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or more of the program directors believe that imple-

mentation of the IOM recommendations would NOT:

• Improve patient safety

• Improve resident education

•  Produce more compassionate and more effective 

family physicians

Finally, nearly two thirds believe that:

•  In their own institution, implementing the 

requirements would result in decreased patient 

access to care

•  Implementing IOM requirements would result 

in graduating doctors who are not experienced 

enough to practice independently

•  If the IOM duty hour recommendations are 

implemented, family medicine training may need 

to add an additional year of training

The program directors also expressed signifi cant 

concerns regarding fi nancial issues as well as transfer-

ring the work associated with patient care to other 

healthcare professionals with either less extensive 

training or to individuals who are not governed by 

work duty hour restrictions:

•  Nearly one-fourth of all program directors 

responded that full implementation would 

threaten their program’s viability.

•  Two thirds of program directors anticipated that 

implementation could only be accomplished with 

more resources (personnel, faculty, fi nances).

•  Over one-half of program directors estimated 

the additional annual fi nancial cost for program 

implementation of the recommendations at 

>$100,000.

•  Over 70% responded that the minimum time 

period notice needed before the IOM recommen-

dations could be realistically implemented at >12 

months.

To assist the ACGME, the AFMRD Board believes 

that the following principles should govern any deci-

sion regarding implementation of the proposed IOM 

recommendations or any other further restrictions:

•  No evidence exists that current duty hours have 

reduced errors.

•  Any new duty hour rules should be evidence 

based and validated by a series of observational 

studies designed to detect the intended and 

unintended impact of the proposed limitations on 

duty hours.

•  Every residency program must focus on appro-

priate resident supervision to reduce inevitable 

errors of resident training.

•  Any efforts to reform duty hours should not fur-

ther threaten the ability to produce the number 

of family physicians needed to serve the country.

Family medicine welcomes the opportunity to par-

ticipate in this important dialogue, which must protect 

patient safety and resident well being, while maintain-

ing excellence in education.

Stanley Kozakowski, MD; Stoney Abercrombie, MD; Peter 

Carek, MD, MS; Sandra Carr, MD; Gretchen Dickson, MD, 

MBA; Joseph Gravel Jr, MD; Karen Hall, MD; Elissa Palmer, 

MD; Mark Robinson, MD; Martin Wieschhaus, MD
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ASSESSING THE QUALITY OF PRIMARY 
CARE RESEARCH IN THE UNITED 
KINGDOM: THE 2008 RESEARCH 
ASSESSMENT EXERCISE
Universities in the United Kingdom receive separate 

funding from the government for their teaching and 

research activities. For the past couple of decades, the 

research grant of each institution has been determined 

by the results of national peer-based Research Assess-

ment Exercises (RAE) conducted in 1986, 1989, 1992, 

1996, 2001, and 2008 (http://www.rae.ac.uk/). The 

amount of money received depends on both research 

quality (with higher quality work attracting dispropor-

tionately more money than lower quality activity) and 

total number of people evaluated.

For the 2008 RAE, universities were invited to 

submit information about research active staff to 1 of 

67 discipline-specifi c subpanels comprised of experts 

in the fi eld or users of research. Universities were 

free to decide how many staff and to which subpanel 

they wished to submit. Details were supplied about 

4 research outputs (predominantly academic papers, 

books, or monographs) produced between 2001 and 

2007 by each fulltime staff member, with reductions 

allowed for circumstances which could have adversely 

affected an individual’s contribution to the submission, 

such as family or domestic matters, illness or disabil-

ity, engagement in major long-term projects, or early 

career status. Information was also supplied about the 

number of research students, studentships, postgradu-
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ate degrees awarded, and external research income 

obtained over the same time period; and statements 

provided about the research environment and indica-

tors of esteem for those submitted. Using predefi ned 

criteria, the subpanels assessed all of the information 

to produce, for each university submitting to their dis-

cipline, separate quality profi les for: research outputs, 

research environment, and indicators of esteem. The 

profi les indicated the proportion of research (in 5% 

aliquots) that was deemed, in terms of originality, sig-

nifi cance and rigor, to be 4* (world-leading), 3* (inter-

nationally excellent), 2* (recognized internationally), 1* 

(recognized nationally) or unclassifi ed (standard below 

recognized nationally or not meeting the research 

defi nition). The 3 components were then combined, 

using a weighting of 75% for research outputs, 20% for 

research environment, and 5% for esteem, to produce 

an overall quality profi le.

