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PCRN Local Research Network Annual Progress Report 2010/2011 

Northern & Yorkshire (N&Y) 
 
 
1. Executive Summary 
 

× The Networkôs main focus outside of study activity has been the introduction 
of 7 new posts ï this has involved many of the team in the selection and 
appointment process and has required a commitment to support the new 
team members as they have taken on their roles so that both personnel and 
post has developed accordingly 
 

× The expertise of the network continues to be the implicit knowledge it 
retains of its environment and the ability to strengthen collaborations and 
relationships. This is particularly relevant as NHS changes are planned 
which will impact on the LRNs objectives and delivery 
 

× A strength of the network is its ability to support others and this has been 
demonstrated not only during changes within the member Trusts but also 
whilst partner networks have undergone radical change 
 

× The priority remains the engagement of primary care professionals in NIHR 
activity and this has continued to be demonstrated by the increased number 
of RSI practice applicants and the increasing number of studies recruiting 
within the N&Y region 

 
× The developing activity within Dentistry is continuing and is recognised 

nationally 
 

× The aim to support a locally developed portfolio is gaining momentum as 
experienced GPs and AHPs move from participating in the research of 
others to develop their own research studies; this activity is increasing and 
actively supports the LRN to build relationships with HEIs and local 
Research Design Services as it is approached for feasibility of research in 
primary care settings  

 
× The LRN is committed to the delivery of high quality work and the process 

for mentoring and monitoring the recruiting sites evidences this    
 

 
2. Network Staff 
 

Please refer to Appendix 1 which lists all Network-funded staff including all short 
term posts and cross-network posts. 
 
Omitted from this list are the Research Nurses and Research Facilitators that 
work within the NTW CLRN area as these posts directly report to the employing 
PCTs and the PCRN role is only advisory.  One research facilitator funded by 
CLRN to support DRN activity in primary care works under the direction of the 
PCRN Clinical Trial Coordinator although line managed by the DRN Network 
Manager. 
 
We currently have no vacant posts and ï outside of one short term contract to 
cover an extended maternity leave have had no loss of team members in 
2010/11.  We have successfully opened a variety of new posts with funding from 
CLRNs and the impact, current and planned, is listed throughout this document.  
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3. Management Structures 
 

Please refer to Appendix 2 to view the current management structure of the 
PCRN N&Y. 
 
As a result of funding obtained from the co-terminus CLRNS and FSF funding the 
PCRN N&Y has had an increase of staff members ï this has enabled a re-
structuring of the team into defined Spoke areas with a central hub.  (Please refer 
to TABLE A for a view of the Hub/Spoke Roles and Responsibilities.) 
 
Alongside this increase in team size the various groups and boards were 
reviewed and as a consequence the Management Group was dissolved and 
replaced by an Advisory Board ï this is more in-line with national patterns.  
 
An opportunity was taken to re-visit the membership, level of attendance and 
member organisational representation of all the PCRN N&Y groups including the 
Executive and Primary Care Working Groups.  This has had the positive impact 
of streamlining each group, reducing the number of meetings attended by 
individuals, encouraging meaningful attendance and increasing the efficiency of 
each óbodyô.  
 
Please refer to Appendix 3 to view attendance both of PCRN N&Y Groups and 
the representation of PCRN at CLRN Board level. 

 
4. Performance Data 
 

Despite not achieving all locally agreed performance targets the N&Y LRN has 
demonstrated a visible increase in both study activity and engagement of primary 
care personnel. 
 
Study Activity: 
Whilst it had been the intention to display a ratio of 45% interventional studies to 
55% observational studies, this is dependent on which studies are recruiting in 
the N&Y region; of the 66 studies we actively supported 39% were interventional 
ï this does demonstrate that the N&Y area is capable of contributing to a high 
number of such studies and as the RSI practices gain experience this momentum 
should be maintained. 
 
The number of RCTs (36%) being supported was only slightly lower than our aim 
of 40% and, similar to other performance targets, displays possibilities for growth. 
 
The intention had been to have a 50/50 split between PCRN-led and other 
supported studies.  As a LRN highly populated with TCRNs and CLRN Speciality 
groups ï many of whom require primary care support - it will be difficult to focus 
on PCRN-led studies.  
 
The N&Y approach has been to respond positively to all requests for support 
alongside of which there is a shortage in the area of locally produced primary 
care research ï both these situations will have an effect on our output.  In the 
year 2011/12 we are focusing on encouraging local developments of primary care 
research portfolios, alongside of which we will focus on supporting PCRN led 
studies and encouraging TCRNs to ócome into primary care, to support us to 
support themô ï this will involve more direct involvement of TCRN network teams 
working alongside the PCRN within primary care settings.  
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Besides supporting the recruitment to studies it is intended that this closer 
working will promote a greater understanding of the complexities of the primary 
care arena. 
 
Please refer to Table B for a list of Studies that have been notable by their 
success and óadded valueô as well as those which have challenged the team.  
  
Recruitment Activity:  
The overall recruitment target of 19,000 people to NIHR Portfolio Studies was not 
achieved although the accrual figure of 15,637 is 82% of the projected goal. 
 
The projected recruitment had been calculated using study recruitment targets 
and unfortunately one large observational study (Keeping Children Safe) did not 
commence recruitment in late summer as planned; it has commenced 
recruitment in April 2011.  
 
Another study was delayed due to changes in the study team and therefore 
missed the opportunity to recruit during the winter season when the study 
population (those with coughs and associated complications) would have 
attended GP practices (3C Study). This study is now open in N&Y.   
 
The closure of large observational studies alongside the opening of interventional 
studies which require a greater level of support also had an effect on the overall 
recruitment figure.  Many interventional studies have small sample sizes whilst 
requiring greater activity within practice sites.  
 
This impact is demonstrated by the number of studies that a practice will recruit 
to at any one time and also in the ability of N&Y to achieve high recruitment 
figures.  Therefore the year on year projected figures will always be reliant not 
only on the number of studies in the areas but the actual sample size required by 
the individual study. 
 
Having reviewed studies currently recruiting, and opening, in 2011/12 the N&Y 
have agreed a local recruitment target following discussion with co-terminus 
CLRNs.  This will be revised in autumn 2011 by a consultation with the CLRNs 
and TCRNs Network Managers as well as the PCRN CC.  Undertaking a review 
at the mid-point will enable not only a measure of performance to date but will 
provide an opportunity to review current and proposed activity to support a 
realistically deliverable performance target for 2011/12.  
 
For information relating to the individual spoke areas and the agreed recruitment 
target please refer to TABLE C. 

 
Working with Sites: 
The resources required to optimise recruitment and engagement are study 
specific and so a general overview is given below followed by a description of 
approaches used by a PCRN CTC: 
 
Initial approaches to invite practices to participate in a study are commonly via 
the postal service and/or email methods.  Basic study information and a response 
form are included and queries encouraged via email and the telephone. 
 
When opening a study the setup and follow-on activity is communicated to a 
practice using the most appropriate method ï this can be a member of the study 
team and/or a member of the PCRN ï and dependant on the experience of the 
practice and the study requirements this is either undertaken at a visit or via the 
telephone. 
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The less experienced, as would be expected, require more support. The greater 
the level of activity and complexity involved then the greater the level of 
communication and contact with the PCRN team.  Studies set up visits are 
enhanced when study teams have pre-sent organised information for the 
practices. 
 
When identifying problems with specific studies all contributors to the effective 
delivery of the study are involved. This may require a meeting of the study team, 
the PCRN and other supporting networks and any solutions are communicated to 
the recruiting sites.  
 
When possible the N&Y utilise the RSI Forum meetings to relay such information.  
If a problem is identified as ósite specificô rather than relating to the study the N&Y 
team member supports the practice identify a workable solution, this may require 
contacting the study team, or encouraging contact with a neighbouring recruiting 
site. 
 
Initial contacts to primary care organisations and groups e.g., health care 
professionals commonly take the form of phone/email introductions supported 
with basic information of the NIHR CRN, the PCRN and possibly some study 
summary sheets.  Where possible visits are arranged to coincide with meetings 
already planned ï such as Practice Team meetings or PCT wide events. This has 
two benefits in that it reduces people having to attend óanother meetingô and 
allows the PCRN team to meet a larger group of people. 
 
Statement by Dr Louise Warner, CTC for PCRN N&Y in NTW: 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Sites are set-up according to the level of research practice they are.  For 
example, a level 3+ óresearch competentô practice is often given the 
details of a portfolio study, either by email or as a hard copy only; the 
practice then ask any questions and meet to discuss whether or not they 
would like to recruit patients.  
 
The practice then responds as to whether or not they are interested and 
PCRN follow up with what is expected, an outline of timelines and when 
the study is due to óopenô and close, etc. 
 
All interventions are carried out by the practice staff though they may have 
assistance for their first clinic if they would like. 
 
A practice that has been offered a portfolio study by post,  and which is 
interested in working with us but has not recruited to a portfolio study 
previously, will have a more in depth discussion.  
 
Once we are aware of interest we (usually a PCRN Facilitator) would visit 
the practice and meet the key practice staff (often the Practice Manager 
and lead research GP/Practice Nurse) to discuss exactly how the study 
will proceed.  
 
Any NIHR or study specific training is arranged and the practice is guided 
through the process, either with assistance during the database search or 
the PCT/PCRN Nurses help to carry out the research intervention.  
The idea is that as practices become more and more research active they 
carry out more and more of the research activity in house.  Only the ólower 
levelô research practices should utilise the PCRN staff on a regular basis 
and the more research active sites should instead receive a higher 
amount of service support payment and utilise their own staff. 
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N&Y consider it important to provide a service of support with a theme of 
continuity and so within each Spoke there is an allocation of responsibility in that 
each practice has a named PCRN contact for direct communication; this team 
member is also the person who will introduce studies etc.  Each study on the 
N&Y Portfolio also has a named study lead.  Using this process both practices 
and study team are provided with cohesive lines of communication and support. 
 
Common issues that delay opening studies and/or achieving study delivery are: 
× Changes within the study requiring amendments which are not always 

communicated to the PCRN 
× Delays in obtaining RM&G/LREC approvals ï this is more common with 

complex studies or new researchers not understanding the system 
× Late requests from secondary care recruiting sites for assistance in 

identifying suitable patients ï this is commonly a request for PIC activity 
and the success is dependent on many variables not always understood 
by the study team, other networks or the local P.I. 

× Changes within the practice team ï especially when it is the Lead GP or 
Practice Nurse that leaves 

× Changes within the study team itself 
 

5. Details of practices with which you are currently working 
 

Table 1 

Network GP Practice Sites 

 Number Number - excluding 
Million Women only 

Interested practices Due to IT hitch with 
database this 
information is not 
currently available ï 
previously we had 
listed approx 300 
practices 

 

OR practices you 
consider to be part of 
network  

N&Y considers all 
primary care sites as 
part of the network 

N&Y considers all 
primary care sites as 
part of the network 

Actively engaged sites  GP practices = 321 
(also 4 Dental sites 
and 111 other primary 
care sites are 
recruiting to NIHR 
studies)  

GP practices = 321 
(also 4 Dental sites and 
111 other primary care 
sites are recruiting to 
NIHR studies)  

     1-2 studies 269  

      3-5 studies 38  

      6-10 studies 14  

     More than 10 studies 0  

 
In regard to actively engaged sites the number above does not include 
duplications as we have identified those practices that have branch surgeries or 
are known by more than one title and removed the duplicates before recording 
the numerical data. (E.g. Dr Jones & Partners, Sedgefield Surgery, Fishburn 
Surgery and The Trimdons are all the same practice.)  
 
Please refer to Appendix 4 for the RSI scheme outline ï this is the one distributed 
by the NIHR CRN Working Party and slightly adapted in each spoke area.  
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Table 2 

 Number of GP sites Number of other sites 
*please specify types 
below 

Level 1 47 2 (1 Dental, 1 
Pharmacy) 

Level 2 43  

Level 3 and 3+ 32  

other   

Level 0 8  

 
The level of monitoring and support to RSI practices differ in the 4 Spoke areas.  
As this scheme is funded by CLRNs they have each delegated responsibilities 
according to decisions between the individual CLRNs, local PCTs and/or the N&Y 
LRN. 
A brief description of each is listed below: 
 
Northumberland Tyne & Wear (NTW): 
Monitoring of RSI scheme practices is entirely undertaken by PCT personnel.  
The PCRN CTC chairs the NTW Primary Care Delivery group where the current 
status and activity of the RSI practices is reported on and therefore the CTC is 
aware of any difficulties and assists where requested. The focus is on the number 
of studies each practice recruits to and therefore the role of the PCRN is to 
ensure that sufficient studies are available. 
 
North and East Yorkshire and North Lincolnshire (NEYNL): 
The RSI scheme in 2010/11 was introduced by the CLRN without reference to 
the PCRN and little formal mentoring/monitoring took place due to lack of 
knowledge regarding participating practices, lack of staff and the geographical 
spread.  Following a variety of changes within both the CLRN and PCRN Team 
structures this situation is changing and the PCRN support and monitor the RSI 
practices and a sustainable process is currently being developed. 
 
West Yorkshire (WY): 
Formal visits are undertaken on a quarterly basis to review the RSI practices 
research activity and active study files; this provides an opportunity for the 
practice to voice concerns and queries outside of specific study activity.  On 
occasions members of study teams and/or PCT R&D personnel also attend 
which maintains a contact route for non-network personnel. 
The RSI scheme and the selection of participating practices is jointly undertaken 
by the CLRN, PCTs and PCRN. 
 
