












were useful and kept them thinking about the study
and their roles of “identifying and enrolling pa-
tients” and “facilitating the intervention.” FAQs
that included case reviews generated discussion
among the physician leaders across practices. Ex-
amples included an asthma case that generated
comments from 50% of the 29 physician practice
leaders and a postpartum depression case that gen-
erated responses from 30% of the physicians and
70% of the nursing practice leaders.

4. Incentives
There are many types of incentives that can be used
in PBRN studies. Using the FAQs to acknowledge
sites that meet their individual monthly enrollment
goals can be an incentive. Simple contests that
query the site leaders about protocol details or even
current medical events and reward correct answers
with boxes of microwave popcorn or gift cards of
nominal value to local restaurants are easy to ac-
complish. Most incentives are provided to the prac-

tice as a whole to reemphasize that it is the whole
practice and not just the champions who are par-
ticipating in the study.

Response rates to the simple contests have been
high. In one contest all the practice leaders plus
another 5 practice members answered (110% re-
sponse). When enrollment slows, incentives that
challenge sites to reach their individual monthly
enrollment goals have resulted in increasing enroll-
ments (13 of the 16 times such FAQs were sent).
Incentives of recognition and praise— for example,
an FAQ naming all the “winning” sites in an en-
rollment challenge—were also well accepted. The
incentives were in addition to the site payments for
study participation.

5. Case Reviews
Case reviews evolved from specific patient encoun-
ters that prompted discussion in an FAQ as being
of general interest to all practice sites. Case reviews
allowed the central site to better understand how

Figure 1. Example of frequently asked questions.
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the practice incorporated the intervention and to
provide the sites with an opportunity to ask an
expert about difficult cases. Case reviews were lim-
ited to the intervention sites.

Each case review was completed by conference
phone call between the study’s principal investiga-
tor (PI), the site’s liaison, and all the members at
the site who were available to attend. The case was
presented by the enrolled patient’s physician, resi-
dent, or nurse. The presenters from the site chose
their own presentation formats, although we devel-
oped a written outline for anyone requesting it.
Most cases required 3 to 5 minutes for the initial
presentation, with another 10 to 15 minutes for
discussion. The questions that followed the presen-
tation included how the study intervention did or
did not affect the patient’s care, what might be the
next steps in care, and other management issues
pertinent to the specific patient, such as immuni-
zation status or adherence issues. The participation
of the central PI allowed the site practice members
to query about anything from how the investigator
would have used the intervention tools to further
diagnostic testing or alternative therapeutic strate-
gies.

Case reviews were not an instant success: many
practices were reluctant to participate in the first
case reviews. However, almost every practice had
someone brave enough to have their patient care
discussed, and participation increased as the prac-
tices learned that the case reviews were intended to
be learning sessions rather than judgmental ses-
sions.

At the first case review it was often just the study
PI and the presenter interacting. But once the in-
teraction was shown to be positive and truly inter-
active, such as asking the presenter what they think
is good and what could be improved in the care of
the patient, others often joined the discussion. The
discussions were intended to focus on the practice
or systems changes and tools introduced during the
study. Asking for additional suggestions often re-
vealed other aspects of patient care, such as clari-
fying requirements for pneumococcal immuniza-
tions in people with asthma or querying about the
yearly influenza immunization for the pregnant and
postpartum women.

After the initial 1 or 2 case reviews the case
reviews were well attended, especially in residency
programs, and the practice staff asked questions
about other complex cases. The PI, central site

staff, and practice staff usually learned at least one
new thing from these interactions.

One of the best indications that the case re-
views were valued was the decreasing resistance
to scheduling future case reviews. It was common
at the end of the second or third case review to
have the site staff make recommendations for the
date, time, and patient for the next case. The
practice’s queries regarding the care of nonen-
rolled patients also suggests that the practices
valued the time and collaborative attitude that
these sessions exemplified.

6. Appreciation
In health care settings, expressions of appreciation
may be uncommon. Many members of the study
practices reported that they heard little praise but
bore the brunt of many complaints. We applied
several methods for expressing our appreciation for
the site’s participation in the studies. At the central
training session, each site was provided with a
framed certificate of appreciation for its participa-
tion in the study. These plaques can be displayed in
the office waiting room and are often as simple as a
framed page designed and printed at the central
site. To facilitate acknowledgment of the work of
the practice in their local community, we provided
each site with tailored press releases to explain the
study and the local clinic’s role. These were de-
signed for the practice leaders to forward to local
newspapers or other media outlets.

