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Abstract

This paper reports on a research collective in primary healthcare (PHC) conducted in 
Quebec in 2004. A lead team of investigators synthesized 30 ongoing or recently com-
pleted studies from project description forms filled out by the participating researchers.

The process of the collective is examined by addressing the three main challenges met 
in the course of its completion, namely, (a) the need to derive an analytical framework 
to regroup variables in a meaningful way, (b) the assessment of strength of evidence and 
(c) coping with a mix of quantitative and qualitative studies. Advantages of the collective 
over other forms of research synthesis  include timeliness, low cost relative to the total 
cost of the studies it comprises and the information it generates and, finally, context 
linkage, which enhances relevance but which could limit transferability of the findings. 
Overall, the research collective appears to be a promising tool for research synthesis.

Résumé 
Cet article rapporte l’expérience d’un collectif de recherche sur les services de santé 
de première ligne menée au Québec en 2004. Trente études en cours, ou récemment 
terminées, ont fait l’objet d’une synthèse conduite par une équipe d’investigateurs à 
partir d’une fiche de description des projets complétée par les chercheurs participant 
au collectif.
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Le processus du collectif est analysé en examinant les trois principaux défis rencontrés 
dans sa réalisation, soit (a) la nécessité d’élaborer un cadre d’analyses, afin de regrouper 
les variables d’une manière logique, (b) l’appréciation de la force de la preuve scienti-
fique et (c) la façon de procéder lorsqu’on a des données quantitatives et qualitatives. 
Les avantages découlant du collectif, comparativement à d’autres formes de synthèses 
de recherche sont discutés, notamment son caractère contemporain, son coût mar-
ginal au regard du coût total des études retenues et de l’information produite et, 
enfin, le contexte, qui rehausse la pertinence mais pourrait limiter la transférabilité des 
résultats. Dans l’ensemble, le collectif de recherche semble être un outil prometteur 
pour produire des synthèses de recherche.

T

FINANCIAL RESOURCES DEVOTED TO RESEARCH, AND MORE PARTICULARLY TO 
health services and policy research, have increased considerably in recent years 
(CIHR 2004a). Funding agencies expect that such research will help policy 

makers and managers solve the numerous problems faced by our healthcare system 
(CIHR 2004b; Lomas 2000). Yet, most of the time, research findings are produced 
and disseminated one project at a time, and links with other ongoing projects dealing 
with similar subjects are not generally made. Since research findings take many years 
to appear in the published literature, decision-makers often disregard or distrust them 
because they are seen as outdated (Innvaer et al. 2002; Lavis et al. 2005). To be useful 
to decision-making, research findings need to be produced, synthesized and dissemi-
nated more rapidly (Sheldon 2005; Lavis et al. 2005).

The need for timely synthesis of research findings seems difficult to satisfy using 
traditional methods (Innvaer et al. 2002; Lavis et al. 2005). The research collec-
tive offers an alternative approach that is designed to meet this need (Pineault and 
Tousignant 2001). 

Although both a research collective and a systematic review of the literature can 
produce a synthesis, a research collective differs from a systematic review of the litera-
ture in several respects:

• it involves active participation of the researchers whose studies are selected;
• it also involves the participation of decision-makers, as their viewpoints are con-

sidered in the analysis;
• its findings are timely, based on ongoing or recently completed research, and are 

rapidly released;
• it is context linked, that is, the studies upon which it rests come from well-identi-

fied contexts that increase the collective’s usefulness and pertinence for decision-
makers operating under comparable conditions.

Raynald Pineault et al.
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The research collective can thus be defined as a process of dynamic exchange between 
a group of researchers and a lead team of investigators, resulting in the research syn-
thesis of a limited number of projects on a given subject. In a general sense, the term 
research synthesis refers to the overall process of gathering and synthesizing data from 
different sources; in this sense, a research collective, like a systematic review of the 
literature, can be viewed as a particular form of research synthesis. Alternatively, in a 
stricter sense, research synthesis represents one stage in the overall process of a sys-
tematic review or of a research collective (Mays et al. 2005).