Co Durham and Tees Valley (CD/TV):  
The selection of RSI practices is undertaken by the CD/TV PCWG which includes 
representatives of PCTs, CLRN and PCRN. 
The monitoring and support of these practices is undertaken by the PCRN 
Research Facilitator and CTC and any specific issues are discussed at the 
PCWG meetings. 
 
In general the shared involvement of the PCTs maintains a line of communication 
between the Trusts and the N&Y LRN providing an opportunity to gain 
understanding of each otherôs role in the delivery of the NHS research agenda. 
 
As is the way of the world there are differing levels of success in the variety of 
processes that are in situ and the N&Y work constantly to improve collaborations. 
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6. Links with NIHR organisations 
 

The CLRNs co-terminus with the PCRN N&Y are: 
Northumbria, Tyne & Wear (NTW) 
Co Durham and Tees Valley (CD/TV) 
West Yorkshire (WY) 
North and East Yorkshire and North Lincolnshire (NEYNL) 

 
The PCRN N&Y Clinical Lead attends the CLRN Management Board meetings 
(or arranges a deputy). 
 
The 4 PCRN Spoke areas are matched geographically to the CLRN boundaries 
and in each the PCRN Co-Clinical Lead attends the CLRN Executive and/or 
Management Board meetings.  
 
Shared activity and communication is mainly through the Primary Care Working 
Groups in each Spoke area and conversation is mainly focused on current 
recruitment activity and levels of primary care engagement. 
 
Three of the 4 CLRNs fund posts within the PCRN team as noted on Appendix 1. 
The 4th CLRN funds 2 posts in the Diabetic Research Network that have specific 
remits to work within primary care and also directs funding to the local PCTs 
which is utilised to support NIHR activity within primary care settings. 
 
In general there still exists a perception that primary care is a difficult area of the 
NHS to access -  to continue its work to improve this misconception the N&Y LRN 
is identifying a named person within each Spoke area to be a contact for CLRN 
Speciality Groups ï as this process only commenced in the final reporting quarter 
it will be reported in full in the 2011/12 report.  
 
To date, in the WY Spoke where it was first ótestedô, the feedback has been very 
positive ï both to the Research Nurse (Angela Wray) but also to the NIHR CRN 
CC Speciality Group Manager. 
  
The main activity to date has been attendance at Speciality Group meetings 
(where these can be accessed) and contacts with SG Leads/Chairs.  
Collaborations can be reported with the óOral and Dentalô, the óCardiovascularô 
and the óRespiratoryô groups.  
 
Enhancing the understanding of how to access the patient and professional 
population will be the key to success, alongside the acceptance of research study 
teams that research activity can be delivered in primary care settings.  
 
A greater understanding is developing in the N&Y LRN as to who we should 
communicate with in order to maintain pathways of information relating to activity 
on behalf of jointly supported studies.  Commonly the communication has been 
with Study Managers but the LRN have been made aware that including Chief 
Investigators, local Principal Investigators and associated Network Managers 
would be more advantageous. 
 
The 4 CLRN Network Managers are to be become members of the PCRN 
Advisory Board ï again this is in order to increase mutual understanding and 
promote meaningful collaborations and shared strategies. 
 
CLRN Business Plans and OURs are forwarded for information and comment.  
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The PCRN N&Y Clinical Lead has been invited to be part of the interview panels 
for 2 CLRN Clinical Director selections.  
 
In all 4 CLRN areas the PCRN and recruiting sites are able to access the CLRN 
supported training programmes.  NTW CLRNôs training programme is varied and 
extensive and all of the PCRN N&Y team can attend relevant events irrespective 
of which Spoke area they work - this has been very beneficial to the LRN. 
 
Quarterly PCRN LRN Team Meetings: 
An outcome of the increased funding (CLRN and FSF) enabling the LRN to 
increase its team numbers was that it became both costly and untimely to meet 
as one body on a monthly basis and so monthly Spoke meetings were introduced 
and a full team meeting occurred quarterly.  
 
In support of cross-network collaborations and to support the ófamily of networksô 
concept these meetings physically move so that each Spoke hosts one per year 
and all NIHR Networks based within the host Spoke area are invited to join the 
LRN team for lunch.  At each of these meetings a TCRN Network Manager has 
followed lunch with a presentation of their specific network roles/responsibilities 
and current activity, using the opportunity to inform the LRN of óin-comingô studies 
and TCRN developments.  
 
These have proved a valuable use of resources offering all attendees an 
opportunity to meet the extended PCRN team and to gain understanding of how 
it functions. 
 
Specific collaborations and use of resources: 
West Yorkshire: 
The WY CLRN fund 3 full-time posts within the Spoke area as well as a shared 
post between the CLRN and the PCRN.  The WY Spoke team are based 
alongside the WY CLRN team.  Although these posts were appointed to within 
the reporting year there is already evidence of increased engagement and 
implementation of efficient processes and in 2011/12 this groundwork will support 
the increasing activity planned for the area. 
 
The Network Managers meet on a monthly basis as well as meeting at the 
PCWG and Board meetings. 
 
Northumberland, Tyne and Wear: 
The NTW CLRN fund via the PCTs and TCRNs Research Nurse/Facilitator posts 
to work with the PCRN to deliver NIHR Portfolio Studies. Two of these posts are 
shared with the Diabetic Research Network and their presence has made a 
valuable contribution to the setting up and recruitment of Diabetic studies. 
 
The NTW Spoke team have access to óhot desksô within the CLRN base and the 
CLRN Network Manager is actively working to make this a more permanent 
facility.  
The CLRN Network Manager hosts a quarterly meeting for all Network Managers 
and Trust R&D Managers in the NTW area.  The CLRN and PCRN Managers 
also meet at the PCWG and although there is not a formally arranged regular 
meeting the two Managers communicate as necessary. 
 
The NTW CLRN Industry Manager (Karen Hutchinson) is very astute at 
identifying studies that may require primary care input and works with the PCRN 
CC and Network Manager to encourage participation and provide support. 
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Co Durham and Tees Valley: 
The PCRN and CLRN Network Managers meet at the monthly PCWG and any 
items for discussion are listed as agenda items. 
 
The CLRN fund a Research Facilitator post within the PCRN and contribute to 
the salary cost of the CTC. 
 
The CLRN also fund a joint primary/secondary care Respiratory Research Nurse 
post ï this has been highly effective and contributed successfully both to PCRN-
led studies and PIC activity for the locally based secondary care respiratory unit. 
The PCRN team have also been invited to accompany the Respiratory SG Lead 
on visits to GP groups presenting an opportunity for raising awareness of the 
PCRN as well as demonstrating cross-network collaborations. 
 
The PCRN CTC is a GCP Trainer and regularly delivers the NIHR óIntroduction to 
GCPô course jointly with Dr Steve Pratt, CLRN Research Team Leader. 
 
Currently the two part-time (0.5wte x 2) Research Nurses that are part of the 
CD/TV Spoke team are funded by PCRN FSF; the CLRN have suggested it may 
provide funding to enable an extension of the contract if the PCRN can 
demonstrate an increase of recruitment and engagement. That these roles have 
achieved improvement on delivery is without doubt and having an enlarged team 
in CD/TV has enabled the CTC to open a greater number of studies; in a larger 
number of sites and offering a superior level of support to the recruiting sites ï 
especially those at entry-level.  A major concern is that there will be no further 
funding and as a consequence this will result in disengagement of active 
practices.   
 
Although the CLRN approach to funding requests from PCRN appears logical ï 
to demonstrate both the need, the benefit and the capability of increasing activity 
prior to funding agreements ï the N&Y LRN are placed in a óChicken and Eggô 
scenario in that the LRN hold enough information to be aware of the needs to 
achieve targets but lack the core funding to appoint to required posts and this 
situation will be de-stabilising in the long term. 
 
North and East Yorkshire and North Lincolnshire: 
The final six months of the reporting year witnessed major changes in the NEYNL 
CLRN Leadership (including the appointment of a new Clinical Director and 
Network Manager).  As a result of these changes the processes and procedures 
of activity underwent a review and consequent reforming.   
 
Although, in the long term these changes will bring benefits, it was an unsettling 
time and resulted in a severe reduction in ability to actively participate in study 
activity.   
Currently the CLRN contribute towards the funding of an SSC Finance 
Administrator (0.4wte) and Research Facilitator (0.8wte) as well as contributing 
towards the salary costs of the CTC (0.2 wte) and the N&Y Data/Finance 
Manager (0.1wte). 
 
The remaining funding required is obtained via FSF.  The roles supported by the 
CLRN are to be reviewed during 2011/12 and in a similar scenario to that of the 
CD/TV Spoke has the potential to be destabilising.  
 
It is to the credit of the new CLRN team members and the existing NEYNL Spoke 
team that developments were made and at the end of the reporting period 
2010/11 all are viewing the future optimistically. 
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A major development in the latter quarter of the year was the formation of a 
Primary Care Working Group and an agreement to open an RSI scheme using 
the national template and guidance. 
 
The Network Managers, CTC and CLRN Clinical Director meet on a monthly 
basis to review activity and discuss forward planning. 
 
TCRN Collaborations:  
Co-terminus TCRNs: 
Diabetic Research Network (DRN) 
Stroke Research Network (SRN) (NE&C, YSRN) 
Cancer Research Network (NCRN) (x4 LRNs) 
Dementias and Neurodegenerative Diseases Research Network (DeNDRoN) 
Mental Health Research Network (MHRN) 
 
There is not a Medicines for Children LRN in the N&Y LRN area although study 
activity does occur via direct approaches from both neighbouring MCRN LRNs and 
study teams. 
 
The PCRN N&Y Clinical Lead and Co-Clinical Leads, in their respective clinical 
and research roles, do communicate with the TCRN Clinical Leads and attend 
the TCRN Board meetings to represent both primary care and the PCRN. 
 
Alongside individual Spoke collaborations within the LRN as a whole each CTC 
and RF has responsibility for taking the lead with one of the TCRNs as the main 
contact for day to day communication. 
 
NEYNL Spoke area: 
There are regular meetings with the NCRN and the MHRN to support joint 
studies. The NE MHRN work closely with an MH research interest group in 
primary care that is based on the East Coast and the PCRN CTC for NEYNL is 
part of the group, contributing a primary care perspective to the discussions. 
 
CD/TV Spoke area: 
Although all the TCRNs have team members based in this area the main 
collaboration is with the MHRN and DRN ï this activity is related to the 
identification of possible recruiting sites.  Joint meetings with TCRNs and study 
teams are being encouraged to ensure that such studies are both suitable for 
primary care and to identify any requirements.  
 
An example of joint working is the support given by the PCRN N&Y to the SRN 
study óPAST BPô ï although this is referred to in other paragraphs it is worth 
noting here that the CD/TV Research Facilitator (Angela Atkinson) undertook a 
major role in supporting this study in primary care acting as the main contact for 
all these involved and directed all activity in partnership with the study manager.  
The intensity of support required impacted greatly on the capacity available for 
other areas of activity. 
 
NTW Spoke area: 
Cross network activity is a joint aim and is enhanced due to the physical location 
of the PCRN Spoke team in the same unit as the NTW CLRN; DRN LRN AND 
SRN CC.  Examples of co-working are listed overleaf:  
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WY Spoke Area: 
This Spoke area does not host many of the TCRNs and as a consequence such 
portfolio activity has had to identify other entry routes into primary care.  This is 
demonstrated below as examples of joint working with neighbouring TCRNs and 
locally formed research interest groups. 
The Yorkshire SRN is based in Bradford and has allocated a óhot deskô for a 
member of the N&Y team in its main office.   
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Working with other areas of the NIHR infrastructure:  
The PCRN N&Y Clinical Lead contributes to the NIHR Advisory Group led by 
Professor Paul Wallace identifying and addressing actions in relation to the 
transition of NHS clinical care and leadership from PCTs to Clinical 
Commissioning Groups. 
 

1. DARE: All studies are recruited from primary care with the joint DRN/PCRN staff 
promoting the study, setting up sites and assisting with DARE clinics where necessary. 
2. PODCAST. This is a study with the patient being recruited in secondary care 
following a stroke. The study is a 5-year one and GPs are requested to take bloods 
from their patients at various intervals with the results being sent to the SRN. We have 
raised awareness to all sites in all areas where patients are being recruited and are 
following up with any sites as necessary. 
3. PastBP.  All patients are recruited from primary care and all the work is carried out 
by primary care staff yet the patients have had a stroke/TIA in the past and all accruals 
are attributed to the SRN. 
4. CareDem. This is a DeNDRoN study with patients recruited from two large GP 
practices in the region. We costed the study for service support costs and will help 
identify a suitable site (in the next couple of months as awaiting final protocol). 
5. REEACT. This is an MHN/PCRN study with all patients being recruited from 
numerous GP practices in the region and the intervention being carried out in primary 
care by a combination of MHN and PCRN staff.  Recruitment went well and REEACT 2 
will be opening to recruitment soon, utilising the same processes which proved 
effective. 

 

WY - Emmace-3 
The PCRN are involved in the primary care aspect of this cardiovascular speciality 
group study.  This involves working with the secondary care Research Nurses (who 
have consented the patients) ensuring that the 3 follow-up questionnaires are 
completed by the patients in the 12 months following discharge.  Angela Wray 
(PCRN) is the primary care lead Research Nurse over Yorkshire facilitating this study 
activity with the support of the Study Administrator and the PCRN Facilitators. 
 