Subpanel 8 (Primary Care and Other Commu-

nity-based Subjects) assessed applied, theoretical, or 

methodological research that was focused on, in, or 

for primary care. There were 11 subpanel members,* 

with additional advice and calibration provided by an 

international advisor, van Weel from Nijmegen, the 

Netherlands. A benchmarking exercise was conducted 

before the subpanel assessed a total of 670 outputs 

submitted by 14 universities, relating to 170 (151.3 full-

time equivalent) staff (median 13 per institution, range 

5-19). Each output was assessed by at least 2 members 

of the subpanel, to reach a consensus score.

The outputs covered an impressive range of disci-

plines and subject areas, using a range of quantitative 

and qualitative methods. They were published in a 

variety of general medical and specialist media, and 

included many examples of excellent clinical trials 

(including multi-center investigations involving many 

institutions), qualitative studies, epidemiologic studies, 

and systematic reviews. A considerable proportion of 

the work had direct clinical relevance and impact. In 

many instances, the work capitalized on primary care’s 

central position within the National Health Service 

(NHS) in the United Kingdom, and the registered 

lists of practices, to provide a population perspec-

tive to clinical/individual patient care research. This 

enabled the researchers to assess the societal as well 

as individual relevance, impact, and costs of epidemio-

logic, diagnostic, and therapeutic advances. The best 

submissions refl ected multi-disciplinary and multi-pro-

fessional research, appropriately employing both qual-

itative and quantitative techniques to answer questions 

of obvious importance to primary health care. Highly 

rated institutions invariably displayed good collabora-

tions with their local primary care community and 

with experts from other disciplines (both clinical and 

non-clinical). They submitted focused work with a 

strong theoretical and/or methodological base, and 

had coherent plans for the future. More than one-half 

of the outputs were considered to be internationally 

excellent or world-leading, an assessment compat-

ible with UK primary care research frequently being 

among the best internationally, especially with respect 

to innovation and leadership.

A number of universities provided evidence of 

strong, sustained commitment to building research 

capacity, for example, by the inclusion of early career 

researchers, support of a large number of fellowships 

or postgraduate students, or other career development 

initiatives. Some institutions had also developed strong 

infrastructure for their research, such as networks of 

research active practices or centralized clinical data-

bases. This enabled them to conduct high quality 

research in an increasingly challenging research envi-

ronment. Grant income was very good.

Subpanel members who had participated in the 

previous RAE felt that there had been a discernible 

increase in: the amount of methodological and multi-

disciplinary research being undertaken, the strength 

of infrastructure underpinning research activities, the 

overall quality of outputs submitted, and the impact of 

research on the delivery of health care. Some submis-

sions were larger than in the previous RAE, suggesting 

sustained investment in primary care by some universi-

ties. There were, however, several notable exceptions. 

It was also noted that many universities with academic 

departments of primary care did not make a submission 

to subpanel 8. This may have been because primary 

care researchers in those institutions are integrated in 

other research groupings (and so were submitted to 

another subpanel), or because primary care research in 

these universities is at a less advanced stage of devel-

opment. Continued investment in the sector will be 

essential if advances are to be sustained, and weaker 

departments are to fl ourish. 

Philip Hannaford, University of Aberdeen

*Subpanel members, all from UK Universities: Avery, Notting-

ham; Britten, Exeter and Plymouth; Dowrick, Liverpool; Dunn, 

West Of England; Hannaford, Aberdeen (chair); Hay, Keele; 

Little, Southampton; Mant, Oxford; Peters, Bristol; Roland, 

Manchester; Wyke, Stirling
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