EDITORIAL

mission is likely to reach beyond general practice — scien-
tists are increasingly aware of the need for community-based
longitudinal data to evaluate innovative developments such
as advances in genetics.

Research networks can change the culture of biomedical
science by shifting the focus of research from technology in
the hospital to patients and their diseases in the community.
Furthermore, networks can build general practice research
capacity. The Dutch university-based research networks are
a case in point, having made a substantial contribution to
academic primary care research capacity and output, and
the development of evidence-based general practice guide-
lines.’

General practice research networks can have substantial
impacts on research, and their structure and financing
require the attention of the scientific community. Ulti-
mately, though, their future depends on the quality of their
contribution to biomedical research.
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Should Australia develop primary care research networks?

ABSTRACT

Primary care research networks have emerged in other
countries over the past decade. Rigorous data to
determine the level of their achievement are lacking.

Research networks are a part of the current Australian
primary healthcare research capacity building program,
yet we have no systematic approach to their introduction.

Australian networks should build upon international
experience and should not duplicate the role of Divisions
of General Practice.

Each network should have clearly defined aims, strategies
and key indicators against which to evaluate performance.
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THERE IS GENERAL AGREEMENT that primary care needs a
strong research culture and evidence base if it is to deliver
cost-effective healthcare.!® Between 2001 and 2004, the
Commonwealth Government will spend $50 million on a
program of Primary Healthcare Research Evaluation and
Development (PHCRED). One component of PHCRED
funds university departments of general practice and rural
health to “ ‘build capacity’ in the area of primary health care
research””’ through research skill development, the develop-
ment of research networks and actual research.

Research networks developed as a tool to increase the
research capacity of primary care practitioners and to
promote evidence-based practice.’® But have these objec-
tives been met? In this article, I review the major achieve-
ments and challenges of research networks overseas and
discuss the role of research networks in Australia.

What are we building upon?

Australian academic general practice is only 25 years old.®
There are 11 departments of general practice, yet the ratio
of GPs in academic positions compared with specialist
physicians® and the research output of general practice’
remain low. The General Practice Evaluation Program
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1: The Wessex Research Network (WReN), UK

WReN was established in 1993 as a tripartite initiative between
the Department of Primary Medical Care, University of
Southampton, the Wessex Faculty of the Royal College of General
Practitioners, and the research and development directorate of
the former Wessex Regional Health Authority.

The research network comprises 483 practices, of which 287
have a least one WReN member; about 75% of these are
“research active” (attend a course, oversee a project, or are a part
of a WReN project).

WReN employs between 3.1 and 3.5 full-time-equivalent staff to
oversee the network.

Typical activities of WReN are database management, newsletter
production, =350 hours/year of individual consultation with GPs
and other healthcare professionals, administration of a bursary
scheme for practitioners to formulate research proposals,
organisation of training days, support to network projects, and
participation in collaborative research projects with other
organisations.

2: The Nijmegen Family Practice Academic Network

Established in 1971 and coordinated by the Department of Family
Medicine, University of Nijmegen.

Sponsored by the National Health Service and University Medical
Centre, Nijmegen.

All family physicians working in 10 practices (25 clinicians) meet
on a monthly basis.

The network members collect a standard set of patient-related
data for all routine clinical encounters.

Various large longitudinal studies have been conducted (eg,
early-childhood morbidity, asthma, non-insulin-dependent
diabetes mellitus) as well as intervention studies.

Eight of the 25 physicians have obtained an MD or PhD
qualification.

3: Examples of Australian general practice

research networks

The Australian Sentinel Practice Research Network (ASPREN;
<http://www.health.gov.au/pubhlth/cdi/ozflu/flucurr.htm>) is a
network of general practices that collect data on clinical
presentations of “influenza-like illness”. Between 35 and 70
practices take part in data collection each week.

Health Communication Network (HCN; <http://
www.australiandoctor.com.au/healthcomms.asp>) is an
Australian based e-health company that markets the prescribing
software package Medical Director. HCN has established a
national network of Australian GPs who provide de-identified
prescribing data to the HCN research division, and, in turn, the
GPs receive data that allow them to compare their practice with
their peers.