MHRN / MH SG ï 
No MHRN active in WY so activity is channelled through the MH speciality group.  
The WY CTC meets periodically with the MH lead (Prof T. Hughes) to review any 
potential MH studies and progress of ongoing projects. 
 
DRN / Secondary Care Diabetic Research 
Currently we are pursuing a programme of practice visits with diabetes research staff 
promoting DRN studies requiring referrals into secondary care.  This involves working 
with both the West Yorkshire diabetes special interest group and members of the 
north east DRN along with the diabetes Research Nurses in the local hospitals; 
encouraging interested practitioners to participate in diabetes studies as PIC sites.  
We are arranging to visit sites with both PCRN and diabetes research staff. 

(John Hodgson WY Spoke CTC) 
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The PCRN N&Y Network Manager represents the PCRN as a member of the 
Oral and Dental Speciality National Leads Groups. 
 
Both the Clinical Lead and Network Manager contribute to the activities of the 
NIHR Portfolio Adoptions Committee 
 
The PCRN N&Y Hub Team have worked with both the NIHR Communications 
Team and the PCRN CC PPI Lead in developing a local PPI strategy (detailed in 
section 9) Information regarding joint activity below: 

 
 
 
 
 
 

 
The PCRN N&Y Data Manager (Alison Selby) has supported and contributed to 
the development and functionality of the national LRN Database. 
 
The Network Manager and Data Manager contributed to the preparations and 
organisation of the PCRN National Team Event in November 2010.  
 
Potential barriers to effective cross-network operation (CLRN and/or 
TCRN). 
A common, and potentially damaging, barrier to effective cross-working is lack of 
communication as well as misunderstanding of how the different networks 
function and contribute to the NIHR objectives. 
 
An example of this is when a TCRN network opening a new study will approach 
practices which they have worked with previously without informing the PCRN.  
As the PCRN maintains a database of activity the LRN may be in a better 
position to inform TCRNs of suitable sites taking into consideration such areas as 
ï level of experience, current capacity, research interests. 
 
Another concern relating to TCRNs working in primary care without PCRN 
involvement is the level of understanding of the environment.  For example, 
previously on occasion TCRNs have approached practices prior to obtaining 
RM&G approval from PCTs as it was thought that Hospital-based Trust approval 
covered primary care.  
 
It is common practice for the PCRN when obtaining SSC funding from CLRNs to 
agree an amount against an agreed number of recruiting sites. There have been  
occasions when TCRNs have approached practices directly and unaware of the 
site number limit.  Although the LRN has had sufficient funding to cover these 
costs this is no longer the case.  In future such activity will result in practices 
being de-selected or the SSC funds being moved from one study to another with 
obvious consequences.  
 
Study specific problems occur when there are recruitment problems and this is 
very common with TCRN studies that involve difficult to reach patient populations 
or where the patients would normally be treated in primary care settings and the 
study requires referral in to secondary care bases.  As this activity incurs costs 
the PCTs may be reluctant to approve the study especially where the referral cost 
is not within the grant.  Requesting that professionals refer patients at a stage 
that requires an alteration to the normal clinical pathway of care causes problems 
as GPs and Nurses view this as a negative action.  

 

Whilst developing our PPI strategy we have consulted with the Communications Team 
in NIHR to obtain informed assistance with the presentation of posters and leaflets.  We 
provided an outline of what we required and the team delivered a PCRN branded 
version and also re-worded the literature to make it appropriate for the audience.   
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These issues are outside the control of many of the networks and require a 
change within the mind set of researchers.  The N&Y LRN do make attempts to 
discuss these concerns with researchers at an early stage in the study 
preparation but such activity is slow to alter. 
 
Where both the networks and academics have limited experience of primary care 
populations it is sometimes difficult to explain the reluctance of patients to 
participate ï this is especially relevant to studies that involve travelling to 
research clinics outside of the patientôs location when the patient has an illness 
that is problem enough.  Patients with depression find the motivation required to 
leave the house challenging enough so to ask them to cease medication for 48 
hours then travel 50 miles is just too much for them to contemplate, whereas if 
the study activity was offered within the practice by the clinical team known to the 
patient the recruitment would be more successful.  
 
In an attempt to improve cross-network communication the N&Y LRN is 
instigating study specific meetings with jointly supporting networks as well as 
study teams where information is shared with roles and responsibilities identified 
and delegated. The outcome of this new approach will be reported on in the 
reporting period of 2011/12.  Evidence to date is encouraging. 
 
Details of working with other parts of the NIHR infrastructure:  
For ease of identification this information is being presented per Spoke area 
NEYNL: 
There is regular contact and communication between York and Hull Clinical Trial 
Units and both develop and support a high level of portfolio studies. The NEYNL 
Spoke CTC (Yvonne Coverdale) was invited to attend and present at the recent 
York CTC annual conference. 
CD/TV: 
Both the CD/TV CTC and Co-Clinical Lead offer support to the University of 
Durham Clinical Trials Unit as members of Research Groups.  The local Hub of 
the North East RDS is based locally and maintains regular contact with the LRN 
when working on potential portfolio studies. 
NTW: 
In the Newcastle area the Clinical Director of the North East RDS and the 
Newcastle Clinical Trials Unit accesses the expertise of the PCRN prior to, and 
following, funding applications for portfolio studies.  Frequent approaches also 
occur from the researchers situated in the Clinical Research Facility (Royal 
Victoria Infirmary, Newcastle) and the MRI Centre (Newcastle General Hospital) 
as both are linked to the University of Newcastle.  There is also a developing 
communication between the PCRN and the research unit with the School of 
Dentistry (University of Newcastle). As awareness grows of support resources 
available via the PCRN these relationships are increasingly being sustained.  
Both the Network Manager and Clinical Lead are requested to contribute to pre-
portfolio support, advice and feasibility by these research units. 
WY: 
Although not as developed, communications between the academic units in West 
Yorkshire are moving forward.  These activities are supported, and accessed, 
through Professor Robbie Foy (Professor of Primary Care University of Leeds, 
Primary Care Representative WY CLRN Executive and Chair of PCWG).  Both 
the Bradford Institute of Research and the Academic Primary Care Unit, 
University of Leeds contribute to the NIHR Portfolio. 
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7. Information on relationships/involvement with non-GP groups 

 
Increasingly the LRN is engaging with Dental Practitioners ï especially in the 
NTW area where Dental practices have recruited to 2 portfolio studies (FICTION 
and DRN 149).  There are a further 3 studies opening in 2011/12 and this 
increase in activity has informed a strategical development that will be reported in 
2011/12. 
 
The West Yorkshire Spoke has, as one of its Research Champions, a Pharmacist 
(Professor M. Patel) and has identified 9 pharmacy teams who are linked to 
research active GP practices and supportive of portfolio activity. 
 
The CD/TV Spoke has both a dental practice and Pharmacy participating in the 
RSI scheme.  An Allied Health Professional (SALT) is a member of the PCWG 
and it is planned to develop this connection in 2011/12. 
 
Work in the NEYNL Spoke area continues to develop and the team used the 
opportunity to raise awareness of the NIHR CRN at AHP events in the area. 
 
Changes within the PCTs, especially the movement of the óprovider servicesô, has 
given an opportunity to develop links with community AHPs.  This has been more 
successful where PCT R&D personnel have been moved into óprovider arm unitsô 
such as Community Trusts as they themselves have used the new environment 
to re-awaken interest in research participation. Two areas where such activity is 
developing is Bradford (Angela Ross) and Leeds (Linda Dobrzanska) Community 
Care Trusts. 
 
The PCRN Clinical Lead is currently contributing to a proposal for ensuring 
research is embedded in the new NHS environment within the NTW area. 
The Co-Clinical Lead for CD/TV is undertaking a similar activity within his role as 
GP Commissioner, as is the Co-Clinical Lead for NEYNL. 
Alongside of this activity the Network Manager has been invited to a variety of 
proposed meetings of the newly emerging Clinical Commissioning Groups within 
the North East. 
 
As these are all areas of constant change a more detailed report will follow in 
2011/12, when it is to be hoped documentation relating to the inclusion of 
research as a core activity will be agreed and publically available. 

 
8. Staff training and development 

 
Training provided locally: 
The CD/TV Spoke CTC is a óGCP Trainerô and regularly presents GCP training 
events with a CLRN colleague.  These events are well attended and the 
feedback is always positive with an overall rating score of 4.5 of 5.  There are 
plans in development for GCP update sessions in 2011/12. 
 
A local training event arranged for Practice Nurses within the CD/TV and NTW 
area was facilitated by an external presenter (Anne Davies).  The focus of the 
day was the role of the Practice Nurse in research activity.  Again, the feedback 
was positive, added to which the nurses themselves recognised the benefits of 
the ónetworkingô opportunity provided by attendance at such events.  It is planned 
for the LRN team to present a similar event later in 2011/12. 
 
The N&Y LRN team also access, and encourage others to do likewise, the training 
programmes offered by the CLRNs.  An example of the WY programme is attached as 
Table D. 
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Training available via the LRN host: 
As well as the mandatory training listed below as NHS employees the LRN team 
can also access education and training offered through a variety of schemes 
including degree level courses at the University of Teesside.  One of the CTCs is 
currently undertaking a M.Sc. in Research. 
 
The LRN team have also accessed IT courses such as the ECDL and an Advanced Use 
of Access and Excel Spreadsheets one day workshop (very useful to all for use with LRN 
Database).  

MANDATORY TRAINING VIA NHS TEES: 

Back Care for All (Manual Handling)  

Business Continuity Exercise 

Counter Fraud 

Equality & Diversity 

Fire Safety Awareness 

Health & Safety Awareness 

Infection Control 

Information Governance - Date Protection 

Local Fire Safety Procedure 

 
Gaps identified by the LRN Team: 
The following are suggestions forwarded as requested: 

¶ GCP availability widened 

¶ Advanced Research Nurse course 

¶ More Primary Care specific events for both network and health care 
professionals   

 
9. Progress with PPI 

 
The N&Y PPI strategy has previously focussed on trying to provide patient panels 
within each spoke area, however we found that the expectations of the members 
of these panels was geared towards writing and approving research.  This proved 
to be unworkable as the PCRN takes on studies that are already written and 
approved and we could not engage the panel members in a way that they found 
productive. 
 
Using this approach we have been unable to achieve any of the above points and 
have therefore decided as a network to try a different method and are currently 
engaged in writing a strategy to involve members of the public and primary care 
health professionals in being óAdvocatesô for the NIHR, PCRN and TCRNs.   
 
We are working towards presenting our ideas to practices and patient panels with 
a view to appointing our first advocates in the near future.  Once in place these 
people will be encouraged to raise awareness of all the NIHR networks within the 
public and professional domain.  We would also like them to raise awareness of 
local research, encouraging both members of the public and professionals to 
consider what is happening in their area and how they can be involved. 
 
In 2011/12 we have met with the PPI representative for the North East RDS and 
CLRN and following his advice we have identified a member of the public to be a 
member of our initial planning team. 
 
By 2012/13 we expect the óAdvocateô system to be embedded in our Spokes, 
impacting on awareness and hopefully recruitment into studies. 



17 

 

 
The N&Y have continued to support the local initiatives of the TSLRNs, CLRNs 
and PCTs in engaging with the public, service users and carers.  We have also 
continued to support the events held nationally but this is an area for focus and 
development when the CC national paper is released.  
 
The N&Y continue to also engage with local RDS and CTU personnel as this is 
the area where patients and others feel that they would make the most 
contribution ï the development of research studies. 

(Prepared and written by Alison Selby PCRN N&Y Data Manager)  

 
10. Network plans for 2011/12 
 

Please refer to Appendix 5 to view the N&Y LRN work plan for 2011/12. 
It has been developed using the three CRN priorities as listed below: 

 

¶ NHS engagement 

¶ Managing performance 

¶ Working smarter 
 

The networkôs strategy from 2006 > 2010 had been very focussed on embedding 
the PCRN LRN and associated NIHR networks in the primary care arena, raising 
awareness of the contribution research offers to both patients and professionals 
in the delivery of healthcare ï both in the decision making and the outcome of 
clinical practice. 
 
The listed priorities: 

 
× Support of DH and NIHR Research Strategy within NHS settings in 

collaboration with NHS agendas 
× Enhanced involvement of primary care academic depts. (HEIs) to develop 

and deliver locally designed research aligned to N&Y NHS identified 
priorities 

× Promotion of increased participation of primary care health care 
professionals through individual activity and RSI schemes 

× Demonstrate internal collaborations by working in partnership with other 
NIHR CRN Networks 

 
still underpin all local objectives but, as will be noted in the Work Plan, the 
proposed activities are óinward lookingô and relate more specifically to N&Y LRN 
central activities. 
 
The leadership and lines of responsibility within primary care, as we are all 
aware, are undergoing rapid and major changes.  It is recognised by the LRN 
team that there is a major role to be undertaken in ensuring that research 
remains at the core of day to day business. 
 
The N&Y LRN is fortunate in that the Co-Clinical Leads are in positions within 
Trusts and related organisations that enable them to maintain an overview of 
activity and ócurrent thinkingô.  There is also an opportunity for them to offer 
solutions and óway forward processesô in both formal and informal manners. 
 
The Spoke CTCs have developed strong partnerships in the majority of PCTsô 
R&D offices and consequently can also offer insights and maintain awareness.  
Building on the current level of NHS engagement we have succeeded in 
achieving provides a strong foundation for a sustainable future but there are still 
areas of development to be supported. 
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An area in need of development and re-assessing, as an outcome of rapid 
growth within 2010/11, is the structure of the LRN central Hub (Admin Base) and 
this is to be addressed. 
 
