
 

 

Building research capacity in a clinical setting  

using a participatory action research approach 

 

 

 

 

 

Jessica Cecile Anette Desirée Janssen 

 

 

A thesis submitted for the degree of PhD  

at the University of Otago, Dunedin, New Zealand 

 

 

 

 

Date 

23
rd

 of November 2011



i 

 

Abstract 

Despite clinical physiotherapists’ practical experience and unique 

insights into the profession, few conduct research. Physiotherapists’ 

attitudes towards research and lack of research capacity have been 

identified as factors influencing their involvement in research.  

In this thesis, a physiotherapy department of one rehabilitation 

hospital requested facilitation to build their research capacity by 

conducting a research project, using a participatory action research 

(PAR) approach. In this approach clinical physiotherapists worked 

together in (PAR) groups on their own research project and were 

facilitated by the research physiotherapist for one year. 

The aim of my study was to explore the changes that occurred in 

physiotherapists, regarding attitude towards research and research 

capacity, while they were conducting research using a PAR approach.  

A mixed method research design, based on a pragmatic paradigm 

underpinned my study. Data from four sources were triangulated. 

These sources were: 1) in-depth interviews, 2) three questionnaires, 3) 

group evaluation meetings within the PAR groups on their learning, 

and 4) field notes taken by the research physiotherapist during the 

project. A thematic approach was used to analyse the findings. Focus 

groups were conducted to verify the themes found. 

Twenty-five physiotherapists consented for my study. Fourteen split 

into three PAR projects, while eleven were not involved. Findings 

have been described in four time slots; before, during, at completion, 

and one-year follow up of the one-year intervention.  

Initial attitudes towards research and research capacity varied. 

Research was generally seen as complex and time consuming. Some 
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physiotherapists were interested to learn more about research, while 

others were not.  

During the intervention, three factors were identified as influencing 

the experience of these clinical physiotherapists: 1) transparent 

structure and roles, 2) similar perceptions and attitudes of clinicians in 

the PAR group towards research, and 3) positive relationships with 

management and PAR participants.  

At completion of the one-year project, one group successfully 

conducted their research project, one group experienced obstacles at 

the start of the project, but overcame these, and the last group had 

been unable to start a research project. Changes in attitude and 

capacity were most apparent in the groups that had been successful.  

One year after the intervention the physiotherapists in the most 

successful groups continued to stay involved in research and sustained 

the change in their attitude towards research and research capacity. 

This is the first time a PAR approach has been used in the 

physiotherapy profession to stimulate research participation. Despite 

the small sample size and the use of one rehabilitation hospital, the 

findings indicate that clinical physiotherapists, working 

collaboratively, can successfully conduct research. However, in order 

to build a sustainable research community in a hospital setting with 

PAR three influencing factors are important: 1) an individual drive of 

the physiotherapist to conduct research, and a balance between 2) the 

participation of physiotherapists with the same drive and 3) the 

processes and documentation to provide structure. Rogers’ adopter 

categories and Wengers’ theory of communities of practice were used 

to discuss these findings in more depth.  
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Chapter 1 Introduction 

My thesis explored whether facilitation of physiotherapists in conducting research, using a 

participatory action research (PAR) approach, contributed to a change in their attitude towards 

research and increased their research capacity. Understanding how physiotherapists can be 

stimulated to participate in research is important as research is taking an increasingly 

prominent position in the physiotherapy profession. To the best of my knowledge, no existing 

physiotherapy literature has dealt with the participation of physiotherapists in research in a 

clinical setting.  

In this thesis the following four research questions were explored: 

1. What are the attitudes towards research, and the research capacity of physiotherapists 

in a clinical setting (before being exposed to conducting research)? 

2. What are the experiences of physiotherapists conducting research facilitated by a PAR 

approach? 

3. Did physiotherapists’ attitudes towards research change, and their research capacity 

increase after being involved in conducting research for one year, using a PAR 

approach? And if so, how did this occur? 

4. Were physiotherapists’ changes in attitude towards research and their research capacity 

sustained one year after completion of the involvement in research? And if so, what 

factors played a role in this? 

I used a mixed methods design, with aspects of action research. During my study, the 

physiotherapists divided themselves into four different groups, and in this thesis I refer to 

these groups as Cases. Three Cases were conducting research in a PAR group (Case 1, 2 and 

3) and one Case was not involved in a PAR group (Case 4).  

To underpin the aim of my thesis I will, in this introduction chapter, outline and discuss the 

changes that have occurred in New Zealand over the last 50 years and resulted in a growing 

emphasis on research in physiotherapy. This formed the basis towards an understanding of the 

reasons why the physiotherapy department, involved in my study, was interested to learn more 
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about conducting research. I will then provide clear definitions of the main topics of this 

thesis, in particular the terms research and capacity, to avoid misunderstanding and to set 

parameters for the study.  

 

1.1 Changes in physiotherapy in New Zealand: Shift in practice towards 

research  

In the 1990’s in many countries around the world, a shift in the educational context of 

physiotherapy occurred when physiotherapy training moved from hospital-based training 

model into a research-based education model (Chipchase et al., 2006; Higgs, Hunt, Higgs, & 

Neubauer, 1999). In New Zealand, this international shift was acknowledged and polytechnics 

and later universities in Dunedin and Auckland began to award Bachelor’s degrees to 

graduating physiotherapy students (Auckland University of Technology; School of 

Physiotherapy, 2008). 

1.1.1 Why did this shift occur in New Zealand? 

Before 1970, physiotherapy training in New Zealand was overseen by the Ministry of Health. 

This meant hospitals in New Zealand trained physiotherapy students, resulting in a Certificate 

in Physiotherapy. At the end of the 1970s, polytechnic schools adopted the training, because 

of a change in administration from the Ministry of Health to the Ministry of Education 

(Nicholls, 2009; School of Physiotherapy, 2008). From this point onward graduates received a 

Diploma in Physiotherapy.  

The end of the 1980s brought heated discussion around all tertiary education. Up to that point, 

universities in New Zealand had been autonomous and were able to award degrees, such as 

Bachelor’s, Master’s and Doctorates at the completion of a person’s education, while 

polytechnics were controlled by the Department of Education and were not able to grant 

degrees at completion (Snook, 1991). Collaboration between the universities and polytechnics 

was minimal. Several reports, including the Hawke report (Hawke, 1988) debated the need for 

less distinction between tertiary training in polytechnics and universities (Snook, 1991). As a 

result, the Education Act was passed in 1989, which granted more autonomy for polytechnics 
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and the right to confer degrees (Education Act, 1989). The Act also resulted in access to bulk 

funding for all tertiary institutions, which was previously only accessible for universities. 

During this time the physiotherapy profession profited from the Education Act by joint 

ventures between polytechnics and universities which resulted in a Bachelor’s of 

Physiotherapy degree at completion of study (Auckland University of Technology, 2010; 

School of Physiotherapy, 2008). This shift was confined not only to physiotherapy, with other 

professions, such as education and nursing also adopting this strategy (Snook, 1991).  

Universities took complete ownership of physiotherapy degrees in 1997, resulting in 

Bachelor’s degrees with optional Master’s and PhD degrees. Alongside this shift of 

physiotherapy education to the universities greater emphasis began to be placed on research 

within the profession. According to the Education Act all university teachers were required to 

be researchers (Education Act, 1989). As a result this meant that clinically based 

physiotherapists were required to become more research orientated. 

1.1.2 What is the current status in New Zealand? 

Currently, the evidence based practice movement plays a major role in the practice of 

physiotherapy in New Zealand (New Zealand Society of Physiotherapists, 2010). Sackett et al. 

(1996) published a well referenced editorial in which they described their view on evidence 

based medicine (on which evidence based practice is based). They defined evidence based 

medicine as a means of: “integrating individual clinical expertise with the best available 

external clinical evidence from systematic research” (p. 71). In evidence based medicine 

individual clinical expertise is needed to translate evidence to the individual patient and 

research is needed to determine the best possible treatment for the patient. The movement has 

been adopted around the world for improving health care outcomes, including the 

physiotherapy profession of New Zealand.  

The Health Practitioners Competence Assurance Act (Health Practitioners Competence 

Assurance Act 2003) stipulates that every physiotherapist in New Zealand registers with the 

Physiotherapy Board of New Zealand and annually has to apply for a practising certificate. 

The Physiotherapy Board of New Zealand requires physiotherapists to implement evidence of 

learning into their practice; to be up to date with current research, and to evaluate their 
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practice with audits and self-reflection (New Zealand Society of Physiotherapists, 2008). At 

the start of this study, the Physiotherapy Board of New Zealand reported over four thousand 

registered physiotherapists.  

Physiotherapy societies also aim to facilitate and promote research in physiotherapy (New 

Zealand Society of Physiotherapists, 2010). For example, an increasing number of 

physiotherapy societies support and encourage the use of a specific physiotherapy electronic 

evidence database, PEDro, which provides helpful information on evidence for practice from 

available literature in physiotherapy (Centre for Evidence-Based Physiotherapy, 1999). 

Not only does the Physiotherapy Board of New Zealand and Physiotherapy New Zealand 

society advocate the use of evidence based practice in physiotherapists, so does the  Accident 

Compensation Corporation (ACC, n.d.). ACC is the New Zealand governmental organisation 

that funds physiotherapy sessions for people with injuries resulting from an accident. In order 

to reduce the rising costs in physiotherapy, ACC has changed its policies over recent years, 

and this included specifying that from the start of 2009 physiotherapists were required to 

implement evidence in their practices and reporting to ACC. Consequences of not meeting the 

stipulated requirements could result in restricted funding for the treatment of that specific 

patient (ACC, 2009). 

1.1.3 What does this shift in physiotherapy education have to do with this thesis? 

The opportunity for my thesis arose when the managerial staff and clinical physiotherapists of 

a rehabilitation hospital identified a need to gain greater understanding of research processes. 

Lecturers from universities around New Zealand were invited to formulate ideas for research 

projects and present them to physiotherapists and their managers. The research project that 

was eventually selected promoted the use of a PAR approach to encourage physiotherapist-led 

research projects in their areas of interest. It was postulated that using this approach would 

enable the physiotherapists to learn about research processes, as they were conducting the 

projects themselves; projects that were relevant to their clinical physiotherapy practice.  

I became involved in this project as the Research Physiotherapist. My role was to use the PAR 

approach to facilitate the projects. My thesis was conducted in parallel, with the overall 
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purpose to explore whether the PAR approach was successful in its intent. More information 

on PAR will be provided later in this chapter. Next I will explain what building research 

capacity means in this study and what research tells us about research capacity in the allied 

health and nursing sector.  

 

1.2 Definitions used in this thesis 

Before I explain the two different strategies to increase research capacity, research utilisation 

and research participation, it is important to first set some boundaries around the main 

concepts in this doctoral thesis.  

1.2.1 What is research? 

What is research? Although this seemed a simple question to answer, difficulties arose when 

examined closely as a number of definitions for research have been formulated over the years. 

Brew (2001) conducted a phenomenological study to explore the different perceptions of 

senior researchers towards research. Fifty-seven senior researchers from different academic 

areas were interviewed. Different ideas about research were formulated. My ideas of research 

for this study were closely related to Brew’s (2001) identified “domino” conception. This 

conception means that a researcher sees “research as a series of separate tasks” (p. 276) and 

requires processes and skills to answer a research question (Brew, 2001). The following 

definition of research therefore underpinned my doctoral thesis: 

“An attempt to increase available knowledge by the discovery of new facts or relationships 

through systematic enquiry” (Macleod Clark & Hockey 1989 p.4 cited in (Closs & Cheater, 

1996)). 

This definition appealed to me as it enveloped quantitative and qualitative research designs, 

required the in-depth analysis of a topic, and the integration and dissemination of the new 

findings in the available knowledge. On the other hand, the definition was sufficiently specific 

to be able to distinguish between 1) research and knowledge and 2) research and audits. 
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It was important to establish the difference between knowledge and research, as 

physiotherapists have a wealth of knowledge regarding their practice, but not all of that 

knowledge was acquired through research, for example, knowledge could also be gathered 

through experience or education. Therefore, from my perspective the main difference between 

knowledge and research was that the former was knowledge that was passed on or gained 

from a variety of different sources and the latter was specifically produced in the context of 

systematic research inquiry. 

Another issue that required elucidation was the difference between audits and research. 

Several studies emphasised the difficulty clinicians experience in distinguishing between 

audits and research (Closs & Cheater, 1996; Roxburgh, 2006; Wilson, Grimshaw, Baker, & 

Thompson, 1999). Although there were similarities between an audit and research, such as 

collecting data and reporting on findings, the main difference was the aim of the investigation. 

Research is conducted to create new knowledge, whereas audits are conducted to check if 

practice achieves defined standards (Closs & Cheater, 1996). Therefore, for this thesis audits 

were not included in the definition of conducting research. 

1.2.2 What is research capacity? 

To have capacity means to “possess the ability or power to do or understand something” 

(Oxford University Press, April 2010). In my thesis, I viewed capacity from a 

physiotherapist’s perspective, as I am a physiotherapist and was working and reflecting with 

physiotherapists. Therefore, for the purpose of this thesis I viewed research capacity as the 

ability to understand knowledge gained by research, to conduct systematic inquiries in clinical 

practice and to disseminate new knowledge to a wider audience.  

1.2.3 What are the steps to build research capacity? 

There were several ways to build research capacity and these methods were explored in this 

thesis. Wylie-Rosett et al. (1990) described four levels for dieticians to become more oriented 

toward research. Level one encompassed clinical reasoning skills as well as critical reviewing 

skills for published articles. Level two involved a higher level of critiquing articles by 

translating articles for colleagues, developing guidelines and publishing literature reviews. In 
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level three dieticians would become active in research projects, and level four dieticians would 

lead the research project, write grant applications and guide others. 

In my thesis, two steps were of importance for the participating physiotherapists. Step one 

described the use and translation of published research findings into daily practice and in my 

thesis this step was called the research utilisation route. In order to be able to be active in the 

research utilisation route, it is important to understand and be able to critique research articles 

(Wylie-Rosett et al., 1990); however in-depth knowledge on all research processes is not 

required. Step two entailed the involvement of clinicians in conducting research projects and 

was called the research participation route. When clinicians participate in research they 

contribute to knowledge creation and build the evidence for their practice. A greater 

understanding of research processes is required for this latter route. The steps towards 

conducting research are represented in Figure 1.1. Note that step one was also a key process in 

step two.  

 

1.2.4 The scope of this thesis 

While my thesis focused on physiotherapists’ involvement in research, the literature reviewed 

for this thesis (see Chapter 2) explored what research capacity is and how it has been 

developed in allied health professionals and nurses. The reason for taking a wider perspective 

was due to the limited body of literature available on the notion of research capacity 

(especially on the involvement in research) within the fields of physiotherapy or other allied 

health professions. Most of the research on developing research capacity has been conducted 

in the field of nursing. Where possible, findings of the physiotherapy or allied health 

professions are described. 

Two groups were excluded from the literature review and for this thesis, these were: 1) 

medical doctors and 2) nursing and allied health academics. Despite the availability of 

Figure 1.1 Two steps to stimulate research capacity in a clinical setting 

Step two: research participation 

 
Step one: research utilisation 

 

Research 
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additional knowledge on research participation by medical doctors, this group of health 

professionals were excluded, as demographics, such as gender and full time work and other 

influencing factors, such as autonomy have been identified as being different to those reported 

for allied health professionals (Glynn et al., 2009). Nursing and allied health academics were 

excluded as the culture in which they operate was substantially different from a clinical 

environment. For example, it is part of an academic’s job description to engage in research 

whereas there is typically little emphasis on research activity in the case of clinicians. 

1.2.5 What is allied health? 

It is pertinent at this stage to stipulate what professions were included in the allied health 

sector. In the District Health Boards of New Zealand these were; alcohol and drug clinicians; 

audiologists; dental therapists; dieticians; genetic associates; needs assessors; occupational 

therapists; optometrists; orthoptists; physiotherapists; play specialists; pharmacists; pharmacy 

technicians; podiatrists; psychologists; social workers; speech language therapists; and visiting 

neurodevelopmental therapists (District Health Boards New Zealand, 2007). In this study most 

of the allied health literature came from; physiotherapy, occupational therapy, dietetics and 

speech and language therapy.  

 

1.3 Summary of introduction 

This section has outlined why physiotherapists have been required to increase their research 

capacity. It has also engaged with the meaning of research capacity defining it as: the ability to 

understand knowledge gained by research, to conduct systematic inquiries in clinical practice 

and to disseminate new knowledge to a wider audience. Also, two strategies were identified to 

generate increased research capacity: 1) the use of published research findings in practice 

(research utilisation); and 2) the involvement/ participation of clinicians in conducting 

research (research participation). In the next chapter I will continue to explore the two 

strategies to build research capacity. The different processes and barriers to building research 

capacity within a clinical environment will also be examined. The literature review chapter 

will finish with a summary leading to the research questions of this thesis. 
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Chapter 2 Literature review 

The focus of this doctoral thesis explored the changes in attitude towards research and 

research capacity of physiotherapists when they were participating in a research project. 

However, most of the literature available for this review used the concepts of research use and 

research participation concurrently. As mentioned in the previous chapter, it was my view that 

research utilisation and research participation were two distinct concepts. In the former, a 

clinician needed to understand research articles and have the ability to critique articles in order 

to translate the findings into clinical practice. When clinicians wanted to participate in 

research other skills such as ethics application, grant application, conducting and writing 

research were also required. 

This chapter reviews the literature starting with the evidence that has been reported on the 

exploration of research utilisation. It then focuses on research capacity building through the 

participation of clinicians in research. 

 

2.1 Step one: Stimulating the use of research in practice 

The first step to increase research capacity was to stimulate physiotherapists to use research 

findings in daily hospital practice. In physiotherapy and other allied health professions limited 

research has been conducted in the area of research utilisation (Pennington, 2001). For this 

reason, I extended my review to literature pertinent to the nursing and midwifery professions 

as well as the allied health professions. Research utilisation was defined in my study as: “a 

process by which specific research-based knowledge (science) is implemented in practice” 

(Estabrooks, Wallin, & Milner, 2003b, pp. 4-5).  

I conducted a literature search using three databases (Allied and complementary Medicine 

(AMED) 1985- Jan 2011; Ovid Medline 1948 – Jan 2011; and Excerpta Medica Database 

(EMBASE) 1947 – Jan 2011). The following search terms were used in this search:  

• Research utilization/ OR research utilisation/ OR research capacity/ OR research 

capability  
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These terms were combined with  

• nurs* OR/ physical therap* OR/ physiother* OR/ occupational ther* OR/ dietician* 

OR/ dietitian* OR/ dietetic* OR/ social work* OR/ speech language ther* OR /allied 

health OR/ practitioner researcher.  

Identified literature was excluded from this chapter when it pertained to clinicians in academic 

positions and medical doctors (as mentioned in section 1.2.4) and was included when it 

focussed on the use of research findings in a clinical setting. Furthermore, the reference lists of 

all included articles were searched for additional articles meeting the inclusion criteria. The 

nursing literature contributed substantially to this review and, where possible I have described 

examples from the allied health professions. 

2.1.1 Factors influencing research utilisation 

Two theoretical models most commonly used in literature regarding research utilisation 

informed this study. These models were the Rogers theory of Diffusion of Innovations 

(Rogers, 2003) and the Promoting Action on Research Implementation in Health Services 

(PARIHS) model (Kitson, Harvey, & McCormack, 1998).  

Rogers theory explored the factors influencing the diffusion of a new product until it was 

adopted for use in an environment. Diffusion was defined as “the process in which an 

innovation (using research) is communicated through certain channels over time among the 

members (physiotherapists) of a social system (the hospital)” (Rogers, 2003, p. 5). 

Unfortunately, the majority of the examples Rogers described in his book were about 

technological innovations and use in developing countries. Despite this fact, Rogers theory has 

been accepted in the research utilisation literature (Fink, Thompson, & Bonnes, 2005; 

Peterson, Rogers, Cunningham-Sabo, & Davis, 2007), and one of the main questionnaires 

(Barriers scale by Funk et al. (1991)) used in research utilisation literature was partly based on 

this theory.  

The second model considered within the context of my study looked extensively at the factors 

influencing research utilisation in the health sector. The Promoting Action on Research 

Implementation in Health Services (PARIHS) model was developed initially from experience 
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and case studies (Kitson et al., 1998) and contained three aspects of importance for research 

utilisation; 1) evidence (the combination of research, clinical expertise and patient choice), 2) 

context (the environment or setting in which the proposed change was to be implemented), 

and 3) facilitation (a technique by which one person made things easier for others). In the 

following years each of the three aspects were refined (Kitson et al., 2008). It must be noted 

that the evidence component was derived from the accepted definition of evidence based 

medicine introduced by Sackett et al. (1996).   Rycroft-Malone et al. (2004) investigated the 

concept evidence from a clinical framework (no concept analysis or literature review was 

described) and added local knowledge as a form of evidence to the list of previously identified 

forms of evidence; research evidence, clinical expertise, and patient choice. McCormack et al. 

(2002) used a two-step concept analysis process (including a literature review using four 

databases) to identify the meaning of the concept context and found culture, leadership and 

evaluation at the basis of context. Harvey et al. (2002) also used a concept analysis approach 

to examine the concept facilitation more closely (including a literature review using four 

databases) and found the purpose, role and skills of a facilitator to be crucial for research 

utilisation. These three aspects of research utilisation will be discussed further below. 

These two theories combined with research utilisation literature revealed four factors of 

importance to enable clinicians to use research in their practice: 1) Individual characteristics; 

2) Culture in which the research is to be used; 3) Characteristics of research use, and 4) 

Facilitation processes. Each of these factors will briefly be discussed below. 

2.1.1.1  Individual characteristics 

Of all discussed influencing factors, individual characteristics have been investigated most 

frequently. Rogers theory (2003) divided people into adopter categories when something new, 

such as using research findings into clinical practice or a new product, was introduced. Rogers 

argued that the first people, the so called innovators, would try and test out the product. 

Afterwards the early adopters would follow and see if the product would fit within the culture 

of their environment, for example the hospital. Then the other groups (early majority, late 

majority and the laggards) would follow one by one, with the laggards last to adopt the 

product. Characteristics of each of these adopter groups are presented in Table 2.1.  
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Table 2.1 Adopter categories as identified by Rogers (2003)  

Adopter group Individual characteristics 

Innovators 

(2.5%) 

Person is very daring and out of the local circle of peer networks and has 

more international social relationships. Person must be able to cope with 

a high degree of uncertainty about an innovation at the time he/she 

adopts. 

Early adopters 

(13.5%) 

Person is respected, is the individual to check with and is an integral part 

of the social system. They help to trigger the critical mass when they 

adopt an innovation. 

Early majority 

(34%) 

Person is deliberate, adopts new ideas just before the average member of 

the system. He/she interacts frequently with their peers, but seldom holds 

positions of opinion leadership in a system. They provide 

interconnectedness in the system interpersonal networks. They follow 

with deliberate willingness in adopting innovations but seldom lead. 

Late majority 

(34%) 

Person is sceptical and cautious, adopts ideas just after the average 

member of a system. Adoption may be both an economic necessity for 

the late majority and the result of increasing peer pressures. The weight 

of the system norms must definitely favour an innovation before the late 

majority is convinced to adopt. 

Laggards 

(16%) 

Person is traditional, is the last to adopt an innovation, he/she possesses 

no opinion leadership and is nearly isolated in the social networks. 

He/she makes decisions on what has been done previously, interacts 

primarily with others with the same values and tends to be suspicious of 

innovations. 

Table 2.1 was adopted from descriptive text in Rogers book (2003, pp. 282-285). With these 

categories it must be noted that Rogers described an ideal situation and that the categories 

were described only to illustrate different sorts of adopters. Percentages (%) described indicate 

the percentage of people from a population that would belong to the described category. 
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Research from the nursing profession complemented Rogers theory, however it also showed 

the complexity of determining individual attributes. Champion and Leach (1989) received 59 

surveys (39% response rate) designed to measure the effect of support, availability and attitude 

on the use of research and found that the attitude of nurses towards research was linked with 

research use (r=0.55). For example, if nurses could not see the relevance of research to 

practice they were less likely to use research in their practice than nurses who did perceive it 

to be relevant to their work. Unfortunately, the survey was only sent to a convenience sample, 

which could mean that only nurses interested in using research completed the survey.  

In later work Estabrooks et al. (2003a) conducted a literature review, using seven databases, to 

investigate the relationships between described individual factors and research use. Six 

individual factors were reported in the reviewed literature, these were: 1) beliefs and attitudes, 

2) involvement in research activities, 3) information seeking, 4) professional characteristics, 5) 

education, and 6) socio- economic factors. Despite the fact that all six factors were found to be 

closely related, only a link between attitude and the use of research was established 

(Estabrooks et al., 2003a). It must be noted that most of the literature found in Estabrooks’ 

research was excluded due to low quality of the research designs, only 20 of the 104 screened 

articles were accepted. The limited amount of literature included in the review might not have 

created sufficient data for such an analysis. In my opinion it was difficult to quantify these 

variables because of the complex interactions between them.  

In contrast to nurses, allied health research suggested a more positive attitude of therapists 

towards research use than nurses (Eller, Kleber, & Wang, 2003). Therapists have been 

reported to generally believe research use to be important for their profession (Ballin, Breslin, 

Wierenga, & Shepard, 1980; Iles & Davidson, 2006; Metcalfe et al., 2001; Shakeshaft, 2008). 

Despite these positive attitudes, not all therapists seemed to be ready to put research into 

practice. For example, in a study focussed on evidence based practice 80% of 287 surveyed 

physiotherapists cited their low research skills as a reason not to use research in practice 

(Metcalfe et al., 2001). In 2001 Barnard and Wiles (2001) used focus groups, interviews and 

observational notes to explore the perceptions of evidence based practice in physiotherapists. 

The researchers failed to mention what methodology was used, on the other hand they 

included a mix of physiotherapy experience (juniors, seniors and managers) and hospital 
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settings (university, district and community) in the study (n=56). Physiotherapists’ perception 

of using evidence in practice varied between groups with different clinical experience; junior 

physiotherapists relied on their research skills to guide their practice, while senior 

physiotherapists relied on practical experience as evidence for practice. Furthermore, senior 

physiotherapists and management perceived a lack in research skills.  

Survey studies have reported that research skills as well as post-graduate degrees (Bridges, 

Bierema, & Valentine, 2007; Byham-Gray, Gilbride, Dixon, & Stage, 2005; Grimmer-Somers, 

Lekkas, Nyland, Young, & Kumar, 2007; Iles & Davidson, 2006; Pain, Magill-Evans, Darrah, 

Hagler, & Warren, 2004), desire for learning and practicality (Bridges et al., 2007) influenced 

therapists’ use of research. Unfortunately, the reported correlations on the relationships 

between these factors and research use were low, with highest correlations (r) between 

research skills and research use ranging from 0.28 to 0.36 (Bridges et al., 2007), and 

furthermore methodological issues reduced the strength of evidence for these identified 

research skills. All these articles used different questionnaires, of which two (Bridges et al., 

2007; Iles & Davidson, 2006) developed their own questionnaire specific for the study; the 

reliability and validity of which were not reported. Pain et al. (2004) did not report the 

response rate to their survey, three studies reported relatively low response rates around 50% 

(Byham-Gray et al., 2005; Grimmer-Somers et al., 2007) and relatively low number of 

participants (ranging from 124 to 258 clinicians). Although Bridges et al.’s (2007) study 

analysed 939 completed surveys and had a response rate of 73%, they used a self-developed 

questionnaire. 

It could be concluded that individual factors, for example attitudes, research skills and 

openness of physiotherapists to change, appeared to influence the use of research in practice. 

However, as discussed previously, the relations between the various individual factors made it 

difficult to determine the exact individual factors that influence research use. Not all 

researchers agreed with the importance of the effects of individual factors on research use and 

argued that the culture in which the clinicians operates were equally or more important 

(Rycroft-Malone, 2008). In the next section the influencing factors of the hospital culture will 

be explored. 
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2.1.1.2 Culture 

As the individual factors to research use were explored, researchers turned their focus to the 

contextual factors that contribute to this process (Cummings, Estabrooks, Midodzi, Wallin, & 

Hayduk, 2007; McCormack et al., 2002; Rycroft-Malone, 2008). Despite the fact that the 

context could be viewed from a more holistic perspective, in my thesis the definition of the 

PARIHS framework for context was used: “the environment or setting in which the proposed 

change is to be implemented” (Kitson et al., 1998, p. 150), and was therefore placed in the 

hospital setting. Rogers (2003) emphasised that a culture comprised formal and informal 

structures. The formal structures of a hospital were, for example, the hierarchy of management 

layers and norms and use of standardised procedures, whereas the informal structures could 

consist of the increased communication of like-minded clinicians and the role of opinion 

leaders situated in the middle of a social communication network (Rogers, 2003). Surprisingly 

little evidence could be found on the informal structures within a hospital setting in the 

nursing and allied health literature, therefore the main focus of this section was on the formal 

structures.  

In several studies clinicians perceived that the formal structures of a hospital had the greatest 

impact on their research use (Brown et al., 2009a; Brown, Wickline, Ecoff, & Glaser, 2009b; 

Closs & Lewin, 1998; Fink et al., 2005; Parahoo, 2000). For example, a survey-based study of 

458 nurses revealed a lack of autonomy in nurses created an unsupportive environment to use 

research (Brown et al., 2009b). The PARIHS model theorised higher levels of clinicians’ use 

of research in hospitals that; encouraged staff to keep on learning and developing (culture); 

supported teamwork (leadership); and held regular audits (evaluation) (McCormack et al., 

2002). Cummings et al. (2007) came to a similar conclusion when 6,526 completed 

questionnaires (response rate 53%) of nurses working in different hospital settings were 

divided into four groups varying from low to high in the PARIHS factor context. The 

allocation of the nurses to the groups was based on the number of contextual sub-factors 

(culture, leadership and evaluation) the nurses perceived to have; low context meant not one 

sub-factor was present, whilst high context perceived that all three of the sub-factors were 

present. Unfortunately, only one question for each of the three sub-factors was used, without 

investigating if the questions were valid substitutes for the sub-factors. 
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All these studies were undertaken with nurses, and generalisation towards the allied health 

profession required caution as Closs and Lewin (1998) reported a higher perceived autonomy 

in practice in therapists than in nurses. Closs and Lewin received 103 (73% response rate) 

completed surveys from four therapies (dietetics, occupational therapy, physiotherapy and 

speech and language therapy) and compared their findings to two articles using the same 

survey in nurses. Despite one of the compared studies being conducted in the same country 

and around the same time (one year in between publications), Closs and Lewin failed to 

identify if basic demographics between the surveyed therapists and nurses were similar. 

However, their results implied that therapists could experience the same barriers differently 

than nurses.  

A qualitative physiotherapy study conducted by Barnard and Wiles (2001), using focus groups 

and interviews, found that junior physiotherapists felt sometimes discouraged by peers or 

management to change certain aspects of practice when new evidence was published. 

Unfortunately, these authors did not elaborate on the methodology they used.  

In short, some of the identified cultural characteristics were cultures that encouraged 

collaboration between colleagues, evaluated their practice and dealt with issues appropriately. 

Unfortunately, overall, the strength of the literature (for the allied health profession described 

in my study) investigating the cultural effect on research use was poor. This is in line with a 

recent Cochrane review of the literature (Parmelli et al., 2011). This Cochrane review aimed to 

examine the effectiveness of interventions that stimulated organisational change in order to 

improve healthcare performance. Not one article met the quality criteria to be included in the 

study (Parmelli et al., 2011).  

2.1.1.3 Characteristics of research 

The third influencing factor on the use of research findings in practice were the characteristics 

of research. Clinicians use a number of knowledge sources to inform their practice (Hudson, 

Duke, Haas, & Varnell, 2008; Rycroft-Malone, 2004). As mentioned at the start of the 

research utilisation section, an in-depth content analysis conducted by Rycroft-Malone (2004) 

for the PARIHS model revealed that clinicians use evidence from a combination of factors. 

These were: clinical experience; individual information from patients and carers; local 
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knowledge; and evidence in research. The PARIHS model also specified that when clinicians 

looked at the research evidence related to a certain topic; the types of studies conducted, 

consensus in the literature on the topic, and patient involvement in the research, all needed to 

be taken into account (Rycroft-Malone, 2004; Rycroft-Malone et al., 2004). This would mean 

that clinicians not only had to identify and understand research, but they also needed to 

understand what this evidence meant in the context of their work (Metcalfe et al., 2001; 

Retsas, 2000). In the case of busy clinicians, research findings needed to hold an advantage for 

the clinician, be compatible with practice, and be simple to use for it to be used as a source of 

evidence (Rogers, 2003, pp. 15,16).  

Literature reported that some clinicians saw research findings as incompatible with practice or 

difficult to use (Champion & Leach, 1989; Grimmer-Somers et al., 2007; Metcalfe et al., 

2001; Pennington, 2001). Two survey studies investigated two groups of health professionals; 

95 nurses (Champion & Leach, 1989), 59% response rate; and 193 speech and language 

therapists (Pennington, 2001), 50% response rate on the use of research findings in practice. 

Reported barriers included difficulty in locating articles by using databases, and giving 

meaning to the evidence of the research findings. These two studies were dated and contained 

relatively limited numbers of participants when compared to Metcalfe et al. (2001) study, 

which contained 572 participants (80% response rate) from four different professions 

(dietetics, occupational therapy, speech and language therapy and physiotherapy). However 

Metcalfe et al. (2001) concurred with these findings and added the use of statistics and 

conflicting results in the literature to the notion that research was not easy to use in practice. A 

more current article surveying 171 (51% response rate) physiotherapists (Grimmer-Somers et 

al., 2007) used the same survey as Metcalfe et al. (2001) and found physiotherapists struggling 

with the same issues. On the other hand, the percentage of physiotherapists that struggled with 

statistics decreased from 80 to 54%.  

A qualitative study conducted in 2009 (Côté, Durand, Tousignant, & Poitras, 2009) explored 

physiotherapists’ use of low back pain guidelines in more depth. The study recruited 

physiotherapists with different backgrounds (in treatment strategies, clinical experience, and 

physical location). The researchers sent the guidelines to 16 physiotherapists, who were 

required to treat at least two patients following the guidelines. The physiotherapists were then 
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contacted by telephone every two weeks and asked to answer questions on the guideline (it is 

not clear if field notes were made during these telephone calls). Interviews were conducted at 

the end of the six weeks about the usability of the guidelines. These interviews were 

thematically analysed. Some of the participants considered the compatibility and relevance of 

the guidelines problematic. For example, the physiotherapists perceived that the guidelines 

focussed too much on the psychosocial aspects of low back pain, and experienced difficulties 

translating the recommended questionnaires to practice (Côté et al., 2009). 

In summary, these findings implied that the characteristics of research, and in specific the 

language and processes used in published research, were often found to be too far removed 

from clinical practice (Grimmer-Somers et al., 2007). Facilitation in, for example, 

understanding the statistics, the use of databases and critiquing the literature might help to 

increase clinicians’ use of research. In the next section, this factor (facilitation) will be 

described.  

2.1.1.4 Facilitation 

The final factor influencing research use in practice was facilitation. Despite the lack of 

clinicians’ research skills (described in section 2.1.1.1 Individual characteristics), and an 

emphasis on the importance of facilitation in both the PARIHS model and Rogers theory, 

limited research has been conducted to explore the meaning of facilitation. As mentioned 

previously, the PARIHS framework emphasised the importance of support for clinicians to 

implement research findings in their practice (Kitson et al., 1998; Rycroft-Malone, 2004). 

Factors required to support this process were the need for a well respected facilitator, a clear 

description of the facilitator’s role, and consistent facilitation within the implementation 

process (Harvey et al., 2002). Rogers (2003) also emphasised that facilitation was most 

successful when a facilitator could relate to a group, in this case physiotherapists.  

In 2005, Fink et al. (2005) conducted a two-year intervention study to facilitate research 

findings use by nurses. Unfortunately, only 24% and 27% of the 880 and 890 nurses 

completed the surveys pre- and post intervention respectively. In addition, the samples taken 

pre- and post intervention were not similar, with only 50% of the respondents in the post 

intervention group reported to have completed the pre intervention survey. A thematic analysis 
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was conducted on the open-ended questions of the survey and revealed a need for mentors 

such as researchers and educators to help developing research skills. In 2009, Brown et al. 

(2009b) included 458 nurses (response rate 45%) in a survey study with closed- and open-

ended questions and came to similar results: a demand for support in building research skills 

from research active clinicians. Areas of support were needed throughout the whole research 

utilisation process, including accessing and critiquing articles and implementing them in 

practice (Brown et al., 2009b). It was noted that only three open-ended questions were 

included in the survey, and no methodology underpinning each study was described. In short, 

from this section it could be concluded that the need for facilitation in the use of research in 

practice has been identified, although there was limited evidence for this finding.  

2.1.1.5 What about time as an influencing factor? 

Time was one factor that has not been included in one of the four influencing factors in this 

literature review section, despite clinicians having perceived it as one of the greatest barriers 

to using research findings in practice. These clinicians included nurses (Brown et al., 2009a; 

Brown et al., 2009b; Byham-Gray et al., 2005; Fink et al., 2005; Parahoo, 2000; Retsas, 2000), 

allied health professionals (Metcalfe et al., 2001; Pennington, 2001), and physiotherapists 

(Closs & Lewin, 1998; Grimmer-Somers et al., 2007; Iles & Davidson, 2006). All these 

articles have been described and discussed in the previous sections.  

The reason why time was not described as one of the influencing factors was that the articles, 

listed above, stated that time was a factor, without providing an explanation why time was a 

factor. Fortunately, one thoroughly executed study explored the meaning of time in more 

depth (Thompson et al., 2008). Thompson et al. (2008) conducted a large ethnographic, 

multiple case study to explore the meaning of busyness for nurses. One limitation of this study 

was that the interviews, observations and focus groups used were originally designed for 

another study with a broader aim (to identify barriers to research utilisation). This change in 

focus might have led to a less in-depth exploration of the concept of time. However, these 

authors reported that time could hold different meanings to clinicians and divided time into 

four different categories: intrapersonal, interpersonal, environmental and/or cultural. These 

categories were closely related to three of the four influencing factors described in the section 
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above. For example, nurses with families at home or with limited research skills 

(Intrapersonal/ Individual factors), working in a culture where being busy was rewarded or 

needed to process a lot of paperwork (respectively cultural and environmental/ cultural 

factors) and felt they were interrupted by colleagues (Interpersonal or Team dynamics) used 

busyness as an explanation for using less research (Thompson et al., 2008). For this reason, 

time was not treated as a separate influencing factor in this thesis and was interpreted within 

one of the four identified areas of factors that influenced the use of research by clinicians in 

their practice.  

2.1.2 Conclusion 

This section has identified four factors that have been reported to influence implementation of 

research findings into practice. These were: 1) Individual factors, 2) Culture, 3) Characteristics 

of research findings, and 4) Facilitation. Most research effort has been focussed on the 

individual and cultural aspects influencing the use of research in practice. Although time was 

considered to be an important factor too, it appeared to be intertwined with these four factors 

and therefore was not dealt with separately. In the next section, these four factors are used as a 

framework to guide the evidence for research participation by clinicians. 

 

2.2 Step two: Stimulating the participation of clinicians in research  

The second step to increase research capacity, and the main focus of this thesis, was the 

stimulation of physiotherapists to become involved in conducting clinical research in their 

own clinical setting. To inquire if similar findings were reported in the literature regarding 

research participation a literature search using AMED 1985- Jan 2011; Ovid Medline 1948 – 

Jan 2011; and EMBASE 1947 – Jan 2011 databases, was performed. The following search 

terms were used in this search:  

• Research involvement OR/ research participation/ OR research collaboration /OR 

research active/ OR research capacity/ OR research capability  

These terms were combined with  
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• nurs* OR/ physical therap* OR/ physiother* OR/ occupational ther* OR/ dietician* 

OR/ dietitian* OR/ dietetic*/ OR social work* OR/ speech language ther* OR /allied 

health OR/ practitioner researcher.  

Literature identified through this search was included in this chapter when it described or 

investigated the active participation of clinicians in research. As stated previously, literature 

relating to medical doctors and clinicians (including nurses and allied health professionals) in 

academic positions were not included in this research search, due to the differences in 

individual and cultural influencing factors. The reference lists of all included articles were 

searched for additional articles meeting the inclusion criteria.  

Compared to the research utilisation literature, evidence on participation in research of health 

professionals was sparse (Woodward, Webb, & Prowse, 2007). There was limited literature on 

research participation by physiotherapists, despite editorials and comments in physiotherapy 

journals that have emphasised the importance of encouraging greater numbers of 

physiotherapists to become involved in research, and of the need to investigate such 

involvement (Brauer, Haines, & Bew, 2007). 

