuals enabled others, enhancing team
research capacity and raising the profile of research within
their organisation.

Traiming in research, alongside tanoible organisational
support for research activity, creates real-world impacts
fior policy and clinical practice. Providing ongoing
opportunities for researchers to undertake research would
enhance return on investment and assist with retention of
experienced staff.

BACKGROUND

The health of rural people is character-
ised by poorer health outcomes, associated
with limited access to health services.! Rural

,'? Kerith Duncanson,' Emma Webster,® Emily Saurman,”

STRENGTHS AND LIMITATIONS OF THIS STUDY

= This is the first study to examine long-term out-
comes of a clinician researcher development pro-
gramme in a rural area.

= A critical realist framework allowed explanation of
the underlying mechanisms that led to change for
the individual, their team or organisational.

— Stratified sampling was used to ensure participants
with a range of experiences were included, however,
it is possible that those who have been less con-
nected with programme peers postgraduation were
less likely to participate.

= There i5 a potential lack of generalisability to other
settings, but the rigour in analysis and theory along
with existing literature indicate the findings may be
applicable in other settings.

research capacity building is seen as one wav
for rural health organisations to understand
and remediate this r:lis:p:u’it}r.2 Research in
rural areas presents its own challenges and
a need for specific rural research training
has been identified.” * Numerous workplace-
based programmes have been introduced
to address rural health research capacity
including scholarships, training in place,
fellowships, participatory approaches and
other capacity building endeavours.”"*
There 15 a call for researchers to be
embedded within health organisa-

tions. " ' While this is consistent with known
14

rural

research capacity development principles,
information on longterm outcomes of
research capacity building endeavours is scant,
with most programmes typically funded short
term and with limited fﬂ]l(mf-up_]:_' Measuring
research capacity building is 1:r:um|:nllexlﬁ and
success in health services research develop-
ment is often underreported. 17

BM)
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The Rural Research Capacity Building Programme
(RRCBEFP) was established in 2006 to improve research
capability and capacity in rural New South Wales,
Australia. The programme was intended as a response
to the low levels of research activity and research skill in
rural areas__” and supports rural clinicians to undertake
a selfselected research project with an accompanying
education programme aimed at building research expe-
rience.'"™ Clinicians enrolled in the RRCBP are based
in rural or remote areas of New South Wales, Australia,
and receive project ﬁmdin_$ and mentoring in addi-
tion to education ﬁ.uppnrt.” ¥ Research is not routinely
conducted by rural clinicians' and in some cases these
clinician-researchers may be the only person in their
facility with research emq:»eri1-=-_'r'|n:e.Elil

The RRCBP, unlike similar prﬂgmmmes,ﬂ 2 has
received ongoing funding. The RRCBP and its adjunct
educational strategies have demonstrated efficacy in
increasing self-reported research Experience_.w improving
publication 1”.1t.|3:?.,!ﬁ retaining researchers to complete the
pmgmmmeﬂ' and building research l:upm:it:.f.“ Internal
evaluation findings indicate that RRCBP candidature can
be transformative, personally or professionally, beyond
the field of research.

Since 2006, 245 rural health workers have recemwved
research methods education and training, with 137
completing their research project and submitting a
report detailing their findings (graduates) at the time of
this study. While research experience and some capacity
has heen huilt_.” 1R long-term outcomes for programme
candidates or the rural health organisations they work for
has not yet been examined.

The aim of this study was to understand the impact of
undertaking research training for graduates, their careers
and their organisations.

METHODS

Study design

This qualitative study was underpinned by critical realism.
Realist approaches uncover what works for whom, and in

what circumstance.' *'* Critical realism facilitated the
exploration of the context of research skill development
and the mechanisms underlying these changes.

Sampling and recruitment

One hundred and thirty-seven graduates from the 2006
to 2015 RRCEP cohorts were eligible to participate. Of
these, 113 had remaimned in contact and were stratified
by training cohort as ‘early’ (2006-2010) or ‘recent’
(2011-2015), and then by known research activity since
graduation; either research active, not research active, or
those whose research activities were unknown. Research
activity was determined by recent contact from graduates
and confirmed by a search of Google Scholar for post-
graduation publications. Graduates who had not made
recent contact with programme coordinators and who
had not published in peer-reviewed publication were
designated as research status unknown. From these six
subgroups, individuals were randomly selected by an
independent administration officer and invited via email.
Individuals who were unavailable, uncontactable or who
declined were replaced by another randomly selected
person from that subgroup. Potential participants were
sent a reminder email 2weeks after the inidal invitation
if no response was received. Recruitment continued until
the subgroup was represented by five participants or the
subgroup list contained no other eligible participants. A
recruitment flow chart is seen in figure 1.

Data collection
Individuals were invited to an online focus group to
stimulate discussion and allow ideas to develop among
participants. Those who wished to participate via indi-
vidual interview were accommodated. Focus groups and
interviews were conducted by an independent facilitator
(ES) and were digitally recorded. All recordings were
transcribed by a professional transcription company and
deidentified by the facilitator.

After the first focus group. a debrief was undertaken,
with the facilitator and lead researcher refining the focus
group and interview strategy.

Tetal ARCAP
graduates {n=135)

Mo longer a
contactabile [n=)8)

|
Early graduates,
trained X06-2010
[mvessy
1
1 1 |

1
Recent graduates,
traired 2011-505
[n=51]

Research active
in=13)

Res@arch inactive
[m=1%)

Refeanch activity
unknown{n=28]

Respanch active Resganch inactive
Im=23} {n=8}

Research activity
unknawem =20

|— Recrusted |n=5) |— Rescruited [n=£] |— Recruited |n=3)

|— Recrutted [n=5) L Recruitedn=3| L Recnated (n=2]

Figure 1 Recruitment flow chart. RRCBPF Rural Research Capacity Building Programme.
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Four focus groups were held, with 4 participants per
group, and 6 individual interviews conducted; a total of
22 participants sampled from the 6 subgroups.

Data analysis

Quualitative analysis was completed by DS using the cut-
and-paste methﬂd of coding and T.hem atic development. =6
Three coresearchers (ES, KD and EW) independently
analvsed randomly selected transcripts {one focus group
and two interviews each) to ensure veracity of themes and
corresponding subthemes. Theme refinement occurred
through an iterative process of discussion and rereading
transcripts. This staged inductive process was then consid-
ered deductively against Cooke’s framework for capacity
building, using the structural levels of the individual, their
immediate work team and the hosting organisation. =
Factors described as ﬂupernrgdnlmunn.il or outside the
individual’s organisation” * were deemed unlikelv to be
affected by individual training and were T.he1efﬂre not
included in the analysis.

The lead researcher (DS) read all tramscripts with
a view to assessing data saturation. After three focus
groups and four interviews, no new ideas emerged and
the remaining focus group and interviews ensured confi-
dence in concept identification. When all team members
reached agreement on the final iteration, analysis was
deemed complete.

Reflexivity and rigour

Two of the researchers (DS and KD) are coordinators
of the RRCBP and a third (EW) is a former coordinator.
The use of an arms-length recruitment and independent
facilitator was accompanied by a process of bracketing
precnnceptinnsﬂﬁ and oversight of theme development by

independent researchers (ES and DL).

Patient and public involvement
No patient involved.

The original protocol for the study has been uploaded
as online supplemental file along with a copy of the inter-
view/focus group schedule.

RESULTS
The demographic characteristics of study participants
are outlined in table 1. All graduates were rurally based
at the time of their training. To maintain participant
anonymity, professions were classified as nursing, allied
health or other profession which may include Aboriginal
health worker, doctor, health promotion officer, health
manager, paramedic or project officer.

Three themes and their relationship to the struc-
tural levels of individual, team and organisational levels
proposed by Cooke”™ emerged.

Developed research capable individuals

The programme successfully developed research capable
individuals. Graduates identified (1) Growth in knowl-
edge, skills, authority and confidence, (2) Ongoing

Open access

Table 1 Demographic details of graduates participating in
the study (n=22)
n (%)

Gender

Female 20

Male 2
Profession

Mursing 8

Allied Health 10

Other 4
Recency of training

Recent (2011-2015) 10

Early (2006-2010) 12
Research activity post-training

Research active 10

Research inactive 7

Research status unknown™ 5

“Research status unknown at time of recruitmant.

research activity and (3) Personal and professional
transformation.

Growth in knowledge, skills, authority and confidence

Learning about and undertaking research was a means
for graduates to extend themselves, both from a personal
sense but also providing new career directions. Partic-
ipants reported their understanding of research had
improved, building on existing skill sets and knowledge.

What the program allmved me to do was to understand a

much broader range of research methodologies and affroach-

es. Focus Group 2

Knowledge and expertise development was unsur-
prising, given the educational goals of the |'.-1'ﬂul[,;r:|:mn'1e.]ﬁ
However, undertaking a research project was pivotal to
the development of a range of transferable or “soft” skills
including project management, communication tech-
nigques and critical thinking; sirengthening attributes that
were useful in other roles or settings. Critical thinking in
action is a known indicator of research capacity building
at an individual level ¥

Maybe I can't articulate it perfectly, but the ability to wn-
comforiably question, to sovt of veflect in that space and sit
in a space of discomfort to evaluate something surrounding
yourself. . . so those kind of critical thinking skills and evalu-
ation skills go with you in every aspect of your work. Foous
Group 2

Ongoing research activity

Ome result of developing research capable individuals was
ongoing research activity; this included using their exper-
tise to attract grant funding and extend their research
activity.