In 2006 the N&Y LRN Admin Base consisted of a Network Manager (1.0wte) 
Admin Secretary (0.6wte) and a Data/Finance Manager (0.75wte).  This group 
supported the work of three Clinical Trial Coordinators (2.5wte).  At the end of the 
reporting period 2010/11 the number of staff members requiring this support had 
grown to four CTCs (3.25wte), 6 Research Nurses (4.6wte), and 7 Research 
Facilitators (5.50wte). The level of support required as a result of the increased 
activity identified a need for a review of the operational processes in the admin 
base. 
 
Following a discussion with the LRN Executive Group a decision was taken to 
undergo a review of the internal structure and identify operational requirements in 
order to design, implement and maintain processes that would offer a streamlined 
high performance system of support to the Spoke teams.   
 
It was agreed to utilise FSF funding to pilot the changes ï unfortunately this 
funding had to be directed elsewhere at short notice as a result of which the 
proposed changes have been delayed until 2011/12 and will be detailed further in 
that reporting period. 
 
A positive outcome of this delay has been the highlighting of the increased 
workload and its effect on a committed workforce. 
 
So, in essence, the focus of the first years has been on the primary care 
environment and the embedding of the PCRN.  The following twelve months in 
conjunction with retaining this focus there will also be a focus on the internal 
structures of the LRN.  This is in response to the successful increased level of 
study delivery and participant engagement within the Spoke areas. 
 
The LRN will continue to support the emerging participation of the non-GP groups 
and this is enhanced by the opening of appropriate studies to which they can 
recruit. 
 
There will be a continued focus on study delivery in accordance with PCRN CC 
targets.  The new Hub structure will be better placed to monitor and coordinate 
the increasing portfolio and level of reporting required. 
 
The LRN will continue to support the TCRNs and CLRNs - the emphasis will be 
more focussed on supporting the specific TCRN to work jointly with the PCRN.  
Importantly this will provide an opportunity for the participating networks to gain a 
more in-depth understanding of our environment.  In preparation for this the 
Spoke teams arrange where possible to meet with the supporting/lead network 
and agree an allocation of responsibility against identified tasks and actions 
therefore collaborating on a joint working plan.  
 
Concerns and risks in relation to these plans. 
A major risk to the delivery of the work plan is the reliance on funding from the 
CLRNs in relation to the newly created posts within the Spoke teams.  These 
posts are required to maintain and increase activity and if funding is not sustained 
the posts will be closed and levels of engagement and activity will be reduced.  
This situation has three identifiable effects: 
× Short term contract holders will seek other employment if insufficient notice 

is given regarding a contract extension.  This creates an unstable workforce 
and lowers morale 
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× There is an increased amount of time spent by the team leaders to provide 

in-service training and support to a constantly changing work force 
× A lack of available support, or a sudden withdrawal of support, in primary 

care settings will discourage participation of health care professionals 
 
The LRN has had to react to a withdrawal of a funding offer in this reporting 
period - in order to protect the effected posts the internal re-organisation had to 
be delayed with the consequences carried by the Hub team and a delay in the 
introduction of appropriate operational systems.  
 
Of concern, although not considered a risk, is that the change of approach by the 
LRN to the methods in which support is given to TCRNs/SGs studies may be 
interpreted as the LRN reducing support.  This is not the case ï the intention is 
for the TCRNs/SGs to view more closely the operational processes required to 
identify PIC and recruitment sites for non-PCRN led studies.  The team is aware 
that this change will require sensitive implementing.  
 
Along with many of the other networks there are concerns regarding the lack of 
available desk space.  As the size of the team has increased there has been 
considerable difficulty in ensuring desk space and IT/communication facilities in 
some spoke areas.  Although the CLRNs have been very supportive in óhousingô 
the CTCs as the team sizes increased this support became difficult to maintain - 
especially within those CLRNs that were themselves increasing.  CD/TV Spoke is 
housed within the N&Y Hub office and is sufficiently resourced as is the WY 
Spoke (thanks go to WY CLRN).  NTW CLRN Senior Manager has 
acknowledged the difficulties of providing desk space and facilities for the NTW 
Spoke and is being pro-active and supportive in identifying possible solutions.  
NEYNEL is an area of specific concern as this spoke team has increased rapidly 
during a period of CLRN team growth and the demands on the CLRN space is 
becoming unmanageable ï the LRN Manager is currently seeking a permanent 
solution to this although it will involve moving the spoke team out of the CLRN 
accommodation.  
 
On a positive note - being able to identify short term funding for a part time CTC 
for Dentistry will support both the local and national remit the N&YLRN have 
developed regarding Dental Portfolio activity.  The engagement of Prof. Patel as 
a Pharmacist Research Champion and his plans to enhance participation of 
primary /community based pharmacists in NIHR activity is welcome as this 
continues to be an area in which the LRN have difficulty engaging.   
  

11. Network Impact 
 
Please refer to Appendix 6 for specific examples of how the network has made 
positive contributions to specific research studies.   

 
In addition, please note other examples of how the network has had a local 
impact. 
× Testimonial from a Practice Manager regarding support from Research 

Facilitator  
 
 
 
 
 
 
 
 

ñSatbir and I have worked on introducing research into two general 
practices.  We have undertaken research projects linked to national 
studies and service level audits/studies at practice level.  Without his 
support and guidance we would not be a Research Ready Practice and 
research would not have become embedded within the two practices with 
whom I work.  In other words - we would not have moved forward so 
quickly and so well without his help.ò  June 7, 2011 

Satti Saggu, Research Facilitator WY Spoke 
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× Insert from Stephen Lock, YSRN Manager in relation to cross-networking 

and study support  
 

 
  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
× Below is evidence of feedback relating to the GCP Training presented by 

the CD/TV CTC Sarah Daniel  
 

 
 

 
 
Alongside of those listed above there has been many occasions during the year 
when the LRN Manager has attended study meetings and Trust Boards where 
personnel have identified successes resulting from LRN team support. 

Prior to this financial year the YSRN had not formally worked with the 
local PCRN (NY).  This is because no primary care research had been 
available in our region.  
As part of our performance improvement plan we spoke to the trial 
manager or chief investigator of every national multi-centre trial on the 
portfolio (regardless of their published openness to new sites) to market 
ourselves.  This paid off when we were able to attract the Past-BP trial to 
our region.  We worked closely with the PCRN NY to setup the trial and 
did everything we could to make it happen quickly.  
More than the short-term benefit this has brought, we now have a good, 
developing relationship with PCRN NY with regular meetings and 
engagement.  We are working together on TASMIN-SR, OTCH & FACE 
TIA.  The Clinical Lead is a member of the network board of PCRN NY 
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12. Flexibility and Sustainability Funding 

 
Please refer to the table in Appendix 7 for information relating to how FSF 
funding was been spent. 

 
Impact:-   
The use of FSF in the PCRN Northern and Yorkshire has had numerous impacts 
on the deliveries of studies either directly or indirectly.  
 
An indirect impact for study delivery is the use of FSF to fund 2 short term fixed 
contract Research Nurse posts in the CD/TV Spoke area of the PCRN N&Y - this 
is a developing area which has had little resource in the primary care setting but 
has demonstrated a growing awareness and interest in NIHR activity.  The two 
part time posts have enabled the Clinical Trial Coordinator to build on a growing 
cohort of practices and to increase both the level of engagement and also the 
number of studies that can recruit in the area. Without these two posts such a 
high level of support could not be possible.   
 
Another impact of FSF use was by enabling an increase of hours so a member of 
the LRN was able to offer extended support to the RSI practices during the 
implementation of the scheme in the NEYNL area.    

 
13. Industry 

 
Please refer to TABLE E for an example of mailings to practices in relation to 
commercial study recruitment. 
 
Common process and practices to identify and support appropriate recruiting 
sites is listed below: 
× expressions of interest/local feasibility: 

When requested by the PCRN CC Industry Manger and/or other NIHR 
partners to recruit study sites the clinical area is identified and practices 
known to be interested in participating in associated research are identified 
and the supporting information is posted and emailed to the nominated 
research lead.  Dependant on the response pathway the LRN ensures that 
any responses are forwarded to the appropriate contact.  If requested, or it 
is considered appropriate, a local feasibility may take place and the 
responses forwarded to the Industry Manager and study teams.  There is 
frequently a low level of response which the LRN team attempt to improve 
by contacting the non-responding practices ï the commonest reasons 
given for a lack of response are due to: 
Time constraints, the study topic, not having sufficient of the required 
patient population, already participating in similar studies, that responses 
previously have been unsuccessful with no feedback  

× supporting practices: 
Support within the practices is two staged ï as stated above where 
possible the LRN support participation by answering queries etc ï although 
many times the level of information available for commercial studies is 
limited.  Supporting selected sites is fairly straight forward as this is site and 
study specific and in partnership with the company Research Officers  

× performance monitoring of sites: 
Ensuring that performance occurs as stated in the protocol is supported by 
the Spoke Nurses and Facilitators and guided by the requirements of the 
study team.  The level of monitoring is dependent on the requirements of 
the company, the complexities of the study and the experience of the 
practice team  
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× working with local secondary care centres to support studies in a PIC 

capacity: 
This activity is undertaken in partnership with the study team and 
associated TCRN/SGs and can range in levels of activity from simple to 
complex depending on the patient population required and the method of 
approach.  Database searches are commonly perceived to be straight 
forward but there are occasions when identifying the patients also requires 
an in-depth case note review and practices then are reluctant to participate 
if it is anticipated that patient response rate will be low  

 
In general working with Industry studies has not been as successful as hoped.  
The commonly stated barriers are: 
× Reluctance to constantly be PIC site 
× Reluctance to refer patients to secondary care recruiting sites outside of 

normal pathway of care - especially at an earlier stage in the 
disease/condition progression than is common practice.  (This also is 
recognised by Trusts as a research referral rather than a clinical referral - 
which has cost implications) 

× Lack of selection of those forwarding EOIs ï we have attempted to improve 
this by obtaining information from the PCRN Industry Manager and 
successful sites in regards to ówhat makes a successful application/EOI ï 
e.g. keywords, experience, facilities, etcô  We are also working towards 
identifying GPs and others who would support us in increasing our 
involvement.  Dr Richard Falk has this role in NEYNL and has had some 
success in site selection using a óhub/spokeô approach.  What also is a 
common request from responding practices is for feedback as why they 
were not selected ï lack of this discourages some from responding to 
further EOIs 

× Timescales for responses is often too short and does not take into account 
how decision making occurs in primary care settings  

 
Despite the lack of consistent success recruiting to commercial studies there has 
been pockets of success, examples are listed: 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  

 
 
 

Sarah Daniel CD/TV CTC writes: 
 
ISICA sites were selected in March, as the ISICA study is recruiting control patients in 
primary care, sites were not required to complete the standard industry EOI form.  
The ISICA team presented in March at our Wynyard meeting, and prior to this 
information about the study and PCRN EOI forms had been sent to practices.  PCRN 
worked closely with the ISICA team to discuss practices who had expressed interest, 
including which practices may require extra support and who would be best for main 
contact in each practice.  As the ISICA study team are based in London, they were 
happy for PCRN staff to conduct the setup visits to practices on their behalf.  Close 
communication between the study team, PCRN and practices has been the key 
success to this study.  Regular feedback from the study team to PCRN regarding any 
practices requiring extra support and also positive feedback on recruitment has 
enhanced the relationship with PCRN and the ISICA study team. 
CDTV CTC attends regular DRN hub meetings to receive updates on industry 
studies.  CTC also is in regular contact with CLRN Industry Manager and is invited to 
site selection and initiation meetings in secondary care to discuss recruitment plans. 
Respiratory study was an example of PCRN offering early support with PIC sites for 
NTEES.  However hospital staff preferred to search through secondary care notes 
and only engaged with primary care at a later stage which proved beneficial to 
recruitment.  The PI has commented that for the next study he will engage with 
primary care much earlier in the recruitment process. 
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14. Working with PCRN Coordinating Team 
 

It has been requested by the LRN: 
× To receive regular updates as the CC teams changes in both personnel 

and roles occur 
× That the Portfolio study front pages on the website are more up to date in 

relation to which studies are open/closed/recruiting, etc., (aware this is out 
of control of PCRN CC but needed to mention it somewhere) 

 
The PCRN CC Team based in London is considered by the N&&Y LRN team to 
be: 
× Helpful 
× Responsive 
× Approachable 
× Supportive 

  
All were named and identified as being an excellent resource. 
 
The CRN CC Team: 
 
The Workforce Development Team was recommended for óoffering fantastic 
support and training for FDP course for GCP.  Use of JISC mail has aided 
the ongoing communication and supportô. 
 
The Communications Team was noted to be óan excellent resource and very 
supportiveô. 
 
 
 

Louise Warner writes NTW Spoke CTC: 
 

The recent Smith and Nephew (PCRN044) study is a good example of how we 
worked with potential sites to submit strong EOIs.  Instead of recruiting via GP 
practices (which was implied) John and I liaised with our local district nurse/tissue 
viability teams to submit a much stronger EOI with access to a much larger 
population of potentially eligible patients (each of the 2 teams I submitted an EOI for 
had access to a population of approx 0.5 million people across 3 PCTs).  
 
