Developing Excellence in Nursing and Midwifery Research 

Jenifer Wilson-Barnett

Six years ago at this annual conference Alison Tierney (1998) presented a superb analysis of leading edge research. In an effort to build on what is excellent, I would like to extend this discussion and update opinion on what is seen as excellent in nursing and midwifery research by my circle of experts, and gain wisdom on how to develop this. (Ever since Alison said she was inspired by the sight of me analysing my data on my Hewlett Packard desktop in 1972 in a dark office in the University of Edinburgh she has become a true heroine, and incidentally one of the most excellent academics I know.) 

Without waxing lyrical on definitions, a brief sorte into the terms “leading edge”, “international” and “excellent” is perhaps indicated. Interpretations and classifications may differ. These will be explored to illuminate this and introduce some examples of research which should be emulated! However, the main emphasis for this session is to discuss ways of developing excellence and of course maintaining this. 

Is there a difference between “leading edge”, “international” and “excellent”? The short answer is not much! However, Tierney’s emphasis on applicable research, innovation and rigour certainly form the core of all three. To reiterate the findings of her panel, leading edge hallmarks were identified as:  
1. Scientific rigour

2. Contribution to knowledge

3. Relevant to nursing or midwifery's contribution to health care

4. Contribution to health care

5. Innovative/anticipatory 

6. Methodologically complex or innovative

7. Having impact and generalisability of findings

From: Nursing Times Research 1998 vol 3 no4, p307

‘International’ research implies, and I am reliably informed, is interpreted as the best world wide, presenting new knowledge that is generally applicable or relevant. In the UK, the research assessment panels, certainly over the last four assessments, used this term for the top rated papers and researchers. Output was evaluated on criteria of rigour, usefulness, and originality for health and nursing care worldwide. However, what has misled those who struggle over submissions is this term international, as this does not necessarily mean research conducted across countries or with international collaborators. Forming links, visiting centres, giving lectures abroad may all be part of researchers necessary activities, but reports of such activities do not in themselves contribute the top levels of international research, although of course ‘strategically’ (that was RAE 5 speak) they may indicate a pathway towards greater understanding of standards and advances across the research globe. 

Establishing ‘international’ rating is based on the idea that researchers can judge who is producing the best evidence in a particular area of research. Those who seek to find solutions or to work in the most exciting or leading research group would need to know where the people are who have most to offer. The assumption is that researchers can scan the global horizon and detect this from searches of output. 

As part of this activity, joint projects and more collaboration are deemed to lead to yet more of this international standard. Although it is not necessary that international collaborations are required to produce research of international standard, but few of us would be confident enough to assume our work is equally good to those of others abroad without really becoming very familiar with the whole range of global research engaged on the same topic.

However, one cannot get away from the world wide or “travelling aspects” associated with the term ‘international’. Academics in other fields can be heard to legitimately leave their day jobs, teaching, supervising, writing grants or papers. (By the way to my mind, the only real work activities), to fly off to give presentations in most countries of the world, while being paid, they may be away for as much as a third of their year. This is seen as part of success or anyway something that cannot be challenged by managers. It has always been fascinating to me that the real work then has to be done by less qualified teachers and researchers (or dare I say it clinicians!) 
Now, when attempting to concentrate on excellence in research, and as little is written and much assumed, I followed Professor Tierney’s example and culled 15 opinions from those successful academics in this country and Europe. Not only a convenient sample but theoretically very rich! (only theoretically they tell me!) Five open questions were used to have some of the most interesting conversations as follows:  
1. How would you define excellence in research? 

2. Are there particular characteristics for excellence in nursing and midwifery?

3. Could you cite one or two examples of excellent research and briefly describe these? Can you say why they were so excellent?  
4. In developing excellent researchers, can you identify any features which generate this excellence? 

5. When considering your own successes, could you describe the most influential factors which led to the development of excellent teams?

These experts were able to offer wisdom reflecting a core set of criteria and assumptions, but also some insightful examples and concepts which help to bring meaning to this debate. I am very grateful for their generous academic friendship.

In addition to excellent research being relevant to health and, rigorous, robust, of high impact, leading on from programmes of research, novel, innovative methodologically, patient focused and making a difference to practice, a few other characteristics were identified such as:  

Stands the test of time


Makes people go ‘aha’


Makes you think differently


Leads to paradigm shift


Provides new insight


Clarity is vital to all those who read it


Must be connected to a theoretical basis which is affected by the findings


It’s the paper people talk about on the way home from the conference. 

