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ABSTRACT

Background Recruitment rates of general prac-

titioners (GPs) to do research vary widely. This

may be related to the ability of a study to incor-

porate incentives for GPs and minimise barriers to

participation.

Method A convenience sample of 30 GPs, ten

each from the Sydney intervention and control

groups Ageing in General Practice ‘Detection and

Management of Dementia’ project (GP project) and

10 GPs who had refused participation, were

recruited to determine incentives and barriers to

participating in research. GPs completed the 11-

item ‘Meeting the challenges of research in gen-

eral practice: general practitioner questionnaire’

(GP survey) between months 15 and 24 of the GP

project, and received brief qualitative interviews

from a research GP to clarify responses where

possible.

Results The most important incentives the 30

GPs gave for participating in the project were a

desire to update knowledge (endorsed by 70%),

to help patients (70%), and altruism (60%). Lack

of time (43%) was the main barrier. GPs also

commented on excessive paperwork and an inad-

equate explanation of research.

Conclusions While a desire to update knowledge

and help patients as well as altruism were incen-

tives, time burden was the primary barrier and was

likely related to extensive paperwork. Future re-

cruitment may be improved by minimising time

burden, making studies simpler with online data

entry, offering remuneration and using a GP re-

cruiter.

Keywords: general practitioner, recruitment, re-

search
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Background

General Practitioners (GPs) are usually the first point

of contact in Australia’s healthcare system.1 With

79% of people regarding GPs as easily accessible and

81% visiting a GP at least once a year,2,3 the number

of medical conditions seen and referrals made by

GPs have increased steadily.4 Combined with an

ageing population, increased life expectancy and

chronic illness, GPs are at the front line of disease

management and are a logical research population.4

Professional associations and GPs value and en-

courage research,1,5–7 which can improve primary

care’s evidence base, patient care and shape policies.8

Despite this,GPrecruitmentvaries from0.03–90%,9–16

with heavy workloads, time constraints and stress

being identifiable barriers.10,12–13,16–18 This variability

seems likely to be partially related to the ability of

studies to overcome these obstacles and incorporate

incentives.

Several factors do potentially increase GPs’ re-

search participation. Demographically, GP research

participants have been shown to be younger or more

recently qualified and to work in preventative

health-focused practices.16,19 This may be caused

by relatively younger or more enthusiastic GPs

having a greater recognition of the importance of

research. Practice nurses helping with administrat-

ive research tasks also appear to increase partici-

pation,20 as do telephone calls prior to receiving a

letter about the study, regular visits to the practice

by the study coordinator and update newsletters,7,17

suggesting that GPs prefer to be kept informed.

Other incentives include minimising time bur-

den,10 remuneration,7,9 clinically relevant and inter-

esting research topics and personal or telephone

recruitment.10,17,21 Recruitment by a fellow or promi-

nent doctor is another incentive,13,21 and studies

utilising steering committees of prominent doctors

to select ‘liaison doctors’ to perform general recruit-

menthaveprincipallyachievedevenhigher rates.13–15

Endorsements from professional associations have

had mixed results.10,12 Helpful strategies, reported

by Williamson et al,22 for the recruitment of GPs

included the use of an existing database, minor

promotion and a letter of invitation, having an

appealing topic, minimising time demands and

provision of continuing medical education points.

Retention was aided by establishing good relation-

ships with GPs and their staff, minimising tasks for

participants, providing clear instruction for partici-

pation and, if applicable, clear instructions for the

use of software.

The Ageing in General Practice ‘Detection and Man-

agement of Dementia’ project (GP project) was a

multisite randomised controlled trial (RCT) of

Australian GPs using academic detailing to increase

skills in dementia detection/management.23 Re-

cruitment incentives were incorporated, including

GP/medical recruiters, personal telephone recruit-

ment, endorsements by professional associations

and remuneration with continuing medical edu-

cation (CME) points. Despite this, recruitment of

GPs to participate in the study was challenging.

The present study’s objective was to survey GPs

who agreed and those who declined to participate in

the GP study in Sydney to determine reasons for,

and barriers against, participation. Additionally, we

aimed to provide recommendations for ways to

increase future GP participation in research.

