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ABSTRACT

Introduction Practice-based research networks
(PBRNs) are sustained collaborations between healthcare
professionals, researchers and members of the community
that develop, conduct and report on research relevant to
local needs. While PBRNs have traditionally been focused
towards primary care practices and their patients, there
has been increasing interest in how they may help
facilitate healthcare integration. Yet, little is known on
the ways in which PBRNs can best integrate with the
broader healthcare system, in particular Advanced Health
Research and Translation Centres. The overall project aim
is to build a sustainable collaboration between a PBRN
and an Advanced Health Research and Translation Centre
to generate a research platform suitable for planning,
undertaking and translating research to improve care
across the healthcare continuum.

Methods and analysis We will use a developmental
evaluation design. Our iterative approach will be informed
by a programme logic model and consists of: preparation
work (pre-implementation assessment, literature review,
community and stakeholder engagement), adaptation
and building for a sustainable collaboration (strategy for
recruitment and sustainment of members) and planning
for network action (designing and implementing priority
initiatives, monitoring and follow-up).

Ethics and dissemination This project was approved
by the Monash Health ethics committee (ERM Reference
Number: 76281; Monash Health Ref: RES-21-0000-
392L) and the Monash University Human Research ethics
committee (Reference Number: 29786). Dissemination
will take place via various channels, including relevant
national and international committees and conferences,
peer-reviewed journals and social media. Continuous
dissemination to and communication with all participants
in this project as well as other relevant stakeholders will
help strengthen and sustain the network.

BACKGROUND

Practice and research often operate within
separate  silos.  Practice-based research
networks (PBRNs) have been seen as one
approach to break down the barriers between
these two worlds."™ PBRNs are sustained
collaborations  between  primary care
professionals, researchers, members of the
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STRENGTHS AND LIMITATIONS OF THIS STUDY

= A strength of this study is that we are engaging with
end-users and policymakers through the project,
from conceptualisation to uptake.

= The research team will ensure that clinicians are
involved in the whole process by building on their
many years of experience in engaging general prac-
titioners in the region.

= A limitation of this project is that this is a case study
in one context.

community and policymakers that develop,
conduct and report on research relevant to
local healthcare needs.* > They have shown
to act as vehicles for conducting primary care
research in a range of Western nations." °

PBRNs have the potential to act as research
laboratories for generating research-based
solutions to questions that matter to local
primary care professionals and to facilitate
healthcare improvement.”® They have been
seen as critical to the process of speeding up
the translation of research into practice and
play a central role in optimising the quality of
care in the local setting.*? They can reinforce
the formation of new partnerships linking
the needs of local communities, healthcare
professionals, academics, funding agencies
and policymakers.9

While PBRNs have traditionally been
focused around the needs of primary care
providers and their patients, there has been
increasing interest in their potential to
contribute to broader healthcare integration.
In the context of primary care, integrated
care represents a network of multiple profes-
sionals and organisations across the health
and social care system providing accessible,
comprehensive and coordinated services to
a population in a community."” Such inte-
gration has been encouraged as a means to
improve access, quality and continuity of
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services in a more efficient way, especially for individuals
with complex needs.'"™"*

The concept of integrated care has become a focus
of Australia’s National Health and Medical Research
Council’s Advanced Health Research and Translation
Centre (AHRTC) initiative.'® AHRTGs, very similar to
Academic Health Science Centres in other nations are
designed to improve the health and well-being of patients
and communities through strengthening collabora-
tion between health services and research institutions,
building research and research translation capacity and
promoting health service leadership focused on prior-
ities relevant to both health services and surrounding
populations.

There has been increasing interest in the potential for
PBRNSs to represent a point of reference for research and
collaboration between teaching hospitals, universities,
community-based services and primary care practices.
Monash Partners, located in Eastern and South East
Melbourne in Australia aims to facilitate such connec-
tions between researchers, clinicians and the community
to innovate for better health and well-being.

