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ABSTRACT
Background Recent changes in primary care are
encapsulated in a drive for enhanced quality, efﬁciency and eﬀectiveness of care. A key element of
the quality agenda is innovation and evaluation.
This paper presents a case study of the processes
involved in evaluating practice development in
primary care, where commissioned research is concomitant to a service development that also integrated its own evaluation. There was an assumption
that an ‘outside’ evaluation would be complementary to the concurrent ‘inside’ evaluation. However,
there is a paucity of literature that overtly discusses
or analyses the speciﬁc challenges.

Aims To surface the tensions involved in combining internal and external evaluation, to allow development of a better understanding of the roles,
relationships, perils and value of this approach to
maintaining and enhancing quality in primary care.
Design A case study presentation of reﬂexive
analysis of inside and outside evaluator experiences
of the evaluation of a practice development.
Results We argue that despite recent methodological developments in practice, methodological,
methodical, interpretive and political tensions persist between practice development and evaluation.
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The key problems fuelling the dissonance experienced by both practitioners and researchers appears
to be around the co-existence of diﬀering understandings of the evaluation scope and process
among stakeholders. This has the potential to jeopardise the coherence of the concurrent external
evaluation of a practice development initiative. A
pathway enabling the explicit integration of the
views of researchers, service developers, commissioners and ethics and research governance boards
is presented.
Conclusion This article exposes often underlying
and unrecognised areas of consonance and dissonance

between the views of researchers and practice developers in a context of concurrent practical and
academic evaluations. In some cases there is potential to progress from dissonance to consonance. In
others, the diﬀering worlds and agendas mean that
dissonance will remain, but its existence needs to
be acknowledged and worked with, rather than
ignored.
Keywords: evaluation, innovation, participatory
action research, reﬂection

How this ﬁts in with quality in primary care
What do we know?
A key element of the quality agenda is innovation and evaluation. The conﬁguration and focus of primary
care has seen much innovation and change in recent years. Policy directives for primary care and resource
eﬀectiveness and eﬃciency as well primary care professionals’ desire to achieve high-quality care will fuel the
continuation of this situation.
A variety of evaluation methodologies exist. ‘Insider’ evaluation, that designed and conducted by the
practitioners delivering the service, is usually integral to any practice development activity. There is a growing
tendency to supplement ‘insider’ evaluation with commissioned ‘external’ evaluation. There was an
assumption that an ‘outside’ evaluation would be complementary to the concurrent ‘inside’ evaluation.
However, there is a paucity of literature that overtly discusses or analyses the speciﬁc challenges. Deﬁcits in
the articulation of evaluation need and subsequent lack of coherence in evaluation designs can have a
negative impact on the quality endeavour.
What does this paper add?
The paper gives a reﬂexive analysis of inside and outside evaluator experiences of the evaluation of a practice
development, revealing often underlying and unrecognised areas of consonance and dissonance between the
views of researchers and practice developers in a context of concurrent practical and academic evaluations. It
also outlines a decision-making pathway enabling the explicit integration of the views of researchers, service
developers, commissioners and ethics and research governance boards.

Introduction
The conﬁguration and focus of primary care has seen
much innovation and change in recent years. This
includes skill mix developments, extended roles, substitution of care across roles and the transfer of
location and sector of provision of care. All of these
changes are encapsulated in a drive for enhanced quality,
eﬃciency and eﬀectiveness of care. A key element of
the quality agenda is innovation and evaluation. This
paper presents a case study of the processes involved in
evaluating practice developments in primary care that
related to the introduction of an end-of-life care
pathway. The issues discussed, however, have relevance
and transferability to practice development and evaluation generally, and are not anchored exclusively in
palliative care.

Palliative care has recently been the focus of much
attention in UK government policy.1–3 This promotes
the implementation of an end-of-life framework to
streamline care and commit to increased investment
in this area. One of the challenges faced by professionals
in improving end-of-life care is to transfer palliative
care expertise from hospice settings and specialist
teams to wider communities of healthcare practitioners.
The end-of-life integrated care pathway (ICP) developed
at Liverpool by Ellershaw and Wilkinson was one strategy developed to facilitate this process.4
This paper focuses on the issues arising from the
evaluation of the implementation of this care pathway
in two sites in the north of England. In both sites, the
implementation was evaluated by the implementation
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facilitators, together with a university-led commissioned piece of research. While the results are reported
elsewhere,5,6 it is this superposition of two evaluative
strands that is reported in this paper. The research
team was fully aware of the complexity of this task and
the inherent diﬃculties.7–10 However, there is a paucity
of literature that overtly discusses or analyses the
challenges faced in this situation by all the stakeholders
involved. Such an analysis is required to allow development of a better understanding of the roles, relationships, perils and value of this approach to maintaining
and enhancing quality in primary care. In this paper,
we argue that despite recent methodological developments in practice evaluation,11–13 methodological,
interpretive and political tensions persist between
practice development and evaluation. Our experiences
and reﬂections lead to a maturation of the methodology to ﬁt these realities. It is hoped that this will oﬀer
some solutions to others engaged in ensuring quality
care is achieved through practice development.