Schmidt D, et & BMJ Open 2022;12:e065872. doi:10.1136/bmjopen-2022-065872
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There were ofporiunities to afply for sort of grant money to
do other kinds of [vesearch] projects and that then created
new relationshifis and added to the body of evidence around
that. Focus Group 1

Ongoing research activity did not always equate to inde-
pendence or leading their own research agenda. This
highlights the foundational nature of the training.

The project that I did with [a non-government ovganisation]
recenily... I actually did it all by weyself, which T found I
could do and I knew how to do._. T think the project that T
did in 20006 really taught me those skills and I know those
skills but I just didn’t feel confident to do that and the next
ane on, like totally on my ouwn. Focus Group 1

Having research experience through the RRCBP
enahbled some graduates to take up new roles to pursue
research opportunities.

I think sverybody has moved onwards and wfnoards in roles,
and I'm sure that, personally, the program helped me with a
fromolion whwards and, you know, it’s good in that sense.
Focus Group 2

Other graduates progressed to further formal study
via higher degree research. often an extension of their
research project with the programme.

I was very fortunate I was able to springhoard my research
into a master’s degree. Focus Group 4

Not all graduates remained active in research, however
the programme had value as a learning experience and
their interest remained.

I'm nol doing vesearch, and I haven't done any research, bl
what I am swrprised aboul is how much intevest I maintained
in research, and other people’s research. Focus Group 2

A lack of research activity was not always due to indi-
vidual factors. Organisational factors also influenced
their ability to undertake research, including fitting
research into a busy caseload. A lack of research oppor-
tunity impeded ongoing research activity for some gradu-
ates and for others around them.

With ofportunity, I believe I've got the shills thai I could
coniribute to further vesearch in related aveas .. but there’s
so litile vesearch happening that theve aren't any people to
supervise. Focus Group 4

Personal and professional transformation

Graduates described transformative aspects of learning
including a sense of belonging in the world of research,
with connections to others outside their immediate work-
space. Transformational learning can refer to a process
that encourages the learner to question and potentially
change their worldview.™ The sense of becoming part
of the world of research extended to having and owning
specialist knowledge of research tools, language and busi-
ness processes. Similarly, transformation occurred when

graduates were challenged in their ways of thinking and
the assumptions underlying these thought processes.

It sort of taught me that you can reach owl to a lot of differ-
ent peaple and that they ve move than willing to help you ..
il made me move empowered to look beyond my own patch.
Focus Group 3

The sense of becoming part of the world of research
extended to having and owning specialist knowledge of
research tools, language and business processes. Simi-
larly, transformation occurred when graduates were chal-
lenged on their ways of thinking and the assumptions
underlying these thought processes.

I was mentored by an Aborviginal man from [the university]
which was really helpsful. He would challenge me on @ regu-
lar basis about my way of thinking. Focus Group 4

Embedded research capability into teams

The graduates’ research experience led to changes within
their immediate work teams. They became ‘resource
people’ within the workplace for research or evaluation
activities; a role that included providing feedback on
research and evaluation proposals, providing guidance
and adding rigour to existing activities.

I give feedback to peoples” quality improvement frojects and
I actually really like doing that. I wouldn't say it’s pure aca-
demic vesearch, bul it’s using the methodology of research, of
a research project and apblying that to smallev frojects that
are mote fractical. Focus Group 4

There's a project that was happening .. [and] Iwas able to
sovt of help them with [the ethics application], and they're
really hapfry that they ve done it. So thal’s as a divect result
af my being in the program. Focus Group 2

This contribution to the skill development of others
was a way to develop local research capability and embed
local researchers into projects. The process of building
research activity and capability were part of creating a
local culture of research.

We can actually influence other feople either informally
fry—awith their work or encouraging them to do research or
to encourage it within a discipline or a deparimend, or other
people to do the [RRCBP], or even just set a cullure of re-
serreh around where we work. Focus Group 2

Moving bevond the role as resource person, graduates
became actuve collaborators or facilitators of research.
Those in leadership positions engaged with and facili-
tated research activity within their local teams. Others
began collabhorating with fellow RRCBFP graduates or
current RRCBP rainees.

Fve had a couple of staff members that ave that ave curvently
enirolled in the same program and we've sort of been involued
in a number of ovthopaedic and other frojects as well in the
deprariment. So I think it veally fuelled my alveady existing
interest and passion in research and maybe gave me a liltle

a
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it of confidence to condinue to sufport peaple to do that.
Focus Group 1

Graduates were able to use their interest in research to
promote and facilitate research across departments and
districts. They were now setting the agenda and making
research part of it.

So the departiment didnt have a strong vesearch focus before,
Bt we're really develofring that now. It's on every agendn,
we've got a feam looking at it, we're constantly looking for
grants to field how we can build research around what we e
deoing. Focus Group 2

Real world research that makes a difference within an
organisation

Participants wanted their research to be of value to
the organisation and to make a difference in care for
consumers. Making a difference was seen through: (1)
research that influenced policy, practice and culture, (2)
organisational support for research education and activity,
and (3) retaining skilled workers within the organisation.

Research that influences policy, practice and culture

Graduates wanted to lead and engage with research that
had impact and importance for clinical practice and
underlying policy. They made a clear distinction between
real-world, clinician-led research and theoretical research
led by university academics, which was seen to be discon-
nected from clinical practice.

I think that’s probably what we as rural researchers, we're
going lo vesearch something that's really fractical, something
that's really doable, not something that’s sovt of very theoret-
ical_.. We need stuff that we can actually put into action
now. Focus Group 2

Using research to improve services justified the effort
required to undertake clinical research., even when
those changes were not what was expected or hoped
for. The quality of the graduates’ research was impor-
tant for establishing credibility, which was necessary for
practice change to be embraced. For some, the fact that
the research was conducted by a clinician added to that

perceived credibility.

I think once you can see that it can translate lo service efi-
hancements, and those sorts of things that everyone's talking
alroud then you realise that there's such a huge benefil. Focus
Group 3

I think that because [the vesearch] had heen done in quite
a robust way and we were veporting i very clearly and
very apen with ‘this is exactly what happened and what we
Jound” and gave peaple kind of confidence to work with [the
findings]. Focus Group 1

While changes that resulted from the graduates’
research included system level and local changes, not all
projects had a demonstrable impact on policy or practice.

It veally sont of started a little spark in my brain about being
interesied in how to drive sort of large system level change. .
really lrying to better create evidence that helfis us know

whether what we te doing is making a difference, and partic-
wlarly models of care. Focus Group 1

I still have a clinical wole and vesearch—pariicularly
the vesearch that... led from my Rural Reseavch Capacity
Building Project has changed the way that I see my clients_..
there’s been a big difference in the way I treat clients. Focus
Group 3

I think from my vesearch poofect, it hasn't, unforfunately,
sort of been translated into practice much. ... Interview 6

Some felt that their research contributed to change in
clinical practice without change necessarily being the key
driving factor.

I think that the prractice for the cohort of patients that I urote
about has changed, but T don't think it was as a resull of
my vesearch paper, but Iikink it contributed to the body of
knowledge avound the arvea. Focus Group 2

Others felt that their research was controversial or
unpopular. While these projects may not have led to a
policy or process change, the research activity and distri-
bution of findings created discussion. There was also
demonstrable resilience developed in response o these
challenges.

I got attacked by people sometimes abowt my praject. I thought,
really, is it that polarvising? Bul ..t starlted a conversation
al least. So thene's still no vesolution necessarily but people in
[my prafession] are talking about it Interview 1

Graduates felt that research influenced the culture of
the hosting organisation where recommendations were
embraced and implemented. When recommendations
were not implemented, the impact of the research was
perceived to be minimal. In some workplaces research
activity led to research hecoming integrated into everyday
work.

I worked with the [local] Aboriginal Medical Cenire, but we
had all the recommendations implemented that were in the
reprort, and so thal was a big change and there was a big
cultural shift. .. it had a huge impact I think on owr service
Focus Group 1

[The frogram] is bringing vesearch into the workplace so
influencing other people, encouraging other people, making
research frart of the language of the workplace. T think
you'll fined that every person that's been on the program, the
area that they work in has — research has a higher profile in
some shape or form than if they hadn't been on the program.
Focus Group 2

Suppaort for research education and activity

Support for research education and activity within the
workplace was mixed. When support was lacking, high
degrees of autonomy were required by the researcher.
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I can't say Iwas totally surprised, but I didn’t get any sup-
provt from the health service. I did it all in wmy own thne,
basically. Focus Group 4

Other participants were well supported locally but that
wasn't necessarily matched at higher organisational levels.
Engaging leaders within the organisation was critical for
obtaining dedicated time and resources for research
learning and activity. Support for research activity was
perceived as being linked to how closely the proposed
topic aligned with organisational goals, or at least did not
interfere with organisational functioning.

[ don't think there’s any particular encouragement. I hau-
en't seen any managers who are vesistand, et T wouldn't
say any of them see it as any sort of priority. If they can do it
with only modevate inconvenience to them, they Tl sufyhort if.
But, if not, it’s not something thats on their radar. Focus
Group 4

Graduates identified a gap between the rhetoric of
research being valued and the reality when conducting
research activities in the workplace. Engagement and
endorsement from senior management was required
to conduct the research and for research to enable
change within the organisation. Graduates indicated the
competing priorities faced by rural health organisations
and the impact that this may have on support for research.