The objective of this paper is to present the approach, process and methods fol-
lowed in a research collective on primary healthcare (PHC) conducted in Quebec in 
2004 and to discuss the main advantages and challenges arising from this experience 
(Pineault et al. 2005).

The choice of PHC as a focus for the collective was based on several considera-
tions. First, major problems in healthcare systems have been identified in relation to 
continuity, accessibility and comprehensiveness, and these phenomena are closely relat-
ed to PHC (Romanow 2002; Wilson et al. 2004). Second, the central role played by 
PHC in healthcare systems has been underscored by several authors, based on empiri-
cal evidence (Starfield 1998; Macinko et al. 2003). Finally, reforms have been initiated 
to address these issues (Showstack et al. 2004). It is thus important to inform deci-
sion-makers about the elements of PHC that seem to be most promising for achieving 
the expected results.

Overview of Methods
The research collective was led by a group of investigators who worked on the synthe-
sis and prepared the report. Initially, a list of Quebec researchers whose work focused 
on the organization of healthcare services was drawn from different sources (research 
agencies, universities, research centres and groups). These researchers were asked to 
submit research projects that would meet the terms of reference of a research collective 
on the organization of PHC. More than 90 submissions were received.

To be selected, a research project had to:

1. focus on PHC services in the broadest sense (projects dealing only with hospitals 
or long-term care facilities were excluded);

2. examine healthcare services (projects restricted to social or community services 
were excluded) and, more specifically, the organization of PHC services;

3. be recent, that is, still underway or completed within the last three years; and
4. have results to present.

The Research Collective: A Tool for Producing Timely, Context-linked Research Syntheses
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Thirty projects, listed in Appendix 1, satisfied these criteria. Researchers from the 30 
projects participated in different steps of the research collective. The high participa-
tion rate throughout the collective can presumably be explained by two factors: (a) 
among the investigators were respected senior researchers and academics who knew 
and shared the values inherent to the research culture and (b) the researchers were 
informed from the start that their papers would be published in the collective as “chap-
ters in a book,” and that their contributions would be recognized and valued as con-
crete accomplishments in terms of knowledge exchange activities.

For each project, the researchers were required to fill out a project description 
form that investigators and researchers agreed upon at a first meeting held in April 
2004. The form specified the information to transmit regarding research questions, 
study objectives, methodology and findings (Pineault et al. 2005).

The researchers briefly presented their projects during a seminar held in June 
2004. A group of decision-makers representing different constituencies (ministry of 
health, regional agencies, public health, PHC organizations) also attended this meeting 
and were asked to react to and comment on the projects. Visual aids used by research-
ers in their presentations, as well as notes taken during discussions with decision-mak-
ers, were gathered and retained as material to be analyzed and incorporated into the 
final report. After the meeting, researchers were asked to revise the project description 
forms they initially completed in the light of other researchers’ presentations and the 
discussions. They were asked to pay particular attention to links among the projects.

Investigators’ initial examination of the 30 project description forms identified 
several recurring themes dealing with concepts and phenomena that are especially 
relevant to ongoing reflections on PHC services, specifically: integration of services; 
interprofessional collaboration; new information and communication technologies; 
and dimensions of service utilization (continuity, accessibility and comprehensiveness) 
and their effects on recourse to emergency room (ER) services, responsiveness, health 
and costs. Investigators cross-referenced the projects to produce a first draft of the 
synthesis, which was sent to researchers for validation.

Researchers’ suggestions and corrections were integrated into the final version of 
the report, which was released at a knowledge exchange meeting on February 3, 2005. 
Half the 100 participants at the meeting were decision-makers.

Challenges and Issues
The synthesis findings are available elsewhere (Pineault et al. 2005). This paper focus-
es on the main challenges faced and on the issues raised in the process of conducting 
the collective.

Raynald Pineault et al.
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Deriving an analytical framework

The first challenge was the necessity to derive an analytical framework in order to 
regroup the variables in a meaningful way. This analytical framework emerged from 
the investigators’ thematic reading of the project description forms (Figure 1).

