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Practice-based research networks (PBRNs) are useful tools for conducting studies in the busy primary
care setting, but their continued existence is threatened by a range of challenges. PBRNs must position
themselves now to be prepared to face the challenges ahead. For example, experience with the Clinical
Translational Science Awards has placed PBRNs at the center of university efforts toward greater com-
munity engagement. Networks must use this opportunity to solicit infrastructure support and partner
with experienced principal investigators from other disciplines. Successful networks must make greater
use of health information technology to solicit clinician involvement, identify and recruit potential sub-
jects, and disseminate key findings. To maintain the active participation of busy clinicians in the clinical
research enterprise, networks must find new ways to engage their members and simplify study partici-
pation. Networks should pursue clinically relevant projects that create meaning and connect busy prac-
titioners to the larger agenda of primary care research. Finally, collaborating with other networks in a
structured and ongoing manner is one way for PBRNs to extend their reach while making maximal use
of their unique resources and local expertise. (J Am Board Fam Med 2012;25:572–576.)
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Although practice-based research networks (PBRNs)
are useful tools for conducting practice-relevant re-
search in the busy primary care setting, their existence
is threatened by a range of challenges. Busy clinicians
struggle with daily practice concerns, while practice-
based research faces ever more stringent oversight
and restrictions. Funding streams are tight, and
many networks face a shortage of experienced prin-
cipal investigators. This article aims to explore sev-

eral methods for existing PBRNs to meet the chal-
lenges of the future, specifically, working more
closely with academic institutions, making greater
use of health information technology (HIT), find-
ing new ways to recruit and retain busy clinicians,
and developing consortia of successful PBRNs.

Universities and PBRNs
The advent of Clinical Translational Science Awards
(CTSAs) on many university campuses presents both
opportunities and challenges for PBRNs.1,2 CTSAs
may benefit PBRNs in that they offer university
support and increased visibility,2 but they also
could be detrimental if the university tries to im-
pose a top-down research agenda onto already busy
primary care physicians.

The collaboration of PBRNs with CTSAs is a
process that still is developing, so PBRNs must
actively help the university understand the true
financial costs of creating and maintaining working
relationships with community clinicians and prac-
tices.3 At the same time, clinicians are interested in
university-sponsored educational activities, continu-
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ing medical education, and a sense of being connected
to the university.2,4 Thus, connectivity and mutual
education are vitally important to both groups.

PBRNs should actively promote communication
with their associated universities. For example, ac-
ademic investigators may not realize that research
projects are reviewed by network leadership and
staff, as well as by physician members of the net-
work, and that not all proposals will be approved.
Having university researchers present ideas to a
network planning meeting or proposal review ses-
sion would allow them to meet with network staff
and establish relationships with member clinicians.
PBRNs should help their university colleagues un-
derstand member clinicians’ research priorities and
the practical limits for research in the busy practice
setting.

Successful relationships between universities and
PBRNs are built on respect for member clinicians.
Community clinicians may not be responsive to an
imposed research agenda or to research that impacts
their busy day-to-day practices. Networks can facili-
tate these respectful relationships by listening to their
members, fostering 2-way communication, and al-
lowing clinicians to opt out of projects when neces-
sary. Networks also can ensure that academic inves-
tigators work through network leadership and staff to
ensure a “small footprint” on participating sites.

Another area that can promote collaboration be-
tween PBRNs and universities is in the implemen-
tation of HIT. PBRNs can mobilize university re-
sources to help member practices adopt the best
electronic health record (EHR) for their sites and
implement elements of the patient-centered medi-
cal home. At a time when busy practices are strug-
gling to qualify for “meaningful use” criteria and
pay-for-performance initiatives, PBRNs can pro-
vide added value to their member practices by help-
ing them address these important but time-con-
suming issues.

Health Information Technology and PBRNs
PBRNs face many challenges when conducting
clinically relevant research, often with limited re-
sources across complex, geographically distant, and
diverse clinics and health systems. HIT tools for
clinical practice, built primarily to improve the
quality and efficiency of patient care, provide ex-
ceptional opportunities to support and foster this
research with greater efficiency at lower cost.

EHRs offer a valuable infrastructure for data on
health status, clinical management, and patient out-
comes. However, the opportunities and challenges
of conducting research using HIT tools in the busy
practice setting can be difficult for researchers and
clinicians alike.

PBRN researchers recognize the potential of
practice EHRs and are developing IT systems and
software tools to facilitate their use in practice-
based research. EHRs can provide PBRNs with
efficient, economical identification of potential re-
search participants, recruitment of practices and
participants to research, and collection of large
volumes of standardized data across a wide range of
practices and clinics.5–7

IT tools (eg, clinical decision support tools) also
are being used as interventions for practice-based
research.8 Similarly, tablet PCs or desktop kiosks in
practice waiting rooms give practices the ability to
conduct individualized health assessments and tai-
lored educational interventions.9,10

IT tools also can provide a technical architecture
that allows PBRNs with different types of EHRs
the ability to link data and develop IT-based re-
search functions across multiple practices. The
Distributed Ambulatory Research and Therapeu-
tics Network (DARTNet) uses this type of “feder-
ated” architecture.11,12 One benefit of these HIT
tools is their ability to serve both the clinician and
the researcher. EHRs designed to maintain a re-
cord of clinical care offer a wealth of research-ready
data, and IT tools designed for research offer en-
hancements to a clinical practice. These tools can
benefit participating clinicians by helping them im-
plement elements of the patient-centered medical
home, qualify for pay-for-performance incentives,
and meet “meaningful use” criteria. This synergy
between IT-enhanced research and clinical practice
can strengthen the productive relationship PBRNs
have with their members, enhancing recruitment
and retention of busy clinicians.