The study liaison for each site provided encour-
agement, support, and praise during each interac-
tion with the site leaders. All interactions with the
sites ended with the liaison or investigator thanking
the practice leaders or other practice staff for their
continued work.

Sites have repeatedly told us they displayed their
study participation certificates in their offices or
front lobbies. Certificates from previous studies are
frequently encountered during site visits. Five sites
from the postpartum depression study sent us cop-
ies of newspaper articles that resulted from press
releases. Accompanying the articles were the fol-
lowing comments: “Our patients really liked seeing
us in the newspaper” and “some of our subspecialty
colleagues were impressed with what we are do-
ing.” The central site received many E-mails, cards,
and notes from the practices, usually addressed to
the practice liaison, acknowledging and thanking
the central site for the small boxes of cookies or
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candy and holiday greetings sent in appreciation of
the practice’s work.

7. Institutional Review Board Submission Support
Institutional review board (IRB) submission sup-
port from the central study team was very impor-
tant since many PBRN practices in our studies had
limited experience with IRB submissions. The idea
of submitting the protocol application to the local
IRB or sending a yearly report to the IRB of record
can be overwhelming for a staff not accustomed to
preparing such reports. Learning to complete IRB
reports can take time away from other important
study activities such as enrolling patients or sup-
porting an intervention. Having one person on the
central team assigned to manage the IRB submis-
sions freed the sites of this concern and assured the
central team that there would be no lapse in the
ability to enroll patients.

A proxy outcome of the effectiveness of the IRB
support provided to the practices was the number
of IRB refusals, queries, and delays that our studies
experienced. In our submissions and yearly reports
to �55 IRBs for periods up to 5 years each (�200
interactions), we have had 3 initial protocol approv-
als delayed by 30 to 60 days, 2 yearly reports that
resulted in temporary holds on enrollment, and
only one IRB request for additional data on a pa-
tient outcome. Considering the large number of
IRBs and the requirements for up to 5 years
of approval from each of the IRBs, the number of
delays and requests for additional information
has been minimal, and we believe this was the
direct result of the support provided by the cen-
tral study team during initial and yearly submis-
sions of the reports.

8. Meeting the Academic Needs of Site Personnel
Many family physicians report the need for aca-
demic stimulation in their regular practices. For
some physicians, such as residents and physicians
seeking recertification, the requirements are more
specific.

For example, all family medicine residents are
required to complete some type of scholarly activity
during their training. In 2 of our studies we have
been able to provide the support and data for res-
idents to complete research projects for this re-
quirement that are complementary and parallel to
the main study.

All physicians are required to complete training
for maintenance of board certification through
their appropriate medical specialty board. We de-
veloped a Maintenance of Certification program,
sponsored by the American Academy of Pediatrics,
based on one study’s intervention by expanding its
quality improvement focus. The cost of the pro-
gram was minimal and provided the physician with
Maintenance of Certification credit for 3 years.
This program has been directly responsible for
activating 2 of the pediatricians who were not prac-
tice leaders to incorporate the study intervention
into their daily practices and to add further modi-
fications that they believe enhance the intervention
in their practices.

One of our studies has been able to support the
doctoral dissertation of the practice’s nonphysician
leader. We have previously published other bene-
fits of participation in PBRN studies as reported by
the practices.1

Discussion
While each of our individual strategies seems to
have had a favorable impact on re-energizing and
supporting continued activity in one or more of our
studies, we have used the combined strategies in a
multicomponent approach. Waning interest is a
potential problem for many types of practice activ-
ities and has been described most often in quality
improvement activities.26–33 Over periods of 18 to
60 months, as required by our studies, current
medical practices are likely to be faced with many
external requirements for change, including the
introduction or update of electronic medical re-
cords systems, payment restructuring, clinical sys-
tems changes, and staff turnover. Designing and
implementing methods to maintain interest and
enthusiasm for research requirements and practice
changes seemed to prevent some of the “voltage
drop” for the practices in the 4 studies discussed
here.

The importance of building relationships be-
tween central team members and the practices by
using a practice facilitator, practice enhancement
assistant, or practice enhancement and research co-
ordinator has been reported by others.15,17,18,34,35

While we agree that the ability to send facilitators
directly into the practices can be very helpful, in
widely dispersed practices, such as those in our
national studies, the contact must be continued
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using distance communication formats such as the
telephone, E-mails, and faxes. We also have more
recently used video communication with free or
low-cost shared services such as Skype.