Differences in definitions of research involvement were apparent in most identified literature; 

some articles included research utilisation as part of research involvement (Rizzuto, Bostrom, 

Suter, & Chenitz, 1994; Smirnoff, Ramirez, Kooplimae, Gibney, & McEvoy, 2007), one study 

perceived that reading research literature constituted research activity (Roxburgh, 2006), 

whereas another study only included collaborating in or initiating research projects as research 

involvement (McNicholl, Coates, & Dunne, 2008). Therefore, in my review, involvement or 

participation referred to clinicians actively involved in conducting research. This involvement 

could range from performing one task within the conduct of a research project to conducting a 

complete research project. As discussed in section 1.2.1 conducting audits and reading 

literature without applying knowledge gained in a research project have not been included.  

Cross sectional research studies in nursing reported research involvement during their careers 

to range between 51% of 379 nurses (McNicholl et al., 2008) and 62% of the 1217 nurses 

(Rizzuto et al., 1994), whilst current involvement rates were lower and ranged between 21% 

of 470 nurses (Smirnoff et al., 2007) and 28% of 96 nurses (Gething, Leelarthaepin, Burr, & 
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Sommerville, 2001). The differences between these findings could be explained by 1) low 

response rates; these were 13% (Gething et al., 2001); 28% (Smirnoff et al., 2007), 29% 

(Rizzuto et al., 1994) and 49% (McNicholl et al., 2008), 2) differences in the research setting 

(McNicholl et al.’s (2008) research was set in a hospital with teaching facilities, while Rizzuto 

et al. (1994) studied nurses in nine health care agencies), 3) differences in questionnaires used, 

and 4) differences between definitions for research involvement.  

Morley-Hauchecorne and Lepatourel (2000) found that 60% of their sample of 122 dieticians 

were interested in conducting their own research project, while only 21% had actually 

conducted their own research project. The discrepancy between conducting and having the 

interest in conducting research could imply that creating opportunities for dieticians to conduct 

their own research project would be beneficial. However, the survey developed for this study 

was poorly tested; content validity was tested on seven dieticians and two-week reliability in 

six dieticians, making it difficult to interpret the results of the study. 

A survey of 132 allied health professionals (including social workers, speech therapists, 

physical therapists, occupational therapists, dieticians and podiatrists) reported higher 

involvement levels in collaborative research (32%) than in nurses (Stephens, Taylor, & 

Leggat, 2009). 

While involvement in research was one aspect, leading a research project was only reported by 

9% of 132 allied health professionals (Stephens et al., 2009) and 3% of the 380 nurses 

(McNicholl et al., 2008). Interestingly, Kuuppelomäki and Tuomi (2003) reported that 60% of 

the 400 surveyed Finish nurses had conducted research on their own. The high number of 

research active nurses might be partly explained by the fact that Kuuppelomäki and Tuomi 

included one central university hospital and one central hospital with longstanding 

connections with the researchers.  

In summary, more clinicians appeared to be interested in being involved in research than there 

were clinicians who were currently involved. In the next section, an exploration of the factors 

influencing research participation will be described. 
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2.2.1 Factors influencing research participation 

The four influencing factors found in the research use literature were used to guide the 

evidence on involvement and participation of clinicians in research. These factors were in the 

area of: Individual characteristics; Culture; Research characteristics; and Facilitation factors. 

Table 2.2 shows relevant articles reporting on barriers to participation in research.  

Studies on research participation have been conducted with dieticians (Byham-Gray et al., 

2006; Morley-Hauchecorne & Lepatourel, 2000; Schiller, 1988; Slawson et al., 2000), 

occupational therapists (Finlayson et al., 2005), physiotherapists (Kamwendo, 2002) and one 

allied health professional group, including physiotherapists (Stephens et al., 2009). The 

majority of evidence on research participation came from nursing and midwifery (Darbyshire, 

2008; Gething et al., 2001; Higgins et al., 2010; Kuuppelomäki & Tuomi, 2003; McNicholl et 

al., 2008; Rizzuto et al., 1994; Roxburgh, 2006; Smirnoff et al., 2007; Tanner & Hale, 2002; 

Woodward et al., 2007). 

All quantitative studies included in this section of my review used a cross sectional design to 

collect data by distributing self-administered questionnaires to clinicians. A positive aspect of 

this approach is the potential to study a wider sample of the population with lower costs than 

face-to-face interviewing. Negative aspects are that the lack of assistance while completing the 

questionnaires may lead to increased incorrect responses to the questions and/or failure to 

return the questionnaires leading to low response rates (Brannen & Halcomb, 2009). 

Interpretation of studies with low response rates is considered problematic as the probability 

of incorrect representation of the population increases with lower response rates. In addition, 

clinicians enthusiastic or interested to participate in research are more likely to respond to a 

research participation questionnaire than clinicians who are not interested. This may lead to a 

more positive result when the questionnaire is analysed. Thus the findings from studies 

Schiller (1988), Rizzuto et al. (1994), Gething et al. (2001), and Smirnoff et al. (2007), should 

be viewed with some caution as their response rates were low. The qualitative and mixed 

methods studies were critiqued individually throughout the next sections.  
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Table 2.2 Overview of literature identifying factors influencing research participation. 

Study Characteristics 

Factors perceived 

to influence 

research 

participation 

Article 

Type 

study 

n  

(response 

rate) Profession In
d

iv
id

u
a

l 

C
u

lt
u

re
 

R
es

ea
rc

h
 

F
a

ci
li

ta
ti

o
n

 

Stephens et al. (2009)  quant 132 (51%),  Allied Health  X    

Byham-Gray et al. 

(2006) 

quant 258 (52%) Dietetics X    

Morley-Hauchecorne 

and Lepatourel (2000)  

quant 122 (75%) Dietetics X X  X 

Schiller (1988) quant 424 (35 %) Dietetics X    

Kuuppelomäki and 

Tuomi (2003) 

quant 400 (67%) Nursing X X   

Rizzuto et al. (1994) quant 1217 (29%) Nursing X    

Smirnoff et al. (2007) quant 470 (28%) Nursing X    

Finlayson et al. (2005) qual 8 Occupational 

therapy 

X X   

Slawson et al. (2000) qual 53 Dietetics X   X 

Higgins et al. (2010)  qual 8  Nursing 

(research active)  

X X X X 

Roxburgh (2006) qual 7 Nursing X X  X 

Woodward et al. (2007) qual 48 Nursing 

(research active) 

X X X X 

Darbyshire (2008) qual 1 Nursing X X X X 

Ballin et al. (1980) mixed 178 (55%) Physiotherapy X X  X 

Kamwendo (2002) mixed 343 (62%) Physiotherapy X X   

Gething et al. (2001) mixed 96 (13%) Nursing X    

Tanner and Hale (2002) mixed 11 (100%) Nursing 

(research active)  

X X  X 

McNicholl et al. (2008) mixed 379 (49%) Nursing X   X 

n= amount of participants in the study, response rate = the percentage of clinicians completed 

the survey, X= influencing factor has been described in this article, quant= quantitative study, 

qual= qualitative study, and mixed= mixed method study. Studies were first grouped by 

design, then physiotherapy and allied health studies were listed before nursing studies. 
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2.2.1.1 Individual characteristics  

Several factors influencing the openness or orientation of clinicians to participate in 

conducting research were found. From the studies reviewed, the most common factors 

influencing research participation were:  

• Attitude and interest (Byham-Gray et al., 2006; Finlayson et al., 2005; Gething et al., 

2001; Kamwendo, 2002; Kuuppelomäki & Tuomi, 2003; Morley-Hauchecorne & 

Lepatourel, 2000; Roxburgh, 2006; Slawson et al., 2000; Smirnoff et al., 2007; 

Stephens et al., 2009; Tanner & Hale, 2002),  

• Research skills (Ballin et al., 1980; Byham-Gray et al., 2006; Gething et al., 2001; 

Higgins et al., 2010; Kuuppelomäki & Tuomi, 2003; Morley-Hauchecorne & 

Lepatourel, 2000; Rizzuto et al., 1994; Roxburgh, 2006; Schiller, 1988; Slawson et al., 

2000; Smirnoff et al., 2007; Stephens et al., 2009; Tanner & Hale, 2002).  

Attitude and interest:  

Stephens et al. (2009) asked 132 allied health professionals, including social workers, speech 

therapists, physical therapists, occupational therapists, dieticians and podiatrists about their 

level of experience and interest in conducting research using the research spider (Smith, 

Wright, Morgan, Dunleavey, & Moore, 2002). The research spider was a measure using a 

five-point Likert scale, asking ten questions about research skills. Reliability (r= 0.95) and 

validity (r=-0.73) of this measure has been reported (Smith et al., 2002). The response rate for 

Stephens et al.’s study was moderate at 51% compared to most of the other available literature 

on this topic; nevertheless interpretation of these findings should proceed with caution. 

Interestingly, differences in interest between allied health professionals were reported, with 

lower levels in dieticians and physiotherapists compared to speech therapists (Stephens et al., 

2009). Unfortunately, these findings did not specify which part of research activity (research 

utilisation or research participation) each group was interested in.  

Stephens et al. (2009) reported 50% of allied health professionals (n=132) to have a moderate 

to high interest in building research skills that would enable them for example, to critique 

articles. A much smaller group of 15% of participants were also interested in building their 
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research skills in areas such as applying for funding. This outcome was congruent with 

Kamwendo’s (2002) findings of higher levels of interest in 343 (62% response rate) 

physiotherapists to use research than to initiate research projects. This latter, well designed, 

cross sectional study focused on the perceptions and involvement of Swedish physiotherapists 

in research. Gender distribution between the sample and the population of Swedish 

physiotherapists revealed no differences between the two. 

Two qualitative studies (Slawson et al., 2000; Tanner & Hale, 2002) explored individual 

influencing factors towards research participation. In one of the nine focus groups conducted 

by Slawson et al. (2000), a manager explained how attitude and interest could be disguised as 

a time barrier to not participating in research.  

 

“Dieticians do have to commit. Are they willing to work Sunday, late nights? 

If everybody that’s involved is not, then you may as well not start. It does take 

extra time. You can’t start off saying, ‘this is easy, it’s just going to be part of 

your workday,’ because it isn’t. You must make the commitment to work 

overtime.” (Slawson et al., 2000, p. 1146) 

 

It can be argued that this viewpoint was expressed from an administrator perspective and was 

therefore difficult to interpret from a clinician’s point of view. One other study used a mixed 

methods approach to interview and survey 11 nurses already active in research about their 

perspectives on the factors that influenced them towards research participation (Tanner & 

Hale, 2002). Only three nurses perceived time as a significant obstacle to their participation in 

research. This quote from one of the interviewed nurses explained how she saw time being 

used as a factor to justify a lack of participation in research.  
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“Nurses always use time as an excuse- I think it is a bit lame. I asked one 

nurse if she wanted to go on a course, but when she found out she would have 

to do bits in her own time she wasn’t interested.” (Tanner & Hale, 2002, p. 

369) 

 

The low number of active nurses claiming time as an obstacle might also be caused by the fact 

that the authors of this study (lead nurse for research and professor respectively) might have 

been seen as role models to the participants (research active nurses).  

Two other qualitative studies (Finlayson et al., 2005; Roxburgh, 2006) described and explored 

how interest or lack of interest was expressed and how interest influenced clinicians to do 

research. In the first study, Roxburgh (2006) explored the factors which influence research 

participation by conducting two focus groups (n=7) and seven individual interviews with 

nurses working in a district general hospital. The integrity of this study was questionable, 

since a sample of convenience was used to recruit the nurses. This sampling strategy could 

mean that nurses already interested in participating in research were interviewed and not 

nurses with a lack of interest for research, which seemed to conflict with the aim of this 

research project. Nevertheless, both views were apparent in the findings. The following quotes 

from this study described two different attitudes nurses held towards conducting research. The 

first nurse held a positive attitude towards being involved in research, in contrast the second 

nurse held a negative attitude. 

 

 “well research is a big part of nursing now.....I feel that everything now is 

evidence-based, so the more research that you involve yourself in, the better 

practice you’re going to achieve.” (Roxburgh, 2006, p. 540) 

 

“I always think research is long, drawn out and paper oriented, boring 

basically.” (Roxburgh, 2006, p. 540)  
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The second qualitative study studied the perceptions of eight occupational therapists toward 

research participation after they had been involved in one research project (Finlayson et al., 

2005). This study was aimed specifically at clinicians who had been included in a research 

project and did acknowledge that findings could not be generalised over clinicians in a general 

hospital. These clinicians generally held more positive attitudes towards research utilisation 

and research participation. Reasons for being more open towards research were contributed to 

having positive previous experiences with participating in research; having the wish to grow 

clinically and/or professionally; and although not the major contributor, potential to increase 

income (Finlayson et al., 2005). In the next quote, one of the participants commented on the 

way research participation had changed her attitude towards research.  

 

“I’ve also begun to read research-based articles, as well as view them a little 

differently now that I have some practical experience. I find that I am learning 

from the research being done.” (Finlayson et al., 2005, p. 105) 

 

Fuelled by their positive experiences in conducting research, these clinicians also stimulated 

other clinicians to participate in research: 

 

“Get involved! It is a great way to meet other clinicians and expand your 

knowledge base. Don’t be afraid of the concept of research.” (Finlayson et 

al., 2005, p. 106) 

 

In Roxburgh’s study (2006) with nurses (discussed previously), one of the nurses explained 

how lack of research skills could influence the openness towards research.  
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“If nurses haven’t had the basic grounding, I really don’t think, they’re really 

not that interested in it, they are frightened.” (Roxburgh, 2006, p. 540) 

 

Despite the low level of evidence available in this area, it appeared that interest in and attitude 

towards conducting research were important individual factors leading to participation or not 

of clinicians in research projects. The available qualitative literature has provided examples of 

how clinicians might see research participation and why they would like to be involved. 

Finally, previous experience in research seemed also to influence the participation of 

clinicians in research. In the next section, this aspect will be explored in more depth.  

Research skills: 

The second factor described in the literature concerning the lack of involvement of clinicians 

in research was research skills. Several studies, using self-completed questionnaires, indicated 

lack of confidence in research skills as a major factor influencing the participation of 

clinicians in research. Morley-Hauchecorne and Lepatourel (2000) received 122 completed 

surveys from clinical dieticians, a response rate of 75%, and reported a perceived lack of 

confidence in research skills in 46% of the dieticians. Gething et al. (2001) and Kuuppelomäki 

and Tuomi (2003) reported that two thirds of their 96 and 400 nurses respectively wanted 

more training in research.  

In more detail, nurses and allied health professionals perceived their statistical skills as most 

lacking; 69% of 96 nurses (Gething et al., 2001) and 88% of 424 dieticians (Schiller, 1988) 

wanted to increase their understanding of statistics. Interpretation of these results needed to 

proceed with caution, as the response rate of both these studies was low with 13% and 35% 

respectively. Low perceived statistical skills could be explained by findings of focus groups by 

Slawson et al. (2000) that reported clinicians related research mainly to statistics and not to 

other aspects of research. For example, one of their participants said:  
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“Data collection is not hard, but what to do with it next is. We collect data 

everyday. There is no statistician on staff, so what do you do with the 

numbers?” (Slawson et al., 2000, p. 1146) 

 

Other perceived deficits in research skills obtained by clinicians were; acquiring funding 

(dieticians 78%); writing and publishing results (dieticians 62%, nurses 66%), and research 

design (dieticians 61 %, nurses 67%) (Gething et al., 2001; Schiller, 1988). 

Clinicians already involved in research held high education levels or had completed research 

courses in the past (Byham-Gray et al., 2006; Kuuppelomäki & Tuomi, 2003; Rizzuto et al., 

1994; Smirnoff et al., 2007). Also, younger nurses who had just left university seemed to have 

a higher level of education and had been involved in more research than the older generation 

of nurses (Kuuppelomäki & Tuomi, 2003). Despite this, research evidence for these 

relationships was low. Reported significant correlation coefficients (r) were between 0.35 and 

0.53, respectively therefore interpretation of these findings is difficult.  

Qualitative research projects have provided explanations of why higher levels of education 

and knowledge of research skills might lead to practitioner-researchers. Research active nurses 

were found to perceive less to no barriers on individual issues such as time and expertise 

(Higgins et al., 2010; Tanner & Hale, 2002). Tanner and Hale (2002) interviewed eleven 

nurses who were active in conducting research and found nurses to be pragmatic when dealing 

with barriers. For example, when faced with time issues, this nurse active in research worked 

on the research projects in her own time:  

 

“I did my degree as homework, so I’ve always been doing work at home. It’s 

always been like this. I just like learning.” (Tanner & Hale, 2002, p. 369) 

 

Higgins et al. (2010) used a discussion group, consisting of clinical nurse consultants and 

nurse unit managers, to explore factors that influenced research participation. Thematic 
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analysis found no individual factors influencing research participation, but unfortunately this 

discussion group only convened once and consisted of managers and clinicians, which might 

have limited the openness in this discussion group to discuss all factors influencing the 

participation in research of clinicians. 

In summary, keeping in mind the small body of evidence for these findings, it seemed that 

interest, attitude, and research skills were all important to consider when clinicians were 

stimulated to participate in conducting research. Clinicians involved in research were likely to 

have more research skills, hold a more positive attitude towards research, and perceive fewer 

barriers than clinicians who had never been involved in conducting research.  

2.2.1.2 Culture 

As discussed in the research utilisation section, culture was divided in two factors. The first 

factor was the formal structures existing in a system, such as the culture of the hospital. The 

second factor was the informal structures in a hospital, such as the influence of opinion leaders 

and the support of peers.  

Formal structures of the hospital culture: 

The formal culture in a hospital can have a great influence on the participation of clinicians in 

research. A cross sectional research project reported 83% percent of 400 nurses were not 

involved in research, because participating in research had never been required of them 

(Kuuppelomäki & Tuomi, 2003). In a similar type of study over half of 170 physiotherapists 

reported high workloads to be at the basis of why physiotherapists were not involved in 

research (Kamwendo, 2002). Even though the response rates of both articles were highest 

(67% and 62% respectively) of the reviewed literature, it was unclear if the 

nurse/physiotherapy population was well represented in these two studies and when 

interpreting the findings this be borne in mind. 

Some qualitative articles have explored the cultural effect on the participation of clinicians in 

research. Higgins et al. (2010) convened a nurse discussion group and described a hospital 

culture with a focus on clinical practice with short term goals which did not allow for time and 

positive attitudes towards research. Conducting research was mostly seen as “luxury”, and 
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“not real nursing work” (Higgins et al., 2010, p. 175). Similarly, a qualitative study that 

involved 11 nurses participants explained that research was not seen as part of practice 

(Tanner & Hale, 2002). Furthermore, Woodward et al. (2007) interviewed 48 research active 

nurses and triangulated the interviews with observations and document analysis and one of 

their participants said: 

 

“If you don’t have a uniform on, you’re not doing proper work, and if you’re 

in your own clothes then you are not really working.” (Woodward et al., 

2007, p. 234) 

 

Sometimes managers of clinicians could influence the culture in favour of doing research. 

Slawson et al. (2000) invited dieticians and their managers to participate in nine focus groups 

and reported that some clinicians felt supported to pursue research-based activity by their 

management. However, this support was only given if clinical work did not suffer. The next 

two quotes from two different dieticians supported this statement.  

 

“Most administrators don’t think of dieticians as researchers. We’ve found 

that it heightens the respect when they found out you are doing research.” 

(Slawson et al., 2000, p. 1146) 

 

“Administration would be supportive as long as all else gets done, as long as 

it didn’t increase cost.” (Slawson et al., 2000, p. 1146) 

 

Even when management was supportive of conducting research, other aspects of the hospital 

setting, such as previously discussed busy caseloads could influence the research project. One 

of the seven nurses interviewed in Roxburgh’s study (2006) explained how this could happen: 
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“We are researching the theatre register but the other person who was doing 

it was off sick, and then due to work commitments it’s been really difficult so 

haven’t done anything.” (Roxburgh, 2006, p. 539) 

 

Informal structures of the hospital system: 

Clinicians who had been involved in research emphasised the importance of first time 

clinician researchers being involved in a supportive team and not to try conduct research on 

their own (Higgins et al., 2010). However, when working as part of a group, choosing research 

members with the same drive, selecting a leader from the start of each activity and involving 

colleagues were recommended (Thompson et al., 2003). This is in line with the 

recommendation of Rogers (2003) who said that if colleagues were not like-minded, 

conducting research could become unnecessary difficult. One of the participants in Woodward 

et al.’s study (2007) study experienced this first hand: 

 

“If you were working really hard, and there were sarcastic comment being 

made, you felt a bit miserable.” (Woodward et al., 2007, p. 236) 

 

2.2.1.3 Characteristics of research 

Most of the information available on the characteristics of research was derived from 

clinicians who were or had been active in research projects. Clinicians who had never been 

involved in research reported little on the characteristics of research. The notion of what real 

research was, the language barriers between research and clinical practise, and the change in 

momentum in a research project were identified as influencing factors of research itself on 

research use.  
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The 48 nurses’ interview transcripts thoroughly analysed by Woodward et al. (2007) described 

the notion that only quantitative research is seen as real research. One of the nurses involved 

in qualitative research perceived not to be taken seriously as a nurse researcher by other staff 

and stated: 

 

“Because it is qualitative...and not a randomised controlled trial, then the 

medics see it as second-class research.” (Woodward et al., 2007, p. 232) 

 

Other nurses who were active in research, identified academic language as being very different 

from language used in practice (Higgins et al., 2010). These clinicians described doing 

research as being in a different culture with its own processes and language and expressed the 

commitment and time it took to learn these. Nurses participating in focus groups and single 

interviews in Roxburgh’s study (2006) also described this phenomenon.  

 

“The language is just a different culture altogether and I think that is very off-

putting.” (Roxburgh, 2006, p. 542) 

 

Higgins et al.’s nurse participants also identified difficulties in keeping research projects 

progressing within busy clinical schedule (Higgins et al., 2010). In order to conduct research, 

clinicians needed to be continuously engaged in the project including its periods of high and 

low activity. Clinicians opting in and out of research projects, and processes that delayed the 

project were all found to influence the momentum of the project.  

2.2.1.4 Facilitation 

The last of the four influencing factors believed to influence the participation of clinicians in 

research was facilitation. Interviews with 48 clinicians already active in research, revealed 

support to become involved in research to be very important (Woodward et al., 2007). Several 
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researchers explored the support clinicians needed to become involved in research. Three 

survey studies have identified three factors most important for research facilitation; 1) 

attending workshops, 2) collaboration with others and 3) funding for research (Gething et al., 

2001; Morley-Hauchecorne & Lepatourel, 2000; Schiller, 1988). Fifty-five to 73% of 424 

dieticians and 96 nurses, respectively, believed that attending workshops, in particular in the 

areas they wanted to develop, would lead to an increase in their research capacity. 

Furthermore, 73% to 84%, clinicians, were interested in building their research capacity by 

collaborating with more experienced clinicians and/or academics in research (Gething et al., 

2001; Schiller, 1988). Kuuppelomäki and Tuomi (2003), and Schiller (1988) also emphasised 

the importance of research training courses for nurses in a hospital.  

Qualitative research supported these findings (Roxburgh, 2006; Slawson et al., 2000; Tanner 

& Hale, 2002). Two examples were provided about how collaboration could make a difference 

for clinicians to become involved in research. Fifteen dieticians expressed the desire to  

 

“work with someone who’s done it successfully.” (Slawson et al., 2000, p. 

1146) 

 

Similarly, a nurse who was already active in conducting research acknowledged the role of 

collaboration in Tanner and Hale’s (2002) study noting that it helped her to conduct her 

research project. 

 

“I wouldn’t have done it on my own; I needed a push.” (Tanner & Hale, 

2002, p. 370) 
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2.2.1.5 Summary 

In summary, from the literature it appeared that there are more clinicians interested in 

becoming involved in research than there were clinicians who were involved in conducting 

research. Four factors seemed to be particular influential on research participation: 

1) Individual factors such as attitude towards research, interest, and research skills;  

2) Cultural factors such as high workload, perception of the hospital that research was not 

work and lack of peer support; 

3) Research characteristics such as statistics and language used in research;  

4) Facilitation factors such as workshops and collaboration with others. 

These four factors seemed to be consistent with the majority of the findings from the research 

utilisation literature. However, in this section, due to the combination of quantitative and 

qualitative findings, a more in-depth view into these factors has been presented. 

Collaboration with other more experienced clinicians or academics and attending workshops 

have been reported by clinicians to be the preferred way of supporting research activity. 

Clinicians already active in research were found not only to have a more positive attitude 

towards research (Rizzuto et al., 1994) and possess more research skills (Byham-Gray et al., 

2006; Kuuppelomäki & Tuomi, 2003; Rizzuto et al., 1994), but also to experience fewer 

barriers to translating research findings into practice than clinicians who were not (Adamsen, 

Larsen, Bjerregaard, & Madsen, 2003a). Therefore, involving clinicians in research may not 

only lead to increased evidence of clinical practice, but also to better informed clinicians. In 

the next section, interventions used to stimulate clinicians’ involvement in conducting research 

will be described.  

2.2.2 Interventions to stimulate research participation 

Although much research has concentrated on finding barriers and facilitators of research use 

and research participation, the evidence for interventions to stimulate research use was low 

(Thompson, Estabrooks, Scott-Findlay, Moore, & Wallin, 2007). Bero et al. (1998) undertook 

a systematic review to discover the most effective approaches to develop professional 
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performance in a clinical setting, and found 18 systematic reviews on development in this area 

with an appropriate level of evidence to allow inclusion in their review. They found six 

reviews that deemed passive approaches to be ineffective to stimulate a change in practice. 

Active approaches were recommended, with one of the most effective means to promote the 

use of research findings identified as interactive educational meetings, where clinical 

professionals were participating in the workshops through discussion or practice (Bero et al., 

1998). 

In contrast to Bero et al.’s study, I was interested in the participation of clinicians in research, 

not the use of research in practice. Therefore I selected articles, from the previously described 

literature search on research participation, in this section of my review when; interventions 

described a strategy to stimulate clinicians’ involvement in conducting research; the aim of the 

intervention was to increase research capacity; and the article was written in English. Twelve 

articles were identified that met these criteria. The aim and evidence of these studies will be 

explored below. An overview of articles describing interventions to stimulate research 

participation in clinicians is provided in Table 2.3. 
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Table 2.3 Overview research articles describing interventions to stimulate research participation in clinicians. 

Govoni and Pierce (1997) 

Type of study Qualitative (reflection) 

Sample of population Four clinical nurse specialists, four staff nurses and one unit manager, based in the United States, 

reflected over collaborating in research groups (two groups, n=4 and n=5). 

Type of intervention Formal staff development programme to increase research skills. 

Informal teaching and role modelling when working on collaborative research projects. 

Influencing factors for 

research capacity building 

Time, energy and resources important from director, coaches and staff. Low numbers in group.  

Group 1: implementation of roles, structure and author order, communication, and differences between 

participants were plentiful, but worked out well. Group 2: One nurse with knowledge and motivation on 

subject, finding time together, and differences were respected between clinicians. 

General outcomes Two examples of successful collaborative research projects were discussed. Articles, presentations 

nationally and internationally, change in practice (development clinical protocol) and in the nurses 

individually were among the results. 

Limitations of research No clear description which methodology was used, and how data was collected. No examples had been 

described of unsuccessful groups. 

Clifford and Murray (2001) 

Type of study Mixed methods (surveys with closed- and open-ended questions) 

Sample of population Nurses and midwives of one hospital in England. 

Surveys: pre- and post intervention (2.5 years), n=235 (50% response rate) and n=81 (56%) respectively. 

Type of intervention Open learning materials, tutorial workshops and funding for collaborative research projects were offered 

in one hospital to increase research capacity. 

Influencing factors for 

research capacity building 

Workload, time, resources and research knowledge remained an issue. Funding was gained to buy out 

time, however difficult to get replacement for the job. 

General outcomes 14 participants attended tutorials regularly; five research projects were supported by funds (25 

participants). More clinicians were involved in research after the intervention. 

No significant difference in attitudes towards research before and after the intervention.  

Limitations of research No power calculation was performed prior to intervention, no mention how qualitative data was collected 

from nurses involved in a research project, and lack of in-depth exploration at the end of the intervention 

with nurses that had not been involved in a research project. 
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Maljanian et al. (2002) 

Type of study Qualitative (reflection) 

Sample of population Clinical team based in the United States (no explicit information on occupation of participants, nurses 

were involved.) 

Type of intervention Roundtables intervention consisted of 4 interactive workshops on literature search (1), critiquing of 

literature (2 and 3) and research design (4) to increase nurses’ skills in evidence based practice and 

participation in research. 

Influencing factors for 

research capacity building 

Funding and resources were available for this study. Sustained research participation was achieved by 

sustained support from the Director of Outcomes research. 

General outcomes Roundtables were successful in setting up research with clinicians.  

Limitations of research No clear description which methodology was used, how data was collected. 

Adamsen et al. (2003b) 

Type of study Mixed methods (semi-structured interviews with 66% yes/no questions) 

Sample of population 37 Danish nurses in intervention group were compared to 42 Danish nurses in control group. 

Type of intervention A research methodology course designed for nurses with degrees lower than Masters level.  

Length: one day, every three weeks over one year. 

Influencing factors for 

research capacity building 

Time, culture and colleagues. 

General outcomes Nurses involved in the course conducted more research than nurses who were not.  

95% of nurses attending course would like to have future research involvement. 

Limitations of research Thorough research study, however control group was not matched on research activity and research 

skills to intervention group.  

Thompson et al. (2003) 

Type of study Qualitative (reflection) 

Sample of population Four nurses and one ward sister in one hospital based in England. 

Type of intervention Participants collaborated in a research project and were assisted by the hospital’s research and 

development office. 

Influencing factors for 

research capacity building 

Like-mindedness of colleagues, clear roles of participants, and involvement of other colleagues, 

managers and more experienced researchers.  

Support with planning, ethics, quantitative (statistician) and qualitative (workshop) analysis required due 

to lack of experience and knowledge. 
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General outcomes Successful collaborative research project, with the realisation of the participants that research was not 

that difficult.  

Limitations of research No mention on which methodology was used, how data were collected for the article. 

Hummelvoll and Severinsson (2005) 

Type of study Mixed methods (participant observations, interviews, questionnaires, focus groups and process notes) 

Sample of population Mental health ward in Norway consisting of 22.6 nurses, one occupational therapist, one social worker, 

chief physician, and two psychiatric registrars. 

Type of intervention Weekly meeting based on issues that arose from dialogue and reflections to increase staff awareness of 

their own practice using action research principles. 

Influencing factors for 

research capacity building 

Facilitators role was crucial.  

General outcomes More interest in research was created: four research projects (three student based), research reports/ 

articles/ one doctoral thesis were the result. 

Staff and students experienced change in ward culture in more openness towards professional debate and 

reflection. 

Limitations of research Data analysis process was not reported; author touched on action research principles but failed to go into 

depth. 

Atkin et al. (2007) 

Type of study Qualitative (reflection) 

Sample of population Five clinical allied health professionals (including occupational therapists, physiotherapists and speech 

language therapists) and two academic allied health professionals from England. 

Type of intervention Five allied health professionals, facilitated by two academics, set out to conduct a research project and 

used an action research approach.  

Influencing factors for 

research capacity building 

Clinicians’ research knowledge, recognition of research in hospital, finding a shared topic within group, 

and like-mindedness of colleagues. 

General outcomes Project ceased due to lack of funding. Solution for funding issues was found in collaborating with 

academics and students. Confidence in conducting research was built. 

Limitations of research No mention of data collection or analysis processes. Researchers claim action research was used, but no 

in-depth discussion how this was implemented. 

Chapman et al. (2007) 

Type of study Qualitative (reflection and open-ended surveys ) 
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Sample of population 14 clinical dieticians and 10 academic dieticians from Canada. 

Type of intervention A two day workshop on how to conduct focus groups for clinical dieticians, then these dieticians, 

mentored by academic dieticians, each conducted two to three focus groups (resulting in 15 in total). 

Finally seven clinical dieticians learned through collaborative research how to transcribe, analyse the 

transcripts and helped with dissemination of the findings. 

Influencing factors for 

research capacity building 

Facilitation, time and face to face feedback. 

General outcomes Participants learned skills to conduct focus groups and enjoyed meeting other clinicians.  

Limitations of research No description which methodology was used and how collected data was analysed. 

Holzhauser et al. (2008) 

Type of study Qualitative (reflection) 

Sample of population One emergency department in Australia (no explicit information on occupation of participants, nurses 

were involved). 

Type of intervention Visiting scholar programme aimed to involve clinicians to undertake research in collaboration with 

experienced researchers. 

Influencing factors for 

research capacity building 

Limited research knowledge, communication with academic were important. 

General outcomes Three presentations at conferences, one published and one accepted article were the result of the 

intervention.  

Better understanding between academics and clinicians (both ways). 

Limitations of research No clear description which methodology was used, how data was collected and how intervention was set 

up. 

Perry et al. (2008) 

Type of study Mixed methods (questionnaires, semi-structured interviews) 

Sample of population Questionnaire: 98 clinicians (40% response rate) consisted of 45 nurses, 48 allied health professionals, 

three midwives and two from other professional groups. Interviews: 19 senior managers. Participants 

were based in England. 

Type of intervention Five year research post was created to facilitate clinicians’ involvement in clinical research through 

support and funding opportunities. Evaluation after three years. 

Influencing factors for 

research capacity building 

Facilitation, culture, knowledge, time and interest. When there was funding to buy out time, staff 

experienced difficulties to find replacement for the job. 
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General outcomes Research facilitator post was seen as instrumental for improving research culture in hospital and higher 

research activity levels in clinicians. 

Limitations of research Questionnaire was developed by the researchers, (reliability or validity of this questionnaire was 

unknown), only managers were interviewed and not the actual clinicians. 

Purkis et al. (2008) 

Type of study Mixed methods (surveys and reflection) 

Sample of population Survey: 19 of 400 English nurses (5% response rate).  

Reflection: three English nurses-researchers reflected on the implementation of the workshops.  

Type of intervention Surveys were used to determine research topics nurses were interested in. Workshops, based on 

identified topics, were developed and rolled out by the three nurse-researchers. 

Influencing factors for 

research capacity building 

Nurses’ understanding of research, time. Accessibility of workshop venue. 

General outcomes Four workshops were held, attendance was low. 

Limitations of research Response rate was very low (5%). Researchers claim that action research was used, unfortunately no 

description of the process is provided.  

Lee and Metcalfe (2009) 

Type of study Qualitative (reflection) 

Sample of population Australian nurses from emergency, cardiothoracic and cardio- and intensive care-units reflected on their 

research projects (n=not specified). 

Type of intervention Collaboration between a university and a hospital led to stimulation of involvement in two ways: 

1) In the hospital setting specific postgraduate courses focussed on relevant areas in the hospital were 

delivered. 

2) Nurses were invited to take part in collaborative research projects. 

Influencing factors for 

research capacity building 

Funding. 

 

General outcomes Research capacity was built: Eight nurses enrolled as honour students; over five research projects were 

conducted. Research was disseminated through the publication of five articles, and several oral 

presentations. Change in practice was seen where the clinicians had conducted their research. Clinicians 

enjoyed and benefitted from being involved in research. 

Limitations of research No clear description which methodology was used, how data was collected and how intervention was set 

up. Results seem to focus on the success of the intervention, not on the journey they took to get there. 
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In the studies listed in Table 2.3, the involvement of clinicians in research was researched 

mainly in the nursing profession (n=6). Other research projects included allied health 

professionals (n=2), and a combination of nurses, allied health professionals and other health 

professionals (n=4).  

Workshop and collaborative research projects were the main interventions used in this 

literature. Two projects described the involvement of clinicians in research by setting up 

research workshops, five projects involved clinicians in conducting research directly and the 

six remaining articles used both approaches to stimulate involvement of clinicians.  

Generally, positive findings regarding building research capacity were reported when 

clinicians had been involved in conducting research, despite a number of obstacles they had to 

overcome to reach this success. However, the quality of the literature was low. No systematic 

review on the involvement of clinicians in research was found. Only one article used a pre- 

and post-design to evaluate the intervention (Clifford & Murray, 2001) and one other 

conducted a case-control study (Adamsen et al., 2003b). Triangulation of multiple data 

sources was used in two other studies to strengthen the findings (Hummelvoll & Severinsson, 

2005; Perry et al., 2008). The evidence and findings of these four articles will be discussed 

below.  

The first article by Clifford and Murray (2001) evaluated a programme that allowed nurses to 

enrol for research workshops and/or to become involved in collaborative research projects. 

This study was the only intervention that used a pre- and post evaluation approach, 

unfortunately no significant difference in attitude towards research was reported after 

completion of the project (Clifford & Murray, 2001). The study was conducted over three 

years and due to staff turnover and incomplete returned surveys, only 65 of the initial 235 

surveys were returned at the end of the programme. No power calculation was performed to 

see if a difference in attitude towards research could be detected, making it problematic to 

interpret this finding. Fortunately, the authors conducted an additional qualitative analysis 

with the 25 nurses who had been actively collaborating in research, which did reveal a more 

positive attitude towards research post-intervention.  
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The case-control study conducted by Adamsen et al. (2003b) involved semi-structured 

interviews with 37 Danish nurses who had been enrolled in a one-year research methodology 

course, and 42 nurses from a different area in Denmark who had not been enrolled. The two 

groups appeared similar in demographic variables (age, number of years following education, 

and number of year working as a specialised nurse), but the control group self-reported their 

research activity, and the validity of their statements was not checked. It was therefore 

difficult to ascertain whether it was a true control group. However, 89% of the nurses in the 

intervention group compared to 36% of the control group were active in research two weeks 

before completion of the course (Adamsen et al., 2003b). In-depth interviews revealed a 

persistent perceived lack of research skills, tensions between nurses who had and had not been 

enrolled in the course, and lack of support of management as obstacles for nurses from the 

intervention group to conduct a research project. These authors believed that the social context 

of the course, for example the sense of belonging to the course group, could partly explain the 

increased research activity of the nurses enrolled on the course (Adamsen et al., 2003b). No 

data were reported on clinicians’ research involvement after the intervention was completed to 

explore if research involvement was sustained. 

Triangulation of data was used in two other articles (Hummelvoll & Severinsson, 2005; Perry 

et al., 2008). Hummelvoll and Severinsson (2005) made use of observational data, 

questionnaires, interviews, focus groups and process notes in an action research approach to 

stimulate research activity and greater understanding of practice in an acute mental health unit. 

Involved clinicians reflected on their practice in weekly sessions, which encouraged 

discussion about their research activity. The engagement of the staff and the use of action and 

reflection in this project led to more openness in the ward amongst staff and several 

publications. Perry et al. (2008) also found a perceived increase in research activity and 

positive changes in research culture after nurses, midwives and allied health professionals had 

been supported by a research facilitator in the involvement in research. A questionnaire was 

developed for the supported professionals and semi-structured interviews were conducted with 

managers of these professionals. It was unfortunate that a recognised questionnaire was not 

used in this study and that a response rate of only 40% was achieved, which might mean that 

the results of this questionnaire appear more positive than they may have actually been.  
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In summary, it appeared that the evidence for interventions with the aim of stimulating the 

participation of clinicians in research was low. Furthermore, the success of available 

interventions seemed more apparent when clinicians were engaged throughout the research 

process and were supported by a facilitator.  

Despite the low evidence for research participation interventions, I decided to use an 

intervention in my study that would require physiotherapists to actively participate in a 

research study. I explored the sustainability of such an intervention in the following section.  

 

2.3 Sustainability of research participation 

As previously discussed at the beginning of the research participation section, it was well 

known that many clinicians have been active in research at some point in their professional 

career, but that only a small percentage remained active as practitioner-researchers. For 

clinicians to remain active in research a more sustainable solution needs to be considered. To 

achieve this sustainability, I focused on a PAR approach to stimulate the physiotherapists to 

conduct research in my study. 

PAR focuses on empowering participants (called action researchers) to make changes in their 

practice by gaining more insight into that practice through the use of the action research cycle. 

This cycle includes research planning, acting, observing and reflection phases (please refer to 

the methodology chapter for greater detail). This theoretical model stimulates action 

researchers to become more reflective on their practice and the influencing factors impacting 

on them in order to create the desired change. This model was commonly applied in 

developing countries by letting local residents participate in critical thinking to address local 

problems, however it has also been used in the health and education sector.  

In section 2.2.2 (Interventions to stimulate research participation), three studies specified the 

use of action research in their intervention. In my opinion, only two of these studies qualified 

as action research projects as the study of Purkis et al. (2008) reported the use of an action 

research approach but failed to demonstrate a PAR approach within their article. One of the 

remaining two articles has been discussed previously (Hummelvoll & Severinsson, 2005), 
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while the last study (Atkin et al., 2007) reflected on the journey of five allied health 

professionals using action research to conduct a study in an area of their interest. Despite the 

fact that these allied health professionals learned new research skills and were motivated, the 

project was ended prematurely due to funding issues.  

