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Foreword

Health and health services research is assuming increasing importance world-
wide, but only a relatively few individuals build a successful career in the fi eld. 
For those who wish to embark on such a journey, the road is often unpredict-
able, hazardous and painful. Many people who show early promise never fulfi l 
their ambitions or achieve their true potential. This may be due to a variety 
of reasons, including personal ones, such as a lack of confi dence, vision, energy 
or role model, or system or organisational ones, such as a lack of time, train-
ing, funding or other resources. The world of health research can be harsh and 
ruthless, with only the fi ttest surviving: it is full of individuals with strong 
personalities and ambitions and intense rivalries. Many people simply fail to 
survive because of poor planning, insuffi cient training, not having a mentor or 
support network or simply not working in a culture in which research is not 
only valued but is fl ourishing.

This book, therefore, is a welcome resource for the novice who aspires to 
become a successful health researcher. Written by someone with extensive 
experience and an international reputation in the fi eld, it emphasises the 
importance of planning, strategy, mentorship and critical self-evaluation, and 
addresses neglected issues, such as completing doctoral and post-doctoral 
studies, benchmarking performance, publishing, presenting and interviewing. 
It is very much a practical guide and the author, in his usual frank and witty 
style, offers sound advice and useful tips which can enable the reader to 
succeed. Passion, enthusiasm, humour and good sense shine throughout. This 
book will be an invaluable resource to anyone intent on carving out a success-
ful career in health research.

Professor David R. Thompson, BSc, MA, PhD, MBA, RN, FRCN, FESC,
Director,
The Nethersole School of Nursing,
The Chinese University of Hong Kong,
Hong Kong.
davidthompson@cuhk.edu.hk





Preface

As is often the case, I was never really aware of how lucky I’d been in the 
early days of my research career and all the invaluable support I’d received 
to attain my career goals until very recently. As such, it was only when I was 
asked to share my experiences in developing a ‘successful’ research career by 
the School of Nursing at Deakin University that I was able to identify all the 
critical processes and pivotal events that conspired for or against my aspira-
tions to make research a full-time occupation. For example, I was defi nitely 
not the number one choice for my fi rst-ever job in research with my subse-
quent PhD supervisor and long-term friend and mentor Professor John 
Horowitz from the University of Adelaide in South Australia. Nor would I 
have landed in Scotland to undertake a post-doctoral research fellowship with 
another pivotal friend and mentor in my career, Professor John McMurray, if 
I hadn’t been led to a short-cut to the train station on the last day of European 
Society of Cardiology meeting in Stockholm in 1997. These are past events 
that I had no control over. However, I am now able to refl ect on the choices 
that I made that did have an enormous infl uence on my research career. In 
both of the instances mentioned above, I was challenged to step into the 
unknown and to make the most of opportunities that, at the time, made me 
extremely nervous. True to the maxim that the most interesting people are 
those that are prepared to take risks and continue to learn new things through-
out their life, I’ve come to realise that these nerve-wracking decisions were 
pivotal to my career development. As such, they enabled me to put forward 
a diverse and competitive curriculum vitae relative to my immediate peers. 
I’ve also come to realise that I made a number of strategic decisions that, 
when taken as a whole, provided a strong framework for me to succeed not 
only in the short term, but hopefully in the longer term: only time and my 
peers will be able to judge whether I truly ‘justifi ed my existence’ in the 
research world.

As someone who has been fortunate enough to be mentored by world-
renowned cardiologists during my PhD and post-doctoral fellowship and, in 
more recent years, receive the invaluable advice and friendship of Professor 
David Thompson from the Chinese University of Hong Kong and Professor 
David Wilkinson from the University of Queensland (in their own right, world 
leaders in nursing and medicine, respectively), I have attempted to provide 
the same kind of support to emerging researchers who seek my help – not 
always with the same success but still with the same good intentions!



xii PREFACE

It is within this context that this book articulates all that I have learned 
about becoming a strategic researcher who has been able to overachieve by 
working smarter and more strategically than my otherwise more talented 
peers. It attempts to break down the key to a successful career in health 
research through a systematic analysis of what you can do to both improve 
your curriculum vitae and positively infl uence external factors that will deter-
mine the eventual success or failure of your career. As indicated by the title 
of this book, a successful career in health research is almost always a self-
fulfi lling prophecy. I make no apologies for relying heavily on my own experi-
ences and efforts; nor am I ashamed for calling upon my network of PhD 
candidates and Post-Doctoral Fellows to provide their own insights on how 
they have developed their own research career (see Chapter 8). I merely 
present them as concrete evidence (warts and all) that it is possible to achieve 
something substantive if you are able to think and judge your career in a criti-
cal manner. I invite the reader to be as critical of the contents of this book as 
they would of their own endeavours.

Regardless of your opinion of this book, I wish you good fortune in carving 
out your own successful career in health research and making a signifi cant 
contribution to your chosen area of interest and expertise by considering the 
advice I have offered and adapting it to your own vision for the future.



1 Becoming a Strategic Researcher: 
Increasing your Chances of 
Long-Term Success

INTRODUCTION

As its title would suggest, this book has been specifi cally written for the 
qualifi ed healthcare professional (both junior and senior) who wishes to 
con solidate or build a successful career as a health researcher. However, 
as my research portfolio and responsibilities have expanded, so has my 
appreciation of those individuals (predominantly science and public 
health graduates) who have dedicated their careers to health research 
without undertaking specifi c clinical training. Not surprisingly, I have found 
that many of the career conundrums and issues that I have faced are the 
same ones that my fellow health researchers, irrespective of the presence 
or absence of a clinical background, have grappled with. This book’s 
content and purpose, therefore, are not far removed from those individuals 
pursuing a purely scientifi c research career within the broad domain of health 
research.

It is within this context that this book outlines a range of strategies that will 
increase the probability of building a successful career in health research. 
Signifi cantly, this book contains two key messages listed below that, despite 
their simplicity, are too often ignored by the average health professional con-
sidering an academic or clinical career with a strong research focus. This is 
not so surprising given the general lack of research culture and recognition of 
research within many emerging healthcare disciplines. It is a brave individual 
who declares their intention to adopt a different path from the majority of 
their colleagues and focus on becoming an expert in clinical research rather 
than a singular clinician – even if (as will be explored in Chapter 2) there needs 
to be a synergistic relationship between the two to achieve more effective 
clinical practice and better health outcomes. Given the inherent prejudices 
and ill-informed advice that such a declaration often attracts, a potentially 
promising career can easily lose momentum without careful consideration of 
what is required to achieve that career goal and how it can be reached with 
the minimum of external resistance and personal pain and suffering. Alterna-
tively, there are those within historically strong health professions who are 
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immune to the ‘layers’ of support and positive affi rmation associated with their 
profession and somehow contrive to ‘miss the boat’ towards research success. 
It is for this reason that, regardless of your profession or area of expertise, 
you should carefully consider the following advice:

1. Plan your research career as early as possible – even if it involves initially 
focussing on developing ancillary skills and expertise (e.g. a nurse clinician 
with fi ve years’ full-time experience who then decides to take an interest 
in research).

2. Recognise the strategic importance of every facet of your professional 
activity in moving you towards achieving your ultimate goal.

It is important to recognise, at this point, that in most competitive circum-
stances (i.e. when you are competing with your peers for a position or funding 
support), selection panels will closely examine your curriculum vitae for clear 
links in the chain that are indicative of a progressive professional development 
into someone ‘exceptional to the norm’. Not knowing, or indeed understand-
ing, your personal history or circumstances, a selection panel will usually 
assume that you and your competitors have been given the same opportunities 
and attributes to succeed. What they will be searching for is that rare individ-
ual who demonstrates a single-minded purpose and determination to succeed: 
an individual who has not only worked on their strengths but conquered their 
weaknesses. If your curriculum vitae has ‘winner’ written all over it based on 
past accomplishments, it will foretell more success. Conversely, if it indicates 
past failures, you will have to work harder (if given the opportunity) to con-
vince a panel verbally that there were either extenuating circumstances (e.g. 
you were raising a family or overcoming illness) or that you’ve changed your 
errant ways. Why, for example, should they select you to undertake a post-
doctoral fellowship in a timely and successful manner and build towards a 
substantive research career when your PhD thesis was completed in a less than 
timely manner and/or had little or no impact – other than gathering dust on 
a library shelf?

Rather than wait until the completion of a higher research degree to refl ect 
on your career direction, therefore, it is much better to plan at least two to 
three years ahead for the next crucial step and, in some cases, make long-
term ‘investments’ that may not pay dividends in terms of your research 
career until fi ve to ten years later. In this respect, there are a number of posi-
tive things and factors you can build into your personal plan to succeed as a 
researcher.

MENTORS AND ROLE MODELS

There are very few successful people who would not, at a moment’s notice, 
be able to nominate the people who inspired, supported and/or cajoled them 
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to excel. One of the most positive forces in my own career progression has 
been a select group of senior mentors who have fulfi lled such a role to perfec-
tion at key points in time. Like all relationships, fi nding and maintaining a 
mentor to support you and your career is a two-way process that requires 
commitment from parties, involving a common purpose and direction in addi-
tion to mutual respect. As potent as such a relationship can be, it is important 
to note that ‘pseudo or false mentors’ (i.e. those who are prepared to use the 
relationship and your success to improve their own career!) are common and 
can prove to be a highly destructive force in your career.

It is vitally important, therefore, to recognise the common characteristics of 
a positive and true mentor who will support you for the right reasons:

• usually in a senior role similar to the one you wish to ultimately attain;
• preferably an international expert with good collaborative networks;
• achieved the type of things you want to achieve;
• comfortable in their own role, with nothing to prove in terms of individual 

success;
• readily acknowledge and demonstrate the role of teamwork;
• a good communicator;
• have or had their own mentors;
• not scared to support someone they consider to be more talented than 

themselves;
• prepared to accept that, one day, they might be asking you for a job!

Given the above list, in a positive mentoring relationship, your mentor will be 
prepared to:

• support you unfailingly in public;
• criticise and provide constructive advice in private;
• sacrifi ce their own needs for yours;
• recommend your services to peers;
• assist in any activities that further your career progression;
• persevere with you and affi rm your career goals;
• tolerate irrational moments when all seems to be lost!

Of course, there is no ‘dating service’ for potential mentors and acolytes. 
However, as mentoring is considered to be a core component of being a suc-
cessful academic or clinician, the best mentors are always searching for indi-
viduals who have good career potential and are prepared to spend the time 
making connections (even if they prove that there is no future in that particu-
lar relationship). Building a solid curriculum vitae in the early stages of your 
career and demonstrating the qualities of a ‘winner’ (as outlined) will undoubt-
edly increase your chances of being noticed and invited to discuss your career 
options with a promising mentor. In many instances, a mentor will also act as 
a PhD supervisor, but the two shouldn’t be confused, as they can be mutually 
exclusive. Relying on one key mentor to assist you in your career development 
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is fraught with danger given the inherent risk of illness, relocation or, indeed, 
a falling-out based on personal differences. In many cases, you’ll fi nd that a 
mentoring relationship will naturally evolve without either party’s verbalising 
the underlying process that’s taking place. However, given the risk of relying 
upon a single mentor, it makes sense to seek out a wider circle of mentors 
who can provide additional support.

Over time, a mentoring relationship will naturally evolve and mature much 
like any other relationship, particularly if you are able to close and, poten-
tially, bridge the gap in career progression and achievements. The true test 
of a ‘mentor–acolyte’ relationship is, therefore, time and your ability to main-
tain a sense of respect and even reverence for the person who has helped 
you develop into the person/researcher you have become. Certainly, I have 
struggled at times to maintain ‘equilibrium’ with my earliest mentors. As 
such, the natural tension between developing an individual research identity 
and confi dence has often clashed with a natural deference to a mentor’s 
advice and opinions. However, like any good relationship, open and honest 
communication and empathy with each other’s views and perspectives will 
always prevail, particularly if you are able to develop your own mentoring 
skills.

If many of the concepts and principles described above are similar to those 
found in ‘self-help’ books on building a healthy marriage or family relation-
ship, it should come as no surprise. A positive mentor is worth the time and 
investment to weather changes in the circumstances and status of both parties. 
A false mentor, of course, should be quickly ‘divorced’, particularly if they 
exhibit any kind of abusive behaviour (e.g. taking full credit for your research, 
demoting you on the author list of an important paper or developing the next 
iteration of your research without providing you with the opportunity to 
progress your career).

A key component of a mentoring relationship is, of course, personal com-
patibility, common interests and, in many cases, a true friendship. Not every 
successful individual is, therefore, a potential mentor. In this context, learning 
from individuals who may possess a personality that clashes with your own 
but deserve your respect due to their ability to excel is also vitally important. 
Such ‘role models’ are usually much easier to fi nd than a mentor with whom 
you are able to establish a true connection. The importance of such role 
models should not be under-estimated. If there is someone you are particu-
larly impressed with and would like to emulate, try and fi nd out how and why 
they have achieved what you admire. This may be diffi cult without ‘cross-
examining’ them in detail, but by closely scrutinising what and how they do, 
you should be able to pick up important clues to improve your own success. 
For example, in my early clinical career as a cardiac nurse on a busy Coronary 
Care Unit, I was immediately struck by the calm and reassuring nature of the 
nurse in charge of the Unit. This was never more evident than when the inevi-
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table ‘cardiac arrest’ of a patient occurred. While the attending nurses, cardi-
ologists and anaesthetists alike typically created a heady cocktail of stress and 
urgency that could easily suck the unwary (including yours truly) into a sense 
of panic and disordered thinking, this particular nurse (who always exuded a 
sense of calm and authority) would immediately take control and ensure the 
best of emergency care was delivered. Although I never had the chance to 
talk through how and why he was able to become the ‘calm eye of the storm’ 
in the Coronary Care Unit (he was a very taciturn and private person), I cer-
tainly aspired to exude the same sense of calm and mastery when confronted 
with emergency situations. It was only a few years later, after I had spent many 
hours learning my advanced life support skills and successfully coordinated 
the resuscitation of two patients who had simultaneously suffered a cardiac 
arrest (one patient undoubtedly scared the other to ‘death’ by suddenly col-
lapsing and turning blue) with only one resuscitation cart and, therefore, one 
set of equipment, that I felt that I had mastered some of what this earlier ‘role 
model’ had shown me through actions much more powerful than the spoken 
word. I immediately remembered to calm and focus my thoughts and actions 
many years later (i.e. long after leaving a clinical role), when I was the fi rst to 
arrive on the scene of a ‘head-on’ vehicle accident with multiple casualties and 
more recently when coping with two seriously ill passengers on a long-haul 
fl ight without immediate medical support.

Remaining calm and focussed in the often hectic process of beating a dead-
line for delivering a research application on time is an attribute/goal I’ve 
consistently aspired to as a result of my ‘emergency’ experiences and, of 
course, one of my earliest role models – the ‘icy calm’ charge nurse of the 
Coronary Care Unit. It is in this way that role models, even when they touch 
your life only briefl y, can have a profound and lasting impact on you, your 
career and your overall view of the world. Role models obviously require less 
investment in time and energy, but may well yield similar positive results in 
building a successful research career.

POSITIVE PEER RELATIONSHIPS

No one will really understand what you are experiencing and striving to 
achieve more than your peers in the research world. The term ‘research world’ 
is probably most appropriate in this context given that you are most likely to 
derive the greatest benefi ts from establishing and maintaining contact with 
researchers on a national and international basis as opposed to local level, 
particularly if there is a scarcity of researchers from your own discipline. 
Despite some differences, the process of undertaking a higher research degree 
and striving to move on to a productive post-doctoral position that will lead 
to a permanent research position is the same the world over. Rather than 
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treating every individual in your immediate area of expertise as a rival or 
enemy to be despised and destroyed in case they outperform you and success-
fully compete for funding or a key position, it is more productive to form 
strategic partnerships that will assist you to achieve your short- and long-term 
goals. This may sound dramatic, but the research world is littered with 
individuals who strive to dominate rather than collaborate. Many overly com-
petitive researchers spend precious time and energy working out ways to 
unravel a colleague’s career rather than spending it constructively on their 
own end eavours. To succeed, focus on improving yourself, not denigrating 
your peers! If you are on the end of someone’s vitriol or machinations, take 
it as a com pliment and remember to stay focussed on what you can control 
and achieve. Forming relationships with international peers (usually at inter-
national conferences) is particularly useful and has the potential to facilitate 
the following:

• being introduced to their own mentor(s), who may well be international 
experts in your fi eld of research and may facilitate an academic visit in the 
future or peer-review your next research article;

• undertaking an academic visit at another research institution;
• developing a collaborative research project;
• jointly publishing review papers;
• keeping up to date with the latest research developments or opportunities 

for research funding;
• sharing strategies and ideas to further develop your research skills and 

output;
• providing moral support at key moments (e.g. presenting at a large scientifi c 

meeting);
• arranging an overseas post-doctoral fellowship.

In the longer term, there is a strong possibility that at least one of your 
peers will become an international expert. Future collaborations with such 
a person, particularly with a track record of papers and projects over a long 
period of time, will provide you with greater access to research funds and/or 
the potential to generate a larger number of publications in high-impact 
journals.

HOT RESEARCH TOPICS

As will be discussed in greater detail in later chapters, without a long-term 
career plan, many promising researchers consign themselves to failure from 
the beginning by choosing, or allow themselves to adopt, a mundane or routine 
research programme that is never going to be published in high-impact jour-
nals (see Chapter 8) or attract invitations to speak at international confer-
ences. Quite naturally, many novice researchers regard the opportunity to 
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undertake a PhD as the defi ning moment of their research career and that 
everything will take care of itself thereafter. However, long after the glow of 
self-satisfaction in achieving the hard-earned reward of being called ‘Doctor’ 
has dimmed, many researchers are left to ponder why their ‘passport’ to 
research success has been rejected at the next border. In the majority of cases, 
this will refl ect the fact that a novice researcher has been ‘lost’ within a large 
research programme and their research is either ‘owned’ by their principal 
supervisor or is unlikely to make any immediate impact synonymous with the 
candidate themselves.

As indicated above, a long-term strategic plan that looks beyond a PhD and 
focuses on post-doctoral studies is the best antidote to an ‘impulsive’ decision 
to accept second-best offers to undertake a research programme that will 
ultimately support the career of an established researcher or larger research 
programme – in essence, avoiding a ‘PhD factory’ run by ‘false or pseudo 
mentors’ who are still striving to specifi cally further their own research 
career.

ACTIVE PROFESSIONAL ENGAGEMENT

Standing out from your peers naturally takes time and commitment. It not 
only involves working harder and smarter on your research, connecting and 
collaborating with your research peers (regardless of their health or scientifi c 
discipline), but also becoming professionally active in a range of ways that 
might include:

• becoming a formal and active member of a relevant professional 
organisation;

• volunteering for committee duties;
• organising local to international scientifi c and educational meetings;
• registering as a journal peer reviewer in your area of expertise;
• regularly attending scientifi c meetings and asking critical questions during 

symposia;
• assisting in the compilation of expert guidelines.

Despite the time and commitment required, all of the above represent good 
long-term investments to access specifi c research funds for pilot research 
projects, travel funds to attend larger scientifi c conferences, invitations to 
join editorial boards of national and international journals and, ultimately, to 
professional recognition as invited Fellowship to a prestigious professional 
organisation.

As always, it is important to avoid working for one specifi c organisation 
and, therefore, choosing a careful balance of discipline-specifi c organisations, 
larger non-discipline-specifi c organisations that provide access to a range of 
health professionals and prestigious international organisations that may take 
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longer to engage with. Clearly, working for professional organisations will 
facilitate your ability to meet and collaborate with your peers and meet poten-
tial mentors and role models.

RAPID CAREER PROGRESS

One of the major quandaries in building a research career is ‘part-time versus 
full-time PhD/higher degrees’. A straw poll of ultimately successful research-
ers, regardless of the discipline, will provide you with a strong hint – always 
choose the fast track to attaining your goals! Unfortunately, in many health 
disciplines, the former has proven to be more popular. There are many reasons 
why part-time PhDs have proven to be more popular:

• The underlying research culture of many clinically based disciplines favours 
individuals who appear to retain their ‘clinical credibility’ whilst under-
taking research: they can’t be accused of turning their back on their 
profession.

• Psychologically, part-time is less of a ‘commitment’ to a research career – it 
leaves greater room to withdraw with dignity in case of failure.

• Full-time funding is often diffi cult to obtain.
• The demands of family and a social life appear to be best met by part-time 

status.

The last, in particular, is a major fallacy, given that a part-time PhD equates 
to up to eight years of juggling the two ‘masters’ of work and study compared 
with three years of concentrating on a single goal, often, with careful planning, 
providing a fl exible workload that is more amenable to family life. It is impor-
tant to stress, once again, that successful researchers often take the harder, 
less travelled road to success. This means completing a succinct and productive 
PhD and then maintaining a highly productive career path. If we individually 
address the four issues raised above, it becomes clear how completing a full-
time research apprenticeship is nearly always preferable to becoming success-
ful in the longer term:

1. Create your own research culture! Remember that selection panels/quality 
mentors are always looking for something different. If you are younger and 
have developed your research career more rapidly, you’ll be ahead of your 
competitors from the very beginning.

2. He/She who dares wins! If you are suffering from a crisis of confi dence when 
entering a PhD, you clearly haven’t the personal attributes and mentoring 
support to complete the long and arduous journey.

3. Quality research attracts funding! If you have planned your research career 
properly, you will already be competitive for internal or external scholar-
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ships (most of which have tax advantages and allow you to work on a casual 
clinical basis to provide a solid income) and with appropriate mentoring, 
good supervisors and cutting-edge research, should ensure you are in a 
position to undertake your PhD full-time.

4. Short-term pain equals long-term gain! As already noted above, faced with 
three compared with six to eight years of hard work and life disruption as 
part of a PhD candidature, most sane people would opt for the former. 
Apart from the fact that six to eight years will magnify the usual feelings 
of hopelessness and lack of progress associated with a PhD, it will place 
you a good three to four years behind your competitors who adopt a full-
time approach.

As will be expanded upon later, even when undertaking a PhD full time, many 
candidates mistake volume for quality and, perhaps more importantly, the 
ultimate purpose of the PhD itself. In this context, it is vitally important to 
remember that a PhD thesis (particularly if it takes the form of a traditional 
volume of more that 200 pages) is not the defi ning product of your efforts: 
people don’t weigh a thesis to determine how good you are and everyone ends 
up with same honorifi c and three-letter initials. In actual fact, it is the personal 
and research qualities you have developed during the process that determine 
the overall quality of your PhD.

What does this mean in practical terms? First, if you can learn and acquire 
the qualities of an independent researcher within a couple of years and can 
produce a thesis that passes scrutiny, plan to submit as early as possible rather 
than writing pages that will lie dormant on your shelf for years to come! In 
this respect, it is preferable to produce a thesis via published research reports 
that both force you to be succinct and to the point and provide external vali-
dation via external review: it would be a brave examiner indeed who rejected 
concrete evidence that you’ve made the grade by publishing your research in 
a quality, peer-reviewed journal! Once you’ve established a pattern and repu-
tation of rapid progress, it will become a self-fulfi lling prophecy for you to be 
labelled as someone on the ‘fast track’ and given further opportunities to 
rapidly progress in your research career.

SUMMARY

There are many factors that can work either for or against you in trying 
to develop a successful research career. You need to be aware of the factors 
that are represented in Figure 1.1 and develop a framework of positive factors 
to support your career. In the same context, it is important not to become 
overwhelmed by unavoidable negative factors or become too concerned with 
your ‘competitors’ (other than benchmarking your progress and/or building 
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Key Points: Plan your research career as early as possible – even if it 
involves initially focussing on developing ancillary skills and expertise. 
Recognise the strategic importance of every facet of your professional 
activity in moving you towards achieving your ultimate vision for your 
career.

Figure 1.1. Positive and negative factors that impact on an emerging research career

An effective mentor has experienced/

Positives Negatives

Strategic Research Plan

Supportive mentor(s)

Cutting-edge research

Publications

Competitive funding

Professional recognition

False mentor(s)

Part-time status

recognises & promotes all the positives

Novice researcher

Competitive funding

Collaboration with peers

Competitive funding

Late career decision

Routine research

Poor productivity

Minimal teamwork

Senior Researcher

Post-doctoral Fellow

PhD candidate

constructive relationships – see Chapter 4). By creating a favourable environ-
ment for success by selecting the right people to support you (e.g. mentors 
and peers), the right research (e.g. internationally competitive), expanding 
your sphere of infl uence through high-profi le professional activities and, 
fi nally, taking the fast track to productivity, you are more likely to succeed. 
Ultimately, success is almost always a self-fulfi lled prophecy.



2 Critical Self-Analysis and Personal 
Improvement: Do I Currently 
Have the Skills and Knowledge 
to Become an Expert 
Health Researcher?

INTRODUCTION

In an increasingly competitive world, it would appear that the soul searching 
and torturous preparations typically associated with selecting and securing 
a prosperous and rewarding career are becoming the exclusive domains of 
school children – the premise being that the earlier the preparation, the 
greater the likelihood you’ll have the grades to select which university 
degree or training programme you’d like to undertake and the world is 
your oyster from that point onwards. Paradoxically, of course, the days of 
entering a single profession and focussing on a single role for a lifetime of 
rewarding employment has long been replaced by calls for a ‘fl exible work-
force’ and ‘multi-skilling’, with an emphasis on discovering how to learn 
and readily access information in preparation for a range of jobs, rather 
than focus on specifi c skills and knowledge. Certainly, modern funding models 
for universities and independent research institutions in many developed 
countries, with their increasing emphasis on revenue raising via entrepre-
neurial activities and less emphasis on providing ‘core’ funds, provide less 
security for their employees than ever before. This is often compounded by 
an increasing focus on individual, performance-based contracts that allow 
the institution to dictate who and what is valuable to them in a much shorter 
timescale (e.g. over three- to fi ve-year terms). On a more positive note, 
this new reality means that there are actually more career options for rela-
tively young adults than ever before, particularly for those prepared to take 
the challenge of life-long learning and development. Moreover, whilst there 
is certainly an undercurrent of ageism once someone reaches their forties 
(i.e. barring them from adopting a completely new career challenge), this 
‘invisible barrier’ is likely to dissolve in the ageing workforces of developed 
countries and provide new career challenges for individuals prepared to accept 
them.
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How does this ‘brave new world’ impact on someone wishing to pursue a 
career in health research – does it hinder or help? Overall, it most probably 
helps, for two concrete reasons: fi rst, because it reinforces the idea of ‘multi-
skilling’ and preparedness to take on new roles (i.e. it creates an environment 
and stimulus for potentially talented researchers who are already expert 
clinicians or clinical educators to take on a new career direction) and, secondly, 
because the ‘window of opportunity’ to take on a new career direction is 
widening to include individuals in their thirties, forties and even fi fties.

On a more specifi c level, in the medical (e.g. clinical medicine and basic 
medical research) and the healthcare disciplines (e.g. nursing, physiotherapy, 
pharmacy and occupational therapy), there is an increasing ‘blurring of the 
lines’, as the traditional and rigid roles of the past are replaced by more prag-
matic ones that deal with our ever-increasing ability to prolong life and its 
common by-product, chronic disease, in more fl exible ways. There is also an 
inherent value placed upon the combination of clinical experiences, advanced 
training and tertiary qualifi cations in enabling someone the ability to claim 
‘expert’ status. Naturally, the evolving nature and diversity of contemporary 
medicine and healthcare, in addition to the active support of individuals con-
tinuously acquiring new skills and knowledge, provide a rich environment for 
motivated individuals to build rewarding and innovative careers based on the 
single goal of improving the lives of others, whether it be at the individual or 
societal level.

One of the most important and challenging roles in an evolving disease and 
healthcare environment is that of the career researcher. This book obviously 
deals with the strategies that will increase your chances of building a successful 
care in healthcare/service research. However, as indicated above, any profes-
sional career in health requires a dedication to life-long learning and develop-
ment. Figure 2.1 also shows that a health career is not simply about clinical 
practitioners and their clinical practice in promoting health and effectively 
treating disease, but the body of knowledge and skills that underpin their 
practice via high-quality research and the effective communication of health-
care messages to the public and new knowledge and skills to healthcare pro-

Clinical practice

EducationResearch

Identifying clinical problems

Highlighting best practice

Effective communication of new

Providing clinical solutions

Reflective practitioners

knowledge/skills

Figure 2.1. The critical nexus between clinical practice, education and research



CRITICAL SELF-ANALYSIS AND PERSONAL IMPROVEMENT 13

fessionals. Simply focussing on only one aspect of this important triad of 
clinical practice, research and education will effectively disable one’s ability 
to harness the synergy between these three critical activities and therefore 
make a substantive impact on health outcomes. More importantly, it demon-
strates that the pathway to an effective career in health research can be found 
via all three activities. This is the most natural and common pathway derived 
from an initial career as a trained healthcare professional with a number of 
years of clinical experience and, knowingly or not, active involvement and 
exposure to research and educational activities.

As noted in the introduction, it is largely on this premise (i.e. the qualifi ed 
healthcare professional who wishes to consolidate or build a career as a health 
researcher) that this book outlines the strategies that will increase the proba-
bility of success in the fi eld of research. This particular perspective assumes, 
therefore, that you have most probably already built up a formidable knowl-
edge base plus a range of experiences and skills that will enable you to tackle 
a research career with confi dence. The fi rst step in building a successful career 
in research is to critically refl ect on your strengths and weaknesses and how 
you can use them as a strong foundation to ultimately succeed in clinical 
research. For those individuals who are approaching this from a different 
perspective (e.g. from a more scientifi c and less clinically focused background), 
the same imperative to evaluate your strengths and weaknesses apply, particu-
larly if you wish to engage in more clinically based research.

CRITICALLY EVALUATING YOUR STRENGTHS 
AND WEAKNESSES

Consistent with Figure 2.1, showing the critical nexus between clinical prac-
tice, education and research, it should come as no surprise that the most suc-
cessful clinical researchers typically possess the following three qualities:

1. clinical expertise (and therefore credibility and insight) relevant to their 
specifi c health discipline;

2. broad range of research skills/expertise that enables them to select and 
apply appropriate research methods to answer a broad range of clinical 
issues/problems;

3. good communication/education skills to convey their ideas and fi ndings and 
inspire others to follow their lead.

Whether you agree with this list or not, or indeed the strategies outlined 
throughout this book, there is little doubt that a dispassionate and highly criti-
cal appraisal of your strengths and shortcomings as a clinician, educator and 
researcher will increase in intensity as you attempt to improve your status 
from novel researcher/trainee to more senior roles (i.e. post-doctoral fellow, 
independent investigator and dedicated research professor). Any perceived 
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weaknesses will be magnifi ed and highlighted when competing against your 
peers for an ever-dwindling number of places at the top of the academic 
pyramid. Before embarking on the rigorous process of career advancement, 
it makes perfect sense to reinforce the positives by using the following strate-
gies, where appropriate:

• translating expert clinical or educational practice into formal clinical and 
tertiary qualifi cations (e.g. Graduate Certifi cates/Diplomas or Masters 
Degree);

• making the effort to engage with professional organisations (both national 
and international) to obtain offi cial Member or Fellowship status;

• demonstrating a willingness to incorporate research into your role as an 
expert clinician by becoming actively involved in formulating/reviewing 
clinical guidelines and/or facilitating clinical research activities;

• formalising other areas of interest and skills that are outside of your imme-
diate discipline (e.g. undertaking formal qualifi cations in business manage-
ment or education) that still have relevance to becoming an effective critical 
thinker and productive worker.

On the other hand, it also makes perfect sense that you address your initial 
weaknesses in order to improve the value of clinical research training and to 
compete for competitive research funding to effectively kick-start your career 
and mark yourself as a winner from the very beginning. This may be achieved 
by following the strategies below, where appropriate:

• participating in small-scale research studies, with the prospect of becoming 
increasingly involved and being included as a named author and/or investi-
gator in funded research;

• assuming a specifi c research role (e.g. coordinator/data-manager) within 
large-scale clinical research studies, with the prospect of developing ethics 
applications, receiving advanced training in good clinical practice and being 
audited to ensure that the quality of research is high and any results are 
valid;

• undertaking initial research training programmes (e.g. Graduate Certifi cate 
in Public Health).

As outlined in Table 2.1, there are many miscellaneous skills/attributes that 
can be acquired and will pay handsome dividends during a long-term research 
career. For example, if one considers the art and science of presenting an 
important research paper at a major international conference, there are dis-
tinct advantages in being able to engage and inspire a large expert audience, 
effectively convey your key messages with your words, slides and graphical 
representations (see Figure 2.2 as an example) and answer a range of ques-
tions, both specifi c to your research and its overall implications at the health 
service/population interface, with confi dence. Being multi-skilled in this regard 
will provide you with the same confi dence to face an intensive selection panel 
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Table 2.1. An array of attributes of that will improve your effectiveness as 
a researcher

Attribute Purpose

Effective public You may have the best research in the world, but if you
 speaking and  cannot communicate its importance and potential impact
 presentations   in public, it will likely be ignored. Alternatively, less 

talented researchers with better public persona will 
dominate your fi eld, overshadow your work and become 
successful. Remember, people respond to passion! There 
are many courses that can help you dissect your own 
style of presentation, and cover the basics such as 
lighting, sound and the basic principles of effective slide 
presentations. One of the most confronting aspects for 
most people is public speaking and, perhaps worst of all, 
being taped or fi lmed. If you want to be successful, you 
will need to conquer such fears early and make a 
positive out of a potential negative.

Debating skills One of the most impressive speakers I’ve ever been
   privileged to hear present on the international stage is 

Professor David Celemajer from the Heart Research 
Institute in Sydney, Australia. It comes as no surprise 
that he is a debating champion, given his ability to tackle 
the prevailing viewpoint and provide a more than cogent 
interpretation that challenges the audience to think again 
and re-evaluate their own interpretation of the current 
state of play. Scientifi c debates, whether a formal part of 
a programme or part of the usual question time during 
an abstract session or scientifi c symposium (which can be 
extremely confronting in front of a ‘gladiatorial’ 
audience who sense a weakness and support the one or 
two ‘bullies’ who typically love asking tough questions), 
are an integral part of a researcher’s world. Once again, 
a potential strength can be turned into a positive. Even if 
you are confronted by an ‘intellectually’ superior 
opponent, you can often win a debate by presenting your 
ideas in a simpler, more appealing and more gracious 
manner.

Creative and scientifi c Consistent with the above, the written word plays an
 writing skills   integral role in conveying the importance of your 

research. At the most critical level, a well crafted and 
worded research paper is more likely to be given a 
second chance if there are scientifi c issues to be 
addressed, while a diffi cult-to-read paper will be rapidly 
rejected on the premise of sloppy presentation equals 
sloppy science. Although more diffi cult to convey via the 
written word, passion for a particular subject or piece of 
research is likely to invoke a positive response. This is a 
good reason to gain mastery at both ends of the writing 
spectrum: technical and creative.
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Table 2.1. Continued

Attribute Purpose

Advanced computing As each new iteration of Microsoft’s (and other ubiquitous
 skills (e.g.   software companies’) latest operating system and
 word-processing and  programs appears, there is a natural tendency to cling to
 statistical packages)  the old and simpler ways of interacting with our
    ‘personal’ computer; everyone knows that each new 

advancement to simplify tasks simply complicates them. 
However, it is essential, for work effi ciency and research 
leadership, that you master key areas of computing. This 
includes advanced word-processing, statistical analysis 
and, increasingly, graphic and presentation packages.

Effective use of wider Despite the information technology revolution, many
 forms of information  researchers are still scared of new technology and are
 technology: beyond  unable to utilise it to enhance their research and
 computers   educational activities. The internet and mobile 

communications offer many opportunities to rapidly 
access new knowledge, disseminate fi ndings and 
organise/coordinate diaries and workloads. Effi ciency 
and innovation, when combined with natural talent, are 
unbeatable combinations!

Building and Beyond mastery of the many forms of data-processing
 maintaining large  programs driven by ever more powerful computers is
 databases   learning to create and maintain large databases that: 

(a) capture the ‘reality’ of what is being researched at 
the coalface (e.g. within a hospital clinic), (b) accurately 
store study data in a readily interrogator-friendly form, 
and (c) provide the right form of data that can directly 
or indirectly (via transformation/modifi cation) address 
your research questions or hypotheses and generate 
meaningful results.

Graphic design (see ‘A picture tells a thousand words.’ We hear this particular
 Figure 2.2)   piece of wisdom in many contexts, but I wonder how 

seriously many health researchers listen to this simple 
message when sitting through scientifi c conferences! A 
good presentation with the appropriate mix of words, 
colour and graphs to translate often complex messages 
into simple ones is extremely powerful.

Fast touch-typing One of the simplest, most effective techniques to improve
   your effi ciency as a researcher is to increase the speed at 

which your thoughts are transferred to the computer 
screen. Touch-typing is a fundamental (but often 
unfashionable) skill that can have a profound effect on 
the speed and sophistication of your writing skills. The 
emerging alternative, of course, is voice-recognition 
systems that allow you to convert your speech into words 
on the computer screen. At a personal level, I have 
always preferred to use my inner ‘narrative’ voice to 
write and therefore prefer to type my thoughts directly 
onto the page. Irrespective of the vehicle, it makes sense 
to improve the transfer of your expertise and thoughts 
into the written form.
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Table 2.1. Continued

Attribute Purpose

Using advanced One of my fondest memories of a very senior and world-
 reference programs   renowned physiologist, who still worked in the cardiac 

laboratory as I undertook my PhD studies, was his 
manipulation of a card system to keep track of key 
references for his latest publication and his ability to 
refer to the exact results of relevant experiments in the 
literature. Of course, possessing an enormous intellect 
and memory is a rare talent. For the rest of us ‘mere 
mortals’, it is imperative to use a system that keeps track 
of the literature we have read and facilitates the creation 
of a current and incisive list of references: as a reviewer, 
I am immediately unimpressed by an introduction that 
misses key papers in the literature and assume that such 
‘sloppy’ referencing extends to the study someone is 
describing! 

Advanced statistical Dove-tailed with the ability to manage large datasets (never
 analyses   an easy task) is the ability to undertake advanced 

statistical analyses. This does not in any way devalue the 
role of dedicated biostatisticians and, indeed, the more 
advanced functions provided by modern statistical 
packages. It simply provides you with advanced 
‘discriminatory’ powers to design your research 
appropriately, deliver statistically relevant data and 
accept or reject the advice of statisticians (notoriously 
unable to agree amongst themselves!) and the often 
misleading results produced when a statistically naïve 
individual plays with a powerful statistical tool.

Understanding  Ultimately, most, if not all, research (even if it is the most
 public health/  basic of research, exploring the cellular mechanisms 
 epidemiological   underpinning a particular pathological process) will be
 principles    evaluated on the basis of its immediate or future impact 

on the overall health of whole populations. This is why 
research applications inevitably ask what health issue it 
is linked to and how it will ultimately benefi t society 
(particularly within current research priorities). 
Unfortunately, such a simple and fundamental question 
often proves to be a grant application’s weakest link. At 
a more advanced level, many projects rely upon 
recruiting large numbers of patients or subjects. Clearly, 
mastery of public health and epidemiological principles 
will improve a critical aspect of many research proposals.