Methods
The research brief was very typical, in that the researchers were asked to evaluate the implementation
of the ICP in the two sites, by (1) tracking the
proportion of people able to die in their preferred
location; (2) analysing the needs of staﬀ as they adopted
the ICP and their development of expertise in using
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the pathway; and (3) analysing the social and organisational contexts in which the pathway was being
implemented, and the ways in which staﬀ framed
patient needs and whether this altered through the
use of the pathway. In both sites, the ICP was implemented following a rigorous and reﬂective protocol
that involved data collection and feedback. This process was organised independently from the research
team and set up before their involvement, and enabled
the implementations to be responsive and adaptive to
local circumstances and demands.
In Table 1 we explain the roles and responsibilities
of the diﬀerent stakeholders in this innovation and
evaluation endeavour. For clarity we refer to these as
the ‘outsider’ and ‘insider’ evaluations, although we
acknowledge that this distinction in itself is problematic.
Although conscious of the diﬃculties emerging from
the time lapse between the initiation of the implementation process and the commission of the evaluation,
the research team adopted a participatory action research methodology,14 to encourage close collaboration between the researchers and the facilitators. The
paradigmatic position adopted was founded in critical
theory, so that the approach would be democratic,
mutually educative and reciprocal. The design of the
project involved three concurrent strands of evidence:
(1) collaborative learning groups; (2) stakeholder interviews with project steering group members, ICP
implementation facilitators, healthcare practitioners
(community- and hospital-based healthcare staﬀ) and

Table 1 The two concurrent evaluations
Researchers

Research
participants

Problem

Aim

Insider
evaluation

Implementation
facilitators who
are palliative
care specialists

Healthcare
practitioners
such as general
practitioners
(GPs), practice
or district
nurses, hospital
staﬀ or other
support staﬀ

Lack of palliative To improve
care expertise
palliative care
in generalist
practice
practice

Quantitative
and informal
feedback with
practitioners

Outsider
evaluation

University
researchers

Implementation
facilitators,
healthcare
practitioners,
bereaved carers

The process of
implementation

Mostly
qualitative

To give an
anonymous
voice to
practitioners;
to explore the
process of
expertise
development

Methods
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bereaved carers; and (3) tracking of outcomes using
number of deaths in preferred location and ICP variance
forms. However, the study details and subject are not
the focus of this article. Rather, what the authors wish
to concentrate on in this article is the process of conducting commissioned research concomitantly to a
service development that integrated its own evaluation.
This article is the result of meetings between the
researchers and the implementation facilitators purposefully convened to review and reﬂect on the evaluation process and experience. The intent was generated
by the research team and readily adopted by the
facilitators. The high levels of mutual understanding,
trust and communication developed during the project meant that all participants felt able to engage in a
joint reﬂective exercise about the research process.
Both researchers and facilitators were encouraged to
share their views on the research process, outcomes,
impact on practice, and their expectations of one
another’s role. The set up was open enough for all
parties to express tensions and dissatisfactions. The
overwhelming feeling was that of blame-free mismatched
expectations, and issues around design, control and
power over the research process. The details of the
discussions were developed into an initial daft of this
paper, and interactive exchange between the authors
led to the development of this version.

Results
A mismatch of expectations
Embedded in the implementation models of the ICP
were regular feedback loops involving practitioners

using the pathway together with audit of paperwork.
In comparison, the report submitted by the researchers
could feel remote from the realities of the service
development. The competing views of speciﬁcity and
locality versus globalisation and transferability are
illustrated as follows: at the onset of the research project,
speciﬁc local issues were seen as embedded within
wider cultural and contextual considerations. As time
moved on, and as they became experts in the development of the ICP in their locality, the views of the
implementation facilitators tended to become more
strongly anchored locally. However, as the outside
research project progressed, researchers attempted to
situate the implementation in the national landscape
of end-of-life care and in the broader academic body
of knowledge on care pathways and knowledge utilisation. This is in accordance with the recommendations
of Fontana who stresses the importance of contextualising the phenomena under study in the economic,
political, historical and social forces that sustain
them.15
The views of the stakeholders evolved from being
consonant at the onset of the project, to being dissonant at the end. This is represented in Figure 1, where
‘wider context’ refers to the contextual, cultural, political
issues and academic knowledge base in which the ICP
was being implemented. This move towards dissonance is a natural consequence of the diﬀering agenda
priorities of the stakeholders involved. Practitioners
are driven by policy agendas, such as the Agenda for
Change in the UK.16 In this, they have become accountable for practice change and improvement, and
have to produce evidence for their actions. Implementation facilitators were hoping for the research to either
provide them with the evidence of a positive practice