Following a configurational approach, which sees organizations in terms of con-
stellations of attributes rather than individual characteristics, the investigators exam-
ined the variables, by block rather than individually, because variables were found to be 
closely interrelated within each block (Meyer et al. 1993). For instance, integration of 
services and interprofessional collaboration were found to be core elements of integrat-
ed healthcare networks, and new communication and information technologies, when 
implemented, supported integration. Similarly, continuity, accessibility and compre-
hensiveness were three interdependent dimensions of service provision/utilization that 
very often overlapped in the studies. Consequently, they were deemed more meaning-
ful when examined together. Finally, the block of consequences, such as responsiveness 
and use of ER, clearly constituted a conceptually distinct category. These three blocks 
of variables are shaped and influenced by such contextual elements as geographic char-
acteristics (rural/urban), level and type of resources, availability of technology and so 
on. Theories and concepts referred to in individual studies were implicitly put together 
to elaborate a sort of meta-theory underlying the analytical framework (Pawson et 
al. 2005; Dixon-Woods et al. 2005). Examining the 30 studies together within this 

FIGURE 1. Analytical framework: contextual blocks
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analytical framework made it possible to clarify the links among integrated services, 
interprofessional collaboration, new communication and information technologies and 
indicators of utilization and outcome.

Assessing strength of evidence

The second challenge was assessing the strength of evidence of the findings. The 
investigators did not formally assess the scientific quality of the studies for two rea-
sons. First, the projects had been funded by research granting agencies and, hence, had 
successfully passed the test of scientific merit. Second, the researchers might have been 
reluctant to participate had they known that investigators would evaluate the strength 
of their study methodologies.

In the synthesis, however, the investigators considered certain factors in weighing 
their conclusions, namely, the number of studies associated with specific results and 
their convergence or divergence. Furthermore, the investigators’ judgments and conclu-
sions always referred to the supporting studies, and thus validity could be checked in 
all cases. It must be added that in filling out project description forms, the researchers 
were asked to assess the validity of their own research. Internal validity/credibility and 

external validity/transfer-
ability were assessed by fill-
ing out the grids shown in 
Appendix 2. Note that the 
term internal validity (used 
in quantitative studies) is 
coupled with the term cred-
ibility (used in qualitative 
studies), while the term 
external validity (used in 
quantitative studies) is 
paired with transferability 
(its counterpart in qualita-

tive studies). Both quantitative and qualitative criteria were considered. For example, 
research design, sample size, size of reference population and statistical inference all 
refer to quantitative criteria, whereas intervention and implementation analyses refer 
more specifically to qualitative criteria (Devers 1999). It is interesting to note that the 
researchers’ assessment of their own studies showed high variability and revealed an 
acute sense of critical judgment. For example, concerning internal validity/credibility, 
20% of the researchers rated their research “low” on a three-point ordinal scale, where-
as 37% rated it “high.” Likewise, 20% of the researchers rated their research “low” on 
the scale of external validity/transferability and 30% rated it high.

Raynald Pineault et al.
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The investigators did not take researchers’ self-assessment of the methodological 
value of their research into formal account. They applied implicit rather than explicit 
criteria, in the same manner as expert judgment on quality of care most often rests on 
implicit criteria of what constitutes good medical care (Donabedian 1980). The inves-
tigators went through implicit yet reproducible steps to produce the research synthesis. 
This approach is more in line with Patton’s (1999) view that the confidence placed by 
decision-makers on research findings is mainly based on the credibility of research-
ers/investigators, which, in turn, depends on their perceived competence, integrity and 
judgment.

Mixing qualitative and quantitative studies

As is the case for most syntheses in healthcare, a third challenge was mixing qualita-
tive and quantitative studies in the same synthesis (Dixon-Woods et al. 2005; Mays et 
al. 2005). Of the 30 studies, 18 were qualitative and 12 quantitative. The quantitative 
studies focused more on measures of utilization and outcomes, whereas the qualitative 
ones focused more on organizational modes (e.g., integration of health services and 
interprofessional collaboration). The quantitative studies addressed the question of 
what works, whereas the qualitative ones addressed, to a greater extent, the questions 
of how and why it works (Dixon-Woods et al. 2005; Mays et al. 2005).