In the health professions PAR has been mainly used to change certain aspects of practice (Coe, 

Wilson, Eisenberg, Attakai, & Lobell, 2006; Du Toit, Wilkinson, & Adam, 2010; Kelly & 

Simpson, 2001; Li et al., 2010; Meyer, Johnson, Procter, Bryar, & Rozmovits, 2003; Short, 

Jackson, & Nugus, 2010). Li et al. (2010) described the journey of nine nurses directly 

involved in an action research project to improve the management of delirium, while Du Toit 

et al. (2010) adopted an action research approach to improve research activities for 

undergraduate training in a clinical setting. When these PAR groups were meaningful to the 

participants, their changed action was sustained.  

Other ways of using PAR in a health setting were focused on the facilitation of PAR (Coghlan 

& Casey, 2001). Meyer et al. (2003) contracted nine research and development nurses to 

facilitate action research in seven different trusts. These nurses attended university once a 

week, and a project-coordinator was available to support the building of their research 

capacity and transformation as an action research facilitator. Overall, this intervention was 

successful, however a lack in research skills, a lack of support of management, as well as 

difficulties with changing a culture impacted the motivation of these nurses and resulted in 

only one of these nine nurses continuing the role as a facilitating action researcher. Bateman et 

al. (2002) adopted a PAR approach to develop a template for general practitioners to facilitate 

the participation in research. Unfortunately, information on how PAR was applied in this 

research was insufficient to ensure if PAR was used correctly. 

In the last ten years three articles have been published on how PAR could increase research 

participation of clinicians into disciplinary research (Bensimon, Polkinghorne, Bauman, & 

Vallejo, 2004; Hodgson, May, & Marks-Maran, 2008; Short et al., 2010). These articles 

theorised how a PAR methodology could work in a clinical setting to stimulate research 

participation and described the implementation of the theory. Two articles (Bensimon et al., 

2004; Hodgson et al., 2008) focused on stimulating research participation of undergraduate 



47 

 

students and so did not have much in common with the participant sample of my study, which 

consisted of registered physiotherapists. 

Short et al. (2010) proposed an innovative way to build research capacity in an emergency 

department, by using an action research approach to generate communities of practice 

(Wenger, 1998). Communities of practice is a theory developed by Wenger to encompass 

“groups of people who share a concern or a passion for something they do and learn how to do 

it better as they interact regularly.” (Wenger, 2006, p. 1). For example, in the study of 

Adamsen et al. (2003b), nurses enrolled in a research course were thought to use more 

research than the nurses who were not involved because of the regular meetings with other 

nurses in the course. For the current study, the physiotherapy department could be seen as a 

community of practice, and within that community, the individual PAR groups could be seen 

as their own discrete communities. This theory explained the duality between participation and 

reification, where participation is seen as the action of the community that explores and gives 

meaning to the experiences, whereas reification provides more structure and policies within 

the community. They belong together and are both needed for sustainable communities of 

practice (Wenger, 1998).  

 

2.4 Conclusion of literature review 

Building research capacity in physiotherapists is important for continued growth of the 

physiotherapy profession. As previously mentioned research capacity in this study has been 

defined as: to possess the ability to understand knowledge gained by research, to conduct 

systematic inquiries in your own clinical practice and to disseminate this gained knowledge to 

a wider audience.  

Two steps have been proposed to build research capacity, the stimulation of: 1) research 

utilisation, and 2) research participation. My focus was to examine factors that played a part in 

building research capacity. Research from the allied health and nursing profession focussing 

on clinicians’ perceptions on building research capacity were included.  
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The well-researched domain of research utilisation (step one) provided a framework for the 

influencing factors for building research capacity with clinicians. Four factors were identified: 

Individual characteristic, Culture, Characteristics of research, and Facilitation.  

Despite the fact that research participation (step two) was less researched, an understanding of 

the four factors was achieved through the use of findings from quantitative and qualitative 

research. Attitudes towards research and research skills were identified as the main 

influencing individual factors for the involvement of clinicians in research. Clinicians, with 

positive attitudes to participate in research, expressed the wish to either build their research 

capacity by attending workshops or to collaborate with others in conducting research. 

Literature describing interventions with the aim of stimulating the participation of clinicians 

into research was even sparser. Twelve articles were found, however none of these described 

interventions that aimed to stimulate physiotherapists to participate in research. When 

physiotherapists have been involved in conducting research they were described as part of an 

allied health group. In this thesis the focus is purely on physiotherapists. Interventions aimed 

at increasing research capacity showed that active involvement of clinicians in research (for 

example using a PAR approach) was viewed as an effective approach to stimulate the 

participation of clinicians into disciplinary research. Collaboration with other clinicians and 

researchers was also theorised to be the best way to sustain the participation of clinicians in 

research.  

Therefore the main aim of my thesis was: to explore whether facilitation of physiotherapists in 

conducting research, using a participatory action research (PAR) approach, contributed to a 

change in their attitude towards research and increased their research capacity. 

To achieve this aim four research questions were explored:  

1. What are the attitudes towards research, and the research capacity of physiotherapists 

in a clinical setting (before being exposed to conducting research)? 

2. What are the experiences of physiotherapists conducting research facilitated by a PAR 

approach? 
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3. Did physiotherapists’ attitudes towards research change, and their research capacity 

increase after being involved in conducting research for one year, using a PAR 

approach? And if so, how did this occur? 

4. Were physiotherapists’ changes in attitude towards research and their research capacity 

sustained one year after completion of the involvement in research? And if so, what 

factors played a role in this? 

In the next chapter I will describe in-depth the methodology that fitted my values, ontological 

and epistemological standpoints. I will then move to the strategy of inquiry I chose for my 

study and describe my method used.  
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Chapter 3 Methodology and Methods 

Methodology and methods are two terms holding different meanings and cannot be used 

interchangeably. Methodology provides the philosophy and the strategy on which a research 

project is built, where as methods provides the protocols and data sources of the research 

project. In this chapter first I will explain how I decided on the methodology to be used before 

moving on to describe the methods utilised. 

 

3.1 Methodology 

My background as a quantitative researcher, and the complexity of this research project 

created the need to explore the different paradigms existing in quantitative, qualitative and 

mixed methods research. Initially, from my point of view, a researchers’ background, values 

and ideas were not important for a research project as a researcher and the social environment 

was invisible and did not leave significant marks on the research project. I also thought that all 

researchers had this same view. It was in the beginning of my doctorial candidature that I 

learned this was just one way of seeing the world, and was called (post)positivism. I then 

became familiar with the different underlying philosophical paradigms of conducting research.  

Each paradigmatic approach is based on three building blocks: ontology, epistemology and 

methodology and these blocks are believed to underpin each research study (Guba & Lincoln, 

2005). Grix (2002) explained the relationship between ontology and epistemology to 

methodology as: “what the researcher thinks can be researched (their ontological position), 

linking it to what we can know about it (their epistemological position) and how to go about 

acquiring it (their methodological approach).” (p. 179). Denzin and Lincoln (2005) argued that 

the moral perspectives or values (axiology) also need to be taken into account, as they 

influenced ontology, epistemology and methodology and therefore the paradigmatic approach 

taken. More contemporary researchers (Creswell, 2009; Patton, 2002b) dismissed the idea of 

the importance of the worldviews and methodology informing the research study, and saw 

answering the research question as the most important guidance for research design.  
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Traditionally, each paradigm resulted in a specific research question relating to the paradigm, 

and a predetermined set of research methods and data sources to answer the question. 

However, both Grix (2002) and Creswell (2009) argued that data sources, which are used to 

collect quantitative, qualitative or mixed data, were independent of the paradigm, which meant 

that any method could be used with each paradigm, and led to the research design (Guba & 

Lincoln, 2005). 

My thesis was a complex study, involving physiotherapist participants who formed PAR 

groups to undertake their own research studies, and my involvement in both their research 

projects and in my study of the physiotherapists. Finding a paradigm that fitted my ontological 

and epistemological position and all the aspects of my research project was a lengthy process 

of reading and debate. I eventually chose a pragmatic approach (to underpin my study of the 

physiotherapists) which was influenced by the action research paradigm (to underpin the PAR 

groups used to stimulate research involvement). In this chapter I will explain how I came to 

this decision.  

First, I explore my values; who I am; and how I see the world (subsection: 3.1.1). I then 

explain the main paradigms described in the literature (subsection: 3.1.2). In this subsection I 

show how my ontological and epistemological standpoints resonated with each paradigm and 

what my research project would have looked like if each paradigm was used. Finally, I arrive 

at the chosen research paradigm. In subsection 3.1.3 (Strategies of inquiry, p. 60) I describe 

the principles that have played a role in determining my approach to this research and how 

these principles fitted with my paradigm and the research aim. I end this chapter by detailing 

how I collected the data for my research project (subsection: 3.2, Methods, p. 63). 

3.1.1 My values and ontological and epistemological standpoints  

In exploring the different paradigms I first needed to reflect on my background and values. 

Questions that guided this section were: “What do I value?”, “How do I see the world?”, 

“How do I interact with the world?” and “How do I think research can make a difference?” In 

the next paragraphs I will explain my values and my ontological and epistemological 

standpoints. 
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At the end of my Master’s thesis in 2002 I was working in a rehabilitation setting conducting a 

clinical research project with wheelchair athletes. My study was experimentally oriented and 

was based on a quantitative foundation. This was the first time in my scientific career that I 

was involved in a long term clinical research project and I was working with disabled 

participants on a day to day basis. It was here that I realised that the research project I was 

doing was not in line with what interested the clinicians or the patients. To gain a better 

understanding of what drove patients and clinicians and which research questions were 

pertinent to them I decided to become a clinician and I completed a Bachelor’s degree in 

Physiotherapy in 2005. My clinical research projects have, since then, been influenced by my 

practical, pragmatic physiotherapy education and strongly informed by my previous applied 

research training. This combined approach has helped me to rationalise appropriate treatment 

for patients. From my point of view, other physiotherapists and other allied health 

professionals could similarly benefit if clinicians gain greater research knowledge. In this 

present study I wanted to help physiotherapy clinicians increase their knowledge of research 

so that it would more usefully guide and inform their clinical practice. I believed that my study 

could be used to help stimulate this change.  

Learning, changing and living occurs through interaction with others; therefore the social 

context is important. I have worked in isolated and group settings, in practices and research 

institutes and through this experience I have found that a group of motivated individuals has 

the potential to produce more meaningful results than one individual. Due to different views 

on a topic, people could inspire and motivate each other in many ways, but there needed to be 

a sense of trust and openness between people to enhance learning. I believed that only when 

people felt at ease and respected that knowledge could be generated and open discussion could 

be held about issues that truly mattered to them.  

My practical background has taught me that working in groups requires a certain level of 

creativity and pragmatism as plans and actions do not always follow the path you envision at 

the start of a project. Sometimes a deductive approach was needed to answer a question, 

sometimes an exploratory approach was needed, and sometimes both. I believed it was 

possible to use whichever method was most appropriate to solve the practical problem that you 

were seeking to solve.  
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In summary, my values were based on openness, trust and respect. My ontological and 

epistemological standpoints were; 1) everyone attached a different meaning to phenomena; 2) 

research could be used to promote your political agenda; 3) working together would enhance 

the understanding between people and would result in more holistic information; and 4) 

practical and pragmatic research would help to solve practice issues. In the next section, I 

discuss the major paradigms and how they fitted with my ontological and epistemological 

values.  

3.1.2 Paradigms 

The first element important for research design described by Guba and Lincoln (2005) and 

Creswell (2009) was the way researchers saw the world. Rolfe (1996) defined these paradigms 

as “A shared set of rules and beliefs about how a discipline functions, including what counts 

as knowledge, how it can be generated and how and by whom it can be disseminated” (p. 

232).  

In health science, especially after the introduction of evidence based medicine, quantitative 

research, normally based on a (post)positivistic paradigm, was viewed as having higher status 

than qualitative research (Andrew & Halcomb, 2009). As previously mentioned, my 

background was based on this paradigm. Qualitative researchers were opposed to the idea of 

there being only one way of determining truth and wanted to create new hypotheses, new ways 

of looking at the world and believed that every researcher interpreted research according to 

their own worldview or paradigm. In other words conducting research was subjective. 

Consequently, within qualitative research, a range of paradigms emerged which represented 

the different worldviews of researchers; these included post positivism, constructivism and 

action research (Guba & Lincoln, 2005). In 2009 Creswell added the pragmatic paradigm to 

this list, which I have included in this discussion of the main paradigms. 

In the next subsection, I describe the main paradigms in quantitative, qualitative and mixed 

methods research; how they resonate with my values and ontological and epistemological 

standpoints; and how they fitted with my research project. Subsequently I will explain which 

paradigm suited me best. 
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3.1.2.1 (Post)positivism 

Supporters of positivism and post positivism are mainly known for their use of only 

quantitative data sources; the formation of hypotheses at the beginning of a research project; 

and the control of variables other than the one they are interested in (Guba & Lincoln, 2005). 

They want to answer their hypothesis with yes or no and are therefore deductive in their 

approach. A well known example of research methods used by (post)positivists is the 

randomised controlled trial (Guba & Lincoln, 2005). 

Positivists believe they can be purely objective in their research, that their beliefs do not 

interfere with the interpretation of the results and therefore, the results of their projects reflect 

the absolute truth (Patton, 2002d). Factors which are not proven to have a correlation or a 

causal relationship are considered irrelevant and are therefore dismissed. This worldview has 

received enormous criticism from qualitative researchers, arguing that the social context is 

complex and attaches different meanings to the same results and that these factors cannot be 

ignored (Grix, 2002). More information on this contrasting view is presented in the section on 

the constructivists’ worldview (p. 55). 

Post positivists have taken the criticism of qualitative researchers with regard to the positivist 

approach on board and acknowledge that the context in which the research is performed and 

the beliefs that a researcher might hold influence the outcome of the research in a range of 

ways (Patton, 2002d). An example of this acknowledgement is the fact that post positivists use 

qualitative methods (in addition to quantitative methods) (Guba & Lincoln, 2005).  

As explained in my standpoints I believed that the context in which the research would take 

place would affect the whole process and needed to be taken into account. Also, I believed that 

different people attach different meaning to the events that occur in their environment and 

acknowledging this would facilitate more holistic and meaningful research. Therefore, in my 

study, the positivistic approach could not be used as the paradigm of choice as it could not 

deal with complex relationships between people. The post positivistic paradigm did resonate 

better with my standpoints as it allowed for other factors to be taken into account. The 

implementation of the post positivistic paradigm in my study would allow me to use 

questionnaires, leading to the possibility of showing a quantitative change in physiotherapists’ 
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attitude and research capacity in practice. However, it would not allow for a detailed 

description of the attitude and experiences of the physiotherapists with whom I was working. 

Therefore, in the next section I will discuss a paradigm that did allow for this to occur. 

3.1.2.2 Constructivism 

In the qualitative research world, constructivism or interpretivism is one of the main 

paradigms used. Researchers supporting the constructivists’ point of view believe that every 

individual, including the researcher, attaches different meaning to events happening in their 

environment (Patton, 2002d). A single observation can be interpreted in many different ways. 

Carr and Kemmis (1986) quoted Ayer when he described the different meanings after he 

observed someone drinking a glass of wine to explain this argument. Drinking a glass of wine 

can be interpreted as: 

 

“... an act of self-indulgence, an expression of politeness, a manifestation of 

loyality, a gesture of despair, an attempt at suicide, a religious 

communication....” (Carr & Kemmis, 1986) 

 

Therefore, constructivists argue that there is not one truth, but several. By asking open-ended 

questions and being open to the social context, different views are exposed, leading to the 

development of new theory (Carr & Kemmis, 1986; Guba & Lincoln, 2005). 

This paradigm resonated with my standpoints. I appreciated the effect of the social 

environment and agreed that each individual participating in my study would form a different 

meaning attached to the events that were happening in the project. In my project I wanted to 

give voice to the attitudes of physiotherapists towards research; the experiences during the 

intervention and the year following. Choosing a constructivist approach would allow me to 

share their attitudes and experiences and create new theory. However, in addition to creating 

new theory I wanted to know if the intervention had been a success or not and this paradigm 

would not give me a yes or no answer to this question. Applied in its most purists form, 
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constructivism would inhibit me to switch between different philosophical paradigms and 

therefore would not allow me to answer part of my research question. The next two described 

paradigms did appear to support switching between paradigms (in other words use mixed 

methods research) and therefore I examined them in more depth.  

3.1.2.3 Action research 

Supporters of the action research paradigm have expanded on the view of the constructivists in 

that not only everyone provides a different meaning of an event, but people also have their 

own values, ideologies and agendas, which drive the research process. Action researchers see 

themselves as change agents, as they actively want to solve a particular issue, something they 

are passionate about, in their environment (Patton, 2002a). Furthermore, they believe, that the 

best way to facilitate a desired change is to conduct a research project in collaboration with the 

participants in the setting where the change needs to occur, exposing the very practical nature 

of this paradigm. The participants need to become co-researchers. Depending on two 

frequently used models (see Table 3.1, p. 57), the collaboration can range from reflective 

practice in one person to reflection in tight collaborative relationships. Finally, action 

researchers see it as impossible at the start of an action research project to predict what 

knowledge might be created, since the process is specific to the environment in which the 

project is conducted, the people involved in the action research project, and the problem that 

people want to solve (McNiff & Whitehead, 2006). 

Action research emerged in the 1940s as a way to empower people to facilitate change in their 

own community by acting and reflecting on their actions (Lewin, 1946). In the 1970s, action 

research was mainly used to facilitate change in the industry through the use of action training 

programmes. In the 1980s critical and emancipatory action research took more form in 

Australia and then in Europe. Lately, participatory action research (PAR) has been used in 

developing countries to empower people to bring about meaningful change, as well as in 

education in the developed world (Kemmis & McTaggart, 2000). Therefore, the major models 

of action research could be classified as; PAR and critical action research with both having a 

specific focus. These models are based on the action research family described by Kemmis 

and McTaggart (2000, pp. 560-562) and are listed in Table 3.1. 
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Table 3.1 Overview of the focus of participatory action research and critical action research by Kemmis 

and McTaggart (2000).  

Action 

research  

Focus Focus in this thesis if this 

model was used 

Example of research 

question 

 

Participatory 

action research 

(PAR) 

 

Shared ownership 

of research projects 

Orientation toward 

community action 

 

 

The group of physiotherapists, 

including myself, would use the 

PAR cycle, to learn about which 

factors influenced their research 

capacity in the hospital.  

 

 

How can we change our 

practice in that we are 

able to conduct 

academic research in 

our setting? 

 

Critical action 

research 

 

Self reflective  

Collective self-

study of practice 

Political 

 

 

I would work with the 

physiotherapists. Through 

reflection on what I heard and 

saw I would want to see what 

difference I could make for them 

to stimulate research capacity. 

 

 

What can I change in 

physiotherapy practice 

to stimulate clinical 

research? 

 

The collaborative aspects of action research resonated well with my standpoints, particularly 

the potential to use research to facilitate a change. Also within this practical paradigm, I was 

not restricted to one research method, and so could use questionnaires as well as interviews to 

answer my research question. The application of this paradigm could be twofold in my 

research project. One, the intervention chosen by the physiotherapists, was mainly based on a 

PAR paradigm, where groups of physiotherapists would work together to learn about and 

change the culture of conducting clinical research in their own setting. However, I felt that the 

focus of the physiotherapists was mainly on learning how to conduct research and not on 

changing their culture, which led me to doubt whether I could use PAR for my study. Second, 

as discussed in my ontological and epistemological standpoints, I also had a political agenda 

and wanted to change the way physiotherapists viewed research, as I believed better 

understandings of research would lead to better practitioners. Although I had this political 

agenda, my research question was focussed on voicing the attitudes and experiences of the 

physiotherapists and not necessarily my own. Therefore, I looked for a paradigm that placed 

the research question in the middle of the research design. 
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3.1.2.4 Pragmatism 

The last paradigm offered by Creswell (2009) is the pragmatic paradigm. From a purists’ 

perspective, paradigms underlying quantitative and qualitative research are seen as 

irreconcilable, however pragmatists (Patton, 2002c) have taken a different stance and allow 

mixed methods research. Pragmatists argue that although there are differences between 

paradigms, they are independent from each other and can therefore be used concurrently. That 

is, it is possible to use post positivism, constructivism and the action research paradigm 

independent of each other in the same study. In this philosophical view, the main focus on 

determining the best research design is driven from answering the research question, and not 

derived from the underlying paradigm. 

The pragmatic paradigm suited my practical background as a physiotherapist and the applied 

background as a researcher, as well as my research project. My focus was on answering the 

research question in a clinical practice environment and pragmatism allowed for the research 

question to guide the methods and methodology rather than the research paradigm (Greene & 

Caracelli, 1997; Patton, 2002c).  

3.1.2.5 Conclusion 

In this section, I have discussed paradigms that might have fitted my research questions. The 

research questions of my study have been presented on page 1 and page 48. Table 3.2 shows 

examples of research questions for my study when each of the four paradigms would have 

been adopted.  
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Table 3.2 Examples for research questions for this thesis based on the four major paradigms. 

Paradigm Research question for this study 

(Post)positivism 

(measured only with 

quantitative data) 

1. What are the attitudes towards research, and the research capacity of 

physiotherapists in a clinical setting (before being involved in 

conducting research)? 

2. Did physiotherapists’ attitudes towards research change, and their 

research capacity increase after being involved in conducting 

research for one year, using a PAR approach?  

3. Were physiotherapists’ changes in attitude towards research and their 

research capacity sustained one year after completion of the 

involvement in research? 

Constructivism 

(measured only with 

qualitative data) 

1. What are the attitudes towards research, and the research capacity of 

physiotherapists in a clinical setting (before being exposed to 

conducting research)? 

2. What are the experiences of physiotherapists conducting research 

facilitated by a PAR approach? 

3. Which factors played a role in changing physiotherapists’ attitudes 

towards research, and increasing their research capacity after they 

were involved in conducting research for one year, using a PAR 

approach? 

4. Which factors played a role in sustaining physiotherapists’ attitudes 

towards research, and their research capacity one year after 

completion of their involvement in research? 

Action research 

(measured with both 

qualitative and 

quantitative data) 

What can I do to change the attitude and research capacity in 

physiotherapists and the hospital when they were involved in conducting 

research for one year, using an action research design? (critical action 

research) 

 

What can we (physiotherapists are co-researchers) do to change the 

attitude and research capacity in ourselves and the hospital when being 

involved in conducting research for one year, using a participatory action 

research design? (PAR) 

Pragmatism 

(measured with both 

qualitative and 

quantitative data) 

1. What are the attitudes towards research, and the research capacity of 

physiotherapists in a clinical setting (before being exposed to 

conducting research)? 

2. What are the experiences of physiotherapists conducting research 

facilitated by a PAR approach? 

3. Did physiotherapists’ attitudes towards research change, and their 

research capacity increase after being involved in conducting 

research for one year, using a PAR approach? And if so, how did this 

occur? 

4. Were physiotherapists’ changes in attitude towards research and their 

research capacity sustained one year after completion of the 

involvement in research? And if so, what factors played a role in 

this? 
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From Table 3.2 it appeared that the first three paradigms would not be suited to answer all my 

research questions. A (post)positivist paradigm (the first paradigm discussed) would have been 

able to measure a change in attitude and research capacity, but would fail to answer how this 

was achieved. On the other hand, a constructivist paradigm (the second paradigm discussed) 

would have allowed for voicing the changes in attitude and research capacity of the individual 

physiotherapists, but would not be able to measure if change was achieved. Therefore, I turned 

to paradigms that would allow for mixed methods research.  

An action research paradigm (the third paradigm discussed) would stimulate the 

physiotherapists and myself to examine existing attitudes of research and research capacity. 

However, I felt that main point of focus of the physiotherapists was to learn how to conduct a 

research project and not to create a change in the hospital towards research. This discrepancy 

in focus between the physiotherapists and the purists of the action research paradigm made me 

choose a paradigm associated with mixed methods research. 

The pragmatic paradigm (the last paradigm discussed) allowed me to combine the first three 

paradigms and therefore enabled me to answer my research questions more fully. My 

pragmatic approach was influenced by an action research paradigm due to my own political 

agenda and the strategy I wanted to use to promote research participation with the 

physiotherapists. 

3.1.3 Strategies of inquiry 

The second element important for research that Creswell (2009) proposed is the strategy of 

inquiry. In other words the step between the philosophical paradigm and the research design, 

which informs how data will be collected (Denzin & Lincoln, 2005). Within quantitative, 

qualitative and mixed methods research there are different strategies that can be used. 

Frequently used quantitative strategies are survey research and experimental research. In 

qualitative research, methodologies such as grounded theory, ethnography, case studies, 

phenomenological research, narrative research and action research are used. Finally, mixed 

methods research uses sequential, concurrent and transformative methodologies.  
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The two strategies that fitted best with my standpoints, research question and chosen paradigm 

were concurrent mixed methods research and PAR. My study was complex; I chose the 

concurrent mixed methods research strategy to study the physiotherapists while they were 

involved in research (answering my research questions), whilst I used PAR to stimulate 

physiotherapists’ involvement in research (the intervention). These strategies will be described 

below.  

3.1.3.1 Concurrent mixed methods approach 

Based on the pragmatic paradigm, the mixed methods approach appeared to best match my 

study. I decided to use a mixed methods design because I needed both qualitative and 

quantitative data to answer my research question. It also created the flexibility to switch 

between paradigms to allow richer and in-depth additional insights. Not only did I want to use 

quantitative data (surveys), and qualitative data (in-depth interviews, focus groups and 

observations), I also wanted to become part of the physiotherapists who were participating in 

my study (more on this in section 3.1.3.2) to gain insight as to how research capacity could be 

built. 

Creswell (2009, p. 14) identified three different methodologies within mixed methods 

research: 1) sequential; 2) concurrent and; 3) transformative, but combinations of these three 

are possible. The sequential methodology involves the use of one method (for example 

quantitative data) before the other (for example qualitative data), while the concurrent 

methodology utilises both methods at the same time. Transformative methodologies can 

incorporate sequential or a concurrent strategy, but are based on a theoretical framework, such 

as PAR. It became apparent that in order to answer my questions I had to collect data 

simultaneously, therefore I adopted a concurrent mixed methods design. In addition to 

choosing one of these three mixed method strategies; weighting of the favourable method; and 

the stage at which the two methods are integrated, are important for a solid research design 

(Creswell, 2009). In this study, a priority was given to qualitative data, leading to a concurrent 

nested mixed method methodology.  
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3.1.3.2 Action research 

As mentioned in the previous section, I wanted to become actively involved with the 

physiotherapists in establishing their research projects. The strategy that aligned with my 

research project and my values most closely was that of participatory action research (PAR).  

As discussed in the action research paradigm; the practical nature of action research allowed 

the use of different methods to solve a problem (Patton, 2002b). These principles of 

participatory action research are; social, participatory, practical and collaborative, 

emancipatory, critical, reflective, and aimed to transform theory and practice (Kemmis & 

McTaggart, 2000, pp. 566-568). Central to the strategy of action research is the action research 

cycle comprising; planning, action, observation and reflection, and revising plans to enter a 

new cycle (Figure 3.1). 

 

 

Figure 3.1 The action research cycle of Carr and Kemmis (1986) 

The observation and reflection in the cycle can occur at four different levels: the social 

practices; the participants’ knowledge; the social structures; and the social media (Kemmis & 

McTaggart, 2000). The social practice reflects the actual work participants are doing and how 

they communicate and organise themselves. Participants’ knowledge is defined by the 

participants’ values, skills and understandings of phenomena in their work. The social 

structure is defined by political, economical and cultural influences on practice, while the 

social media encompasses the language, work and power of social media (Kemmis & 
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McTaggart, 2000). The action research cycle can be started at any of the four items in the 

cycle.  

The PAR strategy would allow me to become fully involved with the physiotherapists 

participating of my study. The physiotherapists could choose their own clinical research 

project and set it up from start to finish. I could facilitate them with this and simultaneously 

have the opportunity to have a closer look at their attitudes towards research and their research 

capacity. I therefore decided to implement the PAR projects with an action research cycle with 

the physiotherapists. 

 

3.2 Methods 

In this section, I describe the recruitment of participants for this study; the protocol for the 

intervention and for the data collection; the data sources used in this study; and finally how 

data analyses were performed. Ethical and Māori consultation had taken place throughout the 

development of my study and Ethical approval was obtained prior to commencing the study 

(see Appendix A: Ethics approval). 

3.2.1 Participants and recruitment 

All physiotherapists working at one rehabilitation hospital, located in one of the biggest cities 

of New Zealand, were invited to participate in my study. In addition, the clinical managers of 

the physiotherapy department and the allied health manager were also invited to participate. 

To be included, all potential participants had to be over the age of 18 years old and working as 

either a physiotherapist, or a physiotherapy or allied health manager at the rehabilitation 

hospital where the intervention took place. Physiotherapists also needed to be registered with 

the New Zealand Board of Physiotherapy and hold a Current Practising Certificate. The 

rehabilitation hospital that provided the context for this study was divided into seven 

specialised clinical areas; these areas ranged from orthopaedics to neurological areas, 

including both in- and out-patients departments. 
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In consultation with management, two oral presentations explaining the study were held on the 

same day to inform all the physiotherapists, including the physiotherapists who were only 

working in the morning or in the afternoon. Additionally, invitations to participate along with 

information sheets and consent forms (see Appendix B: Information and consent forms for 

physiotherapists and managers) were distributed to all potential participants through the 

internal mail system of the hospital. Potential participants were given the opportunity to ask 

questions about the project during and after the presentations. Twenty-five of the 32 potential 

participants (23 physiotherapists and three managers) consented to be part of my study. One 

manager was involved both in clinical and managerial duties. The five physiotherapists, who 

did not provide consent for my study, were still able, if they wished, to be involved in the PAR 

intervention, as described below.  

3.2.2 The PAR intervention 

The main aim of the intervention was to facilitate physiotherapists who had already expressed 

an interest in conducting research, to undertake a research project in their clinical setting. The 

intervention involved groups of physiotherapists initiating and conducting research projects in 

order to learn about the research process.  

As mentioned earlier in this chapter, the intervention was based on the principles of the PAR 

approach (social, participatory, practical and collaborative, emancipatory, critical, reflective, 

and aimed to transform theory and practice) as described by Kemmis and McTaggart (2000). 

These principles could be identified within the intervention. In my study the intervention took 

place in the rehabilitation hospital where the participants worked, allowing for interactions 

between physiotherapists; between the physiotherapists and their managers and other health 

professionals; between the physiotherapists and their patients; and between the 

physiotherapists and the culture in which they worked, keeping the social context real 

(adhering to the social principle). Also, emancipatory and transformative principles were 

apparent due to the fact that the physiotherapists involved wanted to learn more about research 

themselves, and wanted to change the situation they were in. The process was not imposed 

upon the physiotherapists by management or others in authority and in principle management 

supported the project. The iterative cycle as explained by Kemmis and McTaggart (2000) 
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played a major part in integrating the practical, participatory, critical and reflexive principles 

of PAR and consisted of a cycle of planning, acting, observing and reflecting and back to 

planning. Figure 3.2 shows these four stages of the PAR cycle including the explanation given 

to the physiotherapists on how the cycle worked. 

 

Figure 3.2 Explanation of the PAR cycle used in my study to stimulate research participation of 

physiotherapists working in a hospital 

As discussed previously the intervention took place in the hospital where the physiotherapists 

worked. In their setting, the physiotherapists needed to decide what they wanted to research 

and how to make the research projects work (practical principle). As they worked in groups, 

and initiated and conducted the research projects, there was a high level of participation of the 

physiotherapists in the research projects (participatory principle). In the last two stages of the 

PAR cycle physiotherapists needed to look critically at what they had done and needed to be 

able to reflect on their observations. Once every month each PAR group organised a formal 

group reflection to allow them to discuss and reflect on their observations and progress. 

Observations and reflections needed to be focused on several levels and ranged from practical 

work, to the individuals themselves, and the hospital culture, and even the social media. The 
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first level was the actual work the physiotherapists did on the project and this was the main 

focus of the physiotherapists. Secondly, physiotherapists needed to reflect on their own 

knowledge and see what they knew and did not know about research and their practice. The 

third level involved reflection on the culture in which the physiotherapists worked, this could 

be the hospital setting or the influence of the country they lived in. The fourth and last level 

involved reflection on the effect of media (newspapers, news) and how it influenced their 

practice.  

I facilitated the PAR projects with the physiotherapists. As I was relatively new to facilitating 

other clinicians in conducting research, two strategies were put in place. First, one of my 

supervisors came to the rehabilitation hospital in the initial stage of the study to help present a 

workshop and answer research questions. Secondly, once a week I met with my primary 

supervisor, and once a month I met with all my supervisory team, to discuss issues related to 

the facilitation process. 

It was unclear which issues would arise during the intervention, and it was therefore difficult 

to make a prediction about what topics needed to be covered by the groups. Possible topics 

were: identification of the research topic; conducting a literature review; consultation with 

ethics and Māori representatives; determination of outcome measures; inclusion and exclusion 

criteria for the study; statistics pre- and post-intervention; practical issues; data collecting 

processes; writing, and not necessarily in that order. Figure 3.3 shows this process. 
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Figure 3.3 Example of possible topics that might be covered when physiotherapists learned how to conduct 

a research project.  

Topics were randomly placed on the goal: learn how to conduct a research project.  

During the intervention, the physiotherapists divided into three PAR groups and one group 

with physiotherapists not interested in becoming involved in a PAR project. In my thesis the 

three PAR groups are referred to as Case 1, Case 2 and Case 3, and, the physiotherapists who 

were not involved, were in Case 4. For reasons of confidentiality, the decision was made not 

to identify the specific research topics of the PAR projects. It can be noted though that the 

research topics were clinically relevant to the participants. 

3.2.3 Data sources 

My study focussed on the experiences of physiotherapists collaboratively conducting research 

and their change in research capacity and attitude towards research over a two-year period. To 

achieve these aims, qualitative and quantitative data sources were used. The majority of the 

data sources were of a qualitative origin to ensure the credibility of the world of the 

physiotherapists, with all it complexities and interrelating factors (Patton, 2002b).  
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In my study, qualitative data sources (in-depth interviews, research diaries, group evaluation 

meetings, field notes and focus groups) formed the most important part of the data collection. 

Quantitative data sources consisted of two questionnaires from the research utilisation 

literature to measure change in attitude to and capacity of research (Edmonton Research 

Orientation Survey (EROS) (Pain, Hagler, & Warren, 1996) and the Estabrooks Research 

Utilisation Questionnaire (Estabrooks, 1999a)). In addition to these two questionnaires, a 

personal questionnaire was added to collect demographic information and data were collected 

on physiotherapists’ confidence and motivation to conduct a research project. All these data 

sources are described below. 

3.2.3.1 Qualitative data sources 

In-depth interviews 

One source of qualitative data collection was by in-depth face-to-face individual interviews. I 

conducted these interviews with physiotherapists and managers purposefully sampled from the 

total participating group until data saturation was reached. Each purposefully sampled 

physiotherapist or manager was verbally asked to participate in the in-depth interviews, and 

everyone accepted to be interviewed. The in-depth interviews took place at the start of the 

intervention, at the end of the intervention (one year after the intervention had started), and 

then at one year follow up (two years after the intervention had started). The aim and 

questions asked with each of these interviews are presented in Table 3.3. Each interview was 

held in separate rooms within the hospital to create a space of reflection and trust and lasted 

from 20 to 60 minutes. All interviews were audio-recorded and transcribed verbatim. 

Physiotherapists were purposefully selected for these interviews by their scores in confidence 

and motivation to conduct research (more information on these measures on p. 74) at the start 

of the intervention. The aim was to sample for maximum variation (Patton, 2002a) to capture 

the different views towards research existing in this physiotherapy department. This meant 

that physiotherapists with low confidence and low motivation scores, low confidence and high 

motivation scores, high confidence and low motivation scores and high confidence and high 

motivation scores were purposefully selected first. Later, physiotherapists with fewer extremes 

in confidence and motivation scores, and management were also interviewed. Data saturation 
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was reached when 15 physiotherapists or managers were interviewed. Figure 3.4 visualises the 

physiotherapists that were chosen on a scatter plot. As it is shown with the grey and black line, 

it appeared that I selected physiotherapists with slightly higher motivation levels and low 

confidence level than in the overall department. However, overall Figure 3.4 showed that the 

purposefully selected sample and the physiotherapy department were similar in confidence 

and motivation scores.  

 

Figure 3.4 Perceived motivation and confidence levels of physiotherapists towards conducting clinical 

research at the start of the intervention process, measured on 100 mm VAS scores. 
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Table 3.3 Aim of and questions for in-depth interviews at the start, end, and one year follow up of the PAR 

intervention  

Timeline 

interviews 

Aims and interview questions 

Start 

interviews 

Aim: to determine how physiotherapists saw research and how they used 

it and participated in research.  

 1. What does physiotherapy mean for you?  

2. How do you feel about the research that is introduced to 

physiotherapy? or What do you think of the role research has in 

physiotherapy practice? 

a. Can you give me an example of when you have used research? 

b. What would you like to learn about research? 

c. What do you think is possible to learn about research in this 

setting? (barriers/opportunities) 

End interviews Aim: to determine the success of the intervention, including whether 

physiotherapists experienced a change in their research capacity or 

changed their views on the utilisation and participation in research.  

To identify barriers and facilitators that could improve the process. 

 1. How was this year for you? 

2. Can you give me an example of a research-related experience that 

stayed with you from this year (or what have you heard if you were not 

involved in research) 

a. Positive example 

b. Negative example 

3. What have you learned by working together in groups for research? (or 

what have you heard if you were not in a PAR group) 

4. What would you need to continue to pursue research? or What would 

you need to stay or become interested in research? 

One year 

follow up 

interviews 

Aim: to determine if physiotherapists had perceived an effect of the 

intervention one year after the intervention had stopped and to identify the 

factors contributing to it. 

 1. What are the most important issues that happened in this year? 

2. What happened to the project after I (the research facilitator) left? 

3. Have you been involved in (other) research related activities this year? 

If so, which and how did that go? 

4. Do you see research differently than last year? If so, how? 

5. Have you been using more or less research in your practice? 

6. What would it need for you to keep research moving forward or to get 

back into research again? 

Each of the presented questions was followed by exploratory questions. In the end and follow 

up interviews different questions (for example questions 2 and 3 in the end interviews) were 

asked of both participants who had not been involved in a PAR project and the participants 

who had been involved in a PAR project.  
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Research diaries 

Research diaries were handed out to all physiotherapists participating in a PAR group (Case 1, 

2 and 3). An explanation was provided on how to use the research diaries, with the emphasis 

on the possibility of making notes about observations and reflections on the process. It was 

made clear that the research diary was owned by the individual physiotherapist. On 

completion of the year-long intervention the researcher would gain the permission of the 

physiotherapist to use the information contained within the research diary. At completion of 

the one year intervention it became apparent that not one physiotherapist had used the research 

diary. Therefore, research diaries were excluded from the analysis process.  

Group evaluation meetings  

Part of the PAR cycle comprised of observation and reflection after a plan was put in action. 

Once a month time was allocated within each PAR group for participants to sit down as a 

group to observe what they had been doing and to reflect together on the progress or issues 

that arose during the planning and action time. As a facilitator, I attended all evaluation 

meetings of the separate PAR groups. Over time it was observed that the allocation of time 

once a month was too strict and needed to be more flexible. After this observation was made 

PAR groups implemented their own time frame for evaluation, which ranged from once a 

week to once every two to three months. Reflection meetings were audio-recorded for data 

collection and were generally 10 to 20 minutes long. Analysis of these meetings occurred by 

listening to the recording and making notes.  

Field notes 

At the start of my study, I commenced writing about observations, dilemmas and reflections 

from my interactions with the physiotherapists and managers in a diary. During the 

intervention, the number of entries increased exponentially as I added extra information on 

each of the Cases as well. I kept on writing in my diary after the intervention was completed, 

and used these notes to guide the analysis and write up of my study. 
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Focus groups 

After the intervention, I facilitated two focus groups. Initially focus groups were also planned 

to be held at one year follow up, however an earthquake in the city where the study occurred 

made me decide not to conduct the focus groups at that point in time. The main reason for 

these focus groups was to verify the results from the analysis of the field notes, group 

reflection meetings, interviews and the questionnaires. Due to logistical difficulties, a 

convenience sample was taken from the whole group for the focus groups. This meant that all 

physiotherapists, included in my study, were invited to participate in the focus groups. 

