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What is general
practice research?
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Abstract

Given the eclectic nature of general
practice and the combination of sci-
entific and communicative practices,
there is both place and need for prac-
tice-based research, as well as draw-
ing on the wealth of findings avail-
able from studies undertaken within
other disciplines. GP research should
utilise and adapt methods from many
sources, including biomedical and
social science fields, as well as de-
veloping new task-specific tools. The
RCT, with appropriate blinding and
intention to treat analysis, remains
the method of choice for determin-
ing whether an intervention is effi-
cacious and effective. Other method-
ologies may be more appropriate in
addressing other types of questions.
Individual GPs’ involvement in re-
search ranges from active consumer
through participant, collaborator to
primary investigator. Evidence-based
care is an amalgamation of clinical
judgement and research-based knowl-
edge. The one common denominator
is endeavouring to provide the best
possible health care for our patients,
and continuing to monitor that our
performance is as optimally safe and
effective as current state of knowl-
edge will allow.

*

Research can be viewed as ‘organised
curiosity’ - investigation into how
and what we do, whether it works,
whether we can do it better; effec-
tively an extension of human curios-
ity. As general practitioners (GPs) it
can be argued that in one sense we
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do ‘research’ every day. A patient
presents with a problem, we gather
information (usually by taking a his-
tory), formulate hypotheses regard-
ing likely differential diagnoses, and
then test these out with further infor-
mation-gathering — additional history,
medical examination, investigations.
We might try a treatment and assess
its effect, and then revise the man-
agement plan based on

scribed extension of the strategy
‘Let’s try this treatment for a while
and see if it works.’

General practice is the medical
discipline with the broadest base and
the least defined boundaries. GPs are
‘personal doctors, primarily respon-
sible for the provision of comprehen-
sive and continuing care to every in-
dividual seeking medical care irre-
spective of age, sex

patient feedback about
the positive results and
side-effects of the in-

General practice is
the medical discipline

and illness. They care
Sfor individuals in the
context of their fam-

tervention.
GP research there-
fore might be consid-

with the broadest
base and the least
defined boundaries

ily, their community,
and their culture, al-
ways respecting the

ered as a more formal-

autonomy of their pa-

ised systematic ap-

proach to this established process,
using established scientific method-
ologies. One formalised strategy to
the information-gathering GPs do
every day is the n-of-1 trial."” These
are single-patient randomised con-
trolled trials with multiple crosso-
vers, developed for the management
of chronic conditions (particularly
where some treatments have higher
risks than others), and are a pre-
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tients. GPs deal with
health problems in their physical,
psychological, social, cultural and
existential dimensions.”

What constitutes ‘GP research’
similarly is difficult to circumscribe.
Research conducted by GPs ourselves
within our own practice settings
clearly can be labelled GP research.
However, any study could be con-
sidered general practice-relevant re-
search if its findings potentially af-
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fect a GP’s practice, whether it is con-
ducted by specialist medical disci-
plines, our primary health care col-
leagues (such as practice nurses and
pharmacists) or other professional
groups. For example, a sociologist
might survey community attitudes
with regard to specific health issues,
or a pharmacist researcher assess how
many patients actually present pre-
scriptions to their chemist. Primary
health care can also be evaluated by
a non-professional group, for exam-
ple from the patient’s perspective.
Much medical research evidence
is biomedical data (especially
randomised controlled trial [RCT]
findings) derived from secondary
and tertiary health care settings.
While such evidence aids clinical
decision-making in primary health
care, it also has considerable limita-
tions.* GP researcher Barbara Star-
field describes primary care as ‘first-
contact, continuous, comprehensive,
and coordinated care provided to
populations undifferentiated by gen-
der, disease, or organ system’> Gen-
eral practice has a different patient
population and deals with different
conditions in comparison to hospi-
tal-based practice. Practices vary
widely in nature according to loca-
tion, ethnic and socio-economic fac-
tors. The greater the choice patients
have regarding the practice they at-
tend, the more a particular practice
will be tailored to a doctor’s own
style of practice, per-

There is an ongoing dilemma
about the degree to which findings
relating to individual patients with
their unique histories, can be extrapo-
lated to other patients with similar
conditions, and how much we should
change our patient management strat-
egies on that basis. Our patients often
have complex multi-faceted problems
with both biological

many gaps in the evidence-base un-
derpinning management decisions in
primary care.' The chief purpose of
conducting general practice research
is to answer research questions rel-
evant to everyday practice. Good
questions are those that are inter-
esting and important enough to be
worth answering, and capable of be-

ing answered within

and psychosocial
components. It may
not be possible to
eliminate biases and
confounders. There
are often not simple
cause-effect relation-
ships to be demon-
strated, for example
between treatment

While research
boundaries and
settings may be fuzzy
and imprecise, robust
research is still feasible
to conduct within
general practice

a predictable and ac-
ceptable timeframe.
A question is not
worth pursuing if
the solution is be-
yond the resources of
the researcher, or
will not contribute to
improvements in pa-
tient care."

and outcome. What

will be frequently found will be asso-
ciations or correlations rather than
causal relationships.