Health economics A major focus of healthcare systems and budgets under
   increasing fi nancial pressure from more expensive 

therapeutic options is health economics. Being able to 
integrate a sensible and understandable health economic 
component in clinical health research is a major 
advantage. As always, it would be a mistake not to 
collaborate with a highly regarded health economist (I’m 
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Table 2.1. Continued

Attribute Purpose

   more than fortunate to work with Professor Paul 
Scuffham from Griffi ths University in Australia, who was 
trained at the ‘home’ of health economics – the York 
University) but your interactions are likely to be much 
more fruitful if you are able to interact in a meaningful 
way and understand key principles underlying economic 
analyses.

Good communication It seems obvious that research is mostly a ‘team’ game that
 skills at the   requires good communication and motivational skills in
 individual level    order to improve productivity and creative synergy. Not 

everyone is a natural-born communicator. Fortunately, 
there are personal-development courses that can 
enhance your ability to connect and work productively 
with other people.

Confl ict resolution Unfortunately, good communication and leadership skills
   do not automatically protect you from confl ict. Confl ict 

over the direction of a study, intellectual property or 
something as simple as order of authorship on a research 
paper is inevitable in teams of researchers who are all 
trying to achieve and progress their careers. Acquiring 
good confl ict-resolution skills may prove to be 
particularly useful in navigating large research 
concentrations in which ‘confl ict’ and competition are 
viewed as the norm.

Multidisciplinary Confi ning oneself to a single discipline in today’s research
 teamwork   environment is tantamount to career suicide in most 

instances. Opening a dialogue with experts integral or 
even peripheral to your area of expertise in order to 
better understand their ‘view’ of a particular health issue 
is critical to multidisciplinary research. As a precursor to 
collaboration, there are always texts and short courses 
aimed at the novice level that will enable you to better 
understand and appreciate another health or related 
non-health (e.g. education) discipline.

Critical-thinking When immersed in a particular project, research
 strategies   concentration or problem, it is often hard to escape a 

certain mentality or perspective. This has certain 
advantages if it enables you to communicate in the same 
way and contribute to a single focus. Yet, being able 
think outside of the square and critically examine all 
facets of your activities in a critical and constructive 
manner are extremely useful skills, not only in terms of 
developing new and innovative research directions, but 
also presenting ‘balanced’ reports. As with ‘sloppy’ 
introductions, I’m always amazed how even senior 
researchers can produce an otherwise stimulating and 
provocative research paper without paying close 
attention to detailing their studies’ obvious limitations. 
Once again, there are many courses that develop
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Table 2.1. Continued

Attribute Purpose

   critical-thinking strategies that enable an individual to 
‘attack’ a problem from many different angles; including 
from the inside out and from a wholly external 
perspective.

Developing leadership There are very few natural-born leaders and, indeed, a
 skills   large majority of individuals who would prefer not to 

assume responsibility for other people. Unfortunately, it 
is often diffi cult to develop a successful research career 
without assuming some form of leadership, so why 
ignore this ‘weakness’ if you are uncomfortable with the 
thought of assuming responsibility? Career progression is 
often judged on your increasing ability to assume 
responsibility for increasingly larger and more complex 
activities (i.e. from coordinating a small study in a 
hospital clinic to a multi-institutional programme). 
Leadership doesn’t have to involve assuming a formal 
title, but does involve providing direction and stimulating 
people to agree and cooperate. Once again, there are 
many courses that can develop your ability to ‘lead’ 
others in an effective manner.

Business management As indicated earlier in this chapter, there is an increasing
   focus on entrepreneurial research activities that generate 

wealth as well as new knowledge. Accompanying this 
trend is the increasing realisation that managing any 
form of research activity requires careful planning, risk 
assessments and projections on future gains and outputs. 
Most research organisations now use strategic and 
business plans to guide their activities in a sustainable 
manner. Naturally, all of these concepts are closely 
aligned with running a business and mastering business 
management is an extremely useful way of distinguishing 
oneself from the ‘ordinary’ researcher. Two of the most 
successful and respected researchers I’ve had the 
pleasure to work with (Professor David Thompson from 
the Chinese University of Hong Kong and Professor 
Andrew Coates from the University of Sydney) possess 
MBAs and have consistently demonstrated their ability 
to apply their acquired skills and knowledge both 
directly and indirectly to their research activities.

when attempting to sell your credentials and visions for funding or for a spe-
cifi c research position. Many of the attributes listed in this table do not require 
formal training and/or can be developed through self-directed learning activi-
ties and dedicated short courses. This, of course, is the beauty of a commit-
ment to life-long learning and taking advantage of better understanding the 
process of acquiring new skills and knowledge as an adult.
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SUMMARY

Before embarking on a research career and preparing your fi rst application 
for competitive funding, it makes sense to give yourself an immediate advan-
tage relative to your peers by presenting the best possible curriculum vitae. 
This usually means being exposed to quality researchers and research projects 
that will immediately provide you with an idea of what it will take to succeed 
and, hopefully, give you a sense of the immense satisfaction that a researcher 
gains from entering an international fraternity that gather in different (and 
usually beautiful) parts of the world and also contribute to better health out-
comes for your community. It also makes sense to critically refl ect on your 
strengths and weaknesses and continually work on the latter (usually through-
out your career) to turn them into your strengths. As indicated by Table 2.1, 
there are a myriad of attributes (not necessarily confi ned to those immediately 
associated with research and your specifi c discipline) that contribute to a suc-
cessful research career.

Consider that one single inspirational presentation given to an audience that 
has an invited international expert may open the door to gaining an invitation 
to speak at an international conference that they are organising, or a visit to 
their institution, or the opportunity to write a chapter in the latest book that 
they are editing. Consider also the possibility of speaking to someone in a tea 
room about your mutual research interests and recognising the possibility of 
collaborating and making the sum of your research efforts greater than your 
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Figure 2.2. Compare and contrast: the importance of maximising the immediate and 
lasting impact of your pictures/graphs
Legend: Consider the two panels based on the same data from a recent research report 
on the impact of a multidisciplinary, home-based intervention on hospital readmissions 
on two groups of patients over a 10-year period. The left-hand panel presents these 
data in bar-graph form and would require some explanation of what happened over 
time to produce a similar result and to pique the audience’s interest. Alternatively, the 
right-hand panel clearly tells a story that requires little explanation.



CRITICAL SELF-ANALYSIS AND PERSONAL IMPROVEMENT 21

independent efforts. Finally, consider discovering a future research ‘star’ who 
will trust and collaborate with you for many years to come just because you 
were able to solve a simple statistical or technological problem for them early 
in their career. All of these scenarios are based on real-life examples and 
illustrate the potential to maximise your interactions with people, machines 
and whole institutions to make the most of your research career. As with most 
careers, it is not usually the individuals with the greatest intellect who succeed, 
but those who are the most strategic and make the most of their talents.

Key Points: There are close links between the triad of clinical practice, 
education and research in designing and applying successful healthcare 
treatments and strategies. Successful researchers recognise the need to 
become experts in all three areas and develop a broad range of skills and 
domains of knowledge to assist them to become more effective in all 
aspects of their diverse role. Successful researchers turn their weaknesses 
into strengths.





3 Benchmarking your Capabilities 
and Performance: Improving your 
Chances of Success within a 
Competitive Environment

INTRODUCTION

Once you have looked inwardly and critically appraised your own strengths 
and weaknesses and determined what it will take to reinforce and address 
them, respectively, it is time to look outwards and examine the research 
environment you hope to conquer. It would be reasonable to suggest that 
most researchers are passionate about their research and its potential 
impact. Rather than money and fame, their passion for making a difference 
is a major stimulus for choosing and persisting in a research career (see 
Chapter 8). As discussed in the previous chapter, it is also reasonable to 
suggest that the most ‘talented’ or scientifi cally intelligent researchers are 
not necessarily the ones who have successfully navigated their way to the top 
and hold the most prestigious research positions. A key question, at this 
point, is whether it is possible to both succeed and stay true to the passion 
for the research that led to such a career. Fortunately, the answer is a 
resounding yes.

Apart from the most brilliant researchers who don’t really have to try to 
succeed but are immediately recognised by their peers and mentors (and, 
therefore, earmarked for rapid career progression), what distinguishes one 
researcher from the next when all things are otherwise equal in terms of career 
progression and success? As indicated earlier in Chapter 1, it’s all about strat-
egy, strategy and even more strategy! The most successful researchers make 
the most of their intellect and ideas, work on both their strengths and weak-
nesses and then employ a strategic plan to ensure that they are competitive 
in all the key indices of a successful research career:

• personal scholarships/fellowships;
• competitive research funding;
• accepted and invited presentations at international conferences;
• peer-reviewed publications;
• professional awards/prizes.
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The remainder of this book will focus on specifi c aspects of the above list and 
a range of strategies that can be employed to achieve success. However, in 
order to create and then apply a successful strategic plan, it is essential to 
generate realistic and useful targets that neither leave you short of success nor 
create an unsustainable and undesirable imbalance in your life that leaves little 
room for other important activities (e.g. your family and social activities) 
and/or destroys your original passion for your research. Fortunately, you are 
not the fi rst, nor will you be the last, person to build a research career. The 
relative success and failures of your peers (particularly those who are at the 
same stage in their career or have followed the type of career path you wish 
to follow) represent a particularly important resource for you to both judge 
your current status and plan for the future. Regardless of whether you wish 
to follow a unique vision and forge your own path within your own discipline(s), 
it is highly desirable that you strategically assess your immediate and ‘future’ 
(i.e. those who have taken the next step – from PhD to Post-Doctoral Fellow) 
peers to compare your progress against to ensure that you are always aiming 
to exceed the ‘benchmarks’ that they have set.

BENCHMARKING YOUR CAREER PROGRESS

Intuitively, we are all aware that the term ‘success’ (defi ned by the Cambridge 
Dictionary (http://dictionary.cambridge.org/) as 1. ‘the achieving of desired 
results’ or 2. ‘something that achieves positive results’) can only be framed 
within the context of various forms of failure relative to a ‘successful’ outcome. 
However, there is ample anecdotal evidence to suggest that many health 
researchers are completely unaware of what it will take to succeed and, as a 
result, do not have a strategic plan to attain such success. As indicated above, 
in a competitive world (particularly one such as research that relies on peer 
reviews at nearly every stage to determine the relative merits of funding and 
publication), it is vitally important to know the levels of expertise and out-
comes that you need to attain in order to be considered a success. As an added 
bonus, such success will often reap additional rewards, whether they be related 
to money, status or, probably most importantly, to the amount of recognition 
your research ultimately attracts and the overall impact it has on improved 
health outcomes.

In simple terms, it is strategically important for you to ‘benchmark’ yourself 
against your peers in order to determine whether you, relative to the same 
stage of research career, are:

• Currently under-achieving: this simply means that you do not have the same 
demonstrable attributes and skills as your immediate peers. At the novice 
stage, this would render you non-competitive for a PhD scholarship and 
would attract less interest and fewer offers for support and exciting research 
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projects from potential supervisors/mentors relative to your competitors. 
Ideally, you would address such ‘under-achievement’ as rapidly as possible 
or simply hope that you are lucky enough to fall into a highly successful 
research group that will, through the team output and reputation, build your 
research career for you. Naturally, in such a team, you are likely to be the 
‘work horse’ and be overlooked for career progression and rewards.

• An average researcher: as the term ‘average’ suggests, means that your 
profi le and accomplishments are roughly equivalent to the vast majority of 
your immediate peers. As a PhD candidate, about to complete your formal 
programme of research, it would leave you in a neutral position as far as 
your future career progression and competitiveness to take the next step 
via a competitive post-doctoral fellowship are concerned. As above, you 
may be fortunate to establish a successful post-doctoral position by being 
swept up by a busy and successful research team that requires a coterie 
of workers to handle a large volume of research activity in a profi cient 
manner.

• A highly competitive researcher: this means that you’ve outperformed the 
majority of your peers. At the post-doctoral stage of your research career, 
you would have already achieved a number of things (e.g. completed a 
highly successful PhD, published numerous articles in high-impact journals 
and attracted competitive funding) that would mark you as someone who 
is capable of taking on more senior research roles, worthy of competitive 
funding and, most importantly for your future career, an attractive proposi-
tion to promising novice researchers who are looking for successful mentors 
to guide their career. Whether you stay competitive is really up to you. I 
have met quite a number of ‘high fl yers’ who have assumed that they would 
naturally progress and continue to perform. This may be through the com-
bination of taking ‘safe’ options (e.g. not being prepared to move out of 
their comfort zone and work with a new team or learn new skills) or, in 
many cases, over-estimating their abilities and output relative to the knowl-
edge and skills that they have acquired under a highly supportive mentor/
supervisor: in other words, as soon as you take that person out of a success-
ful environment and research stream that provided relatively easy opportu-
nities to perform at the highest level (e.g. high-impact peer-reviewed 
research reports), they are unable to maintain even a fraction of the same 
output.

It is within this context that Figure 3.1 provides a practical example of the 
relative levels of research success in terms of the most common indices used 
by peer-review and promotion panels to rank and reward individuals at the 
initial stages of their research career. The signifi cance of your career progress 
and achievements is most notable when actually competing against your 
peers for research support (see below). Importantly, therefore, it is important 
to remember that there is nothing stopping you from improving your 
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competitiveness (i.e. from a ‘below average’ prospect to a highly successful 
post-doctoral research fellow) at each stage of your research career: this book 
obviously outlines the strategies that can assist you to improve the quality and 
impact of your research. Clearly, it is much better to critically examine your 
progress at an early rather than later stage of your career. However, the 
imperative to do so can be stimulated by discovering and becoming passionate 
about a new research topic. As such, the phrase ‘better late than never’ is very 
relevant and most peer reviewers and panels recognise a ‘passion’ for what it 
is, rather than focussing on the age or stage of the individual.

IDENTIFYING YOUR CAREER TARGETS

Once you have made the decision to ‘benchmark’ yourself against both your 
immediate (at the same career stage as you) and future (i.e. preparing for the 
day when you have completed your PhD and are seeking post-doctoral 
funding) peers/competitors, there are many ways you can build a comprehen-
sive picture of what it will take to succeed. This includes:

• talking to experts in your fi eld of research, discussing their career progres-
sion, seeking their advice on what you need to achieve in the current 
research and funding environment and identifying other key individuals in 
the fi eld who are worth contacting and/or researching (see below);

• searching the World Wide Web for the home pages of successful researchers 
relevant to your chosen area of endeavour: these pages often list publica-
tions, presentations and competitive research funding in addition to a chron-
ological account of their career progression;

Under-achieving Average High achiever

Pre-PhD

PhD

Post-Doctoral

No research experience
No Publications
Unremarkable academic

Some research experience

Above average academic

Strong research experience
> 5 Publications
Outstanding academic

No funding support
No Publications
Slow progress
No presentations

Internal scholarship
1-2 PhD papers
Timely completion
Abstract(s) at national
conference

Nationally competitive
scholarship/funding
> 5 PhD papers
Rapid completion
Abstract(s) at
international conference
Prestigious prizes/awards

No funding support
1-2 publications
No direction
No presentations

Internal fellowship
> 5 publications
Structured research
program
Abstract(s) at national
conference
Emerging profile

Nationally competitive
scholarship/funding
> 15 publications
Leading a specific
research program
Invited presentations at
national conferences

Novice/

1-2 Publications

Figure 3.1. Benchmarking your progress to become a ‘high achiever’
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• running specifi c publication searches (e.g. Medline or PubMed) on key 
individuals to determine the pattern (i.e. number of publications per annum) 
and range of papers that they have produced;

• talking to and researching competitive funding bodies, both internal and 
external, to determine what criteria they use to rank applicants and identify 
specifi c individuals who have previously succeeded in gaining support for 
further research (see specifi c section below);

• attending national and, if possible, international conferences in order to 
gauge the quality of research and those presenting with a specifi c focus on 
‘new investigator’ and prize sessions relative to your stage of career;

• reading relevant peer-review journals to determine the standard of research 
that is regularly published and attracts positive editorials;

• joining peer-support groups in order to compare experiences and advice 
relating to career progression;

• acting as peer reviewer for scientifi c journals or meetings.

Although this may appear to require a substantial time commitment, it is 
worth noting that if you are really interested in building a substantial research 
career, it is worth spending a few hours every couple of months or so to under-
take vital research that will help you achieve your ultimate goal. It is also 
worth noting that benchmarking your competitors and thereby honing your 
curriculum vitae and overall competitiveness should become a routine activity 
throughout your career.

PROFILING YOUR COMPETITORS/PEERS

If you are truly intent on being competitive for prestigious milestones in your 
career progression, you will use the above strategies to closely examine those 
who are achieving what you want to achieve in the next step of your career 
(i.e. successfully competing for post-doctoral research funding) and then try to 
emulate or exceed what they have achieved at the same stage of their career.

As an example, Table 3.1 examines the broad profi le and achievements of 
a cross-section of typical applicants1 for prestigious post-doctoral fellowships 
relating to clinical and public health research in Australia and internationally, 
provided by the National Health and Medical Research Council of Australia 
for 2007 onwards, from the perspective of an independent peer reviewer. Any 
examination of their individual competitiveness has to be couched in terms of 
the specifi c intent of these awards and the criteria used by impartial peer 
reviewers to rank applicants, usually on an initial basis of competitive (worthy 
of support) versus non-competitive (unworthy of support, even if unlimited 

1 In order to protect the confi dentiality of applications to this scheme, original details have been changed and 
a ‘typical’ profi le of early career researchers compiled.
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funding were available) and then ranked according to merit. Their competi-
tiveness is also dependent on their chosen fi eld of research relative to the 
national health priorities established by the Australian Federal Government 
in collaboration with the peak health bodies (including the Australian Research 
Council and the National Health and Medical Research Council).

UNDERSTANDING THE BACKGROUND TO RESEARCH: 
AUSTRALIA’S NATIONAL PRIORITIES IN FUNDING 
HEALTH RESEARCH

As indicated above, any examination of the competitiveness of an application 
to a national funding body has to take into consideration not only the specifi c 
intent of the award (this is detailed below) but also the overall national context 
of health research. In Australia, like many other countries, research is often 
(but not exclusively) driven by strategic plans and priorities. In reviewing an 
application for personal support, there is a natural tendency to initially judge 
the importance of the individual’s proposed research stream relative to national 
health priorities; it obviously helps if they clearly identify with key issues and 
closely link their research with ‘national’ benefi ts. As stipulated by the Federal 
Government (http://www.dest.gov.au/sectors/research_sector/policies_issues_
reviews/key_issues/national_research_priorities/priority_goals/promoting_
and_maintaining_good_health.htm (accessed September 2006)) in Australia, 
there are four priority areas for funding and support (see text box).

Australian Health Research Priorities

1. A healthy start to life
Counteracting the impact of genetic, social and environmental factors which 
predispose infants and children to ill health and reduce their well being and 
life potential. Human health in the developing foetus and in early childhood 
is critical to the future well being of the adult. Research shows that health 
and well being in early childhood is predictive of later positive outcomes, 
and that health in middle and late childhood is also crucial. This goal sup-
ports the Government’s National Agenda for Early Childhood initiative.

2. Ageing well, ageing productively
Developing better social, medical and population health strategies to improve 
the mental and physical capacities of ageing people. Australia’s population 
is ageing, with a signifi cant projected increase in the number of people aged 
over 65 and over 85. While Australia is relatively well placed compared 
with many OECD nations, major shifts in cultural expectations and atti-
tudes about ageing are necessary to respond constructively, at both an 
individual and population level. A healthy aged population will contribute 
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These priorities form an integral part of the background of health research 
and it would be foolish to ignore the major forces infl uencing health research 
in Australia or any other country (e.g. that dictated by the National Institutes 
of Health in the USA).

actively to the life of the nation through participation in the labour market 
or through voluntary work. This goal supports the Government’s National 
Strategy for an Ageing Australia.

3. Preventive healthcare
New ethical, evidence-based strategies to promote health and prevent disease 
through the adoption of healthier lifestyles and diet, and the development of 
health-promoting products.

Preventive healthcare research will improve the prediction and prevention 
of disease and injury for all Australians through the adoption of healthier 
behaviours, lifestyles and environments. Research will generate an improve-
ment in the design, delivery and uptake of programmes such as exercise-
based rehabilitation. There are several major disease targets amenable to 
immediate study, such as cardiovascular health, neurodegenerative dis-
eases, mental ill-health, obesity, diabetes, asthma and chronic infl amma-
tory conditions. Research on prevention will emphasise interdisciplinary 
approaches, including research on ethics, drawing on contributions from 
the social sciences and humanities, as well as from the health and medical 
sciences. It will also focus on developing new health-promoting foods and 
nutraceuticals. This goal supports the Government’s Focus on Prevention 
initiative.

4. Strengthening Australia’s social and economic fabric
Understanding and strengthening key elements of Australia’s social and 
economic fabric to help families and individuals live healthy, productive, 
and fulfi lling lives. Living in today’s society involves a complex web of 
choices, yet many of the traditional support structures are weaker than they 
have been in the past. Enabling people to make choices that lead to posi-
tive pathways to self-reliance and supportive family structures is more 
important than ever. The interactions between the social safety net, social 
and economic participation, fi nancial incentives and community and private 
sources of support are critical in helping people maximise their potential 
and achieve good, healthy, lifetime outcomes. In the decade ahead, it will 
be vital to understand and support the drivers for workforce participation 
and the broader social and economic trends infl uencing Australian families 
and communities. This goal supports the Government’s welfare reform and 
participation agendas. Research in this area will emphasise interdiscipli-
nary approaches, drawing on contributions from the economic, behav-
ioural and social sciences.
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PURPOSE OF PERSONAL SUPPORT: THE NHMRC 
POST-DOCTORAL TRAINING FELLOWSHIPS

Anyone applying for one of Australia’s most prestigious Post-Doctoral 
Fellowships (whether they be a general Public Health Fellowship or a particu-
larly named Fellowship such as the CJ Martin Fellowship), as in any other 
country, would be wise to carefully examine the underlying purpose and intent 
of their award and tailor their career (as part of pre-planning) and application 
accordingly. Those researchers profi led in Table 3.1, therefore, would have 
read the following when fi rst contemplating applying for post-doctoral support 
on the organisation’s website (http://www.nhmrc.gov.au/index.htm (accessed 
September 2006)):

‘The purpose of NHMRC Training (Postdoctoral) Fellowships is to provide 
opportunities for Australian researchers to undertake research that is both of 
major importance in its fi eld and of benefi t to Australian health. Training (Post-
doctoral) Fellowships provide a vehicle for training in basic research either in 
Australia or overseas (where appropriate), to enable Fellows to work on research 
projects with nominated advisers. Awards are offered to a limited number of 
persons of outstanding ability who wish to make research a signifi cant component 
of their career.

To be eligible to apply, applicants must hold a doctorate in a health related fi eld 
of research or have submitted a thesis for such by 31 December of the year of 
application. Applicants should have demonstrated an interest in, and ability to 
pursue, a career in research and be currently engaged in such activities. At the 
time of application, applicants should not have more than two years’ postdoctoral 
experience from the date that the doctoral thesis was passed.’

A major goal underlying many of the post-doctoral fellowships provided by this 
scheme (with a success rate as low as 20 per cent of all applicants) is the progres-
sion of an individual researcher from their original research group and research 
area to a new research group that provides an environment in which the newly 
qualifi ed researcher will continue to learn and expand their research skills and 
contribution to their chosen fi eld of research (although it should be noted that 
some researchers successfully argue for a complete change in research focus by 
clearly demonstrating their passion and potential for career growth). What it 
doesn’t ‘reward’ is those who wish to stay in their comfort zone of research and 
continue a close relationship with their original research supervisor and mentors 
and/or exactly the same stream of research (unless the latter is a natural pro-
gression). Unfortunately, many researchers fail to read the purpose and intent 
of the funding scheme and fall at the fi rst hurdle through a ‘technical’ disquali-
fi cation or at the fi nal hurdle when a peer-review panel is forced to choose 
between those who are truly forging a new path and training opportunity com-
pared with those who are moving to a new team on paper only.
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SCORING INDIVIDUAL APPLICATIONS

As with any other funding scheme, there are comprehensive guidelines for 
reviewing and scoring applicants for National Health and Medical Research 
Council of Australia Training Fellowships, that take account of the individual 
profi le and potential of the applicant (40 per cent), the major research stream/
project that they will focus on (20 per cent) and the impact of their research 
from a professional, scientifi c and translational perspective (40 per cent). In 
this instance, the researchers profi led in Table 3.1 were judged via a written 
application and a series of referee reports from past and proposed supervi-
sors/mentors as well as an independent report. In other schemes, it is usual 
for an applicant to ‘pass’ an initial inspection of a written examination and 
referee reports and then compete with other ‘outstanding’ candidates at an 
interview.

THE INDIVIDUAL
Criteria:
Undergraduate/Honours/Other Degree
Research Experience
Professional Skills
Potential to succeed
Prizes/Lectures/Conferences Organised/Courses

Total 40 POINTS

PROPOSED RESEARCH & ENVIRONMENT
Criteria Component 1:
Quality of Project and Potential Benefi ts – (10 points)

Criteria Component 2:
Supervisor/Institution – (10 points)

Total 20 POINTS

RESEARCH QUALITY & OUTPUT
Criteria:
Quality and Quantity
Originality

Total 40 POINTS

OVERALL SCORE OUT OF 100 POINTS .....................
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Table 3.1. Typical profi le of early career health researchers in Australia and key points from the peer-review process

Gender Age PhD Broad area of Notable No. of Quality of group ‘X’ factor Notes
 (years)  research publications citations & institution score
       (passion &
       impact)

Female 35–40 7 yrs Biomedical 13 research – Internationally 8 out of 10 Good combination of
    research  papers   renowned   research output in
         specialist journal and
         quality research and 
         research group
Male  35–40 4 yrs Human 13 research – Specialist centre 5 out of 10 Combination of quality
    movement  papers   of research   research and output with
         specifi c research group
Female  40–45 Pending Mental health 8 research 39 Internationally 9 out of 10 Very good combination of
     papers   renowned   papers in journals with
         good impact factors, 
         citations in specialist
         journals and quality
         research group
Male  35–40 1.5 yrs Medicine 12 research 23 Internationally 6 out of 10 Publications in specialist
     papers   renowned   journals with no
         outstanding output.
         Quality research group
Male  40–45 1 yr Infectious 12 research – Internationally 7 out of 10 Publications in specialist
    diseases  papers   renowned   journals with low impact
         factors. Quality research
         group
Female 35–40 1.5 yrs Neurosciences 1 research – Internationally 2 out of 10 Low research output (with
     paper   renowned   some potential expressed).
          Quality research and 

group
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Female  35–40 2 yrs Nutritional 5 research – Nationally 6 out of 10 Modest research output, but
    sciences  papers   renowned   papers in good impact
         factor journals. National
         leaders in fi eld of research
Female  25–30 <1 yr Human 3 research – Nationally 4 out of 10 Low research output in
    disability  papers   renowned   specialist journals
         combined with national
         leaders in research fi eld
Male  30–35 Pending Cardiology 3 research – Nationally 7 out of 10 Low research output to date
     papers   renowned   combined with nationally
         renowned research group
Female  35–40 <1 yr Nutritional 7 research – Nationally 8 out of 10 Modest research output with
    sciences  papers   renowned   nationally renowned
         research group
Male  40–45 1 yr Psychology 20 research – Nationally 9 out of 10 Good research output in
     papers   renowned   specialist journals. 
          National leaders in fi eld 

of research
Male  40–45 1.5 yrs Environment 13 research – Nationally 5 out of 10 Good research output in high-
    health  papers   renowned   impact specialist journals.
         National leaders in fi eld
         of research
Female  25–30 <1 yr Physiology 1 research – Nationally 5 out of 10 Low research output.
     paper   renowned   Modest research group
Female  50–55 1.5 yrs Paediatrics 7 research 15 Internationally 8 out of 10 Modest research output
     papers   renowned   given low-impact,
         specialist journals.
         Internationally renowned
         research group
Female  25–30 3 yrs Psychology 8 research – Nationally 7 out of 10 Low research output given
     papers   renowned   low-impact journals and
         reviews. Nationally
         renowned research group
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Table 3.1. Continued

Gender Age PhD Broad area of Notable No. of Quality of group ‘X’ factor Notes
 (years)  research publications citations & institution score
       (passion &
       impact)

Female  35–40 <1 yr Cognitive– 2 research – Nationally 2 out of 10 Low research output. 
    behavioural  papers   renowned   Modest research team
    sciences
Female  25–30 <1 yr Psychology 29 research – Nationally 9 out of 10 High-impact research in top
     papers   renowned   specialist journals. 
         National leaders in
         research area
Female  35–40 2 yrs Psychology 7 research 50 Internationally 7 out of 10 High research output given
     papers   renowned   one high-impact paper
         plus good impact factor
         journals. Internationally
         renowned research group
Male  50–55 2 yrs Public health 7 research – Nationally 7 out of 10 Reasonably high research
     papers   renowned   output given publication
         in top specialist journals.
         National leaders in
         research area
Female  20–25 <1 yr Physiology 6 research – Nationally 8 out of 10 High research output given
     papers   renowned   high-impact journals; 
         although many ‘team’
         publications. Nationally
         renowned research group
Female  35–40 2 yrs Genetics 12 research 149 Internationally 10 out of 10 Excellent research output
     papers   renowned   given high-impact papers
         and citations.
         International leaders in
         research area



B
E

N
C

H
M

A
R

K
IN

G
 Y

O
U

R
 C

A
P

A
B

IL
IT

IE
S A

N
D

 P
E

R
F

O
R

M
A

N
C

E
 

35
Female  25–30 2 yrs Respiratory 14 research – Nationally 8 out of 10 Good research output in
    medicine  papers   renowned   specialist journals. 
         National leader in
         research area
Female  35–40 <1 yr Paediatrics 3 research – Internationally 4 out of 10 Low research output.
     papers   renowned   Internationally renowned
         group
Male  45–50 2 yrs Microbiology 40 research 70 Nationally 9 out of 10 Very good output despite
     papers   renowned   large number of review
         papers. Many papers in
         high-impact specialist
         journals. National leaders
         in research area
Female  45–50 Pending Public health 3 research – Nationally 5 out of 10 Modest research output in
     papers   renowned   specialist journals. 
         National leaders in
         research area
Female  35–40 <1 yr Endocrinology 8 research – Internationally 8 out of 10 Excellent research output in
     papers   renowned   very high-impact journals.
         World leaders in research
         area
Male  35–40 2 yrs Psychology 12 research – Nationally 7 out of 10 Good research output: large
     papers   renowned   number of papers pre-
         PhD research. Nationally
         renowned group
Female  35–40 <1 yr Epidemiology 16 research – Internationally 9 out of 10 Very good research output
     papers   renowned   in specialist journals. 
         World leaders in research 
         area
Female  40–45 1 yr Community 13 research – Nationally 6 out of 10 Modest research output
    health  papers   renowned   given low-impact journals.
         Nationally renowned
         group
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Table 3.1. Continued

Gender Age PhD Broad area of Notable No. of Quality of group ‘X’ factor Notes
 (years)  research publications citations & institution score
       (passion &
       impact)

Female  30–35 <1 yr Behavioural 5 research – Internationally 7 out of 10 Very good output given one
    sciences  papers   renowned   very high-impact journal
         paper. Internationally
         renowned group
Male  25–30 Pending Behavioural 4 research – Internationally 7 out of 10 Excellent research output
    neurosciences  papers   renowned   given all papers in high-
         impact journals. World
         leaders in research area
Female  25–30 3 yrs Anatomy/ 3 research – Internationally 1 out of 10 Modest research output in
    physiology  papers   renowned   specialist journals with
         potential for improved
         output. Internationally
         renowned group
Female  35–40 <1 yr Gastro- 7 research – Nationally 6 out of 10 Good research output in
    enterology  papers   renowned   specialist journals. 
         National leaders in 
         research area
Female  35–40 2.5 yrs Neurophysiology 13 research – Nationally 8 out of 10 Very good research output
     papers   renowned   top specialist journals.
         National leaders in
         research area
Female  40–45 <1 yr Human 2 research – Nationally 3 out of 10 Low research output in low-
    movement  papers   renowned   impact journals. Nationally
         renowned group
Female  25–30 <1 yr Physiology 12 research – Nationally 7 out of 10 Good research output in
     papers   renowned   specialist journals. 
         National leaders in 
         research area
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PICKING THE WINNERS

A close inspection of the typical profi le of early career health researchers in 
Australia (Table 3.1) reveals a number of important points (at the very least 
in terms of competing for prestigious Post-Doctoral Fellowships in health 
research in Australia):

• Those attempting to consolidate/establish a competitive clinical research 
career are typically aged 30 years or more, having spent a considerable 
number of years establishing their credentials/qualifi cations in their specifi c 
discipline.

• Many applicants are in the process of reapplying for a Fellowship (having 
failed to obtain funding in the fi rst instance following PhD completion).

• There is a healthy proportion of female Australian researchers competing 
for these awards, having juggled the dual responsibilities of career and 
parenthood.

• There is a healthy diversity in the depth and breadth of research being 
proposed. However, this makes it diffi cult to assess and makes reference to 
‘research priorities’ and specifi c intentions of the grant very important.

• Those who have managed to publish more than 10 research papers (par-
ticularly in high-impact journals – either specialist or general) are more 
likely to be competitive. However, opportunity relative to age and employ-
ment (particularly for those new to the research environment) is an impor-
tant caveat and one particularly high-impact paper can be extremely 
important.

• Many researchers are unaware of the importance of checking how many 
times their papers have been cited.

• Working with national and world leaders in the chosen fi eld of research is 
extremely important to differentiate one’s self from other researchers.

• The ‘X-Factor’ in terms of general impressions from a written application 
(and, in some cases, interview) should not be under-estimated. This really 
stems from the applicant’s ability to ‘capture’ the interest of the peer 
reviewers and compel them to argue for funding support. This is usually 
based on the idea of career trajectory, the person’s underlying passion 
for their subject and, of course, their potential to make a substantive 
difference.

Picking the winners (i.e. those individuals who are automatically placed in 
the top 5–10 per cent of their peers) is diffi cult without viewing the specifi c 
applications and referee’s reports, but it is obvious that some applicants 
compel a review panel to support them because they are passionate about 
their career and research, have obvious career potential as leaders in their 
fi eld of research, are researching a ‘hot’ topic, have already demonstrated 
high research output and impact, and propose to join world leaders in their 
fi eld of research.
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SUMMARY

A strategically aware researcher will know exactly what is required to become 
competitive at the local, national and international levels. They will tailor their 
research activities and training to ensure that they exceed the benchmarks 
established by their peers. This requires becoming actively involved in a range 
of activities in which you are able to monitor the progress of your ‘current’ 
and ‘future’ peers, building strategic alliances and always thinking carefully 
about the next step in your research programme. It is worth noting, once again, 
that benchmarking your curriculum vitae to better compete against your peers 
does not require you to actively work against them; unfortunately, the tempta-
tion to spend more time worrying about others and place obstacles in their 
way is all too common. Setting mutual goals and establishing supportive rela-
tionships that are likely to become more important as you reach more senior 
positions form a much more positive and strategically sensible plan than 
making enemies throughout your career.

Key Points: As indicated by the title of this book, regardless of your inher-
ent talents and qualifi cations, there are many things you can do to create 
a successful research career if you are aware of whom and what you are 
competing against and what you have to achieve in order to place yourself 
in control of your own destiny. However, as indicated by the alarm clock 
in Figure 3.1, there is a narrow window of opportunity for you to prove 
yourself a ‘high achiever’ and worthy of funding and career support (usually 
within two to three years of completing a PhD).



4 Choosing the ‘Cutting Edge’ of 
Health Research

INTRODUCTION

It will be reiterated throughout this book that without long-term 
career plans, your chances of ultimately succeeding and attaining (or, 
indeed, exceeding) your original goals are greatly diminished. Importantly, 
this doesn’t mean that your career has to be a carefully managed affair: 
having a strategic plan means that you have thought about what you want 
to achieve and that you are more likely to recognise a golden opportunity 
(even if it has its inherent risks) to build an extra-ordinary career. It is 
within this context that many promising researchers consign themselves 
to failure from the beginning by choosing, or allowing themselves to 
adopt, a mundane or routine research programme that is never going to 
be published in high-impact journals (see Chapter 8) or attract invitations 
to speak at international conferences. Without these indicators of your 
relative value on the national and international stage, your ability to con-
vince a selection panel and your peers that you are worthy of more senior 
research positions and sustained funding for your research programme is 
reduced.

Unfortunately, given that your PhD and/or post-doctoral studies will 
often take years to reach fruition and advances in your chosen area of 
interest are almost inevitable, you almost need to be clairvoyant to 
guarantee that you are publishing and presenting novel fi ndings that will 
make a suitably large and recognisable impact. Unless you are prepared to 
take your chances and simply hope that your chosen area of expertise will 
lead you to the top, it is imperative to carefully choose an initial area of 
research that will both make an immediate impact and provide you with a 
chain of investigation that will sustain your research career for a number of 
years.

IDENTIFYING A ‘HOT’ RESEARCH TOPIC

Before considering the specifi cs of choosing an area of research on which to 
base your career, it is extremely important to understand the ‘big picture’ 
issues that impact on the health of communities throughout the world; this has 
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already been touched upon when reviewing Australia’s pre-designated national 
health priorities in the previous chapter. As the clinical practice and knowl-
edge domains of health disciplines span the whole continuum of conception 
to death and from health to illness, there is obviously an enormous array of 
health research topics to choose from. However, choosing a highly specifi c 
research topic that will lead to dramatic results in a small group of individuals 
has to be weighed against working on producing modest results in a large 
group of individuals, particularly if that research resonates with health priori-
ties prospectively identifi ed by governments, funding organisations and health 
providers. The trade-off, of course, is that becoming an international expert 
in a highly specifi c area of health research is likely to be easier when compet-
ing against a few individuals compared with competing against many individu-
als who are focused on more popular areas of research.

From a global perspective, as the overall wealth of the world’s population 
steadily increases, there is an inevitable trade-off, with a parallel increase in 
the total burden and impact of more ‘affl uent’ disease states. These disease 
states mark a transition in human history from the preponderance of tradi-
tional killers of malnourishment, infectious disease and violence that severely 
limited life-expectancy to ‘self-infl icted’ conditions that emerge in the latter 
years of an expanded lifespan. Such a phenomenon has been exacerbated by 
advancing treatment options that merely prolong the inevitable in an ageing 
body rather than provide an ‘immortality elixir’ that defi es the natural ageing 
process once the inherent risks of being young are successfully navigated.

Figure 4.1 synthesises World Health Organisation data showing the most 
common causes of disability and premature mortality in both men and women 
around the world. Clearly, undertaking research that provides practical and 
cost-effective solutions (the economics of health are becoming increasingly 
important!) to address the multitude of problems that they engender at the 
individual and societal levels will obviously be viewed as important and treated 
as high-priority for fi nancial investment (i.e. research grants and service devel-
opment funds) and publication. In most developed countries, the progressive 
ageing of the population has meant that there has been an enormous interest 
and dedicated research funding directed towards the following:

• coordinated disease management programmes to deal with an increasing 
number of individuals with chronic disease;

• primary prevention strategies designed to minimise the number of individu-
als developing a chronic condition;

• community models of care designed to minimise the most costly component 
of healthcare expenditure (hospitalisation), e.g. hospital-at-home pro-
grammes for patients with malignant disease and non-institutional mental 
healthcare programmes;

• alternative models of care that expand the role of non-medical healthcare 
professionals and carers to overcome a shortage of qualifi ed healthcare 
professionals.
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Most of the premier funding bodies in these countries (e.g. the National Insti-
tutes of Health in the USA and the National Health and Medical Research 
Council in Australia) clearly identify the highest research priorities and fund 
them accordingly. Not surprisingly, cardiovascular diseases (comprising dia-
betes, stroke and coronary artery disease), mental health (including depres-
sion) and respiratory disease (e.g. asthma in childhood and chronic airways 
limitation in older individuals) are typically high-profi le conditions. In terms 
of the ‘epidemiologic transition’, there is also an emerging trend to suggest 
that the battle against chronic disease is being undermined by increasing rates 
of obesity, sedentary lifestyles and smoking in younger individuals. As such, 
there are fears that a second epidemic of cardio-respiratory disease will emerge 
in future generations without successful strategies and treatments to combat 
the same. Targeting this multifaceted phenomenon clearly represents a rich 
area of research for the foreseeable future.