Recruiting and Retaining Clinicians
PBRNs depend on their ability to recruit and retain
busy clinicians as active members. The network’s
ability to generate new knowledge, translate re-
search findings into daily practice, and implement
policy guidelines depends on the drive and com-
mitment of member clinicians. A carefully crafted
recruitment approach is key to network success,
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and these recruitment strategies must be tailored to
the local health care environment.4 Networks that
make PBRN participation both feasible and com-
pelling are more likely to succeed in recruiting and
retaining clinicians and their practices.13

Many primary care practices are overwhelmed
with unfunded tasks: adopting EHRs, meeting
“meaningful use” criteria, forming accountable care
organizations, and implementing the patient-cen-
tered medical home. These competing demands
prevent practices from joining PBRNs or partici-
pating in studies.14 At the same time, these chal-
lenges present an opportunity for networks to serve
as a resource to their member practices. The ex-
pertise that PBRNs offer is directly relevant to
quality improvement and can support activities
such as implementation of the patient-centered
medical home, uptake of evidence-based guide-
lines, and adoption of best practices.15 Helping
practices adopt an EHR provides an excellent op-
portunity to introduce enhanced processes of care
and to create report templates that support both
quality improvement and discovery/research.

Considering the many pressures facing clinicians
and practices in today’s medical marketplace,
PBRNs must add real value to their member prac-
tices. To the extent that PBRNs provide real re-
sources to practices, participation in PBRNs will be
seen as desirable by clinicians and managers alike.
Such resources may include practice facilitators
who can support both research and quality im-
provement and generate actionable data that prac-
tices can use for quality improvement, pay-for-
performance, or strategic planning.16

There are a number of specific strategies for
recruiting and retaining network clinicians and
practices to PBRNs. First and foremost, busy prac-
titioners often join because they know other clini-
cians in the network. Some PBRNs are experi-
menting with social media as a means to build
interest and communicate with members. Simple
ideas such as E-mail list servers are efficient ways to
share information and boost recruitment. Another
strategy is “recruiting by convening”: the network’s
annual convocation is an excellent opportunity to
increase visibility, attract new participants, and re-
engage current members. PBRNs also can foster a
sense of community and increase awareness through
E-newsletters, network web sites, and press releases.
Finally, there is “recruitment through participation,”

using a currently funded study to galvanize interest in
the network.

Multinetwork Collaborations
PBRNs can survive and even thrive in challenging
situations by working with other experienced net-
works in a structured and ongoing manner. Such
consortia of networks are taking shape, as demon-
strated by the Agency for Healthcare Research and
Quality Task Order process, the multiple partner-
ships created by the American Academy of Family
Physicians National Research Network, and the
ongoing collaboration that underpins the Primary
Care Multiethnic Network (PRIME-Net).17,18 By
working together in this way, groups of PBRNs can
demonstrate a broader scope, a depth of experi-
ence, and a range of capabilities. With a wider array
of clinicians and patients, such consortia of net-
works can enhance the generalizability of their
findings and increase the range of stakeholders that
would be interested in their projects. In this way,
PBRNs can leverage their existing resources and
become more attractive research engines for poten-
tial funders.

Any network contemplating such a partnership
should learn from the experience of established
network consortia.19 One key to success is a shared
sense of mission and a common vision of the
group’s goals. Organizing such a consortium re-
quires processes for shared decision making, prior-
itization of research agendas and goals, and focus of
disparate members on detailed planning for collab-
orative projects. Experienced partnerships empha-
size the importance of having cross-network poli-
cies and structures in place before the start of any
group project. IT is crucial to the development of
these often widely dispersed working groups. As
decisions are made and processes are put in place, it
is important that win-win solutions be found and
implemented.19

When building such a consortium, an impor-
tant initial focus is creating a central infrastruc-
ture that supports ongoing collaboration. Shared
leadership is key to the continued success of such
a partnership, but local and central champions
who concur with the rationale of the consortium
are also critical to its success. The consortium
should plan for a separation of responsibilities: a
central director who convenes meetings and co-
ordinates activities, and a primary investigator
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for each project who takes responsibility for im-
plementation and completion. Finally, the ratio-
nale for the consortium must be refined con-
stantly so that it appeals to crucial stakeholders
(ie, clinicians, patients, community organiza-
tions, universities, and funders).

Conclusions
Looking ahead, if PBRNs work more closely with
their sponsoring or home institutions, they can
benefit from the research expertise and financial
support they offer and facilitate mutually bene-
ficial and respectful academic-practice partner-
ships. Networks that make more sophisticated
use of HIT can maximize their research capabil-
ities in difficult economic times. Networks that
employ a wide range of recruitment techniques
and focus on clinically relevant research ques-
tions will engage and motivate their members.
Because of their close relationship with practitio-
ners, PBRNs are in a unique position to create
meaning with carefully selected projects that
connect busy practitioners to the larger primary
care research agenda. Last, established networks
that join or create a consortium of PBRNs can
build on local strengths while reducing the work-
load on any individual network member. In these
ways, PBRNs can meet the challenging environ-
ment facing them today.

The authors acknowledge the contribution of several experi-
enced PBRN researchers to the content and ideas of this man-
uscript, notably Wilson D. Pace, MD MPH (AAFP National
Research Network); Lyle J. Fagnan, MD MPH (Oregon Rural
PBRN); and Robert L. Williams, MD MPH (RIOS Net and
PRIME-Net).
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