Traditionally research conducted
by GPs predominantly has been ob-
servational studies, such as surveys of
GPs’ views, rather than experimental
interventional studies.” In the past, it
has been argued that given the nature
of our patients (with multiple, multi-
dimensional problems combining bio-
medical and psychosocial components,
or lack of definitive diagnosis), plus
the often complex nature of our inter-
ventions (involving both drug and
non-drug therapies) general practice
does not lend itself easily to the use of
RCTs.? However, the

sonality, manner of
relating to patients,
and reputation. It is
difficult to make in-
ferences from the spe-
cific to the general,®
and this lack of gen-
eralisability means
findings in one prac-
tice may have limited

The lack of boundaries
to primary care can be
viewed as a great
strength, offering a
perspective which can
inform and influence
all other specialities

discipline of general
practice does not hold
a monopoly on com-
plexity, and a recent
editorial in the Lancet
argued strongly for
more rigorous re-
search in family medi-
cine.’” The lack of
boundaries to primary

application in an-

other. Ultimately, each doctor review-
ing study findings must answer the
question: ‘What are the implications
of these results in my own practice
and will they alter what I do?’
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care can be viewed as

a great strength, offering a perspec-

tive which can inform and influence
all other specialities.

As GPs our primary aim is to im-

prove our patients’ health. There are
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The method used
to answer the question should be as
rigorous as possible, to minimise the
effects of bias. In this regard, the RCT,
with appropriate blinding and inten-
tion to treat analysis, remains the
method of choice for determining
whether an intervention is efficacious
(produces benefits under ideal cir-
cumstances) and effective (performs
as expected in practice with a speci-
fied population). While research
boundaries and settings may be fuzzy
and imprecise, robust research is still
feasible to conduct within general
practice. RCTs are doable. Clinical
trial results can be applied to indi-
vidual patients - risk assessment de-
rived from a meta-analysis of
randomised trials where available can
help evaluate the potential benefits
and harm of a treatment for an indi-
vidual. In general, patients at great-
est risk of a disease will benefit most;
the chance of harm (such as treat-
ment discomfort or adverse effects)
is relatively fixed.™

Techniques have developed to
deal with the complications and com-
plexities that might arise in conduct-
ing RCTs within primary care. Where
patients decline to be randomised, a
trial might include an arm of patients
given their preferred treatment op-
tion and then comparisons made be-



tween the outcomes for randomised
patients and those choosing their
treatment.” Pooling of data from a
series n-of-1 trials, adjusting both for
within-patient and between-patient
differences, may allow generalising
treatment effectiveness to the popu-
lation.™ Factorial designs can assess
the effects of different interventions
used both individually and com-
bined. This method is particularly
suitable where it can be assumed that
the different interventions act inde-
pendently, although often this as-
sumption cannot be made, and large
sample numbers are required to test
statistically for any interaction, a ma-
jor limitation of this design.'® Cross-
over trials, where two or more in-
terventions are given in a random
sequence to all patients, allows for
comparisons made within rather than
between individuals. Such studies
need smaller sample sizes but do
have some disadvantages - for ex-
ample they only study short-term ef-
fects of treatments for stable, chronic
diseases, and are unsuitable for treat-
ments aiming for a ‘cure’. Further,
patients who do not complete the
trial will not have been exposed to
all the interventions, hence can con-
tribute no data to the analysis. Fi-
nally, cluster randomisation (for ex-
ample, randomising at the level of a
general practice rather than individu-
als) may prevent the contamination
between control and intervention
groups that can occur if some pa-
tients in a practice receive a differ-
ent treatment than others."

There are always ethical issues to
address when randomising patients
to receive an intervention. As well
as patients giving well-informed,
voluntary consent, clinical equipoise
is essential. GPs recruiting patients
must be genuinely uncertain whether
one intervention is more efficacious
than another, and hence allocation
of a patient to any of the study arms
is ethically justified.'®

While an RCT may be the best
method to answer questions on treat-
ment effectiveness, other methods are

more appropriate to answer differ-
ent question types. For example, a
study may be based on observations
at a single point in time (cross-sec-
tional study); it may involve follow-
ing a group of individuals over time
(cohort study); compare a target sam-
ple with matched controls (case con-
trol series) or repeat measures before
and after an intervention (a before-
after study). Once a research ques-
tion is asked, the next step is to de-
termine the most suitable method to
address it.