In developing countries, there is a twin threat of infectious disease (e.g. 
HIV/AIDS and tuberculosis) and the emergence of ‘Western’ diseases due to 
the adoption of Western lifestyles. Research funding from the World Health 
Organisation and large philanthropic organisations (e.g. the Gates Foundation 
and the Wellcome Trust) in addition to specifi c overseas funding streams from 
the National Institutes of Health in the USA typically target the following:
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Figure 4.1. Conditions that have the greatest impact on global disability and premature 
mortality: a world of research still to complete!
Adapted from: World Health Organisation, Atlas of Heart Disease & Stroke, Chapter 
13: Global burden of coronary heart disease. World Health Organisation, Geneva, 
2005: www.who.int/cardiovascular_diseases/resources/atlas/en/print.html.
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• infectious disease prevention programmes;
• ‘self-help’/capacity-building programmes to enable communities to solve 

and manage local healthcare issues;
• monitoring of the epidemiologic transition of disease within whole 

populations;
• culturally specifi c healthcare programmes.

While the above provides a broad overview of the type of research priorities 
around the globe and likely ‘hot’ topics for the foreseeable future, it doesn’t 
provide any information on the most elusive and prized ‘animal’ in research: 
a unique study that will make a dramatic impact in the context of a ‘hot’ 
research topic health issue. Not surprisingly, the ‘hotter’ the topic, the greater 
the number of researchers and funding directed towards that fi eld of endeav-
our. For example, consider the enormous amount of time and energy focussed 
on developing a cure for cancer or a vaccine for HIV. Consider also the acco-
lades and rewards given to those researchers who achieve such seemingly 
impossible goals.

NEW RESEARCH HORIZONS: THE HEART OF 
SOWETO STUDY

One of the consistent themes in this book is taking a chance and making 
something out of what might have been nothing without your passion, input 
and willingness to gamble with your time and energy. As with the majority 
of exciting projects I’ve been involved with in my career thus far, the Heart 
of Soweto Study (described below and see Figure 4.2) began with a simple 
question from a mentor (Professor David Wilkinson, who was Pro Vice 
Chancellor of the Division of Health Sciences at the University of South 
Australia): How would you like to travel to Johannesburg in South Africa to 
explore a potential research opportunity? Although Professor Wilkinson was 
comfortable with the thought of travelling to South Africa, having spent a 
substantial portion of his clinical and research career there building pro-
grammes to combat AIDS and tuberculosis, I allowed my initial prejudices, 

‘Monitoring the pulse of South Africa’s heart health’ 

THE HEART OF SOWETO STUDY

Professor Karen Sliwa, Witwatersrand University RSA 
Professor Simon Stewart, Baker Heart Research Institute, Aus 

Professor David Wilkinson, University of Queensland, Aus 
Professor John McMurray, University of Glasgow, UK

Figure 4.2. The Heart of Soweto Study
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formed by a seemingly unrelenting stream of unfavourable reports (both 
formal and informal) from developing countries on the African continent, to 
prevaricate in making any decision to join him. Fortunately, after some of my 
own homework and an inherent desire to seek out new research opportunities 
(wherever they lay), I travelled to Johannesburg and met a remarkable cardi-
ologist (Professor Karen Sliwa) at one of the world’s largest hospitals and the 
remarkable people and community of Soweto.

As with any collaboration, the Heart of Soweto Study has required an 
enormous amount of goodwill, give and take on both sides and perseverance 
to establish. This is typical of a long-distance, international collaboration that 
can quickly disintegrate through misunderstanding and an unequal power 
relationship (particularly if the ‘host’ researchers feel overpowered by the 
interests of the external partner). Notably, thus far, this project has thrived 
without competitive funding (an initial application for funding under the 
Wellcome Trust’s populations in epidemiological transition funding scheme 
was rejected) and relied upon private funding sources (e.g. TigerBrand and 
Adcock Ingram in South Africa) that have recognised the enormous market-
ing/branding opportunities of the project when coupled with potential benefi ts 
for an internationally renowned community.

The following section, describing the rationale and activities (both past and 
proposed) relating to this study, is based on a recent application to extend the 
funding of the study through private sources. Hopefully, it conveys the passion, 
goodwill and momentum that form the basis of the best of collaborative 
research projects. Certainly, after the opportunity to present the progress and 
future of the study in a series of oral presentations, the study was granted 
further funding. Those aware of my own research interests will note that this 
study has all the hallmarks of my personal ‘wish list’ for a research project:

• focus on an important health issue: the global phenomenon of epidemio-
logic transition in developing countries;

• epidemiologic research related to cardiovascular health/disease;
• community engagement/empowerment;
• local capacity building.

BACKGROUND

Like many other parts of the globe, South Africa is experiencing a transition 
towards greater wealth and prosperity. With improved socio-economic 
conditions comes the opportunity to tackle key public health issues relating to 
improved law and order, with fewer accidental and violent deaths and better 
disease control to reduce the number of deaths caused by infectious disease. 
Improved economic conditions and the prospect of a longer life do not, 
however, come without a cost. As people live longer and adopt more affl uent 
lifestyles, their risk of developing heart disease (a so-called ‘affl uent disease’) 
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dramatically increases. It has been estimated that within the next 20 years, 1.3 
million people per year will be affected by heart disease in Africa.

Heart disease has the potential to not only cause disabling symptoms but also 
result in premature death in those who would have otherwise lived to old age. 
Fortunately, many of the causes of heart disease (e.g. high blood pressure, 
obesity, diabetes and smoking) are either treatable or completely preventable.

The key challenge for South Africa is to better understand the ‘drivers’ that 
are leading to the emergence of heart disease and to tackle them via better 
prevention and treatment programmes.

HEART DISEASE IN SOWETO

Established close to the city of Johannesburg, South Africa, 100 years ago, 
Soweto now represents one of the largest urban areas on the African continent. 
Home to more than one million people, the population of Soweto has benefi ted 
from improved economic conditions and public health advances in recent 
years. Unfortunately, the ‘cost’ of these improved conditions has been an 
increase in the number of individuals seeking medical care from the Cardiology 
Unit at the Baragwanath Hospital for heart disease or its common precursors.

For example, in the past 20 years, the number of people being treated for 
a heart attack in the Coronary Care Unit of the hospital has increased more 
than 10-fold and, in a typical clinic day, more than 100 people are seen in the 
outpatient clinic at the hospital for a heart-related condition.

THE HEART OF SOWETO STUDY

It was in response to the growing need for healthcare services for those affected 
by diseases of the heart that the Heart of Soweto Study offi cially began in 
January 2006, with key funding support from Unite 4 Health/Adcock Ingram.

Led by Professor Karen Sliwa (Director of the University of the 
Witwatersrand’s Soweto Cardiovascular Research Unit at the Baragwanath 
Hospital), together with collaborating experts from Australia and the UK, the 
Heart of Soweto Study has begun the important task of better understanding 
and monitoring the emergence of heart disease in the local population and 
developing better healthcare services in response.

Mission Statement: The primary purpose of the ‘Heart of Soweto Study’ 
is to systematically examine and respond to (with the creation of enhanced 
community health care services) the epidemiologic transition in risk behav-
iours and clinical presentations of heart disease in the predominantly black 
African population of approximately one million people living in the town-
ships that comprise the internationally renowned and celebrated area of 
Soweto. In the process, the study team is committed to community engage-
ment and building local research and health care service capacity.
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This multi-phased project has a number of components that, when combined, 
are designed to reduce the burden imposed by the emergence of more affl uent 
forms of heart disease in the local community. These activities include the 
following key phases of our unique and innovative programme:

Phase 1 Establishing a clinical registry of patients presenting to the 
Cardiology Unit at the Baragwanath Hospital.

Phase 2 Creating greater community awareness of heart failure in those at 
greater risk and provide more appropriate and culturally sensitive 
clinical services for those with heart failure in Soweto, with a strong 
focus on self-awareness/care.

Phase 3 Undertaking a community-based surveillance programme to better 
track and respond to the emergence of heart disease in Soweto.

WHAT WE HAVE ACHIEVED SO FAR!

Key activities undertaken as part of the initial stages of the Heart of Soweto 
Study have demonstrated our ability to build local research capacity and 
engage the local community and healthcare services in order to achieve our 
stated goals:

1. Tracking the emergence of heart disease! In addition to providing expert 
healthcare to those seeking treatment for heart-related conditions, the staff of the 
Cardiology Unit have established a unique clinical registry to describe each pre-
senting case from the local population. Since formally commencing this registry in 
early 2006, the study team have documented more than 3000 cases of heart disease 
– the largest data collection of its kind in Africa.

2. Improving outcomes in heart failure. One of the most debilitating and deadly 
forms of heart disease is heart failure: a condition that can occur following a seem-
ingly normal pregnancy in young women or, more commonly, as a result of a heart 
attack or untreated high blood pressure in older people. In order to improve out-
comes in the increasing number of people affected by heart failure in Soweto (at 
least 600 heart failure patients/year), the team have established a specialist heart 
failure clinic and links with the community to improve its management and typically 
poor health outcomes.

3. Raising Heart Awareness in Soweto! With Unite 4 Health/Adcock Ingram’s 
support, each month, research nurses and doctors from the Heart of Soweto Study 
set up a ‘screening station’ within the community and provide free health checks 
for common risk factors for heart disease and healthcare advice or follow-up, if 
required. With a target of 1000 participants, these ‘Heart Awareness Days’ have 
already discovered that 50% of those screened have at least one risk factor for 
developing heart disease.

The value of the vital research and community focus of the Heart of Soweto 
Study has been recognised by the enthusiasm of those working in the Soweto 
Cardiovascular Research Unit at the Baragwanath Hospital, the community 
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of Soweto, the wider healthcare community and, indeed, international experts 
in the fi eld, following the publication of a landmark paper describing the 
project:
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Figure 4.3. The number of cases of ‘heart attack’ being treated at the Coronary Care 
Unit of the Baragwanath Hospital over the past 30 years

Stewart S, Wilkinson D, Becker A, Askew D, Ntyintyane L, McMurray JJ 
and Sliwa K (2006) Mapping the emergence of heart disease in a black, 
urban population in Africa: The Heart of Soweto Study. International 
Journal of Cardiology, 108: 101–108

Consistent with the phenomenon of a community in transition from both a 
socio-economic and a health perspective, the Heart of Soweto Study has 
already uncovered a marked increase (more than 10-fold) in the number 
of cases of ‘heart attack’ being treated at the Coronary Care Unit of the 
Baragwanath Hospital over the past 30 years (see Figure 4.3).

INCREASING ADMISSIONS FOR HEART ATTACK IN 
SOWETO: A HISTORICAL COMPARISON

FUTURE ACTIVITIES

In order to build on the successful activities outlined above and provide a 
sustainable platform for the Heart of Soweto Study’s role in monitoring and 
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combating the inevitable rise in heart disease in the local community, it is vital 
that further funding is obtained to support three key areas of activity that 
directly relate to the three study phases outlined earlier in this document.

The logical steps arising from our initially successful programmes are the 
subject of our application for enhanced funding and relate to three key activi-
ties planned for the calendar year 2007, outlined below.

Phase 1  Establish a clinical registry of patients presenting to the 
Cardiology Unit at the Baragwanath Hospital

Extension:  Proposed continuation of the Heart of Soweto Clinical 
Registry

As described above, we have successfully established a ‘Heart of Soweto 
Clinical Registry’, documenting all clinical contacts in the newly renovated 
Baragwanath Cardiology Clinic since January 2006 (pilot data have been 
collected since October 2005). By the end of December 2006, we anticipate 
that this unique clinical registry will have collected the following clinical data:

1. the demographic profi le and full spectrum of heart disease-related diag-
noses of the approximately 3000 men and women who have returned to the 
clinic for follow-up treatment in the year 2006 (prevalent cases of heart 
disease);

2. comprehensive demographic, cardiac risk, clinical and treatment data 
(including ECG and echocardiography) from the approximately 2000 men 
and women who have presented to the Cardiology Unit (both the clinic and 
hospital wards) who have sought treatment for the fi rst time in the year 
2006 (incident cases of heart disease).

The value of these data cannot be overstated.
In just 12 months, it will represent the largest clinical dataset on heart disease 

emanating from the African continent. As such, it will provide an invaluable 
insight into the type and number of cases of heart disease arising from a pre-
dominantly black urban community undergoing signifi cant socio-economic 
change.

Reports from this registry will be widely disseminated (including prestigious 
local and international conferences and medical journals) and used to inform 
decisions on how best to meet the needs of people who develop heart disease. 
The capacity building and information generated from our initial activities to 
establish this registry were instrumental in our successful attempts to imple-
ment ‘Heart Awareness Days’ in the local community (see below). In order 
to best understand the emergence of heart disease in Soweto over time, there 
is a logical need to systematically collect data over a prolonged period (i.e. 
beyond 2006). Having successfully established the clinical registry for patients 
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with both pre-existing (so-called prevalence cases) and newly diagnosed (inci-
dent cases) heart disease, in addition to refurbishing the clinic at the Barag-
wanath Hospital to undertake this vitally important activity, there is a logical 
need to extend data collection to monitor potentially important changes in the 
following:

• number of new cases of heart disease presenting to the hospital: Is it increas-
ing each year or has the number of cases stabilised?

• the pattern of underlying risk factors: Are there more people with high blood 
pressure or diabetes?

• the spectrum of heart disease: Are there fewer ‘infective’ forms of heart 
disease and more ‘affl uent’ forms over time?

In order to address these key issues and questions, we propose to monitor all 
new cases (incident) of heart disease over the next calendar year (2007) in 
order to undertake important comparisons over the two-year period 2006 and 
2007.

Phase 2  Creating greater community awareness of heart failure in 
those at greater risk and provide more appropriate and cultur-
ally sensitive clinical services for those with heart failure in 
Soweto

Extension  Proposed establishment of a chronic heart failure awareness 
and management programme in Soweto

It is important to re-emphasise that the increase in rates of coronary artery 
disease in Soweto does not appear to be confi ned to those presenting with an 
acute clinical problem (e.g. a heart attack). Our clinical registry has revealed 
that at least 20 per cent of new cases of heart disease presenting to the Cardiol-
ogy Unit at the Baragwanath Hospital have developed CHF – a syndrome 
characterised by permanent structural or functional damage to the heart and 
accompanying neuro-hormonal and peripheral changes that leave affected 
individuals at greater risk of poor quality of life due to chronic shortness of 
breath, fatigue and peripheral oedema and a premature death. This equates to 
approximately 250 new cases of heart failure presenting to the clinic each year.

Consistent with outcome data derived from patient cohorts in Western 
developed countries, 20 per cent of hospitalised patients with CHF at Barag-
wanath Hospital die within one year and 60 per cent of survivors are readmit-
ted to hospital within 18 months. In the developed countries, there has been 
increasing interest in the role of dedicated CHF management programmes 
that provide individualised education, care and support to patients and fami-
lies affected by this deadly and disabling syndrome. They have now become 
part of the gold-standard management of the syndrome. However, there are 
no data to support their use in a developing world context.
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If better heart failure awareness and management are to be achieved in 
communities like Soweto, there has to be a strong community focus and use 
of available resources. It would be unsustainable, particularly given the natural 
focus on HIV/AIDS that has limited investment in tackling cardiovascular 
disease in South Africa, to establish the same kind of programmes that exist 
in developed countries. However, there are key components that could be 
adapted.

It is within this context and a careful analysis of the needs of the local com-
munity and the healthcare system to cope with an increasing burden imposed 
by heart failure that there is a clear need to undertake the following in 
Soweto:

1. raise the overall awareness of heart failure in those most at risk of develop-
ing this syndrome in Soweto;

2. establish culturally specifi c educational and support resources for patients 
and families affected by heart failure, with a strong focus on facilitating the 
self-care abilities of affected individuals to optimally manage their 
condition;

3. facilitate the optimal management of heart failure in Soweto by improv -
ing the local capacity of community-based nurses to manage patients 
and liaise with the expert heart-failure clinic located at Baragwanath 
Hospital.

In order to achieve these goals, we propose to establish a ‘Chronic heart 
failure awareness and management program’ in Soweto that will have three 
key features:

1. Development and distribution of a CHF awareness brochure that will be 
distributed to the thousands of patients attending primary care clinics in 
Soweto for any cardiovascular reason (including management of a risk 
factor, e.g. hypertension). The brochure will be designed to raise broad 
community awareness of the risk of developing this syndrome if common 
risk factors (including obesity and sedentary behaviour) are not addressed 
and to advise individuals when to seek appropriate healthcare if they 
develop symptoms indicative of the syndrome. The brochure will also be 
distributed at our regular community-based heart awareness programmes 
throughout Soweto.

2. Development and distribution of a CHF patient support package that will 
better enable the hundreds of affected patients to optimally self-manage 
their condition in the community.

3. Creation of a nurse-facilitated, community-based CHF management pro-
gramme that integrates the currently fractionated care that patients receive 
from the Cardiology Unit at the Baragwanath Hospital and primary care 
clinics in Soweto to provide expert nursing and medical care across the 
whole continuum of the healthcare system.
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Table 4.1 summarises how the investment of funds to support this programme 
would be spent and subsequently evaluated in order to ensure that positive 
health outcomes are achieved.

If successful, this model of community engagement and specifi c integration 
of management will be extended beyond the two primary care clinics to be 
initially involved in the programme to encompass all primary care clinics in 
Soweto via funding applications to the South Africa government. Moreover, 
as ‘proof of concept’ is established, this model of care will be extended to other 
cardiac disease states and non-cardiac conditions.

Table 4.1. Summary of supplemental resource requirements and evaluation of 
outcomes to support the community, affected individuals and community nurses to 

improve health outcomes in relation to CHF

Program Activity Resources Evaluation

Raise overall awareness of Create and distribute Pre and post surveys to
 CHF in high risk individuals  easily understood  determine level of
 attending primary care  (translations) CHF  awareness of CHF
 clinics in Soweto  Awareness Brochure  and need to seek
   health advice when
   required Level of
   self-referral for
   potential CHF
Provide patients (and their Patient support package Patient/family awareness
 families) with the necessary  that include an  of the goals of optimal
 information and resources  individualised CHF  CHF management and
 to optimally self-manage  self-care manual, key  level of self-care
 their CHF  contacts and weigh  abilities to apply the
  scales (if required)  best standard of
   management
Provide primary care nurses Appointment of 2 Proportion of CHF
 in Soweto with advanced  specialist CHF nurses  patients on optimal
 training to best detect and  to oversee this activity  management
 manage CHF in the  
 community  
Create better links between Provide regular training Rate of readmissions
 the Cardiology Unit at the  days and educational Survival
 Baragwanath Hospital with  materials to nurses Event-free survival
 primary care clinics in   from 2 community Quality of life
 Soweto via a nurse  clinics in Soweto Health care costs
 facilitated community Transport of nurses & Evaluation of
 management program  patients to coordinate  sustainability of
  management  program

Phase 3  Undertake a community-based surveillance programme to 
better track and respond to the emergence of heart disease in 
Soweto

Extension  Proposed extension of the ‘Heart Disease Awareness Days’ 
to develop a systematic community screening programme
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In order to fully understand and respond to the ‘drivers’ of heart disease in 
Soweto, there is a clear need to move beyond those who present with pre-
existing forms of heart disease to understand the following:

• What proportion of the local community are at risk of developing heart 
disease in the future because of pre-existing risk factors such as obesity, 
smoking, diabetes and high blood cholesterol levels secondary to a high-fat-
content diet?

• What proportion of the local community have developed a non-sympto-
matic form of heart disease (i.e. they are unaware of their underlying 
disease) that will manifest itself in a potentially deadly symptomatic form 
over time?

At present, there are very limited data to answer either of these questions 
in any such community in other parts of the world, let alone Soweto. A 
natural extension of our successful ‘Heart Awareness in Soweto Days’ that 
will screen up to 1000 people by the end of 2006 is a more comprehensive 
and sophisticated examination of the risk factors and emergence of heart 
disease in the community. Such a programme would have the following 
features:

1. active screening of thousands of men and women from different parts of 
Soweto;

2. sophisticated but portable screening devices to examine heart and blood 
vessel function in addition to clinical and risk-factor data already gathered 
during the Heart Awareness Days;

3. assessment of dietary, exercise and other factors that may lead to the devel-
opment of heart disease.

It is important to note that this activity will enable the team to evaluate the 
development of heart disease at a much earlier stage and plan for better 
‘primary prevention’ strategies in Soweto while raising the awareness of the 
disease in the process.

SUMMARY OF PROPOSAL FOR SUSTAINED FUNDING

In the past 12 months (and, indeed, the preceding 12 months of planning), the 
Heart of Soweto Study research team has done much to understand the nature 
of emergent heart disease in Soweto and to determine the needs of those who 
are directly affected by it. However, much remains to be done and our efforts 
to establish the Heart of Soweto Study will have been in vain if we are unable 
to capitalise on the research capacity and infrastructure built on mutual coop-
eration and partnerships within the team itself and organisations such as 
Adcock Ingram/Unite 4 Health.

The planned activities for 2007 all represent logical extensions of the work 
that we have undertaken thus far. They have the potential to not only benefi t 
the local community but also establish the study as an international exemplar 
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for heart disease research in the developing world, particularly given the focus 
on developing culturally sensitive and sustainable community programmes to 
both prevent and treat heart disease effectively.

In the longer term, the research team believe that the growing spotlight on 
South Africa (and particularly Soweto, with its proud football heritage) for 
the 2010 FIFA World Championships will provide a fantastic opportunity to 
highlight the activities and sponsors of the Heart of Soweto Study. Securing 
funding for the next phase of the study’s activities in 2007 will represent a 
fantastic platform towards securing the long-term future of the study and its 
presence in 2010.

TAKING IT ONE STEP FURTHER: IDENTIFYING A 
UNIQUE TOPIC

If anything, the Heart of Soweto Study demonstrates that there are still many 
opportunities to make a dramatic impact on health outcomes (around the 
globe) and build a successful research career as a result, particularly within 
the context of emerging health professions that have yet to explore their full 
potential and articulate the full extent of clinical areas of responsibility (e.g. 
the role of occupational therapists in disease management programmes for 
those with chronic cardiac disease). Identifying a unique contribution to health 
research overall and your health discipline is, therefore, still eminently feasible 
for novice researchers considering an academic career. There is no prescribed 
formula for discovering or identifying a unique research question or hypoth-
esis to be explored and/or tested. Like most human activity, it can be derived 
from careful and strategic thinking and preliminary research or result from a 
moment of inspiration or consideration of an old problem in a new light. It is 
for this reason that the National Institutes of Health in the USA, for example, 
place such a strong emphasis on investigator-derived research (bottom-up) 
rather than a singular focus on prescribed research (top-down approach), 
although this is becoming increasingly more common globally with respect to 
funding translational research that bridges proof-of-concept to integration 
into the realms of health service treatment and delivery.

The fi rst step, of course, is to recognise that the most successful research-
ers have built their careers on a seminal piece of research (usually early 
rather than later) by identifying or stumbling upon a unique research idea. 
Ultimately, fi nding an inspirational idea is most likely to happen when you 
are actively searching for it using a variety of methods. This can include:

• talking to mentors/role models about the potential areas of interest;
• refl ecting on your own clinical practice;
• attending scientifi c meetings;
• carefully reading the literature around a particular topic;
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• discussing clinical issues with your peers;
• considering parallel problems and solutions within other disciplines (e.g. 

education, information technology, psychology and business management).

Once you have identifi ed a potential area of interest, it is important to deter-
mine whether any other research group or individual is examining the same 
area of research, but even if they are, you may well have the opportunity to 
improve on their ideas. Once again, this would involve attending scientifi c 
meetings relevant to the area of interest and undertaking careful literature 
reviews.

It is within this context that Figure 4.4 shows the inspiration and develop-
ment behind my own evolving research programme focussed on nurse-led, 
multidisciplinary management programmes in patients with chronic disease, 
its evolution to a specifi c focus on chronic heart failure and a ‘back to the 
future’ focus on other forms of chronic cardiac disease. Remarkably, the inspi-
ration for my research came from an educational psychologist who challenged 
me, during a graduate course that I was taking in adult education, to reconcile 
the practical implications of adult learning theory with the common practice 
of pre-discharge education of elderly patients (i.e. how well do we, as health 
professionals with expert skills and knowledge, prepare them to manage their 
own treatment and health on return to home). As can be appreciated from the 
course that I was taking, I was more interested, at that stage, in consolidating 

3. Discussing results with mentors: 
recognising the significance of 

patients with CHF

Inspiration: How do hospitalised patients 
process what you tell them?

Pilot study of pre-discharge
education vs. home visit

1. Reconciling adult learning
theory with established 

research

2. Taking pilot results to 
experienced researchers and

seeking direction/funding

RCT of a nurse-led, 
home-based intervention in

chronic disease

Post-hoc analysis of 
effects of intervention on

CHF patients

3. Discussing results with mentors: 
recognising the significance of 

patients with CHF

RCT of a nurse-led 
home-based intervention in

CHF

Studies examining the cost
impact of CHF services

New insights into the 
management of chronic

cardiac disease

4. Tackling the issues arising from
translating research into practice

5. Regenerating the research 
process: what are the emerging

issues we need to address

Figure 4.4. Anatomy of a research career: the importance of a single, insightful 
question!
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a career in clinical education. However, his intriguing question led to me 
reading the literature, identifying a critical gap in what had been published and 
testing how well typically old and chronically ill patients remembered my 
talking to them about their medications in the hospital setting after one week 
at home. Much to my surprise, this simple study revealed that only one-third 
of patients remembered who I was, let alone remembered the information that 
I had given them during our lengthy session in the hospital! It was from this 
humble and inauspicious beginning that ‘we’ (I quickly realised that I needed 
expert help from experienced clinicians and researchers alike) ultimately 
designed a home-based management programme for patients with chronic 
heart failure, showing, for the fi rst time ever, that such a programme could 
out-perform medical treatments with respect to prolonging the life of affected 
patients and dramatically reducing their rate of unplanned hospital stay.

If anything, Figure 4.4 is a classic example of initially ‘thinking outside the 
square’. Although I can make no claim to the original, insightful question that 
led to my substantive research programme over more than a decade ago, I 
have certainly not underestimated the importance of looking beyond the 
embryonic discipline of nursing to generate research questions and clinical 
solutions. This is most defi nitely refl ected in our development of a multidisci-
plinary model of care, rather than a singular intervention that exclusively 
focussed on the nurse–patient interaction. If you were to examine the early 
literature carefully in relation to heart failure management, for example, you 
might conclude that there was little room for more research. However, there 
are many individuals from a range of disciplines who are currently building 
strong research careers by exploring synergistic relationships between success-
ful heart failure management programmes and more selective patient identi-
fi cation protocols, interventions (e.g. specifi c dietary plans) and surveillance 
systems (e.g. interactive monitors). Indeed, I am privileged to supervise a 
number of PhD candidates who have conveniently ignored my typical com-
ments comprising ‘so what’ and ‘oh please  .  .  .  not another heart failure study’ 
to examine important issues with respect to optimising the application of 
dedicated management programmes; the specifi c details of two of these 
research programs – the BENCH Study and the CARDIAC-ARIA project – 
are outlined in a later chapter.

SUMMARY

The broad spectrum of healthcare issues that can be researched in order to 
improve health outcomes on an individual or population basis are, not surpris-
ingly, enormous. In order to build a successful research career, however, it is 
important to focus on at least one major research area that, if you make a 
substantial contribution, will enable you to publish in high-quality/high-impact 
journals, engender interest from organising scientifi c committees of national 
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and international conferences for invited presentations and, most importantly, 
will increase your chances of attracting sustained research funding. Choosing 
such a topic doesn’t, in actual fact, preclude your spending your time and 
energy on much less fashionable research topics that give you the greatest 
satisfaction; it simply provides you with the opportunity to do so. Indeed, it is 
unwise to focus your energies in one particular direction. If you are too suc-
cessful, you will research yourself out of a job! The process of identifying 
cutting-edge research and maintaining a healthy portfolio of research studies 
is one that should consume you for most of your research career.

Key Points: Unless you are content with small to modest funds to support 
your research, it is critically important to identify research topics that are 
likely to keep you at the forefront of ‘cutting-edge’ research for your dis-
cipline. Clearly, identifying health issues that have the greatest impact on 
whole populations and are the subject of ‘priority’ funding streams and 
high-profi le research concentrations are the best place to start. However, 
it is still possible to make a successful career from a specialised issue, par-
ticularly if there is a ‘knowledge/research gap’ that clearly needs to be 
fi lled.





5 From Potential to Reality: The 
Importance of Achieving Timely 
Milestones to Bring your Research 
to Fruition

INTRODUCTION

It would appear obvious to anyone with a modicum of common sense that 
whilst identifying a ‘hot’ and potentially high-impact topic is an important 
start to a successful career, it is worth nothing if that potential is not brought 
to fruition through hard outcomes. In research, these outcomes include 
peer-reviewed publications, scholarships, research prizes, competitive grant 
funding and rapid career progression. As suggested in Figure 5.1, high achiev-
ers not only produce quality and quantity, but do so in a timely manner: 
many academics claim that they have published an impressive fi gure of more 
than 100 research papers, but if they have been researching for more than 10 
or 20 years and have had the opportunity to build a large research team, a 
rate of 5–10 publications per annum is an under-achievement relative to 
opportunity! The concept of ‘relative to opportunity’ is particularly important 
when judging researchers in the early phases of their post-doctoral career, but 
does apply across the lifespan of a researcher. Accumulating an impressive 
curriculum vitae is about making every opportunity a winner. However, 
the squandering of potentially ‘gilt-edged’ research opportunities through 
the combination of any of the following is a universal phenomenon in the 
academic world:

• assuming that a brilliant research idea automatically equals a brilliant 
research study without proper planning and management strategies coupled 
with a personal commitment to hard work and critical thinking;

• under-estimating the capacity of other individuals and research groups 
to formulate the same research questions and then undertake the 
required research using a better study methodology and in a more 
timely manner;

• allowing critical phases of the research process (e.g. study design through 
to writing the major journal report) to be stalled through a lack of enthusi-
asm/team cohesion, leading to poor productivity or, paradoxically, allowing 
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overly involved critical analysis and thinking to ‘paralyse’ the project into 
indecision;

• inadequate recognition of those key times when confl icting priorities are 
likely to impair your ability to commit to, and invest in, the research 
process;

• missing crucial dates when the impact of your research is likely to be at its 
highest (e.g. missing an abstract submission date for an international confer-
ence in your home country or not submitting a report to a specifi c issue on 
your topic of interest to a high-impact journal calling for papers on that 
particular topic).

In the absence of a reliable clairvoyant who can guide you through the process, 
it is often diffi cult to prospectively identify the specifi c landmarks that will 
increase your research impact and competitiveness. However, it still highly 
useful for you to map out the ideal progress of your research, with recognition 

Complete PhD

12 months

Pilot studies/ongoing literature review

24 months

Residual study follow-up

Preparing research articles/PhD thesis

36 months

Commence PhD

Clearly defined research area

Refine research plan via literature
review & discussions with supervisors

Preliminary ethics applications

& critical reflection

Major ethics application

Strengthening research team
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Preparing research articles/PhD thesis

Study follow-up

Submit/defend thesis

& post-doctoral applications

Refining and fine-tuning
your research

Undertaking the major
portion of research

Preparing research output
& thesis

Figure 5.1. Mapping out a successful PhD
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of both positive and negative factors (as outlined in Figure 5.1), to identify 
how best the research question you’ve generated can be adequately examined 
and prepared for research presentation/publication and as evidence of rapid 
career progression. This is particularly important when your research forms 
the major portion of a PhD thesis – regardless of whether it is defended or 
presented in oral or written form.

COMPLETING A TIMELY AND SUCCESSFUL PhD

One of the most crucial components of a successful research career is credibil-
ity. It is not suffi cient to call yourself a serious researcher without being able 
to back that statement with the credentials and qualifi cations that indicate that 
you have received appropriate research training from a well regarded institu-
tion and passed intensive internal and external reviews. Completing a timely 
and successful Doctor of Philosophy (PhD) or an equivalent qualifi cation 
specifi cally related to a discipline and predominantly research-based (e.g. 
Doctor of Nursing Science – DNS) remains the gold-standard for gaining 
initial credibility as an independent researcher. Legitimately placing those 
magic three letters behind your name (remember that there are many appar-
ently similar qualifi cations that are largely course-based rather than research-
based) summarises a range of unique and advanced qualities that will 
immediately place you in the top tier of researchers. Unfortunately, many 
health professions remain in their infancy in terms of academic development 
and standards and are troubled by numerous ‘teething’ problems.

This problem is true of even the oldest of professions like nursing and mid-
wifery and the issues that it currently faces in relation to offering quality 
research training is consistent with many non-medical professions that are yet 
to develop a consistent level of standards, the path of ‘least resistance’ and 
acceptance of mediocrity being a major hazard to the unwary, assuming that 
they are being prepared to the highest possible standards of research training. 
It should be noted that the following discussion in relation to the nursing 
profession is based on a published review of the same (Kirkman S, Thompson 
DR, Watson R, Stewart S, 2006).

THE ORIGINS OF ACADEMIC NURSING

Bachelor degrees in nursing and midwifery have only been available in the 
UK for approximately 50 years, pioneering university departments being 
Edinburgh, Manchester and Cardiff. From 2002 for midwives and 2004 for 
nurses, entry preparation below bachelor level has been discontinued in Wales, 
but diploma courses are still offered elsewhere in the UK. As the basic courses 
have evolved to graduate level, traditional nurse educators/academics have 
tried to keep at least one step ahead by obtaining post-registration bachelor 
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degrees in the 1960s and 1970s, Masters degrees and, ultimately, PhDs in a 
range of health-related subjects.

Inevitably, as the tension for greater academic status has heightened, doc-
toral degrees have become more attractive to educators, clinicians and, indeed, 
a new generation of clinical researchers. Table 3.1 (see pages 32–36) shows 
that consistent with this observation, in terms of clinical research, post-doc-
toral applicants are still predominantly aged in their 30s or 40s in Australia. 
The number of those aged in their 20s (and presumably taking a direct path 
to research) is still relatively low. Unfortunately, at a time at which doctoral 
degrees have become increasingly important to the up-skilling and profes-
sional identity and academic integrity of the nursing profession, there is no 
consensus on what constitutes the best pathway to prepare for what should be 
an academically demanding and prestigious degree and, moreover, what form 
it should take.

It is important to note that in the absence of academic rigour and robust 
internal critique of clinical practice, professional knowledge and research, 
nursing and midwives and other health professions in a similar phase of ‘aca-
demic development’ are unlikely to be regarded by other professionals and 
health authorities as important ‘players’ in determining future health direc-
tions. At an academic level, initial tolerance of poor academic standards and 
output based on the ‘infancy’ of nursing and midwifery and other health pro-
fessions at the tertiary level is likely to fade rapidly in the face of comparisons 
with other health professions who have managed to adopt the highest possible 
academic standards without compromising their unique identity and role in 
delivering healthcare.

It is within such an environment that the novice researcher should carefully 
consider the following questions in relation to the types of doctorates offered 
by the vast array of academic institutions:

1. Are all doctorates ‘equal’?
2. If not, are some ‘doctorates are more equal than others’, despite apparent 

similarities and tendencies for the uninitiated and unwary to assume the 
former?

ESSENTIAL FEATURES OF THE DOCTORATE OF 
PHILOSOPHY (PhD)

Traditionally, any defi nition of a PhD contains the elements that a student will 
have carried out work which is independent, sustained, rigorous, original and 
at the cutting edge of the chosen fi eld of research. It is also commonly expected 
that the researcher will demonstrate their competence as an independent 
researcher in a tangible way. In many countries, the examination of a PhD 
candidate is in one or two parts – a written and/or oral defence of PhD thesis. 
In Australia, for example, the oral defence has been largely dispensed with. 
In Europe, the defence of a PhD thesis by oral viva is a public event. However, 
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it only enters this phase when the examiners are quite satisfi ed with the quality 
of the research being presented. In many institutions, provisional candidature 
is awarded as ‘probationary’ status until the candidate has provided evidence 
of their comprehensive understanding of their area of research and made 
strong progress towards preparing for their ‘core’ work towards the PhD; this 
may take anywhere between 6 and 12 months on a full-time basis. Where an 
oral examination is held, many universities are moving towards having the 
event overseen by an independent chairperson. In every case, at some point, 
the student registers their research proposal and has at least one academic 
supervisor. There can be more, but one person usually nominates to be the 
primary supervisor. In every case, if there is data collection emanating from 
human subjects, ethical approval must be sought and awarded.

VARIATIONS IN PhD PREPARATION

The ‘traditional route’ to a PhD has a surprisingly short history in the UK and 
other developed countries. For example, it was fi rst approved by the UK 
Universities Conference in 1917 (Simpson 1983). The PhD candidate tradi-
tionally undertakes the equivalent of three or four years’ full-time study and 
studies a subject in great depth, often carrying out empirical research involving 
data collection. In many disciplines, students are required to teach under-
graduate students as a small but remunerated part of their work. The student 
meets their supervisor at intervals determined by them both, maybe only once 
a term, although there is increasing pressure by academic institutions world-
wide to formalise the supervisory process. In some universities, therefore, both 
student and supervisor complete progress reports and there is often a formal 
transfer report which goes to a committee to approve the continuation of the 
study after about one year of full-time work. There may be a programme of 
research ongoing in the department and the student may take part in this, but 
his or her study must be independent. Exactly how this is achieved and which 
parts are then ‘absorbed’ by the candidate for their thesis research is the 
responsibility of the supervisor. External scrutiny of the proposal and of the 
transfer report is often sought to improve the academic rigour of the degree 
and associated research. During the last year of study, the supervisor makes 
arrangements for the appointment of examiners – usually one internal and 
one external. These examiners have to be approved by the university and they 
are paid for their work. The examiners read the thesis and then (in Europe 
and the USA at least) meet with the student at an oral examination. It has 
come to be seen as an essential research training to enable a graduate to enter 
his or her profession as a researcher.

A signifi cant variation from the ‘traditional PhD’ as outlined in the above 
paragraph is the ‘taught doctorate’. This degree is most commonly found in 
the USA. In a marked departure from the ‘free-form’ PhD outlined above, 
the student enrols and commences a programme of taught modules in subjects 
focussed on teaching a person how to do research. These are subjects such as 
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research methods, statistics, ethics and data analysis. The taught phase of the 
degree may last for one year or for as long as three years. Cohorts of students 
embark on their studies together, as this produces economies of scale for lec-
turing staff. Progress depends on the student’s passing the modules. As the 
student cannot progress until a module has been passed, the course can take 
many years to complete. At a predetermined point, the student writes a 
research proposal, which is submitted to the faculty and, having been approved, 
the student embarks on a small project which may or may not include data 
collection. When the project is complete, it is examined and, along with the 
module results, a doctoral award is made.