Figure 1 Progression from consonance to dissonance in the researchers’ and practitioners’ perceptions of the
research process
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development, or highlight gaps in the practice development, on which they could focus subsequent eﬀorts.
For example, they would have preferred to be shadowed
in the early days of the implementation, so that the
researchers would acquire more of an ‘insider’ view of
the implementation process. This is congruent with
the recommendations of Warburton et al to consider
evaluation at the planning stage of a service development, rather than as an addition once the service has
started.9 This would have given the whole project a
more coherent feel, but, due to the time lapse between
initiation of implementation and commission of its
evaluation, it had not been possible.
In contrast to this, the researchers were concerned
with the production of knowledge that would be both
of relevance locally and transferable, and could eventually be publishable. They sought to produce a quality
piece of research that could be seen as innovative by
the research community and could contribute to the
body of knowledge around the use of ICPs for practitioners, service managers and academics.

Design, control and power
When action research sits in a critical theory paradigm, as it did in this project, it assumes that knowledge generation is a political activity.15 Evaluation
research is seen as political in nature because social
forces shape its development and aﬀects its dissemination. The researchers found it very diﬃcult at times
to get healthcare practitioners to engage with the
outside research process. They were busy professionals
with multiple pressures on their time, leaving little or
no available time for research, and in some cases
admitted to feeling ‘over-researched’. The researchers,
aware of these feelings, were concerned about how
their eﬀorts to engage staﬀ may be perceived, bearing
in mind that over years of work with diﬀerent local
agencies, they have developed research relationships
that they wished to nurture. While the commissioner
and implementation facilitators had their interests
focused in space and time on these two practice
development projects, the researchers had to bear in
mind their working relationship with local agencies
and practitioners, as this was only part of an extensive
portfolio of practice development research. For some
practitioners, particularly community staﬀ, the endof-life ICP was only one of the numerous exemplars of
practice change that had occurred over recent years.
They felt familiar with the concept and use of care
pathways from many other areas of practice.
From a commissioning viewpoint, a major concern
was to obtain value for money, which was perceived as
being a comparison of the two models of implementation. In a relatively small world of palliative care in
the two localities, this comparison, if presented very
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explicitly, could jeopardise the anonymity guaranteed
to all stakeholders taking part in the evaluation. In
addition to the lack of evidence concerning diﬀering
eﬀects of the two implementation models, it was felt
that the pros of an extensive comparison were outweighed by the cons of failing to protect anonymity.

Discussion
The key problem fuelling the dissonance experienced
by both practitioners and researchers appeared to
relate to the diﬀerent understanding of the evaluation
scope and process among stakeholders. This had the
potential to jeopardise the coherence of the concurrent
external evaluation of a practice development initiative. We wish to expose and discuss two paradoxical
issues that arose around the researchers’ need to be
‘outsiders’ while using a participatory approach to
inquiry, and the relationship between the two ongoing
evaluation processes.
Finch et al highlight the complexity of a combined
evaluation and implementation, in terms of the stability of the research design necessary and the competing ﬂexibility required for a responsive approach to
evaluation.10 The tensions they highlight centre around
deﬁning and measuring clinical practice, and between
evaluation and service provision. This was reﬂected in
the project reported here, in that the diﬀerent approvals required for the researchers to get involved
with the practice development impeded their progress. Paradoxes arose between the perceived need for
researchers to retain an objective and detached stance
towards the service development, while using participatory approaches in order to produce locally relevant
knowledge. What this article contributes to is the necessity to draw terms of reference between all stakeholders
at the onset of any such evaluation research. This would
include a clariﬁcation of the role of all evaluative activity
undertaken, their aims and their modes of integration.
In the study reported here, the practitioners were
running their own evaluative feedback loops and
audits of paperwork, in order to inform the stages of
implementation on a very local and practical level. The
roles and aims of the university-led research had been
negotiated and agreed with the commissioners, with an
assumption that these communications had been shared
and negotiated with the implementation facilitators.
There was an assumption that the ‘outside’ evaluation
would be complementary to the concurrent ‘inside’
evaluation. It is important here to stress that we did
not enter negligently into these assumptions. Rather,
these tend to be hidden or implicit in practice development evaluation, and we wish to present an argument to
surface them and make them explicit if the methodology
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is to be taken forward. The relationship history at both
individual and institutional level allowed us to adopt a
reﬂexive approach to our research practice, with the
aim of continual improvement and development. Our
mutual conclusion was that there has been insuﬃcient
articulation of the detail and complexity of this process for it to achieve eﬀective results.
Another paradox lay in the relationship between the
implementation facilitators’ evaluation and auditing
processes and the university’s research into both
implementation projects. The two types of knowledge
generation diﬀered in their ultimate goal. The implementation facilitators’ was local and of practical relevance, that could have immediate implications for
practice. In this respect, they saw their service as unique
in its form, in the process of its implementation and in
the context of implementation. Gerrish and Mawson
highlight the blurred boundaries between evaluation
research and service evaluation, and between action
research, clinical audit and practice development.17
They described service evaluation, clinical audit and
practice development as ‘context speciﬁc and employed
with the speciﬁc intention of informing local decision
making or local service provision’.17 By contrast,
evaluation research and action research are concerned
with the generation of new knowledge that has a degree
of transferability beyond the local setting. This distinction is useful in making sense of the paradoxes
encountered in the present study. While the researchers
sought to generate new and transferable knowledge
out of two local projects, the facilitators were concerned
with reﬁning the implementation of their particular
care pathway, in their particular context and settings.
Manley and McCormack distinguish two types of
practice development activities, one ‘technical’, the
other ‘emancipatory’.18 They diﬀer in the worldview
adopted in their implementation, are underpinned by
diﬀerent assumptions, and require the use of diﬀerent
methodologies. In technical practice development
the activity is considered as a means to achieve the
development of services.18 They identify this as being
congruent with Habermas’ technical kind of knowledge. In this, when staﬀ development occurs, it is as a
consequence, rather than a deliberate outcome of the
practice development. In contrast, in emancipatory
practice development, the development and empowerment of staﬀ is deliberate and inter-related with
creating a speciﬁc type of culture in which change
can happen. This distinction can explain some of the
paradoxes identiﬁed in the present study. The implementation facilitators might have been conducting
a technical practice development, aimed at introducing
an ICP to improve the care of the dying patient. From
this perspective, staﬀ development happened as a
consequence of this, rather than as an intentional
outcome, even though the facilitators were aware of
this. On the other hand, part of the researchers’