Method

The University of New South Wales’ Human Re-

search Ethics Advisory Panel gave the study ethical

approval. All subjects gave informed consent to par-

ticipate. Subjects completed a survey and received

a brief qualitative interview from a research GP to

clarify survey responses where possible.

Participants

In the GP project, GPs and their patients aged 75

years and over were recruited across five Australian

sites to an RCT to determine whether academic

detailing could increase GPs’ dementia detection/

management skills and patient and carer quality of

life. Assessments were conducted at baseline and at

12, 15 and 24 months. In this study – which was

conducted in Newcastle, Sydney, Melbourne, Adelaide

and Bendigo in Australia – we assessed whether

academic detailing could improve GP diagnosis and

management of dementia. We audited GPs’ diag-

noses of dementia in their patients aged 75 and older

before detailing, after detailing and 12 months later.

Academic detailing stressed the importance of diag-

nosis of dementia and educated GPs in techniques

for cognitive screening, including the use of the

General Practitioner Assessment of Cognition

(GPCOG)24 – a brief, efficient method of screening

for cognitive impairment – and appropriate investi-

gations and referral pathways. Two in three GPs who

accepted entry into the trial were randomised to

the intervention group and received the academic

detailing; the other third, who were the control group,

were mailed a copy of GP guidelines for diagnosis

and management of dementia after the 12 month

follow-up. There were 40 GPs at the Sydney site (28

in the treatment group, 12 in the control group)
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participating in the main GP project at the time of

recruitment. The GP project’s refusal rate was not

recorded.

For the present study, a convenience sample of

GPs was recruited from the GP project’s Sydney

control and intervention groups.23 A convenience

sample of Sydney GPs who had declined partici-

pation in the GP project (refusers) was also recruited.

Survey

Participants completed the 11-item ‘Meeting the

challenges of research in general practice: general

practitioner questionnaire’ (GP survey; see Appen-

dix A) between the 15- and 24-month assessments.

Developed for this study, it assessed incentives and

disincentives for participating in dementia research

and ascertained GPs’ thoughts regarding the future

direction and design of GP research. For example,

GPs were asked about motivating factors for research

participation, experience with research and incen-

tives to make research participation more attractive.

Some questions were not applicable to all groups.

Questions concerning their participation in the cur-

rent study were not applicable to the refuser group

(Questions 8, 9 and 10), and questions about motiv-

ation for current participation were modified to

ask refusers to identify possible motivating factors

(Questions 1a and b).

Qualitative interview

Following the survey completion, participants

received brief qualitative interviews with a research

GP to clarify responses and add any extra infor-

mation. Answers were recorded on the GPs’ surveys

and are reported with survey data. General interview

observations are reported separately.

Analysis

Survey data were analysed using SPSS version 18.

Lack of independent sampling precluded signifi-

cance testing on questions 1a, 6 and 7, as did the

small sample sizes in question 1b. These questions

were interpreted using descriptive statistics.

Because of the small sample sizes, Question 2

responses were collapsed into two categories for

analysis so that ‘not at all’ and ‘little’ became ‘not

important’ and ‘somewhat’ and ‘very’ became ‘im-

portant’. Groups were then analysed separately with

an exact binomial test (test probability = 0.50 for

each response category). Questions 3 and 4 were

analysed using a one-way analysis of variance.

Results

Participants

Thirty GPs completed the survey; ten each from the

intervention (4 male and 6 female), control (8 male

and 2 female) and refuser (8 male and 2 female)

groups. Exact ages of respondents were not recorded,

but in keeping with the GP project (mean = 50.5

years, SD = 10.6), more than 85% were aged 50 to 65

years. None of the approached GPs for this brief

survey declined participation.

Survey results

The three most frequently favoured motivating (or

possibly motivating) factors (Table 1, Question 1a)

were also endorsed as the most important for Ques-

tion 1b – update knowledge, help patients and

altruism. For Question 2, accrual of CME points

and research area importance were rated as import-

ant by the treatment (Table 2A) and control (Table

2B) groups. The refuser group only endorsed re-

search area importance (Table 2C).