Consistent with the modus operandi of a ‘taught doctorate’, the ‘profes-
sional doctorate’ is a major departure from the traditional PhD by research. 
In many cases, it can only be distinguished from the ‘taught doctorate’ on the 
basis of its title and relation to a specifi c discipline (e.g. Doctor of Psychology). 
Not surprisingly, it is not uncommon to hear that such degrees are the equiva-
lent of a PhD without any substantiation for the same. Usually, the research 
and thesis component is considerably shorter than in a traditional PhD and it 
is hard to see how the same depth of argument can be sustained. Cohorts of 
students embark on the course together and accrue credits from the modules 
studied. The thesis is often professionally or practice based, focussing on an 
aspect of the student’s professional scope of expertise and clinical practice. In 
some cases, such as clinical psychology, the doctorate has become the licence 
to practice (Hoddell 2000).

At the same end of the spectrum (closely linked to established knowledge 
and scope of practice) as the professional doctorate is the ‘PhD by portfolio’. 
As part of this degree, the candidate submits written accounts of a number of 
different but related research projects that can be explicitly linked. As such, 
an over-arching statement of varying length (commonly 10,000 to 20,000 
words) demonstrating any conceptual framework and showing how the projects 
are related to a whole are provided. Any publications arising from the projects 
can also be submitted (although this is more suited to the form of PhD detailed 
below). In many instances, the whole portfolio does not exceed the length 
(word count) of the traditional-route PhD for the host institution. Indeed, its 
aim is to be broadly comparable in depth and in breadth to the traditional-
route PhD. Similarly to the professional doctorate, this degree ideally suits a 
person who has been in practice, rather than in academe, in a certain discipline 
and has built up his or her research expertise in an ‘ad hoc’ manner. A good 
example of its utility is given in the fi eld of engineering, in which a graduate 
may have gone straight into practice and may have built bridges. To achieve 
this, he may have had to research new technology and brought together tech-
niques in an innovative way, thus furthering his discipline by his actions. This 
degree offers practitioners the opportunity to show their contribution to 
knowledge. The portfolio of projects is examined in the same way as the tra-
ditional PhD.
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More closely linked to the traditional PhD is the ‘PhD by publication’, but 
still consistent with the PhD by portfolio. In this form of PhD, the candidate 
submits a series of peer-reviewed, published papers that are linked by a clear 
theme. As such, an over-arching statement of up to 20,000 words demonstrat-
ing any conceptual framework and showing how the publications relate to 
each other accompanies these papers. The whole portfolio should not exceed 
the length (word count) of the traditional-route PhD for the host institution. 
Indeed, like the portfolio of projects route, its aim is to be broadly comparable 
in depth and in breadth to the traditional-route PhD. In the case of joint 
authorship, the candidate is asked to obtain written confi rmation from the 
other author/s of his or her percentage contribution to the paper. This detail 
is closely scrutinised when the planned thesis is registered, not when it is sub-
mitted for examination. The portfolio of publications is examined in the same 
way as the traditional PhD. The role of the supervisor varies between institu-
tions with regard to how detailed the accompanying statement is required to 
be (Powell 2004).

In any examination of the above forms of doctorate, it is worth considering 
some of the criteria outlined by the Quality Assurance Agency for Higher 
Education in the UK (published in November 2000) with respect to awarding 
doctoral degrees. As such, this report notes that doctorates are awarded to 
candidates who have demonstrated the following:

1. The creation and interpretation of new knowledge, through original 
research, or other advanced scholarship, of a quality to satisfy peer review, 
extend the forefront of the discipline, and merit publication.

2. A systematic acquisition and understanding on a substantial body of knowl-
edge which is at the forefront of an academic discipline or area of profes-
sional practice.

3. The general ability to conceptualise, design and implement a project for 
the generation of new knowledge, applications or understanding at the 
forefront of the discipline, and to adjust the project design in the light of 
unforeseen problems.

4. A detailed understanding of applicable techniques for research and 
advanced academic enquiry.

As can be appreciated by the above summary of the different ways in which 
a doctorate can be attained, there are potential ‘shortcuts’ to such an award, 
but they may not be benefi cial to your career in the longer term. Ultimately, 
any decision about what formal research training you receive should take into 
account what qualities you will develop at the end of the process. Typically, 
the harder and more high-powered environment you expose yourself to 
(i.e. a PhD in a world-class, research-intensive institution or group that only 
accepts the best from everyone), the better prepared you are to become an 
independent researcher in your own right.
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KEY QUALITIES OF A PhD-QUALIFIED RESEARCHER

As indicated by the range of issues outlined above, it makes sense to carefully 
select the form of research training that you will undertake to emerge with 
the best possible array of skills and specialist knowledge. This section, there-
fore, focuses on the ‘outcome’ of your research training, as opposed to the 
way in which it is delivered. Not surprisingly, this particular section is preju-
diced in favour of the traditional, free-form PhD, while acknowledging the 
various and more effi cient ways (e.g. via the presentation of prospectively 
published series of articles) in which a PhD candidate can demonstrate that 
he or she deserves to be awarded the degree. It is within this context that it 
is worth considering the comprehensive list of attributes that have been articu-
lated by the University of Melbourne (a research-intensive institution and 
regularly adjudged as being in the top 50 list of the world’s best universities) 
with respect to those individuals talented and dedicated enough to complete 
a PhD (or equivalent). The following list certainly represents the high end of 
expectations for those entering the rarefi ed atmosphere of PhD-trained 
research, but why expect anything less?

• an advanced ability to initiate research and to formulate viable research 
questions;

• a demonstrated capacity to design, conduct and report sustained and origi-
nal research;

• the capacity to contextualise research within an international corpus of 
specialist knowledge;

• an advanced ability to evaluate and synthesise research-based and scholarly 
literature;

• an advanced understanding of key disciplinary and multi-disciplinary norms 
and perspectives relevant to the fi eld;

• highly developed problem-solving abilities and fl exibility of approach;
• the ability to analyse critically within and across a changing disciplinary 

environment;
• the capacity to disseminate the results of research and scholarship by oral 

and written communication to a variety of audiences;
• a capacity to cooperate with and respect the contributions of fellow research-

ers and scholars;
• a profound respect for truth and intellectual integrity, and for the ethics of 

research and scholarship;
• an advanced facility in the management of information, including the appli-

cation of computer systems and software where appropriate to the student’s 
fi eld of study;

• an understanding of the relevance and value of their research to national 
and international communities of scholars and collaborators;

• an awareness where appropriate of issues related to intellectual property 
management and the commercialisation of innovation; and
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• an ability to formulate applications to relevant agencies, such as funding 
bodies and ethics committees. (www.ecom.unimelb.edu.au/future/pgrad/
phd.html (accessed June 2005))

It is especially worth highlighting the statement of the need for graduates to 
possess ‘a profound respect for truth and intellectual integrity’. This should 
not only relate to your external research activities, but also to your own capa-
bilities as a researcher (i.e. have you taken the easy road to becoming a 
researcher via a lesser qualifi cation or less stringent review process?) and how 
you present your qualifi cations and capabilities (i.e. misrepresent the impor-
tance of your research and/or your ability to undertake more advanced 
research). This obviously requires the kind of critical assessment outlined in 
Chapter 2. Considered in isolation, one could easily become overwhelmed by 
the list of graduate qualities outlined above. The same might be said of the 
extensive list of ancillary skills and knowledge domains also outlined in 
Chapter 2. However, if appropriately stimulating and challenging, your 
research training and miscellaneous experiences, combined with hard work 
and a determination to continually improve, are likely to provide you with the 
opportunities to develop these key graduate qualities, often without specifi -
cally addressing them. As noted in Chapter 1, it is imperative that your 
mentors/supervisors have a clear and impartial (other than wanting the best 
for you) understanding of what you need to succeed. They should also apply 
the principles underlying best practice in PhD supervision. This is particularly 
important in emerging health disciplines in which there is a general lack of 
research culture (Thompson DR, Kirkman S, Watson R, Stewart S, 2006).

Although completing a timely and successful PhD is not all about the written 
word or oral defence but more about the qualities that you develop, there are 
concrete milestones that are often used to determine whether you are setting 
a ‘winning pattern’ for long-term success early in your research career (see 
Figure 5.1). It is within this context that Figure 5.1 provides an example of the 
ideal milestones for a full-time PhD that has the following features:

• a strong preliminary plan for the topic of research prior to commencing 
enrolment;

• thorough and detailed planning and preparation in the fi rst 12 months of 
enrolment, as demonstrated by a comprehensive and critical review of the 
literature, research team-building, pilot studies for determining the overall 
feasibility of the study with respect to patient recruitment, study follow-up, 
specifi c tools and questionnaires and clinical support, where required, in 
addition to the overall amount of time and energy required to complete the 
substantive research study/studies;

• early consideration of the overall focus and presentation of the PhD, with 
time set aside during routine research activities in years 2 and 3 to prepare 
for fi nal presentation;

• an emphasis on publishing and preparing research papers early (i.e. review 
papers, pilot studies, rationale for study design, baseline characteristics, 
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major sub-studies and at least one major research report), as this allows for 
expert feedback beyond your immediate research team, provides you with 
a good sense of where your research sits internationally, as well as provides 
a strong reason why your PhD examiners should perceive your research as 
acceptable;

• time set aside for you to prepare a post-doctoral fellowship application in 
order to progress your research career further.

Within an overall strategic framework, it is possible to set fi rm milestones that 
take account of key dates for ethics, conference abstract submission deadlines, 
conference meetings and, importantly, personal commitments (e.g. Christmas 
holidays). A working example of the third year of a PhD candidature may 
include:

• 31 January – fi nalised Chapter 1 (subject review with copy of published 
review paper included in thesis), Chapter 2 (study design and rationale with 
copy of published paper) and Chapter 3 (pilot studies with copy of published 
research report);

• 28 February – recruitment of fi nal study patient;
• 31 March – fi nalised Chapter 4 describing patients’ characteristics and 

results of initial sub-study (research paper to be submitted to the Journal 
of Advanced Journal of Nursing);

• 10 May – submission of two research abstracts to International Conference 
on Chronic Disease Management;

• 30 June – submission of post-doctoral fellowship application;
• 31 September – complete follow-up of fi nal patient (six months’ 

follow-up);
• 15 December – fi nalise Chapter 5 (major study with submission of article 

for peer review to the British Medical Journal and secondary paper to Inter-
national Journal of Advanced Nursing and Chapter 6 (summary chapter);

• 31 January – submit/defend complete PhD research programme.

With a prospectively designated PhD framework/research topic, it is much 
more feasible to reformulate milestones and/or plan accordingly for other 
research activities should unforeseen delays or problems occur. In most cases, 
it is extremely wise to formulate two alternative plans that will both result in 
your completing a timely and successful PhD. ‘Plan A’ usually represents the 
preferred option whereby there is competitive funding to support planned 
research and the likelihood of publishing reports in high-impact journals (see 
Chapter 6). ‘Plan B’ will usually represent a more ‘realistic’ option that takes 
into account the possible lack of funding, poor recruitment or publication of 
results from other sources that render your original research redundant. 
However, the alternative plan doesn’t have to necessarily be inferior to the fi rst 
and may, indeed, prove to be superior, particularly if it forces you and your 
supervisors/mentors to think more creatively. Figure 5.2 outlines a classical 
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Uncovering a hidden epidemic –A study of the current 
burden of heart failure in Australia. Published:
Heart Lung & Circulation. 2004;13:266-73.

Heart Failure Beyond City Limits: Specific analyses of 
the rural burden of heart failure in Australia.
Planned submission to:
Aust NZ J Public Health

Overcoming the tyranny of distance: the mismatch of 
supply and demand for services for Chronic Heart 
Failure in Australia. Planned submission to:
Eur J Heart Failure

Rural management of CHF by General Practitioners 
(The CASE Study). Planned submission to:
Medical Journal of Australia.

Nursing sans frontières: a three year case study of
multi-state registration to support nursing practice 
via information technology. Planned submission to:
Austr J Advanced Nursing

Rationale and study design for the CHAT Study: A 
randomised controlled study of nurse-led tele-
management of CHF patients living in rural & remote 
Australia. Planned submission to :
Eur J Cardiovascular Nursing

Systematic review of remote technology & outcomes in 
chronic disease states.
Planned submission to:
J Cardiovascular Nursing

Journal Articles Timeframe

24 to 36 mths

0 to 6 mths

6 to 12 mths

6 to 18 mths

12 to 24 mths

24 to 36 mths

Chapter 1
Detailed Background

Chapter 2
Burden of CHF in Oz

Chapter 3
Rural Distribution of CHF

Chapter 6
Future Directions

Chapter 4
Rural Tx of CHF

Chapter 5
Rural CHF services

Beyond city limits: Optimising the management of CHF patients 
in rural & remote Australia

Figure 5.2. Working example of a highly successful ‘Plan B’ PhD thesis
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‘Plan B’ PhD in progress for Ms Robyn Clark – a National Institute of Clinical 
Studies and National Heart Foundation of Australia Postgraduate Research 
Scholar who, at the time of fi nalising this book, was a third-year PhD candi-
date at the University of South Australia, preparing to submit her thesis for 
examination. Initially, she was planning to base her PhD around a nationally 
competitive-funded project examining the benefi ts of a nurse-led telephonic 
support intervention for people with chronic heart failure living in rural and 
remote regions of Australia via a large cluster, randomised control trial involv-
ing more than 600 patients (the CHAT Study). Her major aim was to examine 
ways to optimise the management of chronic heart failure in patients living 
outside of the major healthcare networks currently established in Australia. 
Unfortunately, due to slow recruitment of patients via general practitioners 
in rural and remote Australia, the study is most likely to be completed beyond 
the target PhD completion date for Ms Clark. Therefore, rather than delay 
her PhD and her research career, we were able to carefully re-examine her 
specifi c research questions and the overall research topic to formulate a series 
of innovative studies that would (a) quantify the burden of heart failure in 
rural and remote Australia, (b) examine the current pattern of management 
via traditional sources of healthcare, (c) examine the penetration of specialist 
services into more remote regions of Australia, (d) explore the evidence base 
in favour of remote monitoring programmes in heart failure and (e) explore 
the potential impact of the CHAT Study and the types of practical/transla-
tional issues that will need to be addressed in the future. As can be appreciated 
by Figure 5.2, her PhD studies will still generate new research knowledge and 
are built on a series of peer-reviewed publications. As such, it will still form 
a strong basis for her post-doctoral research studies and complement the 
eventual completion and reporting of the CHAT Study. Indeed, the success-
fully funded research project CARDIAC-ARIA (original application pre-
sented later in this book) is an extension of her PhD research.

CONSOLIDATING A FOUNDATION FOR SUCCESS: 
POST-DOCTORAL FELLOWSHIP

Pointless as it may seem, it would appear that a large proportion of healthcare 
professionals who successfully complete a PhD melt back into their original 
clinical or educational practice without fully using the type of graduate quali-
ties listed above to either improve clinical outcomes or their own career status. 
The reasons for this are undoubtedly complex, but may be explained by a 
combination of the following:

• a lack of vision beyond attaining a status symbol of achievement (i.e. being 
called Dr);

• reaching the peak of individual potential and desire and having nothing 
more to put into a research career;
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• a lack of career options – this is where ‘true’ mentors and supervisors who 
assist your career progression are critically important;

• a lack of ability and productivity, as evidenced by a PhD characterised by 
poor supervision, lack of scientifi c rigour and quality, lackadaisical assess-
ment from peer reviewers applying sub-standard criteria for acceptability 
(usually based on quantity not quality) and a paucity of meaningful out-
comes (e.g. scientifi c presentations, publications, policy changes and evolu-
tion of clinical practice).

Unfortunately, the latter is particularly prevalent in many emerging health 
disciplines (e.g. nursing). As any successful career researcher will tell you, 
once you’ve climbed ‘Everest’ and completed your PhD, your natural eupho-
ria and sense of accomplishment will rapidly expire to be replaced by a 
dawning realisation that there are many more peaks to climb beyond conquer-
ing a PhD! One of these is undertaking successful post-doctoral studies that 
will place you on the path to independently leading your own research group 
and mentoring emerging researchers in the future. Fortunately, if you are 
motivated enough to take the next step beyond a PhD and consolidate your 
research experience into a Post-Doctoral Fellowship, the strong work ethic 
and graduate qualities that characterise a successful PhD candidate will hold 
you in a good position to succeed thereafter.

What are the hallmarks of a successful Post-Doctoral Research Fellowship 
and what does it to take to increase the probability of selecting the right 
research group and research stream to exponentially improve your research 
profi le, skills and productivity? It is, fi rst, important to note that the same 
principles used to strategically plan a successful PhD noted in Chapter 1 and 
more specifi cally earlier in this chapter should be employed. However, unlike 
the usual situation in which, at the start of your PhD candidature, you are 
largely an unknown quantity with the potential to succeed, during the latter 
stages of your PhD, you should be in a position to leverage a post-doctoral 
position with a quality research group on the basis of concrete evidence of 
your future potential. Given the frenetic activity usually associated with com-
pleting a productive PhD, it makes perfect sense to organise the next phase 
of your research career long before you complete your PhD. This usually 
means strategically planning your next step in the fi rst or second year of your 
PhD, making the appropriate contacts (preferably in person, during a visit to 
the department or during a scientifi c conference), negotiating the conditions 
under which you will be accepted and supported, and applying for competitive 
funding (if required) long before you commence fi nalising your PhD. Ideally, 
a successful post-doctoral position will have many of the following features:

• the opportunity to work with a truly international research team that it is 
totally distinct from the one that hosted your PhD;

• the opportunity for your research to naturally evolve into new areas (i.e. 
within the same discipline and focus but examining another important issue);



70 A SELF-FULFILLING PROPHECY

• the opportunity for personal growth in terms of new experiences, friend-
ships, mentors, knowledge domains and skills;

• competitive funding with additional travel funds to facilitate conference 
attendance and visiting other research groups – it is always more attractive 
to your host and strategically helpful in negotiating exactly what research 
you want to perform if you are fi nancially self-suffi cient;

• high productivity in terms of presentations at international scientifi c meet-
ings, peer-reviewed articles in high-impact journals and the opportunity to 
contribute to internationally distributed books by high-profi le authors in the 
fi eld;

• the establishment of a productive long-term collaboration with your post-
doctoral research team.

Ideally, at the completion of a successful PhD and Post-Doctoral Fellowship, 
you will be in a perfect position to negotiate a more permanent research posi-
tion at the institution of your choice, to establish your own research team/con-
centration, either within an established team with access to more senior and 
experienced researchers or as a completely new entity. Having experienced 
the latter (i.e. attempting to build a completely new research team from 
nothing), I would personally advocate strategically placing yourself in an 
established research concentration with all its inherent advantages for imme-
diate research success. The post-doctoral researchers profi led in Table 3.1 
clearly recognise the value of competing for post-doctoral research support. 
Although many of these researchers would be disappointed by the results of 
peer review (remembering that there is a stated aim to support the most out-
standing individuals), a large majority will be employed through other funding 
mechanisms (e.g. specifi c project funds).

Regardless of your ultimate research path, it is highly advantageous to bring 
an ‘active collaboration’ with your post-doctoral colleagues to the next phase 
of your research career. As will be discussed in the next chapter, in order to 
maintain research output and a high profi le during naturally sub-optimal 
periods of research productivity (i.e. when you are in transition from one 
position to the other), it is extremely useful to have a productive collaboration 
and high-profi le association with a research team that does not require your 
personal presence and input. Ultimately, your post-doctoral research studies 
should be productive enough for you to successfully launch the next phase of 
your research career without having to lose any momentum.

SUMMARY

Without a structured and strategically planned PhD and Post-Doctoral 
Fellowship that are completed in a timely manner and are associated with 
high productivity, it is very unlikely that you will be able to successfully 
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compete for competitive research grants and therefore successfully apply for 
high-level research positions in the future. These critical phases in your 
research career set a pattern both in terms of your personal attributes and 
qualities and external perceptions of your strengths and weaknesses as docu-
mented in your curriculum vitae. With very few exceptions, highly successful 
researchers establish their credibility and quality in the early phases of their 
career. As noted throughout this book, they create a self-fulfi lling prophecy 
for future career success.

Key Points: Your PhD and post-doctoral studies represent critical phases 
in your research career. Quite simply, they can make or break your future 
aspirations. A PhD cannot be considered in isolation. It has to be linked 
to a successful post-doctoral phase in a different institution with a different 
research agenda. Similarly, your post-doctoral studies have to be linked to 
your long-term plans to carve out your own research agenda and career. 
In research, there is no one single mountain to climb, but merely a series 
of peaks that inevitably lead to another challenging climb. As such, it is 
not for the faint-hearted!





6 Becoming a Prolifi c Publisher

INTRODUCTION

In the increasingly competitive world of academia, the mantra ‘publish or 
perish’ is becoming louder each year. The reasons for this are simple. Whether 
you are working in an academic institution located in the USA, Europe or 
Australasia, there is an underlying expectation that you will contribute to the 
overall productivity of the institution by publishing peer-reviewed research 
articles, invited articles, book chapters and even books (like this one!). Nearly 
all institutions and individual faculties rely on such productivity to not only 
demonstrate their contribution to a particular discipline or fi eld of endeavour 
to external agencies, but also use it to leverage additional external funding 
relative to other institutions, in terms of both quantity and quality (i.e. as a 
demonstration of either a preponderance of national as opposed to interna-
tional experts concentrated within that institution). Given that most institu-
tions contain a blend of academics that vary in terms of the spectrum of 
educational and research activities that they undertake, it is generally accepted 
that a minority of highly productive academics will push the average number 
of research or scholarly publications per employed academic beyond the 
almost universal target of one peer-reviewed paper per year. These rare aca-
demics, therefore, not only ‘feed’ their own curriculum vitae and justify their 
existence through their academic output, but also ‘feed’ the institution’s profi le 
and assist in generating research incomes beyond the cost of their own 
salary.

In research-only institutions that contain a predominance of academics 
funded by competitive research grants, this standard fi gure may be much 
higher and also involve additional pressure to publish in high-impact journals 
(a description of what this actually means is provided in the text box). However, 
as noted at the beginning of this book, the emerging academic health disci-
plines (e.g. the nursing profession) as a whole has a poor record in generating 
scholarly reports based on their clinical practice and professional knowledge 
relative to other disciplines (most notably medicine). For example, such a 
record is refl ected in the poor rates of publications per nursing academic in 
all developed countries, with only a few exceptions to the rule. It is also 
refl ected in the nursing journals that have ‘low’ impact scores which do not 
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mean that they are not read by many, but that they are not used and refer-
enced by many other nurse clinicians or academics, or indeed, other health 
professionals, in generating and reporting on new research projects.

Regardless of the underlying cause of poor publication records endemic for 
nearly all healthcare-related disciplines, it is obvious that institutions around 
the globe highly value academics who can produce the goods in terms of 
regular publications, particularly if they appear in international professional 
journals or high-impact bio-medical journals that have the potential to infl u-
ence clinical practice or scholarly thought around a particular health issue. 
Becoming a prolifi c publisher is, therefore, desirable to not only demonstrate 
your mastery of a particular subject, but also to increase the competition for 
your services.

ISI Journal Impact Factors: A journal’s impact factor is a measure of the 
frequency with which their ‘average’ published article has been cited in a 
particular year or period. Monitored and published in journal ranking 
reports for various disciplines, the impact factor is useful in clarifying the 
signifi cance of absolute (or total) citation frequencies. It eliminates some 
of the bias of such counts which favours high volume, generalist journals 
over small, more specialised journals. In terms of evaluating the relative 
worth of published research and academic status, the impact factor can be 
used to provide a general (but not absolute!) approximation of the prestige 
of journals in which individuals have been published. (ISI = Institute for 
Scientifi c Information; for more information, see www.isinet.com/essays/
journalcitationreports/7.html/).

PUBLISHING: WHAT SHOULD YOU BE AIMING FOR?

As with most aspects of your academic career, publishing is not simply about 
the number of publications. It is also about the quality of journals, publishers 
and collaborators whom you work with and also the impact that your research 
and thoughts have on clinical practice and other healthcare researchers. In 
critiquing your own curriculum vitae, you should be examining the following 
three critical aspects of your publication record:

1. average number of publications per annum relative to the stage of my 
research career;

2. impact factors of the journals that I’ve published in and/or quality of jour-
nals relevant to my particular discipline area (e.g. midwifery as opposed to 
cardiovascular nursing);

3. number of citations of my papers by other academics subsequently publish-
ing their own research or scholarly opinions or dissertations.
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Rest assured that these are the same three measures that your institution, 
more competitive peers and/or external examiners for research scholarships 
and grants will use to judge your relative worth and productivity!

Rather than focus on any one particular area (i.e. produce one paper that 
appears in the New England Journal of Medicine with an ISI impact factor of 
around 27 as opposed to the one published in Journal of Advanced Nursing 
representing probably 1/2000th of the impact with an ISI impact factor of 
around 1.0), it is wise to aim for a balanced portfolio of publications that will 
appear to contain both quantity and quality to the external observer.

It is important to note that your productivity is inexorably linked to the 
stage of your research career and relative opportunity to publish original 
research (e.g. once you’ve completed a full-time PhD). Unless you belong to 
an international research team that will provide you with an endless supply of 
quality research papers for minimum effort to attain legitimate authorship 
(I’m yet to meet that lucky non-medical scholar!), you will have to be content 
with the cyclical nature of research output until you can form your own stable 
of researchers who provide a ‘steady-state’ of publications, with you as senior 
author.

Figure 6.1 tracks my own publication record, from the completion of my 
PhD in early 1999 to 2006, noting the number of publications, the total impact 
scores of journals in which they appear (as a reference, the British Medical 
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Journal had an ISI impact factor of around 5.0 for a number of years and is 
now around 9.0) and the progression of my role from post-doctoral fellow to 
a full-time Professor of Research. This type of analysis (whilst delivering a 
brutal message!) provides a clear insight into the cyclical nature of research; 
rest assured, I had few publications during my PhD. More encouraging is a 
graph showing the accumulated total of citations from your research reports, 
particularly if they are published in high-impact journals. Any paper that is 
cited more than 10 times within a few years of publication should be consid-
ered a success, with those approaching 50 citations highly successful and more 
than 100 citations approaching a ‘seminal’ contribution to the literature. Figure 
6.2 provides an approximation of my citation record over the last seven years 
(i.e. since completing a PhD); naturally, given the accumulative fi gures, it 
looks much more reassuring than the cyclical nature of annual publications. 
As an individual researcher relying on my own PhD research, I was able to 
publish six papers in 1999 and four more in the year 2000, the most notable 
being a report on a randomised–controlled trial of a nurse-led intervention 
for patients with chronic heart failure, published in The Lancet in 1999 (with 
a very high ISI impact factor score). Naturally, this particular paper infl ated 
my ‘impact factor score’ for 1999 and provided me with the momentum to 
gain an overseas post-doctoral research fellowship. As a result, I was more 
than fortunate to work with an internationally renowned research group led 
by Professor John McMurray at the University of Glasgow, who provided me 
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with the opportunity to publish a large number of research papers over a fre-
netic two-year period (2001/02). My publication record in 2003 (my fi rst full 
year as a research professor) is a sobering reminder of what happens when 
the amount of research material that you have to publish with, and collabora-
tive researchers whom you have to work alongside, suddenly subsides! Thanks 
to residual links to my post-doctoral colleagues, I was able to maintain a rea-
sonable publication record in 2003. By 2004, my attempts to generate new 
research data and build a research team comprising PhD candidates and post-
doctoral fellows, in addition to strengthening links to other researchers, 
appeared to have had a positive impact on my publication record. The chal-
lenge, of course, is to maintain a reasonable record: my research team now 
aims to publish 20 peer-reviewed papers per annum, with a combined impact 
factor equivalent to three to six British Medical Journal papers each year.

If this graph and personal ‘publication biography’ tell you anything, it is that 
your own publication target should refl ect the stage of your career. For all of 
my PhD candidates, I advise the following in terms of publication output:

1. Publish at least fi ve research reports from your PhD – the higher the impact 
factor, the better, but this will, of course, depend on your research subject 
(see Chapter 4).

2. Target a highly productive research team for your post-doctoral research 
training in order to gain both team publications in high-impact journals that 
require minimal effort and a wealth of research data to write as many of 
your own publications as possible. You should aim for a research team that 
will give you the potential to publish at least 10 research papers per 
annum.

3. Even when you are in a building or rebuilding phase of your research 
career, you should aim for at least fi ve publications per annum.

The third target necessitates planning as soon as possible for the ‘lean’ years, 
when you are rebuilding your publication potential, by making the effort to 
maintain good relationships with your mentors (e.g. PhD supervisors and 
post-doctoral hosts) and other researchers willing to collaborate to enhance 
their own publication output. As I’m in the process of rebuilding a team, my 
own target will prove to be a challenge, but hopefully not as onerous as the 
last time (2003) given a larger ‘residual’ group of researchers and PhD col-
laborators with whom I’m able to generate data and publish quality research 
reports.

KEY ATTRIBUTES OF A PROLIFIC PUBLISHER

Becoming a prolifi c publisher requires two simple ingredients, both of which 
usually require hard work, dedication and strategic planning. The fi rst of these 
is excellent writing skills. Excellent writers use a minimum of words to convey 
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complex ideas and vivid images. Almost everyone has their own idea of how 
these might be conveyed. However, a good writer is able to please a large 
number of people without receiving a plethora of editing comments. In all 
honesty, I still cringe when I receive the electronic ‘red deletions’ indicative 
of electronic track changes in a Word document as a hangover of my torment 
at the end of the red or green pen of my PhD supervisor, Professor John 
Horowitz, in South Australia and my post-doctoral host, Professor John 
McMurray, in Scotland! Very few people possess the ability to write and 
convey ideas elegantly and succinctly without years and years of practice; rest 
assured, this book has been heavily edited by a dedicated editor employed by 
the publisher! Most serious researchers will tell you that they have a surplus 
of research data but a dearth of writers who have both mastery of the subject 
and the ability to write an excellent manuscript requiring minimal editing. 
Prove yourself to be a good writer who can turn data into publishable material 
and you will be in high demand by the very best researchers.

As always, practice makes perfect, and improving your writing skills via the 
following strategies is highly recommended:

• working regularly with expert writers (preferably your PhD supervisor and/
or other mentors will be prolifi c publishers with excellent skills) who will 
be exemplars of good writing;

• reading both good and bad books/articles, taking formal writing courses and 
using the services of dedicated editors (many academic departments employ 
such individuals);

• attempting to write in different styles (i.e. a comprehensive review versus 
pure scientifi c report on a specifi c research study);

• exposing your writing to critical review as early as possible in your research 
career via peer-reviewed journals;

• examining more than one way to publish (i.e. offering to write book chap-
ters and books with more experienced colleagues).

There is a natural tendency to assume that once you’ve mastered one signifi -
cant writing test that has passed public scrutiny (for many people, it is their 
PhD thesis), you have reached the peak of your writing powers. Happily, this 
couldn’t be further from the truth! Many experienced researchers are unable 
to read their earlier research reports without fi nding many faults. Writing, as 
with many skills, is a developing one that can only get better with practice, 
critical scrutiny, more practice and more critical scrutiny.

The second essential ingredient is, of course, a wealth of quality research 
material that will convince journal editors and peer reviewers that your sub-
mitted material is not only well written and presented, but adds something of 
signifi cance to the literature. As indicated above, this requires careful strategic 
planning to ensure that you not only research in an area of national and, 
preferably, international signifi cance, but collaborate with experienced 
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researchers who have a large body of research that requires someone with 
excellent writing skills to produce the fi nal product.

In addition to the above, prolifi c publishers are always looking at ways to 
produce new research papers. Whilst this may appear obvious, it takes a 
certain mindset and determination to take advantage of every opportunity to 
publish; I particularly admire my friend and mentor, Professor David Wilkin-
son from the University of Queensland, for examining every opportunity to 
publish and making it happen. For example, the time and effort to prepare a 
comprehensive literature review for a grant application (see Chapter 7) rep-
resent a perfect opportunity to prepare a comprehensive review article. They 
also take careful note of the various requirements and styles requested by 
journals and publishers; remember, with a surfeit of written material, editors 
are likely to ‘default’ papers submitted with the wrong formatting and/or poor 
spelling/grammar. If a paper has been accepted in a particular journal, it will 
undoubtedly have qualities (e.g. style of writing) that can be readily adopted 
to improve your own paper. Prolifi c publishers also pay close attention to the 
overall presentation of their submission, with the use of bold and innovative 
graphics and simple but striking formatting. They also take careful note of the 
feedback provided by editors and peer reviewers, take the time to address 
specifi c points and provide a balanced response; why pick an intellectual argu-
ment with those with the power to decide the ultimate fate of your article, 
chapter or book?

As indicated above, publishing is not only just about peer-reviewed journals 
in high-impact journals; it is also about the following:

• published abstracts from scientifi c meetings involving merit selection via 
peer review;

• research monologues published via your academic institution;
• offi cial reports emanating from contracted research;
• book chapters;
• edited books (i.e. where you act as the editor and coordinate and edit the 

content written by a panel of researchers/writers);
• research-only books based on your area of expertise – given some for-

matting, a clinically relevant PhD with a logical fl ow comprising a compre-
hensive literature review, ground-breaking research and a summary of the 
clinical implications/translation to healthcare treatments/services is likely to 
be publishable (this is a practice already inherent to many PhD candidates 
from European institutions who fund their own publication of their 
thesis).

Taken together, all of the above provide a rich fabric of research output and 
are attainable by most researchers. As such, they are best facilitated by an 
experienced researcher/research team with a good track record in submitting 
scientifi c abstracts and obtaining publishing contracts. Once again, the demand 
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for effective writers who are able to complete chapter and book contributions 
on time is extremely high – the ability to communicate effectively is prized as 
highly as effective research skills.

SUMMARY

One of the key characteristics of any successful academic researcher is a pro-
lifi c publishing record. If you operate within a discipline with routinely poor 
publishing records, then becoming a prolifi c publisher will put you in high 
demand from institutions wishing to increase publishing rates within that dis-
cipline. A PhD should provide a wealth of opportunity to publish (at least fi ve 
publications) and post-doctoral training even more so (at least 10 publications 
per annum). Early strategic intent and dedication to develop excellent writing 
skills and a wealth of research material are a prerequisite to a sustained pub-
lication output. Such an output will typically encompass both quality and 
quantity.

Key Points: Regularly publishing research papers in the highest possible 
impact journals is a major indicator of your worth to an academic institu-
tion and your overall standing within your discipline. Developing excellent 
writing skills is a critical and therefore non-negotiable part of being a suc-
cessful health researcher.



7 Successfully Applying for 
Competitive Research Funds to 
Support your Career Path and 
Research Programme

INTRODUCTION

The ‘oxygen’ that drives a successful research career is ultimately 
competitive research funding. Unless you have an unlimited supply of 
personal research funds, your designated research programme and, indeed, 
competitiveness for more advanced academic/research positions will 
quickly stall without a steady supply of national and internationally com-
petitive research funds. Like publishing, your relative merit to an academic 
institution is inexorably linked to your ability to attract competitive 
research funding in greater amounts than any of your immediate peers. 
Usually, for every competitive dollar/pound sterling/Euro you attract, 
your institution will usually receive additional funding and will always bask 
in the associated prestige. If you are fortunate enough to live in countries 
like the USA or Canada, you will most probably have access to dedicated 
funds for non-medical health disciplines. In these countries, the average 
level of research funds may be relatively high and you will have to work 
harder to ‘overachieve’ relative to your peers. In other countries, there may 
be a dearth of specifi c funding (e.g. Australia, where there is an ‘unhealthy’ 
imbalance favouring medical and basic research) for your discipline and 
any competitive funding success may be viewed favourably. Regardless of 
the environment in which you operate, however, it should be a career-long 
mission to apply for and obtain competitive research funding; some invoke 
the analogy of the greyhound endlessly chasing the ‘rabbit’, with little reward 
but much effort.

The following forms of research support are essential at critical phases of 
your career and, if successfully added to your curriculum vitae in a consistent 
and progressive manner, will make the job of attracting competitive funding 
support for each subsequent phase of your research career and research pro-
gramme that much easier:
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• post-graduate research scholarship to support a full-time PhD;
• post-doctoral research fellowship to undertake further research training 

with another research team within your home country, or more strategically 
for the longer-term with an internationally renowned and productive 
research team overseas;

• specifi c project funding for individual research studies; this will often include 
provision for ‘new investigator’ grants for researchers aiming to start their 
own programme of research;

• strategic research funding to support a research concentration and a team 
of researchers at various stages of their research career;

• specifi c funding for a systematic programme of research.

Clearly, the success of any application for personal support or project funding 
relies upon the strength of your curriculum vitae in addition to the quality and 
potential impact of the proposed research: the range of strategies outlined in 
previous chapters will all have a positive impact in this regard. However, your 
application for funding, no matter how good, is likely to founder unless it is 
presented in the best possible way. The following sections outline what you 
can do to impress your peers and compel them to fund your research activities, 
a major caveat being that every researcher, irrespective of their seniority, is 
fallible and likely to experience the bitter taste of rejection when competing 
for limited funding and so many health priorities.

IMPROVING YOUR CHANCES OF FUNDING SUCCESS

Before attempting to present your research (or personal credentials if apply-
ing for a research scholarship), what are the strategies that will improve your 
chances of gaining research funding even prior to constructing an application? 
Incorporating many of the strategies outlined previously, it is important to 
consider the following:

• Select a ‘hot’ research topic, particularly one that matches the funding body 
and is consistent with what they are likely to fund or support. As always, 
this requires advanced research to determine previously funded grants 
or researchers, seeking specifi c advice or information from the granting 
organisation or previous winners and adapting your research application 
accordingly.

• Publish your research whenever possible in high-impact, professionally 
important journals – particularly that arising out of competitive research 
funding. This clearly establishes your ability to complete funded research 
and produce quality reports that have the potential to make a substantial 
impact on health outcomes (see below).

• Wherever possible, attempt to translate your research into real life via 
policy documents, clinical guidelines, clinical practice and, if appropriate, 
healthcare services.
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• Carefully select your research team (regardless of whether you are applying 
for a scholarship or a research grant) to fi rst ensure that all the areas of 
research expertise that you require are covered (e.g. a health economist if 
undertaking a cost–benefi t analysis) and, secondly, include a senior 
researcher who will provide the experience and expertise to both improve 
your research proposal and provide further guarantee to the assessors that 
the research can be completed successfully.

• Time your research and publication efforts to ‘peak’ around the time of the 
funding application to maximise your curriculum vitae.

• Undertake, present and publish comprehensive literature reviews and pilot 
research projects that support the hypotheses and research questions under-
lying your research. Consistent with the underlying philosophy of this book 
(a self-fulfi lling prophecy), referencing your own article, indicating the need 
to undertake the same research as you are proposing, is particularly 
effective.

• Prepare and maintain the best possible curriculum vitae to highlight your 
key attributes and strengths. This is particularly important when preparing 
applications for personal support. It is also important when collaborating 
with other researchers to ensure that their curriculum vitae doesn’t ‘drag’ 
the impact of other curricula vitae down through sloppy presentation. The 
importance of a visually appealing curriculum vitae is discussed in more 
detail in the next section of this chapter.

• Give yourself the maximal amount of time to prepare an application; in 
some cases, this is impossible due to unexpected calls for research applica-
tions. However, you should construct a research calendar for all the ‘usual 
suspects’ for research funding and plan your year accordingly.