Both types of studies refer to different theoretical and methodological perspectives: 
quantitative studies rest upon indicator and statistical analyses, whereas qualitative 
studies rest upon intervention and implementation analyses (Figure 2). The quantita-
tive approach addresses the “what” question and is more amenable to integrative synthe-

FIGURE 2. Complementary use of integrative and interpretive approaches  
in the synthesis
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sis that combines, aggregates and summarizes data. The qualitative approach addresses 
the “how” and “why” questions and is better suited for interpretive synthesis in which 
interpretation of data and inductive judgments are formulated on the basis of concepts 
and theory emerging in the course of the synthetic analysis (Dixon-Woods et al. 2005).

Mixing integrative and interpretive approaches in the synthesis clearly yielded 
added value, as illustrated in Figure 3, which shows four hypothetical studies, two 
quantitative (A  and C) and two qualitative (B and D). Through a re-analysis of the 
indicator studies, it was possible to seek qualitative elements related to intervention 
or implementation analysis but not initially identified by the researchers, and thus to 
extend them into the domain of qualitative studies. Similarly, it was possible to move 
qualitative implementation/intervention studies into the domain of indicator studies 
by paying more attention to the analysis of indicators, which was not the focus of the 
original studies. The net gain, as shown in Figure 3, is represented by the shaded por-
tions of the bars. In this sense, our approach draws upon both thematic analysis and 
narrative synthesis (Mays et al. 2005).

Discussion
Compared to more traditional syntheses, the collective appears to yield significant ben-
efits. At the same time, it raises some problems that need to be addressed.

Benefits

The first advantage of the collective is its timeliness, since it reports on studies that 

FIGURE 3. Value added in synthesizing integrative (quantitative) and  
interpretative (qualitative) approaches 
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are either underway or were recently concluded – a clear advantage over systematic 
reviews based on published material. Adding to the timely character of the collective is 
its rapid completion. Our synthesis took eight months to complete.

The collective thus appears to be an efficient way of synthesizing research find-
ings. Not counting researchers’ and investigators’ time, the cost of this collective was 

about $125,000. Of this 
amount, $44,000 came from 
cash contributions from 
research funding agencies 
and $61,000 represented 
contributions in kind from 
the host institutions. We 
estimated $150,000 to be 
the average cost of each of 
the 30 research projects, for 

a total of $4.5 million.Thus, the cost of the collective represents a small proportion of 
the total cost of the projects. This small incremental cost should encourage research 
funding agencies to support such syntheses on a larger scale. 

An assessment of the return on investment from research collectives could be 
refined by coupling cost figures to utilization of the information generated by the 
synthesis. For example, a survey done among users of this information would enable 
us to determine the type of use decision-makers have made of the synthesized find-
ings: symbolic, conceptual or instrumental (Denis et al. 2004; Huberman 1994). Such 
a survey has already been commissioned by the Canadian Health Services Research 
Foundation (CHSRF) in the case of one policy synthesis (Lamarche et al. 2003). We 
intend to follow the same approach and evaluate the extent and type of use by deci-
sion-makers of the information generated by the collective one year after its release.

Among the main benefits of the collective are the opportunities created for 
exchanges among researchers, investigators and decision-makers. Direct participation 
of decision-makers in the early stages of the synthesis was an effective way to formal-
ize personal contact between researchers and decision-makers and ensure that the lat-
ter applied the results (Innvaer et al. 2002).

Direct involvement of researchers also distinguishes the collective from traditional 
systematic reviews. Through their active involvement, researchers were able to provide 
specific data well adapted to the terms of reference specified by investigators, and to 
tailor these to the project descriptions. Flexibility and adaptation, as experienced in 
the collective, are not generally possible in a systematic review. 