At least one of my sites have been selected for a site visit (Iôm awaiting the results of 
the second site at present). 
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Appendix 1 
Network Staff 

 
Name Post WTE Employing 

Organisation 
Funding Start Date End Date Comment  

eg reason for leaving 

Terri Harding Network Manager 1.0 NHS Tees 
(formally Stockton 
Teaching PCT) 

PCRN Core 1/10/06 31/3/13  

Sarah Daniel Clinical Trial Coordinator 0.8 NHS Tees 0.5 PCRN Core 
0.3 CD/TV CLRN 

1/10/06 31/3/13  

John Hodgson Clinical Trial Coordinator 1.0 NHS Tees PCRN Core 15/6/09 31/3/13  

Yvonne Coverdale Clinical Trial Coordinator 0.8 NHS Tees 0.6 PCRN Core 
0.2 NEYNL CLRN 

1/1/10 31/3/13  

Louise Warner Clinical Trial Coordinator 0.75 NHS Tees PCRN Core 1/12/08 31/3/13  

Alison Selby Data Manager 0.75 NHS Tees 0.65 PCRN  Core 
0.1 NEYNL CLRN 

1/10/06 31/3/13  

Margaret Creek Admin Secretary 0.66 NHS Tees PCRN  Core 1/10/06 31/3/13  

Julie Cole Finance Assistant 0.60 NHS Tees 0.45 NEYNL CLRN 
0.15 PCT host 

17/8/09 31/3/12  

Angela Atkinson Research Facilitator 1.0 NHS Tees CD/TV CLRN 12/10/09 31/3/12  

 
New Posts: 

       

Heather Maughan Research Nurse 0.5 NHS Tees PCRN FSF 1/3/11 31/3/12  

Pat Brown Research Nurse 0.5 NHS Tees PCRN FSF 1/3/11 31/3/12  

Satti Saggu Research Facilitator 1.0 NHS Tees WY CLRN 1/7/10 30/6/12  

Julie Miller Research Facilitator 1.0 NHS Tees WY CLRN 23/8/10 22/8/12  

Angela Wray Research Nurse 1.0 NHS Tees WY CLRN 1/10/10 30/9/12  

Monica Lloyd Research Facilitator 0.6 NHS Tees 0.4 NEYNL CLRN 
0.2 PCRN FSF 

1/11/10 31/10/11  
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Name Post WTE Employing 
Organisation 

Funding Start Date End Date Comment  
eg reason for leaving 

Carla Bratten Research Facilitator 0.5 NHS Tees 0.4 NEYNL CLRN 
0.1 PCRN FSF 

14/2/11 13/2/12  

Catherine Wilburn Research Facilitator 0.5 NHS Tees PCRN FSF 31/1/11 1/2/12  

Christopher Bean Admin/Finance Assistant 1.0 NHS Tees WY CLRN 1/11/10 31/10/12  

 
Clinical Lead/ 
Co-Clinical Leads: 

       

Scott Wilkes Clinical Lead 0.2  PCRN Core 1/3/10 31/3/13  

Raghu Raghunath Co-Clinical Lead 0.05  PCRN Core 1/10/06 31/3/13  

Naomi Reay Co-Clinical Lead 0.05  PCRN Core 1/4/07 31/3/13  

James Larcombe Co-Clinical Lead 0.05  PCRN Core 1/11/10 31/3/13  

 
Terminated: 

       

Alina Andres Clinical Trial Coordinator 0.75 NHS Tees PCRN FSF 1/5/10 31/10/10 End of short-term 
contract (maternity leave 
cover) 
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Appendix 2 

PCRN Northern and Yorkshire Management Structure 
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Appendix 3  (page 1 of 4)    
 
PCRN N&Y Management Group Attendance Sheet 15 April 2010 

 
Management Group dissolved, Advisory Board set up in May 2010.  
 

NAME  AFFILIATION  Attended  

Allan House or  
David Pearson 

University of Leeds No 

Anan Raghunath PCRN N&Y Co. Clinical Lead, NEYNL Apologies 

Ann Crosland University of Sunderland Apologies 

Caroline Mozley York/North Yorkshire PCR Yes 

Charlotte Clarke University of Northumbria Apologies 

Dan Herron/ 
Louise Robinson 

North East DeNDRoN Apologies 

Elaine McColl or  
Martin Eccles 

Director Newcastle CTU, University of 
Newcastle,  

Yes - Elaine 

Eugene Milne or  
Stephen Singleton 

North East SHA No 

Hilary Edmondson AHP Representative/Pharmacist Apologies 

Hilton Dixon or  
Wendy Stephens 

Medical Director, Co. Durham & Darlington 
PCT 

Apologies 

Ian Watt or  
Yvonne Birks 

University of York Apologies 

James Larcombe/  
Tim Butler 

Primary Care Representative, CDTV CLRN Apologies 

James Mason University of Durham Apologies 

Jimmy Steele Dental School, Newcastle Apologies 

Lindsay Turnbull NEYNL CLRN Yes 

Mark Walker Director, Diabetes LRN Apologies 

Naomi Reay PCRN N&Y, Co. Clinical Lead, WY Apologies 

Nick Summerton/  
Louise Girardier 

Primary Care Representative, NEYNL 
CLRN 

Yes - 
Louise 

Nicol Ferrier Director, Mental Health Research Network No 

Penny Williams or 
 Chris Price 

Stroke Research Network Apologies 

Richard Errington RM&G/PCT CDTV Yes - 
Richard 

Robbie Foy Primary Care Representative, WY CLRN Apologies 

Rudy Bilous CDTV CLRN Apologies 

Sally Anne Pearson  
(Paul Carder) 

Bradford & Airedale PCT Yes - Paul 

Scott Wilkes PCRN NY Clinical Lead/NTW CLRN Yes 

Shahid Ali Kirklees & Calderdale PCTs No 

Shona Haining PCT North of Tyne Yes 

Simon Howell Clinical Director, WY CLRN  Apologies 

Terri Harding PCRN N&Y Yes 

Tim Goodship Director, NTW CLRN Apologies 

Tricia Ellis NIHR CRN CC Yes 

 
 
 



29 

 

Appendix 3  (page 2 of 4)  
 

 
PCRN N&Y ADVISORY BOARD 

 
Meeting: 21 October 2010, 13:30 ï 15:30  
The Gascoigne Room, Bar Convent, York 

 
(1st meeting of the newly formed Advisory Board [replacing the Management Group]) 

 
Name Affiliation(s) Attended 

 

Ann Crosland Mental Health Research Network  Apologies 

Chris Price OR  
Anne Forster 

Stroke Research Network Apologies 

Chris Welsh Yorkshire & Humber SHA Apologies 

Claire Kelly South of Tyne PCTs Yes 

Claire Seymour  
(Paul Carder deputising) 

Bradford & Airedale PCT Yes 

Dan Herron North East DeNDRoN Yes 

Elaine McColl University of Newcastle Yes 

Hilton Dixon Co. Durham/Tees Valley PCTs Apologies 

Ian Watt University of York Yes 

Jane Nixon University of Leeds Apologies 

Linda Dobranska West Yorkshire PCTs (Wakefield/Leeds) Apologies 

Marie Girdham North Lincolnshire PCTs Yes 

Mark Walker Diabetic Research Network Apologies 

Nick Taylor 
(Louise Girardier deputising) 

NEYNL CLRN Yes 

Nick Wadd Cancer Research Network Apologies 

Rebecca Perrett University of Durham Yes 

Sam Eldabe CDTV CLRN Yes 

Scott Wilkes (Chair) PCRN N&Y / NTW CLRN  Yes 

Shona Haining North of Tyne PCTs Yes 

Simon Howell WY CLRN Yes 

Stephen Singleton or  
Eugene Milne 

North East SHA Apologies 

Sue Smith Kirklees PCT (Calderdale?) Apologies 

Terri Harding PCRN NY  Yes 

Tim Goodship NTW CLRN Apologies 

Tricia Ellis NIHR CRN CC Yes 
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Appendix 3  (page 3 of 4)  
 

 

 
PCRN N&Y Executive Group Meeting 

 
Attendance - From April 2010 to end March 2011 

 
 

Member 
 

17/6/10 19/8/10 11/11/10 17/2/11 

James Larcombe 
 

Yes Yes Yes Yes 

John Hodgson 
 

Yes 
 

Yes 
 

Yes 
 

Yes 
 

Louise Warner or  
Alina Andras  
 

Yes No Yes Yes 

Naomi Reay 
 

Yes No No Yes 

Nick Summerton (ns)/ 
Nick Taylor (nt) * 
 

No (ns) 
 

No (ns) No (ns) Yes (nt) 

Raghu Raghunath 
 

No No 
 

No 
 

Yes 
 

Robbie Foy 
 

No 
 

Yes Yes No 

Sarah Daniel 
 

Yes Yes Yes Yes 
 

Scott Wilkes (Chair) 
 

Yes 
 

Yes Yes Yes 

Terri Harding 
 

Yes No 
 

Yes 
 

Yes 

Yvonne Coverdale 
 

Yes 
 

Yes Yes Yes 

 
Note: No meetings between January 2010 and May 2010  

 
*Nick Summerton left group in January 2011 - Nick Taylor joined in February 2011 
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Appendix 3  (page 4 of 4)  
 

 

CLRN Board Meetings 

Attendance from 1 April 2010 ï 31 March 2011 

PCRN N&Y Representation 
 

 

 NEYNL 
2 Aug 2010 

NEYNL 
19 Oct 2010 

CDTV 
7 May 10 

CDTV 
9 July 10 

CDTV 
15 Oct 10 

NTW 
14 May 10 

NTW 
10 Sept 10 

WY 
9 April 10 

WY 
9 July 10 

WY 22 Oct 10 WY 14 Jan 11 

Scott Wilkes    ã  ã ã   ã  

Terri Harding   ã  ã       

Naomi Reay           ã 

Raghu 
Raghunath 

 ã          

 None Raghu Terri Scott Terri Scott Scott None None Scott Naomi 
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Appendix 4  
 
Template scheme description 

NIHR CRN Primary Care Research Sites Initiative 
Purpose 
The NIHR CRN Primary Care Research Sites Initiative is a scheme to facilitate the delivery of NIHR CRN portfolio studies which require participants 
from primary care sites.  Funding is provided to support the establishment and maintenance of infrastructure in primary care sites to support the 
delivery of NIHR CRN portfolio studies only.  
Background 
This new scheme aims to provide equity and transparency across the country by offering a national framework which allows for local variation in order 
to respond to local needs and circumstances.  Your local CLRN working with the PCRN and other parts of CRN is pleased to be able to offer primary 
care sites the opportunity to apply for this funding to be used as detailed below.    
Who is Eligible to Apply for Funding? 
Primary Care Organisations in [area] can apply for funding on the basis of the level of agreed research activity. [Name of CLRN/PCRN] will offer 
funding at one of [1/2/3] levels as below and we aim to fund [number] of sites at Level 1, [number] at Level 2 and [number at level 3] 
In [financial year] we invite applications from: 
 
  types of site to be funded, e.g. general practice, dentists, pharmacists, walk-in clinics 
 
Sites / Practices which do not wish to enter into a contractual relationship of this type may still conduct NIHR CRN portfolio research on an ad-hoc 
basis and will be provided with the service support resources agreed as appropriate to each study.   
Sites / Practices which only conduct NIHR CRN portfolio industry studies are not eligible to apply for this funding. 
What Funding is Available? 
Level 1 funding at [Insert amount - £1k to £2k] is aimed at organisations that are new to research participation. This is a preparatory or foundation 
level site and a site should not normally expect to remain at this level for more than 1 year. 
Level 2 funding at [Insert amount - £2k to £3k] is aimed at new research active sites that have met the requirements of Level 1 and are ready to take 
on more responsibilities. 
Level 3 funding at [Insert amount - £4k to £5k] is designed for sites where there is more experience and in addition to having a larger number of 
research studies, there are greater responsibilities, including the provision of support and mentorship to Level 1 practices.  
This funding will be paid [quarterly, annually][on receipt of invoice or etc....] in advance or in arrears. 
This funding will be paid in addition to any patient related study-specific service support resources (funding and or staffing resources) provided via the 
Networks.  These will be assessed using the Primary Care Resource Requirement Template. 
Primary care sites in receipt of this funding are also eligible to receive additional funding from other Network sources such as Flexibility and 
Sustainability Funding or sessional payments.  Such payments will be related to clearly defined outcomes which are different to those of this 
infrastructure scheme. 
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What are the Requirements Needed to Deliver at the Various Levels 
Level 1 site requirements:  
 

1. Provide a named contact for studies and agree method of contact and response time with PCRN / TCRNs / CLRN  
2. Provide site profile to PCRN to inform, for example, matching of interests, capacity and capability with specific studies 
3. Work towards RCGP Research Ready Accreditation  
4. Maintain systems for managing research  
5. Ensure at least one member of staff has GCP training   
6. Consider NIHR CRN portfolio studies for the practice to deliver 
7. Attend meetings as agreed (e.g. with other research practices, PCRN, CLRN) and appropriate training  
8. Agree to, and be able to, undertake at least two database searches (resourced separately, on an activity basis) 

Level 2 site requirements ï sites should meet the requirements of a Level 1 site requirements 1-7 outlined above plus: 
1. Achieve RCGP Research Ready Accreditation 
2. Establish a rolling programme for staff to obtain GCP training   
3. Agree to host x studies per annum with at least one involving recruitment at site 
4. Meet a target for patient recruitment (not decided in advance but related to the particular studies) 
5. Contribute to feasibility exercises 

Level 3 site requirements ï sites should meet the requirements of a Level 1 site requirements 1-7 outlined above plus: 
1. Maintain RCGP Research Ready Accreditation 
2. Maintain a rolling programme for staff to obtain GCP training   
3. Agree to host  y studies per annum at least 1 of which will be as a study site  
4. Meet a target for patient recruitment (not decided in advance but related to the particular studies) 
5. Contribute to study adoption processes including assessment of study relevance to NHS, feasibility and do-ability exercises, and/or be an 

early phase site 
6. Provide support and mentorship for practices at Level 1   

x and y will be negotiated locally depending on the needs of the portfolio and availability of portfolio studies.  It should also take into account study 
complexity and any local considerations. 