• As indicated above, regardless of the merit of your research and quality of 
your track record, there is always likely to be an excess of applications and 
therefore strong competition for a limited amount of funding. The assess-
ment panel will, therefore, be seeking easy ways to trim the list of competi-
tive applications. Moreover, they and any peer reviewers will undoubtedly 
be suffering from ‘reviewer fatigue’ and will react negatively to poorly 
written applications or boring presentations. What are the hallmarks of an 
effective research application? Fortunately, there are many books that spe-
cifi cally cover this subject and represent a small investment of time and 
money relative to the opportunity to gain the critical edge in getting your 
research funded. Overall, an effective written application has the following 
features that will both satisfy and stimulate peer reviewers and highlight the 
best features of your research:
• conforms with written instructions relating to structure, length, font size 

and use of graphics;
• a focus on quality rather than quantity;
• regardless of formal structural requirements, is clearly partitioned to 

include the rationale for the research, its overall signifi cance to the disci-
pline and overall health outcomes, the underlying hypotheses/research 
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questions, specifi c methods with commentaries on the feasibility, validity 
and reasons for the chosen methodology (e.g. justifying a nested, case–
control study and not a prospective randomised controlled trial) in addi-
tion to including study power calculations, where appropriate, and, fi nally, 
a clear statement on why the proposal is so important in terms of improv-
ing health outcomes;

• contemporary references that indicate awareness of the latest research 
and its implications;

• good grammar, clear and concise concepts, no obvious spelling mistakes 
and readable font size – one of the easiest ways to attract a negative 
review is to make it diffi cult for a reviewer to read and understand the 
application!

• reinforcement of key points;
• clear and precise fi gures.

In the usual headlong rush to construct a research application, there is often 
little consideration of the need for an external reviewer to identify minor 
mistakes and, more importantly, identify/clarify issues that a formal peer 
reviewer would also target and potentially use to reject the application. For 
example, in a recent grant application for a national, multi-centre study of 
chronic heart failure management, my collaborative research team failed to 
identify a critical but very simple spelling mistake (a ‘with’ rather than ‘without’ 
was included) in our inclusion criteria that completely changed the tone of the 
research proposal. This simple mistake led the peer reviewers to question the 
entire purpose of the project and it was ultimately unsuccessful for funding. 
In the cruel world of competitive research funding, it is often one minor 
mistake that will undo months of planning and effort! As indicated above, it 
is imperative to give yourself time to plan your application with meticulous 
detail and allow for external reviews to identify even the smallest mistakes.

A key feature of readable and often successful research applications is clear 
and precise fi gures that convey or reinforce an important message or point 
without the clutter of words. Figure 7.1 demonstrates how you can convey 
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Figure 7.1. Placing your research in the context of what you have achieved and what 
you hope to achieve in a relatively simple graph
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your substantive research and impact in one area (the top panel relating to 
heart failure) and how a new area of research (in this case, atrial fi brillation, 
as represented in the bottom panel) will be similarly developed via successful 
funding of your proposal.

PUTTING IT ALL TOGETHER AS PART OF A PERSUASIVE 
RESEARCH APPLICATION

As stressed in the introduction to this chapter, the ‘oxygen’ that drives a suc-
cessful research career is, ultimately, competitive research funding and this 
obviously relies upon a persuasive research application. Consistent with a 
‘warts and all’ approach to my own research, this section of the chapter pro-
vides details of two successful and one pending (having been short-listed for 
more intensive scrutiny) funding applications that are intimately linked. For 
example, the fi rst successfully funded application presented below (for a very 
modest amount of AU$24,000 over 12 months, equivalent to £10,000 or 
*12,000), which was the focus of one person’s PhD research (Ms Andrea 
Driscoll from Deakin University in Melbourne, Australia), was then combined 
with another person’s PhD research (Ms Robyn Clark from the University of 
South Australia in Adelaide, Australia – see Chapter 5 for her PhD plan) to 
develop a completely new and innovative project worth more than AU$650,000 
(equivalent to £250,000 or *325,000) over three years. The third and fi nal 
application presented has used data from the fi rst study to identify a key clini-
cal/consumer issue to be addressed and provided a sound basis for why it can 
be undertaken in a timely manner.

Consistent with the amount of funding gained, the fi rst project, named the 
BENCH Study, was successfully won from the modestly funded National 
Heart Foundation of Australia Research Grants-in-Aid Scheme that, at the 
time of its award, combined written applications subject to external expert 
peer review with interviews of potentially fundable applicants. This form of 
specifi c funding is perfect for a project that combines the generation of new 
knowledge in a specialty area (i.e. pilot research that is not yet ready for a 
major funding grant with competition from many health priority areas) and 
supporting a new investigator at the very beginning of their career who was 
able to be nominated as the Chief Investigator with the support of more senior 
colleagues. The BENCH Study (now in its fi nal phases of activity and involv-
ing close to 1500 heart failure patients from more than 50 heart failure man-
agement programmes around Australia) has actually belied its modest funding 
status and generated a signifi cant amount of data on heart failure management 
in Australia and led to other projects, including the CARDIAC-ARIA project 
and WHICH? Trial, described below.

The second project, therefore – CARDIAC-ARIA – with its much 
more substantive budget and complexity of research, was competitive for a 
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number of reasons, not least because of the data generated from the modestly 
funded BENCH Study and its provision of data that provided ‘proof of 
concept’ for the innovative geo-mapping of cardiac services in Australia. The 
fact that CARDIAC-ARIA is being funded by the Australian Research Coun-
cil’s Linkage Grant Scheme (see specifi c details below) is especially notable 
given its focus on funding research proposals that are not normally covered 
by the Australian Health and Medical Research Council and combine partner-
ships between academic institutions and private industry.

The third and fi nal project presented below – the WHICH? Trial – is a 
multi-centre trial of different forms of heart failure management and in-
volving major collaborators strengthened through those links built around the 
BENCH Study. With a funding budget of around AU$900,000, it represents 
a quantum leap forward from the BENCH Study and will obviously provide 
an excellent framework for PhD and post-doctoral researchers, via funding 
from Australia’s peak health research organisation – the National Health and 
Medical Research Council of Australia.

In presenting the substantive portions of each of these applications (remem-
bering that most researchers have a negative record of applications that vary 
from 10 to 50 per cent, depending on their expertise and luck!), it is hoped 
that the reader will refer to the above section outlining the principles for 
success and make their own mind up in terms of whether (a) it should (have) 
been funded, (b) it could have been improved or (c) it’s perfect! In mine and 
my colleagues’ defence, I would reiterate that research and all its related 
activities are a life-long learning process. As with all of my past writing 
attempts, it is painful to identify obvious areas for improvement. External and 
critical self-critique is the obvious way to steadily improve key activities such 
as competitive grants applications.

APPLICATION 1: NATIONAL BENCHMARKING AND 
EVIDENCE BASED NATIONAL CLINICAL GUIDELINES 
FOR HEART FAILURE MANAGEMENT PROGRAMS: 
THE BENCH STUDY

Funding Source: National Heart Foundation of Australia Research 
Grants-in-Aid

This funding scheme (with a limit of $AU120,000 over two years) has the fol-
lowing underlying objectives in respect to providing research support:

• Fund outstanding research across the areas of basic, clinical and public 
health.

• Support the training of outstanding young cardiovascular researchers. across 
the areas of basic, clinical and public health research.

• Advocate for increased funding for cardiovascular research.
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• Establish and maintain partnerships and alliances to support the generation, 
dissemination, use and funding support of cardiovascular research.

• Market Heart Foundation supported research outcomes and policy to exter-
nal stakeholders.

• Communicate research activities and outcomes within the Heart 
Foundation.

• Support the translation and use of knowledge generated by cardiovascular 
research.

http://www.heartfoundation.com.au/index.cfm?page=198 (Accessed Septem-
ber 2006)

PROJECT SYNOPSIS

Chronic heart failure (CHF) a disabling, deadly and costly syndrome, is a 
major health issue deserving of a national health response. In the year 2000, 
it was estimated that >300,000 Australians were affected by CHF and required 
more than 100,000 acute hospitalizations. Despite the availability of effective 
treatments and management strategies, many patients with CHF receive sub-
optimal care. It is within this context that specialist CHF management pro-
grams have been developed. These programs have proven to be cost-effective 
in minimising the burden of CHF through improved management and apply-
ing best treatments, thereby reducing recurrent hospitalizations and prolong-
ing survival. Unfortunately, there is considerable diversity in the intensity and 
range of strategies used to optimize the post-discharge management of CHF 
in Australia. Recent studies have highlighted the fact that not all approaches 
to CHF management result in the best outcomes for patients.

(i) The overall aim of this research project is to achieve the best possible outcomes 
for patients with CHF by developing a set of national benchmarks for the applica-
tion and monitoring of CHF management programs in Australia. This will be 
achieved via a 3-stage process that will convene an international panel of experts 
to develop initial benchmarks, a clinical audit of Australian CHF programs and 
the development of Australian benchmarks to ensure quality care in the future.

INVESTIGATORS

Responsible Investigator:  Ms Andrea Driscoll (Early Career – PhD 
 Candidate)

Senior Investigators: Professor Simon Stewart (PhD Supervisor)
  Professor Andrew Tonkin (Highly credentialed 

 Cardiologist)
 Dr Linda Worrall-Carter (PhD Supervisor)
Other Investigators: Dr David Hare
 Dr Barbara Riegel
 Dr Patricia Davidson
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STUDY AIMS

The overall aim of this research project is to develop national benchmarks and 
evidence-based clinical guidelines for heart failure management programs 
(HFMP) via a clinical audit of the characteristics and outcomes associated with 
every HFMP operating in Australia during the year 2005.

STUDY HYPOTHESES

Prior to the clinical audit a panel of international experts in HF management 
will designate the key characteristics and qualities of a cost-effective HFMP. 
Based on this information, we will test a number of specifi c hypotheses 
including:

1. Each HFMP is based on a cost-effective model of care suited to the local 
environment.

2. The core components of HF management in each HFMP are the 
same.

3. Each HFMP applies gold-standard pharmacologic and non-pharmacologic 
guidelines.

4. Patient outcomes (e.g. quality of life scores, morbidity and mortality rates) 
are equivalent for each HFMP (i.e. there is no relationship between quality 
of care and outcomes).

Based on a comparison between the proposed benchmarks for a cost-effective 
HFMP and the results of the clinical audit, a local panel of experts will deter-
mine minimum standards for the application and auditing of HFMP’s in 
Australia to ensuring quality of care in HF.

SIGNIFICANCE

Chronic Heart Failure (CHF) is a major public health problem affecting 
>300,000 Australians and contributing to >1 million bed days/annum. Meta-
analyses have shown that Heart Failure Management Programs (HFMP) are 
cost effective and improve patient outcomes. However, given the lack of 
national guidelines there is inherent variability in the types of HFMP’s applied 
nationally. This study will use data from recent meta-analyses and panel of 
international experts to determine core components of a cost-effective HFMP. 
A clinical audit of HFMP’s in Australia will identify the key characteristics of 
these relative to that designated by the expert panel. It will also compare key 
patient outcomes. Data from the clinical audit and recommendations from the 
expert panel will be reviewed by the research team to create Australian stand-
ards to ensure that the >60,000 patients/annum receive optimal care and 
benefi t via improved outcomes.
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STUDY BACKGROUND

As in most other developed countries, Australia is in the midst of an ‘epi-
demic’ of CHF. Associated with debilitating symptoms1, a persistently high 
mortality rate2,3,SS21, and frequent rehospitalisations2 the population preva-
lence of this truly ‘malignant’ syndrome is likely to rise by 20–30% over the 
next 20 yearsSS6. Unfortunately, the public health response to CHF in Aus-
tralia has been sub-optimal in comparison to other developed countries 
affected. This is both true in respect to both quantifying the burden it imposes 
on the population and the health care system and providing a coordinated and 
cost-effective response to the challenges and issues this contemporary epi-
demic engenders.

An ‘epidemic’ of chronic heart failure (CHF) in Australia. Although the epi-
demiologic profi le of CHF in Australia is generally limited, there have been 
some attempts to address this important knowledge defi cit. The CASE 
(Cardiac Awareness and Evaluation) Study (in which Professor Tonkin [SI–2] 
was an investigator) surveyed 341 GPs that were interested in CHF. The study 
found that of the 23,845 patient cohort, 2905 patients were diagnosed with 
CHF (13.2%).AT10 Based upon these fi ndings it was estimated that 300,000 
Australians per annum were affected by this disease.AT10 It is interesting to note 
that this prevalence was higher than that reported in comparable studies in 
other developed countries.4 More recently a team led by Professor Stewart used 
the best available epidemiologic data to estimate that in the year 2000, over 
half a million Australians (3% of total population) were affected by CHF with 
325,000 symptomatic patients/annum.SS2 Hospital admissions for CHF, in the 
year 2000, were estimated at 100,000 admissions with a length of hospital stay 
of more than 1.4 million days: a prevalence rate of 526 hospitalisations and 7,400 
days per 100,000/annum.SS2 CHF accounted for over 10% of all hospitalisations 
for cardiovascular disease in the year 2000.2 Interestingly, there is a decline in 
hospital bed availability of an average of 0.7% per year.5 The estimated overall 
health care costs for this debilitating disease in 2000 was more than $1 billion 
with hospital costs accounting for >70% of the health care expenditure.6 Indeed, 
the costs associated with CHF exceed that of all types of cancer.2

Key Point: These statistics and estimates reinforce the need for an Austral-
ian-wide response to the burden imposed by CHF in Australia: particularly as 
it will continue to rise for the foreseeable future. Consistent with the UK, 
USA, and Europe, the National Institute of Clinical Studies in Australia has 
identifi ed CHF as a national health priority and Cardiac Society of Australia 
and New Zealand has developed a specialist-working group, under the leader-
ship of Prof Henry Krum and Prof Stewart [SI-1], to address key issues relating 
to CHF.
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Evidence supporting heart failure management programs (HFMP). In 
response to persistent and unacceptably high morbidity and mortality in 
CHF coupled with diffi culties in applying gold-standard therapies, there has 
been increasing interest in the role of HFMP’s to address these key issues in 
optimizing the management of CHF and providing the best possible individ-
ual and population health outcomes. In recent years, a series of appropri-
ately powered randomised studies have shown that predominantly nurse-led 
multidisciplinary management programs reduce recurrent hospital stay and 
improve quality of life in typically older patients with CHF. When compar-
ing HFMPs with the optimisation of drug therapy alone, patient outcomes 
such as quality of life, mortality, and readmission rates are similar or reduced 
for patients in a structured HFMP.7,8 The implementation of HFMPs into 
the health care system has been prolifi c as preliminary evidence suggested 
that programs reduce costs, hospital readmission rates and patient morbid-
ity, improve quality of life, functional capacity, and survival for CHF 
patients.9–12,SS28 Recent meta-analyses have confi rmed the effi cacy of HFMP’s 
overall in this regard.13,14,SS3 For example, a recent meta-analysis has shown 
that multidisciplinary management prevents a total of 160 events/1000 
patient years of treatment whereas treatment with digoxin, beta-blockers or 
angiotensin converting enzyme inhibitors prevents 28–63 events/1000 patient 
years of treatment.SS3 The fi gure below [Figure 7.2] summaries the results of 
key randomised controlled trials concerning the effect that specialist post-
discharge HFMPs have had in comparison to standard care in relation to 
length of stay.SS8
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Figure 7.2. Impact of HFMP’s on recurrent hospital stay relative to usual care
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While the evidence to support HFMP’s is strong, it is clear that some pro-
grams are likely to be superior than others in terms of cost-effi ciency when 
tested under the same conditions (e.g. patient population and health care 
system). A recent panel of international experts who have led randomized 
studies of HFMP’s and led by Professor Stewart [SI-1] and Barbara Riegel 
[OI–2] and including Professor’s John McMurray12, Mary Naylor15 and 
Michael Rich11 have suggested that HFMP’s be categorized according to the 
following:

a. Mode of intervention: community-based versus specialist clinic versus 
remote access (i.e. telephone)

b. Complexity: singular focus (e.g. promote self-care or education alone) 
versus multidisciplinary models of care

c. Intensity: single or brief interventions versus prolonged follow-up.

Using the same categories, a team led by Professor McMurray and Professor 
Stewart have shown, in a meta-analysis that HFMP’s involving multidiscipli-
nary management via community-based or specialist clinics are most effective 
in reducing readmissions (RR 0.82 [95% CI 0.72–0.93]) and prolonging sur-
vival (RR 0.80 [95% CI 0.66–0.98]).SS3

Key Point: HFMPs are now integral to the post-discharge management of 
CHF and have been implemented widely.

Variability of heart failure management programs (HFMP). A major 
problem with the variability of HFMPs is that it has not been possible to 
identify which specifi c component of the program results in an improvement 
in patient outcomes such as mortality, morbidity, quality of life, and functional 
capacity. For example, one study found that one home visit post-discharge 
comprising of patient education resulted in a reduction in readmission rates 
and length of readmission hospital stay.16 Other studies have investigated the 
effectiveness of inpatient education with post-discharge follow-up education 
on readmission rates and the length of readmission hospital stay and have 
found a reduction in both outcomes.11,17,18

Interestingly however, an independent relationship between discharge edu-
cation and a reduction in readmission rates has not been found.19,20 This vari-
ation in the approach to heart failure education between programs raises 
questions concerning evidence-based practice and the effectiveness of 
education in HFMPs. The role of education is one example, the literature 
also reveals gaps of evidence concerning: frequency and types of visits post-
discharge, the type of HFMP (inpatient, outpatient, or outreach models), team 
members in the HFMP, medically-led or nurse-led coordination of care, 
NYHA classifi cation of patients treated in the program, telephone follow-up, 
24 hour telephone access, and point of discharge from the program and their 
effectiveness in improving patient outcomes.
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In relation to models of HFMPs, meta-analysis has confi rmed the effective-
ness of specialised multidisciplinary heart failure programs on hospital 
readmission rates, mortality and cost-effectiveness.13,14,SS3 However, there was 
inadequate data to determine the benefi ts of specifi c components within each 
program on patient outcomes.13 There has been no evaluation of the relative 
benefi ts of nurse-led versus medically led coordination of care in HFMPs. 
There is little evidence for example, that a comprehensive multidisciplinary 
outreach HFMP incorporating several home visits and long term follow-up is 
any more effective in improving patient outcomes such as morbidity, quality 
of life, functional capacity, hospital readmission rates and survival, than a 
simple clinic based HFMP coordinated by a specialist nurse and cardiologist 
with one home visit. This makes funding of programs diffi cult especially within 
the context of fi scal restraints.

PILOT DATA

A preliminary study of post-discharge HFMPs within Australia was conducted 
by Professor Stewart (SI-01) to determine a baseline number and variability 
(unpublished data) Thirty-nine post-discharge HFMPs were identifi ed from a 
systematic search of the Australian health care system in 2002 and sent a 
comprehensive 19-item questionnaire. The questionnaire specifi cally exam-
ined the characteristics including the model of care applied (e.g. home versus 
clinic-based), role of health care professionals and program funding.

All 39 HFMPs responded with six institutions (15%) indicating that their 
HFMPs had ceased operations due to a lack of funding. The comprehensive 
survey revealed a disproportion distribution of 33 active HFMPs operating 
throughout Australia: Vic and NSW each had 13 HFMPs, SA and WA 2 pro-
grams each and QLD three HFMPs at that time. In 2003 there were no 
HFMPs in the ACT, Tasmania, and Northern Territory. Overall, 4450 post-
discharge CHF patients (median: 74; IQR: 24–147) were managed via HFMPs 
with 21% of programs managing >200 CHF patients/annum. As there are an 
estimated 40,000 CHF patients/annum who are discharged alive from metro-
politan institutions throughout Australia, this represents only 11% of the 
potential caseload for an Australia-wide network of HFMPs.10 Heterogeneity 
of HFMPs also exists in respect to: the model of care on which the HFMP is 
applied (70% applied a home-based program and 18% a specialist heart 
failure clinic), and program interventions (follow-up with a heart failure spe-
cialist and/or nurse occurred in 58% and 67% of cases, respectively, 51% of 
programs prevented nurses administering/titrating medications and discharge 
criteria existed in 52% of HFMPs with 29% having death as their criteria). 
Sustained funding was available to only 55% of these active HFMPs. Of these, 
funding was mainly provided by the institution itself (71%) or via research/
pharmaceutical company support (24%). The remaining programs (45%) did 
not have ongoing funding and their future was uncertain. Heterogeneity 
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between HFMPs is prolifi c. Improving equity of access through developing 
benchmarks that are based upon quality cost-effective evidence is the founda-
tion for evidence-based HFMPs.

Benchmarking of heart failure management programs (HFMP). Given the 
inherent variability of these programs (they have many components) and the 
expertise required to successfully manage CHF, it is of concern that there 
are no international or nationally-derived ‘benchmarks’ for evaluating pre-
existing or future programs of this type. It is imperative to develop a general 
data set against which a service can evaluate its performance, quality and 
overall cost-effectiveness in order to maintain excellence and optimise patient 
outcomes. The proposed research will support the development of evidence-
based national benchmarks and clinical guidelines for HFMPs. The develop-
ment of benchmarks would begin to address the gaps in research through the 
identifi cation of a national data set against which HFMPs can compare their 
outcomes to determine their quality and cost effectiveness. Benchmarking 
is a very powerful technique in driving best practice-orientated continuous 
improvement through programs and can be used as a tool to guide decision 
making for future HFMPs. The development of a benchmark will promote 
excellence in health care delivery. The strength of this research program is 
there are currently no national benchmarks for Australian HFMPs and there 
is a gap in the evidence concerning the effectiveness of specifi c interventions 
on patient outcomes.

RESEARCH PLAN

Overall Aim: The overall aim of this research project is to develop national 
benchmarks and evidence based clinical guidelines for HFMPs. This project 
involves a clinical audit of the characteristics and outcomes associated with 
every HFMP operating in Australia during the year 2005 (estimated total of 
40 distinct programs).

Hypotheses: The following null hypotheses will be tested:

1. Relative to the guidelines developed by an international panel of experts, 
there will be no difference between HFMP’s on the basis of the following:
• Application of a cost-effective model of care suited to the local 

environment.
• Core components of CHF management (e.g. each HFMP applies gold-

standard pharmacologic and non-pharmacologic guidelines).
• Patient outcomes (e.g. quality of life scores, morbidity and mortality 

rates).
2. If variances in the application of HFMP’s and health outcomes do exist, 

there is no relationship between the quality of CHF care/management and 
health outcomes.
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Part A: Identifi cation of key components of cost-effective HFMP’s

There has been an increasing focus on the implementation of HFMP’s however 
there has been debate as to how best they can be applied and what the key 
components of CHF management are essential to achieving optimal out-
comes. It is clear that there has been a clear need to establish expert consensus 
guidelines to both categorise HFMP’s and recommend minimum standards 
for their application beyond those briefl y mentioned in CHF guidelines. It is 
within this context that an international panel (involving Assoc. Prof. David-
son [OI–3] and facilitated by RI–1) is being co-led by Professor Simon Stewart 
and Assoc Professor Barbara Riegel during the latter part of 2004 using an 
expert Delphi approach (via e-mail with follow-up at the ESC and AHA meet-
ings) to develop these guidelines. Importantly, both Professor Simon Stewart 
and Assoc Professor Barbara Riegel have published key books on HFMP’s 
from a European/NZ/Australian and USA perspective, respectively and have 
been involved in the practical implementation of such programs in Australia, 
UK and USA. Once these guidelines have been developed (expected early 
2005), the research team will synthesize these into a list of key criteria by 
which HFMP’s will be assessed using the information gathered as part of the 
systematic clinical audit.

Part B: Clinical audit of all Heart Failure Management Programs (HFMP)

The clinical audit will consist of two stages (see Figure 1 [Figure 7.3]). Stage 
I will involve auditing the aims, objectives, organizational characteristics and 
applied interventional strategies of each distinct HFMP in Australia (minimum 
of 40 HFMP’s). Stage II will involve 6 month follow-up of 80 consecutive 
patients enrolled into at least 30 (75%) of these HFMP’s to determine subse-
quent morbidity and mortality (overall n = 2,400 patients) with specifi c quality 
of life and functional data collected from 25 randomly selected patients from 
each program at baseline and 6 months (n = 750).

Stage 1: Auditing of HFMPs. Using the fi ndings of the preliminary survey 
(unpublished data), a systematic review of the literature, review of meta-
analyses, gold standard of non-pharmacological CHF management guide-
lines21,22 and the international guidelines (developed from part A) a clinical 
audit tool using a modifi ed version of the pilot study survey instrument 
(32 items) has been developed to identify variability in HFMPs. Method: 
prospective, cross-sectional survey design. Sample: a systematic search of the 
Australian health care system will be undertaken late 2004 to identify all 
HFMPs within Australia (at least 40 HFMPs are expected to be operational 
at this time).

Data collection: The following data will be collected from the HFMP 
co-coordinator:
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• HFMP profi le: size of hospital and program, hospital catchment area, 
NYHA class of patients, age of patients, mode of referral, admission and 
discharge criteria, and program aims and objectives

• Infrastructure for program: location and funding,
• Staffi ng of HFMP: members of the HFMP team, qualifi cations, role and 

specifi c duties, professional development, role of palliative care, frequency 
of team meetings,
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Figure 7.3. Research plan
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• HFMP model: Model used such as inpatient, outpatient, or outreach model 
and duration of program. If a combination of models is used, what specifi c 
interventions comprise the combination.

• Interventions of HFMP: frequency and intensity of all interventions, reason 
for intervention, liaising with GP and community services, use of gold-
standard pharmacotherapy (beta-blockers, ACE inhibitors, angiotensin II 
receptor antagonists, antiarrhythmics, cardiac glycosides, anticoagulants, 
vasodilators and aldosterone receptor antagonists), use of gold-standard 
non-pharmacological therapy (self care management strategies, patient 
compliance with treatment plan, patient and carer education, increased 
access and follow-up with Cardiologist and/or nurse specialist, telephone 
follow-up, exercise program, and co-ordination of care.

• Program evaluation: types of evaluation and frequency, other data collected 
to evaluate program, research conducted within the program, dissemination 
of evaluation results

HFMP Categorization: Based on the above, each program will be evaluated 
* to determine the presence/absence of the key components of HFMPs identi-
fi ed by the international panel in addition to any other features not prospec-
tively listed but also applied by more than one HFMP. All programs will be 
allocated to one of three major categories (based on consensus, expert guide-
lines recently developed by Prof Stewart, Assoc Prof Riegel, Assoc Prof 
Naylor, Prof Rich and Prof. McMurray): Specialist heart failure clinic, 
Community-based management and Remote (e.g. telephonic support) man-
agement. Programs will be further delineated on the basis of singular versus 
multidimensional/multidisciplinary intervention and intensity of that interven-
tion (i.e. brief versus sustained).

* HFMPs will be categorized independently and by a panel working with de-
identifi ed data in order to blind the process (RI-01, SI-01, SI-02, SI-03, OI-01, 
OI-03) prior to collation of patient follow-up data.

Study period: All HFMP Coordinators will be contacted by phone to discuss 
participation in the HFMP clinical audit and Stage II clinical audit of CHF 
patients, prior to sending an electronic survey on 1st February 2005 to be 
completed by 1st March 2005.

Stage II: Clinical audit of CHF patients: Method: prospective cross-sec-
tional survey design. Patient cohort and eligibility criteria: patients with a 
diagnosis of CHF and who have had at least one hospital admission with 
CHF and/or CHF related discharge diagnosis. All of the patients must be 
enrolled in a post-discharge HFMP within Australia. Patient recruitment: At 
least 30 HFMPs willing to participate in the clinical audit of CHF patients 
were identifi ed in Stage 1. All HFMPs will be sent a survey, clinical audit 
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information sheet and patient consent form. The program coordinator in 
every HFMP will provide 80 consecutive patients, starting on the 1st of 
March 2005, with an information sheet prior to signing the consent form. A 
total of 2400 patients will be recruited from at least 30 HFMPs from March 
to September 2005.

Sample size: Stage II (patient follow-up) of this study has been powered to 
test the null hypothesis that there is no difference between each HFMP in 
respect to the composite primary endpoint of event-free survival (unplanned 
readmission or all-cause death) at 6 months. As such, a minimum of 80 sub-
jects will have 80% power to detect a signifi cant variance of 20% (P < 0.05) 
in the assumed event-free survival rate at 6 months of 50% between each 
HFMP. Most importantly, with a pooled analysis of 2400 patients and adjust-
ment for the key components of intervention applied in addition to the broad 
category of program used to implement the key components of intervention 
(see below), this study will be suffi ciently powered to detect a minimum 10% 
variation in specifi c morbidity and mortality rates between all 30 HFMP’s 
subject to patient follow-up. Similarly, whilst there will be only specifi c quality 
of life and functional data for 25 randomly selected individuals from each 
HFMP, the total number of patients in whom these type of data will be col-
lected will 750.

Baseline data collection: The following data will be collected from patients’ 
medical records, and interviews of each patient with HFMP coordinator:

• Demographic data: age, gender, ethnicity, education qualifi cations, marital 
status, social support, type of residence, rural or metropolitan area, cause and 
duration of CHF and medicare number.

• Carlson’s Co-morbidity scale
• *Functional capacity: six minute walk test and ejection fraction (if 

available)
• *Medications: type and dosage of medications (beta-blockers, ACE inhibi-

tors, angiotensin II receptor antagonists, antiarrhythmics, cardiac glyco-
sides, and aldosterone receptor antagonists).

• *Self care strategies: daily weigh, strategies to manage weight diet, and fl uid 
restriction.

• *#Quality of life: Minnesota living with heart failure at 3 months
• *#Emotional well-being: Cardiac Depression Scale (CADS)23

• Knowledge about heart failure and disease implications
• *Utilisation data: Use of hospital services (Emergency department visits and 

hospital admissions) will be monitored via the patient’s Medicare number 
and Hospital Insurance Commission.

*Data collected at baseline and six months. #Quality of life questionnaire 
and Cardiac Depression scale: a random sample of 25 patients/HFMP will be 
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contacted by phone and asked to complete the questionnaires at baseline and 
six months

Study follow-up: The researcher will travel to all HFMPs throughout Australia 
between 1st March 2005 and 1st March 2006 to audit and verify data collected. 
All patients will be followed up for a minimum of 6 months. Data collection 
will occur at baseline and 6 months. Major end-points: The primary end-point 
will be event-free survival from all-cause mortality and unplanned readmission 
at 6 months. Secondary end-points will be all-cause hospital stay, CHF-related 
hospital readmission and stay (calculated as the number of days of unplanned 
hospital readmission/number of follow-up days). Other data that will be exam-
ined are changes in quality of life (QOL), functional capacity, and emotional 
well being. Statistical analysis of Stage II: Time-dependent morbidity and 
mortality data from the follow-up of all 2400 patients will be used to construct 
event-free survival, all-cause mortality and accumulative readmission curves 
for each category of HFMP (e.g. low-intensity, multidisciplinary community-
based management versus high-intensity, multidisciplinary, specialist heart 
failure clinic). For dichotomous outcomes (e.g. event-free survival), step-wise 
multiple logistic regression models with entry of baseline clinical and demo-
graphic patient characteristics, prescribed pharmacologic therapy, key com-
ponents of intervention and overall category of the HFMP the patient has 
been exposed to will be used to determine signifi cant correlates of 6-month 
morbidity and mortality. Further modeling will be undertaken to determine 
which combination of interventions, when adjusting for potential baseline 
confounders is associated with the best health outcomes. Emergency depart-
ment and inpatient hospital activity will be monitored based on coding of 
admissions using the WHO International Classifi cation of Disease system and 
the HIC, using the patient’s Medicare number. Multiple analysis of variance 
will be used to compare health care utilization rates (e.g. all-cause hospital 
stay/patient/month of follow-up), cardiac depression score and QOL score to 
determine independent predictors of outcome.

Part C: Development of benchmarks and evidence based clinical guidelines 
for HFMPs

The research team who are experts in CHF management, facilitated by RI–01, 
will meet to advise and guide the process for developing national benchmarks 
and evidence based clinical practice guidelines for Australian HFMPs. These 
will be developed in conjunction with the International guidelines (developed 
in Part A), synthesis of meta-analyses, available data from this project, gold 
standard pharmacologicAT12 and non-pharmacologic guidelines21,22. A discus-
sion paper concerning the national benchmarks and guidelines will be written 
and circulated to health professionals involved in HFMPs for comments. This 
will ensure that the benchmarks and guidelines are relevant to clinical practice 
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and is also consistent with internal validity of the method and data analysis 
that are used to develop the benchmarks and guidelines.
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A total of $AU 24,000 was requested to support Ms Driscoll’s activities given 
that she was already a recipient of a Heart Foundation Postgraduate Research 
Fellowship.

APPLICATION 2: CARDIAC-ARIA: MEASURING THE 
ACCESSIBILITY TO CARDIOVASCULAR SERVICES IN 
RURAL REMOTE AUSTRALIA VIA APPLIED 
GEOGRAPHICAL SPATIAL TECHNOLOGY (GIS)

Funding Source: The Australian Research Council Linkage Program

This funding program is under the umbrella of the National Competitive 
Grants Program. Under Backing Australia’s Ability, the Australian Govern-
ment’s 2001 innovation action plan, increased funding supports research in 
Linkage programs. The underlying objectives of the scheme are as follows:

• To encourage excellent collaborative research within universities and across 
the innovation system

• To contribute to a strong knowledge economy
• To create opportunities for cooperation with related programmes across 

Commonwealth portfolios
• To facilitate international linkages both within universities and industry
• To encourage industry oriented research training.
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http://www.arc.gov.au/grant_programs/linkage.htm (Accessed September 
2006)

STUDY AIMS

The specifi c aims of the study are to;

1. Map the type and location of cardiovascular services currently available in 
Australia, relative to the distribution of individuals who currently have 
symptomatic cardiovascular disease (CVD);

2. Determine, by expert panel, what are the minimal requirements for com-
prehensive cardiovascular health support in a metropolitan and rural com-
munity and

3. Derive a ranking or weighting classifi cation (based on the ARIA Model) 
for each of Australia’s 11,338 rural and remote population centres accord-
ing to their level of access to the minimal requirements for comprehensive 
cardiovascular health support in a community.

BACKGROUND

Cardiovascular disease (CVD) is one Australia’s most important public health 
issues.1 In a cardiovascular emergency (heart attack or stoke) every minute 
counts, for the prevention of CVD every healthy year counts. In 2001, there 
were 50,294 deaths and 3.67 million people affected by CVD.2 Of the 10 
National health priority areas, the disease burden associated with CVD (22%) 
exceeds that of any other disease group.3 Despite a reduction in mortality over 
the last few decades, nearly 4 in 10 (16.4%) Australians die from CVD each 
year.4,5 With increases in life expectancy and an ageing population it is expected 
that 25 % of Australians will have CVD by 2051. Similar trends are occurring 
in most industrialised countries.1 Furthermore, CVD contributes to signifi cant 
morbidity and impaired quality of life.1

It is within this context that more than one million Australians suffer from 
long-term illness and disability, from conditions associated with CVD. There 
is also evidence to suggest that poor CVD outcomes are not equally shared 
across the entire population. Higher prevalence rates of CVD are evident for 
males, lower socioeconomic groups and some geographical locations – particu-
larly rural and remote areas.3 CVD is one of the most costly chronic diseases.3 
In Australia the total health care cost of CVD was $5.5 billion between 2001 
and 2002, and nearly two thirds was spent on people aged 65 years and older.5 
Hospital services contributed to nearly half of this expenditure, followed by 
pharmaceuticals (26%), medical services provided out of hospital (14%) 
and aged care. Over the past decade (1994–2004) infl ation-adjusted expendi-
ture for cardiovascular disease has increased by 28%.1 Given the ageing of 
Australia’s population6, a sustained capacity to deliver appropriate health care 
will pose a signifi cant challenge for future governments.
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There is a strong relationship between CVD and a range of risk factors and 
health related conditions.7 Evidence suggests that modifying or eliminating 
these would have long-term benefi ts, in reducing the future burden of CVD. 
However an individual’s risk of illness cannot be considered in isolation from 
the population to which he or she belongs.8 Therefore, there is a need to better 
understand the relationship between populations at risk, social and environ-
mental forces and demographic changes. Accurate information is also required 
in respect to those factors likely to infl uence our ability to meet the needs of 
Australians who are already living with CVD in addition to those who will 
make the transition to symptomatic CVD in the near future, for example 
obese children. (Fig 1) Moreover, given the size of the CVD epidemic, it is 
imperative we generate future models that determine where we are likely to 
succeed, or fail in our current endeavours to positively infl uence the preventa-
tive measures and services available to the Australian population.

CARDIAC-ARIA: development of a public heath tool to map the current 
services available for management and prevention of CVD in Australia

Projecting population-based fi gures to describe any particular health care 
condition, without taking account of the unique geography and social fabric 
of Australia is, of limited value for ‘informed’ future planning. It is within this 
context that the study team has already collaborated to undertake research 
utilising geographical information system (GIS) technology to identify the 
spatial distribution of chronic heart failure in relation to specialist and general 
practitioner services in Australia (Fig 2) [Figure 7.4]. This work will inform 
the development of a national Australian geographical cardiac index, using 
methodologies similar to those used for the Accessibility and Remoteness 
Index of Australia (ARIA),9 (Fig 3) GP-ARIA and Ph-ARIA.10

SIGNIFICANCE AND INNOVATION

A unique feature of this study will be our use of ‘state of the art’ GIS model-
ling technology, to map the spatial distribution of CVD in relation to current 

Figure 7.4. Diagram of population at risk of cardiovascular disease: NHF of Australia, 
Focus for Core Activities (2005)
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cardiovascular health care services, while varying the effects of differing popu-
lation risk profi les, socio-demographic characteristics and demographic change 
associated with progressive ageing.

GIS technology has been used extensively to map the spatial–temporal distribu-
tion of infectious diseases and to identify ‘hotspots’/clusters of disease activity. 
Recently GIS have been recognized as a valuable tool to assist in health services 
planning, but its undoubted potential to for utilization in healthcare is under 
valued.

There is clear evidence to suggest that inequities in health outcomes exist 
between socio-economically advantaged and disadvantaged groups,1 the gap is 
widening and poor CVD outcomes are not equally shared across the entire 
population. People from socio-economically disadvantaged groups have a 
poorer risk profi le and are more likely to die from CVD than those from more 
privileged backgrounds. One of the most disadvantaged groups in Australia are 
Aboriginal and Torres Strait Islander people who experience a 2.6 fold increase 
in CVD mortality and a 1.4 higher rate of hospitalization, compared to other 
Australians. Forty-one per cent of all CVD deaths and 30% of Indigenous 
deaths occur in rural and remote areas of Australia.12

Together with signifi cant health inequalities, inequalities also exist in access 
to and delivery of health care services in Australia.13 This is particularly 
evident for specialist cardiac services in rural and remote areas, where few 
Cardiologists live and work, and a large proportion of the burden of health 
care falls upon the local GP, whose numbers have diminished in recent times.14 
With the trend to down-grade local rural hospitals to aged care centres, or 
close them completely, there is an increasing need for people with CVD to 
travel, often long distances, to larger urban or city-based cardiac care specialist 
centres to receive appropriate and timely care.15 Given that people with CVD 
take more health actions than the average Australian 5,6 the added fi nancial 
costs associated with travel imposes a signifi cant burden on our older 
population.