You can have all the structure in the world; if vesearch is not
a friority to senior management il ain'l going to happen.
Focus Group 4

Retaining skilled workers in the organisation

For some participants, the programme reinvigorated an
interestin their work and an associated sense of ownership
and control, encouraging them to continue in their role.
This retention is important given the typical profile of an

RRCEP candidate is an experienced rural health worker
with clinical, corporate and community knowledge.™

Fwas bored to death at work. It ket me in that same job for a
little kit lonigey, because it was something interesting. .. T was
allowed this little bit of space where I could just find my ouwn
frain of thought, and it was something wheve, yeah, it ket
me there. Interview 1

For clinical roles, having research experience was not
seen as a priority. With limited options for research-
specific or research-compatible roles within the health
svstem. Organisations risk losing the graduates if they are
unable to use their newfound skills. However, there are
opportunities for organisational recognition of research
expertise within clinical roles via promotion or ‘regrades’
within existing roles, which may in turn assist with staff
retention.

It’s a bit of a dead end though in the sense that I've got these
skills and theve’s not really much infrastructure to actually
wuse these skills. Foous Group 4

DISCUSSION

This study examined the long-term outcomes of a
research training programme from the perspective of
graduates with up to 16 years’ experience post-training.
These outcomes and the proposed underlying generative
mechanisms are summarised in table 2.

Graduates of the programme saw themselves and
their research peers as possessing new and transfer-
able skills, improved work performance and enhanced
employability prospects. Undertaking research educa-
tion through a supported research project developed
knowledge in research and non-research related spheres,
including critical thinking and project management
While this positive change was noted at the individual

Table 2 Context, mechanisms and long-term outcomes of rural research training

Context Mechanism Outcomes
For rural health workers with ~ Foundational research training and New skills in research
an interest in research support Transferable skills
Improved work performance

For graduates of foundational

research training supports

For research-experienced
individuals

For rural health organisations
member

A lack of formal ongoing research

Perceived mismatch between
organisational support and individual
desire for research opportunity

Having a research-experienced team

Enhanced employability

Ongoing research capability

Limited ongoing research capacity

An overreliance on individual agency to create
research opportunity

Feelings of discontent
Perception of limited organisational support

Raised research profile

Increased research activity that addresses local
needs

Strengthened teamn evaluation activities

Retained experienced workers in the organisation
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level, having a more competent, confident and skilled
worker has obvious team and organisational benefits such
as producing research which addresses local practice and
policy needs, sirengthening team evaluation activities and
retaining a skilled workforce.

For individuals in this study there were improvements
in the individual’s knowledge and skills to undertake
research, which is consistent with realworld research
capacity building.:m This individual capability was accom-
panied by changes in research capacity within the
individual’s immediate work team and their broader
urganisatiun.ﬁ While the programme has previously
been shown to build research expertise, contribute to the
research evidence base in rural health, and produce early
capacity building ﬂu[t()l‘l‘lﬂi,” 5 this study provides new
insights into the long-term value of training in research
for the individual and beyond.

Some graduates remained research active, either via
higher degree research or through workplace-hased
projects. The level of research engagement for gradu-
ates varied and included being a research participant,
research advocate, researcher in a team, or independent
researcher. Transitioning from a foundational experien-
tial research project to independent researcher depends
on the individual agency of the worker, with some grad-
uates actively seeking or creating research opportunities,
However, as figure 1 indicates, there does not appear
to be a progressive decline in research active individ-
uals over time (early vs recent), raising the hypothesis
that if individuals become research active as a result
of the programme that this is a sustainable behaviour.
A mismatch between the graduates’ desired level of
research and limitations in their ability to reach that level
led to feelings of discontent.

For novice clinician researchers who report limited
growth in research agency, ongoing structural supports
such as a secondstage research education stream or
supported research mentorship could increase levels
of research activity. Careful consideration of structural
design in a research training programme has been shown
to link with successful training outcomes.”’ Further
exploration of university partnerships would be a logical
progression, such as host health organisations supporting
doctoral students or post<doctoral researchers to under-
take relevant research while embedded within the
n-rgzmi:azltiﬂ-n.'1l

In teams where a rural health worker has research
experience, that individual enabled, encouraged or
enhanced research activity in others. This role went
beyond enabling or encouraging others to access formal
training programmes to active engagement, adding
rigour to existing research or quality improvement activ-
ities. Embedding researchers in a health team raised the
profile of research across the team and more hroadly
within the organisation. Future qualitative ethnographic
study would provide valuable insights into the develop-
ment of a research culture, with previous studies largely

. R ML
focusing on culture from a quantitative pETSIJE'r_U‘UE.] s

The organisational return on investing in research
training was enhanced by high organisational commit-
ment to research in practical terms such as funding or
dedicated roles. It is a recognised challenge for organ-
isations to create structures in which these skills can be
utilised, either within the person’s existing role or poten-
tially moving to roles such as an embedded researcher
position. i Providing opportunities for research was seen
as a tool for retaining experienced staff, and can maxi-
mise the return on investment for organisations that
support novice researchers.

Close-to-practice research, such as that completed
in the programme, is a kev element of capacity
I'Jnuili:ii'n.g.L1 T While graduates saw their research
making a difference to practice and policy, this was asso-
ciated with the graduates’ perceptions of their organisa-
tion’s support and willingness to embrace change. Clear
strategic goals for research, matched with operational
commitment, is necessary for close-to-practice research
in rural areas."*

It is important to note that the RRCBP is conducted
within rural health workplaces that have seen atti-
tudes and commitment to research fluctuate over tme.
Research capacity development strategies that target indi-
vidual skill development will continue to lead to limited
levels of research capacity development within and across
organisations. There is limited ability for educating insti-
tutions to influence these supraorganisational factors,
however, this serves as a reminder of the importance of
understanding the context in which training occurs.'® ¥
While attitudes towards and support for research may
have changed in the time since graduates were trained, a
coordinated approach to research investment and policy
is needed to move research capacity development beyond
the level of the individual.

These findings have been drawn from the experiences
of programme graduates and further researcher on
broader organisational perspective would be helpful in
understanding organisation-level changes.

To our knowledge, this siudy is the first study to
examine long-term outcomes of a clinician researcher
development programme in a rural area. While a strat-
ified sampling frame was used to ensure participants
with a range of RRCBEP experiences were included, those
who have been less connected to programme peers and
programme coordinators may have been less likely to
participate (figure 1}.

As this is a single educational programme held in rural
areas of one public health system in Australia, there
is a potential lack of generalisability to other countries
or health systems. However, the use of critical realism
to provide practical recommendations, the procedural
rigour of the study and alignment with existing research
capacity development literature indicate the findings may
be applicable in other settings.
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Open access a

CONCLUSIONS

This study demonstrates that investment in research
training leads to long-term improvement in skills, confi-
dence and employability of individual workers, enhances
team research capacity, provides immediate answers to
local clinical and policy priorities and raises the profile of
research within raral health services.

Training individuals in research, in conjunction with
organisational support for ongoing research activity,
led to changes in policy and clinical practice. Creating
ongoing opportunities for researchers to use and advance
their newfound skills, along with continued research
support, will maximise the individual and organisational
benefits of research training.

Twitter David Schmidt @clin_researcher
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This important study has seen several reported long-term outcomes for individuals, teams and
organisations, as summarised in Figure 14.

The program successfully developed
research capable individuals through:

i) Growth in knowledge, skills,
authority and confidence
ii) Ongoing research activity, and
iii) Personal and professional
transformation

The program enhanced
research capable teams
through:

graduates becoming ‘resource people’
within the workplace for research or

evaluation activities. @ ¢
L R

The program enhanced research
organisations through:

i) research that influenced policy, practice, and culture
if) organisational support for research education and
activity, and
iii) retaining skilled workers within the organisation

2 AR0a "

Figure 14: Long-term individual, team and organisational outcomes as a result of rural health workers participating in a
rural research capacity building program

It must be noted that these are outcomes from the perspective of the trainees themselves, and this
may not be representative of the larger organisational viewpoint.

The relationship between increased research capability and increased individual agency leading to
increased research capacity is not straightforward. While some researchers, by virtue of their agency,
had continued to undertake research, others had their aspirations for ongoing research limited by
perceived organisational structures. Individual agency is highlighted in this paper as important, but
not sufficient, for ongoing research activity.

Due to the state-wide nature of the RRCBP, it covers the organisation explored in the papers contained
in Chapter 4, and has a degree of geographic overlap with the RCBP program described earlier in this
chapter (Schmidt & Kirby, 2016) and the case study included in Chapter 1 (Schmidt, 2016). This
overlapping context acts to tie together these individual studies to some extent; this allows for
outcomes arising from these overlapping contexts to be explored together and for mechanisms to be
derived with reference to this broader context.



The studies contained in this chapter have outlined both the short and long-term outcomes of rural
research education programs. These outcomes, when combined with the contextual understandings
from Chapter 4, will allow the development of hypothetical mechanisms as to why things are as they

are in research capacity building in the rural health workplace. These mechanisms are explored in the
analysis section, Chapter 6.



Chapter 6: Analysis

The introductory paper in Chapter 1 and the results section chapters have provided insights on; the
context for rural health workers wanting to undertake research (Chapter 1), the context for research
activity and research training within a rural health organisation (Chapter 4), and the short and long-
term outcomes of research capacity building programs (Chapter 5). In this chapter, these component
studies are consolidated into new knowledge about these contexts and outcomes. They are then used
to derive explanatory mechanisms, in line with critical realist principles, which explain why things are
as they are for research capacity building within rural New South Wales.