While many PBRNs have been established in Australia'®
and overseas, little is known about the ways in which
PBRNs can best integrate with the broader healthcare
system, in particular AHRTC.

This project arose from a collaboration between
Monash Partners and the Department of General Prac-
tice at Monash University, and its associated PBRN, the
Monash practice-based Research Network (MonReN).
The overall project aim is to build a sustainable collab-
oration between a PBRN (MonReN) and an AHRTC
(Monash Partners) to generate a research platform suit-
able for planning, undertaking and translating research
to improve care across the healthcare continuum.

Objectives

Over the course of 18 months we will:

1. Map the current environment within the Monash
Partners region.

2. Identify and engage key stakeholders.

. Learn from international best practice.

4. Tailor the current governance strategy for a contempo-
rary, translational environment.

5. Design research projects that capitalise on the benefits
of a PBRN-AHRTC collaboration.

Qo

METHODS AND ANALYSIS

Design

We will use a developmental evaluation design'”'® while
building the foundations for a sustainable PBRN-AHRTC
collaboration.

The developmental evaluation design is an iterative
approach in which researchers gather data about the
factors affecting a programme’s functioning within a
complex environment. When an intervention takes
place under complex conditions, numerous factors

interact and influence each other, making it impossible
to predict what will happen as the intervention moves
forward.'” ' The approach recognises the importance of
adapting programmes to the circumstances of complex
social environments.'"! Tt is especially useful when
adapting a programme to emerging conditions, modi-
fying approaches for use in new contexts, developing
scalable innovations and generating feedback about an
innovation as it moves forward."’ *

Setting

The project takes place in the catchment area of Monash
Partners, one of Australia’s 10 accredited AHRTC, which
is in the South East and Eastern regions of Melbourne in
the state of Victoria. Monash Partners represent four state
funded health services (Alfred Health, Monash Health,
Peninsula Health and Eastern Health), two private hospi-
tals (Cabrini Health and Epworth HealthCare) three
medical research institutes (the Burnet Institute, Hudson
Institute, Baker Heart and Diabetes Institute), Monash
University and two associate partners (La Trobe Univer-
sity and Latrobe Regional Hospital).

The Monash Partners catchment area includes about
3.2million Australians. It is a diverse and rapidly growing
population. The ethnic and cultural diversity includes
49% of community members born overseas and 57%
with both parents born overseas. About 3% of the popu-
lation being Indigenous. Over 100 languages are spoken,
58% of community members speak only English at home
and there are more children, less professionals and
lower income in the Monash Partners catchment area
in comparison to national averages. The catchment area
also hosts the highest density of refugees nationally.

An iterative approach with multiple phases

Our iterative approach consists of three phases (see
box 1) and is informed by a programme logic model
(see figure 1). Our preliminary logic model is based
on previous PBRN literature' * and represents the

Box 1 Overview of the three phases of the project

Phase 1: Preparation work

1.1 Pre-implementation assessment.

1.2 Literature review.

1.3 Community and stakeholder engagement.
1.3.1 Identifying and engaging key stakeholders.
1.3.2 Defining governance structure.
1.3.3 Assessing stakeholders’ needs.
1.3.4 Collaborative priority setting.

Phase 2: Adaptation and building for a sustainable
practice-based research network (PBRN)-Advanced Health
Research and Translation Gentre (AHRTC) collaboration

2.1 Strategy for recruitment and sustainment of members.

Phase 3: Planning for PBRN-AHRTC action
3.1 Designing and implementing priority initiatives.
3.2 Monitoring and follow-up.
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INPUT

GPs interested in
research

An Advanced Health
Research and Translation
Centre interested in
collaboration with
Primary Care

External funding sources

Research staff availability

Assumptions:

Clinicians have

* the time to participate

« the interest in
participating

ACTIVITIES

PBRN management

Recruit PBRN lead + staff

Develop operating procedures
(incl ethics) + strategic plan

Develop communication
channel

PHASE 1:
* Pre-implementation
assessment
* Literature review
« Community and
stakeholder engagement