It is well known that the prevalence of CVD in Australia will rise with the 
progressive ageing of its population: Australia has the 3rd highest population 
increase in people aged >65 years and is a world leader in population growth 
in those aged >85 years.2 Moreover, Australian Bureau of Statistics population 
projection data indicates that there will be a shift in the age structure of Aus-
tralians with the proportion of persons aged >65 years projected to increase 
from 14.5% in 2000 to 31.5% (+220,000 persons) in 2051. Conversely, the 
number of persons aged 0–64 years is predicted to decline from 1,280,922 to 
971,306 persons.16 Much of the expected increase in Australia’s older popula-
tion has been attributed to the impact of the ageing ‘Baby Boomer’ cohort, 
decreasing fertility rates and a drop in the proportion of young people.17 Com-
pared to previous generations, the current generation of older Australians is 
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more educated and experience better health.2 This enhanced status, particu-
larly in regard to health, has been attributed to continuous improvements in 
medical techniques and treatments, improved diet, increased access to medical 
services, and generally improved life-styles.17 The healthy ageing of Australia’s 
older population has also resulted in signifi cant retirement migration from 
metropolitan to non-metropolitan areas (in the 65 plus age group) and con-
tributed to increased population growth, similar to that seen in major cities, 
and a blurring of the sharp boundaries once drawn around Australia’s major 
cities. However, population growth in non-metropolitan areas is variable with 
more accessible geographical locations, such as the urban fringes and better 
watered areas, experiencing growth and more remote areas in decline.18 
Regrettably, services in these areas, including health services, have not kept 
pace with the changing face of Australia’s non-metropolitan population. Some 
communities, situated in the fringes of major cities, for example, are located 
between 50 and 80 kilometres away from cardiac services. The lack of appro-
priate and timely healthcare in areas outside of major cities has serious impli-
cations for Australia’s older people where the demand for health care services 
is more acute [see Figures 7.5 and 7.6].15

Figure 7.5. A GISCA map: prevalence of chronic heart failure relative to general 
practice and specialist chronic heart failure services
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APPROACH AND TRAINING

Conceptual framework

Maps have been used as a public health tool for over 150 years. A well-known 
example exists in early infectious disease epidemiology and John Snow’s 
mapping of the cholera epidemics in London in 1854. More recently, geo-
graphical information system (GIS) technology and the increasing availability 
of health data, together with improvements in data collection techniques, has 
made it possible to develop a wide range of functions to enhance early mapping 
procedures. GIS is a digital computerised map (see Fig. 2 above) [Figure 7.5], 

Figure 7.6. GISCA ARIA Project 1998: map of population localities, service centres 
and major road networks
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with associated databases, that allows data from a variety of sources to be 
linked to places on a map using a process called geo-coding.

Design

This study will be a collaborative 4 stage geo-coding project where CVD data 
obtained by systematic review, Delphi survey methods and implementation of 
previously modelled geo-codes (GP-ARIA and Ph-ARIA)

METHODS

The methods for CARDIAC-ARIA will be based on that used to develop the 
Accessibility and Remoteness Index of Australia (ARIA).9 ARIA is a com-
parative measure of geographic remoteness for all populated localities (or 
aggregated areas) throughout Australia. ARIA determines geographic remote-
ness and accessibility in terms of the distance the population of each town or 
locality must travel to reach services. Populated localities are defi ned as any 
of over 11,000 populated centres in Australia. Service centres are the popu-
lated centres with a population of 1000 or more at the time of the 2001 census. 
The ARIA methodology has successfully been adapted for the development 
of a GP and Pharmacy accessibility index 10. The CARDIAC-ARIA index will 
be developed for all towns in Australia. Similar to the ARIA index, it can then 
be aggregated to any other area unit such as a Local Government Area, Sta-
tistical Local Area, Postcode, Census Collection District or any other user 
defi ned catchments. This will allow the incorporation of population data for 
any of these areas to be included so that estimates of population at risk can 
be easily calculated. The development of CARDIAC-ARIA will involve 
several key stages [Figure 7.7]:

Stage 1 Compilation of data on the type and location of cardiac services 
in Australia: A systematic search of Australian health care system 
operational data (e.g. professional societies, AIHW, AHMAC 
Workforce data, state health departments and NICS) and existing 
data (maintained by GISCA) will be undertaken to identify the 
location and type of all cardiac services. These data will be system-
atically catalogued and prepared for Stage 2 below.

Stage 2 Classifi cation of specialist cardiac services throughout Australia: 
All towns (localities) in Australia that provide cardiac services will 
then be categorized on a scale ranging from 1 to 6 to delineate the 
extent of specialist care immediately available at that location: a 
score of 1 indicating the highest level of service provision while a 
score of 6 will indicate the complete absence of cardiac services. 
For example it is expected that Sydney and Melbourne would be 
categorized as a Level 1 service location because these cities have 
cardiac transplant services available within their city boundaries. 
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Conversely, Adelaide and Hobart may not be categorized as provid-
ing Level 1 services, despite being capital cities, on the basis of the 
absence of cardiac transplant services. Using the same methodology 
used to create ARIA all locations with a classifi cation Level of 1 to 
5 will be designated as cardiac service centres and used for the cal-
culation of CARIAC-ARIA. Importantly, the category allocation 
will be undertaken once all the data from Stage 1 has been collected, 
and will initially be compiled internally by the expert research team. 
The team will then convene an external expert reference group (led 
by Prof Andrew Tonkin) who will independently review and vali-
date the classifi cation of services inherent to CARDIAC-ARIA. 
Once consensus agreement is reached by this expert panel, these 
data will be incorporated into the GIS database along with pre-
existing data (e.g. location of GP and pharmacy services).

Stage 3 Computation of CARDIAC-ARIA: Once the service centres are 
classifi ed in Stage 2, the same methodology used to develop ARIA 
will be followed to compute CARDIAC-ARIA. Network analysis 
will be conducted on the entire Australian road network coverage. 
Distance measurements were generated from all populated 

CARDIAC-ARIA 
Method Flow Chart 

Stage 1 
Systematic review and location of services 

Stage 2 
Delphi Survey /Expert Panel define  

Minimal cardiovascular service for a  
Community and weighting system 

Stage 3 
GISCA development of  
CARDIAC-ARIA Index 

Stage 4 
Validation  

Figure 7.7. CARDIAC-ARIA method fl ow chart
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localities (11,338 localities) to all urban centres with a cardiac service 
(centres classifi ed as between 1 and 5 in Stage 2). All distances will 
be calculated by following the shortest path along the road network 
from the populated localities to the urban centres. The minimum 
distance from each populated location (11,338) to the nearest centre 
for each of the fi ve levels, will be calculated. Statistics for the mean 
and standard deviation will be calculated for distances to each of 
the fi ve levels. The ratio of the distances to the mean will be calcu-
lated for each of the 11,338 populated locations. The ratios for each 
of the minimum distance to each of the fi ve levels will then added 
to form a single accessibility value for each populated location. A 
threshold maximum travel distance of three times the mean will be 
used in the calculations. This will give a continuous variable with 
values of between 0 and 15 as the measure of access to cardiac serv-
ices. The values of CARDIAC-ARIA will then interpolated onto a 
one kilometre regular grid for the whole of Australia. From this 
regular grid, an average value for CARDIAC-ARIA will be calcu-
lated for each collection district unit, postcode area, statistical local 
area and local government area in Australia.

Stage 4 An initial validation of the CARDIAC-ARIA: Ratings will be 
conducted by comparing the rankings to exiting data such as Aus-
tralian Institute of Health and Welfare CVD mortality and rates.

PhD AND POST DOCTORAL SCHOLARSHIP

This project has scope for the scholarship of two Australian Postgraduate 
Award PhDs, one each in the fi elds of cardiovascular health and GIS and the 
early career research development of one or more post doctoral candidates 
under the supervision of the team of internationally renowned researchers, 
mentors and supervisors involved in this project.

PARTNER ORGANISATION COMMITMENT 
AND COLLABORATION

This project relies on the collaboration of 5 key partners

1. The University of South Australia (Administration and Cardiovascular 
research)

2. The University of Adelaide (GISCA)
3. The University of Queensland (Rural and Remote and Epidemiology)
4. Monash University /The National Heart Foundation (Prof Andrew Tonkin)
5. Alphapharm pharmaceuticals

Each partner brings its own team of international experts to combine to 
produce a world class tool not previously developed in any other country.
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Industry Partner commitment

Alphapharm is Australia’s leading supplier of prescription pharmaceuticals. 
While the company specializes in bringing patent-expired medicines to market, 
Alphapharm also researchers and developes innovative medicines to treat 
metabolic and cardiovascular diseases, and to prevent the development and 
spread of cancers.

Alphapharm has a strong focus on the prevention and treatment of cardio-
vascular disease (CVD) and sponsor education, information and research 
activities in the fi eld of CVD. Our wide range of cardiovascular products and 
our strong commitment to encouraging the quality use of medicines comple-
ment this.

Alphapharm is therefore a strong supporter of the abovementioned project 
to map the current and future need for, and accessibility to, cardiovascular 
services in Australia via applied geographical spatial technology (GISCA). 
Apart from Alphapharm’s strong and ongoing commitment generally to 
supporting research, they are especially interested in initiatives that will help 
to increase cardiovascular health and reduce the burden of cardiovascular 
disease. In particular, Alphapharm will benefi t from supporting the GISCA/
CARDIAC-ARIA project, as the results will assist in strategic planning 
around sales and marketing issues for the company. The results will enable 
Alphapharm to target particular population localities, which could be a focus 
for future company-facilitated educational programs.

Alphapharm welcome the opportunity to be involved in a prestigious and 
internationally recognized collaborating team made up of fi ve organizations, 
including three universities and two industry partners. The chief investigators 
– Professors Simon Stewart (University of South Australia), Andrew Tonkin 
(National Heart Foundation), Graeme Hugo (GISCA University of Adelaide) 
and David Wilkinson (University of Queensland) form an impressive list of 
leading researchers in their fi elds of expertise.

Alphapharm and the University research teams, already have a track record 
of collaboration in the areas of education and sponsorship. For example, Alp-
hapharm have recently supported the development of collaborative research 
and educational networks for involving specialist cardiac nurses. This project 
will extend these alliances, to the research level and pending successful out-
comes will provide opportunity to further extended research collaboration.

NATIONAL BENEFIT

This unique and innovative project has the potential to deliver a powerful tool 
to both highlight and combat the burden of CVD in Australia with:

• The ability to identify geographical ‘hotspots’ where there is likely to be a 
mismatch between demand for and actual provision of cardiovascular 
services.
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• The development of CARDIAC-ARIA will inform future research that 
aims to determine if the prevalence of CVD is associated with accessibility 
and remoteness to cardiac services.

• The capability to update established models as validated Australian CVD 
burden and risk factor data emerges: all of this data can then be made freely 
accessible through the World Wide Web.

Overall, this research has the potential to greatly facilitate the ARC Research 
Priority 2:

Promoting and Maintaining good health and well being for all Australians; 
Ageing well, ageing productively; and strengthening Australia’s social and eco-
nomic fabric, by ensuring an equitable distribution of quality services to Aus-
tralian currently living with CVD and therefore optimising health outcomes.

COMMUNICATION OF RESULTS

As this project will be part of two APAI PhDs, all aspects of the project will 
be published as part of the requirements of scholarship in relevant peer viewed 
journals. The track record of all CI’s clearly indicates a track record of com-
mitment to publication and dissemination of research in addition to transla-
tion into the real-world.

STUDY TIMELINES

Project Stages Year 1 Year 2 Year 3 Comments
 2007 2008 2009

Ethics and/or    Complete
Institutional    March 2007
approval
Enrolment of
APAIs
Strategic meeting
of CIs

Stage One    Complete
Systematic review    and publish
of CVD services    December
    2007

Stage Two    Complete
Delphi    Stage 2
Survey/Expert    June 2008

➡

➡
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 CI/PI Role Responsibility Contribution

1 Prof Simon CI Supervision and Cardiovascular
 Stewart  overseeing the health and 
   Cardiovascular research expert
   data for geo-code
   developments

2 Prof Andrew CI Development of Leadership of
 Tonkin  minimal services consultant with
   for community specialist
   CVD support cardiologists

3 Prof David CI Supervision and Rural and
 Wilkinson  overseeing the remote
   Rural and remote Epidemiology
   health and expert
   epidemiological
   data for geo-code
   developments

RESEARCH TEAM

Panel defi ne
Minimal
cardiovascular
service for a
Community and
weighting system

Stage Three    Complete
GISCA    Stage3
development of    December
CARDIAC-ARIA    2008
Index

Stage Four    Complete 
Validation    June 2009

Completion of    Project 
reports and    completion
publications    2009
Submission of
APAI PhDs

➡

➡
➡

➡
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4 Robyn CI Project Rural and
 Clark (Early Career management. remote
  Development) Coordination of cardiovascular
   collaborators/team health and
   Supervision of information
   APAI (CVD) communication
    technology
    expertise

5 Neil Coffee CI Coordination of GIS Expert
  (Early Career GIS component
  Development) GIS Training of
   APAI (GISCA)

6 Kerena CI Development of Rural and
 Eckert (Early Career cardiovascular remote
  Development) epidemiology data epidemiology
   Supervision of and
   expertise APAI cardiovascular
   (CVD) health

7 Peter Astles PI Partner in Industry External peer
  (Industry consultant. review
  Partner) Project steering
   committee member

8 Marian PI Partner in Industry External peer
 Milligan (Industry consultant. review
  Partner) Project steering
   committee member

9 APAI (PhD Cardiovascular Training in PhD
 CVD) Health collection Research
   processing and training and
   publication of publication
   CVD data for
   geo-coding

10 APAI (PhD GIS Training in GIS PhD
 GISCA)  processing of geo- Research
   coding and training and
   publication publication
   of results
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BUDGET

The following budget was requested to primarily support two PhD scholar-
ships and the cost of generating the geo-maps of Australia’s cardiac 
services:

Column 1 2 3 4 5 6

Source of funds ARC University Eligible Partner Other Total
   Organisations

   Cash In-kind

TOTAL DIRECT COSTS 158688 301779 39990 144990 0 645447

APPLICATION 3: WHICH HEART FAILURE INTERVENTION 
IS MOST COST-EFFECTIVE AND CONSUMER FRIENDLY IN 
REDUCING HOSPITAL CARE: THE WHICH TRIAL

Funding Source: The Australian Health and Medical Research Council’s 
Health Service Research Program (Round 3 of funding)

This program supports multi-disciplinary research into how fi nancing arrange-
ments, organisational structures and processes, health technologies and social 
factors affect the quality, cost and availability of, and access to, health care. 
As part of the peer-review process, priority is afforded to research which:

• Addresses signifi cant gaps in evidence required for Australia ‘s most impor-
tant policy and practice issues;

• Covers issues related to the Australian Government’s National Research 
Priorities or National Health Priority Areas and or Aboriginal and Torres 
Strait Islander health and access to health services;

• Has the potential to develop new productive partnerships between research-
ers, policy makers, health service providers and citizens.

In addition to the National Health Priority Areas and National Research Pri-
orities, Round 3 encouraged applicants to research Aboriginal and Torres 
Strait Islander health and access to health services.

BACKGROUND: OPTIMISING OUTCOMES IN CHRONIC HEART 
FAILURE – A NATIONAL PRIORITY!

It is now well recognised that chronic heart failure (CHF), a costly [1], 
debilitating and deadly [2] clinical syndrome, has emerged as a major public 
health issue within Australia’s ageing population.[3] Data from two notable 
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Australian studies of heart failure in primary care (the CASE Study [4]) and 
a more recent population study (the Canberra Heart Study [5]) are consistent 
with recent estimates of the burden imposed by CHF on Australia’s health 
care system in the year 2000:

• Approximately 325,000 Australians (58% male) had typical symptoms of 
shortness of breath and fatigue associated with the syndrome of CHF.

• There were around 100,000 CHF-related hospitalisations involving 1.4 
million days of hospital stay: a prevalence rate of 526 hospitalisations & 
7,400 days per 100,000/annum.

• Of these hospital admissions, more than 80% were likely to involve patients 
aged >65 years: 89% of hospital stay attributable to this older and more 
fragile cohort of patients.

• The total cost of CHF to the Australian health care system was more than 
$1 billion.[6]

In the absence of an absolute cure for progressive ventricular dysfunction and 
the most common precursors of CHF (heart disease and hypertension), the 
number of older Australians affected by this syndrome is likely to increase by 
at least 20–30% within the next 20 years [6]; particularly if current rates of 
diabetes and obesity in middle-aged Australians persist. [7] Addressing the 
enormous and rising health status and health care problem engendered by 
CHF is, therefore, directly relevant to National Research (Promoting & 
Maintaining Good Health: Ageing well, ageing productively) and National 
Health Priorities (Cardiovascular Health).

The emergence of Chronic Heart Failure Management Programs

In response to the high burden associated with CHF, in particular hospital 
admissions, dedicated CHF management programs (CHF-MPs) have been 
developed to optimise health outcomes in a cost-effective way. These multi-
disciplinary programs target recently hospitalised patients in an effort to opti-
mise the ongoing /long-term management of CHF including post acute 
discharge care within the community. A series of recent meta-analyses have 
confi rmed the benefi ts of CHF-MPs in reducing readmission rates, improving 
quality of life, reducing costs and prolonging survival. For example we have 
demonstrated that patients exposed to the intervention arms of these studies 
were signifi cantly less likely to be readmitted (17% risk reduction) or die (16% 
risk reduction).[8] The following two major forms of CHF-MP are found to 
have the greatest impact on health outcomes in meta-analyses (25% reduced 
risk of unplanned hospitalisation):

• Multidisciplinary, specialist CHF clinic (clinic-based intervention)
• Multidisciplinary, community-based management (home-based 

intervention)
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Applying Chronic Heart Failure Management Programs: Which one?

Consistent with the above data, CHF-MP’s now form part of the gold-standard 
management of CHF in Australia with the highest level of evidence cited.[6] 
Also consistent with the National Service Improvement Framework for Heart 
Stroke and Vascular Disease, there has been increasing interest in implement-
ing CHF-MP’s throughout Australia. However, our NHF-funded BENCH 
Study has clearly demonstrated that funding for these programs has been 
inconsistent and, refl ecting the fact that various models of care have been 
reported in the literature there is marked heterogeneity in applying the evi-
dence. [9] At best, only 20% of Australian patients with CHF and living in 
metropolitan regions have access to CHF-MP’s following an acute hospitalisa-
tion. Within this context, all recent meta-analyses of CHF-MP’s have called 
for appropriately powered, head-to-head studies of clinic and home-based 
multidisciplinary intervention to ultimately decide which is most cost-effective 
in practice. Given other potential differences in the burden imposed by these 
programs on both the patient and their family/carer, [6, 10] there is an urgent 
need to determine which of the most effective forms of CHF-MP (home vs. 
clinic-based management) will serve the Australian population best in terms 
of cost-effectiveness and consumer outcomes.

Key Point: Given the results and conclusions of recent meta-analyses 
and the need to apply the evidence in favour of CHF-MP’s to best 
serve the health care system and those affected, there is an urgent need 
to perform a head-to-head comparison of clinic vs. home-based CHF 
management.

RESEARCH OBJECTIVES

The WHICH? Trial will play an essential role in translating research into 
practice by determining the actual cost and benefi ts (both in terms of the 
health care system and the consumer perspective) of applying both forms of 
clinic and home-based CHF-MP to the more than 50,000 patients in metro-
politan regions throughout Australia discharged from hospital with CHF each 
year. Furthermore, it will determine which one of these two forms of CHF-MP 
is most worthy of funding to meet the needs of the health care system and 
affected individuals. In order to achieve our objectives, we propose to under-
take a multi-centre, randomized controlled study of these two forms of CHF-
MP to determine which is most cost-effective in applying gold-standard 
pharmacotherapy and improving unacceptably high morbidity/mortality rates. 
It will test the following hypothesis:
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STUDY DESIGN OF THE WHICH? TRIAL

The schema below [Figure 7.8] shows the key features of the WHICH? Trial: 
a multi-centre, randomised study with independent teams at each site ran-
domised to provide clinic or home-based intervention. Overall, this study is 
designed to provide appropriate study power, minimise interventional con-
tamination and operator bias in addition to providing blinded assessment of 
study endpoints.

METHODS

Patient cohort & selection criteria: All patients admitted to the following terti-
ary-referral hospitals (responsible clinician) in four States will be screened for 
the presence of CHF:

In typically older patients with CHF exposed to a multidisciplinary, home-
based CHF-MP in the 12 months following an acute hospitalisation, there 
will be no difference in:

1) The combined cost of hospital & community-based health care
2) Patient/consumer quality of life (co-primary endpoint)

As compared to a similar multidisciplinary CHF-MP applied via a special-
ist CHF outpatient clinic.

Eligible CHF patients
(n = 1000)

SA

Stratified randomisation according to LVEF

HBI
(n = 125)

Vic Qld NSW

Clinic
(n = 125)

HBI
(n = 125)

Clinic
(n = 125)

Clinic
(n = 125)

HBI
(n = 125)

Clinic
(n = 125)

HBI
(n = 125)

Teams randomised
to intervention

Vic Qld NSW

Teams randomised
to intervention

Primary endpoint: cost of healthcare/patient/month of follow-up
Secondary endpoints: recurrent hospital stay, all-cause mortality, quality of life & target therapy

12-month
follow-up

Figure 7.8. Key features of the WHICH? Trial
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• The Queen Elizabeth Hospital, Adelaide, South Australia (Prof. John 
Horowitz)

• The Alfred Hospital, Melbourne, Victorial (Prof. Henry Krum)
• St George Hospital, Sydney, New South Wales (Assoc. Prof. Davidson)
• The Prince Alexandra Hospital, Brisbane, Queensland (Prof. Tom 

Marwick)

Data from the BENCH Study of all CHF-MP’s in Australia [9] (see Applica-
tion no. 1 above) confi rm that all of these sites routinely screen patients for 
CHF to enter pre-existing programs of care and manage 200 – 300 CHF 
patients per annum. Study targets for patient recruitment are, therefore, 
entirely feasible. Selection criteria are based on the working defi nition of CHF 
proposed by the new NHF Guidelines written by Prof’s Krum and Stewart [6] 
and that applied in many CHF-MP’s around the world [10]:

Patients admitted to these four institutions will be invited to participate in the 
study if they are aged ≥55 years, to be discharged to home, have an underlying 
diagnosis of CHF with related persistent moderate to severe symptoms and a 
history of ≥1 admission for acute heart failure.

Patient recruitment and follow-up: 1000 patients (250 from each centre) will 
be recruited over an 18-month period from these four tertiary centres and 
subject to 2 months follow-up

Clinic versus home-based CHF-MP’s: It is important to note that it would be 
unethical to randomise patients to usual care not involving a CHF-MP [6]. 
Consistent with literature and established CHF-MP’s [8, 10], both intervention 
groups will incorporate the key components of care outlined below:

Multidisciplinary approach Close link with primary care
Careful assessment of risk Early warning systems
Gold-standard pharmacology & Promotion of self-care strategies
 non-pharmacological strategies [6] Holistic/individualised care

For each CHF patient, a core team comprising a specially trained heart failure 
nurse, their hospital physician, a pharmacist with specialist advice/support 
from a dedicated cardiologist at each hospital will guide their management 
(dedicated team for each form of intervention). Regardless of the form of 
intervention, the patient’s GP will retain a key role in their subsequent man-
agement. Additional support/health care will be provided by community-
based pharmacists, community nurses, domiciliary care and social workers as 
determined by the patient’s individual needs and using current funding initia-
tives in primary care.

The two arms of the study will fundamentally differ in terms of the focus 
and location of the specialist CHF management. In the clinic model, patients 
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STUDY ENDPOINTS

The WHICH Trial is appropriately designed to determine clinically signifi cant 
differences in respect to the above outcomes between these two forms of 
CHF-MP’s. A health economic analysis (to be undertaken by Assoc/Prof. 
Scuffham) will compare the cost-benefi ts of the clinic and home-based approach 
on the basis of potential cost-savings in reducing recurrent admissions and 
validated quality of life instruments applied to monitor patient-orientated 
outcomes. Signifi cantly, the overall results of this study and potentially 
im portant disparities between potential cost-savings and quality of life will be 
carefully analysed by an independent panel of expert clinicians, health care 
policy makers and administrators and patients (and carers) with CHF.

are required to attend the specialist clinic located at the tertiary referral centre 
which acts as a focal point for specialist care. In the home-based model, there 
is a strong focus on managing the patient in the community.

Key Point: There are potentially important differences between these 
two approaches relating to: 1) cost of application, 2) impact on morbid-
ity and mortality, 3) attainment of gold-standard management, 4) 
patient self-care and 5) the patient’s (and carer’s) quality of life.

Key Point: The WHICH Trial has the potential to identify a model of 
care that will derive annual savings of at least $400,000 and 1,800 fewer 
days of hospital stay per 1000 CHF patients treated.

RESEARCH TEAM

The experienced WHICH? Trial research team has a strong collaborative 
history * that will enable it to not only undertake the research study as pro-
posed, but also ensure that the results of this vitally important study are 
translated in real-life to not only improve health outcomes in relation to one 
of Australia’s most important public health issues, but achieve these in the 
most cost-effi cient and consumer friendly manner possible.

NB. All of the research team have collaborated on nationally competitive 
research projects.*

Importantly, as can be appreciated by the list below, the research team rep-
resents the interests and expertise of cardiovascular nursing, cardiology, health 
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economics, health policy and consumers. In this respect, Prof. Simon Stewart 
is an international expert in pioneering and applying CHF-MP’s. He also has 
strong links to the Heart Foundation (policy advice). Prof. Henry Krum is an 
international expert in CHF and clinical trials. In collaboration with Prof. 
Stewart, he has written the NHF updated guidelines for its gold-standard 
management [6]. Assoc/Prof. Paul Scuffham is an internationally renowned 
health-economist. Prof’s Tom Marwick and John Horowitz are internationally 
renowned academic cardiologists. Assoc/Prof. Trish Davidson is a national 
expert in CHF nursing and chronic disease management and Prof. Claire 
Jackson is a national leader in general practice/primary care. All of these 
investigators have strong track records in undertaking internationally com-
petitive research and translating such research into clinical practice. The team 
also includes Mr Tony Wade a highly experienced and nationally renowned 
consumer advocate who will coordinate consumer views and participation and 
Prof. Andrew Wilson from Queensland Health who will provide expert advice 
from a health administrative perspective. Ms. Andrea Driscoll is an NHMRC 
funded PhD candidate who has undertaken the NHF-funded BENCH Study 
involving 60 CHF-MP’s and 1000 Australian CHF patients will provide expert 
advice to the study.

GOVERNANCE AND RESEARCH CAPACITY

As indicated above, the senior investigators listed above have extensive expe-
rience in under-taking large-scale clinical research. Prof. Stewart will coordi-
nate a management team (including a dedicated study coordinator and Prof’s 
Krum and Assoc/Prof Scuffham) to ensure that all management teams (two 
at each site) are applying the same principles and standards of care and fol-
lowing study protocols in addition to acquiring high quality study data. As 
indicated in the list of participating sites, a dedicated investigator will be 
responsible for supervising patient recruitment and follow-up at each site. 
Data collection and analysis will be centrally coordinated by Prof. Stewart’s 
research team at the University of South Australia with assistance of key 
personnel from Monash University (Prof. Krum’s CCRE in Heart Failure) 
and University of Queensland (Prof Stewart’s Care & Prevention of Heart 
Disease Research Unit).

BUDGET RELATIVE TO VALUE FOR MONEY

Each of the collaborating centres has the current capacity to provide two 
parallel forms of CHF-MP (i.e. two independent teams) with funding for key 
personnel (particularly a dedicated specialist heart failure nurse). The 
WHICH? TRIAL predominantly requires personnel to coordinate and collect 
data at each centre in addition to an overall coordinator. Considering that 
CHF contributes to more than $1 billion in health care costs per annum with 
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a preventable component of at least $100 million in hospital care per annum, 
the cost of this study (approximately $900,000) represents extremely good 
value for money. Regardless of the ultimate comparisons between hospital 
and clinic-based care, this study will provide vital data for the sustainable 
funding of CHF-MP’s throughout Australia’s metropolitan regions; the 
approximately 25% of CHF patients living in rural and remote Australia often 
require alternative models of care [6]). Importantly it will inform policy deci-
sions on the relative cost of systematically applying CHF-MP’s from the 
Federal and State government funding perspective while ensuring that the 
needs of consumers/carers are considered.
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DEVELOPING A COMPELLING CURRICULUM VITAE

Consistent with the importance of developing a compelling research applica-
tion that will give you the best possible chance of funding success, it is vitally 
important for you to compose (and then maintain with each ‘success’) a com-
pelling curriculum vitae. In a busy research environment, this document will 
be needed in a variety of guises, from the full version required for employment 
and fellowship applications to abbreviated/’highlight’ versions for grant appli-
cations, research reports and public forums. It makes sense to put some stra-
tegic thoughts and energy into constructing a ‘master’ document that will grow 
in size as your career progresses. Even otherwise ‘empty’ sections can serve 
as a stimulus for attaining greater things, such as having a section entitled 
‘Invited Presentations – International Conferences’. This master document 
can then be modifi ed to suit any purpose, as suggested above, to provide a 
simple one or two-page résumé that highlights your key attributes.

Naturally, like most human endeavours, there is a plethora of opinion with 
respect to developing a ‘winning’ curriculum vitae (a Latin term literally 
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meaning ‘the course of one’s life’). The text box provides a list of websites 
that offer advice on this subject.

Useful Internet sites for CV writing*

Winning CVs:
http://www.winning-cvs.co.uk/cvtips.htm
Putting together an effective CV:
http://www.prospects.ac.uk/cms/ShowPage/Home_page/Applications_

and_interviews/Applications/Compiling_a_CV/p!eXfdpk
Your PhD  .  .  .  What next?:
http://www.prospects.ac.uk/cms/ShowPage/Home_page/Your_PhD____

what_next_/p!edabXF
Writing an Impressive Curriculum Vitae (CV):
http://www.hr.lanl.gov/FindJob/writing-cv.shtml
Writing a Curriculum Vitae for Research Proposals and Grant 

Applications:
http://ccnr.ntu.edu.au/research6.html
Resume Writing Tips for Preparing A Curriculum Vitae:
http://www.free-resume-tips.com/resumetips/curriclm.html
Curriculum Vitae:
http://purdue.placementmanual.com/resume/resume-14.html
Presenting your PhD in CVs and applications:
http://www.grad.ac.uk/cms/ShowPage/Home_page/Online_resources/Just_

for_Postgrads/Marketing_yourself_to_employers/Presenting_your_
PhD_in_CVs_and_applications/p!eXecffm

* All accessed September 2006

The following list represents a summary of the key areas of advice provided 
by these sites:

• A well written curriculum vitae ‘paints a picture’ of you that will match your 
skills and achievements as well as your future ambitions.

• The curriculum vitae should be typed and set out in a logical and easy-to-
read format, with pages numbered.

• Focus on your positives and if ‘compelled’ to list areas of weakness (e.g. 
stating how many times your book has made it to the New York Times 
Bestseller list!), wherever possible, turn that weakness into the strength 
(‘appropriate to the nature of my research, I have focussed on publishing 
my research in professional journals and producing policy reports that have 
made a substantive impact on healthcare delivery’).
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• Always check and double-check your curriculum vitae or application form 
for spelling errors and punctuation.

• The way you present information on your curriculum vitae is relatively fl ex-
ible and will depend on what you have to offer. However, it is generally 
recognised that all curriculum vitae tend to include the following sections:
• personal details
• personal profi le/career objective
• education
• experience
• positions of responsibility/achievements/interests
• referees

• At a more specifi c level, a research-focused curriculum vitae would include 
a combination of the following:
• research interests/areas of expertise
• PhD thesis
• publications
• scientifi c presentations or conferences attended
• competitive and non-competitive funding
• professional memberships
• fellowships and awards
• teaching/mentoring and administrative experiences

• Prioritizing your top skills and experience to be presented in the fi rst or 
uppermost section of your curriculum vitae makes sense. Then provide 
additional details relating to educational, employment or academic 
experience.

In the spirit of a ‘warts and all’ examination of my own philosophy and 
approach to presenting a curriculum vitae (it is worth noting that I change the 
format annually in line with a new background for my Powerpoint presenta-
tions!), the following is a mini-version of my curriculum vitae. Once again, it 
is up to the reader to judge whether this represents a good, bad or indifferent 
one!

CURRICULUM VITAE

Name: PROFESSOR SIMON STEWART

Position: Head of the Preventative Cardiology Unit
 Baker Heart Research Institute

Contact Address:  PO Box 6492, St Kilda Road Central, Melbourne, 
Victoria, Australia, 3008

Phone/Fax: +61 (0)43 8302 111 / +618 3 8532 1100

E-mail: simon.stewart@baker.edu.au
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Honorary Titles:  Fellow of the American Heart Association (FAHA)

  Nurse Fellow of the European Society of Cardiology 
(NFESC)

  Fellow of the Cardiac Society of Australia & New 
Zealand (FCANZ)

Adjunct Professor, School of Medicine
Appointments: University of Adelaide, South Australia

 Professor, School of Nursing
 Deakin University, Melbourne, Victoria

 Professor, Nethersole School of Nursing
 Chinese University Hong Kong, Hong Kong

 Professor, Department of Medicine
 University of the Witwatersrand, South Africa

  Professor, Preventative Medicine & Epidemiology
 Monash University, Melbourne, Victoria

Qualifi cations

1996–1999  Doctor of Philosophy, ‘Optimising therapeutic effi cacy in 
acute and chronic cardiac disease states’, Department of 
Medicine, Adelaide University, South Australia

1992–1993  Graduate Diploma of Adult Education, University of 
South Australia, South Australia

1991–1992  Bachelor of Nursing, Flinders University, South 
Australia

1990–1991  Intensive Therapy Unit Certifi cate, The Queen 
Elizabeth Hospital, South Australia

1985–1988  Registered Nurse, The Queen Elizabeth Hospital, South 
Australia

1981–1984  Bachelor of Arts, University of Adelaide, South Australia

Employment

2006–Present  Head of the Preventative Cardiology Unit: Baker Heart 
Research Unit, Melbourne, Victoria, Australia

2004–2006  Professor of Health Research: Faculty of Health 
Sciences (School of Medicine), University of 
Queensland, Brisbane, Australia
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2002–2006  National Heart Foundation of Australia/Roche Chair of 
Cardiovascular Nursing: The School of Nursing and 
Midwifery, Division of Health Sciences, University of 
South Australia, Adelaide, Australia

2001–2002  NHMRC Career Development Award: Associate 
Research Professor of Cardiovascular Nursing: The 
School of Nursing and Midwifery, Division of Health 
Sciences, University of South Australia, Adelaide, 
Australia

1996–1999  National Heart Foundation of Australia Post-graduate 
Research Scholar: Department of Medicine, University 
of Adelaide, Adelaide, South Australia

1999–2001  National Heart Foundation of Australia Ralph Reader 
Fellow: British Heart Foundation CRI in Heart Failure, 
University of Glasgow, Scotland

1993–1996  Senior Cardiac Research Nurse: Department of 
Cardiology, The Queen Elizabeth Hospital/University 
of Adelaide, South Australia

1991–1992  Nurse Educator: School of Nursing, The Queen 
Elizabeth Hospital, South Australia

1988–1991  Registered Nurse: The Queen Elizabeth Hospital, 
Woodville, South Australia

1985–1988  Student Registered Nurse: The Queen Elizabeth 
Hospital, South Australia

Publications

Published Articles in Peer-Reviewed Journals

• Refereed Research Publications: Highly cited
1.  Stewart S, Horowitz JD. Home-based intervention in congestive heart 

failure: long-term implications on readmission and survival. Circulation 
2002; 105: 2861–2866 [IF = 11.6] + [65]

• Refereed Research Publications: Top Clinical Journals
2.  Pearson S, Inglis S, McLennan S, Brennan L, Russell M, Wilkinson M, 

Thompson DR, Stewart S. Prolonged effects of a home-based interven-
tion in patients with chronically illness. Archives of Internal Medicine 
2006; 166: 645–650 [IF = 8.0] + [1]

• Refereed Research Publications: Specialist Journals
3.  Clark RA, Yallop J, Wickett D, Krum H, Tonkin A, Stewart S. Nursing 

sans frontières: a three year case study of multistate registration to 
support nursing practice using information technology. Australian Journal 
of Advanced Nursing Sep–Nov 2006; 24(1): 39–45.
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• Reviews and Editorials: Top Clinical Journals
4.  McMurray JJV, Stewart S. Chilling fi ndings: The need for winter 

vigilance in heart failure (Editorial). Journal Cardiac Failure 2006; 12: 
120–121 [IF = 2.9]

• Reviews and Editorials: Specialist Journals
5.  Davidson PM, Worrall-Carter L, Finn JC, Stewart S on behalf of the 

Australian Network for Cardiovascular Nursing Research. Beyond com-
petition: a new paradigm for collaborative cardiovascular research in 
Australia (Editorial). European Journal of Cardiovascular Nursing 2006; 
4: 181–182

• Books
1.  Stewart S, Inglis S, Hawkes. Chronic Cardiac Care: A Practical Guide to 

Specialist Nurse Management, 2006, BMJ Books (Blackwell Publishing 
Group), London

• Book Chapters (other than those published in self-edited books)
1.  Heart failure handbook. McMurray JJV, Berry C and O’Meara E 

(editors). Science Press Ltd, London (in press): Stewart S, Non-pharma-
cological therapy & multidisciplinary management

• Major Reports
1.  Krum H, Jelinek M, Stewart S, Sindone A, Atherton J, Hawkes A on 

behalf of the National Heart Foundation of Australia and Cardiac Society 
of Australia and New Zealand Chronic Heart Failure Clinical Practice 
Guidelines Expert Writing Panel. Guidelines for the Prevention, Detec-
tion and Management of People with Chronic Heart Failure in Australia 
(2006)

Peer-Reviewed Abstract Presentations at International Meetings

XXVI Congress of the European Society of Cardiology & World Congress of 
Cardiology, Barcelona, Spain (September 2006)
1.  Ultimate cost–benefi ts of altering the natural history of chronic heart failure 

via multidisciplinary, home-based intervention: Ten-year follow-up of typi-
cally old and fragile patients. Inglis S, Horowitz JD, Stewart S

Invited Presentations at International Meetings

55th Annual Scientifi c Meeting of the Cardiac Society of Australia and New 
Zealand. Canberra, Australia (August 2006)
1.  KEY NOTE ADDRESS: Talking to our patients again: Back to the future 

for cardiovascular nurses? (Inaugural Cardiovascular Nursing Lecture – 
Annual Address at the CSANZ meeting)
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Summary of Current National/International Competitive Funding

INVESTIGATORS TITLE DATES FUNDS SOURCE
Askew, Wilkinson, Detection and 2006–2008 2006 NH&MRC
Stewart, Dick, management of  $A202,185, General
Schrader, Wade, depression in  2007 Practice
Marwick, Scuffham, general  $A188,450, Clinical
Jackson, McFarlane practice patients  2008 Research
 with chronic  $A109,163 Grants
 manifestations
 of ischaemic
 heart disease

Competitive Scholarships/Fellowships

National Health and Medical Research Council of Australia, Public Health 
Postgraduate Medical Research Scholarship for Ms Sally Inglis ($78,000) 
*Principal Supervisor

Previous Competitive Research Grants

Principal Applicant/Investigator
Diabetes Australia Research Grant (2004), 12-month grant for the DATA 
Study ($40,000)

Non-Competitive Research Grants/Support

Principal or Co-applicant
Adcock Ingram, Republic of South Africa (2006), three-year sponsorship of 
the ‘Heart of Soweto’ Study
(R 2 million–$460,000)

Professional Activities: International Societies

Cardiac Society of Australia and New Zealand

• Named Annual Lecture to commence in at 2006 Scientifi c Meeting
• Inaugural Secretary of the Heart Failure Working Group (2003–to date)
• Member of the Organising Committee of the Annual Scientifi c Meeting 

(Adelaide – 1997 & 2003)
• Fellow (2005–to date)
• Member (2000–2004)
• Affi liate Member (1993–1999)
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Professional Activities: Signifi cant Achievements

The American Heart Association

• Awarded Best Poster Presentation in the ‘popular science’ section at the 
2000 Scientifi c Meeting in New Orleans

• Selected as the fi rst ever non-US-based nurse to be awarded the Council on 
Cardiovascular Nursing’s Best Research Article of the Year Award 
(2000)

• Selected as the fi rst ever non-US-based nurse to be awarded an International 
Fellowship of the Council on Cardiovascular Nursing (2000)

• Selected as the fi rst ever non-US-based nurse to be awarded the 
Cardiovascular Nursing Council’s Martha Hill New Investigator Award 
(1999)

Professional Activities: International Peer-Review Journals

• Editor
European Journal of Cardiovascular Nursing (2002–2006): An offi cial journal 
of the European Society of Cardiology

• Associate Editor
International Journal of Cardiology (2006–to date)

• Issue Editor
October 2001 issue of the Journal of Cardiovascular Nursing – International 
perspectives

• Editorial Board Member
Journal of Cardiovascular Nursing (2000–to date)

• Peer Reviewer
European Heart Journal (1998–to date)

Professional Activities: Expert Consultancy

National Institute of Clinical Studies (Commonwealth Government of 
Australia)

• Member of the Organising Committee for Heart Failure 2004 Meeting
• Invited member of an Expert Panel on measuring the burden of heart 

failure in Australia (Sydney, August 2002)
• Member of the Expert Panel on heart failure targets in Australia
• Expert consultant – key targets in the treatment and management of heart 

failure (2001)
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International Research Links

The University of the Witwatersrand, South Africa

Professor Karen Sliwa-Hahnle: the Heart of Soweto Study a large epidemio-
logic research programme involving more than 15,000 men and women from 
Soweto in South Africa that will address the following hypotheses:

1. The profound political and socio-economic changes in South Africa have 
negatively impacted on the cardiovascular risk behaviour profi le and sub-
sequent incidence of heart disease.