Exchange among researchers working within a shared domain is worthwhile in 
itself. It enables researchers to broaden their perspective through becoming informed 
about their colleagues’ projects and exchanging theoretical, methodological and applied 

The Research Collective: A Tool for Producing Timely, Context-linked Research Syntheses
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aspects of their work. Such access is rare: owing to the mechanisms of project funding 
in research, researchers within a same group or centre are often unaware of their col-
leagues’ research, even on subjects of common interest.

Although participating in the collective demanded a considerable investment of 
time from researchers (who were required to attend three meetings, complete a first 
and then a revised draft of the project description form and then review the final draft 
of the synthesis), nevertheless, their evaluation feedback indicates that they appreci-
ated the exercise, particularly their discussions with researcher colleagues and their 
interactions with decision-makers. These researchers considered the publication of 
their work in the detailed report of the collective and their inclusion in a knowledge 
exchange activity with decision-makers to be valuable steps in advancing their aca-
demic and research careers.

Finally, the fact that the collective is linked and limited to a given context yields 
greater in-depth analysis of the context and its interacting components, consequently 
leading to a better understanding of the contextual environment. In that sense, the col-
lective produces context-sensitive evidence (Lomas et al. 2005). From the standpoint 
of strict statistical inference, limitation to a single context could reduce external valid-
ity/transferability of the results. However, through implementation analysis, transfer-
ability of the findings can be ensured by identifying the conditions under which these 
results are produced. Organizational studies have shown that case studies can be gen-
eralized well beyond the case being studied (Yin 1999). 

Limitations

The process of the collective had limitations that need to be considered. In the context 
of evidence-based decision-making, the greatest and most obvious problem with a col-
lective is assessment of the strength of evidence of the findings. As mentioned earlier, 
the researchers rated their own projects for both internal validity/credibility and exter-
nal validity/transferability using both quantitative and qualitative criteria. Although 
investigators did not use this assessment in their synthesis, it seems an interesting 
avenue to pursue. Indeed, the researchers were critical of their research, as reflected in 
their self-assessment scores. 

Another potential problem is the proximity of researchers and investigators, since 
all come from a small community. Moreover, the investigators participated as research-
ers in 11 of the 30 studies. In synthesizing, there is always the risk of investigator bias 
and lack of objectivity regarding participants’ own projects. Measures were taken to 
prevent this, namely, by having investigators check one another’s projects and criti-
cally revise successive versions of the synthesis. On the other hand, the proximity of 
researchers and investigators could also be seen as an advantage, since investigators 
have a better knowledge of the literature dealing with the study topics and of the con-

Raynald Pineault et al.



HEALTHCARE POLICY Vol.1 No.4, 2006  [69]

text in which studies take place. This better understanding of the healthcare system 
facilitates in-depth and critical analysis of the studies under review. 

By definition, the collective was limited to existing, ongoing or recently completed 
projects. While this limitation ensures the collective’s timeliness, it can also be viewed 
as a drawback. The synthesis report does not refer to the literature dealing with the 
organization of PHC services. Ideally, it would be advantageous to interpret and dis-
cuss the findings of collectives in light of systematic literature reviews of similar topics. 
However, adding a systematic review to the process would lengthen the duration of 
the collective’s work and the project’s cost. Alternatively, the role played by the content 
experts among the investigators could obviate the need for complementary systematic 
reviews while preserving timeliness.

Because of its timely character, the collective runs the risk of disseminating pre-
liminary data that further analysis will reveal to be invalid or, at least, slightly different. 
The synthesis report included cautionary remarks addressing this point. This risk has 
to be weighed against the increased degree of certainty that the findings, though pre-
liminary, can bring to decision- and policy making. Ultimately, decision-makers them-
selves should determine whether the usefulness of the findings outweighs the risk 
inherent in preliminary data. In the case of this collective, decision-makers participat-
ing in the meetings clearly indicated their acceptance of the risk and their high regard 
for the collective’s usefulness.