This thesis brings together five papers centred on rural research capacity building. As discussed in the
methods section in Chapter 3, to understand this complex area there was a need to bring together
perspectives from multiple programs, organisations and geographical areas. These studies present a
diversity of sources, paralleling the fact that rural communities are not homogenous (Pong, DesMeules
& Lagacé, 2009). Bringing these studies together creates a necessary richness to the data. This analysis
section compiles and synthesises these individual studies together, engaging critical realism tenets of
stratified reality, agency and structure to reveal the underlying lessons and generative mechanisms
drawn from each of these studies to produce a new understanding. In keeping with the tenet of
stratified reality, the words empirical, actual and real through this chapter refer to these layers of
reality (Bhaskar, 2008b; Marks & O'Mahoney, 2014; Vincent & O’Mahoney, 2014).

To maintain consistency with critical realist approaches, and as outlined in in the methods section and
depicted in Figure 8, the new information about Context and Outcomes are extracted from papers 1-
5, aligned with the structural levels of research capacity building (Cooke, 2005; Sarre & Cooke, 2009)
and positioned within information from the existing body of literature. Once context and outcome are
explored, these are used to retroduce explanatory mechanisms. These mechanisms will apply to the
development of research capacity within rural New South Wales, which is being used as an exemplar
of a rural area. The applicability and generalisability of these mechanisms to other contexts is explored
in the discussion section, Chapter 7.

Understanding the context of research capacity building within New South Wales rural
health services

The first aim of this thesis was to understand the context in which rural research training occurs within
rural New South Wales. In line with the structural levels at which research capacity building occurs
(the individual, team, organisational and supra-organisational) (Cooke, 2005; Sarre & Cooke, 2009) we
will examine what we now know about the individual, team and organisational context for rural health
research capacity building. While the supra-organisational context is acknowledged in the literature,
none of the included papers focused on this structural level and as a result it is not a focus in this
analysis.

The individual context

Rural clinicians work with the challenges of rural health service delivery, which means not only do they
see the problems, but also where opportunities lie for investigation, as seen in Paper 1 (Schmidt,
2016). While opportunities are present in an actual sense, not all rural clinicians are interested in, or
capable of, undertaking independent research. Those who are interested in or responsibility for



undertaking research empirically present logical targets for research training, as outlined in Paper 3
(Schmidt et al., 2020b).

Rural individuals may be working in a context where there is limited operational planning for research.
This limited operational planning can act as a real and inhibitory structure for rural staff who want to
learn about or undertake research (Paper 2) (Schmidt et al., 2020a). Rural clinicians want rural
research to be immediately useful (Paper 5) (Schmidt et al., 2022) and rural health organisations have
expressed a need for a greater focus on research translation and knowledge transfer (Paper 2)
(Schmidt et al., 2020a).

It should be noted that the individual context and the way the individual interacts with that context is
constantly evolving. Developing research experience and research capability can contribute to
development of confidence in rural individuals (Paper 5) (Schmidt et al., 2022), which may translate
to real changes in their individual agency, or ability to take action within their context.

With that increased agency, there is the potential for research training conducted within the
workplace to create a cohort of clinician-researchers that keeps experienced health professionals in
their roles whilst building research experience (Schmidt et al., 2022). It is important to recognise that
not everyone who learns about research wants to continue to apply research skills in their work role
(Schmidt et al., 2022).

While obtaining empirical and actual organisational support for research training can be challenging,
support for the ongoing conduct of research where individuals can use their new skills in practice is
also challenging (Paper 5) (Schmidt et al., 2022). Without this organisational support for the individual
researcher, a real disconnect between workplace and individual can arise. Research becomes seen as
an individual pursuit unrelated to the organisation and its goals (Paper 3) (Schmidt et al., 2020b).

When considering research capacity building, the context for the individual learning must be
considered. Given the actual low base of research activity and research expertise in rural areas (Paper
2) (Schmidt et al., 2020a) research training generally needs to be introductory in nature, matched to
the learner’s needs, and supported by expertise from experienced researchers (Paper 3) (Schmidt et
al., 2020b). However while specific research experience may be lacking, many clinicians in rural New
South Wales have empirical existing research-relevant skills, so training may in fact be building on
existing project management or quality improvement skills (Paper 1) (Schmidt, 2016). This may mean
a multilevel training strategy (Sarre & Cooke, 2009) is necessary. Individual training needs can and
should be identified (Jones et al., 2003) allowing for training targeted at an appropriate level.

The team context

Given that Papers 2 and 3 (Schmidt et al., 2020a; Schmidt et al., 2020b) focused on the organisational
level and Papers 1, 4 and 5 (Schmidt et al., 2022; Schmidt, 2016; Schmidt & Kirby, 2016) described
individual level experiences or interventions, these studies provide fewer insights into the team
context. A supportive work team was an important facilitator of research (Wenke et al., 2020), and
the attitudes of colleagues within the work team can be a real and powerful structure that influences
rural clinicians undertaking workplace-based research. There is some evidence that research-
emergent and novice clinician researchers can make their own research networks to provide actual
team level support in a way that their workplace team may not (Paper 5) (Schmidt et al., 2022). Often
there is a vision that training the individual will in turn have an empirical impact in creating research
activity and an actual effect of upskilling their work team (King et al., 2022; Schmidt et al., 2022).



Developing researchers who work within a team is one part of the team context. Considering the
context in which teams as a whole can develop research capacity is another. In rural health workplaces
there is limited emphasis on research capacity building for teams of workers, again evidenced from
the studies included in this thesis. While team-based approaches have long been advocated (Cooke et
al., 2008; Janssen et al., 2013; Nelson & Morrison-Beedy, 2008), there have been limited numbers of
training approaches for teams in rural areas, with newer models planned but not yet fully operational
(Flenady et al., 2022b).

The organisational context

A large proportion of the research conducted within rural health organisations in New South Wales is
not conducted for or by these organisations (Paper 2) (Schmidt et al., 2020a). This empirical mismatch
between activity and ownership can result in the limited engagement of local staff within these
research projects, perpetuating the real perception that research is not something that rural health
organisations can do: the “too rural and too poor” view mentioned in Paper 3 (Schmidt et al., 2020b).
The perception of limited capacity is both a real outcome of the limited health research expertise
within rural health organisations (Taylor et al., 2005) and the actual difficulty accessing research
funding (Barclay, Phillips & Lyle, 2018), and is also a mechanism of limited research activity. This co-
occurring role of both cause and outcome again reflect a stratified reality: organisations that really
see themselves as incapable of undertaking their own research may actually engage with outside
organisations in a passive way, thus empirically limiting opportunities for research capacity building
within rural health organisations.

External partnerships are seen as a potential solution to the issue of limited access to research
expertise in rural areas (Schmidt et al., 2020b, Taylor et al., 2005). These collaborative approaches
across sectors including primary health, private, and tertiary education sectors, either formally or
informally, can actually help provide access to research knowledge and support vital for research
capacity development.

An important contextual element for those wanting to learn about research is the ability to access
practical support. This practical support may include empirical factors such as operational planning,
positional responsibility, (Paper 2) (Schmidt et al., 2020a) actual factors such as valuing and promoting
research endeavours (Paper 3) (Schmidt et al., 2020b) and real factors such as organisational
commitment (Paper 5) (Schmidt et al., 2022). Practical support may include actual creative solutions
as seen in the case study in Paper 1 (Schmidt, 2016), where research activity was incorporated into
routine work to offset an empirical lack of funding. Organisational support is a real enabler for
research retention and completion (Schmidt, Robinson & Webster, 2014) and other authors have
emphasised the value of actual practical organisational support, particularly in promoting and valuing
research activity as a component of research capacity building (Cooke, 2005; Cooke, Gardois & Booth,
2018; Sarre & Cooke, 2009).

The value placed on research in rural health organisations may vary between strategic and operational
levels (Paper 2) (Schmidt et al., 2020a). There may also be a mismatch between the organisational
language and actions concerning the value of research activity and research capacity building (Paper
5) (Schmidt et al., 2022), which creates a real and inhibitory influence on rural health staff. Where
improved research capability is desired in a rural area, a real perception that research is a low-value
individual activity actually inhibits the uptake of research opportunities and learning in research
(Paper 3) (Schmidt et al., 2020b). Demonstrating that research is valued is a key facet of research
capacity building (Cooke, 2005; Cooke, Gardois & Booth, 2018; Sarre & Cooke, 2009).



This real perception that research is an individual, rather than an organisational, activity can lead to
research activity being driven largely by the agency of individuals (Papers 2 and 3) (Schmidt et al.,
2020a; Schmidt et al., 2020b). In rural health organisations in particular this reliance on individual
agency as a primary driver of research activity empirically leads to a limited number of nursing and
allied health research projects (Paper 2) (Schmidt et al., 2020a).

Paper 5 demonstrated the ability to maintain research activity outside of the supportive structure of
training programs is reliant upon the individual agency of the worker (Schmidt et al., 2022). However,
there is a limit to how much individual agency can overcome structural limitations and a mismatch
between research capability and research capacity can lead to actual discontent (Schmidt et al., 2022).
Where rural health workers have foundational research skill, an actual lack of structured opportunity
to further these skills can have a real and inhibitory effect on levels of independence in research. While
receiving training in research has been shown to equip some health workers for ongoing research
activity, (Schmidt et al., 2022; Schmidt, Webster & Duncanson, 2019; Webster et al., 2011), this
training is important but not sufficient: supportive structures at the organisational level are still
required.

Understanding outcomes of research capacity building within New South Wales rural
health services

The second aim of this thesis was to understand the short and long-term outcomes of rural health
research training within rural New South Wales. Again, these will be explored under the structural
levels of research capacity building (Cooke, 2005; Sarre & Cooke, 2009), focusing on the individual,
team and organisational levels.