Invitations were sent out through email, by internal mail and in a presentation of an in-service 

education session. I divided the participants in two groups, one group of senior 

physiotherapists (n=2) and one group of junior physiotherapists (n=4). In the focus group I 

presented the constructed themes (using a thematic analysis described in section 3.2.5.1, p. 84) 

and asked for feedback. Focus groups lasted between 35 and 50 minutes and were audio-

recorded. After completion of the focus groups I listened to the recording and made notes. 

3.2.3.2 Quantitative data sources 

The quantitative data sources were the questionnaires used in this study. Analysis of current 

literature concerned with the stimulation of clinicians to participate in research revealed no 

questionnaires with good psychometric properties that could be used to measure the outcomes 

of my study. Mostly success in research participation was presented objectively in the amount 

of manuscripts published and/or presentations made or the success with funding applications 

for a research project.  

As my questions focused on measuring attitude towards research, and research capacity 

(including research use and research participation), I turned to the literature pertaining to 

measuring research utilisation by allied health professionals and nurses. Frasure (2008) used a 

model constructed by Estabrooks (1999a) to conduct a thorough systematic review of research 

utilisation measures and included literature from 1982 to 2007 using four databases 

(Cumulative Index to Nursing and Allied Health Literature, Health and Psychosocial, 

Instruments, PubMed and Medline). Twenty-five measures were identified and were graded 
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on psychometric properties, and 14 were then included for further analysis as they were 

graded highly.  

Frasure (2008) identified the Research Utilisation in Nursing Survey as the most rigorous 

tested research utilisation scale. I included a modified version of this survey in my study. 

Further details of this modified survey are presented under the heading: Estabrooks Research 

Utilisation Scale (p.80). Only two of the 14 measures identified by Frasure (2008) had been 

frequently used in studies involving allied health professionals, and these were 1) the Barriers 

scale (Funk et al., 1991), and 2) the Edmonton Research Orientation Survey (EROS) (Pain et 

al., 1996). The Barriers scale was initially developed for use with nurses, whereas the latter 

measure, the EROS, was specifically developed for use within the allied health profession. I 

therefore chose the EROS for my study. Additional information of this latter survey is 

presented under the heading: Edmonton Research Orientation Survey (p.75). 

In summary I identified the EROS scale as the best survey to measure attitude towards 

research and research participation and the Estabrooks Research Utilisation Scale as a measure 

for research use. These surveys were added to two other questionnaires. In the next section I 

will present the four questionnaires: 1) the Personal Questionnaire (only administered at the 

start of the intervention), 2) Measures of Confidence and Motivation, 3) Edmonton Research 

Orientation Survey, and 4) Estabrooks Research Utilisation Scale.  

Personal Questionnaire  

Demographic data on age, years of registration with the Board of Physiotherapy as a 

physiotherapist, and ethnicity were obtained through the personal questionnaire (see p. 74 for 

an example of this questionnaire). The ethnicity questionnaire provided participants with the 

opportunity to identify with one or more of the following ethnicities; New Zealand European, 

Māori, Samoan, Cook Island Māori, Tongan, Niuean, Chinese, Indian or other (such as Dutch, 

Japanese, Tokelauan) using the New Zealand Census Ethnicity question (Statistics New 

Zealand, 2011).  
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Personal Information Questionnaire 

1) Name: ___________________ 

2) What is your age? ______ years 

3) How long have you been working as a registered physiotherapist? ______ years 

4) Which ethnic group do you belong to? (Mark the space or spaces which apply to 

you) 

 (New Zealand European, Māori, Samoan, Cook Island Maori, Tongan, Niuean,  

 Chinese, Indian, other (such as Dutch, Japanese, Tokelauan). Please state:  

5) Are you descended from a Māori (that is, did you have a Māori birth parent, 

grandparent or great-grandparent, etc? (yes, no, don’t know) 

6) Do you know the name or names of your iwi (tribe or tribes)? (yes, no) 

 

Measures of confidence and motivation  

Two visual analogue scales were used to measure motivation and confidence in conducting 

research (see p. 75 for an example of this measure). The two questions asked were 1) How 

confident are you with doing research?; 2) How motivated are you to do research? Answers 

were registered on a 100 mm visual analogue scale ranging from, respectively, not confident 

and not motivated to very confident and very motivated. In addition to providing information 

about confidence and motivation in conducting research, these answers were used in 

determining the purposeful sample for the in-depth interviews as described in the section In-

depth interviews on page 68. 
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Measures of confidence and motivation 

Indicate on the line how you feel about the following items. 

1) How confident are you with doing research? 

Not confident       Very confident 

  

 

2) How motivated are you to do research? 

Not motivated       Very motivated 

 

 

 

Edmonton Research Orientation Survey (EROS) 

The EROS was developed to assess research utilisation and attitudes toward research in a 

clinical setting (Pain et al., 1996). The questionnaire was not founded on a theoretical 

framework (Pain et al., 1996; Pain et al., 2004; Waine, Magill-Evans, & Pain, 1997), but a two 

step process for the development of the questionnaire was taken (Pain et al., 1996). In the first 

step focus groups involving clinicians, managers and researchers (n=11) were initiated to 

construct themes which were used to generate the questions. The questionnaire was pilot 

tested and revised. In the second step, 172 clinical staff of a rehabilitation hospital tested the 

questionnaire and results were used in item reduction and testing of psychometric properties. 

Internal reliability was measured high (Cronbach’s alpha= 0.93) in Pain et al.’s (1996) study. 

McCleary and Brown (2002) included 185 nurses in their study to measure the construct 

validity of the overall EROS score and found it was associated with formal research education, 

understanding of research, and participation in research. Two of the four EROS sub-scores 

(‘Valuing research’ and ‘Evidence based practice’) were associated with formal education, 
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whilst the other two (‘Research involvement’ and ‘Being at the leading edge’) were not. The 

sub-scores added an additional benefit to the use of the EROS: it not only focused on overall 

orientation towards research, but also included research involvement of allied health 

professionals. The EROS was therefore included in this study to quantify the participant’s 

attitude towards research as well as the research participation.  

The Edmonton Research Orientation Survey consisted of three parts. The survey is presented 

on page 78. 

The first part inquired about general information and history of the participant, such as age, 

gender, research degree held, and years of clinical experience. Five questions were asked, 

using a five-point Likert scale on clinicians understanding of: research design, statistics, 

articles, grant applications, and ethics application. The Likert scale ranged from 1) very poor 

to 5) very good.  

The second part of the survey explored the opinions of the participants using a five-point 

Likert scale (ranging from 1) strongly disagree to 5) strongly agree). A higher score on the 

Likert scale indicated a higher research involvement and a more positive attitude towards 

research. The developers of the questionnaire conducted a factor analysis that identified a 

subdivision of the second part into four different sub-scores: 1) ‘Valuing research’ (n
1
=8); 2) 

‘Research involvement’ (n=7); 3) ‘Being at the leading edge’ (n=6); and 4) ‘Evidence based 

practice’ (n=10) (Pain et al., 1996). Bonner and Sando on the other hand argued in 2008 that 

these four sub-scores could be reduced to three; 1) Attitude; 2) Use of Research; 3) 

Knowledge of Research (Bonner & Sando, 2008). More findings have been reported using the 

former four sub-scores; therefore these four sub-scores were chosen for use in the current 

study. The total EROS score represented the summed score of the second part of the survey. In 

my study I used this total score as a measure for attitude towards research. I used the second 

sub-score found by Pain et al. (1996) (‘Research involvement’) as a measure for 

physiotherapists’ research participation in my study. 

                                                 
1
 n refers to the number of questions of the survey the sub-score was derived from.  
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The last part of the survey inquired about the support and barriers (interest, time, research 

skills, peer support and resources) towards research the physiotherapist encountered in their 

clinical setting. These items were represented in statements, such as: “I do not have time to 

conduct or be involved in clinical research” and each statement was scored with a five-point 

Likert scale (ranging from strongly disagree to strongly agree). For three items; time, research 

skills, and peer support, the scores needed to be inverted. The last question of the survey was 

open-ended and was reserved for comments on other barriers and support in the clinical 

setting. 
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Edmonton Research Orientation Survey 

K. Pain, Glenrose Rehabilitation Hospital, P. Hagler and S. Warren, University of Alberta 

This questionnaire has been developed to assess involvement in and beliefs about research. There 

are no right or wrong answers to these questions.  

 
PART A 

1. Clinical training:  (Audiology, Communication Disorders , Education, Medicine, Nursing,  

 Occupational Therapy, Orthotics/Prosthetics, Physical Therapy,  Psychology,  

Recreation, Social Work, Other: (specify)_________) 

2. Which of the following best describes your current position? (Clinician, Private Practice, 

Administrator, Clinical Specialist (clinical research, education liaison, coordinator, 

etc.), Other: describe  _________) 

3. What degree(s)/diploma(s) do you hold? (Diploma, RN/RPN, Bachelor's Degree, Master's  

4. Are you currently pursuing another degree? (yes, no) If yes: degree sought _____________ 

5. How many years of clinical experience have you had? ( __years full-time, __ years part-time) 

6. Gender: (male, female) 

7. Age category: (21 - 30, 31 - 40, 41 - 50, 51 - 60, 61 - 70) 

8. Have you ever taken any university/college courses in research design and/or statistics?  

 If yes, please indicate how many such courses you have taken. (__ courses) 

When did you take the last research design/statistics course? (__ years ago) 

9. Please rate your understanding of the following: (Very Poor –Very good 1-5 scale) 

 Research design 

 Statistics 

 Research articles in journals 

 Grant application procedures 

 Ethical review procedures 

10. How many hours per week do you usually work? (__ hours) 

 On average, how many hours per week do you spend reading journal articles? 

 (__ paid hours, __ unpaid hours) 

 On average, how many hours per week do you spend in other research-related activities 

e.g., collecting/ analysing data, writing/presenting research work? (__ paid hours, __ 

unpaid hours) 

11. Using the last two years as a time frame, indicate your research involvement below.  

 (__ Research projects (involved in proposal/grant writing, analysing data,  

interpreting  findings, writing journal articles), __ Presentations at conferences,  

__ Presentations to client, community, or professional groups based on a review of the 

research literature.) 

 

PART B 
 

For each of the following statements circle the number which best represents your opinion. If a 

question does not apply to you, it may be omitted, but please answer as many questions as 

possible.  

(Strongly disagree –Strongly agree, 1-5 scale) 

 

1. When there is information available, clinical practice should be based on research findings. 

2. Research can improve the cost-effectiveness of patient care. 
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Edmonton Research Orientation Survey continued 

3. Research articles provide information which helps me in my day-to-day work.  

4. All staff should have enough research skills to understand research articles. 

5. It would be enjoyable to work as part of a research team. 

6. I have tried to learn enough about research to understand journal articles. 

7. Reading the research literature makes me feel that I am keeping up with my field. 

8. I sometimes consider going back to university for more research training. 

9. I would phone the author of a research article if I needed information for my clinical work.  

10. Evaluating treatment methods is important, even if it takes time from direct patient care. 

11. I feel that I am a leader in my professional field.  

12. I am willing to use my own money to attend a conference that interests me.  

13. Clinicians should rely more on research findings than on clinical experience.  

14. New ideas about clinical practice are exciting.  

15. When I read in the research literature, I realize that others have similar questions and  concerns.  

16. I often question the effectiveness of established treatments. 

17. Hearing research presentations has changed the way I practice. 

18. I am constantly looking for new information to help with my work. 

19. Carrying out a research project has changed the way I do clinical work.  

20. I frequently examine the research literature for information on a specific topic.  

21. I am actively involved in doing clinical research. 

22. Even when funds are severely limited, It is important to support research activities.  

23. Keeping up with new information is an important part of my job. 

24. Reading the research literature makes me aware of the complexity of different issues.  

25. I recommend equipment/material purchases on the basis of research results.  

26. Senior Administrators should support clinicians' involvement in research. 

27. I am an excellent researcher. 

28. Reading the research literature helps to define the areas in which I am competent to practice. 

29. I have examined my clinical practice for research needs/possibilities.  

30. I am capable of developing new or revised treatments which will help clients. 

31. Research can improve patient care.  

32. I have changed my clinical treatment after discussing research with colleagues.  

33. I like to incorporate new ways of doing things into my clinical practice.  

34. When I have done research myself, it has given me more confidence working in that area. 

35. Reading the research literature has changed the way I practice. 

36. Staff members should be involved in research projects so they can learn more about the  

 research process. 

37. My job satisfaction is related to my opportunities to do research. 

38. I share my innovations in treatment or diagnosis through presentations or written articles. 

 

PART C: Supports and Barriers 

Note: The term clinical research as used in the following questions refers to clinicians doing 

research in applied setting. (Strongly disagree –Strongly agree, 1-5 scale) 

1. I would like to do more clinical research.  

2. I do not have time to conduct or be involved in clinical research.  

3. I do not have the necessary skills to conduct research. 

4. There is a lack of peer group support for research activity. 

5. The resources necessary to conduct research are available. 

Comments ______________________________________________ 
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Estabrooks Research Utilisation Scale 

The developer of this survey had investigated pathways through which nurses could use 

research (Estabrooks, 1999a, 1999b). A self-developed survey was completed by 600 nurses 

(40% response rate) in order to calculate a conceptual model representing the various 

pathways research could be used in practice. Four different pathways were revealed; these 

were direct, indirect, persuasive and overall research use (Estabrooks, 1999a). Construct 

validity was measured by structural equation modelling (Estabrooks, 1999b). The reliability of 

the four pathways in the survey was high; ranging from alpha 0.77 to 0.91 (Frasure, 2008). 

The research questionnaire I chose to use in my study was based on this model and was 

modified by Estabrooks to investigate the research utilisation of the allied health professionals 

working in the acute care setting. It should be noted that no reliability or validity studies have 

been conducted with this modified questionnaire. In personal correspondence with the author, 

we decided to call it the Estabrooks Research Utilisation Scale.  

The Estabrooks Research Utilisation Scale contained four questions, explained by examples. 

Three focused on each entity of the conceptual model (instrumental, conceptual, and 

persuasive research utilisation) created by Estabrooks (1999a) and one question on overall 

research utilisation.  

Originally, the focus was on the nursing profession and construct validity was established in 

this profession (Frasure, 2008). Later the measure was adjusted for allied health professions in 

the acute care setting, but no reliability or validity studies have been conducted for this 

population group. I modified this instrument in a way that the examples used resonated with 

the rehabilitation setting of the physiotherapists included in my study. After modification of 

the examples, I returned the questionnaire to the original author and gained approval to use 

these modified examples (see p. 81 for an example of this scale).  

Each of the four questions asked how often research was used in the last typical workday and 

physiotherapists could tick one of five boxes (10% or less, about 25%, about 50%, about 75%, 

and about 100%) or the sixth box if they did not know how often they spent using research 

that way. For the definitions and examples provided with each question in my study, see the 

Estabrooks Research Utilisation Scale described overleaf.  
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Estabrooks Research Utilisation Scale 

While healthcare providers strive to provide quality patient care based on the best research evidence 

available this may not always be possible due to various job, resource, organizational or other 

constraints. In this section we are asking you to think of your last typical work day. We have defined 

and provided examples of several types of research use. Use your best estimates to answer the 

questions.  

 

Instrumental Research Use  
Definition: Using observable research-based practices when caring for patients. By this we mean that 

practice may be guided by guidelines, protocols, routines, care plans or procedures that are based on 

research. This would include following evidence based protocols or guidelines such as:  

• Pain assessment and management 

• Mobilization protocol 

• Knee rehabilitation 

On your LAST typical work day how often did you use research in this way? (% = percentage of 

time)  

(10% or less, about 25%, about 50%, about 75%, almost 100%, do not know) 

 

Conceptual Research Use  
Definition: Thinking about research-based knowledge and then using it to inform your clinical 

decision-making.  

Examples would be:  

• Using knowledge of wound/soft tissue repair to plan rehabilitation 

• Using knowledge of fatigue to time interventions 

• Using knowledge of the importance of independent living to guide practice  

On your LAST typical work day how often did you use research in this way? (% = percentage of 

time) 

(10% or less, about 25%, about 50%, about 75%, almost 100%, do not know) 

 

Persuasive Research Use  
Definition: Using research findings to win an argument or make a case to someone regardless of 

whether you have made a thorough assessment of the research.  

An example would be:  

• Using a spasticity assessment to advocate for BOTOX injection or other treatment by a 

specialist. 

• Using knowledge of wound healing to clarify physician's orders 

On your LAST typical work day how often did you use research in this way? (% = percentage of 

time) 

(10% or less, about 25%, about 50%, about 75%, almost 100%, do not know) 

 

Overall Research Use  
Definition: The use of any kind of research findings, in any kind of way, in any aspect of your work.  

On your LAST typical work day how often did you use research in this way? (% = percentage of 

time) 

(10% or less, about 25%, about 50%, about 75%, almost 100%, do not know) 
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3.2.4 Protocol for data collection 

An embedded concurrent mixed methods design was used to collect and triangulate data. This 

meant that quantitative and qualitative data sources were integrated, with a larger weight 

appointed to the qualitative data sources.  

Qualitative data sources included; in-depth interviews conducted at the start, at the end and 

one-year follow up; focus groups at the end of the intervention; group evaluation meetings; 

and my field notes recorded throughout my study (see Table 3.4). 

Table 3.4 Time frame for the collection of qualitative data sources.  

 Individual in-

depth interviews 

(n=15) 

Focus groups 

 

(n=2) 

Group 

reflections 

(n=3) 

Field notes 

 

 

February 2009 √√√√   

√√√√ 
 

 

 

√√√√ 
 

June 2009   

November 2009 √√√√ √√√√ 

November 2010 √√√√  √√√√ 

Fifteen physiotherapists were interviewed, two focus groups (consisting of respectively 2 and 

4 physiotherapists) were conducted and three PAR groups (Case 1, 2 and 3) reflected on their 

activities.   

Quantitative data sources consisted of the Personal Questionnaire, Measures of Confidence 

and Motivation, Edmonton Research Orientation Survey, and Estabrooks Research Utilisation 

Scale. The personal questionnaire was administered only at the start of the intervention to 

document demographic information and ethnicity. The three other questionnaires were 

administered at the start of the intervention, at the end of the intervention and one-year at 

follow up (See Table 3.5).  

Table 3.5 Time frame of the administration of used questionnaires.  

 Personal 

questionnaire 

Measures of 

confidence and 

motivation 

Edmonton 

Research 

Orientation Survey 

Estabrooks 

Research 

Utilisation Scale 

February 2009 √√√√    (100%) √√√√    (100%) √√√√    (100%) √√√√    (92%) 
November 2009  √√√√    (88%) √√√√    (96%) √√√√    (92%) 
November 2010  √√√√    (96%) √√√√    (96%) √√√√    (92%) 
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Response rates for each of the questionnaires are reported in brackets, 100% = 25 

physiotherapists. 

All questionnaires were printed and placed in an envelope with my name and return address 

on it. To ensure a maximum number of completed questionnaires, my email address and 

telephone number were provided with the questionnaires. Physiotherapists could use these if 

they experienced problems completing the questionnaires. The envelopes were then 

distributed by placing the envelopes in the personal mail boxes of the physiotherapists. The 

physiotherapists were given two weeks to complete the questionnaires and return them to me 

in a sealed envelope (with the exception of the measures of confidence and motivation at the 

start of the intervention, which were returned in an open envelope, as I needed the responses to 

these measures to determine the purposeful sample for the in-depth interviews). A reminder to 

complete the questionnaires was sent out through email and at an in-service education session 

after the two weeks had passed. I did not open the sealed envelopes until after completion of 

the intervention, as I did not want to be biased by the answers. Response rates for each of the 

four questionnaires have been listed in Table 3.5. 

Figure 3.5 shows the time frame for data collection for all collected data in the first year. In 

November 2010 the administration of the questionnaires and the conduction of the interviews 

were repeated. 
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Figure 3.5 Visual representation of the data collection protocol of the quantitative and qualitative data 

sources in the first year of data collection.  

3.2.5 Analysis 

In a mixed methods research design, analysis of the qualitative part is different than that of the 

quantitative part. For example, while qualitative researchers identify trustworthiness and 

validity as key issues to ensure the rigour of the research project, quantitative researchers 

prioritise reliability and validity in a research project. It was important that these two different 

pathways talked to each other throughout the analysis and presentation of the results. First, I 

will explain the qualitative analysis, then the quantitative. Finally, I will show how the two 

analysis and interpretations influenced each other. 

3.2.5.1 Analysis of qualitative data 

I transcribed four in-depth interviews verbatim, an independent contractor then transcribed the 

rest of the recorded interviews. I checked all transcriptions for accuracy. Each individual 

physiotherapist received their transcribed interviews and was asked to check the content for 
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true representation. Changes in transcripts and explanations about the transcripts were 

provided as feedback in the form of emails and word documents with tracked changes. 

Feedback was incorporated into the transcripts and then the transcripts were anonymised. The 

anonymised transcripts were imported into NVivo8 software package (QSR international) and 

were then ready for analysis. To further conceal the participant’s identity, all participants in 

this thesis were addressed as she and an identifying pseudonym was used for each individual 

physiotherapist (for example physio 2). 

A thematic approach was used to analyse the data. Thematic analysis was not based on a 

theoretical framework and was therefore flexible in its use. Unfortunately, this lack of a 

framework and flexibility has led to the reputation of thematic analysis as being vague and not 

well defined. Braun and Clarke (2006) described a step by step guideline to analyse data using 

the thematic approach in order to enhance the rigour of this process. This guideline was used 

to ensure rigorous analysis of the data throughout the process and is described in Table 3.6. 

This process was repeated each time new interviews were undertaken (at the start of the 

intervention, at the end of the intervention, and at one-year follow up). Data triangulation 

occurred by combining all qualitative data collected. However, this research project was 

focussed on the experiences of the physiotherapists, therefore individual interview data were 

analysed first, and the other sources were used to test the validity of the themes arising from 

the interview data (Patton, 2002a, p. 247). 
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Table 3.6 Protocol for thematic analysis in this thesis  

Braun and Clarke’s (2006) guidelines for 

thematic analysis 

Thematic approach taken in this thesis 

1. Familiarising yourself with your data: 

Transcribing data (if necessary), reading 

and re-reading the data, noting down initial 

ideas. 

Analysis consisted of repeatedly listening to 

recorded group evaluation meetings, in-depth 

interviews, reading the field notes and 

interview transcripts to become familiar with 

the data. Ideas that stood out were written 

down. 

2. Generating initial codes:  

Coding interesting features of the data in a 

systematic fashion across the entire data set, 

collating data relevant to each code. 

I selected four interview transcripts, aiming to 

represent the maximum variation in attitudes 

and research capacity of the physiotherapists, 

for initial coding. Two of my supervisors and I 

coded these transcripts. A meeting took place to 

compare and discuss codes until consensus was 

reached (Investigator triangulation) (Patton, 

2002a). 

Then I coded the remaining interview 

transcripts in the same manner. New emerging 

codes were discussed with the supervisors.  
3. Searching for themes:  

Collating codes into potential themes, 

gathering all data relevant to each potential 

theme. 

Codes with similar description were grouped 

together.  

 

4. Reviewing themes:  

Checking if the themes work in relation to 

the coded extracts (Level 1) and the entire 

data set (Level 2), generating a thematic 

‘map’ of the analysis. 

I listened and read the transcripts of the 

reflection of PAR groups (group evaluation 

meetings) and my field notes to ensure no 

themes were missed. 

Definitions of themes were sent to my three 

supervisors with examples of codes for 

verification. These definitions were then 

discussed in supervisory meetings. 

5. Defining and naming themes: 

Ongoing analysis to refine the specifics of 

each theme, and the overall story the 

analysis tells, generating clear definitions 

and names for each theme. 

Appropriate terms were assigned to the 

identified themes. 

6. Producing the report:  

The final opportunity for analysis. Selection 

of vivid, compelling extract examples, final 

analysis of selected extracts, relating back 

of the analysis to the research question and 

literature, producing a scholarly report of 

the analysis. 

Focus groups with physiotherapists were 

organised to verify if themes were recognisable 

and feedback was incorporated into the 

analysis. 
Analysis continued during writing of the results 

chapter. 
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3.2.5.2 Analysis of quantitative data 

The personal questionnaire contained information on age and duration of registration. As these 

variables were continuous in nature the findings of this questionnaire were presented as means 

with standard deviations. The confidence and motivational VAS scales were interval ratio 

scales while the data collected by the EROS and Estabrooks Research Utilisation Scale were 

ordinal in nature. The latter meant that it was only possible to see if the outcome after the 

intervention was greater or less than the baseline, not to determine how much greater or 

smaller it was. For this reason the median and the range were the first descriptives of choice to 

represent each variable. However, the available literature reporting findings using the EROS 

scale, all used means with standard deviations to describe their sample. Therefore, in this 

thesis, to allow comparability with the available literature, all quantitative data were presented 

using means, standard deviations, medians and ranges. Missing values were treated as 

missing; when a value was missing, it was not included in the calculation of the median or the 

range. When a value was missing in the EROS scale, the completed answers were totalled and 

divided by the number of completed answers.  

Due to the small sample size of this study, further analysis was not deemed appropriate. 

However, a change in the median and in the mean of 2 points on the VAS (measures of 

confidence and motivation), 1 point change in the five-point Likert scales (Estabrooks 

Research Utilisation Scale and first and third part of the EROS scale), and a 0.4 points change 

in the cumulative five-point Likert scales (EROS total scale and four sub-scores) were chosen 

to infer a difference before and after the intervention, and at one-year follow up. These change 

scores were apriori set based on my opinion, as there was no indentified research to guide 

these choices. The only study that has used the EROS scale as an evaluation tool used a mean 

difference in the total EROS scale of 0.4 to detect a change in their intervention (Henderson, 

Winch, Holzhauser, & De Vries, 2006). 

3.2.5.3 Mixed methods analysis 

Methodological triangulation occurred by combining the results of the questionnaires, the 

reflections and field notes, and the in-depth interviews. Since the mixed methods methodology 

of my study prioritised qualitative data over the quantitative data, the in-depth interviews, the 
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group evaluations meetings, and my field notes played a major part in forming the Cases 

reported in the results. Quotes from these sources were used to illustrate the physiotherapists’ 

experiences, attitudes towards research and perceptions of research capacity. The results from 

the questionnaires were used to reaffirm or to contrast the findings found in the qualitative 

analysis. An overview of the steps taken to ensure the rigour of the analytical process is 

provided in Table 3.7. In the next chapter I described the findings of my study. 

Table 3.7 Overview of the steps taken to ensure rigour of the analytical process in my study 

I explained my values and ontological and epistemological standpoints to show how these 

might influence the findings of my study. 

All participants in my study were sent three questionnaires at the start, end and one year 

following the intervention. Measures were undertaken to ensure a maximum response rate. 

A purposeful sample (with the aim to maximise the variation in confidence and motivation 

to conduct research) was taken for in-depth interviews to represent the whole physiotherapy 

department. This sample also included physiotherapists who were not involved in any of the 

PAR projects. 

Interviewed physiotherapists received the transcripts of their interviews and were asked to 

provide comments. 

In-depth interviews formed the backbone of the thematic analysis. However, to ensure 

trustworthiness of the findings triangulation occurred with other data sources 

(questionnaires, my own field notes, and group evaluation meetings).  

For one year I was part of the physiotherapy department and more specifically the PAR 

projects. 

Focus groups, presentations at in-services meetings and individual feedback were used to 

validate and to interpret the themes. 

Discussion around analysis and interpretation of the findings occurred once a month with 

the supervisory team.  

An audit trial was kept in my research diary in which I documented decisions, issues and 

reflections. 
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Chapter 4 Results  

In this section detailing the results, I first, in section 4.1, provide a description of findings for 

all participants as one group. During my study, four groups, which I referred to as Cases, 

emerged from this total group. Three groups of physiotherapists engaged in the intervention, 

resulting in the first three Cases. The last Case consisted of physiotherapists who chose not to 

be involved in the intervention. Therefore, in the four subsequent sections, (4.2, 4.3, 4.4 and 

4.5) results of the four Cases that emerged are described. Each section is divided into four time 

frames as follows;  

1) Prior to the intervention  

This subsection provides an explanation about the events leading up to the formation 

of the PAR groups, the research capacity and the attitudes of the physiotherapists 

towards research. Information gained from the questionnaires, field notes and in-depth 

interviews conducted prior to the intervention, combined with the reflection that 

occurred during the first four months of the intervention guided this section. 

2) During the intervention  

The group reflections from the physiotherapists within each Case, the field notes I took 

during the intervention, and the in-depth interviews and focus groups at the end of the 

intervention were used to describe the experiences of the physiotherapists during the 

intervention. The thematic analysis of the experiences of the physiotherapists revealed 

three themes: Mindset, Relationships and Structure. These three themes form the 

framework for the narrative of each of the four Cases.   

3) At completion of the intervention 

At the completion of the intervention, findings are reported on change in attitude and 

research capacity guided by the three questionnaires administered and the in-depth 

interviews conducted at the end of the study. 

4) One year after completion of the intervention 

Finally, changes in attitude towards research and research capacity are reported one 

year after the intervention was completed. This information was drawn from the 
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questionnaires and in-depth interviews. These data sources also gave insight to the 

experiences of the physiotherapists during that long period and particularly contributed 

to identifying factors that inhibited or stimulated a sustainable research culture at the 

involved hospital. 

The results chapter concludes with a summary of the answers to the research questions, 

namely: 1) attitudes and research capacity prior to the intervention; 2) barriers and facilitating 

factors during the intervention; 3) change in attitude and research capacity at completion of the 

intervention, and 4) change in attitude and research capacity one year after completion of the 

intervention and factors that stimulated or hindered the sustainability of a research culture at 

one-year follow up, encompassing all Cases. 

 

4.1 The complete group 

Firstly, I will describe the demographics of all the research participants prior to 

commencement of the intervention. The next paragraph provides an explanation of the factors 

influencing the first four months of working with the overall group at the hospital. I then will 

describe the factors that influenced the study during the next eight months, a time when I was 

working with the three intervention groups (Cases 1, 2 and 3). Finally, changes in attitude and 

research capacity at the completion of the intervention, and after the one-year of follow up, are 

reported.  

4.1.1 Prior to the intervention 

4.1.1.1 Demographic details 

Twenty-five of the 32 physiotherapists working at the Hospital during the period November 

2008 to February 2009 provided written consent to participate in the study. Four men and 21 

women with a mean age of 38 years (range 22-57 years) and registered as a physiotherapist for 

a mean period of 15 years (range 0-34 years) were included. Three physiotherapists identified 

themselves as managers or administrators, of which one was also working as a clinician. The 

remaining physiotherapists were clinicians. Two participants held a Master’s degree, fifteen 
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held a Bachelor’s degree, and eight held a Diploma in Physiotherapy. Two physiotherapists 

were enrolled in post-graduate activities at the start of the study. Additional information on the 

demographics of the participants can be found in Table 4.1 (p. 92). 

Eleven physiotherapists had prior research skills obtained from university courses in research 

methods and/or statistics. Four physiotherapists (16%) reported themselves as never reading 

scientific articles and sixteen (64%) had not been involved in research activities for the last 

two years. Further information about the initial research activities of the participants are 

presented in Table 4.2 (p. 93). Fifteen physiotherapists were interviewed before, after and one 

year after the intervention completed. The interviews of the three managers mainly pertained 

to the general aspects of the intervention and have therefore only been used to guide this 

section. 
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Table 4.1 Demographic details of all participants at the start of the intervention.  

 Amount  

(n) 

Percentage 

(%) 

Current position
2
 

Clinician 

Manager 

 

23 

3 

 

92 % 

12 % 

Degree held 
Diploma 

Bachelor’s  

Master’s 

 

8 

15 

2 

 

32 % 

60 % 

8 % 

Pursuing another degree 

None 

PhD 

Other 

 

23 

1 

1 

 

92 % 

4 % 

4 % 

Sex 

Male 

Female 

 

4 

21 

 

16 % 

84 % 

Age category (years) 
21-30 

31-40 

41-50 

>51 

 

9 

7 

3 

6 

 

36 % 

28 % 

12 % 

24 % 

Clinical experience (years) 
0-5 

6-10 

11-15 

16-20 

21-25 

26-30 

31-35 

 

5 

7 

3 

6 

1 

2 

1 

 

20 % 

28 % 

12 % 

24 % 

4 % 

8 % 

4 % 

Clinical hours currently working 

Full time 

Part time 

 

16 

9 

 

64 % 

36 % 

                                                 
2
 One of the participants identified herself as being a manager and clinician, this is why the total score does not 

add up to 100%. 
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Table 4.2 Research activity from all 25 participants at the start of the intervention.  

 Amount  

(n) 

Percentage 

(%) 

Attended research design or statistics course in the past 

No 

Yes 

 

14 

11 

 

56% 

44% 

Reading articles  
Never 

Only in paid time 

In paid and unpaid time 

Only in unpaid time 

 

4 

4 

6 

11 

 

16% 

16% 

24% 

44% 

Hours spend on research activity  
None 

Only in paid time 

In paid and unpaid time 

Only in unpaid time 

 

15 

4 

3 

3 

 

60% 

16% 

12% 

12% 

Involvement in research activity last two years 
None 

1 project 

2 projects 

3 projects 

 

16 

6 

1 

2 

 

64% 

24% 

4% 

8% 

Presentations at conferences in last two years 

None 

1 presentation 

2 presentations 

3 or 4 presentations 

 

20 

3 

0 

2 

 

80% 

12% 

0% 

8% 

Presentations based on a literature review to clients, 

community or professional groups in last two years  
None 

1 to 2 presentations 

3 to 5 presentations 

6 or more presentations 

 

 

9 

5 

5 

6 

 

 

36% 

20% 

20% 

24% 
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4.1.1.2 The first four months: Emergence of the PAR groups  

As the initial request for a research physiotherapist came from the physiotherapy department, I 

was under the impression that when I came to the hospital on the 7
th

 of November 2008 I 

would meet a group of physiotherapists who had a clear idea about what they wanted to 

research and that my input would mainly revolve around questions on how to conduct 

research. This was not the case. In my diary I wrote:  

 

“Everything is still undecided, we are going to have to brainstorm and we 

have to see what sort of research projects will come up in order to progress 

into conducting research.”  

 

Therefore, in the first four months of my project I spent most of the time trying to discover 

what physiotherapists wanted and expected of this project; what topics they were interested in 

and what research groups they wanted to form. This was complicated by the fact that I started 

just prior to the summer holiday period and many physiotherapists then went on leave. The 

hospital where the research was conducted comprised seven clinical physiotherapy areas. My 

first task, therefore, was to speak with each clinical physiotherapy area individually and ask 

the physiotherapists working in each area what they would like to research and how they 

thought the research should be conducted. The response to these questions was diverse; over 

30 topics were verbalised, varying from topics specific to one clinical area, to topics shared 

across a range of clinical areas. The two main issues that became apparent during those initial 

meetings were 1) the uncertainty about the design and topic of the proposed projects, and 2) 

what involvement in the process would entail for the physiotherapists. 

The first issue emerged when physiotherapists discussed the type of studies they would like to 

undertake. Their ideas ranged from one large randomised controlled clinical trial (RCT) that 

would involve all clinical areas, to smaller projects in each clinical area. The topics seemed to 

be linked with the design of the projects, for example, a design such as an RCT would need to 

cover a topic that all areas were interested in, whereas a clinical audit in one area would have a 
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very specific topic. In line with my values and the PAR principles of participants owning a 

project, I wanted to let the physiotherapists choose their preferred topic for the research 

project instead of simply recommending the most practical project. With this in mind, I 

summarised the topics that the participants had identified during my first visit with them, and 

sent the summary to each clinical area requesting that they prioritise which topics were most 

interesting to them. This process showed the participants that different clinical areas were 

interested in different topics and this finding resulted in a decision being made by all the 

participants to pursue several smaller PAR projects rather than one large project transcending 

all areas. Logistically, in my opinion, one large project would have been impractical and 

unfeasible given that patient throughput was too low to achieve completion of an RCT in one 

year. Furthermore, there was insufficient funding for such a project and communication 

between participating physiotherapists working in different parts of the hospital was 

challenging. Once a week, one hour of hospital time was provided for in-service training and 

communication between all physiotherapists and management. To arrange additional time for 

meetings that most physiotherapists would be able to attend would be near impossible. 

Therefore, the decision to conduct small research projects using the topics identified within 

each different clinical area was the only practical option.  

Secondly, uncertainty about the commitment of individual physiotherapists to the projects was 

an issue. Although the physiotherapists had chosen to become involved with the PAR process 

before I came on board, it also became clear that they were not fully aware of what PAR 

entailed. Most of the interested physiotherapists just wanted to learn how to conduct good 

research. Many of the participating physiotherapists said they wanted to be involved, but only 

in minor roles. In my diary in November 2008 I noted:  

 

“I have talked to the different physio departments. Most of them are 

enthusiastic about doing research, but are also a bit concerned how much 

time it is going to take.” (my field notes) 
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This issue was addressed in a presentation to all participating physiotherapists in early 

February 2009. The presentation explained the principles of PAR and highlighted the focus on 

the reflective research learning process for the physiotherapists while they were actively 

conducting their own clinical research in their own clinical setting. The facilitator’s job (in this 

instance, my role) was to facilitate and guide their learning about this research process. The 

degree to which they were involved, however, was individually determined but their 

commitment would prove to be quite significant.  

Unfortunately, at the time of this early meeting there was consternation amongst the senior 

physiotherapists of the hospital about a pay review. The result of the pay review was that all 

senior physiotherapists would not be compensated for any work they completed over and 

above their normal workload in the previous year. One of the managers saw this negative 

outcome as a potential influencing factor for the forming of and the continuation of PAR 

research projects. She explained: 

 

“The ambience of the senior staff, they’ve been going through a salary 

progression exercise and it’s been, for them.... an extremely unhappy 

experience and they are looking at how they feel about their roles as seniors. I 

think that is going to become a significant factor in this project this year.” 

(physio 11) 

 

As a result of this setback some senior physiotherapists in this group were less committed to 

be involved in the research project as they felt their work and commitment was poorly 

recognised by the hospital. 

Ultimately, 14 of the 25 participating physiotherapists decided to become involved in the 

intervention and split up into three different PAR groups. As a result of the presentation two 

groups of participating physiotherapists emerged immediately (these two groups will be 

referred throughout this thesis as Case 1 and Case 2). It was not until management became 

more involved and made clear to those not active in research that one other area should be 
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involved as well, that the third group emerged (Case 3). The final Case to be discussed within 

my research consisted of people who chose not to be involved in any of the PAR research 

projects (Case 4). Each group then developed its own characteristics, which allowed each 

group to be studied as a separate Case. The findings related to each of these four Cases form 

the basis of this result chapter. The number of physiotherapists interviewed in each Case is 

presented in Table 4.3. 

Table 4.3 Overview number of physiotherapists interviewed per Case. 

 Start End One-year follow up 

Overall 3 managers 3 managers 3 managers 

Case 1 2 PT 2 PT 2 PT 

Case 2 

a 

b 

5 PT 

3 PT 

2 PT 

5 PT 

3 PT 

2 PT 

5 PT 

3 PT 

2 PT 

Case 3 2 PT 2 PT 2 PT 

Case 4 3 PT 3 PT 3 PT 

PT = physiotherapists 

4.1.2 During the intervention 

The effect of the pay review lingered throughout the rest of the project year. Other factors that 

made an impact on the progression of the projects throughout the year included: the global 

recession leading to a reduction in available resources available for the physiotherapists; the 

appointment of a new chief executor officer in the hospital leading to a shift in focus; and the 

swine flu pandemic resulting in increased demand on physiotherapists in the wards due to sick 

staff or through experiencing illness themselves. Furthermore, as I was inexperienced as a 

facilitator I had to learn how to be a facilitator, sometimes improvising as I went along.  

4.1.3 At the completion of the intervention 

Three questionnaires were analysed to capture a better understanding of changes in attitude 

towards research and research capacity. The only variable that showed an increase after the 

first year for the overall group was increased understanding of ethics application. Other 

variables such as confidence in conducting research (median 34/100 at the start to 54/100 at 

the end of the intervention), understanding of grant applications (median 1/5 to 2/5) and also 

the sub-score of EROS ‘Involvement in research’ (median 2.5/5 to 2.8/5) showed a small 
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increase, but not substantially enough to reach the set threshold (described in section 3.2.5.2). 

These data are displayed in Table 4.4 (p.100). 

4.1.4 One year after completion of the intervention 

In the year after completion of the intervention, three factors were identified that influenced 

the opportunity for physiotherapists to participate in a research project.  

