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S T E FA N P R I E B E

The world of real research. Commentary on . . .
Research in the real world{

Paxton et al describe an approach for involving different
stakeholders in processes to improve the quality of
mental health services. Such initiatives can surely be
powerful tools to change clinical practice and have been
successfully applied in different healthcare systems. The
approach has been developed within the context of
quality improvement, but the authors have relabelled it as
research in their paper.

‘Real-world’ research
Paxton et al place their processes in ‘the real world’,
implicitly and explicitly suggesting that other service
research does not happen in the same real world. I am
not sure what type of research they refer to. There are
numerous publications every week reporting service
research studies that were conducted in the real world,
that is, interviewing real patients in real services with real
outcomes after real treatments. I am not aware of service
research that happens in laboratories, ‘in vitro’ or with
fictitious patients. Also, I wonder which ‘university clinics’
Paxton et al refer to in their paper as carrying out mental
health service research. The UK does not have specific
‘university clinics’ and (unless it is an experimental study
on an innovative treatment) research is exclusively
conducted in ‘ordinary services’, something that Paxton et
al claim as specific to their approach. The fact that many
rigorous studies have shortcomings that limit the gener-
alisability of the findings is certainly true, but will not be
totally overcome by the approach of Paxton et al. For

example, the often restrictive inclusion criteria and
drop-out rates in research studies are a problem, but
quality improvement initiatives will also need inclusion
criteria and encounter patients who are unable to give
informed consent, refuse to be interviewed or drop out
of follow-up assessments.

The world of academic research has been changing
rapidly over the last 10 years. Funding depends on
success in an increasingly globalised competition arena
and requires researchers who are more or less dedicated
to full-time research. Researchers who spend much of
their time on local quality improvement initiatives may
struggle to generate the necessary income to continue
with their work - an implication that one may regard as
problematic but is nevertheless very ‘real’.

Globalisation of research
The globalisation of research also means that most infor-
mation on studies is available worldwide. Researchers
need to keep up to date on what other researchers in the
world are doing (for example to avoid unethical duplica-
tion of similar studies). It is hard to imagine how clinicians
and other stakeholders can remain fully aware of the
research literature so that they can competently decide
on the most relevant and timely research question. Their
involvement in such decisions is certainly welcome, and
who would not want that ‘the research questions are fully
understood and owned by service personnel as well as
the academics’? Yet, service personnel are likely to expect

opinion
& debate

Paxton et al Research in the real world

PATTON, Q. M. (1997) Utilization
Focused Evaluation.The New Century
Text (3rd edn). London: Sage.

PROCTOR, S. E., MITFORD, E., PAXTON,
R. (2004) First episode psychosis: A
novel methodology reveals higher than
expected incidence: A reality based
population profile in Northumberland.
Journal of Evaluation in Clinical Practice,
10, 539-547.

SCHNEIDER, J., BRANDON,T.,WOOFF,
D., et al (2006) Assertive outreach:
policy and reality. Psychiatric Bulletin, in
press.

SLADE, J., SCHNEIDER, J. & BRANDON,T.
(2006) Assertive outreach team and
caseload survey. Mental Health and
Learning Disabilities Research and
Practice, in press.

SLADE, M. (2002) Editorial: Routine
outcome assessment inmental health
services. Psychological Medicine, 32,
1339-1343.

SLADE, M. & PRIEBE, S. (2001) Are
randomised controlled trials the only
gold that glitters? British Journal of
Psychiatry,179, 286-287.

*Roger Paxton Director of Research and Clinical Effectiveness, Newcastle,
NorthTyneside andNorthumberlandMental Health NHS Trust, St Nicholas Hospital,
Jubilee Road, Newcastle NE3 3XT, e-mail: roger.paxton@nmht.nhs.uk, Peter
Kennedy North East,Yorkshire and Humber, NIMHE Regional Development
Centre, John Carpenter Professor of SocialWork and Applied Social
Sciences, University of Bristol

{See pp. 43-45
and pp. 46-47,
this issue.