It is clear that excellence is usually related to practice and patient care. So the added necessity of making a difference was seen as vital to nursing and midwifery research. One respondent compared this to the less strenuous demands of sociology where researchers just have to impress each other in their own discipline. Comparisons should, they generally said, be made with the best in all other health care disciplines, one of which, in particular, is much more established and better funded. 

Throughout these interviews respondents talked about challenges of doing excellent work in a health care setting and of using appropriate peer groups for comparisons and evaluation of research. Are we setting ourselves more onerous expectations than for some other disciplines?  
Added criteria like making a difference to people’s lives through research are extremely demanding for most of us in universities. Those in other clinical fields of research have better funding, better support and easier access to those who receive health care and it may be disadvantaging ourselves to set the same goals. If it is more possible to do excellent sociology and ethics research we certainly should not use a single set of primary criteria, but recognise other dimensions of excellence within the whole range of relevant nursing and midwifery work.

In 2001, the extent to which there was user involvement in the research process was reviewed. Value to patients/clients was seen to be extremely important, therefore clinically or practice based research has been prioritised in these judgements. Once more serving several judges could be more problematic if others are more circumscribed in their descriptions of excellent research and are only judged by peers.

When discussing different criteria across methodological approaches the experts generally agreed that choice of method must relate to the type of question – it should be “fit for purpose”. Most considered that the whole cycle of research needs to be represented, but in order to provide excellence for effective interventions, trials are essential. In other words, qualitative studies should augment or lead on to trials and implementations. Ethnography may be complimentary but rarely enough. Of course there was no consensus on this as one respondent talked of excellent qualitative research “making the complex comprehensible”, “providing new understanding” as an end to itself. Such excellent work also needed depth of analysis with insights and “sparkle”. However, many considered it more difficult to achieve excellence in qualitative work and that it could limit opportunity if researchers only used one methodology.

Given that one can integrate interpretation and discussion with reporting of empirical evidence in a lecture like this, I hope you will allow me to expand on this. Is it harder to be excellent in qualitative research? For example, qualitative work is done more frequently at the post graduate level (I will assert). This is because people find it easier to conceptualise and plan initially. But the frequency with which such studies are awarded high marks is much lower than for other approaches as individuals do not realise how complex analysis can be and how erudite, inspired, lucky and clever you have to be to produce an excellent report. 

A consistent trait is appearing in research judgements and this is influenced by many senior panel members who deem that the output from qualitative research is less useful! They may feel giving fellowships or grants for this work is likely to perpetuate those who really adhere to these epistemologies when they (panel members) feel this approach should only augment findings or lead to other more “substantive” work which will provide more guidance for health care professions.

This tension is not new but has to be exposed as so many of my respondents were of this view. Whether it helps to recognise that this influences what is seen as excellent may not be useful but many have struggled with this for years and are well able to cope, I am sure.

When asked to cite two examples of excellent research respondents generally scratched their heads! Most discussed well-known work and one or two mentioned their own! The most usual reasons for excellence in output was a coherent programme development leading to robust evidence that would change practice. Sleep’s (1991) work on episiotomy and the second stage of labour was cited by three people. This had significant impact on practice for the benefit of women. Getcliffe’s (1997) work on urinary catheter management and reasons for encrustation was seen in the same light, as it was invaluable for District Nurses. Thompson’s (1995) work in cardiac rehabilitation was praised as having potential to shift practice and likewise Moore, Corner et al’s (2002) studies on breathlessness culminating in a trial reported in the British Medical Journal.

Secondly, a cluster of studies was cited as they were conducted early on, had impact on the whole development of research, but also attempted to test hypotheses. Jean Macfarlane’s series of studies at the RCN in the late 60’s and early 70’s stimulated thoughts and more research. Those which tested information giving, (eg Hayward 1975 and W&B) were also seen as excellent in their time (and interestingly all carried out as post graduate studies). Their impact has been substantial and they are not only valued by researchers within their age range!

Only two studies were mentioned as excellent primarily because of a contribution to methodology. Grocott (2002) was described as making a true contribution for the work of systematically integrated patient evaluations as part of a package to test the acceptability and utility of   wound dressings. Another study was cited for the robust methods and tool development used by Funk (1991) to assess research utilisation.