Individual outcomes

Rural health workers may be interested and willing to learn about and undertake research, however
this may be tempered by actual issues with individual research capability, as discussed in Paper 1
(Schmidt, 2016). Training programs, such as the RCBP described in Paper 4 and RRCBP examined in
Paper 5, have shown improvements for individual capability through an empirical change of research
experience (Schmidt & Kirby, 2016; Schmidt, Webster & Duncanson, 2019) and a range of actual
research-specific and transferable skills such as project management experience, enhanced critical
thinking, improved communication and improved confidence (Paper 5) (Schmidt et al., 2022).
Individuals report that seeing research making a difference to practice and policy provided real
validation for their decision to pursue research training (Paper 5) (Schmidt et al., 2022).

Close-to-practice research, such as that completed in experiential rural research programs described
in Papers 4 and 5 (Schmidt et al., 2022; Schmidt & Kirby, 2016), is a key enabler of capacity building
(Cooke, 2005; Sarre & Cooke, 2009; Webster et al., 2011). This research activity, along with the actual
changes in individual research capability, skill and experience amount to real-world research capacity
building (Matus, Walker & Mickan, 2018) and continue to demonstrate that individual training can
have actual capacity building outcomes (Webster et al., 2011).

Outcomes for teams



There were few team level outcomes described in the Papers 1-4. Paper 5 indicated that building a
more capable, confident and skilled worker as a result of research experience and research training
has actual and real team benefits, with improved evaluation rigour, raised profile of research within a
team and retaining a skilled workforce (Schmidt et al., 2022). Changes in research capacity within the
individual’s immediate work team is necessary, given that actual research capacity in rural teams is
perceived as being lower than in their metropolitan counterparts (Raschke, Bradbury & Yoxall, 2022).

It is plausible that this team research capacity or organisational research capacity may be cumulative,
with the collective individual capability outcomes contributing to team and organisational level
capacity.

Organisational outcomes

Some of the outcomes for organisations that result from research training as described in Papers 3, 4
and 5 include empirical outcomes such as increased research activity within rural health organisations,
dissemination of research findings, demonstrable leadership and the establishment of partnerships
(Schmidt et al., 2022; Schmidt et al., 2020b; Schmidt & Kirby, 2016). These outcomes have been
evidenced elsewhere (Mcintyre, Brun & Cameron, 2011; Webster et al., 2011).

Ensuring that research is actually valued and supported at multiple levels of an organisation can lead
towards a research-supportive culture (Paper 2) (Schmidt et al., 2020a). Research training can also be
important for rural health organisations in creating a positive research culture. Research culture is
often measured by self-report (Holden et al., 2012; Matus et al., 2019; Raschke, Bradbury & Yoxall,
2022). There is opportunity for future ethnographic study to better understand the development of a
research culture within rural health teams and their respective organisations.

From an organisational point of view research training can be viewed as an actual investment rather
than a cost burden, as discussed in Paper 1 (Schmidt, 2016), if the organisation acknowledges that
retaining experienced staff whilst improving policy and practice (Paper 5) (Schmidt et al., 2022) is an
actual and real return on that investment. Furthermore, rural health organisations that have clinicians
trained in research skill can see those clinicians with research experience empirically act as mentors
and resource people within the workplace. In terms of stratified reality, these individuals have
capability as an outcome of a capacity building endeavour, whilst act as an enabling mechanism of
research activity by assuming the roles of researcher, resource person and mentor.

Synthesis and new generative mechanisms

The third aim of this thesis was to use this new understanding of short and long-term outcomes in
context to reveal generative mechanisms that underlie research capacity building for the rural
workforce. As described in the methods section (Chapter 3), the development of these mechanisms
was both an iterative and an intuitive process of constant questioning and integration of stratified
reality, structure and agency. The researcher’s position as an embedded insider of the New South
Wales rural health system with deep knowledge of the research capacity building process provided a
robust foundation from which retroduction could be applied. Using “creative imagination” (Bhaskar,
2008b), the synthesised contexts and outcomes were explored, and explanatory mechanisms were
hypothesised, checked for coherence and logic, and refined through a number of repeated cycles. A
suite of proposed mechanisms were derived as a result. A summary of the mechanisms arising from



this synthesis are expressed as CMO chains in Table 3, with Figure 15 demonstrating the logical flow
of ideas inherent from Context to Mechanism then Outcome.

In this
circumstance

Figure 15: The logical flow of context, mechanism and outcome

Table 3: Generative mechanisms of research capacity building in rural health workplaces expressed as Context, Mechanisms

Outcome (CMO) chains

Context

In rural health services

Where individual and
organisational rural research
capability exists

Viewing research as an individual
activity

Rural health workers with an
interest in research are seeking to
build on their existing skills, and
seek an introductory level of
education and support by experts
in research

Where there is little funding to
create formal partnership
arrangements

When research capacity building
activities occur in rural health
services

Where research capacity building
programs are designed to upskill
individuals

When undertaking research
capacity building with rurally-
based health workers

Where introductory research
training has been undertaken

Mechanism

A perception that the
organisations are “too rural and
too poor”# to undertake research

Limited operational planning for,
organisational prioritisation of,
and valuing of research

A disconnect between individual
and organisational research
priorities

Limited access to research
expertise in rural health services

Informal collaborations based on
existing relationships

The experiential nature of
research capacity building
programs used in rural Australia

Training delivered at an individual
level

Structural solutions such as the
design of program, creative ways
to enable protected research
time, and strategic engagement
with the hosting organisation
Limited opportunities and
structural inhibitors

Outcome
Limited research activity

Limited engagement with
research and a reliance on
individual agency as a primary
driver for internal research
activity

Research seen as being of low
organisational value

A need for collaborative
approaches where health services
and training organisations,
research units and universities
create mutually beneficial
relationships

Collaborations that are
contingent upon goodwill,
flexibility and mutual goals

Builds individual skill, increases
research activity, and produces
research that changes practice
Produces changes primarily at the
individual level and primarily in
capability, with fewer team and
organisational benefits

Can overcome some of the
inherent limitations which include
a small, dispersed workforce, lack
of organisational support and
limited funding

Reinforce that individual skill
development is important, but



not sufficient for ongoing
independent research
# (Schmidt et al., 2020b)

Perceptions and beliefs can exert influence (Cochran-Smith et al., 2014), and in a critical realist sense
are therefore real. In rural health services a real and underlying perception that the organisations are
“too rural and too poor” to undertake research can lead to empirical limited research activity (Paper
3) (Schmidt et al., 2020b). Beliefs can, at an organisational level, stifle new approaches (Lawani, 2021)
and this appears to be real for rural health research. Belief and knowledge can intersect as
explanations of the social world (Vincent & O’Mahoney, 2014), and in this instance there is some
evidence that when considering research grant funding, at least, rural organisations are empirically
disadvantaged (Barclay, Phillips & Lyle, 2018). However, it is the real perception that rural health
organisations are inherently incapable to undertake research that is a key driver of low levels of
research activity.

While research capability is an important part of research capacity within rural health services, limited
operational planning for research, low organisational prioritisation of research, and a perceived low
organisational valuing of research directly are real factors that impact on engagement with research.
This limited engagement with research at an organisational level can lead to a reliance on individuals
to drive research activity. Organisational leadership and valuing of research are key elements of
research capacity building (Cooke, 2005; Cooke, Gardois & Booth, 2018; Sarre & Cooke, 2009). In rural
New South Wales, Australia, there was empirically a clear gap identified in organisational planning for
research (Paper 2) (Schmidt et al., 2020a) and this real lack of operational responsibility, and by
extension organisational ownership, that leads to a reliance on individual agency to undertake
research.

This real reliance on individual agency leads to research being seen as an individual activity that is
disconnected from organisational research priorities, which in turn creates the impression that
research activities are of low organisational value. The alignment between individual and
organisational priorities for research is critical, given that an actual lack of organisational support will
lead to limited research activity (Paper 5) (Schmidt et al., 2022) and is a potential cause of withdrawal
from research training programs (Schmidt, Robinson & Webster, 2014).

As previously highlighted in Paper 3, the limited research expertise in rural health organisations
(Schmidt et al., 2020b) is an actual mechanism leading to a real need for collaborative approaches to
provide both introductory research education and expert support for research. Collaborative
approaches are essential for providing access to expertise, particularly when the rural context is
considered (Walsh et al., 2021; Wenke et al., 2018; Wong Shee et al., 2022).

Rural partnership arrangements are often relationship-based (see Paper 4) (Schmidt & Kirby, 2016)
and are actually contingent upon goodwill, flexibility and mutual goals. Mutual goal-setting is an actual
and important part of collaborative approaches to research partnerships (Nystrém et al., 2018) and in
rural areas these relationships can be effective where the goals of the workplace and the learning
institution align (Paper 3) (Schmidt et al., 2020b).

When training in research occurs in rural areas the experiential nature of training programs used in
rural New South Wales, as described in Papers 4 and 5 (Schmidt et al., 2022; Schmidt & Kirby, 2016),
empirically builds individual skill, increases research activity, and produces research that changes
practice. Experiential learning aligns closely with adult learning principles (Dernova, 2015; Knowles,
Holton & Swanson, 2005), and the outcomes described in this thesis also align with the goals of the



research trainees who seek to make a positive contribution to their community and workplace whilst
building their own skill (Schmidt et al., 2022).