PHASE2:
Strategy for recruitment and
sustainment of members

PHASE 3:
¢ Designing and
implementing priority
initiatives
* Monitoring and follow up

OUTPUTS

PBRN management
Leadership + staff appointed

Operating procedures + strategic
planin place

Communication channel (e.g.
website, newsletter) set up

PBRN infrastructure
Knowledge generation
Governance structure established

Initial research projects and
other PBRN initiatives

PBRN register and data strategy

Engagement strategy for
affiliated and new stakeholders

EARLY OUTCOMES

Investigator led,
collaborative
research projects

Clinician led research
projects

Research funding
applications

Functioning PBRN with
appropriate staffing

Adequate funding and
resources

Stakeholder engagement

Up-to-date PBRN register

PBRN data repository and
procedures

Staff and stakeholder

LATE OUTCOMES

Improved

* population health
+ patient experience
cost-efficiency
work life of
providers

Designing, undertaking
and reporting on
research to improve
care within the whole
healthcare system

A sustained integrated
PBRN is reached

Integrated PBRN
model is perceived/
experienced positively
by patients and
members
Other health
organisations
interested in the
success of this PBRN
Increased regional
research capacity
Use of PBRN research
by PBRN clinicians

Investigators have
« funded grants
* commitment to the PBRN

research training /
capacity building Integrated PBRN

model used elsewhere

Figure 1 The preliminary logic model for the project. PBRN, practice-based research network; GP, general practitioner.

mechanisms and potential consequences of the activities
within each phase of our proj(ect.24_26 Throughout the
project, our logic model will be continuously refined. The
project started at the end of January 2021 and is expected
to end by July 2022.

Phase 1: preparation work

1.1 Pre-implementation assessment

We will assess key contextual and organisational features
likely to influence sustainability and impact of the
PBRN-AHRTC collaboration. In consultation with key
stakeholders, we will map the current environment,
as recommended by previous research,?’%’ including
community practice capacity and potential, Monash Part-
ners’ capacity and data availability.

MonReN has been engaging with community general
practices for almost a decade. We will map past and current
involvement of practices in teaching and research and
willingness to engage in a PBRN in the future (including
what the participants would want from a PBRN).

Monash Partners has access to key opportunities for
research capacity building for researchers and clinicians
in the region. We will scope the potential for community
primary care clinicians and researchers to benefit from
these opportunities.

We will avoid duplication of effort by building on
the capacity of Monash Partners, the Primary Health
Networks and existing links between the Department
of General Practice and Monash Partners. We will map
key data sources available in our region and nation-
ally, such as data held by data providers, the Austra-
lian Government Pharmaceutical Benefits Scheme,

hospital admission databases, emergency department
utilisation and Medical Benefit Schedule. This will also
incorporate mapping and documentation of potential
data platforms including assessment of capability and
primary care interest.

1.2 Literature review

Phase 1 will be complemented by a scoping review of the
literature to identify best practices regarding PBRNs. The
review will seek to understand how to develop a PBRN,
how to sustain it and how to evaluate PBRN performance.
Besides this broad approach, we are also more specifically
interested in how primary care PBRNs have ensured inte-
gration with the broader healthcare system.

This scoping review will be conducted in accordance
with the framework presented by Arksey and O’Malley,
as updated by Levac et al®* and will comply with the
Preferred Reporting Items for Systematic Reviews and
Meta-Analyses-Extension for Scoping Reviews checklist.”