First, in September 2010 an earthquake (and subsequent earthquakes and aftershocks) 

occurred in the city where the study took place, which impacted the lives of the 

physiotherapists both personally and professionally. Second, a change in management 

occurred which resulted in greater responsibility being placed on the clinical physiotherapy 

managers. The managers reported experiencing a steep learning curve during the year as they 

coped with this increased level of responsibility. Last, in contrast to the negative effect the pay 

review had the previous year, some of the physiotherapists set new goals to reapply for the pay 

review. This meant that these physiotherapists may have had an additional incentive to work 

on the PAR research projects. Other activities physiotherapists performed for the pay review 

were: translating research into practice by making manuals; formulating pathways to make a 

change in service delivery; and provide training for colleagues.  

The EROS sub-score ‘Involvement in research’ increased from 2.5/5 at the start of the 

intervention to 2.9/5 one year after the intervention was completed, while the understanding of 

ethics application increase remained the same. No other measures showed an increase one year 

after the intervention (see Table 4.4). 

Four of the interviewed physiotherapists attended a conference in the year following the 

intervention. Three of these participants had never attended a conference before. More 

physiotherapists reported reading articles and being involved in research activity (see Table 

4.5). Unfortunately, there were no clear signs to indicate that the built research capacity in this 

hospital had been sustained.  
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4.1.5 Summary of the complete group 

Three PAR groups emerged within the physiotherapy department. Uncertainty about the 

project topics, and the availability of time to give to the projects resulted in a slow start to this 

research. Factors, such as the swine flu pandemic, the negative outcome of pay review 

process, changes in management, a new pay review process and earthquakes all affected the 

participants involved. Overall, it is difficult to make a firm conclusion about sustained 

increase in research capacity and involvement in research directly after the intervention ended, 

and one year following completion based on the findings relating to the overall group. In the 

following sections a more in-depth view will be presented of these findings, with regards to 

each individual Case.  
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Table 4.4 Results of questionnaires of all participants 

All participants START END 1 year FU 

Visual Analogue Scales:                                    Average (SD) 

(range 0-100)                                                       Median (range) 

Motivation level 62.6 (25.1) 

63 (18-100) 

57.3 (25.0) 

62 (2-94) 

55.1 (22.6) 

61 (13-98) 

Confidence level 38.1 (27.1) 

34 (0-100) 

51.6 (23.0) 

54 (12-91) 

54.2 (22.1) 

64 (17-92) 

Estabrooks Research Utilisation Scale:            Average (SD)   

(range 1-5)                                                            Median (range) 

Instrumental research use 3.3 (1.3) 

3 (1-5) 

3.3 (1.2) 

3 (1-5) 

3.3 (1.3) 

4 (1-5) 

Conceptual research use 3.6 (1.3) 

4 (1-5) 

3.7 (1.1) 

4 (1-5) 

3.5 (1.1) 

4 (1-5) 

Persuasive research use 2.5 (1.4) 

2 (1-5) 

2.7 (1.5) 

2 (1-5) 

2.4 (1.4) 

2 (1-5) 

Overall research use 3.6 (1.3) 

4 (1-5) 

4.0 (0.9) 

4 (2-5) 

3.6 (1.2) 

4 (1-5) 

Edmonton Research Orientation Survey         Average (SD)   

(range 1-5)                                                            Median (range) 

Understanding of research design 2.6 (1.2) 

3 (1-5) 

3.0 (0.9) 

3 (2-5) 

3.0 (0.9) 

3 (2-5) 

Understanding of Statistics 2.0 (1.0) 

2 (1-4) 

2.3 (0.7) 

2 (1-4) 

2.3 (0.7) 

2 (1-4) 

Understanding of research articles in 

journals 

3.3 (0.8) 

3 (2-5) 

3.5 (0.6) 

4 (2-4) 

3.5 (0.8) 

3 (2-5) 

Understanding of grant application 

procedures 

1.5 (0.8) 

1 (1-4) 

2.4 (1.1) 

2 (1-5) 

2.3 (1.1) 

2 (1-5) 

Understanding of Ethical review 

procedures 

1.8 (0.9) 

2 (1-4) 

2.8 (1.2) 

3 (1-5) 

2.5 (1.1) 

2 (1-5) 

EROS total score 3.4 (0.5) 

3.3 (2.8-4.5) 

3.6 (0.5) 

3.6 (2.7-4.4) 

3.6 (0.5) 

3.7 (2.5-4.7) 

Sub-scale 1: Valuing research 3.8 (0.6) 

3.6 (2.8-4.9) 

3.9 (0.7) 

3.9 (2.4-5.0) 

3.8 (0.7) 

3.9 (2.4-5.0) 

Sub-scale 2: Involvement in research 2.5 (0.7) 

2.3 (1.1-4.1) 

2.8 (0.8) 

2.9 (1.7-4.6) 

2.9 (0.8) 

2.7 (1.6-4.6) 

Sub-scale 3: Being at the leading edge 3.9 (0.5) 

4.0 (2.8-4.8) 

4.1 (0.5) 

4.0 (3.0-5.0) 

4.1 (0.4) 

4.1 (3.3-4.8) 

Sub-scale 4: Evidence based practice 3.5 (0.5) 

3.4 (2.6-4.6) 

3.7 (0.5) 

3.6 (2.9-4.8) 

3.7 (0.5) 

3.7 (2.7-4.7) 

C1: I would like to do more clinical 

research 

3.5 (1.3) 

4 (1-5) 

3.3 (1.4) 

4 (1-5) 

3.1 (1.5) 

4 (1-5) 

C2: I do not have the time to conduct or to 

be involved in clinical research 

3.5 (1.2) 

4 (1-5) 

3.5 (1.2) 

4 (1-5) 

3.4 (1.2) 

3 (1-5) 

C3: I do not have the necessary skills to 

conduct research 

3.1 (1.3) 

3 (1-5) 

2.7 (1.1) 

2 (1-5) 

2.5 (0.9) 

2 (1-4) 

C4: There is a lack of peer group support 

for research activity 

2.9 (1.1) 

3 (1-5) 

2.7 (0.8) 

3 (1-4) 

2.7 (0.8) 

2 (2-5) 

C5: The resources necessary to conduct 

research are available 

2.8 (1.1) 

3 (1-5) 

3.0 (1.0) 

3 (1-5) 

2.9 (1.0) 

3 (1-4) 

A higher score indicates an increase in confidence, motivation, research use or orientation, except for C2, 3 and 4 
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Table 4.5 Change in research activity before, after and one-year follow up for all participants 

 START 

n (%) 

END 

n (%) 

1 year follow up 

n (%) 

Attended research design or statistics 

course in the past 

No 

Yes 

n=25 

 

14 (56%) 

11 (44%) 

n=24 

 

14 (58.3%) 

10 (41.7%) 

n=24 

 

13 (54.2%) 

11 (45.8%) 

Reading articles  

Never 

Only in paid time 

In paid and unpaid time 

Only in unpaid time 

n=25 

4 (16%) 

4 (16%) 

6 (24%) 

11 (44%) 

n=24 

2 (8.3%) 

9 (37.5%) 

4 (16.7%) 

9 (37.5%) 

n=23 

2 (8.7%) 

7 (30.4%) 

6 (26.1%) 

8 (34.8%) 

Hours spend on research activity  
None 

Only in paid time 

In paid and unpaid time 

Only in unpaid time 

n=25 

15 (60%) 

4 (16%) 

3 (12%) 

3 (12%) 

n=24 

9 (37.5%) 

8 (33.3%) 

1 (4.2%) 

4 (16.7%) 

n=23 

11 (47.8%) 

4 (17.4%) 

6 (26.1%) 

2 (8.7%) 

Involvement in research activity last two 

years 

None 

1 project 

2 projects 

3 projects 

n=25 

 

16 (64%) 

6 (24%) 

1 (4%) 

2 (8%) 

n=24 

 

11 (45.8%) 

8 (33.3%) 

3 (12.5%) 

2 (8.3%) 

n=23 

 

11 (47.8%) 

8 (34.8%) 

3 (13.0%) 

1 (4.3%) 

Presentations at conferences in last two 

years 

None 

1 presentation 

2 presentations 

3 or 4 presentations 

n=25 

 

20 (80%) 

3 (12%) 

0 (0%) 

2 (8%) 

n=24 

 

21 (87.5%) 

0 (0%) 

2 (8.3%) 

1 (4.2%) 

n=24 

 

21 (87.5%) 

1 (4.2%) 

0 (0%) 

2 (8.3%) 

Presentations based on a literature 

review to clients, community or 

professional groups in last two years 

None 

1 to 2 presentations 

3 to 5 presentations 

6 or more presentations 

n=25 

 

 

9 (36%) 

5 (20%) 

5 (20%) 

6 (24%) 

n=24 

 

 

9 (37.5%) 

4 (16.7%) 

8 (33.3%) 

3 (12.5%) 

n=24 

 

 

9 (37.5%) 

7 (29.2%) 

4 (16.7%) 

4 (16.7%) 
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4.2 Case 1: The group that was ready to conduct clinical research. 

For this Case I describe the findings pertaining to four separate time frames; prior to the 

intervention, during the intervention, at completion of the intervention and one year following 

completion of the intervention.  

The physiotherapists in Case 1 were ready to be involved in the research, and as is illustrated 

through the findings described below, they reported that they enjoyed the whole process.  

 

“I’ve enjoyed it. I’d love to be involved in more research.” (physio 2)  

 

“It wasn’t as scary, it wasn’t as hard to set up. And I guess it doesn’t have to 

be a big project like that either. That you can do smaller ones along the way.” 

(physio 12)  

 

4.2.1 Prior to the intervention 

4.2.1.1 Demographics of Case 1 

In February 2009, three physiotherapists came together as a group. Two were working in the 

same area and had desks in the same office, and one was working in a related field, but was 

not involved with the rest of the group on a day to day basis and operated from a separate 

building. Their ages ranged from 28 to 30 years and each physiotherapist had on average 8 

years clinical experience. All were working on a full time basis, held a Bachelor of 

Physiotherapy degree and two reported to have been taught research skills at university. Two 

of the three physiotherapists were purposefully sampled to be interviewed prior to, and the end 

of the intervention, and one year after the intervention completed (physio 2 and physio 12).  
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4.2.1.2 Attitudes towards research before starting the project 

For these physiotherapists, using research findings to back up their decision-making process 

was imbedded in their practice. Research use was not the only form of knowledge these 

physiotherapists used in their practice as their experience as a clinician played an important 

part as well. Both seemed to be integrated in their practice, as this next quote illustrates. 

 

“you read research to help you inform your practice so that you understand 

whether or not that will help to improve the outcome of the people you are 

working with, so to say that you are backing up your ideas.” (physio 2)  

 

Despite the fact that these physiotherapists were enthusiastic about conducting a research 

project, median motivation levels to conduct a research project were 79 measured on a 100 

VAS scale (range 57 - 84). The notion of what good research entailed appeared to hinder the 

decision process regarding what type of research was going to be conducted.  

These physiotherapists saw research as something that was very big and complex. An RCT 

was seen as the ultimate research study to enhance the evidence for the physiotherapy 

profession. The following comment made by one of the physiotherapists, illustrates her 

excitement about an RCT that was going to be implemented in the hospital: 

 

“That is a proper multicentered (study), you know it’s got the numbers to be 

making real impact on practice. I mean that excites me! ….That’s what we 

need to put our money in. To be making a proper change, but that is just my 

opinion.” (physio 2) 

 

Due to the perception that an RCT was the ultimate study, other research designs were seen as 

less valuable and could even be a source of frustration. Particularly the perception that most of 
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the physiotherapy literature concluded that “more research needed to be conducted” proved a 

frustrating issue for one of these physiotherapists.  

 

“I suppose it has been made worse by everyone publishing studies saying we 

need more (research). And the push for all physiotherapists to understand 

research and use it to back up their practice, so everyone goes out and do all 

these literature searches and trying to find it and no one can find anything. 

And that drives you to need the firm evidence isn’t it?” (physio 2)  

 

If a research project was unlikely to lead to firm conclusions, conducting it in their own 

practice did not mean anything to the physiotherapists. The most likely project discussed was 

an evaluation of a training group they already wanted to run. Prior to this study, one member 

of the group had undertaken a literature search on the topic to make recommendations about 

which standardised questionnaires could be used to measure outcomes following participation 

in the training group. At the same time, the group had finished a review on the practical issues 

regarding completing relevant questionnaires in their clinical area. Remarkably, despite this 

experience in research activity, the group did not appear to have much confidence in their 

research skills. Median confidence levels were measured at 24/100 (range 3 – 25). Information 

about research usage and attitude at the start from the administered questionnaires are 

displayed in Table 4.6 (p. 114). 

The goal of the PAR projects was to learn how to conduct research and all interviewed 

physiotherapists understood that a smaller research project, in addition to full times jobs, the 

one-year time limit and lack of funding, could enable them to reach this goal, whereas an RCT 

would not. For these reasons they wanted to base their research project on group training in 

order to learn all of the steps required in a formal research process.  
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“We know what makes a good study, we all critique papers and such..... I 

have had bits of each, I have done literature reviews for journal club and I 

have tried to interpret papers, but I would like to have a go at doing 

something from start to finish. Not just by myself, but be involved in it and 

help along the way.” (group reflection) 

 

4.2.2 During the intervention 

The perceptions and experiences of the physiotherapists during the research process are 

described below, and incorporate data that were gathered from the in-depth interviews, group 

reflections of the physiotherapists involved during the project, and my field notes taken during 

the process. 

4.2.2.1 Structure: defined roles and leadership 

Right from the start, the three physiotherapists in Case 1 had organised themselves to each 

undertake specific tasks. For example, one physiotherapist undertook the role of leader of the 

group and would set the agenda and take minutes for every meeting. Venues for meetings 

were booked and ranged in frequency from every week to once a month, depending on the 

predicted need. After the meetings, minutes were written and distributed to all participants, 

including action points for the next meeting. 

 

“(Name leader research project) has been really instrumental with taking the 

minutes as part of her (pay review) objective so she’s minuted every meeting, 

she’s e-mailed them to all of us. It’s kept us up to date, it’s reminded us about 

what we needed to and when we’re meeting next. That sort of thing. So that’s 

good, communication.” (physio 2)  

 

The meetings were structured. First the participants presented the results of their tasks, then a 

discussion occurred about problems they encountered and finally the tasks for the next 
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meeting were discussed. This way the different processes within the desired research project 

were divided into smaller, more manageable steps.  

 

“Because we’ve broken it down into steps, along the way, it wasn’t like you 

had to do a whole lot all at once. You sort of did a little bit all along the way 

and then you ... It was really good having the meetings where you knew you 

had to have it done by that point. So that kind of kept the momentum of things 

rolling.” (physio 12)  

 

As illustrated above the physiotherapists wanted to be effective and did not want to waste 

time, as many of the tasks needed to be performed outside of office hours. The members of 

this Case, however, did not see working outside of normal hours, as problematic. 

 

“I have had to do, I guess, having got to do work time, a lot of the research 

stuff did have to be done outside. In fact, probably the majority of stuff I did 

for research was outside of work time. But it wasn’t a huge amount.” (physio 

12) 

 

In summary, physiotherapists found it very beneficial to have a structure in place while 

working on the project. This structure extended from well-defined tasks (in position and in 

duty) to time being allocated to the project. 

4.2.2.2 Relationships: know each other before you work together 

All members of this group thought it was crucial to be able to choose the people who they 

were going to work with during the project. A good relationship between group members and 

compatible personalities were perceived to be important to keep the project on track and 

progressing well. 
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“It’s just that people were committed to doing it, we always achieved the work 

that we dished out. Everyone pulled their own weight. Well, sometimes people 

couldn’t get work done but not consistently. But there wasn’t obviously 

someone not pulling their weight. Just ease of getting on with people like 

communication between all three of us was good, verbally in the meetings, e-

mail wise.” (physio 2)  

 

“We all knew each other before, so we knew how each other worked and each 

other’s personalities, so we kind of came with insight into that before we had 

to work together as a team.” (physio 2) 

 

Not everything ran smoothly and sometimes frustrations became apparent amongst group 

members. However, the relationships between these members allowed for effective 

communication. 

 

“Sometimes it’s frustrating if you’ve worked to get something ready by that 

deadline and someone else hasn’t that can be frustrating. Not to the point 

where there was a great brawl about it or anything terrible. And I think that it 

was good that we were all comfortable enough together that if someone 

hadn’t done their thing, they sort of felt a bit embarrassed and had it done for 

the next time. So we were confident enough to say ‘That really needs to be 

done. Could you have it done next time?’ ” (physio 12) 
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This group identified that just working as a team would not be enough to be successful in the 

project. Support from others, including myself and the managers of the hospital were also 

identified as vital for the project. 

 

“You put all the components there. You put you, as a resource and a 

facilitator, you put the support from the managers in terms of time. We were 

allowed to allocate time. You know, we were allowed to prioritise this as 

something we wanted to do. And occasional bit of funding from them.” 

(physio 2) 

My own reflections confirm the quote presented above. I saw myself as one of the participants 

in this Case. I was present at the meetings and facilitated research areas unfamiliar to the 

participants, such as ethics and Māori consultation. I never felt at any stage that the 

participants thought that I was being too forceful in getting them to complete a part of the 

project.  

4.2.2.3 Summary 

Two main themes emerged from the data collected in this group. First, structural factors, such 

as time, assigning tasks and breaking big projects into smaller steps were instrumental in 

keeping the momentum of the project going. Second, relationships between the group 

members, and between the group members and the managers of the hospital in the form of 

support, were perceived to be vital to achieve progress in the project. 

4.2.3 At the completion of the intervention 

At the end of the intervention, this group had successfully set up their project, had successfully 

completed Māori consultation and Medical Ethics processes, had conducted the research 

project and were in the process of analysing and writing their findings as an article for 

publication.  

This successful completion of the project was mirrored by the responses this group gave in 

completing the VAS with regards to their confidence to do research at the end of the project. 
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The confidence in their research skills on the VAS scale increased from a median of 24 to 

median of 70, an increase of 46 points on a 100 point scale. One physiotherapist who used the 

experience she gained in this intervention and tried to set up a research interest group in her 

professional area reflected this. 

 

“I thought usually that (setting up a research interest group) would have been 

something I wouldn’t touch with a barge pole, to be perfectly honest. But I 

thought having done a little bit and learnt a bit throughout the year........... I 

guess that experience that I’ve had with the research group was a positive one 

so that I felt confident or interested to take that outside of just physio into (my 

area).” (physio 12) 

 

The use of protocols and guidelines in practice and overall research use increased respectively 

from 2/5 and 4/5 to 4/5 to 5/5 measured with the Estabrooks Research Utilisation Scale. 

Although the physiotherapists did not talk about an increase in protocols in their daily practice 

in their interviews, they did mention that working together with others did have an effect on 

their practice. 

 

“You get into a habit of just doing your own way of treating people. So it 

makes you take a step back and have a look at what you’re doing. For 

example with the (name group training), some of the exercises that they were 

doing……., I then sort of thought ‘Oh that’s a good one. I could try that with 

my patients.’ So I learnt a bit from the ideas from (my colleagues).” (physio 

12) 

 

Not only did the physiotherapists learn from each other clinically as is demonstrated by the 

previous quote, they also reported more peer support regarding research activity. The lack of 
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peer support in research decreased from 4 to 2 on a five-point Likert scale. Understanding of 

grant applications and ethical review procedures increased from median scores of 1 and 1 

respectively prior to the intervention to 3 and 4 at the completion of the intervention on a five-

point scale. Despite the fact that the total attitude towards clinical research (measured with the 

total EROS score) only showed an increase of 0.3 (3.4 to 3.7) instead of the desired difference 

of 0.4 before and after the intervention, three of the four sub-scores of the EROS, ‘Valuing 

research’, ‘Involvement in research’ and ‘Evidence based practice’ did show an increase of at 

least 0.4 (see Table 4.6, p. 114). The change in involvement in research is best formulated by 

one of the participants. 

 

“I suppose the biggest positive thing about the research project that I’ve done 

is actually realising that it’s doable.” (physio 2)  

 

4.2.4 One year after completion of the intervention 

One year after the intervention these physiotherapists had continued to be involved in research 

by writing an article about their project and initiating more research projects in their specific 

area.  

In the first half of this year, the three physiotherapists collaborated on writing an article on 

their research project, without any support from the facilitator. Initially, the same strategy as 

the year before was kept, with an agenda and goals for the next meeting. When this failed, 

they scheduled time during their work hours to write the research project together. The 

hospital was supportive of this writing process and allowed time to be allocated to this task. 

However, trying to organise three physiotherapists to write, without facilitation, was time 

consuming and their motivation fluctuated, as one physiotherapist mentioned in her interview: 
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“I think the write up of it was far more difficult than what we had anticipated. 

Obviously we hadn’t done anything like that before so we didn’t know what 

was expected or what format. I think we none of us realised the time it would 

take so we were meeting for two hour meetings, reasonably frequently. And 

it’s difficult when you have three people trying to do that. Three people with 

different personalities trying to get one thing done. So yeah ... it was time 

consuming. But it wasn’t unpleasant. It just ... took time. And then because it 

took so much time, you started to get a wee bit disheartened with it and lost 

your motivation a bit. So I think it was timely that one person took it over, 

writing it up, because that was the only way it was actually going to move 

forwards anywhere.” (physio 12)  

 

Eventually, as the quote above illustrates, the physiotherapists decided that one of them should 

take the responsibility to write the article. Unfortunately, in combination with other factors 

such as individually set goals for the pay review, the ambition of the physiotherapists (which 

had contributed to their success as a group in the first year) and a lack of facilitation of these 

physiotherapists in this matter, the relationships changed within this group and this was 

stressed further when first authorship of the article was discussed. This next quote illustrates 

this change in relationships between the physiotherapists. 

 

“I wouldn’t be averse to doing more but the group ... I say the group was 

problematic with the write-up, but the group was good in the keeping things 

going, You had to do it because you’ve got to do it for others, not just 

yourself, so it’s always when you work, you don’t want to let other people 

down basically.” (physio 2)  

 

Eventually, one physiotherapist took the position of first author and spent an additional 

amount of hours, this time with the help of one facilitator and one academic, to convert the 
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report to an article. Eventually the article with all contributing physiotherapists listed as 

authors was submitted for publication in February 2011.
3
  

 

“In the end what we end up with, with a finished article. And that’s the main 

thing. It’s about the information getting out there, not necessarily about who 

put it out there.” (physio 12) 

 

Most measured variables remained unchanged compared to initial completion of the 

intervention (Table 4.6, p.114). However, over the two years these physiotherapists had now 

been involved in research, two scores had increased since the start of the intervention. These 

increases were in understanding of research articles and orientation towards research. A 

greater understanding of the research articles was voiced by one of the physiotherapist who 

said: 

 

“Having been involved in trying to sort of write an article, made you read 

articles slightly differently or analyse them a little bit more easily or closely. 

That might probably be the most significant thing..... Rather than just taking 

them (the articles) at face value, thinking or reflecting on them a bit more 

perhaps.” (physio 12) 

 

The measured change in orientation towards research (measured with the EROS scale) was 

more complex. One physiotherapist explained how her orientation towards research fluctuated 

over time. 

 

                                                 
3
 This article was published in the New Zealand Journal of Physiotherapy later in 2011. 
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“It probably changed and then changed again and then changed back again. 

There’s lots of ups and downs.” (physio 2) 

 

She perceived conducting a research project was still possible in a clinical setting. While for 

another physiotherapist, the experience was more in a straight line: 

 

“Having gone through the process of getting ethical approval and going 

through it (again), it’s not as daunting as what it has to be, and seeing that 

you have got the support people there like the research office and you guys. 

You don’t have to just struggle through. So although I still need help with a 

lot of it, I have a clearer idea of the process. Yeah, and the second time is 

slightly less confusing than the first time. So not as scary as I thought. That’s 

good.” (physio 12) 

 

4.2.5 Summary of Case 1 

This engaged group successfully conducted a research project in a clinical setting without it 

impacting negatively on their clinical work, although these physiotherapists had committed to 

work out of hours to achieve this success. Implementing a structure that included choosing a 

leader, and setting deadlines were helpful structural elements that facilitated the continued 

progress of the project. The members of the group had some research knowledge to begin with 

and they worked well together as a group, their personalities ensuring a good relationship 

between each other that allowed for good communication. These factors were strengthened by 

the group’s feeling that they were supported by management. During the year following the 

intervention, these physiotherapists continued to be involved in research. Relationships 

between physiotherapists changed, but overall remained positive. 
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Table 4.6 Results of questionnaires of participants in Case 1 

Case 1 START END 1 year FU 

Visual Analogue Scales:                                    Average (SD) 

(range 0-100)                                                       Median (range) 

Motivation level 73.3 (14.4) 

79 (57-84) 

70.7 (5.0) 

70 (66-76) 

67.0 (7.5) 

68 (59-74) 

Confidence level 26.3 (24.6) 

24 (3-52) 

66.7 (12.3) 

70 (53-77) 

72.7 (10.8) 

68 (65-85) 

Estabrooks Research Utilisation Scale:            Average (SD) 

(range 1-5)                                                            Median (range) 

Instrumental research use 2.3 (0.6) 

2 (2-3) 

3.7 (0.6) 

4 (3-4) 

3.7 (0.6) 

4 (3-4) 

Conceptual research use 4.7 (0.6) 

5 (4-5) 

4.0 (1.0) 

4 (3-5) 

3.7 (1.2) 

3 (3-5) 

Persuasive research use 2.0 (1.0) 

2 (1-3) 

1.3  (0.6) 

1 (1-2) 

1.3 (0.6) 

1 (1-2) 

Overall research use 3.7 (1.5) 

4 (2-5) 

4.7 (0.6) 

5 (4-5) 

4.7 (0.6) 

5 (4-5) 

Edmonton Research Orientation Survey         Average (SD) 

(range 1-5)                                                            Median (range) 

Understanding of research design 3.0 (0.0) 

3 (3-3) 

3.3 (0.6) 

3 (3-4) 

3.0 (1.0) 

3 (2-4) 

Understanding of Statistics 1.7 (0.6) 

2 (1-2) 

2.0 (0.0) 

2 (2-2) 

2.0 (0.0) 

2 (2-2) 

Understanding of research articles in journals 3.7 (0.6) 

4 (3-4) 

4.0 (0.0) 

4 (4-4) 

4.7 (0.6) 

5 (4-5) 

Understanding of grant application procedures 1.0 (0.0) 

1 (1-1) 

2.3 (1.2) 

3 (1-3) 

1.7 (0.6) 

2 (1-2) 

Understanding of Ethical review procedures 1.3 (0.6) 

1 (1-2) 

3.7 (0.6) 

4 (3-4) 

3.3 (0.6) 

3 (3-4) 

EROS total score 3.4 (0.2) 

3.3 (3.2-3.7) 

3.7 (0.1) 

3.7 (3.6-3.8) 

3.9 (0.1) 

3.9 (3.8-4.0) 

Sub-scale 1: Valuing research 3.6 (0.3) 

3.5 (3.4-4.0) 

4.0 (0.3) 

4.1 (3.8-4.3) 

4.3 (0.3) 

4.3 (4.0-4.6) 

Sub-scale 2: Involvement in research 2.7 (0.3) 

2.7 (2.4-3.0) 

3.3 (0.2) 

3.3 (3.1-3.6) 

3.4 (0.3) 

3.4 (3.1-3.7) 

Sub-scale 3: Being at the leading edge 3.8 (0.4) 

4.0 (3.3-4.2) 

3.9 (0.1) 

4.0 (3.8-4.0) 

4.2 (0.0) 

4.2 (4.2-4.2) 

Sub-scale 4: Evidence based practice 3.3 (0.3) 

3.2 (3.1-3.7) 

3.7 (0.2) 

3.6 (3.5-3.9) 

3.8 (0.3) 

3.7 (3.6-4.1) 

C1: I would like to do more clinical research 3.7 (1.5) 

4 (2-5) 

4.0 (1.0) 

4 (3-5) 

3.7 (0.6) 

4 (3-4) 

C2: I do not have the time to conduct or to be involved 

in clinical research 

3.0 (1.0) 

3 (2-4) 

2.7 (1.2) 

2 (2-4) 

2.3 (0.6) 

2 (2-3) 

C3: I do not have the necessary skills to conduct 

research 

2.7 (0.6) 

3 (2-3) 

2.0 (0.0) 

2 (2-2) 

2.3 (0.6) 

2 (2-3) 

C4: There is a lack of peer group support for research 

activity 

3.7 (0.6) 

4 (3-4) 

2.3 (0.6) 

2 (2-3) 

2.7 (0.6) 

3 (2-3) 

C5: The resources necessary to conduct research are 

available 

3.0 (1.0) 

3 (2-4) 

3.3 (0.6) 

3 (3-4) 

3.7 (0.6) 

4 (3-4) 

A higher score indicates an increase in confidence, motivation, research use or orientation, except for C2, 3 and 4 
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4.3 Case 2: The group that wanted to be ready for conducting clinical 

research. 

The physiotherapists in Case 2 were eager to be involved but large variation in research 

knowledge and attitudes appeared to make this group more tentative in their approach.  

 

“It took seven months just to get onto your feet, and then as you were getting 

into full steam, it was time to wind down.” (physio 13)  

 

4.3.1 Prior to the intervention 

4.3.1.1 Demographics of Case 2 

This was the largest of the three PAR groups and comprised of eight physiotherapists, seven of 

whom worked together in one area in the hospital. One of the members of the group was a 

manager. The average age of these participants was 39 years old with an average of 17 years 

registration as a clinical physiotherapist. Four physiotherapists held a Diploma in 

Physiotherapy and four others held a Bachelor’s degree, of which one was studying for a post-

graduate diploma in a specific area of physiotherapy. Three physiotherapists had participated 

in a research skills course prior to the intervention. The median confidence level to conduct 

clinical research was 28/100 and the median motivation to do research was 67/100 on the VAS 

measurement scale (see Table 4.7, p. 130). Five of the eight members were purposefully 

sampled to be interviewed before, after and one year after the intervention was completed 

(physio 4, 13, 14, 15 and 18). 

4.3.1.2 Attitudes towards research before starting the project 

The variation in attitude towards research as well as research capacity was large in this Case 

(see Table 4.7, p. 130). Overall, these physiotherapists agreed that research was needed in 

order to progress the physiotherapy profession.  
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“We’re still a young profession and I think for us to get our niche, we need to 

be showing that we’re dynamic and that this does work. You know, we can’t 

rely on ‘Oh well, they said they got better.’ We need to have evidence to really 

highlight those changes and yeah, I think that research buys us that academic 

title and also it should cement our position within the healthcare system as 

well.” (physio 13)  

 

In spite of this finding, not all physiotherapists had experienced the benefits of the need for 

evidence in practice. These physiotherapists drew on their experience as clinicians, formed by 

training and the feedback of patients, to practice physiotherapy. All physiotherapists reflected 

on this difference in research use within their Case and explained part of it as due to the 

different training different physiotherapists received. 

 

“I think traditionally, physiotherapy has been based on experience which I do 

agree with to a certain amount but if you’ve got a physiotherapist who’s 

proactive and reads research… I think that can combine years of experience 

as opposed to just basing your experience on years of anecdotal reports of 

what you visually see. Because what we see is always biased rather than 

taking a step back and looking and trying to analyse and coming up with 

theories and concepts. I think the importance of evidence is a key trait that as 

physiotherapists we should really be empowering and trying to be as 

proactive as possible really.” (physio 13)  

 

Locating articles to keep up to date with the current literature proved difficult for some 

physiotherapists especially those who were not trained in research. One of the physiotherapists 

talked about the difference between her and a placement under-graduate physiotherapy student 

with regard to accessing articles. 
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“It took her about an hour to find what she wanted and it took me weeks when 

I was doing the research so ... .thirty years ago, I just didn’t train like that.” 

(physio 18) 

 

Research skills were not the only factor that proved to be influential in accessing research 

literature. Two additional factors relating to the characteristics of research were expressed as 

to why research use was different between physiotherapists. Some of the physiotherapists 

perceived research to be less holistic than practice and saw a miscommunication between 

research and practice.  

 

“And that’s where we slip up because somebody’s looking at the research in 

the lab but they’re not then going to the clinician and saying ‘OK, how would 

you use ultrasound and how could we research it?’ They’re then making their 

own decision and treating ultrasound once a week on something that you 

wouldn’t give ultrasound to as a clinician anyway, that there then comes a 

paper and ultrasound doesn’t work – surprise, surprise.” (physio 15) 

 

The other negative perception of the physiotherapists was the view that there is a lack of good 

research in physiotherapy. Most of the physiotherapists in this Case agreed with the 

physiotherapists in Case 1 that most of the physiotherapy literature was not able to have firm 

conclusions. This is demonstrated by the following comment by one of the participants. 

 

“I know there’s a time and a place for physio research but the majority of the 

papers I’ve read all say ‘More research is required.’ That they haven’t 

actually come to a decent conclusion and whether that’s because there’s so 
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little out there and that’s just say, the time and place of research in physio 

anyway.” (physio 15) 

 

As can be expected, the attitude of physiotherapists towards conducting research varied 

widely. About half of the physiotherapists in this Case had been involved in research at 

university and were keen to be involved again.  

 

“I think to actually just go through the whole process, I think would be a 

really excellent learning outcome for the future but I don’t think it’s going to 

come up frequently in my career. But hopefully it will come up again.” 

(physio 13) 

 

The other half was divided again into two physiotherapists who were scared but still keen to 

learn about the processes involved, and two others who saw themselves as solely clinicians 

and not researchers and were therefore less inclined to gain more research skills. The 

following quotes illustrate these two different views. 

 

“Well, I don’t really know much at all. I’m just learning from you as you’re 

presenting it to us so yeah. I’ve got to go and get my login today. I’ve got it, 

I’ve got to go and practise it.” (physio 18) 

 

“We’re learning research techniques. I won’t use them. Because I’m not a 

researcher. I’m a clinician. I mean it’s very interesting, I’m fascinated by it, 

to find literature reviews and read about it but I’m not going to set up a 

clinical trial or do any because that’s not my job.” (physio 15) 
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Participants in this Case saw time as the main factor influencing their progress, two 

physiotherapists also identified the different backgrounds and attitudes towards research 

within the group, as well as the lack of direction as additional factors which had the potential 

to influence progress. From a facilitator’s point of view, I got the impression that Case 2 saw 

me more as a lecturer, and not as much as a facilitator as Case 1 did. 

4.3.2 During the intervention 

 

“In that middle bit when we were not really going anywhere and it was 

mainly to do with, we were all well overworked over here and we were down 

in staff numbers and we did hardly talk about it at all. And there was no 

motivation to make it move, because I think we were stuck. So we were stuck 

on looking for articles and things like that, literature searches. It was not stuff 

that we could discuss because we weren’t actually doing any of it, because we 

did not have any time. But once things started going and letters were being 

sent all over the world about the different outcome measures and we were 

talking about it all the time. Say, (name colleague) sits next to me and we 

were talking ‘Have you done this and have you done this’ and ‘Oh I have 

heard back from such and such’ and ‘I have an out of office inquiry back’ and 

you know. Just, there was a lot of talk. There were updates going on and it 

was mainly to do with when we were meeting weekly. So no one really wanted 

to front up to the Friday meetings in saying they hadn’t done it.” (physio 14) 

 

As the previous quote illustrates, two distinct phases could be distinguished during the year 

this group worked on their project. In the first phase, the whole group was working on the 

project and was trying to implement a structure to facilitate progress (referred to as Case 2 or 

the complete group). This structure, however, did not work successfully and group members 

became frustrated. Consequently, the group decided they should downsize and self-elect a 

smaller number of members to finish the project. Four of the group members decided to stay 
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and continued working on the PAR project (referred to as Case 2a or the group that stayed 

together) and four members left the group (referred to as Case 2b or the group that left). 

Information on the outcomes of the questionnaires is provided at the end of paragraph 4.3, in 

Table 4.8 (p.131) for Case 2a, and in Table 4.9 (p.132) for Case 2b. 

4.3.2.1 Structure: going around in circles  

During their first session, the complete group brainstormed with everyone contributing to a 

discussion about what they thought was important for the project. There was much discussion 

and deliberation, but no conclusion was reached at the end of the one-hour meeting. Over the 

next three meetings, progress on defining and finalising the topic was slow, making the 

background literature search difficult. More structure was thus introduced to the meetings. An 

agenda was provided to organise the priorities and time allowed for each discussion point. 

Minutes of the meetings were also taken and distributed so that non-attending members could 

remain up to date. Unfortunately, these processes only marginally improved progress.  

It was then decided to divide the complete group into smaller groups comprising a maximum 

three to four people. Each small group was allocated an aspect of the research topic to research 

for the literature review. Action points were written up so that everyone knew what the goal 

was for the next meeting. This strategy was also unsuccessful in helping to speed up the 

research project. Times and topics of the agenda were adhered to, however, there was 

insufficient time to complete the related discussions, and topics had to be put back onto the 

agenda for the next meeting.  

In spite of the meeting minutes and action points, topics were repeatedly discussed by 

members who had not been at the previous meeting and some action points were not finished 

before the set deadline. Furthermore, no leader had been elected in this Case, and although the 

diversity of the group’s research skills and opinions required a leader to facilitate decision-

making, no one had taken responsibility for the role. When all these strategies failed the 

complete group made a joint decision in August 2009 to downsize the group and to choose a 

leader. One member stepped up to lead the group and plans were made to continue the 

research project, despite the fact that the new leader moved to another clinical area during the 
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year. The frequency of research meetings was increased and every individual managed a 

certain task.  

This appeared to be a very effective strategy. In the three months that were remaining the 

group that stayed together identified the outcome measures they would like to use in their 

project and obtained information of these measures via correspondence with the developers of 

the measures, undertook Māori consultation and submitted an application for ethical approval, 

developed their research protocols, and applied for funding. The physiotherapists were happy 

about the progress:  

 

“I think it went vroom! Definitely. The momentum was carried. Once that 

everyone knew their role, they worked hard to achieve that role and I think it 

was more manageable. I think it was more bite-size and we were trying to not 

do as big jumps. We were trying to keep it more manageable, it worked. 

Phenomenal.” (physio 13) 

 

4.3.2.2 Mindset: having the time and skills 

When this project started on the 27
th

 of February, half of the complete group members were 

quite new to research, but nevertheless generated a lot of ideas as possible topics of interest for 

the research project. The chosen topic appealed to the physiotherapists for two main reasons; 

1) the physiotherapists were interested to see if their programme was effective, and 2) for a 

political reason: to show that the treatment facility used in their project was beneficial and thus 

should remain open. 

In the section about the factor Structure I described a lack of leadership in the first stage of the 

project. Some of the group members, who were normally in charge clinically, perceived their 

lack of research skills as a reason not to act as a leader or be engaged in the study:  
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“We were all learning a really new skill. I don’t think there was particularly 

one person in that group who was really experienced, we were all floundering 

and I guess that is why we never put anyone in charge.” (physio 14)  

 

When frustrations were running high and the physiotherapists decided to continue the research 

project with half the group (Case 2a), members who opted to leave the group (Case 2b) had 

different reasons why they did so. Participants of Case 2b commented that they did not have 

the time to be involved or that they did not feel they were capable of making a worthwhile 

contribution to the group.  

 

“One, it’s a big group so some people had to go. Two, I’m only part-time. I 

don’t have the time to give to it. So those are the two main things. We had to 

move on so some people had to step down.” (physio 15) 

 

“You know, there were other people far more worthy than me who’ve got 

research experience, who’ve got statistics experience already within their 

physiotherapy. So it’s much easier for them to use those kind of tools so they 

can progress the project far quicker than I ever would.” (physio 15) 

 

The group that stayed together (Case 2a) comprised four physiotherapists with an average age 

of 31 years and a mean of 10 years of clinical experience as registered physiotherapists, 

whereas the four physiotherapists that left the group (Case 2b) was on average 46 years of age 

and were on average 25 years registered as clinical physiotherapists. From the VAS scores, 

motivation to conduct research was the same in both groups, but the confidence in their 

research skills was higher in the members that stayed together, compared with those who did 

not (31.5 versus 10.5 on a 100 point VAS scale). 
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4.3.2.3 Relationships: working together 

The lack of structure and the differences in research capacity and attitude towards research 

between members of Case 2 proved to be a point of frustration within the group. One 

frustrating point was that action points were not finalised when the group met again. For some 

of the physiotherapists this led to a decrease in motivation to be active for the research project.  

 

“What was a demotivator was that if nobody else is doing the work, then I’m 

not gonna do it. I felt demotivated at times, initially because I was trying to 

get journals. On a Thursday night, I stayed up until twelve o’clock at night 

trying to do lit reviews. Trying to get stuff done at the start. And then it was 

like, ‘What’s everyone brought in?’ (and then no one said something) And it 

was just like OK, I don’t really need to feel the pressure then if nobody else 

can be bothered.” (physio 13)  

 

Other reasons were also expressed to explain the lack of progression. Firstly, it was felt that 

the group was too big, which led to too many diverse opinions and problems in trying to reach 

consensus.  