45
https://doi.org/10.1192/pb.30.2.45 Published online by Cambridge University Press

https://doi.org/10.1192/pb.30.2.45


research that has an immediate and direct impact on
service improvement. This may apply to the quality
improvement initiatives of Paxton et al but is unfortu-
nately often unrealistic for rigorous scientific research.
Studies that can actually contribute to the knowledge
about how services can be improved often take several
years and eventually only contribute a tiny amount to a
worldwide growing body of evidence on a specific
research issue. This evidence will then be reviewed and as
a whole, one hopes, influence guidelines, clinical practice
and decisions on service development. Thus, the connec-
tion between a given piece of research and practical
improvements in services is more complex than those
who are less familiar with research understandably tend
to hope. If the processes described by Paxton et al are
honest attempts to include stakeholders in decisions on
research, they will have to compromise - sometimes on
the smallest common denominator - on the research
questions to address and the methods to use. High-
quality research frequently requires independent thinking
and unusual ideas. Compromises between many stake-
holders are rarely the way forward in this.

Final comments
I wholeheartedly welcome the initiatives that Paxton et al
propose. They can help to improve services directly -
through the immediate results - as well as indirectly -
through increasing commitment and enthusiasm of staff,
patients and carers involved. Like any other provider of
healthcare, the National Health Service should be
encouraged to fund these initiatives. Yet, when Paxton et
al call their approach ‘research’, they should at least
acknowledge that this is not without difficulty and that
there may be a tension between the interest of local
stakeholders and those of the global research community.
Also, if the terms ‘quality improvement’, ‘reflective prac-
tice’ and ‘research’ are not synonymous, their different
connotations should be clarified for a useful debate on
what ‘research’ in the real world should encompass.
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Unity is strength. Commentary on . . . Research in the real
world{

Our knowledge of the causes of and effective treatments
for psychiatric disorders is still quite limited. There are
substantial areas of clinical uncertainty. A frequent
contributor to the stress and strain of psychiatric practice
is our lack of knowledge and the subsequent difficulty of
making decisions. Hence research into the causes and
treatment of psychiatric disorder should be a priority for
mental health professionals, service users and their
informal carers. No one would countenance the notion
that the acquisition of knowledge about psychiatric
disorders should stop in 2006.

These arguments are frequently rehearsed and often
met with nodding heads of approval. However, the
experience of carrying out research in clinical settings is
often quite different. Although there are many enthu-
siasts for research among clinicians, there is also a
perception - at least from the perspective of my ‘ivory
tower’ - that research is an irrelevant or an extra and
tiresome task with low priority. Randomisation is at times
felt to be an unnecessary complication and with dubious
ethical justification. The academics themselves appear,
often with justification, to be pursuing research for their
own aggrandisement rather than in an effort to improve
knowledge. The outputs of research in the British Journal
of Psychiatry often seem technical and far removed from
clinical practice. Frequently, clinicians in the National
Health Service see recruitment of patients into a research
project as providing help towards career enhancement for

the university-based academic rather than a contribution
to a collective effort to increase understanding.

There have always been divisions and some hostility
between those in our profession who have chosen an
academic career and those who pursue a more clinical
vocation. Nevertheless, there appear to be other areas of
medicine where the research effort is more of a partner-
ship between the ivory towers and the clinics. In a disci-
pline such as cardiology, almost all consultants have had a
period of full-time research and have an MD. From the
outside it would appear that academic and clinical car-
diologists work more closely and share a common
research agenda. Large trials such as The Second Inter-
national Study of Infarct Survival (ISIS-2), in which many
thousands of patients have been randomised, are a
testament to this collaboration (ISIS-2, 1988).

Paxton et al describe a collaborative approach
towards research designed to bridge the gap between
academic and clinical practice. This is an innovative and
interesting idea but can only be applied to research
concerned with the implementation of policy. There is no
doubt that we need more of a collaborative ethic towards
building our knowledge base in psychiatry. We need to
develop a much more comprehensive collaborative
throughout the whole of mental health services in order
to create a professional consensus around the important
questions that need to be addressed.We must also
accept that all kinds of research are needed from genetics
and imaging through randomised controlled trials to more
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