Respondents had participated in and rejected a

similar number of research projects in the last five

years (Table 3, Questions 3a and 4a). When reporting

participation motivators (Question 3b) all groups

listed CME point accrual. Interest in the subject area

and improved patient outcomes were also favoured,

as were practice payment incentives, personal

knowledge, an opportunity to collaborate or be-

come involved in research and to provide assistance

to GPs’ divisions.

Lack of time, the overwhelming reason all groups

gave for rejecting past research projects (Question

4b), was mentioned by 13 GPs (43%). Not being

approached in person was also mentioned by a con-

trol group member. Other responses included lack of

interest in the research topic, difficulty executing

research in general practice, over-long explanations

to give to patients and too much paperwork. Two

respondents were currently participating in one

other research project (one treatment respondent

and one refuser; see Question 5).

Respondents favoured online data collection for

the GP project (Table 4, Question 6), matching their

preference for online journals (Table 5, Question 7).

Other data collection methods/mediums for access-

ing research were similarly favoured.

The treatment group frequently cited, as benefits,

learning about the GPCOG (Question 8) and general

increase in dementia knowledge/types and screen-

ing.24 The control group cited fewer benefits other

than an overall increase in dementia knowledge,
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although one GP mentioned being more proactive

in prescribing dementia medication. Other responses

were increased awareness of memory loss and feel-

ing comfortable discussing it with patients, the need

for dementia screening and more accurate assess-

ment. Three control GPs said they had learned

nothing, despite receiving copies of the GP Dementia

Guidelines in the mail.

Both treatment and control participants com-

monly listed poor communication about the aims

and objectives and insufficient education at the

beginning of a project as study weaknesses (Ques-

tion 9). Other comments concerned the project’s

length, excessive paperwork, loss of paperwork

(mainly by GPs), wanting a more active study role

and wanting more GPCOG training.

For Question 10a, 16 of the 20 treatment and

control participants (80%) indicated that they would

participate in the study again; two said they would

not (one treatment; one control) without giving a

direct reason (Question 10b) and two did not answer

the question.

Screening/diagnosis, management and treatment

were common themes regarding future directions of

GP dementia research (Question 11), as was a focus

on family carer outcomes. Other requests included

brainstorming opportunities and education about

clinical stages of the dementias, effectiveness of

early dementia treatment for Alzheimer’s disease,

sexual behaviour and disinhibition, frontotemporal

dysfunction and medication, how interventions,

particularly early intervention will change outcome,

prevention strategies and access to services, and how

to better organise and structure carer programmes.

Researchers’ observations from
qualitative interviews

The interviews strongly reflected the answers to the

questionnaires.Thebarriers to research participation –

of lack of time and burdensome paperwork – were

again cited. GPs preferred simple studies with clear

aims and research relevant to their role at the ‘coal

face’ of dementia services and they appreciated

remuneration but did not rank this highly.

Table 1 Question 1a: What were the relevant motivating factors in your participation/possible
participation in this project? Tick as many of the following as were important/relevant to you.

Treatment

n = 10

Control

n = 10

Refuser

n = 10

Total

n = 30 (%)

Altruism 2 8 8 18 (60)

Collaboration 3 2 5 10 (33)

Update knowledge 8 6 9 23 (77)

CME 5 4 4 13 (43)

75+ health assessments 3 3 3 9 (30)

Help patients 5 8 8 21 (70)

Interest 3 3 2 8 (27)

Improve relationship 3 3 3 9 (30)

Learn 1 1 3 5 (17)

Medicare 2 3 1 6 (20)

Reflect 5 3 3 11 (37)

Researcher 0 0 2 2 (7)

RACGP/division 2 0 2 4 (13)

Other 2 0 2 4 (13)

CME = Continuing Medical Education
RACGP = Royal Australasian College of General Practitioners



C
:/P

o
s
ts
c
rip

t/0
7
_
B
ro
d
a
ty
_
M
H
F
M
1
0
_
3
D
3
.3
d
–
4
/1
0
/1
3
–
8
:3
1

[T
h
is
p
a
g
e
:
1
6
7
]

R
e
s
e
a
rc

h
in

g
e
n
e
ra

lp
ra

c
tic

e
1
6
7

Table 2 Question 2: In general, what would make participating in research in general practice more attractive to you? Please select the appropriate
level of importance.