Search strategy

The following databases will be searched for relevant liter-
ature: Ovid MEDLINE, Embase, CINAHL and Scopus. We
will include studies concerning primary care Practice-Based
Research Networks and collaborations with the broader
healthcare system. We define ‘primary care’ as settings
related to healthcare service delivery to individuals within the
community.”* The search terms will include ‘Practice-based
Research Network®’, ‘PBRN*’, ‘practice-based research’,
‘practice research network*’ and ‘integrated care’ (See
online supplemental appendix 1).
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Study selection

This scoping review will consider for inclusion papers
published after 2000 that have quantitative, qualitative
and mixed-methods study designs, as well as commen-
taries and editorials. Studies solely situated in the hospital
setting/secondary care will be excluded. Reviews will not
be eligible but we will screen reference lists for eligible
studies that were not identified by our search strategy.
Grey literature will purposely be excluded to optimise the
veracity of the findings.

We will use an iterative approach to select studies for
inclusion. All identified records will be collated and
uploaded into Covidence (Veritas Health Innovation,
Melbourne, Australia). Following a pilot test, titles
and abstracts will be screened independently by two
reviewers for assessment against the inclusion criteria.
The researchers will meet several times during the selec-
tion process to create a shared understanding of the
inclusion criteria and to discuss any challenges. The
full text of selected citations will be assessed in detail by
two independent reviewers. Any disagreements that will
arise between the reviewers at each stage of the selection
process will be resolved through discussion or with a
third reviewer.

Charting the data

Once all included studies are identified, a data extraction
tool will be created and pilot tested. The data extraction
will be done by multiple researchers and frequent discus-
sions will help to get a shared understanding of the data.
The findings of this review will help inform the next steps
in our project.

1.3 Community and stakeholder engagement

1.3.1 Identifying and engaging key stakeholders

We will develop, in consultation with our partners a skills
matrix of all relevant areas of expertise and stakeholder
roles, including General Practitioners (GPs), GP practice
managers/owners, GP practice nurses, Monash Partners
representatives, hospital clinician researchers, health
service-based research representatives, Primary Health
Networks representatives, public health researchers,
professional GP organisation representative, policy-
makers (community health services or state government),
representatives of local, state or federal government and
patient representatives.

This matrix will lead to an initial list of potential stake-
holders, who will be recruited using the snowballing
recruitment method,” starting with the members of the
investigators team approaching key contacts who may be
interested in collaborating. Engaged stakeholders will
be asked to suggest other relevant candidates. Initial
contact will take place via phone or email to assess
interest and consent will be requested for the project
manager to send a follow-up email including an invi-
tation, a participant information letter and Informed
Consent Form.

Patient and public involvement

Community members will be involved at all levels of the
project, including the governance. We have allocated
funds for engaging community members in line with
the principles of equity, trust and transparency. Monash
Partners has extensive experiences in public and patient
involvement. We can build on their expertise and have
a patient representative collaborating on this project.
Throughout this project we strive for a participatory level
of community engagement.‘% This includes strong bidi-
rectional relationships, equally shared decision-making
and strong emphasis on partnership building.

1.3.2 Defining governance structure

The eight investigators (including academic GPs, public
health and primary care researchers and implementation
scientists) will monitor the project’s progress and make
strategic decisions together with a stakeholder advisory
committee (comprising general practitioners, commu-
nity members, policymakers, a public health researcher
familiar with primary care, a leader from another
PBRN and a representative from Monash Partners and
MonReN). The stakeholder advisory committee will also
help facilitate the translation of project findings into
policy and practice.

1.3.3 Assessing stakeholders’ needs

We want to gain an insight into key stakeholders’ needs
and relevant contextual factors in order to make the inte-
grated PBRN as suitable as possible to the local context
and enhance a bottom-up developmental process.

Data collection

Semi-structured interviews will be conducted with key
stakeholders as identified in 1.3.1 and this qualitative
research will be informed by the COREQ (Consolidated
criteria for Reporting Qualitative research) checklist.””
The interview guide was developed by the research team
and a pilot interview will help to refine the interview
questions. The guide contains the following main topics:
participants’ personal experiences with practice-based
research and data-led healthcare improvements, partic-
ipants’ perspectives on potential partnerships between
healthcare professionals, academics and data providers
and stakeholders’ needs about a research network on inte-
grated care. Several versions of the interview guide were
created to adjust the questions based on the background
and expertise of the interviewees: Participants working in
GP practices, other healthcare staff, community members
and academics. All interview guides are included in
online supplemental appendix 2. Interviews will be audio-
recorded, transcribed and de-identified through the use
of ID numbers or pseudonyms for people and places.