As seen when exploring the outcomes of rural research training, training programs designed to upskill
individuals which are delivered at an individual level lead primarily to individual outcomes, with fewer
team and organisational benefits. It must be noted that often the tools used to empirically assess
outcomes, such as the research spider (Smith et al., 2002) which is commonly used in assessing
research experience (Harding et al., 2010; Schmidt, Webster & Duncanson, 2019), are aimed at the
individual level so could fail to identify actual team and organisational outcomes that might also occur.
Raschke et al (2022) posits that team research capability and culture are less well developed in rural
areas than individual or organisational capability (Raschke, Bradbury & Yoxall, 2022) and thus an
avenue for future research capacity building in rural areas should focus on team approaches as have
been trialled elsewhere (Cooke et al.,, 2008; Nelson & Morrison-Beedy, 2008; Priest et al., 2007,
Whitworth, Haining & Stringer, 2012).

When delivering rural research education some of the inherent empirical and actual limitations of
rural research education, such as a small, dispersed workforce, lack of organisational support and
limited funding, can be accommodated by actual structural solutions such as the design of program
(Paper 4) (Schmidt & Kirby, 2016), creative ways to enable protected research time (Paper 1) (Schmidt,
2016; Wong Shee et al., 2022), and strategic engagement with the hosting organisation (Paper 4)
(Schmidt & Kirby, 2016; Wong Shee et al., 2022).

Where introductory research training has been undertaken, as described in Chapter 5, limited
opportunities to use these skills and structural inhibitors such as a lack of time and resources, reinforce
that individual skill development is important, but not sufficient for ongoing independent research.
This, perhaps, demonstrates the difference between research capability, and research capacity;
trained clinician-researchers could undertake independent research, but this does not mean that they
can undertake independent research.

It may be hypothesised that research training might be a mechanism to increase individual agency and
increase research activity across organisation from grassroots level. This may have a cumulative effect
where multiple research-capable individuals with high levels of agency could influence research
capacity.

Testing research capacity building theory

The proposed mechanisms developed within this thesis were discussed with two experienced
researchers with responsibility for research capacity building. This approach of drawing on expertise
to examine proposed mechanisms is a means of testing these proposed mechanisms for coherence
(Kempster & Parry, 2014). This iterative process led to refinement of the mechanisms and the
corresponding CMO chains.

A second process for testing these proposed mechanisms from this thesis was to compare them to
the mechanisms of research capacity development proposed by Cooke, et al., (2018) in their realist
synthesis (see Table 4). In some ways the mechanisms described by Cooke et al (2018) represent a
‘best evidence available’ model, one that is unencumbered by the constraints of the rural
environment. Thus, this level of testing allows a comparison of “what is” in the rural environment of
New South Wales, to “what could be” in Cooke, et al’s (2018) model. Demonstrating concordance
between the two models confirms that these proposed mechanisms derived in this thesis display
coherence, whilst allowing an exploration of the rural and non-rural differences of the two models.



Table 4: Emerging mechanisms from this thesis contrasted with mechanisms of research capacity development proposed by
Cooke et al (2018)

Research capacity building Mechanisms of research
mechanisms capacity development ?
A perception that the
organisations are “too rural and
too poor” to undertake research

contrasts with Modelling positive behaviours

A limited amount of research
expertise in rural areas
Limited operational planning for,
organisational prioritisation of, contrasts with Signalling importance
and valuing of research
A disconnect between individual
and organisational research

riorities , .
P contrasts with Exceeding the sum of the parts
Limited opportunities and
structural inhibitors
Informal collaborations based on . . Exceeding the sum of the parts
. . . aligns with .
existing relationships Coproducing knowledge

The experiential nature of training
programs used in rural Australia
that build individual capability,
increases research activity, and
produces research that changes

practice
Structural solutions such as the
design of program, creative ways
to enable protected research aligns with
time, and strategic engagement

with the hosting organisation
@ Cooke et al 2018

Learning by doing
aligns with Feeling that you are making a
difference

Releasing resources
Liberating the talents

Of note, the areas where the mechanisms proposed in this thesis contrast with those of Cooke et al
(2018) is in role modelling, signalling importance (where individuals see that engaging in research is a
valued part of the organisation’s business) and exceeding the sum of the parts. In the rural context, a
shortage of rural researchers and organisational commitment lead to limited role modelling and
limited visibility of research (Papers 2 and 3) (Schmidt et al., 2020a; Schmidt et al., 2020b). This
contrast highlights that rural and metropolitan approaches to research capacity building differ due to
important structural influences, such as geographical spread of the workforce, availability of research
experts and ability to access to research funding. While the increasing the number of rural researchers
is a long-term solution, rural health organisations can influence other elements such as increasing the
visibility of research and signalling its importance within rural health organisations.



Chapter 7: Discussion

The aims of this thesis were as follows:
1. To describe and understand the contexts in which rural health research training occurs.

2. To understand both the short and long-term outcomes of research capacity building
endeavours in the rural health workplace.

3. To use these short and long-term outcomes in context to understand the mechanisms at play
in the education of research for the rural workforce which have led to the kinds of outcomes
we see.

4. To develop general principles to guide the development of rural research training programs.

In addressing these aims, this thesis allowed the development and testing of generative mechanisms
that explain “why things are as they are” in research capacity building in rural health services, using
the public health system in rural New South Wales as an exemplar. In this discussion chapter these
mechanisms of research capacity building in rural health services will be further explored. To help
build understanding, the same structure that was used in the background section is used, revisiting
the following in light of these new mechanisms:

o Approaches and models used to train, educate and increase capacity in research in rural
health workers

o Underlying educational philosophies underpinning approaches used to train, educate and
increase capacity in research in rural health workers

o Educational content taught in rural research training
o Who has been targeted for rural research training, and where they are targeted

The purpose of revisiting these points is to contextualise these proposed mechanisms into the existing
literature and to develop useful recommendations for others with an interest in research capacity
building. For clarity, mechanisms developed in this thesis have been italicised throughout the
discussion, and for ease of reading may be reworded or referred to in part rather than presenting the
entire mechanism.

Approaches and models used to train, educate and increase capacity in research in rural health
workers

The idea of embedded researchers, academic researchers based within rural health services, is one
that provides a number of solutions to problems within rural organisations (Moran et al., 2019). Given
the challenges associated with attracting and retaining rural academics (Ndebele, Muhuro & Nkonki,
2016), the idea of creating research-capable rural health workers that function as clinician-researchers
is an appealing one.

Based on the understanding of context from Chapter 4 and the analysis in Chapter 6, there is no single
model of research capacity building that can be applied across rural environments. This thesis has
examined research training programs built on a capacity building framework (papers 4 and 5) (Schmidt
et al., 2020a; Schmidt et al., 2020b) within the New South Wales context. Other programs also aim to
build elements of research capability such as experience and research skill, or increase both research



capability and research capacity in individuals (Aggarwal et al., 2011; Awaisu et al., 2015; Back-
Pettersson et al., 2013; Harding et al., 2010; Jones et al., 2003).

Regardless of the format of the capacity building endeavour there are fundamental elements of
education that should be included, commencing with ensuring educational and capacity building
approaches have an experiential learning component. Research capacity building programs are most
effective when they are experiential (Cooke, Gardois & Booth, 2018). This experiential element
extends the learning experience from building capability to building capacity, simply by the act of
doing. From a learning point of view, ‘doing’ demonstrates a greater level of expertise than ‘learning
about’ (Williams et al., 2016).

Independent of the chosen educational or capacity building model, those looking to build research
capacity need to account for the unique characteristics of the rural environment. This means providing
education or capacity building that accounts for context; i.e. the organisation’s goals, the individual’s
position within the organisation and the willingness of the organisation to support the individual. That
support needs to be tangible through funding or another means to allow protected time for research
to be undertaken. The model may need to be designed with a structure that assists learners in
overcoming rural or remote challenges, which could include careful consideration of program design
to reduce isolation for learners (Paper 4) (Schmidt & Kirby, 2016). Peer support which can reduce
isolation is associated with completion of a researcher training program in rural areas (Schmidt,
Robinson & Webster, 2014).

Another form of support is access to expertise. As there is limited research expertise within rural health
services, a capacity building approach must include partnering for this expertise. Partnering may be
internal to access expertise within the organisation or with an external partner such as a university,
but must be mutually beneficial and without the rural health organisation ceding control of the
direction of the research (Paper 3) (Schmidt et al., 2020b). In a rural environment, there is a need for
creative approaches to accessing expertise, and maximising the value in existing relationships using a
collaborative approach is a logical means of extending support.

Underlying educational philosophies underpinning approaches used to train, educate and increase
capacity in research in rural health workers

The use of a clear educational philosophy is a logical, but sometimes overlooked, component of
research capacity building literature. However, underlying educational philosophy did not emerge as
a causative mechanism within the analysis included in this thesis. Health research education programs
are commonly led by health researchers who have extensive experience in health research but may
not have a background in education. It may be that explicitly stating an educational philosophy is not
seen as important to program coordinators, who see the philosophy as implied or embedded and not
needing to be explained. It may also reflect a larger reluctance for the education sector to embrace
evidence-based foundations, unlike the way that health services have moved to clinical practices
based on research evidence (Goldacre, 2014). There is sufficient evidence in the literature to
demonstrate the success of models built on capacity building principles at building health research
capacity (Cooke, Gardois & Booth, 2018; Schmidt et al., 2022; Schmidt & Kirby, 2016; Schmidt,
Webster & Duncanson, 2019; Webster et al., 2011), and this is a logical place for such educational
endeavours to begin. Ensuring that educational foundations are clearly described in health research
capacity building literature would allow future exploration of foundations other than capacity building
principles and the resultant outcomes of applying these educational approaches.