Our attention to the learning and supportive
environment was explicitly begun during our 2002
spirometry study funded by the National Heart,
Lung and Blood Institute, and it might be consid-
ered similar to the concept of the formal “learning
collaborative” introduced by the Institute for
Healthcare Improvement (IHI) in 2003. However,
unlike the early design of IHI’s learning collabor-
ative, we found it more feasible to have a single
face-to-face meeting and to work with each site at
a distance after that.36,37 Our system perhaps fits
more closely with the Collaborative Networked
Learning first described in 1987 by Findley,38

which is designed to occur via electronic dialogue
between learners and experts sharing a common
purpose—in our case implementation of practice
changes and study-related activities.38 Our strate-
gies of centralized training, regular contact, and
interactive discussion with the site leaders, as well
as the FAQs and case reviews, could be considered
elements of collaborative learning. We consciously
chose not to include some of the elements required
by the IHI learning collaborative concept, such as
the large time and personnel commitments. The
IHI learning collaborative can require several
months to work out a solution for an identified
problem. Our approach with busy practices used
much shorter time frames to determine how best to
introduce practice tools and systems that had been
previously developed and tested. The focus was on
flexibility in implementing the tools and system
changes rather than developing those tools and
systems.39

Quality improvement initiatives also encounter
similar experiences with “voltage drop.” The re-
sponse to declining participation in quality im-
provement work initially was to declare that “what
gets measured gets done” and develop multiple
metrics to assess quality processes.40,41 Similar
goals can be accomplished in research settings with
audit and feedback.42 While some of our studies,
such as the Asthma Tools study, use specific prac-
tice audit and feedback, we also consider the case
reviews to be a form of assessing what is actually
being done in the practice followed by an interac-
tive discussion between the practices and the study
staff.

Few other specific strategies can be found in the
medical literature.26–33 The RE-AIM (Reach, Effi-
cacy, Adoption, Implementation, and Maintenance)
framework clearly denotes the importance of “main-
tenance,” which might be equated with continued
participation in our research projects.43 Suggestions
for supporting maintenance often include recom-
mendations for continuing to support and em-
power those doing the quality improvement pro-
cesses but without methods of operationalizing
those recommendations. Our strategies incorpo-
rated support and empowerment while focusing
heavily on implementing and sustaining the ele-
ments necessary to complete the studies.

The challenge of working with multiple IRBs
has been discussed frequently.8 However, little has
been published about IRB continuing reviews and
the need to identify a central team member to
oversee this work. With many IRBs required for
each study, the need for an organized system be-
comes obvious. While some practices assisted with
the IRB submissions, all were happy to have central
support. Although this may be considered usual
procedure for any PBRN study, it removes some of
the time demand from the site and allows greater
time for the core study activities.

Incentives and mini contests were used to
heighten awareness of the need for ongoing patient
enrollment into the studies and often as a simple
fun break from everyday practice routines. The
response rate to the incentives and mini contests
was high and usually resulted in a note or picture
when the incentive or prize was enjoyed by the
entire practice.1,10,44

To support the need for health professionals to
regularly complete continuing education require-
ments,45 we worked to provide continuing medical
education credit for attendance at the in-person
centralized training sessions through the American
Academy of Family Physicians. We most recently
added an opportunity for pediatricians to complete a
module required for maintenance of certification, and
we assisted family medicine residents in completing
their required academic activities during their final 2
years of training.46,47 Supporting continuing medi-
cal education and academic activities has been fa-
vorably received by residency directors, residents,
and practice physicians involved in our PBRN
studies, and we believe that this has contributed to
the willingness of the physicians to sustain their
involvement with the studies.
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Conclusion
PBRN, translational, and implementation research
requires unique methods to assure success, espe-
cially as the studies become more complex and of
longer duration. Each practice is a unique research
partner whose strengths should be highlighted and
enhanced. The practices are often inexperienced
partners who require special attention when iden-
tifying and overcoming barriers to consistently
completing all the requirements of the study and
doing so over a sustained time period, especially the
mid-study lag that we have labeled a “voltage drop.”
The strategies we have outlined here were successful
in sustaining a high level of practice involvement in
our studies, which is essential for high-quality proj-
ects producing valid results. We believe that PBRN
research will continue to be extremely valuable in
transforming medical practice, and the use of our
strategies can contribute to the overall success of
the PBRN concept.
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