2. An increasing incidence of HIV, compounded by the recent introduction 
of anti-retroviral therapy, is associated with a parallel increase in acute 
myocardial infarction due to thromboembolic events.

3. Culturally specifi c programmes focussed on primary/secondary prevention 
and chronic disease management initially based at Baragwaneth Hospital 
and extending to nurse-led community centres throughout Soweto will 
improve the risk factor profi le and cardiac-related outcomes in that 
community.*

Summary of Career Highlights

• World First Appointment
World fi rst appointment as National Heart Foundation Chair of Cardiovascu-
lar Nursing (University of South Australia) in 2002–2006.

• Honorary Appointments
Professorial appointments at prestigious international universities in Asia and 
Africa in addition to similar appointments at prestigious Australian institu-
tions. Fellow of the American Heart Association, Inaugural Nurse Fellow of 
the European Society of Cardiology and the only nurse to be awarded Fel-
lowship of the Cardiac Society of Australia & New Zealand.

• Publications
Published eight books via international publishers, with more than 20,000 
copies sold. In the past fi ve years, published more than 60 research reports in 
high-ranking medical journals – including 30 epidemiologic reports (average 
impact factor of journal >5.0 in both cases).

• Invited Presentations
Presented more than 50 invited lectures at prestigious international confer-
ences on the role of chronic cardiac disease management, cost implications of 
cardiovascular disease and its management and epidemiology of chronic 
cardiac disease states.

• Research Funding
Current research funding worth more than $AU 6 million. Continuously 
funded by the National Heart Foundation and National Health & Medical 
Research Council of Australia for the past 10 years.
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• Research Supervision
Currently supervising 5 PhD candidates with nationally competitive re -
search scholarships: remainder funded by locally competitive research 
scholarships.

• Expert Roles
Past Chair of the Heart Foundation’s Research Grant in Aid Committee 
(2003–2005), member of a number of prestigious national committees, peer 
reviewer for high-impact medical journals (e.g. Lancet and Circulation), editor 
European Journal of Cardiovascular Nursing, editorial board member of the 
European Journal of Heart Failure and member of the inaugural board of the 
newly formed World Society of Heart Failure (Chair of Nursing Panel).

• Career Highlights
First nurse to be awarded an NHF Postgraduate Research Scholarship, winner 
of the prestigious NHF Ralph Reader Overseas Scholarship, winner of the 
AHA’s Martha Hill New Investigator Award, Young Tall Poppy Award and 
Inaugural winner of an NH&MRC Career Development Award with supple-
mentary support.

COMPLETING A SUCCESSFUL INTERVIEW

Whilst it is possible to fully control a written application and therefore present 
to peer reviews the exact information you want to them, undertaking a com-
petitive interview for either direct research funding or personal support (e.g. 
a Post-Doctoral Fellowship) is fraught with danger. In this circumstance, it is 
not the research team or individual that ‘controls’ the fl ow of information but 
the members of the interview panel who will ask probing questions. However, 
there are a number of highly effective strategies that you can employ to 
improve your competitiveness relative to those also being interviewed:

• Talk to past members of the same interview panel to determine the usual 
format and fl ow of the interview in addition to their impressions of what 
did and didn’t work for those being interviewed.

• Wherever possible, include a senior researcher who has been through a 
rigorous, competitive research interview (preferably including the same 
interview process with a positive result).

• Prepare your interview strategy according to your research on what it takes 
to be successful.

• Practise your interview strategy prior to the actual event.
• If there is a team of researchers being interviewed, carefully manage who 

will be responsible for what portion of the interview: there is nothing worse 
than antagonism or confusion between team members.

• If given the opportunity to present your case, prepare it in the same way 
and as comprehensively as you would a written application, focussing on 
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being clear and precise and including graphics or handouts to support the 
message that you are trying to present.

• Be consistent with your original application: do not substantially change 
your plans without a very good reason.

• Always respond to issues raised by any peer-reviewer comments received 
prior to the interview.

• Throughout the interview, remain calm and consider your answers carefully 
and with critical honesty with respect to potential limitations: denial of 
obvious limitations or critical research issues will undoubtedly antagonise 
the interview panel.

• Listen when required (avoid the impulse to interrupt panel members) and 
use positive body language.

It is important to note that with any public presentation, it is not only the 
quality of the research that counts but the manner in which it is presented. If 
you are able to convey your passion and excitement about the proposed 
research or your research career to the interview panel, you are likely to leave 
them with an indelible and favourable impression that will overcome the usual 
‘interviewer’ fatigue that comes with interviewing so many people. If you are 
ranked equally with another research team or individual for the quality of 
research or curriculum vitae, it is quite probable that your ability to remain 
composed and organised and still convey a passion for your research during 
the interview process will give you the competitive edge for successful funding. 
Excellent interviewing skills should, therefore, be added to your list of essen-
tial skills that form part of the extensive armoury of attributes of a successful 
researcher.

SUMMARY

Unless you are able to sell the quality and potential value of your research 
through the written word and face-to-face communication (this involves more 
than just your verbal presentation) in an effective manner, you are unlikely 
to receive competitive funding. As with most activities, it requires practice and 
experience. In the early phases of your research career, you will benefi t from 
the support and presence of more experienced peers.

Key Points: There are an art and science to completing effective research 
grant applications and successfully navigating a competitive research inter-
view. Both forms of assessment require extensive preparation, strategic 
thought, clear and precise presentation and, overall, a sense of passion and 
excitement to compel the assessment panel to provide you with funding.





8 Putting It All Together: 
A Self-Fulfi lling Prophecy 
of Career Success in 
Health Research

INTRODUCTION

The basic premise of this book is that it is eminently possible to create a self-
fulfi lling prophecy of career success in health research through strategic intent, 
hard work and the support of more experienced researchers with your best 
interests at heart. Fortunately, not everyone’s career goals are the same and 
the options and pathways to achieve your ultimate goals (that may well evolve 
over time) are many and varied. It would strike me as futile, however, if 
someone committed to a career in health research in order to make a tangible 
‘difference’ in an area close to their heart and spent only a few moments 
thinking about how they are going to get into a position to make that differ-
ence – assuming that they have enough vision and self-belief to become an 
important contributor to human health if they attain a position of seniority 
and/or infl uence. Certainly, the personal refl ections (later in this chapter) 
provide a uniform sense of wanting to achieve something beyond fame and 
money (although this is always nice!!). Hopefully, this book has stimulated 
you to think more critically about why and how you should pursue a successful 
career in health research. Throughout, there are a number of key messages 
that are briefl y revisited in this concluding chapter.

PUTTING IT ALL TOGETHER

Rather than repeat in detail the strategies outlined in the previous chapters, 
this chapter is designed to provide a fi nal checklist of eight critical questions 
(and related ancillary questions) for the emerging health researcher to con-
sider with respect to contemplating how to build a successful career:

1. How can I plan strategically for a successful career in health research?
a. Do I have vision for the future of a successful career in health 

research?
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b. Am I aware of the strategic milestones typically attained by successful 
researchers during their career?

c. What can I do to make myself competitive even prior to formally com-
mencing my career in health research?

d. Who are the senior researchers most likely to offer me the opportunity 
to develop a research career and provide quality and supportive 
mentorship/supervision?

e. Who are my immediate peers, what are their initial experiences in 
attempting to similarly develop a research career and how can we 
support each other in our mutual goals?

f. Am I still professionally active and committed to assisting the overall 
goals of my health discipline through my combined expertise in clinical 
practice, research and education?

2. Do I currently have the skills and knowledge to become an expert health 
researcher?
a. What are my strengths?
b. What are my weaknesses?
c. What miscellaneous/ancillary skills do I need to develop?
d. What strategies do I need to apply to give myself a career-long 

advantage?

3. Who are my competitors and how have they achieved success?
a. What is the benchmark for research success in my health discipline?
b. What is my threshold for personal success and how much higher is it 

relative to current benchmarks?
c. What strategies do my competitors and peers use to achieve success?

4. What research topic will sustain a research career?
a. What is the likely impact of my research in terms of better health out-

comes, publications and my personal career goals?
b. Who else is active in this research?
c. Which research team would best suit my research interests and career 

goals?
d. What is the natural evolution of my current research interests?
e. What skills and knowledge domains do I need to become an expert in 

this fi eld?

5. What are the essential building blocks of a successful research career?
a. Am I prepared to undertake a full-time PhD?
b. Do I have a strategic plan for my PhD to ensure it is completed in a 

productive and timely manner?
c. Do my PhD supervisors have my best interests at heart and have a 

strategic plan for my future career?
d. Am I planning early for a post-doctoral research fellowship?
e. Which post-doctoral institution and research team will best suit my 

future research plans?
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6. What strategies will enable me to become a prolifi c publisher?
a. How can I improve my writing skills?
b. What strategies will improve my publication output?
c. What are the most prestigious journals relevant to my area of research 

and what type of studies/reviews are accepted for publication?
d. Are there any opportunities to contribute to book chapters and/or 

publish my own book (e.g. based on my PhD thesis)?

7. How can I successfully apply for competitive research funds?
a. How can I improve the quality of my research applications and my 

interview skills?
b. How do successful researchers apply for competitive research funds?
c. Do I have the support of experienced researchers to assist me in the 

process?
d. Have I created a ‘winning’ record to assist me in applying for funding 

to support the next phase of my research career?
e. Have I consistently outperformed my peers in terms of quality and 

quantity?

8. Am I presenting myself in the best possible light?
a. How can I improve my curriculum vitae to best highlight my 

strengths?
b. Am I fully prepared for a searching interview with answers to the most 

likely questions? (e.g. what are your strengths and weaknesses?)
c. Do I have a positive and negative attitude?
d. Am I demonstrating my passion and commitment for my area of research 

in every aspect of my activities?

PERSONAL REFLECTIONS ON AN EMERGING 
RESEARCH CAREER

Given that this book has been largely focussed on a ‘Simon Stewart-centric’ 
approach to career enhancement and development in the fi eld of health 
research, it makes sense to provide some external infl uence and perspec-
tive to balance the ledger. This section of the book, therefore, comprises 
some personal refl ections from a diverse group of researchers from a range 
of health disciplines who are either enrolled for a PhD or have made the 
transition to an early post-doctoral position. It is worth noting, of course, 
that each of these researchers has a close connection to my research pro-
gramme. These refl ections have only been subject to minor editing and all 
individuals are strong-willed individuals who are unafraid to voice their 
opinions.

As part of this exercise, a total of 14 early career researchers (with a 93 per 
cent response rate) were asked to respond to the following topics in whatever 
way they wished:
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1. a brief personal/background biography;
2. a snap-shot of where you are at in your research careers;
3. the major factors that you see underpin success;
4. the major hurdles;
5. what you hope to achieve.

As the majority of these successful researchers are female (there is only one 
male to add to my male perspective!), it is worth (briefl y) considering the 
particular issues faced by ‘women in research’. Some key quotes from a recent 
report from Monash University in Australia, entitled ‘When Research Works 
for Women’ (Dever M, Morrison Z, Dalton B and Tayton S (2006) Monash 
University, Melbourne, ISBN 0-9756822-1-0, p ii), resonate with many of the 
issues touched upon in the following refl ections from a broad range of female 
academics:

‘There are other measures of success in that I also feel successful in the sense 
of having been able to launch other people’s careers or have a role to play 
in nurturing the next generation of researchers.’

‘I had a very productive postdoc where I got some big papers out and the 
whole advantage of that is that it sets you up for getting a position back 
here.’

‘I took full advantage of what was available, I made sure that I got papers 
prepared for conferences, I went to overseas conferences every year, the 
local conference whenever there was one and they supported me in that 
respect.’

‘I think we sometime make too much of the interruption of children and sure, 
they interrupt you, but they also provide you with an incredible balance and 
perspective on life.’

PERSONAL REFLECTION 1: JAN CAMERON, PhD 
STUDENT, SCHOOL OF NURSING, DEAKIN UNIVERSITY, 
BURWOOD, VICTORIA, AUSTRALIA

PERSONAL BACKGROUND

I am an experienced nurse clinician with post-graduate qualifi cations in car-
diovascular nursing and health education and promotion. My expert skills are 
in the management of patients with heart failure and in 2001 I helped to 
establish a heart failure management programme. During this time, I have 
become acutely aware of the barriers that patients encounter in undertaking 
self-care behaviours. With this in mind, I began PhD research in 2004 to 
further investigate barriers to self-care, in particular the impact of cognitive 
impairment. I was awarded a prestigious scholarship from NHMRC/NHF in 
2005 that has enabled me to undertake the research full time.
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RESEARCH

A pilot study was undertaken to examine the relationship between heart 
failure self-care and mild cognitive impairment. This has been the fi rst study 
that attempted to correlate CHF self-care using a tool that measures the deci-
sion-making process to manage the symptoms of ankle swelling and diffi culty 
breathing that are common to this syndrome (Riegel et al., 2004) whilst at the 
same time measuring the cognitive domains of memory recall, orientation, 
attention, calculation, language and visual construction from the Mini Mental 
State Examination (Tombaugh and McIntyre, 1992). Although the study did 
not fi nd the anticipated correlation between lower levels of self-care and lower 
levels of cognitive function, it has taken me on quite a different research path 
than originally planned. Future research is to be conducted to validate the use 
of both the clinical instruments to screen patients in order to determine those 
who may be competent self-managers and those who may not be. Ultimately, 
it is anticipated that this knowledge may help formulate a screening tool that 
can help nurses predict the intensity of support and follow-up required in 
order for poor self-managers to remain out of hospital.

SUCCESS

There are three major factors that I perceive to underpin success in conducting 
the research programme:

1. Supervisors
These need to be carefully chosen. They need to have an excellent ground-
ing in the particular research fi eld, be able to provide constructive and 
timely feedback, be able to support your development as a researcher and 
be politically astute in furthering your career progression.

2. Support from elsewhere
A collaborative group of research colleagues that are mentors, friends and 
confi dants can help pull you through the dire times and help develop your 
writing and publishing skills. Moral support from family and friends help 
to keep you sane.

3. The research environment
A partnership between the university and hospital where the research is 
being conducted makes life easier. Research schools which are conducted 
regularly by both the university and supervisors help in your research 
development.

MAJOR HURDLES

• Time management – it can be very frustrating when your supervisors cannot 
meet agreed time plans and this requires the student to be fl exible and re-set 
their own time frames.
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• Getting published – having manuscripts rejected by peer-reviewed journals 
can be soul-destroying. Getting that fi rst published article with your name 
as the fi rst author is something to celebrate.

• Coping with the unexpected – this can come in two forms. Supervisors may 
give only short notice to complete a written submission that can help further 
your career. Additionally, there are things beyond our control and life can 
place many unexpected burdens which can include overcoming a major 
health illness at the most inopportune time.

WHAT I HOPE TO ACHIEVE

• To complete a major piece of research that has relevance to CHF clinical 
nursing practice

• To have professional recognition as an expert in understanding barriers to 
CHF self-care

REFERENCES

Riegel B, Carlson B, Moser D, Seburn M, Hicks F and Roland V (2004) Psychometric 
testing of The Self-Care of Heart Failure Index. Journal of Cardiac Failure 10(4): 
350–360.

Tombaugh T and McIntyre N (1992) The Mini-Mental State Examination: A compre-
hensive review. Journal of American Geriatric Society 40: 922–935.

PERSONAL REFLECTION 2: SKYE MCLENNAN, PhD 
STUDENT, SCHOOL OF PSYCHOLOGY, UNIVERSITY OF 
ADELAIDE, SOUTH AUSTRALIA, AUSTRALIA

A SLOW START

I am a 30-year-old female who is in the very early stages of her research 
career. I completed a degree in an allied health discipline around two years 
ago, with the intention of establishing myself as a clinician. Although I had 
always wanted to do university-level teaching, I did not have a clear idea of 
how to break into this area, and had not even considered a career in research. 
This lack of knowledge was my main barrier to forging a career in research. 
I did not have direct contact with anyone who had created a research career. 
If any of my lecturers was signifi cantly involved in research, this was not 
obvious to me. Without any background understanding, I did not know the 
right questions to ask to determine what I should do. The general advice I 
was given was that a PhD and some work experience would help in my 
pursuit.
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When a vacancy came up for a part-time research assistant, I grabbed the 
opportunity. It happened to be in the school of nursing – a discipline not closely 
related to my own. I worked in the position for around a year, doing low-level 
tasks under close supervision. Eventually, another opportunity arose for a 
research position elsewhere in the same school, with the potential for increased 
responsibility. In this new position, my supervisor could see the benefi t, to us 
both, of my pursuing a research career. He shared some of his insights into 
the criteria by which researchers are judged, and highlighted the importance 
of building up a publication portfolio, attending national and international 
conferences to develop professional contacts, and volunteering on a committee 
(at a junior level). I was also exposed to the processes of applying for grants 
and funding, and could fi nally see how a career in research might develop, and 
I now understood how I could start this process. Around 12 months ago, I 
eventually enrolled in a PhD. I enrolled in a university with a strong research 
focus, and through formal workshops within the division, the university dis-
seminated much of the same advice as my previous employer had.

SOURCES OF SUPPORT

A PhD has the potential to be a long and lonely slog; it can also be disem-
powering because it is often hard to judge the quality and progress of your 
work. The topic I chose to study was a relatively new area of research, and 
spanned two disciplines, so it was diffi cult to fi nd a supervisor (or preferably 
two or three supervisors) with: adequate content knowledge, adequate com-
mitment and time for supervision, and a personal approach and communica-
tion style that meshed well enough with my own to allow us to work closely 
for at least three years. It took me quite a few months to get a team together 
that I was happy with, but, in retrospect, I am glad I persisted because I have 
seen that the quality of supervision makes a huge difference to the ultimate 
success of the PhD.

In addition to my supervisors, my peers have been invaluable in my success 
thus far. I was fortunate in my previous research job to have had the oppor-
tunity to work within a multidisciplinary team of researchers at different 
points in their careers. I was able to collaborate on different projects, which 
provided the opportunity for co-authorship, and exposure to a range of dif-
ferent methodologies. I was able to observe other members of the team go 
through the various processes of formatting manuscripts for publication, 
putting together posters for conferences, and compiling applications for schol-
arships, post docs and study grants, etc. This gave me insight into how to go 
about these tasks at the ground level, and gave me access to a wider base of 
mentoring, critique, encouragement and support. Although the formal research 
group has now broken up, I remain in close contact, and continue to collabo-
rate on research and exchange advice across institutions.
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IMPORTANCE OF PROFESSIONAL ACTIVITIES

Based on the experience of my peers and the advice of my mentors, I view 
the three or four years of PhD candidature as a time to build up a repertoire 
of skills and experience that will put me in a competitive position by the 
time I graduate – the actual PhD manuscript is only half the job. To this end, 
I have participated in a number of different activities on a part-time basis, 
including:

• working part time as a clinician;
• contributing to research in addition to my PhD project (sometimes paid, 

and sometimes on a voluntarily or reciprocal basis for my peers);
• co-authoring papers (with my peers, my supervisors, and previous 

employer);
• presenting work at conferences;
• attending professional interest group meetings;
• volunteering as a student member on professional committees;
• reviewing manuscripts for a journal;
• teaching undergraduate subjects;
• enrolling in university-funded workshops.

These activities are time-consuming, so it has been important to continuously 
check that the PhD timeline is still on track. However, they are also rewarding, 
have helped to build my confi dence, and have broken the monotony of the 
PhD. I have consciously looked for these opportunities. I have applied for or 
enquired about everything that looks interesting or useful, with the anticipa-
tion that I will be knocked back on many occasions. I have come to realise 
that success breeds success. Even a small achievement can open the door for 
something else. These activities have contributed to my success in winning a 
nationally competitive scholarship, and a couple of student prizes.

BARRIERS AND FACILITATORS OF SUCCESS SO FAR

So, on refl ection, the major hurdles to my success so far have been:

• a lack of knowledge about working in research, and the necessary steps to 
set up a research career;

• an initial lack of confi dence;
• diffi culty putting together a supervision team.

The major factors underpinning my success to date have been:

• access to mentoring, advice and support;
• opportunities to participate in research and contribute to publications;
• a willingness to participate in a variety of research-related activities;
• a willingness to take risks and challenge myself (this is much easier with a 

network of supportive peers and mentors to call on when necessary).



PUTTING IT ALL TOGETHER 141

FUTURE AMBITIONS

In the future, I would like to gain an academic post incorporating research as 
well as some teaching. I defi nitely want to continue working on multidiscipli-
nary research, as it has been such a rewarding experience so far. I hope to 
establish myself as an expert in my particular topic area. Beyond this, I do not 
yet have clear plans. I will continue to use my current approach of looking out 
for interesting opportunities and see where this leads me.

PERSONAL REFLECTION 3: MARY RUSSELL, PhD 
CANDIDATE AND LECTURER, SCHOOL OF 
HEALTH SCIENCES, UNIVERSITY OF SOUTH 
AUSTRALIA, AUSTRALIA

My research career really began as a newly graduated clinician. Before the 
days of evidence-based practice, I found myself constantly looking for answers 
about clinical practice. I wanted to know whether individual cardiac rehabilita-
tion programmes would yield better results than group programmes, and 
whether the pre-admission clinics led to reduced length of stay and improved 
outcomes. If not, then I should be spending my time working on other 
things.

This intellectual curiosity led me to a job as a research therapist in a reha-
bilitation research unit. The opportunity to work with an experienced research 
team was a great way to begin developing my experience in a range of research 
tasks, from recruitment, data gathering and analysis, to writing. During this 
time, I realised I needed to systematically develop my research knowledge. 
I enrolled in a Graduate Diploma which included some research courses and 
a minor research project. The project proved so big that I completed it as a 
Masters Degree by research. It was a long and challenging experience and a 
lesson in planning research within the time and resources available. My devel-
oping research experience proved to be both valuable and unique in my pro-
fession, helping me to secure some great jobs as a senior clinician, manager 
and academic. Research has been part of my work and professional life for 
more than a decade since that fi rst research job. Along the way, I was able to 
build up my curriculum vitae, which included some small research grants, 
contract research and evaluation, conference presentations, publications and 
associate supervision of research students.

I am currently working full time in research again, having taken leave from 
my full-time lecturing job to complete a PhD. Although I had developed 
considerable experience as a researcher, it became clear to me that if I wanted 
to develop as an independent and competitive researcher, a doctorate is essen-
tial in the contemporary research world. Although I was not an Honours 
graduate, my research experience, publications and Masters Degree enabled 



142 A SELF-FULFILLING PROPHECY

me to secure a PhD place and a highly competitive scholarship. This is one 
illustration of how gradually developing evidence of research capacity and 
performance can convince a panel of assessors that you have the potential to 
move forward as a researcher.

Many people argue that a successful research career, or even a successful 
doctorate, depends on having a passion for your topic area. While genuine 
interest and commitment to your research area are important, I believe there 
are also other keys to success. Intellectual curiosity and the drive to ask and 
answer questions have enabled me to work on diverse research topics and 
have sustained me through the ups and downs which are part of research. I 
have observed that genuine enjoyment of the research process and the desire 
to keep learning and mastering new aspects of research also set successful 
researchers apart from the others. Working with mentors can be invaluable 
in building a research career. In the early days of my research career, a mentor 
modelled how I could approach diffi cult tasks like research writing and pro-
vided feedback which helped to bring my drafts of grant applications and 
publications up to an acceptable standard. Since then, mentors have provided 
valuable encouragement and advice about building my research curriculum 
vitae by publishing, presenting papers at conferences, undertaking strategic 
committee work, linking in with successful research teams and undertaking 
advanced training in research design and data analysis. Most importantly, 
mentors have encouraged me to take a risk and apply for grants and scholar-
ships in which I did not think I could succeed, been honest about my weak-
nesses and helped me to see how I could strengthen my applications and 
research performance. I have also been fortunate to be part of several 
multidisciplinary research teams and have found the diverse experience and 
perspectives of my colleagues a great source of critique, expertise and 
encouragement.

I have also encountered hurdles in developing my research career. The 
research environment is highly competitive and it is important to develop an 
attitude of realistically appraising the inevitable knock-backs, while remaining 
resilient and determined to succeed. It can be hard to break into research. 
Gaining experience as a research assistant or junior researcher, as I did, was 
valuable, but it can be diffi cult to get included in grants, publications and 
opportunities which are essential to take the next step in building research 
performance. Lack of formal research training can also be a barrier, but can 
be overcome by completing relevant coursework and undertaking research 
training through Honours or a doctoral programme. Research training relies 
heavily on the role of the supervisor as a teacher, model and mentor, so it is 
really important to fi nd someone who is willing and available to provide these 
things throughout your training. I have learnt over many years that there can 
be a huge difference between having supervisors and having active supervi-
sion. Timing can also prove to be an obstacle. There are real advantages to 
completing a doctorate early in your research and personal life. I have found 
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it challenging to take on one later in my career, when it can be hard to balance 
a full or part-time commitment to research training against fi nancial, parent-
ing, family and work obligations.

Approaching the end of my doctoral candidacy, I am now thinking about 
what I hope to achieve in my research career. My mentors have taught me 
that developing a research track record in the post-doctoral period is essential 
to developing a research career. My aim is to develop an academic career 
which involves a minimum of half-time research activity, but also involves 
research application through teaching, consulting and representation on rele-
vant committees and organisations. Being part of an active and successful 
research group has shown me that I will need to demonstrate my capacity as 
a productive researcher, with a track record in a recognised area of relevance 
to the health of the community. Building a list of quality publications will be 
essential. Success in obtaining grant funding with other researchers, and in my 
own right, will be critical to develop from a research trainee to an independent 
researcher. I envisage that participation as a journal reviewer and committee 
member, research teaching and developing supervision experience will also 
be important activities to achieve my goals. I hope that these activities will 
provide many opportunities to challenge my intellectual curiosity, meet and 
work with successful researchers and continue to learn and develop as a 
researcher.

PERSONAL REFLECTION 4: EMILY YORKSTON, 
FACULTY OF HEALTH SCIENCES, UNIVERSITY OF 
QUEENSLAND, QUEENSLAND

I had intended to use my undergraduate anatomy and physiology degree as 
preparation for the graduate medical course. My decision not to follow this 
career path was based on a number of lifestyle factors. However, I could not 
see myself fi tting the profi le of ‘researcher’ because I was only aware of (and 
disinterested in) laboratory-based science. A chance offer to undertake a 
project in injury epidemiology allowed me to discover a scientifi c research 
discipline that was not centred on laboratory science and which suited my 
background and interests in sports and exercise. As I progressed through 
Honours and then through my PhD, I began to realise that the profi le of a 
scientist can take many forms! As a researcher by chance, I still fi nd it diffi cult 
to believe that we are allowed the indulgence of being paid to think!

My research career is in the nubile stage. I have recently submitted my PhD 
thesis. I was recently awarded a Post-Doctoral Fellowship, which I will use to 
support my research on a large epidemiological cohort study of nurses and 
midwives in Australia, New Zealand and the United Kingdom. In this project, 
I will further develop the analytical and research skills I have learned during 
my research training. I am now bridging the gap between student and 
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researcher and am building my publications profi le, as well as becoming a 
research higher-degree supervisor.

I believe that success is in equal parts determined by hard work and also by 
good fortune. I have been privileged to work with a number of talented and 
driven researchers throughout my career. These mentors have been responsi-
ble for helping me to develop core research skills, such as critically appraising 
my own work and that of others, and have instilled in me the confi dence to 
present and defend the products of my research. I believe that presentation 
of your work, in scientifi c journals and in other public forums, is also an essen-
tial component of success. Learning and gaining strength from those around 
you are critical to a successful research career.

Unfortunately, health research is a highly competitive fi eld. To continuously 
compete against candidates of excellent quality for personal and project 
funding can be a tiring and demoralising experience. This can be countered 
by surrounding yourself with colleagues who are encouraging, informed and 
strategic, and is a valuable way to face the competition head on. Publishing 
prolifi cally is also a way to overcome this hurdle.

I have a number of personal and professional goals that I wish to achieve. 
Maintaining a healthy lifestyle through competitive sport and exercise is 
exceptionally important to me, and I recognise that the fl exibility of an aca-
demic research career will allow me to meet this goal.

I am excited to be making the transition from student to fully fl edged 
researcher and to be involved as a colleague with those who have guided me 
to this point of my career. I would like to make a signifi cant contribution to 
the discipline of public health and to provide for other researchers the support 
that my mentors have shown me.

PERSONAL REFLECTION 5: SALLY INGLIS, PhD STUDENT, 
DIVISION OF HEALTH SCIENCES, UNIVERSITY OF 
QUEENSLAND, AUSTRALIA

BIOGRAPHY

I really had no idea that I was going to, or that I wanted to, pursue a career in 
research. Not wanting to make a too specifi c career choice at an early age or 
commit myself to spending too long at university, I began my studying with a 
three-year non-professional, general degree. At the end of my fi rst year at uni-
versity, I decided that I was unfulfi lled by this study and enrolled in second 
degree at a neighbouring university, which would lead to registration as a health 
professional. However, I also continued to complete my original degree.

It was at this stage that an early-career researcher, returning from a post-doc 
overseas, was assigned to mark an assignment I had completed as part of a 
second-year subject (for my second degree). This chance encounter led to a 
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position as a research assistant (to this early-career researcher) over the 
coming years as I completed my undergraduate study.

During this time, I developed some preliminary skills in health research. 
This experience in itself was quite a challenge, it was a whole new world to 
me and it seemed that everyone else was 10 steps ahead of where I was. There 
were so many questions I wanted to ask – but I just got on with the job. I think 
it was this rather unpleasant experience at times (I spent months on end in a 
windowless room, extracting data from hundreds of dusty fi les!) which gave 
me an honest insight into health research and I am glad to say that most 
projects I have worked on since have been a little more pleasant! Needless 
to say, I had the opportunity to work with some wonderful mentors and co-
researchers, all of whom I am working with currently.

Four-and-a-half years since commencing university study, I graduated with 
two degrees from two separate universities. I then completed my Honours 
Degree at a hospital-based research and commercial facility. It was this experi-
ence and the mentoring and nurturing I received from a wide variety of 
researchers, from different professions and all at different career stages, that 
I was fi rmly decided on becoming a career health researcher. This is still 
an experience which I often refer to as the best year in my life (so far!); it 
was extremely challenging, both intellectually and professionally, but so 
rewarding!

Having spent a year completing my Honours qualifi cation and as a qualifi ed 
health professional, I decided that in order to develop all my skills and convert 
my university education into a professional set of skills, I took 12 months away 
from research and was employed in the health profession full time. In refl ec-
tion, I am glad that I did this, as it allowed me time to consider my career 
direction, apply for postgraduate scholarships, and, of course, develop invalu-
able clinical skills.

At present, having been awarded a nationally competitive scholarship, I am 
now mid-way through my PhD. I’m still maintaining my clinical skills by 
working as often as my PhD commitments will allow me.

PhD EXPERIENCE

The PhD experience is like no other; sometimes you can be absolutely fl at out 
and under the pump, and at other times, you can feel that you are drifting in 
a big ocean, looking for anything to indicate where to head towards next. I 
enjoy the autonomy of the PhD, especially after working full time for 12 
months as a health professional! It can be an extremely isolating experience; 
even though you may have other researchers around you, no one else is doing 
exactly what you are doing and they have their own projects and research 
focus. I have recently had the opportunity to complete a joint project with a 
fellow PhD student; that continual interaction and sharing the weight of the 
project with someone else was such a respite from the solitude.
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A PhD is a constantly moving thing; you can have a plan, but, in order to 
excel in this career, I think you need to be highly adaptable. Things can change 
so quickly; you may not get access to the particular data you need, or funding. 
Sometimes, there may be a difference in where you see your project heading 
and where your supervisor sees it going, and that interface can be quite chal-
lenging to navigate and a source of great frustration at times.

BEYOND THE PhD

I think in order to get through your PhD and out the other side (especially in 
a timely manner), you need to be very focussed, yet adaptable. You need to 
keep your eye on the horizon. Upon completion of my PhD, I hope to move 
overseas to complete a post-doc. It will be a great opportunity professionally 
and personally – that is what I am looking forward to.

Beyond completing a post-doc, I’d like to consider that I would be estab-
lished as a health researcher both locally and internationally. Although I 
have key interests professionally which I intend to maintain, I would like to 
be involved in research across the health spectrum; variety is important to 
me. I look forward to being involved in identifying and developing the 
research career of other young researchers, just as my mentors have done 
for me.

FACTORS IN MY SUCCESS

• Not deciding too early what I wanted to do in my career, keeping a number 
of options open.

• Having a variety of experiences and qualifi cations to separate myself from 
my competitors.

• Being open to opportunities that present themselves, even if the timing may 
not be quite right.

• Not being too afraid to present my research at national conferences regu-
larly, beginning from when I worked as a research assistant.

• Identifying mentors and being open to their advice and receptive when they 
share their knowledge.

• Maintaining good professional relationships with a variety of researchers.

MAJOR HURDLES

• Having confi dence in myself and my own abilities.
• Finding a niche to place oneself in the big wide research world.
• Being accepted as a young researcher and forging paths into an established 

national research scene.
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PERSONAL REFLECTION 6: LUCY BRENNAN, PhD 
CANDIDATE, DIVISION OF HEALTH SCIENCES, 
UNIVERSITY OF SOUTH AUSTRALIA, AUSTRALIA

A SURPRISE CAREER MOVE

My research journey began after a conversation I had with my Honours super-
visor towards the end of my undergraduate Bachelor of Applied Science 
(Occupational Therapy) degree. I was asked if I had ever considered under-
taking a PhD. I was surprised, as I had never considered my potential to 
achieve this level of postgraduate study.

During my years of undergraduate study, I had identifi ed a career interest 
in academic work, knowing that a clinical career on its own may not con-
tinue to hold the challenges that I was seeking. Whilst completing my 
Honours research, I recognised the enjoyment I received from the challenge 
of conceptualising complex research problems and solutions. As I discussed 
with my supervisor, this element of ‘challenge’ that I was seeking in my 
work could be further facilitated through completing a higher research 
degree. It was this realisation that allowed me to consider embarking on a 
PhD.

Making the decision to apply for a PhD proved isolating in some ways. I 
did not receive the support I had expected from my peers. In addition, many 
individuals I knew who were working towards a PhD had already developed 
their professional identity and had not taken the same path as I was choos-
ing. I did, however, receive invaluable support from the research team that 
I was hoping to join – sharing their experiences and listening to their advice 
about how to view this major undertaking. After meeting with my current 
supervisor and discussing a research topic, I developed a proposal and 
applied for an Australian Postgraduate Award with Stipend Scholarship, 
which I was successful in achieving and commenced my candidature in 
February 2005.

Currently, I am 18 months into my candidacy, with the aim of completing 
on time at the end of three years. At the beginning of this degree, my supervi-
sor and I identifi ed goals to develop my skills in public health theory and 
research to support my future research career. I commenced the appropriate 
course work and completed a Graduate Certifi cate in Public Health within my 
fi rst year of candidacy.

Along with undertaking various stages of my research, I have attended two 
international and two national conferences. These experiences not only facili-
tated a comprehension of the standards and expectations of presenting at 
these forums, but also provided a valuable opportunity to liaise with interna-
tional researchers, develop understanding of their research foci and also inves-
tigate potential opportunities for post-doctoral study.



148 A SELF-FULFILLING PROPHECY

WHAT UNDERPINS SUCCESS?

There are a number of personal and professional factors that I believe under-
pin success when embarking on a higher research degree and further research 
career:

• Maintaining a clear view of career and life goals. Spend time thinking about 
how the completion of a higher research degree will facilitate achieving 
what you want in the future. Remember to write these reasons down, as 
you will need to refer to these later down the track when extra motivation 
is required.

• Keeping life in balance. Ensure that, along with the commitment you make 
to a higher research degree or research career, you also make a commitment 
to look after your personal and social lives.

• Maintaining a profi le in discipline of training and research area of interest. 
When considering applying for grants and publishing your work, be mindful 
of maintaining a profi le in multiple professional arenas. This will facilitate 
greater opportunities for collaboration and potential future career 
advancement.

• Mentors and supervisors. Before commencing your research degree, ensure 
that you have identifi ed appropriate mentors and supervisors. Acknowledge 
that the people involved in your supervision will bring different experience, 
skills and capacities. With this in mind, having at least two supervisors will 
not only increase the chances of obtaining the supervision you require, but 
also help you consider differing perspectives in the development of your 
research.

• Standing apart from the rest. Throughout your career, you need to consider 
how you can stand apart from other researchers within your discipline, 
institution and on a national and international scale. Identify the gaps in 
expertise and make the right moves to fi ll these. This will help to ensure the 
longevity of your research profi le.

THE MAJOR HURDLES

There are a number of hurdles or ‘challenges’ that can be faced in developing 
a research career. These are some of the issues that I have faced since com-
mencing my candidacy:

• Developing a research career parallel to a clinical career. An initial hurdle 
that I faced was my concern about not having time to develop a clinical 
career parallel to developing my research experience. I have addressed this 
issue by working one day a week in a clinical role, with the rest of my time 
focussed on my PhD commitments.