Educational content taught in rural research training

Alongside this experiential component there is a need for targeted education. This education should
be needs-based. Given the limited critical mass of research expertise in rural areas this education is
likely to be introductory research methods. However, maximising the use of existing skills, or
“liberating the talents” (Cooke, Gardois & Booth, 2018) may mean that education builds on existing
skills rather than assuming all rural staff are commencing their research experience as absolute
novices. To establish that education is needs-based, an assessment of learning needs should inform
educational approaches.

One feature of the existing literature is the limited number of research capacity building approaches
that publish the educational content used within their programs, with a minority (Flenady et al.,
2022b; Harding et al., 2010; Schmidt & Kirby, 2016) featuring an outline of educational content in their
publications. Whilst some organisations may have concerns over intellectual property when sharing
full curricula, an understanding of the scope of content covered within programs would be assist those
looking to establish research capacity building approaches.

Who has been targeted for rural research training, and where they are targeted

Selecting individuals for research capacity building opportunities should be a pragmatic decision
weighing up the passion of the individual and the needs of the hosting organisation. A committed and
enthusiastic individual may become an independent researcher given the right support. It isimportant
to remember that delivering training at the individual level will produce primarily individual level
outcomes.

There remains limited amount of research evidence of using a team approach to research capacity
building, yet a team approach to research capacity building does present as a structural solution to
address the risk of isolation for rural health workers undertaking research. By training in teams there
is also potential to maximise existing expertise with a rural team, or “liberating the talents” (Cooke,
Gardois & Booth, 2018)

One of the risks for training organisations is to assume all rural health workers can and should receive
training in research. While there is merit in all rural clinicians being informed consumers of research,
knowing how to understand and use research as part of evidence-based practice does not mean that
all rural clinicians need to be capable of undertaking a research project.

Within the setting for this thesis

Within the New South Wales context, the solution to a shortage of rural research activity and expertise
has been to develop interested rural clinicians into research-capable clinicians, or clinician-
researchers. There is evidence that providing an experiential learning experience via a research
capacity building program can create research experience (Schmidt, Webster & Duncanson, 2019) and
potential for ongoing research activity (Schmidt & Kirby, 2016). That potential, this capability, can be
realised with supportive structures, or stymied where organisational barriers prevent this capability
being actualised into research activity (Schmidt et al., 2022).



Transforming research interest into research capability and research capacity involves several key
steps, the first of which is identifying those interested in research. Shorter duration programs covering
aspects of the research process, such as a systematic review course (Harding et al., 2010) can be of
value in themselves, and may also identify those with an interest and aptitude for further research
development. Those interested in further developing research capability can then be supported via an
experiential program at the level of research engagement that suits the needs of the learner and the
hosting organisation. It is incumbent upon those providing research education to deliver educational
opportunities at the level required by the learner, rather than a generic approach. This approach will
identify those with an interest in research and assist them in taking their next steps in building
research capability. While this approach can identify and enhance those who want to do research, it
does risk overlooking those who should do research. Systems that identify the interested parties can
also be used to introduce research to those with responsibility for research but not an interest.

In addition to formal learning, research capacity can be enhanced through peer learning, with those
who have research experience taking a role in building research activity and capacity with those
around them (Schmidt et al., 2022). Learning about research by interacting with others who are
undertaking research can be a form of cultural constructivism (Schmidt & Kirby, 2016; Stauffacher et
al., 2006), where the development of a sense of belonging in the world of research is constructed
through interaction and immersion, as well as activity and education. Connecting research capable
and research interested individuals is a means of providing a supportive environment.

Extending that capability into research capacity is more than an educational endeavour (Grundy &
Johnston, 2003). While experiential learning is key to developing research capacity (Cooke, Gardois &
Booth, 2018; Schmidt et al., 2022), structural changes in terms of supportive structures (Schmidt et
al., 2020b) and meaningful opportunity to conduct research post-training (Schmidt et al., 2022) are
essential for individual capability to become capacity. This addresses the limited opportunities and
structural inhibitors that prevent the transformation of research capability into research capacity. In
essence, an organisation committing to developing a rural health worker into a clinician-researcher is
implicitly making a similar organisational commitment to creating conditions in which a clinician-
researcher can function as both clinician and researcher, if this development is to be successful. This
combination of “smart and motivated people positioned in supportive environments that allow(ed)
them to ask hard questions and pursue hard problems” is the key to success for clinician-researchers
(Jain et al., 2019).

As a health system the focus has often been on developing the motivated individual without the
accompanying supportive environment (Grundy & Johnston, 2003). Recent research on clinician-
researchers in rural health has started to shift this focus (Fry & Dombkins, 2017), ensuring supportive
structures and access to infrastructure accompany the learning process. Delivery of research capacity
building programs or approaches by those internal to the health system may influence the
development of these supportive environments in a way that external education providers cannot.
While informal relationships are a cornerstone of rural collaboration, training providers from outside
the health system may need to partner with rural health organisations in a formal way which ensures
that training support is underpinned by formal agreements in addition to reciprocity and mutual
respect (Schmidt et al., 2020b). Continuity is important to building relationships, and consistent long-
term offering of a research capacity building program as seen in Paper 5 (Schmidt et al., 2022) adds to
this continuity.

Extending this concept of organisational commitment to the developing researcher by way of a
commitment to a supportive environment, there needs to be an accompanying commitment to
ownership of research direction and activity. As discussed in Paper 2 (Schmidt et al., 2020a), there



needs to be an operational responsibility for research. In Paper 3 it was highlighted that aligning
individual research effort to organisational direction is needed (Schmidt et al., 2020b). The provision
of a clear research direction for the rural health organisation, one that is signalled as important (Cooke,
Gardois & Booth, 2018), will allow clinicians to align their own research agenda to that of their hosting
organisations. Having specific research directions within an organisation can allow external education
partners to align teaching goals and processes to this direction. This will allow effective partnering
without the public health organisation ceding control of the direction of research activity and
education (Schmidt et al., 2020b).

Organisations can also commit to developing researchers by moving away from emphasising urban-
centred research conducted in rural areas which does little to enhance research capacity in the rural
workforce. Ensuring urban-developed research has a rural individual as part of the project team will
bring rural staff into contact with experienced researchers, an example of a strategy to maximise the
rural benefit of this level of research activity (Paper 2) (Schmidt et al., 2020a). Other models such as
embedded researchers may also provide a more engaged organisation (Moran et al., 2019; Wenke et
al.,, 2017; Wolfenden et al., 2017). Similarly, a more egalitarian funding model that emphasises
partnerships may provide greater capacity building potential (Auld et al., 2018).

Lastly, organisations can address the “too rural and too poor” perception by adjusting the way in which
they perceive and value research. Structures such as the hierarchy of evidence (Evans, 2003) and the
way in which small-scale clinician-led research has been gradually subsumed by larger research driven
by networks (Murdoch, 2009a; Murdoch, 2009b) may have led rural organisations to view smaller,
clinician-led projects to be of little or no value. Supporting, acknowledging, valuing and celebrating
these smaller projects, or as Cooke et al (2018) expressed, signalling importance, are important
organisational approaches that can add to real-world research capacity. This research capacity, while
small-scale, can become a foundational building block upon which future research capacity is built.
Where organisations are supported with a training program, promoting the visibility of the program,
publishing and promoting the results of studies to profile the clinician researchers and their research,
and acknowledging the system-wide value and contribution of the program are all ways in which
organisations can signal importance.

Transforming the research which happens in rural areas requires a systematic approach that goes
beyond research education for rural health workers. For those in settings other than New South Wales,
consideration of the unique characteristics of their rural environment and health service is necessary.
In New South Wales the combination individual health districts with a centralised “system manager”
(New South Wales Government, 2023) presents an opportunity for an educational body within the
central system to interact with and influence the individual rural organisations. Australian states with
a greater or lesser degree of centralisation will have different challenges. Internationally the
difference in health funding models and health system structures should also be acknowledged.

Given these differences, the following recommendations are intentionally broad to allow
consideration and adaptation to a wide range of settings.



Recommendations

The final aim of this thesis was to develop general principles to guide the development of rural
research capacity building programs. Drawing from the mechanisms outlined above, and considering
the unique challenges associated with rural health research, the following recommendations are
made:

Recommendations for research capacity building in rural areas

Those delivering rural health research education should carefully consider the key elements as follows:

For the individual:

Systems should be implemented to identify research-interested individuals whose research interests
match the health organisation’s research plan. Offering short training courses on research related
topics like systematic reviews or evidence-based practice can be a way of identifying these individuals.
An assessment of the learner’s individual needs, the characteristics of the team in which the learner
operates and levels of organisational support should be undertaken. This assessment is required to
ensure that training matches the learning needs of the individual, delivers this education in a way that
is appropriate to the learner’s context and ensures the organisation is capable of, and willing to, create
an environment in which the development of research capacity and activity can occur.

For teams:

Rural research training should, in addition to building individual capability and experience, integrate
skills for teamwork and relationship building into learning experiences. This will emphasise the
importance of researching in teams and the value of collaborative relationships.

Specific research training for teams that is developed, trialled and evaluated is a strategy that can be
implemented.

For organisations:

Rural health organisations should have a clearly defined and communicated research plan that
explicitly includes investment in research capacity building and that will allow researchers and training
organisations to align their activities and goals for mutual benefit.

Dedicated roles and resources via a research office that ensures ongoing coordination and
commitment by senior leaders within the health organisation to ensure capacity building is
progressing in line with organisational planning.

Formal partnership arrangements between the organisation in which the trainee works and any
external partnering body should be implemented to develop structures to support the development
of research capacity.