Monitoring and performance management 
Monitoring and performance management will be carried out by [PCRN/CLRN/PCT] at periodic [6 monthly or annual] performance 
management reviews.    
To Apply for Funding 
If you wish to apply to join this scheme, please complete and return the enclosed application form to [Insert Contact Details]  
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Template Application Form 

 

 

NIHR CRN Primary Care Research Sites Initiative 
APPLICATION FORM 
 
To apply for funding through the NIHR CRN Primary Care Research Sites Initiative please complete all sections of the application 
form below and fax / post to [Insert Contact Details as appropriate]  
 
PLEASE COMPLETE ALL SECTIONS BEFORE SUBMITTING. 
 
Site / Practice Name & Contact Details 
 
 
Address  
 
 
 
Telephone Number 
 
 
Primary Care Trust or NHS Trust 
 
 
Name of Research Lead at the Research Site / Practice 
 
 
Job Role and Research Responsibilities  
 
 
E-mail 
 
 
Has your Site / Practice been part of a NIHR CRN CLRN Research Scheme previously? 
Ã Yes    No  
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Has your Site / Practice undertaken the RCGP Research Ready Accreditation Scheme? 
Ã Yes  
Ã No  

 
Please state what the Site / Practice involvement in research has been (e.g. recruitment to NIHR studies, commercial 
studies, acting as a Patient Identification Centre (PIC) 
 
 
 
Please state what skills the Site / Practice team currently have (i.e. training undertaken, GCP, previous study experience).  
 
 
 
Does your Site / Practice have any dedicated research space or special facilities which would prove useful. Does your 
Research Site / Practice have particular research area interests / specialist knowledge.  
 
 
 
Which funding level are you applying for? 
Which level of the scheme are you applying for? 
Ã Level 1 
Ã Level 2 
Ã Level 3 

Name of Person Submitting this Application-------------------------------------------------------- 
Role----------------------------------------------------------------------------------------------------------------- 
E-mail-------------------------------------------------------------------------------------------------------------- 
Signature----------------------------------------------------------------------------------------------------------- 
Please confirm you understand the funding levels available and the requirements.  
By selecting yes, you confirm that your practice is aware of the application and are in support of it. We may contact you or your 
practice lead during the review process to request more information.  
 
Ã Yes  

 
Ã No  
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Template Agreement 
 

NIHR CRN Primary Care Research Sites Initiative 
Letter of Agreement 

1. Parties to the Agreement 

This Agreement is made between (delete as applicable): 
 

1.1 [Research Site / [the Site] 
1.2 [CLRN name] [the Comprehensive Local Research Network] 
1.3 [PCT or NHS Trust name 1] [the Trust]  
1.4 [PCRN name [the PCRN]  
 

2. Scope of the Agreement 
The Research Site will deliver NIHR portfolio studies in accordance with the Level and Site requirements attached at Appendix 1.  
The Research Site will nominate a lead clinician GP or researcher at the Site who will be based at the Siteôs premises. The 
research will be conducted at the Siteôs premises or on other NHS premises and will be subject to the Research Governance 
Framework for Health and Social Care 2005 with the research conducted to the Good Clinical Practice Standards as appropriate.  
 
3. Funding  
The Research Site will receive the level of funding as described in Appendix 2. This will be paid in [quarterly payments] 
commencing in April of each year, paid in [advance or arrears] as agreed by the parties. The Research Site is still eligible to receive 
NHS Service Support Costs and/or other sources of NIHR Clinical Research Network funding. 
  
[Each quarter the practice will submit an invoice for payment.] 
 
4. Performance Management and Monitoring 
The Research Site will: 
 

¶ Work with the CLRN/PCRN/PCT (please delete as appropriate) to undertake reporting in line with local arrangements.  

¶ Monitor project progress and performance within the Research Site / Practice  
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Reporting of research activity to the CLRN/PCRN/PCT (please delete as appropriate) is required in the format specified by the 
CLRN/PCRN/PCT (please delete as appropriate) and attached.  
The Research Site / Practice will be required to report on performance, impact and finance in a format specified by the 
CLRN/PCRN/PCT (please delete as appropriate) for activities over the previous year. 
5. Amendments to the Agreement 
Parties to the Agreement should review it on an annual basis. 
The provisions of the Agreement may be amended if agreed by all parties in writing.  
6. Resolution of Disputes 
All negotiations and proceedings connected with any dispute arising out of or relating to this Agreement shall be conducted in 
confidence.   
All Parties will attempt in good faith to resolve any dispute promptly through negotiation between their authorised representatives. 
7. Termination of Agreement 
A three month period of notice of withdrawal of the service by the Research Site must be provided. 
A one month period of notice of a change in the delivery of the service must be provided. 
A Research Site which fails to meet agreed targets will have funding removed  
SIGNED on behalf of the Parties: 
For the Research Site / Practice 
By Organisation:  ...................................................................................................... 
Full Name:    éééééééééééééééééééééééééé.. 
Position held: ééééééééééééééééééééééééééééééééé. 
Date: ééééééééééééé.. ééééééééééééééééééééééé.       
For the PCT or NHS Trust 
By Organisation:  ...................................................................................................... 
Full Name:    éééééééééééééééééééééééééé.. 
Position held: ééééééééééééééééééééééééééééééééé. 
Date: ééééééééééééé.. ééééééééééééééééééééééé. 
For the Other Parties (please delete as appropriate) 
By Organisation:  ...................................................................................................... 
Full Name:    éééééééééééééééééééééééééé.. 
Position held: ééééééééééééééééééééééééééééééééé. 
Date: ééééééééééééé.. ééééééééééééééééééééééé. 
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NIHR CRN Primary Care Research Sites Initiative 
Level and Site Requirements 
LEVEL FUNDING DESCRIPTION OF SERVICES 

1 £1K - £2K Level 1 Research Site / Practice Requirements: The site should meet the following requirements:  
 
1. Provide a named contact for studies and agree method of contact and response time with PCRN / TCRNs / CLRN  
2. Provide site profile to PCRN to inform, for example, matching of interests, capacity and capability with specific studies 
3. Work towards RCGP Research Ready Accreditation  
4. Maintain systems for managing research  
5. Ensure at least one member of staff has GCP training   
6. Consider NIHR CRN portfolio studies for the practice to deliver 
7. Attend meetings as agreed (e.g. with other research practices, PCRN, CLRN) and appropriate training  
8. Agree to, and be able to, undertake at least two database searches (resourced separately, on an activity basis) 
 

2 £2K - £3K  Level 2 Research Site / Practice Requirements. The Site should meet the requirements of a Level 1 site requirements 1-7 
outlined above plus: 
 
1. Achieve RCGP Research Ready Accreditation 
2. Establish a rolling programme for staff to obtain GCP training   
3. Agree to host x studies per annum with at least one involving recruitment at site 
4. Meet a target for patient recruitment (not decided in advance but related to the particular studies) 
5. Contribute to feasibility exercises 
 

3 £3K - £4K  Level 3 Research Site / Practice Requirements. The Site should meet the requirements of a Level 1 site requirements 1-7 
outlined above plus  
 
1. Maintain RCGP Research Ready Accreditation 
2. Maintain a rolling programme for staff to obtain GCP training   
3. Agree to host  y studies per annum at least 1 of which will be as a study site  
4. Meet a target for patient recruitment (not decided in advance but related to the particular studies) 
5. Contribute to study adoption processes including assessment of study relevance to NHS, feasibility and do-ability exercises, 

and/or be an early phase site 
6. Provide support and mentorship for practices at Level 1   
 

The funding available through this scheme is in addition to other sources of funding.  
Sites will be eligible to receive per patient service support costs and/or other network resources.  
Individuals and teams may receive sessional fees but the outcomes of these must be clearly defined and be separate to the requirements of the scheme.   
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Appendix 5 

 
PCRN N&Y LRN Work Plan 2011/12 
 
 
 

NHS Engagement 

Objective Action Purpose Evaluation/Evidence  
Sustainable working within a 
changing environment 

Retain communication with local 
NHS Trusts and emerging Clinical 
Commissioning Groups 

Information sharing to promote 
engagement of research within 
core activities 

Evidence of a continuing research 
engagement. 
CCGs listing research activity and 
support within the óStatement of 
intentô demonstrating the inclusion 
of research within normal 
business 

Provide opportunities for Health 
Care Professionals to develop 
research skills 

Promote the evolving óHub and 
Spokeô arrangements in RSI and 
other recruiting sites. 
Support development of 
Research Champions as source 
of local expertise 

Provide area for personal and 
professional growth and learning, 
encouraging movement from ï 
supporter > collaborator > 
investigator. It is intended that 
such growth will retain 
engagement 

Measureable involvement in 
research development e.g. 
contact with research teams and 
HEIs, involvement in pre-portfolio 
feasibility. Contributing to locally 
developed portfolio studies. 

Development of a local Portfolio 
(including more complex studies) 

Attract increased number of 
interventional/complex studies 

Retain interest of practices and 
individuals as they gain 
experience 

Achievements of recruiting 
targets. The increased ability to 
identify own solutions. Continued 
engagement with NIHR 

Retain RSI schemes with all N&Y 
LRN Spokes  

Ensure continued funding and 
support of CLRNs 

Maintain interest and support of 
primary care and health care 
professionals by retaining a 
purpose for engagement  

Continued and increasing 
numbers of applications to be 
involved in scheme. Continued 
achievement of goals within each 
RSI site 

Collaboration with NHS Trusts 
(and/or local Clinical 
Commissioning Groups) 

Ensure representation on all 
appropriate Trust Boards  

Support expertise within local 
Trusts 

Regular two way communication 
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Managing Performance 

Objective Action Purpose Evaluation/Evidence  
Achievement of locally agreed 
PCRN CC objectives 

Setting realistic and achievable 
targets 

To contribute to PCRN CC  
central objectives in meaningful 
manner  

All agreed goals achieved 

Re-organisation of the N&Y Hub 
(Admin Base) 

Review current roles against 
workload patterns and capacity 

To increase the effectiveness and 
efficiency of central N&Y LRN 
support to Spoke areas to ensure 
performance retained at high 
standard 

Improved performance and 
streamlined, manageable 
processes 

Increase engagement of CLRN 
SGs and TCRNs 

Regular purposeful meetings with 
actions 

To ensure delivery of objectives 
and achievement of specific study 
objectives 

Collaborations with measureable 
outcomes e.g. study delivery, 
increased number of recruiting 
sites. Joint events, natural 
partnerships. 

Identification of required facilities  Identification of study specific 
activities and therefore required 
tangibles and staff support  

To promote efficient and timely 
delivery of study actions  

Ability to ensure all requirements 
available which results in delivery 
of NIHR activity to high standard 

Working Smarter 

Objective Action Purpose Evaluation/Evidence  
Provide Trust and Study based 
information ensuring high 
standard of performance within 
LRN team 

To develop N&Y LRN SOPs To provide information to promote 
and support safe practice 

Feedback from LRN team. 
Evidence of use. 

To offer an efficient service to 
users 

Introduction of new operational 
structure in N&Y LRN Central 
Hub 

To introduce an enhanced level of 
support to the LRN team by the 
development and implementation 
of óLEANô processes 

Efficient systems with no Hub 
related delays. 

Increase level of collaboration 
with TCRNs and CLRNs 

Introduction of regular meetings 
and communications 

To support information sharing 
and understanding of work 
patterns 

Feedback from others. Regular 
use and adherence to newly 
implemented óTask/Responsibilityô 
Allocation Log. 
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Appendix 6 

Network Impact 

Study Name & Number/Impact 
Type 

How the Network Supported the 
Study 

Barriers/Obstacles Overcome Outcome 

PAST BP/ 5987 
Impact type ï study support, 
cross-networking  

The PCRN N&Y undertook site 
identification and support ï this 
included supporting the practices 
identify and approach patients as 
well as supporting the nurse 
activity during patient visits. 
The LRN also allocated a 
Research Facilitator to act as a 
study lead for the N&Y area ï 
ensuring each site had 
undertaken training and received 
all necessary documentation and 
equipment alongside being the 
LRN contact for the study team 
and SRN  

Initially activity was slow due to 
study team changes and the 
identification of appropriate sites. 
The required attendance of practice 
staff at training events also 
hindered the opening of some sites 
on time. The complexity of the 
study resulted in some practices 
displaying a reluctance to 
participate ï this improved once 
understanding of the level of 
support available was evident. The 
identification of patients suitable for 
the study was time consuming so 
LRN support was crucial for the 
practice teams. 

 Although requiring a short 
recruitment extension the study 
target was achieved.  
 