 

“There we are with six or seven clinicians, can’t even make a decision nine 

months down the track. That’s before we’ve even gone onto the research.” 

(physio 15) 

 

The research project, therefore, had an impact on the usual roles that the group members held 

clinically. This mainly became apparent during observations of the interactions between the 

members of this Case. In the hospital setting, the senior physiotherapists were in charge 

because of their clinical experience and knowledge base.  It appeared the junior staff had more 
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research knowledge but found it difficult to take on a leadership role and break through the 

traditional layers of hospital hierarchy.  

 

“So I think also that was probably a barrier or a negative is that because you 

are having to work with people, from a professional point of view, you can’t 

at times, always say how you feel or what should be delivered because at the 

end of the day, people have feelings and people get annoyed and it may create 

a negative work environment.” (physio 13)  

 

This quote also resonates with my relationship with the participants of this Case. It took some 

time for me to establish my relationship with the members of this group. After the initial 

brainstorm sessions, I felt that I was more a lecturer than a facilitator to the group. For 

example, in the literature search and when we were critiquing articles, I realised that I needed 

to explain the required processes before the whole group felt they could participate. After we 

made the decision to continue with only four participants, my relationship with this group 

changed. This time I felt I was one of the participants and could facilitate research areas that 

were unfamiliar with more ease and without feeling that I was the “lecturer”.  

4.3.3 At completion of the intervention  

At the end of the year, this group had: narrowed the interest down to a workable project, 

undertaken a literature search, identified outcome measures for their project, made contact 

with the researchers who had developed the outcome measures to obtain them, consulted with 

Māori, applied for Medical Ethics approval, and had developed their research protocol and 

applied for funding. While doing the in-depth interviews the physiotherapists learned that their 

ethics application was rejected and they had to apply again. At that point in time I had left my 

facilitators role and the participating physiotherapists felt “stuck” (physio 4) and the 

“momentum was lost” (physio 13).  
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Despite this setback with Medical Ethics, confidence to participate in research for this Case 

increased for all physiotherapists with median levels increasing from 28 to 52 on a 100 point 

score. In the group that stayed together (Case 2a) this increase was 31 points (Table 4.8, 

p.131), while the group that left (Case 2b) increased 17 points (Table 4.9, p.132). Despite this 

increase in confidence, the physiotherapists in Case 2b were less motivated to participate in 

research at the end of the intervention. No substantial decrease was measured with the 

motivational VAS questionnaire, however this view of a physiotherapist in Case 2b illustrates 

this perceived decrease in motivation. 

 

“It was interesting. It was enlightening, definitely. To see it in process and 

how hard it is. Having had not been involved in any research whatsoever, 

ever. Just to see it, how difficult it is and how frustrating it is. It was 

educational. It still reinforced my initial doubts ... Well, that I’m not a 

researcher. That I wouldn’t want to do research but there’s a place for 

research.” (physio 15) 

 

Participants who left the group reported an increase in critiquing research articles (median 

score increased from 2/5 to 3/5), while physiotherapists who stayed reported a greater 

understanding of the grant applications (from 1/5 – 4/5) and ethical review procedures (2/5- 

4/5). This physiotherapist in Case 2a talked about the increase in confidence and 

understanding of research. 

 

“Setting out something like an ethics paper or Māori consultation, you know, 

the process of going through that was really good to see. And also the fact 

that we were rebuffed shows that sometimes it does not go according to plan 

and you have got to change the way things happen. So it is about being 

flexible and it is about being flexible with your time as well. So that was really 

good to see that.” (physio 4) 
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Only the participants who stayed reported increased involvement scores in conducting 

research (median EROS sub-score ‘Research involvement’ from 2.6/5 to 3.1/5) and were more 

aware of the resources that were available within the hospital setting (median availability of 

resources score increased from 2/5 to 4/5) as one of the physiotherapists explains: 

 

“These people who I’ve never heard of before or been aware of, who live here 

in the (hospital): Quality officers and research officers who you’ve been in 

contact with. It just shows there are other people to help rather than always 

just taking it or doing something on your own, really. You know, there are 

other people there to help and to get you over these hurdles.” (physio 13)  

 

The physiotherapists in Case 2a did not only mention cultural support, but were also aware 

that the support of their peers had been strengthened. 

 

“I really enjoyed it. It is great to see some people with a little bit of research 

experience leading the way. And helping people that didn’t have that much 

experience, not making them feel useless, because they didn’t have any 

experience. It feels like a journey that we all went on together.” (physio 14) 

 

4.3.4 One year after completion of the intervention 

One of the participants left the department in March 2010, while one of the participants of 

Case 3 joined the Case 2a PAR project. During this time the area in which this research project 

took place was subjected to an in-depth audit and also saw two physiotherapists take a long 

leave of absence due to non-work related accidents. 

With the loss of the research facilitator, the participants in Case 2a felt more vulnerable, but 

they managed to apply the structure of individual roles and leadership as well as keeping their 
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positive mindset of the previous year. These physiotherapists had successfully applied for a 

grant as well as for Medical Ethics. After this achievement, the project lost momentum. The 

identified influencing factor Structure seemed to be the key inhibiting factor for Case 2a as 

well Case 2b. Where the participants who stayed in the group were struggling with factors in 

the hospital, the participants that left still felt the structures of the research processes to be 

incomprehensible.  

Legal issues between the hospital and one of the developers of a desired questionnaire have 

stalled the progression of this project and this was a major factor influencing research 

participation for Case 2a. One participant voiced her experience about this.  

 

“I feel it’s overcoming the barriers (in the hospital) rather than actually 

doing the research. That’s actually the easier aspect from my personal 

experience.” (physio 13)  

 

Participants in Case 2b also experienced difficulties with the structure they needed to follow. 

Instead of talking about the barriers of the culture, they talked more about the difficulties of 

research itself. 

 

“In fact, it’s disappointed me that it (conducting research) is so hard and the 

(research) systems are so hard.” (physio 15) 

 

Looking at the overall Case 2, most of the outcome measures remained unchanged (Table 4.7). 

However, due to the two groups involved in Case 2, changes in Case 2b might have been 

masked by opposite changes in Case 2a or visa versa.  

Case 2a (Table 4.8, p. 131) showed no detectable change in any of the gained scores and 

therefore kept their more positive attitude and research capacity one year after the intervention 
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was completed. Despite the fact that physiotherapists in Case 2b remained confident in 

conducting research and understood more about research articles one year after the 

intervention was completed, other changes became apparent (Table 4.9, p. 132). These 

physiotherapists were less inclined to conduct more research projects than at the start of the 

intervention (median motivation levels decreased from 58 at the start to 35 at one year follow 

up on a 100 point VAS scale, and scores of the statement “I would like to do more clinical 

research” decreased from 3 to 2 on a five-point scale). This decrease occurred despite the 

reported increase of understanding of grant applications (median from 1 at the start to 3 one-

year follow up), and skills to conduct research (median lack of skills decreased from 5 at the 

start to 3 at one-year follow up) of the physiotherapists in Case 2b.  

This difference in attitude between the physiotherapists in Cases 2a and 2b is illustrated by the 

following two examples from the interviews. The first quote is from a physiotherapist in Case 

2b, while the second is from a physiotherapist in Case 2a. 

 

“You think, well you didn’t need research to tell you that, that’s common 

sense.” (physio 15)  

 

“I certainly think more about ‘That would be a great research project to do 

and you could do a research project on this and it would be great to do that.’ 

It makes you more aware of potential research projects you could do.” 

(physio 4) 

 

4.3.5 Summary of Case 2 

Commencing the research process with a large group of physiotherapists did not appear to be 

beneficial for the progression of the project. The diverse attitudes and levels of research 

knowledge coupled with poor communication between members hindered progress. A lack of 

leadership was an additional barrier to success, and this appeared due to two reasons; 1) the 
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senior clinicians may have had less knowledge of conducting clinical research and were 

therefore hesitant to lead the way, and 2) the traditional hierarchal structure of the hospital 

might not have been conducive to junior clinicians taking on a leadership role. Adding 

structure to facilitate decision-making did not prove to be sufficient for success and the group 

continued to “go round in circles” which led to a sense of frustration. This resulted in a 

reduction in group numbers. A smaller group with physiotherapists trained in research skills 

remained with new structure and leadership; this resulted in the setting and meeting of 

deadlines, and progress was made. By this time however, only three months remained and the 

group was thus unable to finish their research project during the time I was involved with 

them.  
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Table 4.7 Results of questionnaires for all participants in Case 2 

Case 2 START END 1 year FU 

Visual Analogue Scales:                                    Average (SD) 

(range 0-100)                                                       Median (range) 

Motivation level 64.9 (23.5) 

67 (24-98) 

53.8 (20.9) 

53 (19-77) 

52.4 (20.2) 

54 (25-75) 

Confidence level 

 

25.3 (18.3) 

28 (0-58) 

50.3 (22.8) 

52 (12-85) 

52.0 (21.3) 

55 (22-81) 

Estabrooks Research Utilisation Scale:            Average (SD)   

(range 1-5)                                                            Median (range) 

Instrumental research use 

 

2.9 (1.3) 

3 (1-5) 

2.9 (1.1) 

3 (1-4) 

2.9 (1.5) 

3 (1-5) 

Conceptual research use 

 

3.4 (1.1) 

4 (2-5) 

3.5 (0.8) 

4 (2-4) 

3.1 (1.4) 

4 (1-5) 

Persuasive research use 2.4 (1.5) 

2 (1-4) 

3.0 (1.3) 

3 (1-5) 

2.0 (1.2) 

2 (1-4) 

Overall research use 3.1 (1.3) 

3 (1-5) 

3.9 (0.8) 

4 (3-5) 

3.0 (1.7) 

4 (1-5) 

Edmonton Research Orientation Survey         Average (SD)   

(range 1-5)                                                            Median (range) 

Understanding of research design 2.3  (1.1) 

2 (1-4) 

2.9 (0.8) 

3 (2-4) 

2.9 (0.8) 

3 (2-4) 

Understanding of Statistics 2.0 (0.8) 

2 (1-3) 

2.5 (0.5) 

3 (2-3) 

2.5 (0.8) 

3 (1-3) 

Understanding of research articles in 

journals 

2.9 (0.9) 

3 (2-4) 

3.4 (0.7) 

4 (2-4) 

3.3 (0.7) 

3 (2-4) 

Understanding of grant application 

procedures 

1.1 (0.4) 

1 (1-2) 

2.6 (1.3) 

2 (1-5) 

2.6 (1.1) 

3 (1-4) 

Understanding of Ethical review 

procedures 

1.6 (0.5) 

2 (1-2) 

3.0 (1.1) 

3 (2-5) 

2.6 (0.9) 

2 (2-4) 

EROS total score 3.5 (0.4) 

3.5 (2.9-4.1) 

3.6 (0.5) 

3.6 (2.8-4.2) 

3.5 (0.5) 

3.5 (2.9-4.1) 

Sub-scale 1: Valuing research 3.8 (0.6) 

3.9 (2.8-4.5) 

3.9 (0.4) 

4.0 (3.1-4.4) 

3.6 (0.6) 

3.6 (2.6-4.3) 

Sub-scale 2: Involvement in research 2.3 (0.5) 

2.3 (1.5-2.9) 

2.7 (0.7) 

2.9 (1.8-3.9) 

2.7 (0.7) 

2.6 (1.6-3.7) 

Sub-scale 3: Being at the leading edge 4.0 (0.5) 

4.1 (3.0-4.7) 

4.1 (0.6) 

3.9 (3.0-5.0) 

4.1 (0.5) 

4.2 (3.5-4.7) 

Sub-scale 4: Evidence based practice 3.6 (0.5) 

3.8 (2.9-4.6) 

3.8 (0.6) 

3.8 (3.0-4.8) 

3.7 (0.5) 

3.6 (3.2-4.7) 

C1: I would like to do more clinical 

research 

3.7 (1.0) 

4 (2-5) 

3.5 (0.8) 

4 (2-4) 

2.9 (1.4) 

4 (1-4) 

C2: I do not have the time to conduct or to 

be involved in clinical research 

4.0 (1.2) 

5 (2-5) 

3.9 (0.6) 

4 (3-5) 

3.4 (0.9) 

3 (2-5) 

C3: I do not have the necessary skills to 

conduct research 

3.5 (1.2) 

4 (2-5) 

3.0 (1.2) 

3 (2-5) 

2.4 (0.9) 

2 (1-4) 

C4: There is a lack of peer group support 

for research activity 

3.4 (0.9) 

3 (2-5) 

2.9 (0.8) 

3 (2-4) 

2.6 (1.1) 

2 (2-5) 

C5: The resources necessary to conduct 

research are available 

3.0 (1.4) 

3 (1-5) 

3.3 (1.2) 

4 (1-4) 

3.0 (1.2) 

4 (1-4) 

A higher score indicates an increase in confidence, motivation, research use or orientation, except for C2, 3 and 4 
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Table 4.8 Results of questionnaires for all participants in Case 2a (the group that stayed together) 

Case 2a START END 1 year FU 

Visual Analogue Scales:                                    Average (SD) 

(range 0-100)                                                       Median (range) 

Motivation level 67.5 (31.3) 

74 (24-98) 

64.5 (21.1) 

74 (33-77) 

62.5 (13.3) 

68 (43-72) 

Confidence level 36.8 (14.5) 

32 (26-58) 

65.0 (15.9) 

63 (49-85) 

61.8 (20.7) 

67 (33-81) 

Estabrooks Research Utilisation Scale:            Average (SD)   

(range 1-5)                                                            Median (range) 

Instrumental research use 3.0 (0.8) 

3 (2-4) 

3.3 (1.0) 

4 (2-4) 

4.0 (0.8) 

4 (3-5)) 

Conceptual research use 3.8 (1.3) 

4 (2-5) 

4.0 (0.0) 

4 (4-4) 

4.3 (0.5) 

4 (4-5) 

Persuasive research use 2.5 (1.7) 

3 (1-4) 

2.5 (1.3) 

3 (1-4) 

2.7 (1.5) 

3 (1-4) 

Overall research use 3.3 (1.0) 

4 (2-4) 

4.0 (0.8) 

4 (3-5) 

4.3 (0.6) 

4 (4-5) 

Edmonton Research Orientation Survey         Average (SD)   

(range 1-5)                                                            Median (range) 

Understanding of research design 2.8 (1.3) 

3 (1-4) 

3.5 (0.6) 

4 (3-4) 

3.5 (0.6) 

4 (3-4) 

Understanding of Statistics 2.3 (1.0) 

3 (1-3) 

2.8 (0.5) 

3 (2-3) 

3.0 (0.0) 

3 (3-3) 

Understanding of research articles in 

journals 

3.5 (0.6) 

4 (3-4) 

3.8 (0.5) 

4 (3-4) 

3.8 (0.5) 

4 (3-4) 

Understanding of grant application 

procedures 

1.3 (0.5) 

1 (1-2) 

3.5 (1.3) 

4 (2-5) 

3.0 (1.2) 

3 (2-4) 

Understanding of Ethical review 

procedures 

1.5 (0.6) 

2 (1-2) 

3.5 (1.3) 

4 (2-5) 

3.0 (1.2) 

3 (2-4) 

EROS total score 3.6 (0.2) 

3.6 (3.4-3.9) 

3.8 (0.3) 

3.8 (3.4-4.2) 

3.8 (0.3) 

3.8 (3.4 -4.1) 

Sub-scale 1: Valuing research 4.1 (0.3) 

4.1 (3.9-4.5) 

4.1 (0.3) 

4.1 (3.6-4.4) 

3.9 (0.4) 

4.0 (3.5-4.3) 

Sub-scale 2: Involvement in research 2.4 (0.6) 

2.6 (1.5-2.9) 

3.2 (0.4) 

3.1 (2.9-3.9) 

3.2 (0.6) 

3.2 (2.6-3.7) 

Sub-scale 3: Being at the leading edge 4.1 (0.2) 

4.1 (3.8-4.3) 

4.1 (0.5) 

3.9 (3.8-4.8) 

4.2 (0.4) 

4.2 (3.8-4.7) 

Sub-scale 4:Evidence based practice 3.7 (0.4) 

3.8 (3.1-4.0) 

3.9 (0.3) 

3.8 (3.6-4.3) 

3.8 (0.4) 

3.8 (3.4-4.3) 

C1: I would like to do more clinical 

research 

4.0 (0.0) 

4 (4-4) 

3.8 (0.5) 

4 (3-4) 

3.8 (0.5) 

4 (3-4) 

C2: I do not have the time to conduct or to 

be involved in clinical research 

3.8 (1.5) 

4 (2-5) 

3.5 (0.6) 

4 (3-4) 

3.3 (0.5) 

3 (3-4) 

C3: I do not have the necessary skills to 

conduct research 

2.8 (1.0) 

3 (2-4) 

2.3 (0.5) 

2 (2-3) 

2.3 (0.5) 

2 (2-3) 

C4: There is a lack of peer group support 

for research activity 

3.5 (0.6) 

4 (3-4) 

2.8 (1.0) 

3 (2-4) 

3.0 (1.4) 

3 (2-5) 

C5: The resources necessary to conduct 

research are available 

2.3 (1.5) 

2 (1-4) 

3.3 (1.5) 

4 (1-4) 

3.0 (1.2) 

3 (2-4) 

A higher score indicates an increase in confidence, motivation, research use or orientation, except for C2, 3 and 4 
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Table 4.9 Results of questionnaires for all participants in Case 2b (the group that left) 

Case 2b START END 1 year FU 

Visual Analogue Scales:                                    Average (SD) 

(range 0-100)                                                       Median (range) 

Motivation level 

 

62.5 (17.1) 

58 (48-86) 

43.0 (16.4) 

49 (19-56) 

42.3 (22.3) 

35 (25-75) 

Confidence level 

 

10.5 (14.7) 

11 (0-34) 

35.5 (19.6) 

38 (12-54) 

42.3 (19.4) 

40 (22-67) 

Estabrooks Research Utilisation Scale:            Average (SD)   

(range 1-5)                                                            Median (range) 

Instrumental research use 

 

2.7 (2.1) 

2 (1-5) 

2.5 (1.3) 

3 (1-4) 

1.8 (1.0) 

2 (1-3) 

Conceptual research use 

 

3.0 (1.0) 

3 (2-4) 

3.0 (0.8) 

3 (2-4) 

2.0 (0.8) 

2 (1-3) 

Persuasive research use 

 

2.3 (1.5) 

2 (1-4) 

3.5 (1.3) 

4 (2-5) 

1.5 (0.6) 

2 (1-2) 

Overall research use 3.0 (2.0) 

3 (1-5) 

3.8 (1.0) 

4 (3-5) 

1.7 (1.2) 

1 (1-3) 

Edmonton Research Orientation Survey         Average (SD)   

(range 1-5)                                                            Median (range) 

Understanding of research design 

 

1.7 (0.6) 

2 (1-2) 

2.3 (0.5) 

2 (2-3) 

2.3 (0.5) 

2 (2-3) 

Understanding of Statistics 

 

1.7 (0.6) 

2 (1-2) 

2.3 (0.5) 

2 (2-3) 

2.0 (0.8) 

2 (1-3) 

Understanding of research articles in 

journals 

2.0 (0.0) 

2 (2-2) 

3.0 (0.8) 

3 (2-4) 

2.8 (0.5) 

3 (2-3) 

Understanding of grant application 

procedures 

1.0 (0.0) 

1 (1-1) 

1.8 (0.5) 

2 (1-2) 

2.3 (1.0) 

3 (1-3) 

Understanding of Ethical review 

procedures 

1.7 (0.6) 

2 (1-2) 

2.5 (0.6) 

3 (2-3) 

2.3 (0.5) 

2 (2-3) 

EROS total score 

 

3.3 (0.5) 

3.2 ( 2.9-4.1) 

3.4 (0.6) 

3.4 (2.8-4.2) 

3.3 (0.5) 

3.1 (2.9–4.1) 

Sub-scale 1: Valuing research 

 

3.5 (0.7) 

3.4 (2.8-4.5) 

3.8 (0.5) 

3.9 (3.1-4.3) 

3.2 (0.5) 

3.1 (2.6-3.9) 

Sub-scale 2: Involvement in research 

 

2.3 (0.2) 

2.2 (2.0-2.6) 

2.3 (0.6) 

2.1 (1.8-3.0) 

2.3 (0.5) 

2.4 (1.6-2.7) 

Sub-scale 3: Being at the leading edge 

 

4.0 (0.7) 

4.2 (3.0-4.7) 

4.0 (0.9) 

4.0 (3.0-5.0) 

4.1 (0.6) 

4.1 (3.5-4.7) 

Sub-scale 4: Evidence based practice 

 

3.6 (0.7) 

3.5 (2.9-4.6) 

3.8 (0.8) 

3.6 (3.0-4.8) 

3.6 (0.7) 

3.3 (3.2-4.7) 

C1: I would like to do more clinical 

research 

3.3 (1.5) 

3 (2-5) 

3.3 (1.0) 

4 (2-4) 

2.0 (1.4) 

2 (1-4) 

C2: I do not have the time to conduct or to 

be involved in clinical research 

4.3 (1.0) 

5 (3-5) 

4.3 (0.5) 

4 (4-5) 

3.5 (1.3) 

4 (2-5) 

C3: I do not have the necessary skills to 

conduct research 

4.3 (1.0) 

5 (3-5) 

3.8 (1.3) 

4 (2-5) 

2.3 (0.5) 

3 (1-4) 

C4: There is a lack of peer group support 

for research activity 

3.3 (1.3) 

3 (2-5) 

3.0 (0.8) 

3 (2-4) 

2.3 (0.5) 

2 (2-3) 

C5: The resources necessary to conduct 

research are available 

3.8 (1.0) 

4 (3-5) 

3.3 (1.0) 

4 (2-4) 

3.0 (1.4) 

4 (1-4) 

A higher score indicates an increase in confidence, motivation, research use or orientation, except for C2, 3 and 4 
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4.4 Case 3: The group that was not ready to conduct clinical research. 

The physiotherapists in Case 3 proved not ready to engage in a clinical research project and 

were overwhelmed by the research processes. However, they were interested to learn basic 

research skills. 

 

“I think if I was to do research, I’d just need to stop my job.” (physio 19)  

 

4.4.1 Prior to the intervention 

4.4.1.1 Demographics of Case 3 

In March 2009, a group of four physiotherapists met to discuss the possibility of a research 

project. One of these four physiotherapists did not provide consent to participate in my 

doctoral research, therefore for the remainder of this Case, only the perceptions of three 

physiotherapists were included. Two of the group were working in the same area and had 

desks in the same office, and the other group member was working in a related area but was 

not involved with the other two members on a day-to-day basis. Two members were working 

on a part-time basis. One member had just graduated from university, had very limited clinical 

experience, but had been involved in a research project at university and was confident 

(76/100) and very motivated (99/100) measured on the VAS scale, to be involved in research. 

The other members of the group were 51 and 53 years old and had 14 to 20 years of clinical 

experience, respectively. Both held a Diploma in Physiotherapy and had not received training 

in conducting research. Their research experience in the clinic was limited to conducting 

audits, but nevertheless, they seemed mildly interested in the research process. Confidence in 

conducting research was low at 12 and 19 on a 100 point VAS scale and motivation was 

higher at 24 and 52, respectively for these two physiotherapists. Motivation was as reported by 

one participant: 

 



134 

 

“It’s interesting. Yeah. And it’s just for our professional development where 

we’re not just looking at our own little tiny area. You know, that’s the good 

thing about being in a hospital, you’re exposed to all of those other things.” 

(physio 19) 

 

A small push from management was required to initiate this group. Management was 

concerned that this clinical area was not involved in any research project, despite the fact that 

some physiotherapists were interested in conducting clinical research. Therefore, it was 

decided by management that a meeting would take place with the members of this group to 

explore if a small study could be conducted. For me the involvement of management in this 

group’s intentions was concerning as it did not resonate with the PAR principles. In my diary, 

I wrote this about the involvement of management:  

 

“I am happy about the fact that some physiotherapists who are interested in 

conducting research are able to do it, but I am concerned that it is also forced 

upon the whole group. The choice of being part of a research project is partly 

taken away.” (my field notes) 

 

More results of the questionnaires are displayed in Table 4.10 (p. 145). Two physiotherapists 

were purposefully selected to be interviewed before, after and one year after completion of the 

intervention (physio 19 and physio 21). The two physiotherapists interviewed in this Case 

might not represent the perceptions held by all the participants of Case 3. 

4.4.1.2 Attitudes towards research before starting the project 

Research was seen as something very detailed and time consuming by two of the three 

physiotherapists in this study. In addition to the clinical experience of the physiotherapists, 

protocols designed by the doctors and discussions with members of their area were the two 

main recourses of information for daily practice.  
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“Really, we kind of do what we’re told in this ward. If the doctors are giving 

instructions then great. And if they’re not, well..., if it’s something serious we 

won’t go ahead and do anything until we clear it with them, really. And that’s 

always the safest way.” (physio 19)  

 

Despite the fact that these physiotherapists were aware of an increasing expectation for 

research findings be incorporated into practice, they did not commonly use research to inform 

their practice. Both interviewed physiotherapists commented on the difficulty they 

experienced with accessing research articles and understanding literature.  

 

“I look things up but I’m not sure what I’m looking at, to be honest.” (physio 

19)  

 

One physiotherapist explained the gap she experienced between new graduates and herself 

when research articles needed to be critiqued: 

 

“It’s always good to learn ….. I look at the new grads now and they’re really 

switched on and I feel like I’m not switched on in that area (research) so 

that’s really an area that would be good to improve myself in. Like I said, to 

just be able to read a paper... and sort of be able to critique it… I’d like to be 

able to do that with some confidence, because I feel that’s kind of an area that 

I’m lacking in.” (physio 21) 
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Despite the fact that these physiotherapists agreed that research was very important for the 

progression of the physiotherapy profession, they were not interested to drive the research 

project, but were happy to help, if that was possible within their time at work. One of the 

physiotherapists explains: 

 

“I suppose personally, what could I contribute to research? Because I come 

to work to work and I work. From the moment I get here I’m kind of working, 

the time factor is very very big and I cannot commit to anything outside of my 

working hours because I’m a parent. Part of me thinks it must be a lovely 

indulgence to be able to have the time to do it (research). Really, because it’s 

time consuming. Even looking something up on the computer, it’s time 

consuming.” (physio 19)  

 

4.4.2 During the intervention 

Two distinct phases became apparent during the research process for this group. In the first 

phase, the focus was on setting up a research project, where the members tried to gain 

consensus on the meaning of the research topic and to come to grips with the research process. 

When they did not manage to achieve either of these objectives and two of the four members 

left the area, the second phase commenced, with two physiotherapists hosting a journal club 

session.  

4.4.2.1 Structure: leadership and time 

The first step of identifying a topic was relatively easy in this Case, due to the fact that one of 

the physiotherapists, who stepped up as a leader of the group, had an interest in the chosen 

topic. One other physiotherapist, who held the most research skills and was enthusiastic to 

conduct research, was happy to be involved and together they drove the research project. The 

other two members were less involved and would be best described as helpers, as one of them 

explains: 
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“Well it involved (name colleague) being a big part of it and I think, was it 

(name colleague), as well. So they were the two key people so it obviously 

depended on them.” (physio 19)  

 

Even though two people were interested in driving the research project it became clear from 

the start that lack of time was a very important factor in this Case. One hour every month was 

available for these physiotherapists to work on the project and it was made clear from the 

beginning that this was the only time available in or outside of work to devote to the project.  

The time available at work to be involved in research played a major role in determining the 

involvement of the helpers: 

 

“Really all I wanted to play in it was kind of like a minor role. I didn’t really 

want to be a driving force or anything like that. But also too at that time, I 

was working part-time so it was probably a bit different too because I wasn’t 

here. I was only here two days a week. So that kind of influences how much 

you can help and that kind of stuff.” (physio 21) 

 

When phase one ended and the physiotherapists started looking at hosting a journal club 

session (phase 2); I assisted one of the helpers to search for an appropriate article. In our first 

session, we focussed on the best strategy to use the computer and the hospital’s intranet. In the 

second session, we focused on the steps involved to access articles in the appropriate scientific 

database. This resulted in us identifying an article that was suitable for the journal club.  
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“It’s really good that you helped me get on the computer and show me how to 

get into the library and use the search engine so that was really good. That's 

helped me. Now all I have to do is remember how to do it. But I think just to 

be introduced to research in a pretty non-threatening way and to realise that 

it doesn’t have to be really, you know, ‘out there’.” (physio 21) 

 

For me this comment was very insightful as it demonstrated a marked gap in knowledge in 

some physiotherapists; a gap that prevented them from being involved in research projects or 

accessing published research.  

4.4.2.2 Mindset: having the skills to do it or not 

As mentioned at the start of the intervention, this group consisted of three physiotherapists, of 

which two held Diplomas and one a Bachelor’s degree in physiotherapy. This meant that most 

of the group were not trained in research skills and perceived research to be scary.  

 

“I think the difference between the training now and when we trained ... Like 

we never did any research whereas now they do so it’s an area which I feel 

quite unconfident in really because it’s just nothing we ever did so it’s not 

something I feel comfortable in. It’s probably something I’m not naturally that 

interested in doing. I probably tend to follow what others have done rather 

than sort of look to do something entirely different.” (physio 21) 

 

The helpers conveyed a lack of interest in the topic as an additional reason for wanting to be 

less involved than the other two members.  
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“It has to be something that you personally really want to do. If it’s somebody 

else’s project that may be research that you don’t sort of have a passion for, 

it’s hard to pick up and run with it. If it’s not really what you’re interested 

in.” (physio 21) 

 

4.4.2.3 Relationships: understanding each other 

These physiotherapists wanted to look at the participation levels of their patients in the 

community. As this was a very broad subject, the next step was to specify what they 

understood by participation. From this point it became complicated. Communication on the 

chosen topic was difficult, because it became apparent that the members held different 

perceptions about the meaning of participation. The group then decided to make a list of the 

aspects of participation that were thought to be important. Whilst initial discussions about the 

list were scheduled to be brief (10 minutes), the different perceptions about participation in 

conjunction with a difficulty expressing what participation meant for each of the members 

proved complicated and time consuming. In one of the group meetings a physiotherapist made 

the remark:  

 

“it is a good idea and it is seemingly simple, but when you get down to the 

nitty gritty of it, it is a bit more complex.” (physio 21) 

 

This comment indicated that achieving positive communication and decision-making within 

this team was difficult between the physiotherapists, because of the different opinions in the 

group.  

In the beginning of June 2009, it became clear that the two main drivers of the project were 

going to leave the area and the group decided to stop the project. One of the remaining 

physiotherapists commented later:  
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“I think the main reasons we stopped were that (name colleague) was going 

to (another area) and (name colleague) was going to (another area), I think 

(one of the physiotherapists) was going to help but it kind of disintegrated 

because those two people, who were the main drivers behind it, went 

elsewhere and those that remained didn’t feel inclined to keep on with it. We 

probably didn’t have the energy or the time, I think. Or the passion I guess 

too because it wasn’t our idea.” (physio 21) 

 

As the members of this Case had initially not volunteered to conduct a project, I felt I had to 

push them to get a project started and to keep the momentum going. For example, when I was 

on annual leave, no meeting occurred (while Cases 1 and 2 continued to meet). On the 

contrary, when we were preparing for the journal club meeting my relationship to the two 

participants became less strained and it was easier to set a date for a meeting.  

Ultimately, the members of this group were not ready to participate in a research project. The 

main barriers to participation were a lack of time, a lack of research training, and some of the 

members’ underlying perceptions about research. Hosting a journal club session and learning 

how to critique articles were more valuable skills to these physiotherapists. This phase 

identified the importance of having research utilisation skills before participating in a clinical 

research project.  

4.4.3 At completion on the intervention 

Initiating a clinical research project in this area was not successful. Confidence and motivation 

to participate in research scored on a VAS scale did not show any change after the study, 

however one of the physiotherapists motivation decreased as she scored 65 at completion in 

contrast to her initial score of 99. Consequently, this group indicated that they were less 

willing to do more clinical research, with levels dropping from 3 to 2 on a five-point Likert 
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scale after the intervention (Table 4.10, p. 145). This finding implied that the participating 

physiotherapists were less motivated after the study to be involved in a research project than 

beforehand. Furthermore, time was mentioned as the main barrier for this decrease in 

motivation, as one of the physiotherapists indicates in the next quote. 

 

“Unless you devote your time and your life to it, it’s just too hard.” (physio 

21)  

 

Interestingly, time as a barrier measured on a five-point Likert scale, did not decrease (median 

of 3 at the start and at the end of the intervention). The increase in research skills could be 

attributed to more basic training in research skills in preparing for the journal club (lack of 

skills decreased from a median of 5 at the start to a 3 at the end of the intervention). One 

physiotherapist explained how this affected her.  

 

“The journal club and looking at journals and how to know how good they 

are...that was good. Just the process of that was really really interesting 

because I think in the past my reading has been a bit sort of haphazard. And 

you think ‘Oh that’s interesting.’ So it’s nice to have the tools to assess how 

good that journal is. So that’s good. That was a real positive thing for me.” 

(physio 19) 

 

At the end of this year, members were looking to the future and were motivated to initiate an 

Area Interest Group. This meant that they were planning to meet once a month to discuss in-

depth, with other physiotherapists in their area specific topics relevant to their field of 

expertise.  
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“So starting next year we’re gonna meet once a month as a group, as an area 

and just present, whether it’s journals or just discussions or case studies or 

whatever. So we’ve sort of formalised that.” (physio 19)  

 

The initiation of this new group might have been something to do with the increased levels 

found in the EROS sub-score ‘Being at the leading edge’ (median 3.0/5 at start to 3.5/5 at end 

of the intervention). 

4.4.4 One year after completion of the intervention 

The younger physiotherapist of this Case left this area and started to collaborate with the 

participants in Case 2a in their project. No previous individual interview had taken place with 

this physiotherapist, therefore there was no difference in verbal feedback.  

The two interviewed physiotherapists reflected on their attitude towards research. The Area 

Interest Group the physiotherapists were planning at the end of the intervention did not 

commence. No change in any of the three influencing factors was expressed; the attitude 

towards research participation also remained similar as the year before (Table 4.10), with lack 

of time and difficulty of understanding research explained as the major factors by one 

participant:  

 

“I think it (the intervention year) has opened my eyes to how detailed and how 

much groundwork has to go on before you even start. And how particular and 

how precise you have to be.” (physio 19) 

 

Time as a factor did not change substantially to support this finding, however these 

physiotherapists were more aware of the lack of resources to conduct research. Despite the 

fact that both physiotherapists were not interested in participating in research projects they 

verbally, and on the questionnaire, reported an increased level in their skills to conduct 



143 

 

research (median scores of lack in research skills decreased from 5 at the start to 3 one year 

after the intervention was completed). One physiotherapist explained: 

 

“For me, it has to be relevant to a patient and we had a couple of tricky 

patients who had a very rare occurrence of (name symptom) and it was a real 

rare thing. And I scurried away to look up some articles about it and that was 

interesting. So I think I’m just better at doing that kind of thing and better at 

seeking out what I need to know, and looking at things with a slightly more 

discerning eye, I hope.” (physio 19) 

 

Another factor might have played a role in this change in research skills. One of the two 

physiotherapists had been encouraged by management to go to a conference, which further 

changed her attitude towards research. 

 

“I think actually just going to that conference has done me a world of good. I 

think before there was kind of like a difficulty of how to find this stuff. I 

needed someone to help me find stuff but I’ve come back with heaps of names 

of people I know now that are into (my area of) research and also lots of 

names of papers and stuff. So I’m sure I’ll be able to actually track that down 

a lot easier now I’ve got some idea of maybe authors or topics... It used to be 

sort of, not horror, but now it’s kind of something that I feel a lot more 

confident about and probably looking more actively to incorporate it into 

what I’m doing. Or maybe to use it to justify what you’re doing.” (physio 21) 

 

Despite these changes expressed in the interviews, no apparent change in attitude or research 

capacity was demonstrated in the questionnaire results.  
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4.4.5 Summary of Case 3 

This Case showed that for participation in a clinical research project it is vital to have some 

background in research skills in order to effectively communicate about the research project. 

Preparing for a journal club presentation, including training on how to access a research 

database and how to critique articles, proved a more accessible method to introduce these 

physiotherapists to research. One year after the intervention research use seemed to have 

improved, partly due to the conference attendance. 
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Table 4.10 Results of questionnaires for all participants in Case 3 

Case 3 START END 1 year FU 

Visual Analogue Scales:                                    Average (SD) 

(range 0-100)                                                       Median (range) 

Motivation level 58.0 (37.0) 

48 (27-99) 

47.0 (21.0) 

52 (24-65) 

48.7 (15.0) 

50 (33-63) 

Confidence level 35.7 (35.1) 

19 (12-76) 

37.3 (28.7) 

30 (13-69) 

43.7 (19.3) 

33 (32-66) 

Estabrooks Research Utilisation Scale:            Average (SD)   

(range 1-5)                                                            Median (range) 

Instrumental research use 5.0 (0.0) 

5 (5-5) 

4.7 (0.6) 

5 (4-5) 

4.7 (0.6) 

5 (4-5) 

Conceptual research use 4.3 (0.6) 

4 (4-5) 

5.0 (0.0) 

5 (5-5) 

4.7 (0.6) 

5 (4-5) 

Persuasive research use 2.5 (2.1) 

3 (1-4) 

3.7 (1.5) 

4 (2-5) 

3.0 (2.8) 

3 (1-5) 

Overall research use 4.7 (0.6) 

5 (4-5) 

4.7 (0.6) 

5 (4-5) 

4.3 (0.6) 

4 (4-5) 

Edmonton Research Orientation Survey         Average (SD)   

(range 1-5)                                                            Median (range) 

Understanding of research design 2.7 (2.1) 

2 (1-5) 

2.7 (1.2) 

2 (2-4) 

3.3 (1.5) 

3 (2-5) 

Understanding of Statistics 3.0 (1.0) 

3 (2-4) 

2.3 (0.6) 

2 (2-3) 

2.3 (0.6) 

2 (2-3) 

Understanding of research articles in 

journals 

3.3 (1.5) 

3 (2-5) 

3.5 (0.7) 

4 (3-4) 

3.3 (0.6) 

3 (3-4) 

Understanding of grant application 

procedures 

1.3 (0.6) 

1 (1-2) 

2.0 (0.0) 

2 (2-2) 

2.0 (0.0) 

2 (2-2) 

Understanding of Ethical review 

procedures 

1.7 (0.6) 

2 (1-2) 

2.3 (0.6) 

2 (2-3) 

2.0 (0.0) 

2 (2-2) 

EROS total score 3.4 (0.9) 

2.9 (2.8-4.4) 

3.6 (0.7) 

3.3 (3.2-4.4) 

3.6 (0.6) 

3.3  (3.1-4.3) 

Sub-scale 1: Valuing research 4.0 (0.8) 

3.6 (3.4-4.9) 

3.9 (1.0) 

3.4 (3.3-5.0) 

3.8 (1.0) 

3.3 (3.3-5.0) 

Sub-scale 2: Involvement in research 2.4 (0.9) 

2.0 (1.8-3.4) 

2.5 (0.5) 

2.4 (2.0-3.0) 

2.7 (0.8) 

2.6 (2.0-3.6) 

Sub-scale 3: Being at the leading edge 3.6 (1.1) 

3.0 (2.8-4.8) 

4.0 (0.9) 

3.5 (3.5-5.0) 

3.9 (0.5) 

3.8 (3.5-4.5) 

Sub-scale 4: Evidence based practice 3.6 (0.8) 

3.1 (3.1-4.5) 

3.8 (0.8) 

3.5 (3.3-4.7) 

3.7 (0.4) 

3.7 (3.3-4.1) 

C1: I would like to do more clinical 

research 

3.7 (1.2) 

3 (3-5) 

2.7 (1.2) 

2 (2-4) 

3.3 (1.5) 

3 (2-5) 

C2: I do not have the time to conduct or to 

be involved in clinical research 

3.0 (1.7) 

4 (1-4) 

4.3 (0.6) 

4 (4-5) 

4.3 (0.6) 

4 (4-5) 

C3: I do not have the necessary skills to 

conduct research 

4.0 (1.7) 

5 (2-5) 

3.3 (1.5) 

3 (2-5) 

3.0 (1.0) 

3 (2-4) 

C4: There is a lack of peer group support 

for research activity 

1.7 (0.6) 

2 (1-2) 

1.7 (0.6) 

2 (1-2) 

2.3 (0.6) 

2 (2-3) 

C5: The resources necessary to conduct 

research are available 

3.3 (0.6) 

3 (3-4) 

3.7 (1.2) 

3 (3-5) 

2.7 (0.6) 

3 (2-3) 

A higher score indicates an increase in confidence, motivation, research use or orientation, except for C2, 3 and 4 
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4.5 Case 4: The group that did not wish to be involved in conducting 

clinical research using PAR. 