Conclusion
The collective appears to be a promising tool for research synthesis. The main advan-
tages are its timeliness, its context linkage and the participatory exchange it generates 
among researchers, investigators and decision-makers. It thus meets many conditions 
that have been associated with the application of research findings by decision-mak-
ers (Innvaer et al. 2002; Lavis et al. 2005). Limitations can also be identified from 
this experience and must be addressed to improve the tool. Among them is the need 
to better assess strength of evidence, especially when based on self-assessment by 
researchers, in order to produce evidence synthesis rather than research synthesis only. 
Likewise, to strengthen evidence, the collective’s findings could be triangulated with 
those stemming from systematic reviews of the literature. Finally, special attention 
should be devoted to enhancing participation of both researchers and decision-makers 
in the process. Overall, researchers’ experience of participation was positive but could 
still be improved by establishing a more open and continuous forum of exchange with 
investigators. As for decision-makers, their participation is also important, and meth-
ods must be developed to consider, analyze and integrate their viewpoints into the 
broader context of a deliberative process leading to more enlightened decision- and 
policy making.

The Research Collective: A Tool for Producing Timely, Context-linked Research Syntheses
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Appendix 1: List of the 30 Projects

1. J. Afilalo, A. Marinovich, M. Afilalo, A. Colacone, R. Léger, B. Unger. 
Characteristics of non-urgent patients who go to emergency services and obstacles 
to primary care services

2. A. Battaglini, P. Tousignant, L.-R. Poirier, M. Désy, H. Camirand. Matching 
primary care social and health services to the needs of immigrant populations: 
Impact of multiethnicity on the organization and delivery of services

3. M. Demers. Primary care services in Québec in 2000: Organization, utilization 
and changes in general practice

4. N. Leduc, J. Ricard, L. Farand, D. Roberge, A.A. Gbaya. The outpatient services 
centre as an alternative to hospital emergency services

5. N. Leduc, F. Champagne, S. Bergeron, M. Lafrance, G. Ste-Marie. Study of 
recourse to emergency paediatric services as a substitute for primary care services

6. L.-R. Poirier, R. Pineault, D. Ouellet, J. Gratton. The reorganization of Montreal’s 
health services network: Long-term impact

7. C. Wolfson, L. Lévesque, H. Bergman, F. Béland, L. Trahan, A. Perrault. 
Longitudinal study of the unfulfilled needs for assistance and community services 
among individuals 75 years of age or over

8. M. Clément, D. Aubé, C. Beaucage, M. Tremblay. The continuity of care among 
individuals affected by the dual disorders of mental illness and drug addiction: 
Users’ responsibility and organizational perspective

9. R. Geneau, R. Pineault, P. Lamarche, P. Lehoux. The structuration process of 
general practitioners’ primary care practice: A qualitative study on the constraining 
and enabling properties of organizational modes
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10. J. Haggerty, R. Pineault, M.-D. Beaulieu, Y. Brunelle, F. Goulet, J. Rodrigue, J. 
Gauthier (main project); J. Haggerty, D. Roberge, R. Pineault, D. Larouche, N. 
Touati (hospital emergency services project). The impact of the organization of 
primary care medical services on accessibility and continuity: Factors associated 
with differences in the use of hospital emergency services in rural and urban areas

11. R. Ionescu-Ittu, J. McCusker, N. Dendukuri. Continuity of primary care and 
return visits to emergency departments (ED) based on administrative data

12. J. McCusker, J. Verdon, P. Tousignant, L. Poulin de Courval, N. Dendukuri, P. 
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Appendix 2: Self-Assessment Grids

Assessment of internal validity/credibility by researchers
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How confident are you about the strength of the relationship 
among your variables based notably on:

• Research design

• Sample size (statistical power)
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Assessment of external validity/transferability by researchers
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How easily can your results be applied in other contexts  
based notably on:

• Size of reference population, diversity of studied cases

•  Statistical inference (inference from sample to study  
population)

•  Implementation analysis (can implementation conditions be 
found in other contexts, or be replicated)

•  Intervention analysis (theoretical inference stemming from the 
fact that the studied intervention is based on an explicit inter-
vention theory that can be applied in other contexts)

• Other:
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• Intervention analysis (logic/theory of intervention)

•  Implementation analysis (synergy, antagonism with  
contextual elements)

• Other:
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