 

 
óLots of reasons to be cheerful. I'm 
delighted that we're finally seeing 
your Past BP patients on the 
national SRN reports so we're 
officially over the 400 mark. I can't 
thank you enough.  
 Thank you and your team for all 

your support, Stephen 
  
Stephen Lock 
YSRN Managerô 

AESOPS/3796 
Impact type ï advice re 
recruitment pathway, support 
with recruitment  

The CTCs identified that the 
selected recruitment pathway 
was hindering recruitment and 
worked with the team to identify 
a more appropriate process, 
once agreed and approved the 
LRN worked intensively to 
identify sites and then to support 
the sites as the workload in 
approaching suitable patients 
was intensive 

Level of workload required by the 
practice in contacting the patients, 
initially one to one and then 
involving large mailings.  
End of recruitment end of funding 
occurred during this period and an 
application for extension was 
required (HTA interview was 
attended by LRN Manager to 
demonstrate support) 

Study closed within the new 
timeframe and achieved 
recruitment target. (This study 
was used as an impact 
statement last year but 
included to provide an update 
now study complete) 

DARE ï Diabetes Alliance for 
Research in England/3815  
Impact type ï preparation of 
guidance documents for 
practices, support with 
reluctance of practices to 

The NTW Spoke worked 
alongside the DRN team to 
ensure that reluctance to 
participate was overcome. This 
included designing a flow chart 
of activity required in the 

Recruitment of practices due to 
workload and perceived complexity 
of study activity  

Improved site and patient 
activity now contributing to 
recruitment regaining 
momentum. 
Work undertaken will now be 
used in other areas to support 
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participate practices, the identification of the 
SSCs (complex due to the 
number of organisations 
involved) and active support 
within sites with activity 

activity. 
Involvement in this study has 
informed practices of their 
óhidden abilityô and engaged 
professionals who previously 
had been reluctant to support 
colleagues with research 
participation  

3C ï Cough Complication 
Cohort/7647 
Impact type ï site identification 

LRN team worked with recruiting 
sites to explain use of database 
and submission of data via web 
based documentation 
LRN team worked with the study 
to identify IT problems   

Practices were reluctant to 
participate as they viewed the 
recruiting process too lengthy 
during a consultation as 
recruitment is opportunistic, 
alongside of which those initially 
responding were concerned with 
the frequent IT problems they 
encountered whilst using the 
system  

A better understanding of the 
process by the practices has 
enabled the LRN to achieve its 
site number target, patient 
recruitment is improving.  

ISICA (Breast Cancer & 
Diabetes)/9539 
Impact type ï site support  

The Spoke team in CD/TV have 
worked closely with the Study 
team to identify appropriate sites 
and then followed this up by 
supporting the practice teams 
during the patient identification 
process ï answering queries and 
offering practical assistance 
where required.  

Lack of experience with patient 
identification and approaching 
patients in some practices was 
identified as a possible obstacle to 
achieving the high level of patient 
participation required ï although 
the practice teams have been very 
keen to participate once they 
became aware of level of support 
available  

 
Recruitment is still in progress 
and on target.  
 

ñIt is great pleasure working with PCRN NY. After a very successful GP Research session in March 2011, 17 practices are actively 
supporting our ISICA study and contributed with 165 participating control patients to date. The team maintains close communication with 
practice staff and is incredibly supportive, ensuring smooth patient enrolment and data collection processes in GP practices. Thank you for 
your great support.ò Stefanie Pohlmann, ISICA Project Manager 
With thanks 
Jennifer Beharry 
Associate Project Manager ISICA 
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Appendix 7 
FSF Funding 

 

Name of Recipient Amount of FSF Funding Purpose FSF Category 1-5* 

Yvonne Coverdale PCRN N&Y  £3786 Temporary increase of hours  1 

Heather Maughan PCRN N&Y  £17,100 Short term contract Research 
Nurse  

6 

Pat Brown PCRN N&Y  £17,100 Short term contract Research 
Nurse 

6 

    

    

    

    

    

    

 
 
 
 
*FSF Categories 
 

1.  The research-related component of an NIHR Faculty member's salary which is not covered by other NIHR sources  
2.  Salary costs of new staff, who are expected to be Faculty members, but who have not yet obtained funding from the other NIHR sources  
3.  Salary costs of existing Faculty members who are between grants  
4.  The time of Faculty members in contributing to the wider research endeavour (e.g. membership of peer review panels)  
5.  The research-related time of NHS-employed scientific, administrative and secretarial staff who are supporting Faculty members in their NIHR-related work  
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Table A 

PCRN N&Y: Hub and Spoke Functions and Responsibilities 

Definition = Hub is the centre admin base and from where main managerial direction occurs (led by Network Manager), Spokes are the 

Local Research Clusters and focus, mainly, on local NIHR activity (led by Clinical Trial Coordinator). 

 TASK NOTES RESPONSIBILTY  HUB Communication 
1 Adoption to local portfolio of  

External studies and decision 

of capacity re support  

Studies led by external academic centres 

and/or pharmaceutical company and where 

there are no locally based/named 

collaborators. These studies commonly are 

ógivenô to the LRN, as are the recruitment 

numbers and proposed area for activity etc.  

Network Manager (NM) will 

communicate with Spokes. Local 

Spoke capacity will be determined by 

Clinical Trial Coordinator (CTC) ï 

taking requirements of study into 

account  

1. NM will forward study details to spokes 

(all or selected) 

2. CTC to liaise with Co-Clinical Lead ï if 

required to agree re capacity and process 

3. To respond to NM re decision (timelines 

for this will require agreement) 

4. Each of these studies will be appointed a 

Lead CTC who will work will the NM to 

ensure delivery of the study and to identify 

any barriers/examples of good practice etc 

 

2 Adoption of  Local Spoke 

studies and decision of 

capacity re support 

Studies led by one of the N&Y based 

academic centres OR an external study where 

there is a locally named collaborator/s within 

one spoke.  

 

Local CTC will assess capacity and 

where required discuss with local Co-

Clinical Lead  

1. Local CTC to confirm with NM - decision 

and plan of action 

2. As per point 4 above 

3 Adoption of  N&Y Local 

studies and decision of 

capacity re support 

Studies led by one of the N& based academic 

centres OR an external study where there is a 

named collaborator/s which Cross spokes    

Local CTCs will collaborate to assess 

capacity and process for cross-spoke 

working. To discuss with local Co-

Clinical Lead if required. 

 

1. Lead CTC to confirm with NM ï decision 

and plan of action   

2. As per point 4 in Task 1 

4 Adoption of Industry studies Industry studies require a very quick 

turnaround time. 

Feasibility to be arranged, if required, by NM, 

(this is commonly undertaken by NM and 2/3 

RSI GPs but may also involve 1/2 of the 

Clinical Leads) 

Spoke CTCs to arrange mailout for 

Expressions of Interest  

Led by NM  

Actions agreed with each Spoke CTC ï 

level of involvement may differ, 

although once EOIS returned to the 

PCRN Industry Manager there is little 

input required from CTC outside of 

general support to sites selected as 

majority of support given by 

Pharmaceutical company. 

 

1. NM to email information to those selected 

re feasibility (if required) 

2. If study accepted - NM to email all 

information for mailout to selected Spoke 

CTC and N&Y Data Manager 

3. If study not accepted NM to inform PCRN 

Industry Manager 

4. All EOIs to be forwarded to PCRN 

Industry Manager and N&Y data Manager 

5. As per point 4 in Task 1   
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 TASK NOTES RESPONSIBILTY  HUB Communication 
5 TSLRN/CLRN SIG Studies in 

N&Y area active within 

primary care but requiring 

little support, if any from 

N&Y LRN    

Many TSLRN studies are active within 

primary care but this activity is commonly 

relating to the identifying of ócontrolsô for 

patients identified within secondary care 

settings or patients within secondary care 

based studies that require follow up activity 

that can be delivered within primary care. 

These studies rarely require anything other 

than SSCs, communication with practices, 

general advice to the study team or TSLRN  

 

NM to communicate with Spoke CTC 

re facilitation with TSLRN team or 

study team 

1. NM confirms that requested activity can 

be supported i.e. notification to practices 

re specific study, confirm with appropriate 

CLRN that SSCs are required and agree an 

amount ï in collaboration with TS Lead 

CTC and any other Spoke CTC involved  

6 Co-adopted TSLRN/CLRN 

SIG studies   

There are a significant number of TSLRN (or 

CLRN SIG) studies in N&Y for which the 

level of support required by the N&Y LRN 

necessitates co-adoption. These studies can 

either be delivered totally by the PCRN N&Y 

or by the CTCs working with the TSLRN 

team    

NM to discuss with the TSLRN NM 

then communicate with Spoke CTCs to 

facilitate 

1. TS Lead CTC, along with Spoke CTC/s to 

assess capacity to support óN&Y aloneô 

studies 

2. TS Lead CTC to communicate with 

TSLRN Team for óN&Y/TS collaborateô 

studies ï roles and responsibilities to be 

agreed, listed and forwarded to both NMs 

3. Where both networks are working together 

regular meetings with/without study teams 

are to occur and be minuted. At end of the 

recruitment period a óclose downô meeting 

is also to take place with both LRN teams 

and NMs ï if required the appropriate Co-

Clinical Lead will be invited to attend.   

 

7 TSLRN Communication 

responsibility  

The N&Y area currently has 4 CLRN 

Networks all with significant numbers of 

SIGs, there are also 2 SRN, 1 DRN, 4 CRN, 1 

MHRN, 1 Dendron and discussions are 

currently taking place to in relation to M4Kids 

having a greater presence in the West 

Yorkshire area. As a consequence the N&Y 

are required to offer support and resources to 

ensure that these LRNs studies can be 

delivered in primary care settings. There are 

also studies on the various network portfolios 

that we are in a position to support.  

 

 

 

Each Spoke CTC and Research 

Facilitator has a defined responsibility 

for communicating with one of the 

TSLRN in relation to study activity. 

One CTC has responsibility for 

maintaining up to date information 

relating to SIG studies.   

1. Responsible CTC/RF to regularly view the 

TSLRN portfolio of studies to identify 

possibility of recruiting to a study 

2. CTC to discuss with NM possible study. 

3. NM to discuss with TSLRN, if 

appropriate, if the specific TS working on 

study and possibility of opening study in 

N&Y primary care settings. 

4. Where no TSLRN presence, or where 

TSLRN not working with study, CTC to 

contact study team communicating 

capacity to open study in N&Y. 

5. CTC to discuss with Study team any 

forward plan and inform NM 
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 TASK NOTES RESPONSIBILTY  HUB Communication 
8 Service Support Costs  These are usually worked out in collaboration 

with the CLRN Lead Network and the PCRN 

Lead Network and shared nationally. If the 

N&Y is the lead network or the SSCs have not 

been prepared then we will be requested to 

undertake this task    

To be undertaken by the Lead/Spoke 

CTC and NM 

1. Lead/Spoke CTC to draft cost and 

communicate with NM using PCRN 

Template. SSCs Template to be forwarded 

to Study team for opinion and 

confirmation of agreement. 

2. CTC to confirm SSCs with NM then to be 

forwarded according to local and study 

arrangements to the CLRN/PCT for ósign 

offô. (Each CLRN area has individual 

process for agreeing and paying SSCs and 

each CTC and the NM are aware of the 

processes) 

3. The SSC template can be forwarded to 

CLRN/PCT by the N&Y CTC/NM or the 

study team ï this is agreed per study 

4. If any of the above not suitable the NM 

will cost the SSCs and converse with the 

study team and/or the CLRN as 

appropriate.  

9 Recruitment of Research Site 

Initiatives (Research 

Practices)  

The recently released working paper in 

relation to the levels of active involvement 

and fees is currently the óyardstickô by which 

the 4 areas of N&Y are working towards. 

The NM requires regular updates of 

involvement and activity ï these can be 

presented at the bi-monthly executive 

meetings  

Each Spoke CTC needs to be in contact 

with the CLRN/PCT to ensure that this 

is a transparent process open to all 

HCPs within their area and therefore 

the CTCs need to be in communication 

with the CLRN personnel responsible 

and able to support the CLRN/PCRN 

Strategy  

1. Spoke CTC to communicate with CLRN 

re process for selection and support 

2. Spoke CTC to be actively involved in the 

mentoring/monitoring of the selected RSI 

sites 

3. Spoke CTC to provide regular updates on 

activity 

4. Spoke CTC to write annual report of 

activity in March 

  

10 Recruitment of Primary 

Care/Community sites 

NM requires quarterly updates of number of 

sites active within Spoke areas  

Local Spoke Strategy for increasing 

involvement of number of 

sites/personnel/patients 

1. Spoke CTC to forward regular updates of 

activity (as CTCs also required to present 

such information to the bi-monthly 

executive this information can then be 

forwarded to NM) 
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 TASK NOTES RESPONSIBILTY  HUB Communication 
11 Line Management of Staff PCRN N&Y is a centrally managed network 

hosted by North Tees PCT. It has a main 

admin base (Hub) and 4 Local Research 

Clusters (Spokes)   

Each of the Spokes are the 

responsibility of the CTC based in the 

location, with support of the 

appropriate Co-Clinical Lead  

 

 

 

1. The NM has overall line management of 

all N& personnel and at present undertakes 

all annual appraisals. 