The other batch of studies reflected what could be termed as both ground breaking and excellent work due to novelty or providing a new perspective which helped promote awareness of a problem. Goffman’s (1961) Asylums was mentioned twice, both by mental health Professors.   As an outsider, (a sociologist) he helped to describe institutionalised, depersonalisation so powerfully that a whole era of reform followed. Similarly, Bowlby’s (1985) work with hospitalised children was rated as alpha for impact, although beta for method. Excellence was ascribed not because generations of parents felt guilty for leaving their children but because hospital staff started to humanise hospital care and include parents. Lastly, two more studies, one by Luker (1994) was deemed excellent not only providing for a new perspective on health visiting for the elderly geared to problem identification and solution, but for empowering these individuals to identify their own health promotion needs through consultation in their own homes and thus encouraging a paradigm shift for future practice and home visits. The second mentioned was that of MacIntosh (1996) with health visitor assessment and interventions in the community which provided knowledge they required and helped to provide evidence based education for such practice.

So these studies were all seen as excellent either for their programmatic development, work in a new area, novel for that time, for leading to a new methodological approach or a paradigm shift. We need to build excellence and learn from these examples. How do we develop excellent researchers that do this type of work?

Characteristics of excellent researchers, the requirements they need and the factors which positively influence the generation of excellent teams were discussed with this panel of experts. Descriptors for individuals included being tenacious, with drive and vision, also being focused and selfish. More attractive still were “best intellect”, enthusiastic, facilitative, challenging, critical and able to develop strong partnerships and identify other excellent researchers. This paragon, “being provoked by the need for research” would be insightful yet objective, able to look at things in a different way, creating new ideas that could be articulated into imaginative yet feasible projects. Several respondents also talked about the desirability of a niche area of research, one which was relatively unexplored, yet important to care and possibly not attractive to many other researchers yet ripe for funding, such as continence, (see Norton’s work eg 2001). Making a contribution in such an area and continuing to explore related problems and solutions was seen as ideal for generating a reputation, resources and collaborative partners. This is perhaps borne out by the set of programmes mentioned on catheter care, cardiac rehabilitation and episiotomy strategies. 

Are they borne or can they be made? All respondents discussed the need for clever, dedicated individuals who also required substantial research training. To date, most of us have accreted experience and learned from others, usually as research assistants. However, more refined programmes planned carefully for those likely to make excellent researchers are increasingly seen as vital.  
More full time doctoral studies were mentioned in association with a small clinical component for the future role preparation. Perhaps more systematically, post doctoral fellowships with project and taught components now form one stratum within established research centres. Successful models and good examples for such training and submissions are vital so this realistic preparation process can be supported, within adequate timescales. Making these opportunities for dedicated career researchers is an interesting challenge for practice based disciplines, that are desparately looking to fill senior posts with doctorate prepared candidates who could help to supervise others.

All of us in senior positions are faced with choices on how to gain and invest our usually modest resources. Strategic planning must be the most over-used phrase for those in management, however some evidence on where to start, who to protect and how to sustain this and what to aim for in relatively poor disciplines must now be available.

Experts discussed the environment necessary to develop excellent researchers. Unsurprising was the consensus on resourcing. Adequate infra-structure support should include administrative, financial and other specialist staff such as statisticians and methodologists. As one person said “ they must be well funded; the best possible researcher cannot do it on the cheap.” The physical environment should be appropriate, convenient and proximal to other researchers from other disciplines, with senior colleagues motivated to work across excellent teams. Flexibility of space to accommodate fluctuation in numbers of contract researchers was also mentioned.

Fundamentally the intellectual environment with opportunities for stimulation, advice, critique with different perspectives from other disciplines were universally acclaimed. In particular, collaboration with other excellence of 5* groups seems to be the goal. Having senior members with international esteem as wise counsel (and probably for a good meal) is conducive to success. Being able to observe excellence in others is vital.

Throughout these discussions majority opinions favoured building good research teams, with appropriate roles, levels of posts and complimentary expertise. Excellence apparently depends on sharing ideas, gaining from different perspectives and working with others who are excellent. The extent to which this applies for each project may vary but the availability of others to consult and exploit was widely recognised. 

Building a team of nursing and midwifery researchers was therefore discussed enthusiastically with this panel. Interesting contrasts from the “humanist” to the “Thatcherite” perspective were highlighted. Friendship, feeling valued and supported, having fun, trusting each other with equality of opportunity epitomised the first group. While the more hard-nosed strategists talked of strategic planning which included choosing specific fields or methodological focus with adequate funding sources, recruiting stars from other places (thus also potentially destroying teams) being selective over who is allowed to do research and linking this to groups that were better than you by offering them incentives to collaborate, such as funding new posts. Given the financial problems within most institutions, the intellectual goals of attempting to create synergies, build on serendipitous contacts and relationships and learn from others may also be realistic.