The University Family Practice Network (UFPN) in South
Australia'” comprises five family practices (26 GPs) owned by or
affiliated with the Department of General Practice, University of
Adelaide, and the South Australian Centre for Rural and Remote
Health. At each practice, one GP is funded for one day a week,
providing dedicated time to undertake research, and awarded an
academic title in the university. A full-time research fellow is
funded to coordinate research within the network.
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(1990) provided the first significant injection of funds into
primary care research in Australia. In 1992, this was
included in the General Practice Strategy, which had the
aims of introducing blended payments and establishing
Divisions of General Practice.!? Divisions were designed to
forge better links between GPs and other healthcare agen-
cies and facilitate alternative practice and payment mod-
els.!? Divisions have become stable organisational structures
that function well as associations for GPs, yet many struggle
to develop a clear role within the wider primary healthcare
system.!!

What can we learn from international experience?

Despite major differences in healthcare systems, the United
Kingdom influences the reform of general practice in Aus-
tralia: from the initial modelling of the Royal Australian
College of General Practitioners (RACGP) on the Royal
College of General Practitioners (RCGP)!° to the impact of
the Mant Report® on the current PHCRED program.
Primary care research networks (PCRNs) are a key compo-
nent of the research capacity building program in the UK;
however, developing research networks is not an end in
itself. The term “research network” describes various struc-
tures with varying goals and outputs.>!? The UK and the
Netherlands have a strong culture of research networks and
their experience can guide us.

UK Primary Care Research Networks

PCRNs emerged in 1991, at a time when there were no
geographical groupings or associations of GPs, when the
first Regional Research Fellowship of the RCGP facilitated
development of a research group that became NoReN, the
first UK PCRN.!'?> Concurrently, local research networks
were funded in Scotland by the Chief Scientist Office to
increase the quality, quantity and usefulness of health
services research.!* Further networks emerged in an inde-
pendent and opportunistic fashion. Many lacked specific,
measurable objectives. There was no uniform reporting
structure or concurrent evaluation.!? In 1996-97, 23
PCRNs were active in the UK, most located within aca-
demic departments of general practice, and receiving fund-
ing of £0 to £400 000 a year.!? There are now 40 members
of the UK Federation of Primary Care Research Networks,
all with formal links to an academic department (see Box 1
for an example).'®
UK PCRNs aim to promote high-quality research by
practitioners, high-quality collaborative projects, and
research awareness among practitioners.'? They have
brought together healthcare professionals interested in pri-
mary care research and have assisted them to gain training
and undertake research. Lack of baseline data makes it
difficult to know whether these activities represent large or
small gains, or to assess how much PCRNs have contributed
to increasing the quality, quantity and usefulness of primary
care research (the reason for their inception). It is timely
that a national review is planned, along with a national
framework for accredited research practices.'®
MJA
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The Dutch research networks

The Netherlands has a long history of research networks,
with groups such as the Nijmegen Family Practice Aca-
demic Network (Box 2), the Netherlands Network of Aca-
demic Family Practices, and the Registration Network of
Family Practices. These networks are more university-
centred, top-down organisations than UK PCRNs, under-
taking research headed by academic practitioners. It is
argued that this is evidence that the Dutch experience
represents the “full circle of changed research culture”, as
eight of the 25 physicians in the Nijmegen network have
achieved an MD or PhD qualification. The Nijmegen
network aims to compile long-term individual morbidity
and outcome-of-care data to increase the evidence base of
primary care, and to inform clinical research. Four practices
collect comprehensive data and 10 practices collect data for
specific conditions.!

Existing Australian research networks

The RACGP has a network of practices that undertake
research projects in conjunction with State-based research
units. These practices have been involved in large clinical
trials supported by RACGP research staff. Currently, GP
members of existing networks have primarily collected data
for research undertaken through the primary care setting.
This role is changing with the emergence of networks such
as the University Family Practice Network (UFPN). In
these networks, GPs are more involved in the development,
conduct and interpretation of research, in addition to their
data collection role (Box 3).!7

Should Australia develop more research networks?

Published studies of research networks generally conclude
that they are worthy of dedicated funding,"?> yet it has been
difficult to obtain clear and tangible evidence of outputs that
would not have been achieved without a formal network.
Australia has the opportunity to learn from the experience
of research networks in other countries, which have demon-
strated several important points.

Research networks should have explicit aims: Interna-
tional experience highlights the need to be explicit about
what we expect a research network to achieve. A network set
up to encourage evidence-based practice will have different
structures, goals, activities and outputs from a network set
up to foster individual GPs undertaking small-scale, prac-
tice-based research, or a network set up to undertake large-
scale interventional or longitudinal studies.