For educators:

Training in research methods should be underpinned by capacity building principles, as the short and
long-term outcomes for programs built on this platform are evidenced within the literature (Cooke,
Gardois & Booth, 2018; Schmidt et al., 2022; Schmidt & Kirby, 2016; Schmidt, Webster & Duncanson,
2019; Webster et al., 2011). If another specific educational theory is applied, this should be explicitly
named to allow future study of the outcomes from alternative educational theories. Training could be



tailored to needs of groups or individuals and timed to maximise applicability to any research being
undertaken.

Peer support, mentoring and supervision aspects are critical. The risk of social isolation for rural
researchers can be mitigated by developing opportunities for connection between research capable
people within and beyond any research capacity building program. These connection processes can
be extended to link those with a research interest to those with research capability.

Given the importance of informal relationships, continuity and consistency in training delivery is
needed. The design of research education can provide this continuity by avoiding short-term funded
projects and favouring long-term partnership-based approaches.

Recommendations for further research

This thesis has considered factors at three of the four structural levels of capacity building; individual,
team and organisational (Cooke, 2005). Additional research considering the supra-organisational
level, that is system-wide and policy factors, again from a critical realist perspective, would add
another layer of depth in addition to the levels explored in this thesis. This would be possible only in
a program or programs that have been running for a sufficient length of time for outcomes of this type
to be realistically achieved; the study in Paper 5 focused on a period of five years or greater post-
training and this would seem a minimum time for change at the supra-organisational level.

While strategies to build research capacity within teams in rural areas are a logical application of
capacity building principles, there is not yet compelling research evidence of the effects of research
capacity building strategies for teams. Development and trialling of a team-level rural research
capacity building is a realistic future direction for research in this area.

While valid measures of research culture are available (Holden et al., 2012) and have been used to
gauge research culture in rural areas (Raschke, Bradbury & Yoxall, 2022), these measures are
guantitative in nature. To understand culture in healthcare, an ethnographic approach is both viable
and valuable (Jones & Smith, 2017; Watson, 2012). An ethnographic study exploring the impact on
research culture within in a team as a result of training individuals in research would provide valuable
insights, and could be incorporated into a critical realist perspective (Gatenby & Rees, 2014).

As more rural research programs emerge and develop, the same process of exploring Context,
Mechanism and Outcome could be applied within and across a community of practice of rural research
capacity program managers, leading to collaborative undertake research on rural research education
across multiple rural and remote settings.

There has been no economic or impact evaluations of rural research capacity building programs. This
is in part due to the complexity outlined throughout this thesis and the difficulty in measuring the
opportunity cost of taking no action. A nuanced economic evaluation of a capacity building program
for rural areas may add insights about the longer-term value of investment in research capacity
building from a business perspective.

Strengths and limitations of this thesis

Size of the samples

Rural health services are often characterised by small numbers of health researchers. As a result the
studies comprising this thesis draw from small samples, which may be considered a limitation,



although the size of these studies are consistent with similar studies in this field. The single case study
used in Chapter 1 approach comes with concerns about generalisability consistent with its design if
viewed from a positivist perspective (Ackroyd & Karlsson, 2014). In realist studies case study design is
viewed as a crucial tool for the development of knowledge (Ackroyd & Karlsson, 2014), and are a useful
tool for testing theory (Lgkke & S@rensen, 2014). The studies examining program outcomes in Chapter
5 draw from small populations. While the studies themselves have samples representative of their
trainees, it is acknowledged that these are small programs. The studies in Chapter 4 included only a
single rural organisation. It should be noted this organisation is typical of many large rural health
services within NSW.

Insider perspective

The researcher’s position, my position, is as an insider who works in rural health research. This
positioning can be viewed as both a strength and limitation of this thesis. This insider perspective and
my knowledge of research training in a rural area informed the design of the studies in this thesis. It
also created opportunity, with the studies contained in Chapter 4 possible due to being known as
someone knowledgeable in rural health research issues. This knowledge and understanding allowed
for nuanced exploration of issues raised in interviews and focus groups. My experience in this area
allowed me to have the expertise to apply retroductive processes and develop explanatory
mechanisms of ‘why things are as they are’ using critical realism (Stutchbury, 2022). Offsetting these
strengths is the limitation inherent with the personal biases that | bring as a researcher. Reflexive
practices and consistent application of bracketing were used to enhance the rigour of this thesis.

Pragmatic and disparate data sources

This thesis brings together several studies that intentionally span different organisations, research
types and data collection methods. These approaches were all appropriate choices for exploring the
research question for the individual studies as evidenced by their publication. This diversity of source
and approach is a strength of this thesis and combining these as a single body of work in this thesis is
made possible by the use of critical realism, which embraces diversity in research methods.



Chapter 8: Conclusion

Accessible research education is important but not sufficient for developing rural clinicians into
clinician-researchers. Post-training organisational support is essential to transform research capability
into research capacity. Structural supports are needed within rural health organisations, including
organisational commitment to create environments in which rural health workers can learn about
research, develop research experience and opportunities to undertake research. It is this combination
of research training and supportive environments that will lead to optimised rural research capacity.

This thesis has explored research capacity building in a rural environment. Rural health research
training is a complex process that occurs in a complex and evolving context. At the organisational level,
rural health organisations can positively impact research capacity building by addressing structural
impediments to research training and research activity, which include limited operational planning for
research and limited opportunity for research capable individuals to undertake research post-training.
Research capacity building operates in a learning context where decision-making about targets for
training and approaches to research development are influenced by limited resourcing, available
supports and existing collaborative relationships, but awareness of these limitations can allow
organisations to make change to develop structural responses to them.

Individual research training using an experiential learning process by training in the workplace,
engaging the hosting organisation, embedding and normalising research as an activity for rural health
workers, and providing supports from peers, mentors and supervisors provides short-term outcomes.
These outcomes include increased research capacity, activity and capability, along with the potential
for future cooperative research activities. Research capacity building contributes to staff retention,
sees research that influences policy and practice, and raises the profile of research within teams and
organisations.

Articulating these outcomes and context reveals a range of the mechanisms at play in the education
of research for the rural workforce. These mechanisms include prevailing attitudes of being “too rural
and too poor” to undertake research, limited organisational valuing of research and a disconnect
between individual and organisational research priorities, along with a limited amount of access to
research expertise in rural health services. These inhibitory mechanisms are countered by the use of
existing relationships to build informal collaborations based on goodwill, along with actions to negate
or eliminate these inhibitory mechanisms. Further structural solutions such as the design of program,
creative ways to enable protected research time, and strategic engagement with the hosting
organisation are important aspects of research capacity building.

Developing and delivering rural health research training should emphasise collaboration and
teamwork, within teams and organisations to maximise the use of existing expertise, as well as
strategic partnering between health organisations and external education partners. Capacity building
endeavours should carefully consider the learner context and commit to long-term relationship-based
approaches to rural research training programs. Capacity building approaches delivered by educators
within the public health system have the potential to influence the learning environment to provide a
support space for clinicians to become clinician-researchers.

The past has shown that individual level interventions have driven individual level outcomes. There
are important but missing opportunities to maximise the potential to move from individual capability
to individual and organisational research capacity in rural health organisations. Considering and



addressing structural supports will not only inform the next stage of organisational investment but
will maximise the benefits in rural research capacity building.

Looking back, it's clear we
|~ have had some lessons to
learn.

But having looked back,
we can now look forward.
And it looks good!

Figure 16: Looking forward, having looked back
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Appendices

Appendix 1
Cartoonography: a novel approach to qualitative data analysis

Abstract: The use of visual approaches for data collection and data representation in qualitative
research is well accepted. Less familiar are approaches using visual approaches as a form of data

analysis.

This paper introduces the use of cartoonography, the process of mapping or outlining concepts using
cartoons, as a novel qualitative data analysis method. The role of this method in the context of other
visual approaches is discussed. True to the process of cartoonography, visual methods are employed

throughout to demonstrate this analysis method.

Keywords: Qualitative analysis, cartooning, visual analysis



Ah. There you are.

Yes! It's full of
cartoons!

You can't do a paper
full of cartoons!

What did you want to
see me about?

My paper about a
novel approach to
qualitative data
analysis?

These ones?
Yes. Yes itis.




Because it's SCIENCE,
man! You can't just
put cartoons in there!

I knew you'd see
sense!

But... on the other

The use of drawings for data
collection in qualitative research is
not new at all. (Kearney & Hyle, 2004,
Cheung, et al, 2016)

Hey! What were those
Referencing. Anyway,
as | was saying...




And we have been using
graphs and charts to
visualise data for years,
since last century
even! (Duplass, 1996)

Now don't you start
about pie charts again!

Ah, but this is about
analysis, isn't it?

Yes, and using
drawing as a form of
analysis is also not
new.

But... cartoons? Qualitative analysis
is about taking information such as
experience and reconceptualising

jt to create a new understanding!

Even if it's just rough
sketches. (Walny, et
al, 2015)

Conceptual models,
flow charts, charts
and so on (Ecob,2012)

Take concept maps
for example.

(Canas,et al, 2005,
Wilson,et al,2015)




Reconceptualising and
creating a new understanding
is why comics or cartoons are
‘used as a form of art therapy.
( Mulholland, 2004)

So, you're saying YOU use cartoons as
a way of analysing data, by taking what
you see, hear and read and by drawing
these you arrive at a new
understanding?

It all sounds a bit
vague to me.

If you're interested, van
Leeuwen & Jewitt edited
a useful book on visual
analysis in 2004,

Even in military
applications! (Axe,
2011)

Yep. Must just
be how my brain
works!

Here, have
a look.
I've drawn the
process.

Didn't talk about
cartoons though.




One last question...

But I've never even SEEN
this approach before!
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