Spoke based personnel are operationally 

managed by the Spoke CTC (and who will 

contribute to the annual appraisal of these 

spoke PCRN based personnel)  

12 Training of sites for 

GCP/Valid Informed Consent/ 

Research Ready/ Working 

with Industry 

 Spoke strategy re signposting to NIHR 

T&E/Local CLRN training events/NHS 

or HEI training programmes 

1. NM to disseminate relevant 

national/regional training 

2. Spoke CTCs to inform all of local 

initiatives open to all areas 

3. Spoke CTCs to encourage uptake of 

relevant training and conference 

attendance to recruiting sites 

 

13 Training/Personal 

Development of N&Y Team 

Training for delivery of studies and NHS Host 

mandatory training information is available on 

request from admin base and KSF website  

Led by Spoke Strategy 1. Spoke CTC to ensure access is available  

2. NM and CTCs to disseminate information 

of trainings available 

3. Spoke CTC and NM to encourage PDP 

achieved  

 

14 Development of PCRN Spoke 

strategy in line with CLRN 

Business Plan  

CTCs will need to access their CLRN 

Business Plan from NM 

Led by NM with Spoke CTC  1. Spoke CTC to communicate with NM for 

overview of targets and outcomes ï to be 

used for PCRN N&Y Annual Report and 

future Strategy 

 

15 Development of Local 

Research Champions  

As well as encouraging GPs and other PC 

HCPs to óchampionô local research and 

involvement with MIHR studies there is a 

need to broaden the involvement of primary 

care professionals in the activities of the 

CLRN SIGs 

Spoke Strategy 1. Spoke CTC to develop such participation ï 

increase uptake to be demonstrated by 

annual feedback to NM 

This document is the work of Ros Salter PCRN Network Manager Central England and was adapted to fit the local situation of PCRN N&Y with her permission.   
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TABLE B  

Study Activity:  

Study Successes  

Study ID 

number  

Study 

Acronym 

Comments 

3815 DARE The lack of a sponsor meant study could not continue/progress.  The PCRN worked with the DRN and the participating 

sites once the study re-opened and there has been >500 patients recruited to date, achieving the agreed local target and is 

now extending beyond original geographical boundary due to success.  

8220 FICTION 

(pilot) 

The study was to recruit children with decay (necessary to study) but these were under-represented at recruiting sites (the 

selected sites were early implementers of best practice in children).  The sites had been identified by the study team and 

were predominantly paediatric GDPs.  The PCRN were able to identify further sites (non paediatric GDPs) which 

increased accruals significantly.  Although the study did not reach the proposed target the N&Y area were the highest 

recruiting area nationally and contributed sufficiently for the main study to be considered for further funding.  

7716 ACUDEP This was a very well planned study where the study team were communicative with both the PCRN and the participating 

sites and so resulted in a collaborative effort to achieve recruitment with many of the sites achieving (or passing) the 

agreed targets 

4115 REEACT Although slow to commence due to changes in the study team this study was well supported in the participating sites by 

the study team who met regularly with both the PCRN and the MHRN to monitor progress. 

5987 PAST BP  This study required a high level of support from all the spoke areas ï typical of the resource required is explained in the 

following statement: 

YSRN requested assistance in running this study which is primary care based.  The team worked to identify 8 sites, 

providing the initiation and training of the practices along with the study team.  We were required to assist with the 

searches and mail outs to the patients and have provided nurse and facilitator support for the research clinics 

undertaking both clinical functions and the data collection on physiological assessments.  The study, although 

having to extend recruitment by 2 months, will finish with 100% recruitment. 

This level of support was mirrored in all the N&Y spoke areas ï alongside of which the Research Facilitator based in 

CD/TV (Angela Atkinson) took on the role of Study Lead within the LRN - acting as the contact for the study team as 

well as ensuring all the LRN team had all requirements.   

 SUPAC  SUPAC This is a CRN study with a complicated setup requiring the targeting of practices in specific Social Deprivation 

Index score areas along with a high incidence of lung disease.  The search and identification of suitable patients required 

considerable input from the Practice Managers and administrative staff.  PCRN assisted in approx 20 sites, to do this 

preliminary work and provided assistance to the study team when visiting sites to collect the research data.  The study 

finished on time and target in the N&Y region. 
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4811 MMR  This study recruited in Leeds and Wakefield requiring careful selection of sites as the social deprivation indices of each 

practice population was key to the study question.  Although we recruited the required number of practices as per study 

design the response from each site was under the expected 10 ï 15%. However the returned data was of sufficient quality 

for the interim analysis to provide statistical significance and validated the hypothesis.  The óadded valueô of this study 

was the relationship between the study team and the LRN that developed and has contributed to further studies in 

preparation for primary care. 

5037 HFINCH The study team worked directly with the Care Homes involved.  The N&Y identified FSF support enabling a clinician to 

also work with the staff within the care homes during the recruitment period.  The benefit of such involvement had not 

been recognised until the study opened and it was this active involvement that contributed to the recruitment success.   

4217 EPIC  The CD/TV Spoke team distributed directly to the practices the questionnaires that required completing and followed up 

the individual responses ï as the sample group were GPs it was recognised that this is commonly a óhard to reachô group 

and the study team were receiving a poor uptake but of the 100 questionnaires distributed by the team 95 were returned 

completed. 

7151 EXANATIDE 

DRN 331 

This study required the identification of PIC sites ï although the study was difficult to recruit to the LRN did contribute to 

the recruiting centre achieving its recruitment target.  Comment from the DRN Nurse: óThank you for your help in recruiting to 

this study.  This centre screened 12 patients and randomized 8 which is excellent. (The target was 6!)ô 

 

 

Studies with Challenges 

Study ID 

Number  

Study 

Acronym 

Comments  

4412 EUDragene The database search required to identify possible participants was complex and very time consuming ï it commonly took 5 

hours to complete and the number of patients identified was very low or nil.  This was disheartening for the practices that 

had agreed to support the study.  The study team were open to discussion and did attempt to simplify the search criteria but 

óword got aroundô and we increasingly found it difficult to recruit sites. 

6588 SIGNIFY This is a commercial which we originally considered one that we would successfully recruit both sites and patients; 

unfortunately this has not been the case.  The protocol is very precise in regard to the inclusion criteria and there has been 

difficulty in identifying those patients ï although we are continuing to request practices work as PIC sites for local 

secondary care centres it is still continuing to be difficult. 

3796 AESOPS The LRN worked closely with the study team prior to recruitment commencing but there was difficulty in recruiting patients 

due to the pathway originally chosen.  Following discussions, suggestions and support from the PCRN the study team did 

agree to amend the recruitment process and recruitment improved markedly.  The study team also attended the LRN RSI 

Forums to promote the study which had a positive impact on the uptake from practices.  Although the study did eventually 

achieve an acceptable level of success it was very challenging for the LRN (including the Network Manager attending a 

HTA tribunal to support the study team when it had applied for an extension of the recruitment period and funding grant). 
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8936 BUCCS The study team had decided to restrict recruitment to a specific geographical area and successfully promoted the study at a 

local RSI practices Forum.  They then changed their target deciding to recruit from low socioeconomic areas which 

excluded many of the original sites delaying recruitment as well as experiencing difficulty in recruiting the chosen 

population.  Recruitment has had to be extended both in area and time.  

 DOC  This study has had difficulties from the outset ï in relation to funding, changes of Chief Investigator and obtaining of the 

level of service support costs originally identified by the study team.  Many of the problems have been the result of lack of 

understanding of the networks from personnel who have worked in the NHS previously when óthings were differentô.  There 

has also been difficulty in the site selection ï the LRN were originally requested to recruit 6 sites in two Spoke areas but the 

study team choose to only recruit from practices in one area. This resulted in 3 practices ï who had all turned down other 

studies ï having to be informed of this decision which may have had negative repercussions for the relationship with the 

LRN.  This study continues to be challenging and it remains doubtful that it will achieve its recruitment target.  

 BPH 

(benign 

prostatic 

hyperplasia) 

This is a commercial for which the LRN were requested to recruit practices as PIC sites, the pharmaceutical company 

constantly changed their requirements, changing the costs and recruitment strategy which resulted in the study not opening 

on time and the LRN team being unsure what we were supposed to be asking of potential  sites.  More primary care 

involvement at an early stage may have alleviated the issues regarding recruitment strategy.  The study did not achieve its 

recruitment target and the GPs who undertook a feasibility exercise for the LRN were not positive of the study in its current 

form. 

2502 P3MC The study team would not apply for PCT approval to allow PIC sites to refer to the secondary care site and the study closed 

early due to poor recruitment.  We made many attempts to support this study within primary care including obtaining 

comments and feasibility from both GP commissioners and the PCT Medical Director but had difficulty maintaining a line 

of communication with the study team, it may be that the study personnel had limited understanding of primary care and did 

not understand that we were attempting to assist rather than be a barrier. A main concern was the recruitment required 

referral at an earlier stage than is the normal clinical pathway so there were concerns relating to the cost of research referrals 

and/or inappropriate clinical referrals, the GPs had been willing to undertake the activity within the practices but as it was 

difficult to contact the team we could not discuss options.  
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TABLE C  

 

 

 

Recruitment Targets for 2011/12 V3 

 

Spoke Area Figure to Dec 

2010 

Study Specific 

Adjustments  

Estimated end of year 

figure  

Estimated end of 

year figure 

PCRN/PCT 

activity only  

Estimated end of 

2011/12 figure 

based on 16% 

increase on 

2010/11 

PCRN/PCT activity only 

- Estimated end of 

2011/12 figure based on 

16% increase on 2010/11 

NTW 2953  3543 2442 4110 2907 

NeYNeL 775  930 862 1107 1026 

CD/TV 801  961 517 1115 615 

WY 5274 (BiB 2862) 2412 2894 (plus BiB) 2444 10097 (plus BiB) 4196 

     16,429 (plus BiB) 8,744 

 

 



52 

 

 

TABLE D 

An example of some training events offered by West Yorkshire CLRN in 2010/11  

DATE COURSE LOCATION  PROVIDER 
Apr-10 Delivering GCP Excellence (generic) Rotherham PAN CLRNôs 

Jun-10 Delivering GCP Excellence (ophthalmology) Harrogate PAN CLRNôs 

Friday 11th June 2010 Helping you succeed in NIHR Grant Applications Aspire Leeds RDS 

Tuesday 15th July 2010 Essential Skills for Research Leeds YCRN 

Friday 18th June 2010 Introduction to GCP Airedale, Keighley YCRN 

Wednesday 20th July 2010 Inspection Readiness Leeds YCRN 

Wednesday 21
st
 July 2010 Pan Yorkshire CLRN Conference:  Aiming High Doncaster racecourse Pan CLRNôs 

Tuesday 17th August 2010 Adverse Event Reporting Leeds YCRN 

Monday 23rd August 2010 GCP Update Leeds YCRN 

Wednesday 1st September 2010 Essential Skills for Research York YCRN 

Oct-10 Informed Consent  York PAN CLRNôs 

Nov-10 Introduction to GCP for Pharmacy staff Harrogate PAN CLRNôs 

Wednesday 1st December 2010 (AM) GCP Update Harrogate YCRN 

Monday 24 January  Developing Research Proposals for Funding Huddersfield Royal Infirmary   

Monday 31 January   Searching the Literature to Support your Research 

Bid  

e- Learning   

Friday 11 February  Critical Appraisal Skills workshop Huddersfield Royal Infirmary   

Thursday 17th February 

Attributing the Costs of Research: A Presentation by 

Trudi Simmons from the DH 

ScHARR, Regent Court, 

Sheffield 

RDS 

07 March ï 16 May  

Research in Health & Social Care ï A Practical 

introduction (Course) 

Huddersfield Royal Infirmary   

Wednesday 16 March  

Bradford Institute for Health Research - Research 

into Practice 

Bradford Royal Infirmary   
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TABLE E 
 
PCRN N&Y Example of mailings to practices in relation to Commercial Study recruitment  
 
 

STUDY SPOKE NO MAILED REPLIES 

PCRN06 
SIGNIFY 

West Yorkshire (PICs) 20 
3 Yes 
2 Maybe 
7 No 

PCRN032  West Yorkshire Emailed 8  
3 Y 
1 N 

PCRN033  West Yorkshire Emailed 8 
1 Yes  
4 No 

DRN222 West Yorkshire Leodis  1 Yes 

CCRN513 CDTV 25 2 

NCRN - ISICA CDTV 25 16 

QUINTILES DIABETES 
PROGRAMME 

CDTV 25 1 

DRN553 CDTV 20 0 

CCRN126 COPD CDTV 
4 (individual approaches by 
consultant) 

3 

PCRN021 CDTV 20 3 
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CCRN127 PARADIGM CDTV 20 1 

DRN220 LANSCAPE CDTV 20 1 

DRN331 Exenatide 
CDTV 
 

20 3 

DRN222 ï SCALE CDTV 25 3 

DRN484 CDTV 25 1 

PCRN032 CDTV 25 5 

PCRN033 CDTV 25 0 

CCRn 127 Paradigm NEYNL 1 1 

PCRN06 ï SIGNIFY NEYNL 3 3 

DRN 220 Lanscape NEYNL 
0 ï study stopped due to lack of 
research nurse in York hospital 

0 

DRN 512 NEYNL 1 hub plus 6 potential spokes 
1 hub plus 6 potential 
spokes 

DRN 588 NEYNL 2 2 



55 

 

DRN 341 NEYNL 3 3 

PCRN 033 NEYNL 1 
1 hub plus 6 potential 
spokes 

CCRN 127   
 

NEYNL   

CCRN 229  
 

NEYNL 1 
1 hub plus 6 potential 
spokes 

DRN 222  
 

NEYNL 3 2 

DRN 421 Leader 
 

NEYNL 109 6 

 
 