4.5.1 Prior to the intervention 

4.5.1.1 Demographics of Case 4 

This group comprised 11 individuals, of whom two were managers. The average age was 39 

years with an average of 16 years registration as a clinical physiotherapist. Two 

physiotherapists held a Master’s degree; seven held a Bachelor’s degree and two held a 

Diploma in Physiotherapy. One physiotherapist was enrolled in a post-graduate degree at the 

time of study. Five physiotherapists had prior research training, while the six had none. Their 

median confidence level in conducting clinical research was 54 and motivation to undertake 

research 51 on the 100 point VAS scale. All data are displayed in Table 4.11 (p. 156). Three 

physiotherapists were purposefully sampled to be interviewed before, after and one year after 

completion of the intervention (physio 3, 8 and 23). 

4.5.1.2 Attitudes towards research before starting the project 

Physiotherapists in this group had no wish to be involved in a PAR research project, but were 

happy to participate as research participants in my study. In contrast to what I presumed, most 

of these physiotherapists were not only positive towards research, most of them also used 

research in their daily practice and some physiotherapists were conducting their own research 

projects when I arrived in the hospital.  

Two of the three interviewed physiotherapists were very positive about research, while the 

remaining physiotherapist did not hold this view. The next quote illustrates the positive view 

of research. 

 

“I think that research plays a really important part as a physiotherapist that 

you need to know what’s out there, what’s been done, what’s been shown to 

be effective or not effective and educate not only yourself but your patients so 

that everyone’s realistic and achievable in their goals.” (physio 23) 
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The two research minded physiotherapists worked in two different clinical areas with a high 

level of research activity. For example, both were very active in reading research literature in 

their area and developing research activity such as journal clubs, collecting baseline and 

follow up data with the help of questionnaires and continued service development of their area 

with the help of research.  

 

“We would do our journal article reviews perhaps one every six to eight 

weeks in a rolling cycle. And obviously one staff member is co-ordinating 

each one so one staff member will do the literature review to get the journal 

articles and they’re distributed to the team and then the team needs to set 

aside some time to review those before we all come back together as a group 

to discuss it. And then, from there, I would probably spend another couple of 

hours looking at the policies that we have and just summarise ... We have a 

folder of summaries and then making our evidence best practice.” (physio 23) 

 

However, not all physiotherapists in this Case were using research or implementing it in 

practice. The remaining interviewed physiotherapist agreed that research was important, 

however she did not always see the value of published research findings for practice, as this 

quote illustrates. 

 

“We’re expected to be interested in it and do it. .. I guess research is really 

useful in that it tells us what’s going to be useful to treat people with and what 

may not be useful. But it tends to not quite work for physiotherapy a lot of the 

time because it’s designed for a medical model where you try a drug and it 

either works or it doesn’t work. But here, people seem to be a bit more fluid 

so often you’ll get a study and it says ‘No, actually, practising six stands is 

not useful for people. There’s no significant difference in people who do or 

don’t,’ for instance. And actually, in real life, you can see that it actually is 
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quite useful for many people. So, I see research as useful because it gives us 

guidance but I definitely wouldn’t just run my practice on research.” (physio 

8)  

 

4.5.2 During the intervention 

Participants in this group gave a variety of reasons as to why they did not want to be involved 

in the research projects. Analysis of data from the research interviews, and my observations 

allowed for these reasons to be divided into three themes: Structure, Mindset, and 

Relationships.  

4.5.2.1 Structural factors: time, time, time 

The main concern of the physiotherapists in this group was a lack of dedicated time during 

working hours to work on a research project. Some physiotherapists told how part time 

employment realistically resulted in less “down time” during the working day to do other 

activities such as research than what a full time position offered. Many of the physiotherapists 

mentioned that it is difficult to predict busy times during the working day and when there 

might be down time and thus it was difficult to fit research in. A number of the senior 

physiotherapists were involved in committees and attending meetings in the hospital; any time 

left for non-clinical work was already taken by these activities.  

 

“If you’re in a clinical setting, you’ve obviously got your volumes to see. 

You’ve got busy times and quiet times and all the rest of that. So fitting 

anything extra in is always going to be difficult and so you’re going to 

prioritise. So how you shift research up as a priority from other kind of topics 

and projects you’ve got on the go, I’m not sure.” (physio 3)  

 

In contrast, some junior physiotherapists struggled to keep on top of their clinical workload 

and therefore did not perceive they had time for additional work.  
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4.5.2.2 Mindset: the ones that are asking questions and the ones that are not 

Several personal factors made an impact on the decision of some physiotherapists not to 

participate in the research study, for example, they had other commitments outside of work, 

perceived that their research skill level was not high enough to participate, or did not have 

enough clinical experience to be confident in taking on another project. Some physiotherapists 

had had a negative experience with research in the past and were therefore less interested in 

becoming research active.  

 

“When I had been involved in research, I found it incredible boring and 

tedious and awful team dynamics... And I just got quite put off. You put so 

many weeks, we did the whole year, we studied quite hard for the research 

and put so much effort in and it just came out with, none significant results 

and it was hopeless. It was a waste of time. Except for it put me off of 

research, well I guess that was a waste of time too. It just put me off research, 

because it was just so, it seemed so stupid entirely, and I could have learned 

other interesting things.” (physio 8) 

 

For some, clinical research was seen as an impossible task and one they did not want to be 

involved with.  

4.5.2.3 Relationships: team spirit and feeling recognised 

From the interviews, it seemed that people needed to feel stable and connected in their clinical 

area and that management or the hospital needed to become involved in the research projects. 

One physiotherapist describes how the area where she was working had an impact on her not 

being involved in the research project.  

 

“(My area) has been really disjointed for (some time) now. At the beginning 

of the year we were just starting to get on track and it was looking all right, 
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and then a three of senior therapists went from full-time to part-time in that 

time... And so you had a new leader, new staff that didn’t have a whole lot of 

(area) experience so they’re struggling to upskill themselves in just the 

clinical exposure point that just trying to do a research project on top of that I 

can imagine.” (physio 23) 

 

A further reason for lack of involvement in the research project was the stance of the hospital 

towards clinical research. Several physiotherapists mentioned that there was a low priority 

given to research in the hospital setting. There was the feeling that it was great when people 

conducted or were involved with research, but the structure of the setting did not support the 

actual process.  

 

“I guess I’m expecting those managers to show some support. Not just that 

they encourage the idea of research, but that there’s value placed on it within 

the service, within physiotherapy. So that needs time which means time away 

from patients.” (physio 3) 

 

Also, as mentioned earlier, in the beginning of the year all senior physiotherapists employed at 

the hospital had received a major setback in payment and recognition by the hospital. In April 

they had just heard that they were declined for the pay increase for work from the year before.  

 

“At the beginning of the year (there were) issues around contracts and 

contracts coming through and basically down to pay and recognition. And as 

a senior physiotherapist, any financial incentives to take on those 

responsibilities was removed but the expectation, you know, contracts were 

still in place, so I still had to do all these things.” (physio 3) 
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As a result of this setback senior physiotherapists in this group were less willing to be 

involved in the research project and the incentive to do something over and above the job 

description was low. This setback also influenced my relationship with the participants of this 

Case. I felt I sometimes was not as welcome and respected as a research facilitator in clinical 

areas which had been active in conducting research in the past as in other clinical areas. I 

created additional work for them on top of their busy daily schedule and they did not feel 

recognised for their efforts. An example that contributed to my sense that I was not respected 

as a facilitator was that, in one area, not one of the physiotherapists was ready at the time of 

the scheduled meeting. This was not experienced in other areas.      

4.5.3 At completion of the intervention 

The questionnaires detected no changes in this group in motivation and confidence scores, 

attitude towards research and research capacity (see Table 4.11, p. 156). The physiotherapists 

in Case 4 however commented on the efforts of their colleagues involved in Cases 1, 2 and 3 

and saw the relevance of it. One physiotherapist said she did not learn or hear much about the 

research projects going on in the hospital. But she  

 

“definitely probably noticed it more when rotations happened so we had staff 

members coming into our team who were doing projects and continued to do 

projects from other areas. And it was exciting to see them excited and doing 

research and getting some results. And they were really excited about that. So 

I think it’s great. And anything that we can build so that when people ask 

clinical questions if they can help answer them themselves then it’s great.” 

(physio 23) 

 

Another supported this view: 
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“I think the stuff that the (other area) has been doing is really nice. There’s a 

clear link with the patients. This isn’t some two steps removed look at 

something in terms of you know, thoughts or beliefs or anything, this is 

actually saying. ‘Well, what do we need to do to best support this patient?’ 

And get some good tangible outcomes from it. Which I think is just the sort of 

research which should be happening in this sort of setting.” (physio 3) 

 

Despite the fact that a change in overall attitudes towards research was not reported, an 

attitudinal change was expressed in the interviews. 

 

“It means that you can do it, while you are doing your job. If you come up 

with the right research project, so and as long as it fits the time. I mean it is a 

good way to do it. I definitely like being a clinician so that is the kind of 

research I would use. That kind of research would be better for me than a type 

I have done in the past, which was you were sitting and reading out of books. 

This is definitely better for me to do it that way.” (physio 8) 

 

4.5.4 One year after completion of the intervention 

Despite the fact that these physiotherapists had not been involved in any of the PAR projects, 

they experienced changes in their attitude and research capacity. Interestingly, these changes 

were, except for the EROS ‘Involvement in research’ sub-score, not supported by the 

questionnaires used in this project (Table 4.11, p. 156). One of the physiotherapists explained 

how the overall project, including the PAR projects, but also the interviews and focus groups, 

affected their view of research:  
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“I think it makes a change because it brings it to the forefront. It makes you 

stop and think and so it makes you have to rationalise and reflect and think 

about where it’s fitting in at the moment.” (physio 3) 

 

As mentioned previously, these physiotherapists reported that they were more involved in 

research one year after the intervention was completed (median initial scores of 2.1/5 changed 

to 2.7/5 one-year follow up on the EROS sub-score ‘Involvement in research’). This increased 

involvement might have been influenced by changes in all the three identified influencing 

factors: Structure, Mindset, and Relationships. Each of the factors will be illustrated with an 

example. Two of the three interviewed physiotherapists maintained their positive attitude 

towards research and one changed to a more positive attitude, however no apparent changes 

were detected in questionnaire data compared to one year before. 

An example for the influencing factor Structure: One of the interviewed physiotherapists was 

in the last year of her post-graduate degree and she talked about the difficulty she had with of 

the structure of the hospital system: 

 

“With the way that the remuneration is structured, (the hospital) does not 

acknowledge a post-graduate degree as anything that they require for the 

position I’m in and it would be a waste not to do something with my post-

graduate degree. On the other side of the coin, I love my clinical role and I 

believe I’m reasonably good so it would be a shame to waste all my years of 

clinical practice. So for me, it’s a huge see-saw at the moment, deciding on 

what to do at the end of my post-graduate degree.” (physio 23) 

 

An example for the influencing factor Mindset was as follows: One of these physiotherapists 

rotated between different areas and experienced that interest in the topic of one area changed 

her attitude towards research. She explained this in the next quote: 
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“I hadn’t been very interested in any of the things in the areas I’ve been in 

before. So because I was interested in that area, I could find things that were 

exciting and I felt like reading articles and trying to get the practice as good 

as we could. So I made the connection between reading up the articles to 

making practice better, I guess. That’s how I changed. And so that’s nice, 

because that’s not really what I thought research was but it’s an aspect of 

research.” (physio 8) 

 

An example for the influencing factor Relationships: A final example was of a physiotherapist 

already positive towards the use of and participation in research, however up to this point a 

strained relationship between the physiotherapist and her immediate management inhibited 

this process. A change in management relieved this relationship and contributed to a higher 

participation level. 

 

“So taking that longer term view that actually we do that and provide 

something with it at the end, then there’s a role to have research within a 

clinical setting. And she listens to clinicians and the clinicians overall are 

valuing an evidence based approach and it’s a developing area and we’re a 

tertiary service, so part of the evidence we’re having to generate, and she’s 

supporting that. You don’t feel like you’re having to fight for every small gain 

or resenting doing all of it in your own time because otherwise it’s not going 

to happen.” (physio 3) 

 

4.5.5 Summary of Case 4 

The perception of lack of time appeared to play a major role in the decision not to participate 

in the research projects. Other factors that were barriers to involvement were: lack of support 
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towards research within the hospital setting, the lack of interest in research, personal reasons, 

and the perception that research was very difficult. Despite their own unwillingness to engage 

in a PAR project, members of Case 4 appreciated the progress of the other Cases. It must also 

be noted that some of the members in this Case were already active in research outside of the 

PAR projects and were confident in their research skills.  
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Table 4.11 Results of questionnaires for all participants in Case 4 

Case 4 START END 1 year FU 

Visual Analogue Scales:                                    Average (SD) 

(range 0-100)                                                       Median (range) 

Motivation level 59.3 (27.4) 

51 (18-100) 

59.6 (34.1) 

66 (2-94) 

55.6 (29.4) 

58 (13-98) 

Confidence level 51.4 (28.1) 

54 (7-100) 

52.8 (24.3) 

55 (19-91) 

53.6 (25.1) 

58 (17-92) 

Estabrooks Research Utilisation Scale:            Average (SD)   

(range 1-5)                                                            Median (range) 

Instrumental research use 3.3 (1.2) 

4 (1-5) 

3.0 (1.2) 

3 (1-5) 

3.1 (1.2) 

4 (1-4) 

Conceptual research use 3.1 (1.5) 

3 (1-5) 

3.4 (1.3) 

4 (1-5) 

3.4 (0.9) 

4 (2-4) 

Persuasive research use 2.6 (1.6) 

3 (1-5) 

2.6 (1.7) 

2 (1-5) 

3.0 (1.4) 

3 (1-5) 

Overall research use 3.6 (1.3) 

4 (1-5) 

3.6 (0.9) 

4 (2-5) 

3.4 (0.9) 

4 (2-4) 

Edmonton Research Orientation Scale:           Average (SD)   

(range 1-5)                                                            Median (range) 

Understanding of research design 2.7 (1.3) 

3 (1-5) 

3.1 (1.0) 

3 (2-5) 

3.1 (0.9) 

3 (2-4) 

Understanding of Statistics 1.9 (1.0) 

2 (1-4) 

2.2 (0.9) 

2 (1-4) 

2.1 (0.9) 

2 (1-4) 

Understanding of research articles in 

journals 

3.5 (0.5) 

3 (3-4) 

3.5 (0.5) 

4 (3-4) 

3.5 (0.7) 

3 (3-5) 

Understanding of grant application 

procedures 

1.8 (1.0) 

2 (1-4) 

2.3 (1.2) 

3 (1-4) 

2.4 (1.4) 

3 (1-5) 

Understanding of Ethical review 

procedures 

2.1 (1.2) 

2 (1-4) 

2.5 (1.5) 

3 (1-5) 

2.4 (1.5) 

2 (1-5) 

EROS total score 3.4 (0.6) 

3.2 (2.8-4.5) 

3.6 (0.6) 

3.6 (2.7-4.4) 

3.7 (0.6) 

3.6 (2.5-4.7) 

Sub-scale 1: Valuing research 3.8 (0.7) 

3.6 (2.9-4.9) 

3.8 (0.9) 

3.6 (2.4-5.0) 

3.9 (0.9) 

4.0 (2.4-5.0) 

Sub-scale 2: Involvement in research 2.5 (1.0) 

2.1 (1.1-4.1) 

2.8 (1.0) 

2.4 (1.7-4.6) 

2.9 (0.9) 

2.7 (1.7-4.6) 

Sub-scale 3: Being at the leading edge 3.9 (0.4) 

4.0 (3.2-4.7) 

4.1 (0.3) 

4.1 (3.7-4.7) 

4.1 (0.4) 

4.0 (3.3-4.8) 

Sub-scale 4: Evidence based practice 3.4 (0.5) 

3.4 (2.6-4.2) 

3.6 (0.5) 

3.6 (2.9-4.3) 

3.7 (0.6) 

3.9 (2.7-4.5) 

C1: I would like to do more clinical 

research 

3.2 (1.6) 

3 (1-5) 

3.0 (2.0) 

3 (1-5) 

3.1 (1.8) 

4 (1-5) 

C2: I do not have the time to conduct or to 

be involved in clinical research 

3.5 (1.2) 

4 (1-5) 

3.2 (1.6) 

3 (1-5) 

3.6 (1.6) 

4 (1-5) 

C3: I do not have the necessary skills to 

conduct research 

2.7 (1.3) 

3 (1-5) 

2.6 (0.9) 

3 (1-4) 

2.6 (1.1) 

3 (1-4) 

C4: There is a lack of peer group support 

for research activity 

2.7 (1.2) 

3 (1-5) 

2.9 (0.8) 

3 (1-4) 

2.8 (0.8) 

3 (2-4) 

C5: The resources necessary to conduct 

research are available 

2.5 (0.9) 

3 (1-4) 

2.3 (0.7) 

2 (1-3) 

2.7 (1.0) 

3 (1-4) 

A higher score indicates an increase in confidence, motivation, research use or orientation, except for C2, 3 and 4 
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4.6 Summary of results 

Twenty-five physiotherapists working in one hospital consented to participate in this study, 

which led to 4 separate Cases. Case 1, 2 and 3 were each involved in their own PAR project, 

while Case 4 was not involved in any PAR project. At the start of the intervention average 

confidence levels were lowest in Cases 1 (24) and 3 (19) and highest in Case 4 (54), while 

motivation to participate in a clinical study was highest in Case 1. An overview of the changes 

reported in the questionnaires used after the intervention was completed and at one-year 

follow up, can be found in Table 4.12. Uncertainty on the size of the project, the topic and the 

commitment of the physiotherapists played a major part at the start of the intervention.  

4.6.1 Attitudes and research capacity prior to the intervention 

Overall, all physiotherapists saw the relevance of conducting research for the progression of 

the physiotherapy profession as a whole. However, most of the physiotherapists were 

disappointed by the research outputs as they perceived the quality of published research 

projects to be low, did not answer clinically relevant questions, and often concluding with the 

phrase “more research needs to be conducted”. 

The knowledge used in practice varied between physiotherapists. Some physiotherapists used 

mainly published research findings of literature reviews and randomised controlled clinical 

trials to guide their practice, while others tended to rely on the experience gained over years of 

practice. Some of the physiotherapists mentioned they tried to find a balance between research 

findings and experience to guide their practice. 

None of the participants in Case 1, 2 and 3 were involved in a research project at the time the 

intervention started, interestingly three of the physiotherapists in Case 4 were already involved 

in research. Furthermore, most of the physiotherapists in Case 1 and half of the 

physiotherapists in Case 2 had been involved in a research project in the past (mainly during 

university study). All three groups were interested in being involved in the PAR projects. 
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4.6.2 Barriers and facilitating factors during the intervention  

During the PAR, projects different issues played a role. These were change in leadership of 

the hospital, the swine flu pandemic demanding more time of physiotherapists on wards, and a 

rejected pay review (the earthquake occurred after the intervention was completed).  

Three themes were evident within a change in research capacity and attitudes towards research 

across all Cases and these were: Structure, Mindset, and Relationships. Structural factors 

consisted of the concept of time and the implementation of structure and leadership within the 

PAR groups and in the hospital. Mindset was related to the intrapersonal factors and 

perceptions that members personally brought to the group and the mindset towards research 

that existed within the hospital setting. Relationship factors referred to relationships with 

peers, management and the facilitator in creating an atmosphere of good teamwork and 

communication, enhanced by having similar personalities within PAR groups. An overview of 

the subthemes can be found in Table 4.13.  

4.6.3 Change in attitude and research capacity at completion of the intervention 

The PAR intervention appeared to have led to increased confidence in conducting research in 

participants of Case 1 and the participants that stayed together in Case 2 (Case 2a). These 

participants were actively involved in the PAR projects and perceived more skills related to 

conducting research, more peer support related to research activities, and an increased attitude 

towards conducting research. However, despite an increase in understanding of research 

articles, participants of Case 3 and participants who left Case 2 (Case 2b) were less motivated 

to conduct research at the end of the intervention than at the start of the intervention. 

4.6.4 Change in attitude and research capacity one year after completion of the 

intervention 

The more positive attitude towards research, and the new research capacity in Case 1 and part 

of Case 2, was maintained one year after the intervention was completed. Despite the fact that 

some of the participants in Cases 2 and 3 reported an increase in research skills one year after 

the intervention was completed, they were less motivated to become involved in research in 

the future. Interestingly, the participants in Case 4 who had not been involved in the PAR 
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project were more involved in research one year after the intervention was completed. In the 

following discussion chapter, these findings will be compared to those published on the 

literature.  

Table 4.12 Overview of changed confidence, motivation, attitudes, and research capacity questionnaires 

for all Cases.  

 At completion of the intervention One year following the intervention 

All Understanding of ethics ‘Involvement in research’ 

Case 1 Confidence 

Use of protocols and guidelines 

Overall research use 

Peer support 

Understanding of grant 

applications 

Understanding of ethics 

‘Valuing research’ 

‘Involvement in research’ 

‘Evidence based practice’ 

Understanding of research articles 

Orientation towards research 

Case 2 

 

Case 2a 

 

 

 

 

 

 

 

Case 2b 

Confidence 

 

Confidence 

Understanding of grant 

applications 

Understanding of ethics 

‘Involvement in research’ 

Resources for research 

Peer support 

 

Understanding of research articles 

 

 

 

 

 

 

 

 

 

 

 

Understanding of grant applications 

Skills to conduct research 

Motivation 

Case 3 ‘Being at the leading edge’ 

Willing to conduct research 

 

Research skills 

Case 4  ‘Involvement in research’ 

     indicates an increase, while   indicates a decrease in the described factor. ‘Valuing 

research’, ‘Involvement in research’, ‘Being at the leading edge’, and ‘Evidence based 

practice’ were sub-scales of the EROS found by Pain et al. (1996). 
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Table 4.13 Overview of the three themes identified through thematic analysis 

Theme 1 

Structure: Everything pertaining to structure and organisation to achieve goals set.  

• Time management  

• Divide jobs 

• Roles within PAR group  

• Agenda and minutes 

• Set meetings 

• Dedicated time for project 

• Action points in agenda 

• Dividing into smaller groups 

• Make small steps with research 

• Other obligations  

• Red tape hospital 

• Structure research 

 

Theme 2 

Mindset: How the person or organisation thinks, how they make up their mind, what 

motivates and drives them, how they look towards research, what kind of model they have 

in their head 

• Two groups 

• Positive attitude towards research versus a negative one 

• Research skills differences 

• Different levels of interest towards research 

• Making time versus not having time 

• Helping out versus not being able to make a contribution 

• Clinically ready for a challenge versus not being ready 

• Busyness 

• Perception from the physiotherapist of the hospital model 

 

Theme 3 

Relationships: Everything pertaining to the relationship between one person and another or 

towards an organisation or management and vice versa, teamwork 

• Compatible personalities 

• Frustration within PAR group 

• Support from management 

• Support from facilitator 

• Friction between two groups 

• Support from colleagues 

• Support from hospital 
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Chapter 5 Discussion  

My study showed that a change in physiotherapists’ attitude towards research and research 

capacity can occur when physiotherapists are conducting research facilitated by a PAR 

approach. To my knowledge, this was the first study that has used PAR as an intervention to 

stimulate research participation in the physiotherapy profession.  

This research was also unique due to the fact that it has explored the changes in attitude 

towards research and research capacity of clinical physiotherapists over a two year period at 

three time points; the start of the intervention, at one and at two years following the 

intervention. Previous research studies have approached this topic by administering surveys. 

Chapman et al. (2007) emphasised the need for richer descriptions of clinicians’ experiences 

during involvement in research. In my study, in-depth interviews, questionnaires, 

observations, field notes and reflective data provided by the physiotherapists involved in the 

PAR groups were triangulated, resulting in a rich in-depth description of the experiences of 

these physiotherapists’ involvement in the research project. Furthermore, not only the 

physiotherapists who were involved in the PAR projects were included in my study, data from 

physiotherapists who chose not to become involved in a PAR project were also included in the 

analysis of this study.  

A thematic analysis of the data from my study found three themes related to: 1) Mindset 

(perceptions of individuals or groups), 2) Relationships (relations between persons or between 

a person/ group and management or facilitator) and 3) Structure (documentation and 

organisation). These three themes need to be considered when physiotherapists are involved in 

a PAR project stimulating research participation.  

This chapter discusses my study. Firstly, the success of the intervention is discussed. Then the 

three influencing themes found in this study are compared and contrasted with the four 

influencing factors found in the review of pertinent literature. The chapter continues with a 

discussion on the PAR intervention. Finally, an overview of the limitations of this thesis is 

presented, before the relevance of the findings are stated.  
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5.1 Success of the PAR intervention 

There were several ways in which the success of the PAR approach to stimulate research 

participation of physiotherapists could be measured. In my study, I observed changes in 1) the 

research output of the physiotherapists, and 2) the attitude towards research and research 

capacity (including research utilisation and participation). These outcomes are discussed 

below. 

5.1.1 Research output 

After the one–year intervention was completed, one PAR group (Case 1) had completed their 

research project and started with the write up phase of their project, one PAR group (Case 2) 

had applied for all the processes required to begin their research project and the last PAR 

group (Case 3) had ceased working on their project. The following year Case 1 completed a 

report on their research project, which was subsequently accepted as a manuscript for 

publication in a peer-reviewed journal one year later. Participants of Cases 1 and 2 also 

presented on their reflections, and the findings of their studies to their peers in the in-service 

education sessions of the hospital. Furthermore, throughout the length of my study 

physiotherapists of this hospital continued to ask me for advice and to facilitate current and 

future research projects.  

Despite the progress made by Cases 1 and 2, they were unable to complete their projects 

within the one-year time frame. Literature in the area of research involvement of clinicians 

similarly found that one year was not sufficient to complete a research project from start to 

finish. One group of nurses needed 1.5 years before they came to the writing stage of their 

research (Thompson et al., 2003), while Perry et al. (2008) implemented a five year research 

post to stimulate clinicians’ involvement in research. The physiotherapists in my study 

acknowledged that they felt the loss of their research facilitator, and, because the projects were 

not completed, I found it difficult to stop facilitating the research projects. It appeared that in 

my study an intervention longer than one year might have been more suitable to facilitate the 

participating physiotherapists through all the steps of conducting research.  
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One year after the intervention was completed more physiotherapists indicated they were 

involved in research than at the start of the intervention. This would indicate that it was 

possible to increase research involvement of physiotherapists, using a PAR approach within a 

one year time frame, however, it took two years to achieve increased research involvement for 

the overall group (as measured with the sub-score ‘Research involvement’ of the EROS). 

5.1.2 Changes in attitude and research capacity 

Changes were found in the attitude towards research and research capacity after the 

intervention was completed. Table 4.12 provides an overview of changed confidence, 

motivation, attitudes and research capacity questionnaires for all Cases. An in-depth analysis 

of the different Cases revealed that there was a difference between participants who were 

actively involved in the PAR projects (Case 1 and 2a) and people who had been engaged on 

the sidelines (Case 2b and 3). More information on the mindset of these different groups will 

be discussed in paragraph 5.2.1.  

Participants who had been actively involved in the PAR projects appeared to be: more 

confident in conducting research, more knowledgeable about how to conduct research 

(understanding of ethics and grant application increased), and perceived more peer support for 

conducting research than at the start of the intervention. Some of the physiotherapists were 

also involved in new research projects. Similar findings were reported from a programme that 

facilitated post-graduate courses in addition to collaborative research initiatives between 

academics and nurses (Lee & Metcalf, 2009). The study resulted in clinical nurses being 

involved in conducting the research projects, learning research skills and forming bonds with 

nurse academics. Although a collaborative approach was used in Lee and Metcalf’s study, 

unlike the present study, their approach could not strictly be described as action research.  

Participants in the current study who had been less involved in research appeared to have 

become more knowledgeable about the process of critiquing research articles, but were less 

likely to be involved in conducting research in the future according to the survey results. 

However, one of the physiotherapists of Case 2b said she gained a better understanding of 

what researchers needed from clinicians and was able to accommodate for this need. Whilst 
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the PAR intervention did not change all the involved clinicians into expert researchers; it 

appeared to narrow the gap between the clinicians and the researcher.  

During my study, it became apparent that not all participating physiotherapists benefitted 

equally from the intervention. Three factors were identified from the thematic analysis that 

appeared to influence research participation and are discussed in more depth in the next 

section. 

 

5.2 Factors influencing research participation 

The literature review presented at the start of this thesis revealed that only limited research has 

been conducted in the physiotherapy profession regarding the research capacity and attitudes 

of clinical physiotherapists towards research. Nevertheless, this review identified four factors 

influencing the involvement of clinicians in research (Individual, Cultural, Research, and 

Facilitating). However, in the current study three factors, (Mindset, Relationships and 

Structure) were identified as having an influence on the experience of the physiotherapists 

when a PAR approach was used to stimulate research participation. These factors are 

discussed below. 

5.2.1 Theme one: Mindset (being ready to participate in research) 

In this section, the readiness of the individual physiotherapist to participate in a research 

project is discussed. This theme was very similar to the identified Individual factor in the 

literature review chapter. However, the difference between the two factors lay in the fact that 

the factor Mindset was not exclusive to one person’s perception or view but the perceptions of 

a group of people or a culture, whereas Individual factors in the review referred more to an 

individualistic viewpoint.  

Firstly, I will discuss the Mindset of the overall group of physiotherapists. Following that, the 

four separate Cases will be considered. Finally, the findings will be placed into Rogers adopter 

categories to identify which group seemed to be most receptive to the PAR intervention (see 

Table 5.2 p 171).  
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5.2.1.1 Prior to the intervention 

The majority of the physiotherapists in this thesis agreed that research was necessary for the 

physiotherapy profession. This was not surprising, as the physiotherapists had invited a 

research physiotherapist into their department to learn more about conducting research. These 

findings also resonated with the findings from focus groups and in-depth interviews conducted 

with seven nurses by Roxburgh (2006). These nurses agreed that as research was now 

incorporated in the nursing profession, they realised that they needed to know more about 

conducting research to become better clinicians. 

However, as discussed in the literature review chapter understanding research to use published 

findings in practice (research utilisation), and understanding research to be able to initiate and 

conduct a research project (research participation) were two different things. Despite the 

positive attitude of the nurses in Roxburgh’s study towards the use of research in their 

practice, these nurses perceived that conducting research was time consuming and very 

theoretical (Roxburgh, 2006). Making time to conduct research was also something the 

physiotherapists in this thesis were concerned about prior to the intervention.  

The fact that most of the physiotherapists involved in my study saw research as something big, 

complex and very detailed was not helpful. Many physiotherapists prior to the intervention 

were afraid that the (PAR) research project would take up too much time and were tentative 

about becoming involved. Despite this, it was important for clinicians to make the deliberate 

choice to become involved in a research project. Slawson et al. (2000) and Tanner and Hale 

(2002) argued that if clinicians were interested in conducting research they needed to be 

committed and be willing to use their own time. Overall, it appeared that initial attitudes of the 

participants in my study were comparable to the qualitative findings reported in the literature. 

Similar results were found of the attitudes towards research measured (quantitatively) with the 

EROS in this research project compared to those reported in the literature related to allied 

health professionals (Lyons, Casey, Brown, Tseng, & McDonald, 2010; Pain et al., 2004; 

Waine et al., 1997) and nurses (Henderson et al., 2006; McCleary & Brown, 2002). Total and 

sub-scores of the EROS scores reported in the health literature, including the findings of this 

thesis, are presented in Table 5.1.  
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Table 5.1 Overview reported total and sub-scores EROS from literature. 

 Physiotherapy Occupational 

Therapy 

Speech Language 

Therapy 

Nursing 

EROS total 3.3 (0.5)
1 

3.4 (0.5)
2 

3.4 (0.4)
 1

 

3.53 (0.51)
3 

3.65 (0,53)
4 

3.4 (0.5)
 1

 

3.48 (0.50)
3
 

3.39 (0.64)
6
 

‘Valuing 

research’ 

3.8 (0.6)
2
 3.85 (0.58)

3 

3.85 (0.63)
4
 

3.73 (0.6)
3
 3.74 (0.48)

5
 

3.88 (0.63)
6
 

‘Research 

involvement’ 

2.5 (0.7)
2
 2.61 (0.77)

3 

2.74 (0.79)
4
 

2.57 (0.8)
3
 2.47 (0.72)

5
 

2.53 (0.82)
6
 

‘Being at the 

leading edge’ 

3.9 (0.5)
2
 4.07 (0.55)

3
 

4.11 (0.61)
4 

4.18 (0.47)
3
 3.84 (0.55)

6 

3.91 (1.75)
5
 

‘Evidence 

based practice’ 

3.5 (0.5)
2
 3.52 (0.56)

3 

3.70 (0.55)
4
 

3.46 (0.56)
3
 3.48 (0.69)

5
 

3.56 (0.58)
6
 

Findings are reported in mean (standard deviation). 
1
 Pain et al. (2004) n=165, 

2
 outcome at 

the start of the present study n=25, 
3
 Waine et al. (1997) n=293, 

4
 Lyons et al. (2010) n=145,   

5
 Henderson et al. (2006) n=39, 

6
 McCleary and Brown (2002) n=185. 

 

The most recent study (Lyons et al., 2010) of occupational therapists reported the highest 

EROS scores. However, it remained unclear if this finding was due to the fact that this 

research project was the most recently conducted and therefore reflected the trend in clinicians 

towards a more positive research attitude, or alternatively that the project surveyed a more 

specialised occupation, paediatric occupational therapists who may have had a more positive 

attitude towards research. It is important to note that the initial EROS measurements reported 

in my study bordered on the lower margins of the findings presented in the literature. This was 

in line with the finding of Stephens et al. (2009) which documented that physiotherapists held 

one of the lowest attitude scores towards research in the allied health professions.  

Skills to conduct research were considered important before becoming involved in a research 

project (Atkin et al., 2007; Clifford & Murray, 2001; Holzhauser et al., 2008; Perry et al., 

2008; Purkis et al., 2008). Many of the physiotherapists in this study who wanted to become 

involved in one of the PAR projects rated themselves as having a low confidence in 

conducting research and limited research skills. They requested training to enhance their 

confidence and research skill level. These findings were comparable to those of other 

researchers investigating the research capacity of clinicians (Gething et al., 2001; Morley-

Hauchecorne & Lepatourel, 2000). However in my study 14 of the 25 participating 
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physiotherapists appeared to be interested in learning more about conducting research using a 

PAR approach. This is more than the 15% of 132 clinicians Stephens et al. (2009) found to be 

interested in learning specific research participation skills. This difference could be partly be 

explained by the fact that the PAR approach used in the current study might have had more 

appeal to the physiotherapists as it was based on group work. Additional peer support, sharing 

of the research tasks at hand, having a facilitator and the reflective aspects of the PAR 

approach might have made it easier for the physiotherapists to become involved than to face 

the research journey alone. 

When the intervention of one year duration started, 11 physiotherapists chose not to participate 

in one of the three PAR groups. Out of the participants involved in one of the three PAR 

groups, seven became actively involved (Cases 1, 2a), while seven were less actively involved 

(Case 2b and 3). Differences between the Cases relating to how they dealt with their 

perception of research are discussed in the next section. 

5.2.1.2 During and after the intervention 

In this Mindset section, factors of attitude towards research and research capacity that may 

have contributed to readiness to become involved in a PAR project are described and 

discussed. One of the physiotherapists described the division between the two groups with the 

following quote: 

 

“I just get the sense it sort of divides physios into those that get it and are 

asking questions.....,and another group who are happy with what they’ve got 

and are confident that what they’ve got is the right thing to do.” (physio 3) 

 

At the start of the intervention the majority of the participants in Cases 1 and 2a held a 

Bachelor’s degree, whereas the majority of the participants in Case 2b and 3 held a Diploma 

of Physiotherapy. Research skills and having an education that involved the development of 

research skills, such as a Bachelor’s degree, have been linked to research participation by 
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other researchers (Byham-Gray et al., 2006; Kuuppelomäki & Tuomi, 2003; Rizzuto et al., 

1994; Smirnoff et al., 2007). The participants in Cases 1 and 2a were around 30 years of age, 

whereas the participants in Cases 2b and 3 were in their 40’s and 50’s. Tanner and Hale (2002) 

found similar results when they interviewed nurses who were involved in conducting research: 

eleven of the twelve research active nurses were in their thirties.  

Despite the fact that research in Cases 1 and 2a was also seen as something big, complex and 

detailed, the majority of the participants of Cases 1 and 2a were interested to learn about 

conducting research. However, the sub-score of the EROS (‘Valuing research’) implied that 

the participants in Case 1 did not value research as much as other participants. This might 

have partly been because participants in Case 1 criticised the amount of low level research in 

physiotherapy. All participants of Case 1 and 2a had the notion that good research entailed 

RCT’s and systematic reviews (this was in line with the research pyramid used in evidence 

based practice (Yale University, 2006)) and that all other forms of research were not worth 

conducting. Case 1 and 2 provided an example of how the characteristics of research can play 

a role in the uptake of research involvement. The physiotherapists who used research to 

inform their daily practice saw RCT’s and literature reviews as the only good published 

research, whereas all other research designs failed to make firm conclusions and were 

perceived as not usefully informing practice. However, these physiotherapists experienced 

difficulty in translating findings of RCT’s in daily practice as the participants in RCT’s were 

only a select group of the patients seen in practice. These perceptions might have been a 

reason why participants in Case 1 also scored lower than the literature on the sub-score 

‘Evidence based practice’ of the EROS than the other Cases.  

In Cases 2b and 3 some participants mentioned that they were scared of research, whilst others 

mentioned they were just not interested in research or wanted to play a minor role. Roxburgh 

(2006) identified that a perceived lack of research knowledge could lead to being frightened of 

research. A lack of research capacity has been demonstrated by another action research project 

in which nurses were educated to facilitate change in practice (Meyer et al., 2003). Due to the 

lack of knowledge, the involved nurses experienced difficulties to identify what they needed to 

learn to become good facilitators. Despite the fact that in Meyer et al.’s study the goal of the 

nurses was to increase their understanding of the facilitation process, the principle of “the 
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difficulty of knowing what you don’t know” (Meyer et al., 2003, p. 410) might still be 

applicable to the physiotherapists in this thesis.  

The participants in Cases 2b and 3 were interested in the research process. However they 

seemed to encounter difficulties when critiquing articles and accessing databases. At the start 

of the intervention, these physiotherapists generally used their experience as clinicians and the 

protocols within the hospital system to guide the treatment, and not published research 

findings. The fact that research findings were not commonly used by the participants in Cases 

2b and 3 might be explained by Adamsen et al.’s (2003a) findings. Using a qualitative 

research design, Adamsen et al. interviewed 79 nurses on their use of research in practice. The 

two main barriers that nurses experienced were the sheer volume of articles and the lack of 

research skills to assess the quality of the published articles. It must be noted however that 

these nurses were Danish and did not speak English as their native language; providing an 

additional barrier to the uptake of the research findings. The lack of research use reaffirmed 

the steps in the process described by Wylie-Rosett et al. (1990) to stimulate research capacity. 

First clinicians needed to have knowledge about how to use research (including quality 

assessment of published articles) before they could participate in research. 

Eleven physiotherapists were not involved in one of the PAR projects (Case 4). This did not 

mean however that they were not interested or motivated to become involved in research. For 

example, some members of this Case were already active in research, where others were 

simply not in the right area at the right time to become involved. In the next paragraph, a 

distinction was made between these physiotherapists. 

Two to three physiotherapists in Case 4 were active in research at the time the study started. 

This is comparable to the 9% of allied health professional Stephens et al. (2009) found active 

in research in their allied health sample (n=132). This group was the most innovative group of 

the physiotherapists in terms of their approach to conducting research, held a positive attitude 

towards research and were conducting research independently or within their area. However, 

these physiotherapists were not interested in becoming involved in a PAR project. It was not 

entirely clear why these physiotherapists were not involved in the PAR projects, however one 

could argue that these physiotherapists had the skills to conduct research already and did not 
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need additional help or want to be held back by the decision-making within a larger group. It 

could also be that their previous research endeavours had made them more aware of the 

barriers within the hospital setting and were less willing to go through that process again.  

On the other hand, there were also physiotherapists who were less positive towards research in 

Case 4. One of the members described a negative experience she had with conducting research 

in a group prior to this intervention. Finlayson et al. (2005) used the reflections of 

occupational therapists who had worked together on a research project to explore factors 

related to being open to conducting research. Team members who had prior positive 

experience were open to conducting research. In my study, the opposite might have been the 

case.  