Unanswered Not important Important P(df = 1){ 95% CI**

n (%) Not at all

n (%)

Little

n (%)

Somewhat

n (%)

Very

n (%)

A Treatment Group

Payment 2 (20) 1 (10) 1 (10) 2 (20) 4 (40) 0.29 0.03–0.65

CME points 1 (10) 0 (0) 0 (0) 5 (50) 4 (40) 0.004 0.66–1.00

Academic involvement 2 (20) 1 (10) 1 (10) 5 (50) 1 (10) 0.29 0.03–0.65

Importance of area of research 3 (30) 0 (0) 0 (0) 2 (20) 5 (50) 0.02 0.59–1.00

Other 8 (80) 0 (0) 0 (0) 0 (0) 2 (20) 0.50 0.16–1.00

B Control Group

Payment 0 (0) 1 (10) 1 (10) 2 (20) 6 (60) 0.11 0.03–0.56

CME points 0 (0) 0 (0) 1 (10) 3 (30) 6 (60) 0.02 0.003–0.45

Academic involvement 0 (0) 1 (10) 2 (20) 4 (40) 3 (30) 0.344 0.07–0.65

Importance of area of research 0 (0) 1 (10) 0 (0) 5 (50) 4 (40) 0.021 0.003–0.45

Other 10 (100) 0 (0) 0 (0) 0 (0) 0 (0) N/A* N/A*

C Refuser Group

Payment 0 (0) 1 (10) 2 (20) 5 (50) 2 (20) 0.34 0.07–0.65

CME points 0 (0) 1 (10) 3 (30) 3 (30) 3 (30) 0.76 0.12–0.74

Academic involvement 0 (0) 2 (20) 2 (20) 5 (50) 1 (10) 0.75 0.12–0.74

Importance of area of research 0 (0) 0 (0) 1 (10) 6 (60) 3 (30) 0.02 0.003–0.45

Other 9 (90) 0 (0) 0 (0) 1 (10) 0 (0) N/A* N/A*

CME = Continuing Medical Education
*Sample size too small to calculate.
**Clopper–Pearson binomial 95% confidence interval.
{Responses collapsed into two categories; ‘Not at all’ and ‘little’ = ‘not important’; ‘somewhat’ and ‘very’ = ‘important’. The P value indicates the difference between the ‘not
important’ and ‘important’ categories.
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Discussion

Although GPs were already well informed, respon-

dents cited gaining further knowledge about

dementia and screening as benefits of research par-

ticipation. The treatment and control groups agreed

they would participate in the GP project again, with

altruism the most commonly reported incentive

across all groups, desire to gain or update knowledge

and clinical skills and a wish to help patients.

Interestingly, these were similarly endorsed be-

Table 3 Mean number of research projects accepted and rejected

Participators

(treatment and

control) mean (n)

Refusers

mean (n)

Total mean

(n)

F (df) P 95%CI

Question 3: In the last 5 years, how

many research projects have you

participated in?

1.44 (18)

SD = 1.58

1.10 (10)

SD = 1.20

1.32 (28)

SD = 1.44

0.36(1,26) 0.56 –0.84–1.53

Question 4: In the last 5 years, how

many research projects have you

rejected?

2.12 (17)

SD = 2.71

2.30 (10)

SD = 3.02

2.19 (27)

SD = 2.77

0.03(1,25) 0.87 –2.50–2.14

Table 4 Question 6: If you had the option, which of the following method(s) would you have
preferred to use for completing the data collection for this project? This includes patient audits,
GPCOG satisfaction and GP attitude surveys, 75+ health assessments and GPCOGs. You can
tick more than 1

Treatment Control Refused Total (%)*

Paper/hardcopy 4 4 3 11 (36)

Computerised 3 2 5 10 (33)

Online 7 7 5 19 (63)

Face-to-face 4 3 3 10 (33)

Other 0 0 1 1 (3)

* Percentage of GP endorsements.