• Confi dence in own skills and abilities. During some periods of my candidacy, 
I have been faced with complex issues to resolve that have not only 
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challenged my intellectual capacity, but, in some cases, have also caused me 
to question my own skills and abilities. I have since realised, however, that 
this career path provides challenges that you are not always meant to know 
the answer to. At each step along the journey, you gather valuable lessons 
and experiences. These, in combination with hard work, allow you to 
develop an excellent foundation for a future research career.

• Maintaining motivation and focus. With any long-term commitment, it can 
be diffi cult to maintain the same level of motivation throughout the entire 
process. Sometimes, you can feel lost in a pile of articles to read or numer-
ous patients to interview. Taking time to regularly review your progress and 
set both short and long-term goals can help keep your eye on the horizon.

WHAT I WANT TO ACHIEVE

As a researcher, 18 months into my PhD candidacy, the most obvious goal 
that I have at this time is to submit my thesis and be successful in attaining a 
PhD. It is important, however, to keep in mind what lies ahead. At this early 
stage in my career, I have identifi ed a number of career interests, including 
academic work and ongoing research involvement. I would like to build a 
reputable research and academic profi le and have the opportunity to mentor 
others in the development of their own research careers. There are a number 
of paths that I could take to achieve these goals, with one approach being to 
apply for a post-doctoral position to further build skills and experience.

With all the career decisions that lie in front of me, it is important to 
acknowledge that my choices are presently guided by the potential opportuni-
ties, variety and job satisfaction that each career move may provide in the 
future. What I am hoping however, is that by making the early move into a 
research career, I will support the achievement of my personal and profes-
sional potential and a continual enjoyment of the challenges that lie ahead.

PERSONAL REFLECTION 7: ANDREA DRISCOLL, PhD 
CANDIDATE, SCHOOL OF NURSING, DEAKIN 
UNIVERSITY, MELBOURNE, AUSTRALIA

I am currently undertaking my PhD, supported by a National Health & 
Medical Research Council Public Health Postgraduate Research Scholarship 
and a National Heart Foundation of Australia grant. I am also currently a 
Heart Failure Nurse Practitioner candidate and run a Nurse Practitioner 
project at a large acute metropolitan hospital. I am at the beginning of my 
research career and about to complete my PhD but am at the pinnacle of my 
clinical career (once endorsed as a nurse practitioner).

I have been nursing for many years, specialising in cardiac nursing. In addi-
tion to working, I also undertake several professional activities outside of 
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work hours to enhance my curriculum vitae. I am Editor of Critical Times 
(national publication of Australian College of Critical Care Nurses) and have 
been for over fi ve years, and an editorial board member of Australian Critical 
Care journal. I am a consultant and expert advisor on Nurse Practitioners for 
the Nurses Board of Victoria. In addition to this, I also peer-review journal 
articles for publication for national and international journals, grade abstracts 
for national conferences and have been invited to judge research/scholarship 
nursing prizes at Australian and New Zealand Intensive Care Society national 
conferences and am also an invited speaker at national conferences. I have 
also examined and audited several Nursing Honours theses and developed a 
curriculum and authored several distance education subjects for a Postgradu-
ate Certifi cate.

My PhD is a large national study aimed at developing national benchmarks 
for chronic heart failure management programmes. Fifty sites have been 
recruited to participate in the study and approximately 1200 patients enrolled. 
Currently, I am feverishly looking for employment in the fi eld of cardiac 
research as a post-doctoral research fellow once I have completed my PhD. I 
have also applied for several post-doctoral research fellowships. The reason 
for applying for the fellowship is mainly the prestige of receiving a fellowship; 
it certainly enhances your curriculum vitae tremendously. Also, if you are 
successful, the fellowship pays your wage and, in research, any research insti-
tute will employ you if they don’t have to pay your wage. If I am not successful 
in receiving a fellowship, then I will apply for an advertised research fellow 
position and apply the following year. You have up to fi ve years after complet-
ing your PhD to apply for a post-doctoral fellowship. I do believe that if you 
want a career in research, then receiving a fellowship would put you one step 
ahead of your peers when applying for competitive research grants. However, 
having said that, the fellowships are very competitive and only a few people 
are awarded them annually.

One you have fi nished your PhD, the major objectives to achieve as quickly 
as possible are:

• apply for a Post-Doctoral Fellowship;
• write and publish as many articles as possible;
• apply for competitive research grants; and
• fi nd yourself a research team to work with.

Some very wise advice that I received a couple of years ago was that ‘no one 
is successful on their own, everyone works within a team and the team is suc-
cessful’. If you look at research publications and competitive grant winners, 
they all work within a team, with some very high-profi le and successful people 
in their team. I was very fortunate during my PhD in that I and fellow PhD 
students collaborated on writing several research papers. I sought people out 
in the workplace who were interested in writing papers together, as, often, you 
all have different ideas on a topic that would together create a good paper.
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One major factor to success, I believe, is to have a mentor. In nursing, 
mentors are ‘few and far between’; however, I know of numerous people in 
prestigious positions who all had mentors to advise and guide their careers. It 
is often through your professional network and showcasing your research that 
you will fi nd a mentor. I was very fortunate with one of my supervisors for 
my PhD in that he gave me fantastic advice and support, and guided my PhD 
project into one that was of national signifi cance.

Other factors for success are being politically astute, knowing who the major 
players are, avoiding getting mixed up with other people’s personal agendas, 
and having the ability to sell yourself to anyone. Selling yourself is very diffi -
cult to do but very important, as no one else will do it for you and if you want 
to succeed, then people must know who you are. Publications and conference 
presentations are a way to raise your profi le. This is all about Bob Hawke’s 
(a former Australian Prime Minister) philosophy ‘jobs for my mates’. You 
would be surprised what a major player networking is in making or breaking 
your career. Unfortunately, I am not very good at networking and selling 
myself at the present stage.

My career goal is to become a Professor in Nursing, to be respected for my 
high standard of work ethic and to have the opportunity to supervise other 
PhD students. However, in order to achieve this goal, I must fi rst successfully 
complete my PhD and then publish, publish, publish, and network, network, 
network, whilst also applying for competitive research grants. Sounds busy – 
well, a successful career also involves plenty of hard work. Unfortunately, my 
PhD is not the end of my career, but only the beginning.

PERSONAL REFLECTION 8: KERENA ECKERT, PhD 
CANDIDATE, FACULTY OF HEALTH SCIENCES, 
UNIVERSITY OF QUEENSLAND, 
QUEENSLAND, AUSTRALIA

A SERIES OF DETOURS FROM MY CHOSEN PATH

I commenced my working career as an enrolled nurse in a private hospital and 
transferred shortly after gaining registration to student nurse training in the 
public hospital system in the belief that this would provide me with more 
career opportunities. After graduating as an RN, I spent several years in adult 
intensive and coronary care, but, due to a lack of available places in the only 
intensive care course in the state, I was unable to progress my education 
further and decided to change career directions and do my midwifery training. 
At the time, research did not receive much attention in nursing; nor did it 
feature prominently in newly developed university degree courses for nurses. 
Nursing embraced the idea of research and evidence-based medicine some-
what later than other disciplines, such as medicine. As one of my medical 
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colleagues so aptly put it some years ago, ‘nursing is still in the teenager phase 
of its research development and lags some 15 years behind us’. It is my current 
opinion that nursing still has a long way to go to bridge the gap.

I then spent a decade or so working as a midwife, mainly in the neonatal 
intensive care unit and women’s emergency department of a metropolitan 
hospital, until, one day, I was approached and asked if I was interested in 
doing some part-time research for a senior obstetrician and medical director 
of the hospital. I jumped at the opportunity to do something different and the 
fl exible hours were a bonus, as I had two small babies. Little did I know that 
this decision would be my fi rst step on my research career path! Here, I gained 
my early computer (and database) research skills and, after a time, the close 
working relationship I had with one of the hospital specialists led to my being 
offered a position as a research midwife in the hospital’s university department 
of obstetrics and gynaecology.

I remember this part of my research career as intellectually challenging but 
also extremely rewarding. It was also very exciting working at the cutting edge 
of new knowledge and it satisfi ed my inquisitive nature. Here, I gained valu-
able research skills, coordinating several drug trials and in-house randomised–
controlled trials which provided me with a strong research foundation. At the 
suggestion of my supervisor, I enrolled in a Masters of Public Health (MPH) 
degree. I still remember the diffi culty I experienced writing my fi rst 5000-word 
essay (my nursing training certainly didn’t provide me with any clues and, 
anyway, that was too long ago) and the pain associated with losing eight hours 
of edits on the computer the night before it was due to be handed up! My 
MPH also helped me to gain important additional skills in epidemiology and 
biostatistics, and overcome my major frustration of not being able to interpret 
or understand journal articles. It was here, under the careful nurturing and 
direction of one of the department professors (who later became my MPH 
supervisor and fi rst career mentor), that I gained a love and passion for 
research which persists to this day. However, after six enjoyable years, my 
research career came to an abrupt end when, as part a cost-cutting exercise, 
the hospital decided to no longer provide support to the university for my 
position. I heard later that the funds were redirected to support a part-time 
epidemiologist! I could continue on but only in a part-time capacity, supported 
by a fi nite pool of research funds. This was not going to get my children’s 
school fees paid for! Thus started the next phase of my career, which, on 
refl ection, was a slight (but extremely benefi cial) detour off my chosen path.

In the pursuit of permanent full-time employment, I successfully secured a 
position in a Department of Health as a nurse epidemiologist in the area of 
infectious diseases. Although I was sad leaving my research position, I was 
excited at the prospect of expanding the public health skills I had gained 
during my MPH, particularly in epidemiology and biostatistics. While infec-
tious diseases may not be everyone’s preferred career option, I would highly 
recommend it if you wish to gain valuable skills in applied (fi eld) epidemiol-
ogy. In my opinion, you do not appreciate the powerful contribution that 
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epidemiology can make to the course of disease until you experience the 
adrenaline-pumping effects of being involved in an epidemic outbreak inves-
tigation in which decisions change, sometimes hourly, as new epidemiological 
evidence comes to light. Needless to say, it is a highly demanding task and, 
after becoming profi cient in disease surveillance, managing regional databases 
and fi eld epidemiology over several years, I felt it was time for a change of 
pace. I was also particularly frustrated at the lack of time available to write 
up and publish the results of my outbreak research. However, as fate would 
have it, another valuable opportunity surfaced and I was asked to apply for, 
and successfully obtained, a two-year position as an epidemiologist in the area 
of population health, specifi cally rural and remote health. Little did I know 
that by accepting this position, I would re-ignite my research career!

My new position was a collaborative research venture between the Depart-
ment of Health and the Professor of Rural Health. I remember it well when 
I received an email from the professor on my very fi rst day, suggesting that I 
consider using this research as a PhD. I had only just fi nished writing up my 
Masters thesis and I wasn’t sure if I should ‘take the plunge’ again, particularly 
given that it had taken me over half a decade to complete the degree part 
time. I remember thinking ‘do I want a life?’ or ‘do I want a PhD?’. Given my 
love of research, the latter position won out, of course, and I worked in this 
position for about a year, developing my skills in rural health epidemiology 
and managing large state-wide databases. After about 12 months, my PhD 
supervisor asked me if I was interested in applying for an academic position 
at the university as a research fellow. This position involved setting up an 
epidemiology and biostatistical consultancy for staff and students and, although 
particularly challenging and rewarding, it involved a very heavy workload, 
large amount of after-hours work and little time to spend on my PhD. So, after 
about a year, and with the help of my PhD supervisor, I successfully secured 
two scholarships to enable me to complete my PhD studies full time. I couldn’t 
believe my luck – fancy working full time on my PhD AND being paid to do 
this. The scholarships enabled me to devote considerable time to my PhD and 
I supplemented my wage with some part-time work assisting other students 
with their PhDs. About 12 months into the scholarship, and nearing the fi nal 
write-up stage of my thesis, I was again presented with another career oppor-
tunity that led to my current academic position. My supervisor had secured a 
large NHMRC grant to undertake a project but, due to unfortunate circum-
stances, the leading investigator could no longer be involved and, as a result, 
I was offered the opportunity to manage the project as part of a post-doctoral 
research fellowship.

MAJOR FACILITATORS AND BARRIERS TO SUCCESS

I think one of the most important things to launching a successful research 
career is to complete your PhD as quickly and as early in your career as 
possible. I remember presenting my Masters research at the university 
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department of General Practice research colloquium, my supervisor and I 
being approached by several GPs in the audience who remarked that with a 
little more work, my Masters research would be worthy of a PhD. I declined 
their offer to upgrade to a PhD, thinking it more important to have an MPH, 
as I didn’t have an undergraduate degree. I was similarly offered another 
opportunity a few months later to pursue a PhD on a different topic but, again, 
declined, but for fi nancial reasons this time. Although I felt my reasons were 
valid at the time, I later regretted my decisions. Had I taken up these oppor-
tunities, I would have arrived where I am much earlier. Furthermore, while it 
is often necessary for fi nancial reasons to combine PhD studies with full-time 
employment, I have found that this is not the best way to go. It is much harder 
to focus on a PhD after a long and tiring day’s work and, as a PhD is a major 
undertaking (believe me, it is), it deserves your full attention.

I also feel that the quality of supervision is paramount to success. Shortly 
after I commenced my PhD, my supervisor moved inter-state. I did not feel 
that others at my university had adequate content knowledge and it was not 
possible to recruit another qualifi ed person at another university without 
payment. As such, I transferred my candidature to my supervisor’s university 
inter-state as a remote student. This was the right decision for me and has 
enabled me to continue my association with my supervisor, enhanced my PhD 
and led to important further career opportunities. Despite this, there is a 
downside to being a remote student – PhD isolation. While I appreciate that 
this is a well known phenomenon associated with PhD work, it is more acute 
with remote candidature. Had I not had the depth of research experience and 
ability to work independently, I would not have survived. However, I really 
miss the personal face-to-face contact and the ability to bounce things off my 
supervisor. So, for the majority of you who have their supervisor down the 
hall, do not take this for granted.

Another important issue and related to the above is one of professional 
isolation. Not physically being located in an academic department means that 
you are not surrounded by other like-minded individuals and cannot attend 
department seminars or establish connections and introductions with others 
in your fi eld. I have found this particularly diffi cult but have found some solace 
in establishing and maintaining relationships and working on collaborative 
projects with several other PhD students who are in a similar position. I plan 
to correct this defi cit by having a productive post-doc and building a track 
record and research profi le (including attending conferences) that will position 
me well for future funding and research opportunities.

ACHIEVEMENTS?

When I was fi rst asked to write this piece, my initial thought was ‘I don’t think 
I have achieved much’. On refl ection, I am wrong. Indeed, this exercise has 
made me realise that I have come a long way from performing various proce-
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dures in the neonatal intensive care unit and questioning why this was done 
or whether they were benefi cial. Two major achievements come immediately 
to mind – conquering the world of computers and statistics at a time at which 
most nurses had not taken the leap and completing my MPH after a long break 
from study and no undergraduate degree to prepare me for the transition. For 
those whose research careers progress in a rather orderly fashion, such as from 
an undergraduate degree, through an Honours programme and then PhD 
(perhaps with some part-time clinical experience along the way), my journey 
to my current academic research position may seem somewhat convoluted. It 
is, but much was dictated by the times, opportunity and life choices along the 
way. Some may think that I have pursued a research career rather too late in 
the piece. Others, not familiar with my background, may wonder why I have 
not progressed further along the university, academic research career ‘highway’ 
compared with others of my age – fancy doing a post-doc now! I can only 
blame a few rather interesting career detours along the way, an early career 
mentor who instilled in me a love of research and my current PhD supervisor’s 
encouragement and faith in my abilities.

Research may not suit everyone. It requires passion and attention to detail. 
It certainly is not for the faint-hearted – coming out of a grant-writing exercise 
can add years to your life! Some will be in the right place at the right time, 
with the right mentor and career opportunities to advance rapidly through the 
ranks, reaching a professorial appointment in their late 30s or early 40s. For 
the rest of us, I suspect, our research career paths will be less grandiose. It 
will be harder for women with family obligations to get there. However, 
research can provide you with the most rewarding experience of a lifetime. If 
I had to do it over, I may choose a more direct path but then I wouldn’t have 
had such an interesting journey. I am sure the next phase will be just as 
rewarding.

PERSONAL REFLECTION 9: MELINDA CARRINGTON, PhD 
CANDIDATE, PSYCHOLOGY, UNIVERSITY OF 
MELBOURNE, MELBOURNE, AUSTRALIA

PERSONAL BIOGRAPHY

Between 1995 and 1997, I undertook a three-year Bachelor of Arts Degree at 
The University of Melbourne, majoring in Criminology and Psychology. I had 
a one-year break from study in 1998 and then returned to The University of 
Melbourne in 1999 to complete a Postgraduate Diploma in Psychology. My 
fi eld of research was in sleep physiology, under the supervision of Professor 
John Trinder. My thesis investigated the cardiovascular changes that were due 
to sleep and circadian (24-hour) effects. After achieving fi rst-class honours 
during my fourth year of study, I commenced my PhD candidature with the 
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same supervisor mid-way through 2000. My PhD thesis assessed cardiovascu-
lar activity during the sleep-onset period and the infl uence of arousals from 
sleep. I was awarded a Melbourne Research Scholarship in 2002 and worked 
on my thesis in both part-time and full-time capacities before submitting it in 
January 2006. My thesis is currently under examination.

WHERE I’M AT IN MY RESEARCH CAREER

I attained a post-doctoral research position with the Baker Heart Research 
Institute mid-way through 2005, initially on a part-time basis whilst I was in 
the fi nal stages of completing my PhD. This position is responsible for assisting 
with the design, conduct and analysis for the Second Australian National 
Blood Pressure (ANBP2) Cohort Study, and it also involves managing a pro-
gramme of core research from different sites in Melbourne, aimed at charac-
terising and identifying predictors of the rate of morning surge in blood 
pressure in a large patient group using ambulatory blood pressure monitoring. 
More recently, I began working with Professor Simon Stewart on the topic of 
community prevention and improving health outcomes for cardiovascular 
disease.

The duties that I have performed in these roles have assisted my career 
development greatly. These responsibilities include:

• preparing grant applications to undertake new projects;
• preparing manuscripts and communications;
• managing ethics applications, amendments and progress reports;
• preparing and managing fi nancial budgets;
• developing protocols and study databases;
• student supervision of Honours projects.

MAJOR FACTORS THAT UNDERPIN SUCCESS

I believe that young scientists are initially reliant on their supervisors for 
getting a good start to their career. This calls for the need to have a ‘mentor’ 
who actively encourages the inclusion of their post-doctoral fellows in activi-
ties that include preparing manuscripts and grant-funding applications, begin-
ning in the latter stages of their PhD candidature. Grant writing is an essential 
skill for all scientists and should be strongly supported.

Authorship is the primary basis for assessing a scientist’s contribution to 
developing new knowledge. Thus, communicating the results that emanate 
from research projects is an important aspect to becoming a successful 
researcher. Public presentations are another way of communicating scientifi c 
fi ndings and it is important to be able to effectively and confi dently present 
and defend one’s results. Both these activities give rise to public exposure, 
promote an environment for collaboration and encourage interaction with 
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others in the fi eld, which, in the future, may lead to substantial scientifi c 
achievements.

MAJOR HURDLES

The major hurdles that I have encountered would relate to changing direction 
after my PhD and being in a workplace environment which is not oriented 
towards the fi eld of research that I was trained in – that is physiological sleep 
research. To pursue my interest in sleep research, I believe, would have meant 
taking up a post-doctoral research position in the USA, which I was not inter-
ested in doing at that time. As a consequence of not integrating my sleep 
knowledge with my current position, I feel as though I lag behind other post-
doctoral fellows who have continued to progress with their original area of 
research and am less ‘independent’ as a researcher who needs to become 
familiar with a new area of study.

Up until recently, when I applied for post-doctoral research fellowships and 
applications for research funding from granting bodies, I had only slight expe-
rience in these activities. I believe that this should have been a priority whilst 
in the latter stages of my PhD candidature, to assist with future success with 
grant and fellowship applications. To this end, having only a moderate publica-
tion record has also not been benefi cial for receiving fellowship funding 
awards.

WHAT I HOPE TO ACHIEVE

I wish for a successful future research career and a strong ability to carry out 
research, both independently and as part of a team. I aspire to becoming a 
self-funded independent researcher and playing a prominent role in my chosen 
area of research. More specifi cally and related to my newly chosen fi eld of 
research, I seek to acquire skills in order to provide the community with evi-
dence of the effectiveness of medical interventions into the prevention of 
cardiovascular disease, and to carry out research that allows a better determi-
nation of the different approaches to cardiovascular disease prevention. Based 
on the high incidence of cardiovascular disease in Australia, I want to create 
a healthier environment for Australians and educate the general public about 
cardiovascular health and well-being.

PERSONAL REFLECTION 10: GERALDINE LEE, PhD 
CANDIDATE, UNIVERSITY COLLEGE LONDON, 
UNITED KINGDOM

I commenced hospital-based nurse training in London in 1987. Throughout 
my training, I worked on medical, surgical, obstetric and psychiatric wards; 
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however, the area that interested me the most was coronary care. Being 
based in central London at St Bartholomew’s Hospital, patients were trans-
ferred with heart failure, unstable arrhythmias and those awaiting surgery. 
One of the issues that interested me was the different responses of patients to 
cardiac medications. Consequently, I enrolled in a Bachelor of Science Physi-
ology degree at University College London, which incorporated physiology, 
pathophysiology and pharmacology. Students from several disciplines under-
took lectures: medicine, anatomy, pharmacology and biomedical sciences. 
With my special interest in cardiology, I chose a laboratory-based project for 
my Honours and examined global ischaemia in the isolated rat heart. The 
benefi ts of studying at UCL was the high standard of academics, the clinical 
focus of the course with practising consultants presenting sessions and the 
opportunity to undertake PhDs, etc. with world experts (one of my lecturers 
was Professor Steve Jones, known for his books and television documentaries 
on genetics).

The benefi ts of undertaking a physiology degree and laboratory work were 
several and I have a much better understanding of the clinical application of 
physiology and pathophysiology. This integration of theory to practice really 
benefi ted my patient care and I was able to organise teaching sessions for 
nursing staff and patients.

Although I enjoyed working as a nurse in coronary care, my interest in 
research was not satisfi ed and I consequently undertook a nursing research 
position investigating a neuro-protective agent in patients undergoing coro-
nary artery bypass graft surgery (CABGS). The study was a randomised–
controlled trial in association with a pharmaceutical company and University 
College London was paired with Duke University in the USA. The research 
project involved recruiting patients from the pre-admission clinic, carrying 
out a thorough assessment prior to their operation and following them up 
postoperatively. All patients underwent neuropsychological assessment to 
determine their concentration, memory and attention. During the operation, 
transcranial Doppler monitoring was performed which demonstrated the pres-
ence of micro-emboli (associated with neuropsychological decline in CABGS 
patients). From this project, I began my PhD, examining patient-perceived 
quality of life fi ve years after CABGS, based at the Centre for Behavioural 
Sciences at UCL and working with health psychologists. The aspects that I 
studied involved use of quality-of-life questionnaires, diet and physical activity 
questionnaires and psychological well-being examining depression and anxiety. 
Patients and their respective spouses were invited to participate in this follow-
up study and a total of 118 patients participated. Combining the patients’ and 
spouses’ perspectives (subjective data) with clinical objective data (such as 
angina and breathlessness) demonstrated the advantages of collecting both 
types of data.

Of course, no research is complete without statistical analysis. This, I have 
to admit, was the most diffi cult part of my thesis. I set up my database and 
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basically taught myself statistical skills (no mean feat!). Although I wouldn’t 
call myself a statistical ‘expert’, I am confi dent about interpreting statistics and 
know my limitations. It is important to remember that there are statistical 
experts available in most universities and the internet is an excellent source 
of information.

Doctoral studies can be quite frustrating, with highs and lows. As nurses, 
we are very task-oriented and changing to an analytical and ‘cerebral’ approach 
was much harder than I imagined. My fellow psychology doctoral students 
were quite comfortable doing a literature search and reading two or three 
articles in a day. I had to accept that this, in academic terms, is a good day! I 
was fortunate that the department had a dozen PhD students so peer support 
was always available as well as monthly journal clubs in which we presented 
our research and discussed issues. I have enjoyed undertaking my thesis and 
have seen it as a huge learning curve. It isn’t easy, but perseverance is certainly 
required.

In 2001, I moved to Melbourne, Australia, and commenced lecturing at La 
Trobe University. Luckily, I have been based at the Alfred Hospital, where 
clinical research opportunities abound. I have been able to investigate clinical 
issues in cardiac, cardiothoracic and emergency nursing, presenting fi ndings 
at national and international conferences and supervising Honours and Masters 
nursing students.

I have now completed my PhD and am awaiting an oral viva to defend my 
thesis (standard practice for UK doctoral studies). One of the amazing things 
that happened was meeting with Professor Stewart at the Cardiac Society of 
Australia and New Zealand conference earlier this year. Consequently, I am 
about to start post-doctoral studies at the Baker Heart Research Institute in 
Melbourne in cardiovascular studies. Having examined so many variables that 
can affect individuals, I can now appreciate the importance of pathophysiol-
ogy, psychological well-being, social support and dietary behaviour in those 
with cardiovascular conditions.

My aim since I started nursing was to improve patient outcomes, improve 
quality of life and educate patients and their families about coronary heart 
disease. One way of doing this is through working on a ward, doing clinical 
shifts, and another way is through research. I hope that through the research 
pathway, a greater impact can occur. It is an interesting journey, with many 
challenges on the way. I have to admit that when I undertook the physiology 
degree, it was purely for selfi sh reasons, as I wanted to improve my under-
standing in this fi eld. My other passion is writing and this is certainly benefi cial 
when it comes to writing research papers.

To succeed, a novice researcher needs peer support, a role model, regular 
contact with supervisors and a forum to discuss research issues and problems. 
Research should be a collaborative, multidisciplinary, enjoyable experience 
and working in a team can be very rewarding. Health research allows 
health professionals to amalgamate theory to practice and hopefully make a 
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difference. I would suggest to anyone interested in research to get actively 
involved, as there are always opportunities to gain experience.

PERSONAL REFLECTION 11: Dr CRAIG HANSEN, 
BSc (PUBLIC HEALTH) (HONS), PhD 
(ENVIRONMENTAL EPIDEMIOLOGY)

A POST-DOCTORAL POINT OF VIEW

My fi rst career was teaching music in private schools and, after being in the 
industry for almost a decade, I had a strong desire to change careers. I was 
always interested in establishing a career in health; however, the broad spec-
trum of different opportunities available within the health sector generated 
uncertainty regarding the area of health that I wanted to pursue. After inves-
tigating various possible pathways, I decided to study public health, and, in 
retrospect, this was driven by my desire to be involved in health at a popula-
tion level as opposed to an individual level. My undergraduate degree involved 
studying a diverse range of subjects, including life sciences, environmental 
health, health promotion and epidemiology/biostatistics. It was the latter, 
however, that gained my strongest interest and respect, as I enjoyed analysing 
health data. To me, epidemiology and biostatistics is the ‘nuts and bolts’ or 
the ‘backbone’ of health research, as the challenge is to make sense of the data 
by correctly collecting, preparing, analysing, interpreting and reporting what 
the data are trying to tell us.

My other area of interest was environmental health, so I decided to marry 
the two areas of interest together and carry out my doctorate in environmental 
epidemiology, in which I investigated the effect of ambient air pollution during 
pregnancy on birth outcomes. This was, and still is, a reasonably new area of 
research, which made it quite challenging, yet very rewarding. Due to this area 
of research’s being in its infancy, and to my advantage, there was a wide 
variety of government and non-government sectors that displayed great inter-
est in my research.

I am currently at the post-doctoral stage of my research career, in which I 
am involved in several projects that encompass very different areas of health. 
The projects I am currently involved in are: (1) cardiovascular disease among 
the black population of Soweto, South Africa – the primary aim of this research 
‘is to systematically examine the epidemiologic transition in risk behaviours 
and clinical presentations of heart disease in the predominantly Black African 
population of approximately one million people living in the townships 
that comprise the internationally renowned and celebrated area of Soweto’ 
(Stewart et al., 2006); (2) investigating surgical margins in the treatment of 
non-melanoma skin cancer in Australia – the primary aim of this research is 
to assess skin cancer pathology reports and analyse the margins of excision 



PUTTING IT ALL TOGETHER 161

along with the number of pigmented skin lesions excised per melanoma 
(referred to as the ‘number needed to treat’); and (3) assessing the impact of 
ambient air pollution on birth defects and fetal ultrasonic measures among 
pregnancies – this research is a continuation of the research conducted for my 
doctorate and is very important, as no previous studies have been able to 
establish how fetal growth patterns may vary in relation to ambient air pollu-
tion during pregnancy.

Although my research career is only young, the diverse range of projects 
that I am currently involved in will allow me to expand and grow in many 
different facets of health research. These include establishing and maintaining 
professional partnerships at national and international levels, managing and 
analysing different types of health data, authoring quality scientifi c publica-
tions to different audiences, and gaining recognition within various areas of 
research. I consider all of these facets as key aspects of success and, most 
importantly, a productive post-doctoral stage provides the recognition and 
expertise to become an independent researcher, which is one of the standout 
aspects to becoming a successful researcher.

As with any career path, there are often many hurdles that need jumping 
(or passing under – lateral thinking!); however, I can only go by experience 
and, therefore, I would like to point out several hurdles in the very early stage 
of a research career. Although this may seem obvious, but the very fi rst hurdle 
is to successfully complete a doctorate whereby the topic is of interest to 
yourself and a particular audience and, in addition, there needs to be the 
potential for further research within your topic, or the potential to expand to 
other areas. I consider this to be a vital stage in establishing a career in health 
research, as it is the period during which the seed is planted for your research 
career to potentially sprout and grow (with a little nurturing). Another 
hurdle is the personal adjustment from being a doctoral candidate to a post-
doctorate. As in my case, and I assume in many others, the post-doctoral 
projects are in different areas of health from my doctorate study and, while 
this is a great way to expand your career prospects, it can also be over-
whelming, as you need to establish new contacts and networks, familiarise 
yourself with the latest literature and study methods, and gain the respect of 
a new group of researchers. The biggest and most challenging hurdle when 
starting a research career is to obtain fi nancial funding through various 
research grants. It is often required that young researchers fi rst apply for small 
grants or be part of a research team comprising more established researchers 
who have prior experience and success with research grants.

Finally, as with any career, there is always the ‘big’ question of ‘what do 
you hope to achieve in your career?’. It is intuitively appealing to state that 
you hope to achieve substantial recognition within your fi eld whereby it pro-
vides you with the opportunity of continuous funding for ongoing research 
projects as well as a prosperous career. However, with some further thought, 
this question is not always easy to answer.
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Despite its importance in establishing a successful and satisfying research 
career, I feel that climbing the academic ladder and gaining professional noto-
riety through a wealth of publications and conference presentations should 
not always be viewed as the only way to success. I feel that success is also 
achieving the personal fulfi lment of improving people’s health and quality of 
life, which is the main rationale for health research.

REFERENCE

Stewart S, Wilkinson D, Becker A, Askew D, Ntyintyane L, McMurray JJ and Sliwa 
K. (2006) Mapping the emergence of heart disease in a black, urban population in 
Africa: The Heart of Soweto Study. International Journal of Cardiology 108: 
101–108.

PERSONAL REFLECTION 12: Dr DIEM DINH, POST-
DOCTORAL FELLOW, BAKER HEART RESEARCH 
INSTITUTE, MELBOURNE, AUSTRALIA

My interest in a scientifi c research career began in my teens, when my dad 
was diagnosed with high blood pressure and his father died of a stroke. I 
started my undergraduate degree in medical lab science and subsequently 
obtained an Honours Degree in Pharmacology at RMIT University. I was then 
awarded a NH&MRC/Dora Lush Research Scholarship to undertake a PhD 
in pharmacology and molecular biology. As a recipient of the NH&MRC/CJ 
Martin Fellowship, I carried out my post-doctoral training overseas at the 
College de France (Paris) – a prestigious organisation for cardiovascular 
research. Upon returning to Australia, I completed my post-doc in the Molec-
ular Endocrinology Lab at the Baker Heart Research Institute (BHRI) – the 
premier centre for research and training in cardiovascular diseases.

During my last year of post-doc, I re-assessed my career and decided that 
I wanted to learn clinical research to complement my laboratory experiences. 
Seizing a fortunate opportunity, I started as a project manager at the Cardio-
vascular Disease Prevention Unit at the Baker Heart Research Institute in 
Melbourne, Australia. As the name suggests, our team undertakes research 
that is directly relevant to improving heart disease-related health outcomes in 
population-based studies. I was happy with the new challenges but, at the same 
time, uncertain that I might not meet the high expectations or be cut out for 
this job. With no previous clinical research experience, it proved a steep learn-
ing curve, like being thrown into the deep. It became my responsibility to 
coordinate multiple projects, including clinical trials and registries. One of the 
main activities that I manage is the Australian Society of Cardiac and Thoracic 
Surgeons (ASCTS) Database Project. This programme aims to ensure that 
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high-quality cardiac surgery is being carried out in Victorian Public Hospitals, 
and that the results of this surgery are being recorded and published. The 
transition from basic scientist to health researcher requires adaptation. I feel 
that my career experiences and mentors have aided in this transition process. 
After almost two years, I still enjoy going to work.

Attributes that determine my success in health research include persever-
ance, hard work and a passion for improving population health. Another key 
factor is having a supportive mentor, as good mentorship is critical in career 
development. My recommendation to younger scientists, who want to make 
a career in medical research, is to make the right choices from the start, includ-
ing institution, hot research topics, good and successful mentors, and ensuring 
you put in the hard yards.

During my time as a graduate student, I observed major hurdles of securing 
government grants and the expectations that one must be multitalented to 
succeed (excel in lab management, grant writing, public speaking, teaching 
and research). I witnessed my very promising, talented and dedicated super-
visor’s short-term research career end prematurely, because he was not suc-
cessful in securing further funds. The majority of my fellow colleagues left the 
fi eld of research upon graduation, as they no longer had the patience or enthu-
siasm for the intricacy of our profession. Another key obstacle that I have 
experienced, especially during my PhD years, was the almost absence of social 
activities, but I have now learned to balance my career and non-career activi-
ties (family and friends). Although being a scientist does not offer as good a 
salary as some other jobs, I fi nd my profession very satisfying and intellectually 
challenging. Still, medical research does offer its own rewards, like frequent 
travels to national and international medical conferences.

My priority now is to expand the Victorian ASCTS database project into a 
national database programme and eventually grow beyond the Australian 
waters to include New Zealand and the Asia Pacifi c Regions.

PERSONAL REFLECTION 13: MARY BOYDE, CLINICAL 
LECTURER, SCHOOL OF NURSING, THE UNIVERSITY OF 
QUEENSLAND, PRINCESS ALEXANDRA HOSPITAL, 
BRISBANE, AUSTRALIA

I am currently employed as a Clinical Lecturer/Nurse Educator with the Uni-
versity of Queensland and Princess Alexandra Hospital in Brisbane. I began 
my nursing career over 25 years ago, completing my training as a Registered 
Nurse in Christchurch, New Zealand. I have worked in New Zealand, New 
South Wales and Queensland, gaining clinical nursing experience in many 
fi elds of critical care nursing whilst specialising in coronary care nursing. I 
became involved in nursing education when I moved to Brisbane. Initially, I 
worked in staff development within a hospital setting and, over the last three 
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years, I have worked in the School of Nursing at the University of Queensland. 
This is a fairly unique position, in which I teach undergraduate students for 
the semester and then return to work with registered nurses in a tertiary refer-
ral hospital between semesters. It is both challenging and rewarding, working 
across two different educational settings within the nursing profession.

Education and research are essential components of nursing. Working 
within education has enabled me to participate in a number of small clinically 
focussed research projects. I conducted a study of nurses’ ability to perform 
cardiopulmonary resuscitation in which I completed my Masters thesis. More 
recently, I have investigated clinical outcomes for in-hospital cardiac arrests 
following the implementation of semi-automatic defi brillators in our hospital. 
Currently, I am researching education for heart failure patients; this is my PhD 
project that I started earlier this year.

Nurses at all levels need to be more involved in nursing research. I believe 
nursing research can create positive changes in patient care. The success of 
any research project is multifactorial; however, for me, one of the key under-
pinnings is collaboration. Research in a clinical environment needs a team of 
committed people who assist with the project whether it is small or large. Even 
from the early beginnings of a project, you need to be able to discuss the 
project with other interested nurses to develop a proposal. Working together 
as a team is necessary to sustain the project through to conclusion and then 
implement the fi ndings to improve patient care. Researchers who feel sup-
ported and encouraged to continue with the project will often be successful. 
Working in collaboration enhances nursing research and enables us to inves-
tigate nursing practice and improve patient outcomes. Another key element 
is support from other nurse researchers who are more experienced and can 
act as mentors for the project. With each project that I have undertaken, I 
have been able to work with experienced nurse researchers who have initially 
offered guidance and then critiqued my work as I have progressed through 
the study. I think the role of mentors, or supervisors, as we often call them, 
in research is undervalued. A mentor can provide the novice nurse researcher 
with leadership and direction thus promoting the development of essential 
research skills. Within the clinical environment, it is essential that nurses who 
are working as clinicians establish links with experienced researchers to assist 
them with their research.

One of the major hurdles for nursing research is time constraints. It is a 
constant challenge just being able to fi nd the time to undertake nursing 
research within our practice. I think nursing research needs to have a stronger 
focus and should be incorporated into every nursing position, with more 
support at an institutional level. Increased resources to support nursing 
research in the clinical environment would assist with the integration of 
research into clinical practice. I have found that inadequate time and lack of 
organisational support hindered my ability to undertake nursing research. My 
current position, which offers me the opportunity to work for a university as 
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well as a hospital, has enhanced my ability to undertake further research. 
However, it is not common practice for nurses to be able to work across two 
settings, so we need to develop strategies to assist nurses within clinical prac-
tice settings undertake research. My aim would be to incorporate nursing 
research into the clinical environment and work more closely with clinicians 
to complete research projects, which will positively impact on patient care. A 
more integrated and collaborative model involving clinicians, educators and 
researchers would benefi t the nursing practice.

SUMMARY

Clearly, this is not an exhaustive list of questions, but merely designed to 
provoke some fi nal thoughts and refl ection. Nor should it be considered as a 
‘one size fi ts all’. In essence, it articulates the kind of critically informed ques-
tions that will enable you to continually improve your research skills and 
knowledge. At every stage of your research career, you should compile your 
own list of questions and strategic goals in order to create your own destiny 
for success. As your career progresses, be prepared to re-evaluate your goals 
and re-engineer them to suit your circumstances (e.g. starting a family) and 
potential opportunities (e.g. moving overseas). The series of personal refl ec-
tions provided above also provide important food for thought, as they refl ect 
the mindset, hopes and aspirations of a number of emerging health researchers 
as they strive to make their mark on the academic, professional and, indeed, 
wider world. Hopefully, their and the above words will help guide your own 
journey in this regard.

Key Points: The only person capable of ensuring that you succeed in your 
chosen career path is you. To do this, it is essential you have a vision and 
then create the environment (a combination of supporters/mentors and 
strategy) to make it happen! Remember  .  .  .  ‘who dares wins!’
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