As mentioned in the literature review, Rogers (2003) identified different adopter categories 

when an innovation was introduced to a setting. In my study, the innovation was conducting 

research in a group and the setting was the rehabilitation hospital. It appeared that in the 

Mindset factor of my study different adopters could be identified. In the following table I have 

made an overview of how these different mindsets could be categorised in Rogers theory 

(Table 5.2).  
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Table 5.2 Rogers adopters categories transposed on the individual characteristics of the participants in this 

study.  

Rogers 

adopter 

categories 

Description of characteristics 

from theory 

Participants 

in this study 

Description of characteristics 

in this study 

Innovators see Table 2.1 none n/a 

Early 

adopters 

Person is respected, is the 

individual to check with and is an 

integral part of the social system. 

They help to trigger the critical 

mass when they adopt an 

innovation. 

Some 

participants 

of Case 4 

Physiotherapist is around 30-40 

years old and enrolled in or has 

completed post-graduate 

studies. He/ she has a positive 

outlook on research and 

actively uses published research 

findings in practice and 

stimulates others to do so. He/ 

she is involved in conducting 

research projects outside of the 

hospital, however is not 

interested in working in the 

PAR approach. 

Early 

majority 

Person is deliberate, adopts new 

ideas just before the average 

member of the system. He/she 

interact frequently with their 

peers, but seldom hold positions of 

opinion leadership in a system. 

They provide interconnectedness 

in the system interpersonal 

networks. They follow with 

deliberate willingness in adopting 

innovations but seldom lead. 

Case 1 and 2a 

(and some of 

Case 4) 

Physiotherapist is in his/ her 

thirties and has a Bachelor’s 

degree. He/she might be 

looking into doing a post-

graduate certificate. He/she 

actively uses research, however 

only sees RCT as the only good 

research. This physiotherapist 

was driving the PAR project 

and was actively engaged and 

committed to it. 

Late 

majority 

Person is sceptical and cautious, 

adopts ideas just after the average 

member of a system. Adoption 

may be both an economic 

necessity for the late majority and 

the result of increasing peer 

pressures. The weight of the 

system norms must definitely 

favour an innovation before the 

late majority is convinced to 

adopt. 

Case 2b and 3 

(and some of 

Case 4) 

Physiotherapist is 40 to 50 

years old, has a Diploma in 

Physiotherapy and is not 

interested in pursuing a 

research degree. Research is 

seen as something complex and 

very detailed. However, he/she 

is interested to learn more about 

research, specifically how to 

translate research findings into 

practice. Physiotherapist was 

involved in a PAR project, but 

stopped during the process. 

Laggards see Table 2.1 none n/a 
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5.2.1.3 Conclusion 

In this section the issues that dealt with the readiness of clinicians to become, and to stay, 

involved in research were discussed. Some participants (Case 1 and 2a) were more suited to a 

PAR intervention to stimulate research participation than other participants (Case 2b and 3). 

Previous experience in research, attitude towards research and research skills played a part in 

the participation level of the physiotherapists. This did not imply that physiotherapists not 

trained in research skills were not interested in research. It does suggest though that 

physiotherapists need to be trained in research utilisation skills before they are ready to engage 

in conducting a research project. It has widely been accepted that Mindset is not the only 

factor influencing research participation (Cummings et al., 2007; McCormack et al., 2002; 

Rycroft-Malone, 2004). When working with a PAR approach, relationships between peers and 

management and structure also need to be taken into consideration.  

5.2.2 Theme two: Relationships  

Four important relationships became apparent in this theme. Three of the identified 

relationships were consistent with the literature and were: relationships between the 

physiotherapist and 1) his/ her managers (the formal structure of the factor Culture in the 

literature review), 2) his/ her colleagues (the informal structure of the factor Culture in the 

literature review), and 3) the research facilitator (the factor Facilitation in the literature 

review). The fourth relationship was between the participants in a PAR group. It should be 

noted that the relationship between the physiotherapist and his/ her managers has been 

researched extensively. The majority of the literature has portrayed management as an 

inhibiting factor for the stimulation of research in a hospital setting (Higgins et al., 2010; 

Kamwendo, 2002; Slawson et al., 2000). Examples of this can be seen in Case 4, where the 

relationship between some physiotherapists and management was disrupted due to the 

negative outcome of the pay review in the hospital. However, in this study some of the 

physiotherapists in Cases 1, 2 and 3 reported that their direct management facilitated the PAR 

process as they allowed time to be made available for the meetings.  

My relationship to the three PAR groups also appeared to influence the PAR process. I felt 

that in the Cases where I could consistently facilitate the process and felt respected, the 
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facilitation was most natural. This is in line with the Promoting Action on Research 

Implementation in Health Services (PARIHS) framework (Kitson et al., 1998; Rycroft-

Malone, 2004) that describes three requisitions for a positive facilitation process. These 

requisitions were: 1) the facilitator needed to be respected, 2) a clear description of the 

facilitators role needed to be available, and 3) facilitation needed to be consistent over the 

implementation process (Harvey et al., 2002). As presented in the Results chapter (Case 4), in 

the areas where I did not feel respected as a research facilitator, my relationship with group 

members was difficult.     

Considering that my study focused on stimulating physiotherapists to work in PAR groups, the 

fourth relationship between the participants in a PAR group, proved extremely important. In 

an action research study conducted by Li et al. (2010) rules were discussed prior to 

engagement in the PAR study for an open and respecting environment. Furthermore, the 

nurses found the experience of being involved in the PAR project to be so engaging that it was 

difficult to keep to time limits (Li et al., 2010). The physiotherapists in Case 2 of this study 

experienced the same at the start of the study. Both of these studies contained a large number 

of participants (n=8 in Case 2 and n=9 in Li et al. study), which might have contributed to the 

amount of time necessary for discussion. The Cases 1 and 3 (n= 3 and n=4 respectively) of 

this study experienced fewer problems with time keeping than Case 2 (n=8). 

One reason for the time keeping issue in Case 2 may be found in the variety of mindsets 

amongst group members regarding research. The physiotherapists involved in the Cases 1 and 

3 appeared to hold similar views on research (what Rogers would describe as early majority 

and late majority adopters respectively), whereas Case 2 consisted of a combination of 

mindsets. This process has been described by Wenger (1998) as “negotiation of the meaning 

of practice” (p. 53), meaning that when the physiotherapists worked together on the research 

project they needed to agree on the meaning of research. With a variety of ideas, more time 

needed to be invested in the negotiation process of what research meant to them.  

Relations between the junior and senior physiotherapists also became apparent. LeGris et al. 

(2000) described the challenges they faced when they set up collaborative research between a 

university and a local hospital. They claimed that “decisions in collaborative groups must be 
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made by persons who possess the most experience in a given area.” (p. 70). In my study (Case 

2) difficulties arose when relationships between physiotherapists were tested. For example, the 

participants in Case 2a held research skills and knowledge of how to set up a research project, 

however they did not want to lead the project because they did not want to change the 

relationship they had with their more senior colleagues (who did not have the necessary 

research skills to conduct research). On the other hand, the participants in Case 2b knew how 

to lead a project, but were unfamiliar with the steps to conduct research. LeGris et al. (2000) 

also found that the managers and seniors who had spent a considerable amount of time in the 

hospital setting had less experience and knowledge of the research processes. My suggestion 

would be that in the future clinicians need to talk about this issue early on, and preferably even 

before the start of the project, and come to a consensus regarding leadership. Additionally 

research skill training for physiotherapists unfamiliar with research might ease the election of 

a leader. 

5.2.3 Theme three: Structure 

The theme Structure became apparent in three ways. Two parts of the theme Structure were 

congruent with the literature and these were: 1) structure within the hospital setting (the factor 

Culture in the literature review); and 2) structure of the research (the factor Characteristics of 

research in the literature review). Examples of these two structures could be seen in Case 2. 

One participant in Case 2a mentioned the red tape of the hospital hindered the research 

process, while a participant in Case 2b argued that the research processes necessary to conduct 

research inhibited her involvement in research.  

The third way the theme Structure became most apparent was related to how all three PAR 

Cases wanted structure within their group. Interestingly, the structure needed for clinicians to 

conduct research in a hospital setting has only had limited attention in the current literature. 

Thompson et al. (2003) described the processes they, as a group of nurses, dealt with when 

they wanted to conduct a practice based research project. Unfortunately, these authors did not 

specify what their underlying methodology was or how they collected their data. However 

they did recommend applying structure in the form of pre-arranged meetings and to develop 

documents that specify who was responsible for a topic. This latter piece of advice is crucial 
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for future research as a lack of documentation led to issues in this study for Case 2. It could 

also be applied to the final stage in Case 1 where early communication in the form of 

documentation as to who was going to be the lead author could have avoided issues one year 

after the intervention was completed.  

In the literature review, two PAR studies also identified the need for structure in order to 

stimulate participation. In 2010, Li et al. used a PAR approach to stimulate the participation of 

clinicians in the evaluation of clinical guidelines for patients with delirium. Despite the fact 

that Li et al.’s study failed to describe the data collection process, reflections of the 

participants showed that within a hospital setting time limitations on discussion points and 

minutes made and sent by the facilitator were seen as crucial to keep the research project 

progressing (Li et al., 2010).  

Another example of implementing structure to facilitate research involvement was proposed 

by Bateman (2002). Over a period of three years, she and her team of general practitioners and 

researchers used an action research approach to develop a research information sheet. This 

document was thought to facilitate the uptake of research projects by general practitioners. 

However, the action research process was not clearly described by the author and the 

document would benefit from additional review.  

 

5.3 Building a sustainable research community: communities of practice  

One of the objectives of this thesis was to explore the experiences of the physiotherapists who 

were involved in a PAR research project. Therefore, it may appear strange that the same 

themes have been identified in Case 4 as in the other three Cases, even though the participants 

in Case 4 had not been involved in a PAR research project. A theory developed by Wenger 

about communities of practice provides an explanation for this phenomenon (Wenger, 1998). 

In communities of practice, participation and reification played key parts in providing people 

meaning to engage in a practice. Wenger theorised that in practice people 1) were engaged in 

connection to others (participation component), and 2) developed structures in the practice 

(reification component) (Wenger, 1998).  
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If the practice of hospital based physiotherapists was used as an example, the participation 

component meant that the physiotherapists talked to each other about treatment options for a 

patient or time pressure at work, whereas the reification component encompassed the forms 

the physiotherapists needed to fill in or the time that was allowed for lunch. This would mean 

that the physiotherapy department functioned as a community of practice. If the community of 

practice of researchers was used as an example the participation component would exist if the 

researchers talked to each other about new methodologies and interacting on conferences, 

whereas the reification component would encompass the writing of ethics applications, 

abstracts and articles. 

However, within the community of practice of the physiotherapy department in this study, I 

facilitated the creation of three new communities of practice (Cases 1, 2 and 3) with the focus 

on conducting a research project (see Figure 5.1). 

 

 

Figure 5.1 Visual representation of the newly created communities of practice focused on conducting 

research (Cases 1, 2, 2a, 2b and 3) within the bigger community of practice focused on physiotherapy 

delivery. 

A PAR group could also be viewed as a community of practice. Overall, the participation 

processes of the Cases were associated with the relational factors and could be seen in the 

active engagement of the physiotherapists. The need of support from peers, management and 

Community of physiotherapy practice 

Case 1 

Case 2 

Case 3 

2b 2a 
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the facilitator played a role in creating a PAR teamwork atmosphere and allowed working 

towards a direction and purpose together. The reification processes related to the structural 

factors: making time available for the project, having clear roles with a leader, and 

implementing an agenda system to divide the research processes into smaller steps. These 

steps were also important in creating a sustainable group of physiotherapists still actively 

conducting research one year after the intervention was completed.  

The fact that the PAR groups in this thesis created their own structure was an interesting 

observation. While the physiotherapists struggled with the amount of hospital paperwork and 

the time it takes in their daily practice, they created their own paperwork in their new PAR 

groups. This reaffirmed the notion that participation cannot exist without structure for a 

community to survive (Wenger, 1998).  

In the complexity of daily practice, people belong to different communities of practice 

(Wenger, 1998). The physiotherapists in this study were first and foremost employed to do 

their physiotherapy job (and belonged to the community of practice of physiotherapy with the 

relationships and structure related to that practice), while on the other hand they also belonged 

to the newly created PAR groups that consisted predominantly of the same physiotherapists as 

the ones who normally worked together. However, in these newly created PAR groups 

different relationships and structures were created, which led to a change in power. For 

example in Case 2 the senior physiotherapists who normally took charge in the physiotherapy 

community of practice and provided leadership overall held less research capacity than the 

junior physiotherapists. The junior physiotherapists on the other hand held the research 

capacity but were not in the right status position to provide the leadership. Dealing with this 

change in power required time and negotiation. However, time to negotiate is limited in a 

clinical setting, as patients still need to be treated.  

The uniqueness of my study was that a whole department was involved, not only the 

physiotherapists who wanted to become active in research. It could be argued that only 

physiotherapists who initially were more open towards research succeeded in creating a 

sustainable community of research practice in the hospital, and not the overall group. More 

research needs to be conducted to make the transition between the community of the 
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physiotherapy practice and that of the research practice more fluid. Possible opportunities to 

achieve this could encompass: stimulating physiotherapists with limited research capacity to 

enrol for research utilisation or participation courses, rewarding research participation from a 

management level, or making more time for physiotherapists to talk about the change in 

power. 

A difference exists between any community of practice and a PAR group. Where a community 

of practice is defined as any group of people working together, a PAR group only emerges 

when the participants want to make a change to their environment. For example in my study, 

beside the need for an engaged group and structure to be in place, the participants of a PAR 

group also needed to be individually driven to learn about conducting research (described in 

Mindset). A more in-depth discussion on PAR is presented in the next section. 

 

5.4 Participatory Action Research in physiotherapy 

This is the first time a PAR approach has been used to stimulate the research participation of 

clinical physiotherapists. Therefore, it was vital to discuss the issues associated with the 

implementation of such an approach in a hospital setting.  

An important item to discuss is the impact my research had on the participants. The PAR 

component of my study enabled participating physiotherapists to create a research culture in 

their setting. Furthermore, during the in-depth interviews and focus groups participants were 

able to voice their concerns and express their ideas. Most of the physiotherapists saw the 

potential of what their voice and activities could mean for their own clinical area, and also the 

physiotherapy profession. Despite the adherence to many of the PAR principles discussed in 

the methodology section, during the course of the intervention some of these principles 

changed. 

For example, the voluntary basis on which participants entered into a PAR study (Kemmis & 

McTaggart, 2000) was not apparent for every single physiotherapist engaged in the present 

PAR projects. Voluntary engagement was important as it facilitated the independence of the 

PAR groups. In my study, the PAR groups were built within a hospital setting and the politics 
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within the hospital might have influenced physiotherapists’ involvement in the PAR project. 

Other action research projects have acknowledged the continuous influence of politics in 

action research projects (Hodgson et al., 2008; Kelly & Simpson, 2001). An example in this 

thesis of the influences of management and lack of autonomy of the PAR groups could be seen 

in Case 3, which only formed when management stepped in and asked the physiotherapists to 

form a PAR group.  

One other requirement of PAR was the creation of a safe open environment where participants 

could openly discuss the dilemmas they face (Kelly & Simpson, 2001). From the individual 

interviews after completion of the study it appeared that participants in Case 2 had not 

experienced a safe environment as the role changes (with the junior physiotherapists being 

more experienced in research) necessitated within this group created tension.  

One other common factor for PAR was the attention to action and reflection required in a PAR 

process. Throughout the PAR process of my study the emphasis appeared to be more on the 

acting part than on the reflecting part. This was congruent with findings of Du Toit et al. 

(2010) where groups of occupational therapy students developed several action learning action 

research projects to enhance the service in an older adult care facility. The researchers found 

that the students focused more on the action than the reflection parts of the action research 

cycle (Du Toit et al., 2010). The focus of the physiotherapists who were involved in my study 

was not to achieve a change in their environment or within themselves; their focus was on 

learning how to conduct research. Although the process might have made an impact on each 

individual, the focus was not on making that change. Also, action research has uncertain 

outcomes and you cannot predict what result will emerge from the action research (McNiff & 

Whitehead, 2006). In this research, although the physiotherapists understood that the learning 

process was the main focus, they did want to finish the research project in time and wanted to 

be efficient.  

PAR was a continuous process. Despite the fact that my project was only conducted over one 

year, it was difficult to stop with the research projects after being involved with the 

participants for a year. As mentioned in paragraph 5.1, it did not seem appropriate to stop and 

leave the PAR groups, more so because we had not been able to complete the projects within 
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one year. The difficulty I experienced to leave the PAR groups was also due to the fact that I 

felt part of the PAR groups. In action research the words insider and outsider are used to 

describe the position of the researchers (Coghlan & Brannick, 2009). In my study, the 

physiotherapists were insiders as they understood the processes and work ethic of the hospital, 

whereas I considered myself to be an outsider as I had no prior history with most of the 

physiotherapists, their managers and the hospital. As mentioned above during the intervention 

I felt I became part of the different PAR groups, an insider. The insider status was specific to 

the PAR groups, as I did not feel part of the physiotherapy department. I did not treat patients, 

despite being trained as a physiotherapist, and I worked from a different office in the hospital. 

I needed to make an effort to go out and see the physiotherapists. On one hand, the 

physiotherapists welcomed this, as they saw me as an independent, engaged research 

physiotherapist, however on the other hand I did not share their daily concerns about patients 

and time pressures. 

In summary, my thesis is the first project that incorporates a PAR approach focussed only on 

the physiotherapy profession with regards to stimulating research participation. The in-depth 

descriptions and the two years of mixed methods data collection provided my research project 

with a unique insight into the perceptions, research capacity and experiences of the 

physiotherapists participating in my thesis. The fact that a physiotherapy department was 

included in my study and not only the physiotherapists who were interested in conducting 

research might have given my study a more realistic view on the different perceptions existing 

in the researched physiotherapy department. Additional knowledge has been added to 

theoretical concepts such as communities of practice. 

 

5.5 Study limitations 

In this section, I will firstly discuss the limitations regarding the study sample and the 

qualitative and qualitative data. I will continue with the issues that arose during my (first) 

facilitation position and from the hospital. Finally, the external factors occurring during the 

two year period will be discussed.  
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5.5.1 Study sample 

Twenty-five physiotherapists in one hospital provided consent for this study. Despite the use 

of triangulation (the use of several data sources), and the possibility to provide a more in-depth 

description of the events that occurred during the study (Patton, 2002a), two limitations were 

apparent regarding the sample.  

First, the physiotherapists all worked at the same hospital. The characteristics of this hospital, 

regarding the people working there, current management and views on matters regarding 

research, as well as the cultural aspects of the country where this research was conducted, 

were specific to this setting. Other hospitals in the same or different countries might not have 

the same characteristics, therefore making generalisation of the findings difficult.  

Second, the size of the sample used in this study was too small to statistically detect a 

difference before and after the intervention in the quantitative questionnaires. However, the 

administration of questionnaires was only one data source used out of the multiple data 

sources and aided to the interpretation of the findings (Brannen & Halcomb, 2009).  

5.5.2 Limitations of qualitative data 

Despite the potential of the qualitative aspects used in my study, some physiotherapists could 

have manipulated any of the data measures used to ensure their point of view was heard. The 

physiotherapists were also aware that I was in contact with management and could have 

answered more positively for this reason. However, throughout the years that I worked with 

these physiotherapists I endeavoured to establish an environment of trust. The transcripts and 

recordings of the meetings were anonymous to reassure that cross-reporting did not occur. 

Further, the triangulation of the different data sources made the findings more trustworthy 

(Giddings & Grant, 2009).  

At the start of the study I did not explore the perceptions of the participants on research in 

great depth. Brew (2001) explored the perceptions on research of senior researchers and found 

four separate ideas to exist. Although it could be argued that extrapolating these findings from 

senior researchers to physiotherapists relatively inexperienced in research to be limited, a 
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thorough exploration of the perception of research in the participating physiotherapists could 

have benefitted this project.       

Using qualitative data sources such as in-depth interviewing and focus groups could be time 

consuming for the participants (Brannen & Halcomb, 2009). Despite the fact that 

physiotherapy management gave the physiotherapists in this study permission to block time 

during work hours to be interviewed or to join the focus groups, all physiotherapists kept their 

full case loads and had to manage their time accordingly. All invited physiotherapists came to 

their individual in-depth interviews, however the attendance at the focus groups was low. 

Time may have been a contributing factor to this low turnout at the focus group and could 

have led to less in-depth exploration and generation of new ideas. 

5.5.3 Limitations of the quantitative data  

The questionnaires used in this thesis were self-reported; the physiotherapists completed the 

questionnaires themselves and returned them to me. However, it has been reported that 

clinicians completing self-reported questionnaires had the tendency to overestimate their 

involvement in research (Bonner & Sando, 2008), even if the questionnaire was completed 

anonymously.  

5.5.3.1 Estabrooks Research Utilisation Scale  

Despite the fact that the research utilisation scale developed by Estabrooks (1999a, 1999b) 

was thoroughly undertaken, this questionnaire did not find a change in research utilisation in 

the PAR groups of my study. One reason for this may be that I used an amended shorter 

version of the scale where each of the research utilisation pathways was only measured with 

one question.  

5.5.3.2 Edmonton Research Orientation Survey 

Despite the frequent use of the EROS in the allied health literature, the survey had mainly 

been used for descriptive purposes and not for evaluation purposes (Pain et al., 1996). It 

appeared that the survey had only been administered in one study to evaluate the effects of an 

evidence based practice team intervention (Henderson et al., 2006). Henderson et al. 

investigated the change in EROS scale of staff members in one hospital before and after the 
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three-month intervention was implemented. No significant change in any of the sub-scores of 

the EROS was reported. However, a weakness in Henderson et al.’s study was that different 

groups of participants were used pre- and post-intervention. Although homogeneity of 

demographics of participants between pre- and post-intervention was demonstrated, it would 

be a leap to suggest that the research orientation between the two groups would be 

homogeneous as well. Also, a three-month intervention might not have been long enough to 

detect a change. 

Due to the fact that the EROS had not frequently been used as an evaluation tool, 

responsiveness of the survey was not known. Henderson et al. chose a difference in means of 

0.4 on the total EROS scale to detect a change (2006). However, no research has been 

conducted on the clinical relevance of this number. The findings of my study however might 

imply that a difference of 0.4 on the total EROS scale could be relevant.  

5.5.4 Being a facilitator 

Prior to this study, I was generally the one who was conducting trials and I found it difficult to 

lose control of the project to others. Despite the fact that I had conducted several research 

projects, I did not have any experience of facilitating research projects or PAR groups. Kelly 

and Simpson (2001) argued in their methodological article focussed on action research in a 

hospital setting, that training and skills of action researchers is important as “interpersonal 

skills, primarily those of collaboration, negotiation and assertiveness” (p. 657), play a major 

part in the success of an action research project. I discovered during the project that facilitation 

entailed a much greater set of skills than just the technical skills on how to do it, or the time 

management skills of when to do what.  

I found it intriguing that the physiotherapists who became and remained active in a PAR 

project were in their thirties, which was in the same age bracket as I was. It might have been 

due to the fact that this age group had sufficient clinical experience, making them ready for a 

change, and possessed research skills due to graduating with a Bachelor’s degree. It might also 

have been that they were in a period of life where they may have had the energy to devote 

extra to work in the form of research, as most of the active physiotherapists did not have 

family commitments. However, Rogers argued that groups work best if the participants were 
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likeminded in several areas, which could have influenced why I found this particular group of 

physiotherapists active in conducting research (Rogers, 2003).  

5.5.5 Within the hospital setting 

In a hospital setting physiotherapists do not work in isolation, however, in my study 

physiotherapists were the sole participants. Current research advises the building of research 

capacity in multi-disciplinary teams (Pickstone et al., 2008) as this is the environment where 

physiotherapists work. One of the physiotherapists involved in my study has continued her 

commitment to research and has involved her clinical area in a research project.  

Theoretically the factors in the literature concerning characteristic of research, the research 

culture and the facilitation were similar for the physiotherapists in my study, as they were all 

invited to learn about conducting research, worked in the same hospital and were invited to 

participate in research. However, practically, in this study this was not the case as illustrated 

by two examples: 

1) Despite the fact that all the participating physiotherapists were working in the same hospital 

with the same physiotherapy managers, each physiotherapist also worked in a specialised 

areas, with clinical managers and their own subcultures. For example, there were areas with 

clinical managers pro-active in research and clinical managers who were not, which might 

have made a difference in the uptake of the PAR projects.  

2) Despite the fact that every physiotherapist was invited to participate in a PAR project, some 

of the physiotherapists who were interested in conducting research were less likely to join a 

PAR project, when their own area was not interested in participating. 

5.5.6 Other influences over the two years 

The changes in attitude and research capacity of the physiotherapists involved in this study 

have been discussed. However, the intervention was not the only factor that may have 

influenced the physiotherapists’ attitude towards research and research capacity. 

Physiotherapists attended conferences and in-service training continued throughout the two 

years which could have had positive effects. Also, changes that occurred in management 
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structure throughout the two years may have had an influence on the attitude, research 

capacity and research involvement of these physiotherapists. External factors, such as the 

swine flu pandemic and the large earthquake and numerous aftershocks experienced by the 

city may have had negative influences over the two years. It is not possible to know how much 

influence these contextual changes had on the overall outcome, however as this research 

project was placed within the hospital setting, they need to be taken into consideration. 
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Chapter 6 Conclusion 

In this chapter, first the conclusions resulting from my main research aim are presented and 

then those arising from specific research questions of my study. Areas are then identified 

where future research would be beneficial. Finally, implementations for the physiotherapy 

profession and recommendations for managers in hospitals and individual physiotherapists are 

presented.  

 

6.1 Conclusions 

The main aim of my thesis was to explore whether the facilitation of physiotherapists in 

conducting research, using a participatory action research (PAR) approach, contributed to a 

change in their attitude towards research and increased their research capacity. It is clear from 

my findings that conducting a research project with a PAR approach in a hospital setting can 

result in a positive change in attitude and increased research capacity. Addressing each of the 

specific research questions in turn will elucidate this conclusion.  

The first research question asked: What are the attitudes towards research, and the research 

capacity of physiotherapists in a clinical setting (before being exposed to conducting 

research)? Both the attitude towards research and research capacity at the beginning of the 

study varied amongst participating physiotherapists. Despite the fact that research was 

perceived as being crucial for the development of the physiotherapy profession, most 

physiotherapists in my study were also disappointed by the lack of high quality evidence for 

their practice. Research was used in practice, although some physiotherapists tended to rely on 

their experience as clinicians rather than on published evidence, while others used a mix of 

experience and evidence.  Conducting research was generally perceived as something very 

detailed and complex. 

The second research question was: What are the experiences of physiotherapists conducting 

research facilitated by a PAR approach? During the one-year intervention three PAR groups 

emerged. The experiences of the physiotherapists of this process were mostly positive as 

indicated by the qualitative data. A thematic analysis of the physiotherapists’ experiences 
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revealed that during the research process attention should be given to: 1) a similarity in 

mindset of the interested clinicians; 2) positive relationships between the participants and 

between the participants and management, and 3) the set up of a structure.  

The third question asked: Did physiotherapists’ attitudes towards research change, and their 

research capacity increase after being involved in conducting research for one year, using a 

PAR approach? And if so, how did this occur? The PAR approach appeared to have led to 

improved attitude towards research and increased research capacity in participants that were 

actively involved in conducting research. These participants (individuals from Case 1 and 

Case 2a) were identified as ‘early majority’ adopters according to Rogers theory (Rogers, 

2003). Participants who were less actively involved in conducting research (individuals from 

Case 2b and 3) reported an increased understanding of research articles, but were less 

motivated to conduct research at the end of the intervention. These individuals were identified 

as ‘late majority’ adopters according to Rogers theory (Rogers, 2003). Factors influencing 

these changes were found to be:  Mindset, Relationships and Structure. It appeared that to 

become more engaged in research whilst in a clinical position required a positive open mindset 

towards research, which was facilitated by good relationships between like-minded research 

group members, and processes and documents to provide a structure.     

And the final question asked: Were physiotherapists’ changes in attitude towards research and 

their research capacity sustained one year after completion of the involvement in research? 

And if so, what factors played a role in this. Reported changes in attitude towards research and 

research capacity were sustained one year after the intervention was completed. The factors 

that played a role in sustaining these changes were similar to factors described during the 

intervention, namely mindset of the physiotherapist, relationships between physiotherapists 

and structure. Furthermore, my study made a sustained impact on those involved; almost three 

years after the intervention started physiotherapists were still reflecting on their learning 

during in-service education in the hospital. This illustrates the complexity of such an 

intervention as well as the commitment and learning of the physiotherapists involved in my 

study.  

 



188 

 

6.2 Future directions 

Future research in this area is required. Of particular interest for future exploration would be 

the following: 1) due to the lack of research on physiotherapists’ attitude towards research and 

research capacity, the profession would benefit from more in-depth qualitative research into 

these characteristics, and 2) the novelty of using a PAR approach to facilitate physiotherapists 

(but also other clinicians) to conduct research in their setting needs to be explored in multiple 

clinical environments. Additional research could focus on the complex relationships that occur 

when two communities of practice (the physiotherapy practice and PAR group) meet and 

explore the possibilities to facilitate the process.  

 

6.3 Implications and recommendations 

In this final section, I discuss the implications this research has for the physiotherapy 

profession and hospital policies. Then, I offer some practical recommendations for managers/ 

academics and clinicians who are contemplating initiating a similar project. 

6.3.1 Implications 

My findings have implications for the physiotherapy profession and rehabilitation hospitals. 

Two of these implications are presented below:  

• Despite the increased pressure to use research in physiotherapy, my research shows 

that there is still a lack of research capacity in the current physiotherapy workforce. 

This lack is not only apparent when physiotherapists are conducting research, but also 

applies to understanding research articles for some physiotherapists. The physiotherapy 

profession could support these physiotherapists by creating research skills workshops.  

• My study showed that some physiotherapists working currently in rehabilitation 

hospitals have the potential to become active in conducting research. When 

rehabilitation hospitals are aware of this potential, professional development paths 

should be created and developed to incorporate and recognise research skills and 

activities.   Findings of this project suggest that rehabilitation hospitals (not associated 
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to academia) may not identify those physiotherapists skilled in conducting research 

and thus may lose the potential to become front runners of research in their particular 

area.  

6.3.2 Recommendations 

Finally, I would like to provide some advice for hospital managers/academics and clinicians 

who would want to start conducting a research project using a PAR approach.  

Hospital managers/Academics: 

• Look for collaborative opportunities between the university and the clinical setting. It 

will provide a support system for both parties. 

• Being involved in research is not something you can do for one year, it needs to be a 

long term commitment. Find a way of conducting research that does not hinder other 

areas of professional development.  

• Make a plan for how research capacity could be increased at your hospital. As this 

study has shown, some clinicians might benefit from a focus on the use of research in 

practice, while others are ready to conduct a research project. 

• If you are a manager with limited research skills, make the development of research 

skills one of your professional development goals. When you have a better 

understanding of what conducting research entails in practice, it will be easier to 

support clinicians who want to become involved.  

• Monitor the relationships between clinicians as this may change.  

Clinicians: 

• First and foremost, do not underestimate the value you can bring to research with your 

practical and clinical experience. 

• Be prepared that conducting research will take time. Despite arrangements with 

management and good time management skills, you will be doing some of it in your 

own time. 
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• If you want to conduct a research project from start to finish, choose one that you are 

interested in, you will be more committed to see it through. If you are not committed to 

conduct a whole research project, but are interested to help, say this upfront and see 

where you might be able to help. 

• Familiarise yourself with the hospital you work in. You might have been working in 

the hospital for several years and not know that there are facilitators, such as quality 

officers, research officers and statisticians, already in place to help you. Try to get help 

and advice throughout all the steps of the research process.  

• Start the project with a small group of people who have the same commitments and 

ideas. 

• Agree beforehand on who leads, assign roles to everyone and decide ranking of authors 

on possible publications.  

• Talk to management before you start to negotiate resource issues, such as time and 

funding. 

• Consider other designs than that of a randomised controlled trial (RCT). You might 

think that an RCT is the only way to add evidence to the profession, but they are very 

costly, very time consuming and are only meaningful if done well. Remember that 

generally RCT’s only provide an answer for a very specific group of patients; patients 

you may not normally see in your clinic.  

• You do not need to reinvent the wheel, ask for examples of ethics and grant 

applications.  

• Be flexible, some things just do not go according to plan. Observe what is happening, 

and reflect on it with your group and move on. As this research study has shown: it is 

possible and can be very rewarding.  
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Appendix A: Ethics approval 

Copy of the Upper South A Regional Ethics Committee approval in February 2009. 
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Appendix B: Information and consent forms for physiotherapists and 

managers 

Information form 

If you have any questions about our project, either now or in the future, please feel free to contact :- 

Jessie Janssen     Dr. Leigh Hale 

Principal Investigator    Research Supervisor 

     Centre for Physiotherapy Research 

Burwood Academy Trust    School of Physiotherapy 

Allan Bean Centre    University of Otago 

Private Bag 4708    PO BOX 56 

Christchurch 8140    Dunedin 

Tel: (03) 3836836 ext 99487   Tel: (03) 479 5425 (w) 

jessiej@burwood.org.nz    leigh.hale@otago.ac.nz 

 

 

Building research capability in a clinical setting   (date) 

Information sheet for physiotherapists and manager participants 

Thank you for showing an interest in this research. Please read this information sheet carefully before 

deciding whether or not to participate. We would appreciate it if you would let us know within 2 weeks 

if you wish to participate or not. If you decide to participate we thank you. If you decide not to take 

part there will be no disadvantage to you of any kind and we thank you for considering our request.  

We invite you to take part in a research study with the (name trust) and the University of Otago. It is 

important that you read and understand several general principles that apply to all who take part in this 

study: 

• Taking part in the study is entirely voluntary; 

• Personal benefit may not result from taking part in the study, but knowledge may be gained 

that will benefit others.  

• If you wish to withdraw your participation, you may do so at any time. 

 

The nature of the study, the risks, inconveniences, and other pertinent information about the study are 

discussed below. You are urged to discuss any questions you have about this study with the principal 

investigator who will explain it to you. 

Type of participants  

In order to qualify for the study, you must be: 

� Over the age of 18 years and be a manager involved with the participatory action research 

process being conducted in the (name rehabilitation hospital) physiotherapy department. 

OR 
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� Over the age of 18 years, be registered with the New Zealand Board of Physiotherapy, have a 

Current Practising Certificate, work as a physiotherapist at the (name rehabilitation hospital) 

and be involved in the participatory action research process being conducted in the 

physiotherapy department. 

Aim 

In the department of physiotherapy of (name rehabilitation hospital), participatory action research will 

be used to facilitate the clinical research capacity of the physiotherapy staff. In this process the 

principal researcher will work with staff to identify how they wish to enhance their research skills and 

knowledge. The principal researcher will then teach, guide and assist staff step by step to facilitate one 

or two small clinical research projects, projects owned by the staff.  

This study, the subject of this information sheet, investigates whether, and how, using participatory 

action research leads to a sustained increase in research capacity of clinical physiotherapists.  

Participatory action research 

“Participatory action research is a type of research which aims to develop a greater understanding and 

improvement of practice in the context where the research takes place. Action research engages the 

participants and researchers in active collaboration and collective self-reflection at all stages of the 

research process. Collaboration between these two groups enables practitioners to define the practice to 

be changed and to produce and act upon solutions for that practice. Researchers are able to gain a wider 

access to their field of study. Action research is a cyclical, dynamic process that bridges the gap 

between theory and practice” (Entry by Anita Gibbs in The Blackwell Encyclopedia of Social Work 

(Davies, M. (ed)).  

What are participants asked to do? 

If you agree to take part in this research we will ask you, as part of the participatory action research 

process, to keep brief research field notes and to participate in periodic short reflective sessions. In 

addition we will collect personal information such as age, ethnicity and years of experience in 

physiotherapy practice. You will be asked to complete two questionnaires at the start of the study and 

again after one and two years. These questionnaires (the Edmonton Research Orientation Survey 

(EROS) and the questionnaire for research utilisation (Estabrooks Research Utilisation Scale) collect 

information on how you think about research in general and how much you implement research in your 

work. In addition you will be asked to participate in in-depth interviews and in focus groups to explore 

your opinions on how beneficial the process of participatory action research is in developing your 

research capabilities.  

The EROS and Estabrooks Research Utilisation Scale, administered at the start of the study, are 

collected by a third party and stored in a sealed envelope for one year. This is done to avoid social 

desirable answers, which means that we don’t want you to respond in a way that shows you in a good 

light, so please be honest when filling in the questionnaires. All reflection sessions, the in-depth 

interviews and the focus groups will be facilitated by the researcher and will be digitally audio-

recorded for qualitative analysis. Recordings will be transcribed. As a participant you will have the 

opportunity to edit these transcripts. 

The participatory action research process will take one year. One year after the participatory action 

research project is completed we will ask you again to participate in-depth interviews and focus groups 

to identify if the participatory action research process has lead to a sustained increase in research 

capacity of clinical physiotherapists.  
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Inconvenience, Risk and Confidentiality 

� We are cognisant that your time is precious so we will endeavour to keep all reflective sessions, 

in-depth interviews and focus groups as short as possible, a maximum of 30 minutes, and these 

sessions will be dispersed throughout the year so that that they are not too intrusive on your 

time or workloads. We do acknowledge that these data collecting methods will take up some of 

your time. 

� In focus groups you are asked to keep all matters discussed confidential and within the group. 

Complete confidentiality cannot be guaranteed. 

� Your data will be stored under your chosen pseudonym and your data will not be directly 

identifiable. No personal data will be available to third parties 

 

This study does not relate to any professional competency assessments in any way. If you wish to 

withdraw your participation you may do so at any time. Your data will be held in the strictest 

confidence. Only the nominated investigators below will have access to personal data about you, 

and this shall be held in the strictest confidence. If and when any results are presented in journals or 

meetings, the identity of those taking part will be withheld.  

This project involves an open-questioning technique where the precise nature of the questions which 

will be asked have not been determined in advance, but will depend on the way in which the 

interview develops. Consequently, although the Ethics Committee is aware of the general areas to 

be explored in the interview, the Committee has not been able to review the precise questions to be 

used. 

In the event that the line of questioning does develop in such a way that you feel hesitant or 

uncomfortable you are reminded of your right to decline to answer any particular question(s) and 

also that you may withdraw from the project at any stage without any disadvantage to yourself of 

any kind. 

The information obtained from you will be read carefully by the researchers, and common themes 

will be coded. The relationships between themes will be explored and in this way a deeper 

understanding of how participatory action research can be used to enhance research capacity of 

clinical staff will be gained.  

The nominated investigators with access to personal data are: 

• Jessie Janssen    PhD student, University of Otago 

• Dr. Leigh Hale                School of Physiotherapy, University of Otago 

 

The following investigators are involved but do not have access to personal data: 

• Dr. Brigit Mirfin-Veitch  Donald Beasley Institute 

• Dr. Tony Harland   HEDC, University of Otago 

Schedule 

The research will run from 1 January 2009 to 1 March 2011.  

This research has been approved by the Upper South A Regional Ethics Committee, ref: 

URA/08/39/EXP 
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Consent form 

Jessie Janssen    Dr Leigh Hale 

Principal Investigator    Research Supervisor 

     Centre for Physiotherapy Research 

Burwood Academy Trust    School of Physiotherapy 

Allan Bean Centre    University of Otago 

Private Bag 4708    PO BOX 56 

Christchurch 8140    Dunedin 

 

Tel: (03) 383 6836 ext 99487   Tel: (03) 479 5425 (w) 

jessiej@burwood.org.nz    leigh.hale@ otago.ac.nz 

 

Building research capability in a clinical setting   (date) 

Consent form for physiotherapists 

I have read and understood the information sheet dated ____________ for 

physiotherapists/managers taking part in the research project entitled “Building research capability 

in a clinical setting”. 

I have had the opportunity to discuss this research. I am satisfied with the answers I have been 

given. 

 

� I understand that my participation in the research is entirely voluntary. 

 

� I understand that I am free to withdraw from the research at any time without any 

disadvantage. 

 

� I understand that my participation in this research is confidential and that no material which 

could identify me will be used in any reports on this research. 

 

� I know who to contact if I have any further questions about this research. 

 

� I have had time to consider whether to take part in this research. 

 

I _________________________________________________________ (full name) 

 

Agree to take part in this research. 

 

.............................................................................      ……………………….  

       Signature                           Date 

Name investigator: ________________________________________ 

Signature investigator: ........................................................................... 

This project has been reviewed and approved by the Upper South A Regional Ethics Committee, ref: 

URA/08/39/EXP 

 

  