Table 5 Question 7: What is your preferred medium of accessing research? [Respondents were
able to tick more than one]

Treatment Control Refused Total (%)*

Hardcopy journals 5 4 6 15 (50)

Online journals 6 7 8 21 (70)

Seminars/conferences 7 5 4 16 (53)

Other 0 0 0 0 (0)

* Percentage of GP endorsements.
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tween groups, suggesting that attitudes towards

research did not vary. Rather, it was other aspects

of the refuser sample – the GP study itself or the topic

– that inhibited the refuser group from partici-

pating.

As the relevance of the research area to clinical

practice was an identified motivator,10,22 it is poss-

ible that while all groups valued research in general,

only treatment and control participants considered

the GP study topic to be interesting or relevant to

their particular practice. Personal recruitment has

previously improved participation;21 not being ap-

proached in person was mentioned as a reason for

rejecting past studies, providing limited evidence

that the GP project’s personal contact may have

been a participation incentive. Recruitment by fel-

low doctors has shown to yield high recruitment

rates.13,21

Although not directly asked, neither desire to

collaborate with other fellow GP professionals nor

having personal relationships with fellow GP re-

searchers encouraged participation. This may, how-

ever, be deceptive as Veitch et al found that having

the title ‘doctor’ improved the likelihood of GPs’

receptionists connecting telephone calls, suggesting

that the impact is on receptionists, not on GPs.21 A

GP recruiter may still therefore be a prudent in-

clusion. Endorsements by professional associations

or steering committees may or may not yield extra

participation.10,12 The present study did not support

an appreciable effect, although the use of ‘liaison

doctors’ may be more motivating.13,14

As previously found, although GPs recognised the

importance of research, time constraints due to high

workload was by far the most commonly reported

reason for rejecting studies.10,12,13 In contrast to

Salmon et al however,9 the GP survey did not find

that remuneration could overcome this barrier. All

groups thought CME points were attractive but they

were outweighed by lack of time. It is possible that

remuneration only adds incremental incentive if

time input is minimised or if it is sufficiently com-

mensurate.

All groups favoured online data collection and

research access due to simplicity and perceived

time savings; this benefits recruitment because of

reduced time input and less paperwork.10 Cited

weaknesses of the GP project recapitulated attitudes

towards research generally. Poor communication

about the study’s objectives, it’s lengthy nature

and excessive paperwork all echoed the impression

that GPs favour clear, simple studies with minimal

time input. Similar to Herber et al,10 GPs preferred

future research to focus on issues immediately rel-

evant to them.

The GP survey was limited by several factors.

Although some,19,25 but not all,26 previous research

has found that younger GPs are more likely to

participate in research, the current study could not

assess this as fewer than 15% of GPs studied were

under the age of 50. Gender bias was present as two-

thirds of the sample were male (although this may

be an artefact of gender imbalance in the GP proj-

ect), and it is possible that the convenience sam-

pling introduced further biases. Future surveys

should utilise random sampling where possible.

Recruitment is just one component in enhancing

research in general practice, which was once con-

sidered neglected and ‘one of the most intellectually

underdeveloped disciplines in medicine’ and even ‘a

lost cause’.27,28 Primary care research lags behind

other specialties inoutputandstatus.29–31 InAustralia,

only 3% of Australian GPs engage in research,32

perhaps because of low remuneration,33 pressure

to work clinically and a negative attitude toward

research.34–36 This situation is improving worldwide

with the establishment of practice-based research

networks, collaborative targeted research and tar-

geting funds for primary care research.37,38 Partici-

pation in research can improve knowledge and skills

of clinicians and improve the status of the primary

care profession.31

In 2003, the World Organization of Family Doc-

tors (WONCA) made several recommendations in

Improving Health Globally: the necessity of family medi-

cine research, which stated that building research

capacity and introducing a research culture are

essential to realise the potential of family medicine

research.31 Action research or participatory research

that involves communities in conducting and

owning the research results is an effective method

to involve GPs more directly in the research needs of

their community.39 It is important to engage prac-

tising GPs in generating relevant research questions,

facilitating research in their practices and imple-

menting findings.40 This results in GPs who are

more analytical about monitoring their own prac-

tice, with the potential to improve their practice and

so benefit their patients.

