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Abstract

BACKGROUND AND OBJECTIVES—To gain a better understanding of the facilitators and 

barriers to creating a practice-based research network (PBRN) of safety net clinics, we conducted 

a qualitative study within our network of safety net health centers.

METHODS—Utilizing snowball sampling, we conducted interviews with 19 of our founding 

stakeholders and analyzed these interviews to draw out common themes.

RESULTS—The results showed four barriers to research in our network: lack of research 

generated from clinician questions, lack of appropriate funding, lack of clinician time, and lack of 

infrastructure. We discuss these results and suggest that inadequate funding for practice-based 

research, particularly in the health care safety net, is a unifying theme of these four barriers.

CONCLUSIONS—Our results suggest that the national funding strategy for research relevant to 

underserved populations and all of primary care must undergo a fundamental shift. We discuss the 

features of possible models to meet this need.

Recent discussions in the medical literature highlight the disparate priorities of biomedical 

research and those of primary care practice,1–3 especially primary care among the 

underserved.4–7 Epidemiologic concerns about population relevance,8,9 as well as the 

workload burden and the funding limits of safety net providers, yield significant theoretical 

barriers to research engagement. Over the past several decades, the practice-based research 

network (PBRN) model has flourished in primary care settings, providing community 

laboratories for conducting research and answering questions relevant and targeted to 

primary care.10–13 Ideally, the model centralizes and actively engages primary care 

providers and staff in the design, performance, and dissemination of research. It is uncertain, 
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however, whether this model successfully bridges the gap between the agendas of the 

biomedical research community and those of providers for the underserved.

The OCHIN Safety Net West PBRN, founded in 2006 and registered with the Agency for 

Healthcare Research and Quality (AHRQ) in 2007, is unique in many ways. First, our 

network consists entirely of safety net clinics; members are federally qualified health centers 

and other similar entities providing primary care to vulnerable populations. Second, we are 

based in a nonprofit community organization rather than an academic health center: we were 

founded at the OCHIN community health information network, a coalition of community 

health centers that joined to support the adoption and sharing of emerging technologies. 

Originally called the Oregon Community Health Information Network (later shortened to 

“OCHIN, Inc” as members from other states joined), OCHIN is a nonprofit 501(c)(3) that 

provides health information technology, data aggregation and exchange, quality 

improvement, and reporting services to its members. OCHIN’s network now includes more 

than 1,200,000 patients at more than 200 primary care clinics across 12 states.14 Table 1 

describes the mission and purpose of the OCHIN Safety Net West PBRN. Figure 1 shows 

the states in which current OCHIN members operate.

As with most PBRNs, participation in any of our research studies is optional for clinic and 

clinician members. We established processes to engage clinicians and staff in research, such 

as an early morning steering committee meeting, which is held monthly by conference call 

and open to clinicians and staff from all OCHIN member clinics. Prior to this meeting, our 

executive committee (which includes clinicians, researchers, and PBRN staff) meets to 

review and summarize proposals for our members and to oversee many of the administrative 

functions required to minimize the burden on community clinicians. We have also tested 

various models to determine how best to fairly compensate clinics and clinicians for their 

time.

Despite these measures, our long-term ability to achieve meaningful community-academic 

collaboration and publish research relevant to community primary care practices is still 

uncertain. To that end, we celebrated our fifth year by interviewing many of our PBRN’s 

founding members. These interviews were part of a reflective process that was intended to 

inform our PBRN’s future direction: to better understand original goals, identify gaps 

between the original vision and our current status, and solidify our research priorities and 

next steps. While also eliciting opinions about facilitators,15 we asked participants about 

perceived present and future barriers to conducting research relevant to primary care in the 

safety net. Here we present our thematic analyses of the most commonly reported barriers in 

hopes that these findings could distill information to (1) guide others who endeavor to build 

similar networks and (2) contribute to the national discourse regarding future challenges and 

next steps for improving PBRNs in research, so as to better serve poor and underserved 

patients.
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Methods

Participants

Initially, we identified founding and current key members of the organization and other 

institutional leaders who were instrumental in developing the OCHIN Safety Net West 

PBRN. We then used snowball sampling techniques—soliciting recommendations from 

each interviewee about other people to contact—to identify additional key informants to 

participate in individual, semi-structured, in-depth interviews.16,17 Participants included 

physicians from network clinics, clinician-researchers and researchers at Oregon Health & 

