Editorials

Developing middle-ground research to support
primary care transformation

Healthcare systems across the world are
facing common challenges relating to
changing demographics, and in particular
ageing populations. In the UK multimorbidity
is a key common denominator in frailty
in older people, and health inequalities in
younger age groups.'? There is substantial
divergence in how the four nations of the
UK are responding to this challenge.® In this
editorial we describe the Scottish approach
to primary care transformation and how
better evidence to support transformation
can be generated in countries undergoing
healthcare reforms.

PRIMARY CARE TRANSFORMATION IN
SCOTLAND
The Scottish Government has recently
embarked on an ambitious journey to
transform the health and social care system,
with primary care at the heart of this.*®
Numerous new models of primary care are
currently being piloted, and an evaluation
is being undertaken by the Scottish School
of Primary Care (a consortium of Scottish
universities with a strong track record in
academic primary care). Following the
abolition of the Quality and Outcomes
Framework in Scotland in 2016, a new
Scottish GP contract will be rolled out in
2018 and will include a fresh approach to
quality improvement with a requirement for
GP practices to work in Quality Clusters. The
clusters are expected to lead both healthcare
quality improvement focused on local needs,
and the engagement of GPs in the wider
integration agenda.®

These radical changes in Scotland are
underpinned by the Chief Medical Officer’s
(CMO) vision for ‘realistic medicine’, with the
key principles of:’

e moving towards shared decision making;
e building a personalised approach to care;
¢ reducing harm and waste;

e reducing unnecessary variation in practice
and outcomes;

e managing risk better; and
e becoming improvers and innovators.

These principles apply not only to medicine,
but also to the entire health and social care
system. In her 2016 report Realising Realistic
Medicine, the CMO identifies connecting,
collaboration, communication, and culture as
the key tools for delivering realistic medicine.
The report acknowledges the need for
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research to support and evaluate change.?®
In primary care, where most patients in the
NHS are seen, there is a particularly pressing
need to develop robust evidence for how best
to operationalise these principles.

EVIDENCE-BASED REALISTIC MEDICINE

Achieving the aims of primary care
transformation and realistic medicine will
require good evidence on what works, how
such interventions can be implemented
and scaled up, and effectiveness and cost-
effectiveness at system and population
level. Some of this will require new large,
high-quality, randomised controlled trials
(RCTs) of complex interventions, given the
dearth of such evidence in areas such as
multimorbidity.” Such RCTs are naturally
academic led with long timescales,
which eventually require NHS-led work
to implement. However, the traditional
sequence of research’ then ‘development’ is
known to be slow and fallible, with research
often not addressing service needs, and
service development often ignoring research
evidence."® This reflects the fact that
academics and NHS professionals all too
often work in their individual silos with limited
translation of research into practice, and
limited evaluation of practice to maximise
effectiveness. However, each group has
complementary strengths and weaknesses,

The experts in real-world
implementation but often do
not draw on existing theory and

Often underestimate the complexity of
real-world implementation and many
perceive translation to be someone
else’s responsibility

Have relevant methodological
expertise but not commonly engaged
in real-world evaluation, although
now partly incentivised by Research
Excellence Framework requirements
to demonstrate impact

so effective collaboration has the potential for
considerable mutual benefit (Box 1.

DEVELOPING COLLABORATIVE
INNOVATION AND MIDDLE-GROUND
RESEARCH
All the UK nations and other high-income
countries across the world face major
challenges in designing effective primary care
systems for the complex future characterised
by demographic change, increasing demand,
constrained budgets, and rapidly evolving
technology. An international workshop
hosted by the Scottish School of Primary
Care in Edinburgh in May 2017 highlighted
just how similar these challenges are in
different countries and, perhaps surprisingly,
the similarity of many of the potential
solutions being suggested. The resulting
consensus statement generated from
the meeting concluded that collaboration
between policy makers and academnics in
primary care research could quickly improve
quality and value, achieving greater health
gain for citizens, by filling in current evidence
gaps and guiding the adoption and delivery of
policy directives™

We believe there is an important innovative
‘middle ground' that sits between the remit of
national research funding bodies (who mainly
fund tightly controlled research studies
maximising internal validity where translation
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is an aspiration rather than a deliverable)
and NHS-funded service evaluations (which
mainly examine impact after NHS-developed
services are rolled out, but which are rarely
designed in from the outset). NHS-academic
collaboration to co-create and rigorously
evaluate interventions and new models of

care is potentially a highly productive way to
develop evidence of effectiveness, to facilitate
translation into widespread practice, and
to ensure the evaluation of real-world
implementation. A focus on this research
middle ground could provide evidence for
the effectiveness and cost-effectiveness
of service developments within a relatively
short time frame and help to deliver the
evidence base for realistic medicine.

There are two types of middle-ground
working. First, there is the evaluation of
the implementation and impact of NHS-led
innovation where collaboration can ensure
that innovation is informed by research
and evaluation is as robust as possible.
The current work of the Scottish School of
Primary Care on evaluating the primary care
transformation projects is one example of
this approach to complex evaluations. In
partnership with NHS Health Scotland, the
school has also helped establish a ‘primary
care evidence collaborative’ of all the major
NHS Scotland organisations that have a role
in data collection, analysis, and evaluation,
with a view to establishing a 10-year
evaluation platform.

Second, there is the co-creation of complex
interventions and new models of care that
are evidence based, theory informed, and
feasible for NHS implementation, and which
have robust evaluation designed in from the
outset to firmly establish impact and value
for money. This type of focused, pragmatic
research is often difficult to fund, because
research funders often shy away from
‘overly applied research” and NHS and policy
funders shy away from ‘overly academic
innovation”.

Middle-ground  research  requires
close collaboration between academics,
policymakers, NHS managers, frontline
staff, and patients. It exemplifies the
approach needed to realise the vision
of ‘realistic medicine”: by developing
connections and building collaboration, we

can create a different culture that delivers
better evidence-based care for patients.” The
challenges involved in such collaboration
should, of course, not be underestimated.
In England, the well-funded NIHR
Collaborations for Leadership in Applied
Health Research and Care (CLARC] have
met difficult challenges: the complexity of
the evaluation, the importance of context,
navigating boundaries, knowledge brokering,
capacity building, and patient and public
involvement.'? Nevertheless, there remains
a compelling need to fill the many ‘evidence
gaps  in the road to transformation of
primary care. Middle-ground research offers
an attractive approach by providing ‘realistic
research’ overa much shortertime spanthan
traditional research, the findings of which
would then be more rapidly implemented by
NHS partners who were deeply involved from
the outset. The middle-ground approach
that we are proposing to inform Scotland’s
healthcare journey could also lead to and
benefit from meaningful collaboration across
the UK and internationally.
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