Data analysis

Data analysis will be iterative and based on the principles
of thematic analysis.38 After an inductive coding process,
recurring themes will be identified. NVivo software V.20
will be used to facilitate the coding process. Based on
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sample size recommendations for qualitative research,”
an initial sample of 15 participants will be recruited. This
initial data set will be assessed for thematic saturation. If
no new themes emerge, data saturation is deemed to be
reached and no additional individuals will be recruited. If
saturation is not achieved, a further two interviews will be
conducted until data saturation is reached.

The key findings of the interviews will be summarised
and reviewed by the investigator team in order to provide
a deeper understanding, identify priority gaps and offer
perspectives on how the contextual factors might influ-
ence the design of our integrated PBRN. The key find-
ings will also be used to discuss during the collaborative
decision-making process around priorities.

1.3.4 Collaborative priority-setting

We want to involve as many local stakeholders as possible
in the decision-making process around priorities for the
integrated PBRN. These priorities could be research
related (eg, stakeholders’ interest in research in the area
of infectious diseases) or non-research related (eg, profes-
sional development opportunities within the network).

Pre-reading

One week before the actual group discussion, participants
will receive a summary of key findings from our scoping
review and interviews. This information will be discussed
at the start of the group meeting.

Group discussion

The decision-making process will take place during a

group discussion, based on the principles of the nominal

group technique.*” The process will involve four stages:
silent idea generation, small group discussions, big group
discussion and prioritiszltion.41

Each participant will independently record their
responses to the following questions before sharing them
with a small group:

1. What kind of collaboration do you foresee between
general practices, other healthcare professionals, re-
searchers and data networks?

2. Which research priorities do you suggest for such a col-
laboration?

3. Which non-research-related aspects are important
in order to make this collaboration as successful as
possible?

All ideas will be recorded by a facilitator who will then
lead a group discussion where each idea is discussed,
grouped and clarified. Afterwards, individuals can vote
privately to indicate their priorities and results are anon-
ymously fed back to the group.”™* A detailed guide has
been developed to structure the group discussion (see
online supplemental appendix 3).

Itis anticipated that 30—40 individuals participate in the
group discussion and it will be approximately 2hours in
duration. Itis our intention to have a face-to-face meeting
at an accessible location in the South East region of
Melbourne, if allowed by the governmental public health

regulations at that time. We will also have an online alter-
native, if a face-to-face meeting is not allowed. In that case,
we will use a virtual platform that has ‘break out rooms’ to
have one-on-one or small group discussions and has the
possibility for individual voting.

Evaluation
Consensus will be reached if 80% of all participants agree
on the prioritisation of both research and non-research-
related aspects. Pertinent aspects of the discussion will
be recorded by note takers and all items on which agree-
ment was reached will be summarised in a consensus
document. A short evaluation form will be distributed at
the end of the group discussion (see online supplemental
appendix 4). The data will be used to give some context
to the findings of the group discussion and be used to
improve future group discussions.

The prioritisation of both research topics and non-
research-related aspects for the PBRN-AHRTC collabora-
tion will be used to inform the next stage of the project.

Phase 2: adaptation and building for a sustainable PBRN-
AHRTC collaboration
2.1 Strategy for recruitment and sustainment of members
Using the outputs from Phase 1, we will tailor the PBRN-
AHRTC collaboration to meet the needs of the region. We
will engage with general practices, community members
and members of the AHRTC to build a structured
approach to membership. Additionally, marketing strat-
egies and communication channels will be developed to
maintain communication with and among all members.
The strengths of clinicians and academics will be show-
cased in up to four networking and education events.
The events will be open to those interested in joining.
It will highlight care and research across the healthcare
continuum. It is also anticipated that Monash Partners
will have research capacity building opportunities that
clinicians and researchers will be able to participate in
and could incorporate formal activities for which GPs can
claim Continuing Professional Development points.