qualitative analysis focused on the journey that some
staﬀ had undertaken, from feeling ‘novice’ to ‘expert’
at using the ICP and caring for people at the end of
their life. One of the research ﬁndings was that for
some staﬀ the expertise was there prior to the implementation of the ICP, whereas for others the care
pathway was a source of considerable professional
development.
The tension therefore seems to lie in the implementation facilitators conducting one type of practice
development, and using this for elements of service
evaluation, while the researchers were in part evaluating an emancipatory practice development, and
using research evaluation methods. The outcomes of
the research were not those expected by the implementation facilitators because the focus of their evaluation and that of the researchers diﬀered. This article
suggests that the possibility of integration of concurrent activities can only be possible if there is an initial
emphasis on agenda sharing and negotiation.

A research pathway for evaluating
practice development
A problem remains, with Gerrish and Mawson’s
clariﬁcations.17 This has to do with running a service
development alongside its evaluation and with the
practical, as well as academic issues around action
research methodology. Action research indeed made
life more diﬃcult for the practitioners, since they had
little choice but to participate in the research process.
While participation is often seen as a good thing, it
may be that in some cases, practitioners contract out
the research so that it is taken away from their workload. Finch et al explored the methodological issues
arising from integrating an evaluation with the development of a telehealthcare service.10 They highlighted
the diﬃculties for health professionals with managing
the often-competing demands between service provision and evaluation, since research is often not considered as a priority when competing with practice. In
the case of the project described here, the implementation facilitators conducted their own service evaluation, and might have seen the outside evaluation as
an added burden, of little practical relevance. The
researchers became aware of these complexities as they
moved into the project, when they had little choice but
to continue as they had started.
Another crucial issue highlighted here is the diﬀering timescales of practice and research. Practice development happens in an evolving environment, to
which it needs to be responsive. The administrative
and bureaucratic duties of the researcher in health care
can impede early involvement and adaptation to changes
in practice, even when the commissioning of the service
and its evaluation happen concurrently. This introduces

Figure 2 A pathway for the evaluation of small-scale practice development (PD) projects

Practice development and evaluation research
163

164

SM Carr, M Lhussier, J Wilcockson et al

a time-lapse that evaluation research has to contend
with, for example, when using retrospective interviewing. Finally, when evaluation research runs alongside service evaluation, the aims and expectations of all
parties need to be made explicit at the outset of the
project. A pathway enabling this is presented diagrammatically in Figure 2. This would enable the explicit
integration of the views of researchers, service developers, commissioners and ethics and research governance boards. This would produce a more coherent,
transparent and integrated research process, which
would satisfactorily address the needs of practice and
academically driven interests.

Conclusion
This article exposes often underlying and unrecognised areas of consonance and dissonance between the
views of researchers and practice developers in a
context of concurrent practical and academic evaluations. In some cases there is potential to progress
from dissonance to consonance. In others, the diﬀering worlds and agendas mean that dissonance will
remain, but its existence needs to be acknowledged
and worked with, rather than ignored.
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