Leadership of such groups was mentioned by all, with the assumption that these individuals had the capacity for excellent research. Creating the culture of research activity was essential and one said “the boss must eat and sleep (or not sleep) research”. She/he has to be able to bring people together, to inspire and above all bring in the grants. Ideally, major programme grants with continuity of researchers incorporating career researchers achieves this and the best way to obtain them is to work with other principal investigators (and a majority said probably in medicine!) (ie the P.I. is not working unless they are planning to or actually writing grant proposals or papers! )This may not fit the work or aspirations of some in our research community or the type of work they do, but the alternative existence of building teams with ad hoc funding was seen as the art of the impossible. Given the advice “never appoint mediocracy”, then the aim of core posts filled by excellent people is the ideal.

This team picture is of a hard working social environment, stimulating, focused individuals, creating networks and enjoying this. Multidisciplinary and selective collaboration is vital to support the team. However, each person must bring something different to the work - a new area of expertise, discipline or research experience with a definite focus for the studies. Reportedly “you need partners to get fired up with; often those abroad seem more exciting” (To quote one of the more outward-going respondents.

Much of this is idealistic but has been achieved by a few. It represents a model of research which is empirically based but should also facilitate and include individualistic work which might not explicitly support a programme. It is important also that individuals have research as a priority (if not their total commitment.) There are however serious considerations to creating this excellence as good research has to be set in a real context, as do plans for generating, and sustaining it so don’t forget the other approaches.  
In managing to support excellent research there must be a constant balance between competing influences, but particularly between new areas and developing new people with   established types of work and members of the team. Stability and security is always being sought by research staff, but the privilege of a research position can only be upheld when performance and productivity are commensurate with this cost. Income and invigoration comes from PhD students who are usually motivated and often fired up by a particular topic. Rarely do we see advertisements for a specific tranche of research fellows in one area of nursing and midwifery research. (More focus is needed for most groups!) For other disciplines this is not so much the case. Few of us have the confidence to deflect a mature student from a particular line of inquiry, if their academic credentials are good. Given that so much excellent research is cited as the product of doctoral work, even recently, this would be foolhardy. We should perhaps concentrate on whether the topics may generate future strands of work, reviewing the topic for public/healthcare need and funding potential in future.

Throughout the interviews, respondents tended to assume that teams of researchers were wholly or mainly dedicated to research. But the balance between educational, managerial and research responsibilities is notoriously difficult in Higher Education. However, increasingly I am becoming more convinced that more dedication to research is required by Principal Investigators than was previously possible. Given most nursing/midwifery schools or faculties staff are funded for education we can never devote academic staff to 100% research unless they are seconded onto projects or funded by research income. So research dedicated staff are usually project funded and this presents problems if they apply for principal investigator status, as they are not on permanent posts. Of late, do Workforce Development Confederations seem to accept slightly more flexibility? Hopefully! Beyond this funding conundrum we also need to consider whether the best quality research really does emanate from senior staff who only do research, and perhaps some post graduate supervision. Particularly as all of the excellent programme developers previously cited were not really in this category.

Given the model of excellence, predicated on empirical work with other collaborators and disciplines, perhaps a new era of research development is upon us. Research is becoming more managed (more Thatcherite). Strategic planning (rapidly becoming an emetic term) requires short term and longer term targets, but with vanishing resource streams this is not easy. Few of us dare to look at what our strategy said is 2001, but somehow this seems less important now than what we produce, who we attract although we also need to develop an infrastructure that sustains growth or consolidated excellence.

My conclusion is that when producing excellence, funds have to be focused selectively, few will be able to dabble in research because it is seen as a waste. Only those able to demonstrate capacity for excellent research will be funded for it. Each new member of staff will be tested for their talent and we will have to manage those who cannot or do not want to become research active to do more teaching. Our funding may only just afford this level of flexibility, as the research agenda demands more focus, requiring dedication quite early on in career pathways.

Finally, once achieved, sustaining excellence probably relies on doing more than you did to achieve it, on added stimulus from new people and projects and constant intellectual challenges for senior staff. Reinvigoration may also be part of the stress rewarding process of grant winning! Other stimulation might be offered by sitting on grant giving bodies, meeting intellectual giants and of course finally working with consumers who will help to assess whether any of it is any good, let alone excellent. The consumer of course has the last word!
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