Conclusions

Future GP participation in research could be maxi-

mised by considering the following recommen-

dations.

1 Reduce GPs’ time burden. The most viable GP re-

search appears to be studies that have minimal

time input, regardless of any other factors. Paper-

work and other time-consuming activities are
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deterrents. If unavoidable, they should fall on the

research team where possible.

2 Make it simple and online. Simple instructions and

guidelines with information entered into an

online database could reduce both real and per-

ceived time burdens.

3 Offer CME points or other remuneration. Remuner-

ation commensurate with time input, coupled

with simple, time-effective protocols, may facili-

tate recruitment.

4 Consider the recruiter. Personal recruitment by a GP

recruiter seems likely to improve participation. If

feasible, the steering committee and ‘liaison doc-

tor’ model, may be even more successful.13,14

5 Research ‘coal face concerns’. Not all GPs will be

interested in all topics. Accept that GPs will

choose subject areas clinically relevant to them.

GPs value research and are interested in improving

patient outcomes through evidence-based medi-

cine. Careful planning that considers the needs

and interests of GPs appears to be the most likely

way of improving GP recruitment. By focusing on

GPs and following these recommendations, higher

rates of participation may be achieved.
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Appendix A

PRIMARY DEMENTIA COLLABORATIVE RESEARCH CENTRE

Meeting the challenges of research in general practice: general practitioner questionnaire

ID number: _____________________

You are currently participating in the NHMRC funded project, Detection and Management of Dementia in

General Practice. We would like your feedback on participation in this research. All answers will be anonymous

and confidential. Please complete the following eight questions and return the questionnaire in the reply paid

envelope.

1a What were the relevant motivating factors in your participation in this project? Tick as many of the

following as were important/relevant to you.

& Altruism/desire to contribute to research

& Collaborate with other professionals/form or strengthen contacts

& Desire to gain/update knowledge and clinical skills

& Fulfil CME requirements

& Have my patients’ 75+ health assessments done for me

& Help my patients further

& Interest in the research question/area

& Improve doctor–patient relationship

& Learn more about research

& Receive Medicare payments for my patients’ 75+ health assessments at $171 or $200 per assessment

& Reflect on my practice

& Personal relationship with researcher

& Endorsement by RACGP and/or division

& Other _________________

& Other _________________

1b Now, please go back and circle the ONE factor that was most important for you.

2 In general, what would make participating in research in general practice more attractive to you? Please

select the appropriate level of importance.

a Payment Very Somewhat Little Not at all

b CME points Very Somewhat Little Not at all

c Academic involvement

(research design, analysis, working up) Very Somewhat Little Not at all

d Importance of area of research Very Somewhat Little Not at all

e Other, please specify Very Somewhat Little Not at all

_______________________________________________

3a In the last five years, how many research projects have you participated in?

3b If at least one, what was/were your motivation(s) for agreeing?

________________________________________

4a In the last five years how many research projects have you rejected?

4b What was/were your motivation(s) for rejecting?

________________________________________

5a Are you currently participating in other research projects? If so, how many?
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6 If you had the option, which of the following method(s) would you have preferred to use for completing the

data collection for this project? This includes patient audits, GPCOG satisfaction and GP attitude surveys,

75+ health assessments and GPCOGs. You can tick more than 1.

& Paper hardcopy sent via mail/fax/hand delivered

& Computerised document sent via email

& Online accessed via a website database

& Face-to-face/telephone oral interview

& Other ______________________________

7 What is your preferred medium of accessing research?

& Hardcopy medical journals/magazines

& Online medical journals/databases

& Face-to-face seminars/conferences/trainings

& Other ______________________________

8 What have you learned from the project?

____________________________________________________

9 If any, what do you think are the project’s weaknesses?

____________________________________________________

10a If you knew then what you know now, would you participate in this study again?

Yes &

No &

10b If not, why not?

——————————————————————————

11 What direction would you like to see dementia research in general practice take in the future?

_______________________________________

Thank you for taking the time to complete this questionnaire.

Primary Dementia Collaborative Research Centre, University of New South Wales
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