There is also a place for qualita-
tive research within general practice.
The primary data obtained by a GP
is often patients’ testimony, their ac-
counts of personal experience. A his-
tory is not only facts and events, but
also the meaning of
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perspective, and ‘fleshes out’ the skel-
etal outline provided by a statistical
numerical analysis.

Conducting rigorous academic re-
search of this calibre generally re-
quires a team approach, and is best
conducted within the university en-
vironment in collaboration with par-
ticipating GPs, primary health care
organisations, and other key
stakeholders. Universities are very
keen to work with ‘coal face’ GPs on
research projects.

There are many ways in which
the GP in the field can actively par-
ticipate in research. The primary goal
of any general practice research
must be to improve patient care.'®
GPs can identify the gaps in our
knowledge, and generate the re-

search questions

these experiences to
patients in their lives.
Social sciences tend to
focus on meaning and
interpretation of nar-
ratives, and there may
be difficulty in gener-
alising these findings
beyond the contexts
in which they are ob-
tained. Because quali-

For good, relevant GP
research to occur,
there needs to be

strong connections
and communication
between coal-face
GPs and academic
departments

needing answers. For
good, relevant GP re-
search to occur, there
needs to be strong
connections and com-
munication between
coal-face GPs and aca-
demic departments.
As part of ongo-
ing professional de-
velopment, Fellows of

tative research tries to
understand and interpret personal ex-
perience to explain social phenom-
ena, it can address questions that
quantitative research cannot - for ex-
ample, why people do not comply
with a treatment regimen or why a
certain health care intervention is
successful.

The best research project might
incorporate a combination of quali-
tative and quantitative methods and
perspectives when evaluating a prob-
lem. There is an increasing move to-
wards a multimethod approach in-
volving the collection, analysis and
integration of both these types of
data.'” Qualitative research might be
used to explore a topic and help in-
form design of a quantitative com-
ponent; to explain the quantitative
results, or converge both data sets
(triangulation) which broadens the
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the Royal New Zealand
College of General Practitioners
(RNZCGP) are required to perform
practice review and quality cycle im-
provement.' This requires choosing
a topic where there is evidence that
improving practice will make a dif-
ference to patient care. Indicators
(markers for improvement) are set,
questions to ask (criteria) are deter-
mined, and expectations of outcomes
(standards) are decided. The appro-
priate data is collected, any gaps from
the expected standard are identified,
and then actions are taken to close
these gaps and improve patient care.
Improvements are measured by re-
peating the cycle.

Such activities are generally
deemed audit, not research - they are
undertaken by people directly re-
sponsible for patient care with a view
to informing and improving manage-
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ment with the practice. However, dif-
ferentiation between what constitutes
audit and research is tenuous. A prac-
tice review may uncover useful in-
formation or understanding that is of
potential value to other practices.
Dissemination of anonymous collated
findings beyond the ‘in-house’ prac-
tice boundary is seen to be adding
to general knowledge, and once this
happens, ‘audit’ becomes ‘research’?

GP involvement in research may
range from study participant to ac-
tive collaborator, or even primary in-
vestigator. The latter is more feasi-
ble for the GP engaged in higher
study, possibly completing a disser-
tation or thesis, with academic sup-
port and supervision.

At the very least, all GPs need to
be active consumers of research. GP
vocational training should explicitly
support the acquisition and mainte-
nance of critical appraisal skills.?' GPs
will continue to face uncertainty and
be confronted with problems for
which there are no clear-cut solutions.

However evidence is accumulating
where questions have been answered
to a high standard. GPs need the skills
to access this accumulated knowledge,
assess the quality of the evidence, and
ultimately make a judgement regard-
ing the relevance of this knowledge
for an individual pa-

dependent research. The RNZCGP of-
fers research funding grants to assist
GPs, and university departments are
generally eager to collaborate with
GPs interested in pursuing research.
Our role as GPs is to provide on-
going health care for our patients. It
is important to

tient. An evidence-
based practice of
medicine should re-
ject the use of treat-
ments which have
been demonstrated
not to be effective
and safe, and where
claims of benefit rest
solely on unsubstan-
tiated pseudoscience.

GPs who themselves
conduct research, or
have training in critical
appraisal of research, are
best able to assess the
validity of therapies and
procedures accurately
and efficiently

evaluate whether
what we do is safe
and effective. To
move from opinion-
based to evidence-
based practice of
medicine, GPs need
to be able to access
and interpret the ap-
propriate research
findings and then

GPs who themselves

conduct research, or have training in
critical appraisal of research, are best
able to assess the validity of thera-
pies and procedures accurately and
efficiently. Completing a masters level
paper in research methodology is rec-
ommended before embarking on in-

apply this informa-
tion to their individual patients.?” They
add the pool of research knowledge
to their practical wisdom gained by
clinical experience, so that their medi-
cal decision-making results from an
amalgam of science and art, the cu-
mulative evidence at their disposal.”?
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