Phase 3: planning for PBRN-AHRTC action

3.1 Designing and implementing priority initiatives

The last part of the 18 months will be used to design and
implement priority initiatives.

The two highest research priorities, as identified in
the group discussion, will be co-designed with commu-
nity members and implemented in the local region. This
will allow the integrated PBRN to pragmatically imple-
ment the process for moving from an identified research
priority to actual research in practice. Within the first 12
months we will plan the projects with a view to carrying
them out in the following year. Funding opportunities
will be sought as certain priority initiatives might require
extra funding for implementation and scale up.

Besides the non-research-related priorities that will be
identified during the group discussion, the integrated
PBRN also aims to target two non-research-related
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priorities, such as organising networking and educational
events.

3.2 Monitoring and follow-up

The set-up process will be evaluated after the firstyear. The
findings from the literature review will help us develop
suitable key indicators to assess, monitor and follow-up on
performance of the PBRN-AHRTC collaboration. Perfor-
mance indicators might relate to the number of practices
engaged, attendance at the events, ability to communi-
cate with members, development of the practice database
system and ability to develop priority initiatives.

DISCUSSION

The outcomes of all the iterative phases in this develop-
mental approach will be used to inform our strategy for
building a sustainable collaboration between a primary
care PBRN and an AHRTC in our local context. The
developmental evaluation design will help us to adapt
our strategies and activities to the circumstances of the
complex social environment in our region.

This project aims to achieve a research platform for
designing, undertaking and reporting on research
to improve care within the whole healthcare system.
Expected outputs, early outcomes and late outcomes are
outlined in our preliminary logic model (see figure 1).

Potential impact

For community general practice, this collaboration
provides a mechanism for undertaking research that
answers questions of relevance to them and their patients
plus a better connection to the broader healthcare
system. For Monash Partners, this collaboration will offer
key insights into the critical connection between primary
and secondary care, improve mutual understanding and
showcase national leadership in this emerging area of
PBRN practice. Ultimately, it is hoped that this collabora-
tion will improve population health, patient experiences,
cost-efficiency, the work of healthcare providers and
better integrated care.

The value of this platform is the long-term relationships
between the Department of General Practice, commu-
nity general practice, Monash Partners and the broader
Monash Partners’ network. This is a two-way relationship
that aims to be responsive to the needs of our region.
Little has been published on the ways in which primary
care PBRNs can best integrate with the broader health-
care system, in particular AHRTC. This project will show-
case the collaboration between general practices and an
AHRTC as an exemplar PBRN-AHRTC collaboration. It
will be of interest to other PBRNs and AHRTCs as well
as broader health organisations around Australia and
internationally.

Ethics and dissemination
This project was approved by the Monash Health ethics
committee (ERM Reference Number: 76281; Monash

Health Ref: RES-21-0000-392L) and the Monash Univer-
sity Human Research Ethics Committee (Reference
Number: 29786).

At the end of the project, all participants will receive a
two-page summary of the research that they were involved
in. Any feedback from participants will be taken into
consideration prior to publication of the data. We will
also disseminate the findings via presentations at relevant
local, national and international committees and confer-
ences, peerreviewed journals, through social media and
various communication channels of Monash Partners
and the Department of General Practice, Monash Univer-
sity. This partnership approach will also enable broader
dissemination through the networks of these partners
(across university, health and policy).

Dissemination within the newly established PBRN-
AHRTC collaboration will be crucial for sustaining the
relationship. Given that PBRNs ideally foster longitu-
dinal relationships and promote ongoing collaborations
between researchers, healthcare providers and other
community members, continued efforts will be required
to sustain this collaboration.*” Continuous dissemination
and communication of research projects as well as other
non-research-related activities will help strengthen and
sustain the connection between all stakeholders.
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