Australian research networks should state clearly how they
contribute to building an evidence base in primary care and
improving the health of the population, in addition to how
they meet the needs of their members.

Research networks bring interested people together: The
UK networks, like Divisions of General Practice in Aus-
tralia, brought together GPs who had been working in
relative isolation. Today groups of UK practices are
involved, to differing degrees, in research in primary care
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(eg, collaborative projects addressing a primary care prior-
ity) in addition to undertaking their own research, and
facilitating secondary/tertiary care research through primary
care (eg, large clinical trials that recruit patients from all
clinical settings).

Australian research networks should avoid duplication of
effort by building on the capacity of Divisions, which have a
functioning organisational structure and communication
strategy, know the interests of their members, and have
existing networks with other healthcare professionals and
organisations. Interested Divisions could appoint research
and development officers, who, in collaboration with an
academic department, could recruit and support specially
funded “research practices” in a similar way to the UK
PCRN.

Networks should have academic links: Network members
need easy access to suitably qualified researchers. Formal
links to an academic department of primary care will make
this possible, yet such links should be mutually beneficial.
Academic staff must remain active in research and publish
in peer-reviewed journals. Supporting network members is
time-consuming, and has placed pressure on many aca-
demic units in the UK.

Australian networks and academic departments should be
mindful of potential competing demands. Discussions of
expectations of level of practical support, investigator status,
authorship and fund allocation are essential. Clear state-
ments of what each partner brings to and receives from the
collaboration should be made.

Networks should complement other research capacity build-
ing initiatives: Experience from other countries demon-
strates the benefit of collaboration between research
networks, academic institutions and research bodies. Aus-
tralian research networks need to complement the work of
academic departments and the current national capacity
building program, which has an agreed set of national
priorities, a well established Primary Health Care Research
and Information Service <www.phcris.org.au> and research
funding available via the National Health and Medical
Research Council competitive grants process.

Research networks will also need to complement the
activities of the forthcoming Primary Health Care Research
Institute, the Divisions and the RACGP. Getting effective
collaboration between these players will be challenging, but
needs to be a priority if we are to build the research
receptiveness and capacity of primary care.

Research networks should be realistic about what they can
achieve: Australia has much less funding available than the
UK network program. We must be strategic in our approach
to network development, for instance by encouraging net-
works that aim to increase evidence-based practice. Setting
up a network that tries to achieve progress in many areas is
unlikely to succeed.

It is worthwhile considering the optimal size of a research
network: The Dutch experience shows that small groups of
practices with skilled GP researchers can achieve considera-
ble outputs, such as publications and higher degrees. The
smaller Netherlands-style network, embedded within a Divi-
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sion of General Practice and supported by an academic
department of primary care, is an attractive option for the
Australian setting.

Australia also needs a nationally coordinated research
practice network that is equipped to undertake large-scale,
practice-based research to answer questions of national
importance in primary care. This could be stand-alone,
linked to an organisation (such as the RACGP or
NHMRC), or could draw upon the divisional networks
suggested above.

Evaluation and monitoring are essential: The lack of an
evaluation strategy during the development of research
networks in the UK has resulted in considerable debate
about what the PCRNs have actually achieved.!®!® Any
network development in Australia should include, and be
funded for, a concurrent evaluation that clearly defines the
network’s objectives, strategies and activities.

Key performance indicators that measure critical proc-
esses and outcomes should be agreed upon from the
beginning. Indicators should include a mix of measures,
such as the number of practitioners and practices actively
contributing to research, the number of practices with
robust data collection systems in place, the number of
practitioners skilled in evidence-based medicine, the
amount of grant income from peer-reviewed competitive
funding rounds, the number of practitioners completing
research training, and the number of reports published in
peer-reviewed journals. The networks will need to imple-
ment change in response to the evaluation findings.

Conclusion

Australia needs a primary healthcare system with a thriving
research culture and evidence base. Research networks
could be an important tool for achieving this aim. Universi-
ties could take a nationally coordinated, systematic
approach to implement network models, building upon
international experience. During the next three years, we
could develop networks of research practices with practi-
tioners skilled in research methods, who, in time, would link
up to form a National Research Network to undertake large-
scale studies. Achieving this would result in a giant leap
towards embedding a research culture in primary care.
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