Science University and the Kaiser Permanente Northwest Center for Health Research, and 

leaders from OCHIN and regional health care-related organizations. Table 2 describes the 

participants and their role in the PBRN. An introductory email was sent to 15 individuals 

suggested by the PBRN steering committee and OCHIN leadership; 14 responded and 

agreed to participate in the in-person interviews. Five additional potential participants were 

identified, contacted, and agreed to participate. Data collection stopped at 19 key 

informants, when interview data continued to confirm the existing framework without 

yielding additional concepts (saturation).18

Interviews

Three team members with in-depth interviewing skills conducted interviews using a semi-

structured guide (available from corresponding author upon request). All interviews were 

conducted in English. The interview guide was informed by a review of the literature about 

practice-based research and PBRNs and developed by members of the interview and 

analysis teams. It included a series of 12 open-ended questions designed to elicit 

perspectives about (1) the founding of the OCHIN Safety Net West PBRN and what factors 

initially brought people together, (2) facilitators and barriers to developing and sustaining 

the OCHIN Safety Net West PBRN, and (3) assessment of current progress and future goals.

Interviewers asked questions in the same sequence and used inductive probing on key 

responses. Interviews were conducted in or near Portland, OR, from August 2011 to 

November 2011, at participants’ offices or at OCHIN. One interview was conducted by 

telephone. Prior to each interview, consent documents were reviewed, and subjects were 

given the option to decline to have the interview recorded (none declined). Interviews lasted 

35–60 minutes. Each interview was attended by two of the three team members, with one 

person primarily asking questions and the other taking detailed field notes. Interviews were 

recorded, and one of the interviewers listened to each of the recordings to supplement the 

field notes after the interviews took place, but they were not transcribed verbatim.

Data Analysis

Grounded hermeneutic editing methodology guided this qualitative data collection and 

analysis process.19–20 Our analysis team included a physician researcher with practice-based 

research expertise, a physician educator, a PhD nurse, and a PBRN community liaison, the 

latter two with qualitative research experience. The diversity of the analysis team allowed 

for multidisciplinary perspectives as well as the ability to detect assumptions or biases 

potentially affecting the analysis. After each team member independently read all field 
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notes, we discussed emergent themes using a standard iterative process to create an initial 

thematic codebook.21 We repeated our individual reviews, then met again to refine the 

codebook. We also conducted a series of three in-person immersion/crystallization cycles to 

allow time for additional themes to surface.22 This process allowed us to assess agreement 

and variability in coding and work toward consensus until definitive patterns emerged22 and 

saturation of themes was assured.18 Key quotations are included in the results section below. 

(Supplemental quotations are available from the corresponding author on request). The 

study protocol was reviewed and deemed to be exempt by the Oregon Health & Science 

University Institutional Review Board (eIRB# 00007643).

Results

From our diverse group of interviewees, we heard several common challenges to the 

development of a robust PBRN in the safety net, which were grouped into four major 

themes. The four themes that emerged from participant narratives included: lack of research 

projects generated from clinician ideas, lack of appropriate funding, lack of clinician time, 

and lack of infrastructure.

Lack of Research Generated From Clinician Questions

Several interviewees commented on the paucity of clinician involvement in our current 

research activities. Most often, comments focused on how we have not been able to 

capitalize on clinician-generated ideas and move them forward into funded projects, as most 

of our current projects have been initiated by full-time researchers. The lack of meaningful 

clinician involvement in leading projects was noted to be a significant deficit: “There is not 

as much clinician-initiated research as I thought there would be, meaning research projects 

that come directly from OCHIN clinicians’ ideas.”

These types of comments were often followed by a call for higher levels of clinician 

involvement in the research activities of the PBRN. For example: “It would be a huge 

morale booster to actually figure out a way to conduct a study based on an idea from a 

Safety Net West clinician.”

Interviewees did not note specific resistance to clinician ideas; rather, they cited the need for 

“time for clinicians to really drive Safety Net West” and a general “need to facilitate 

clinicians to direct and suggest the research. If they did that, they would be more willing to 

devote time to it, and would get more buy-in at their clinics.” Our interviewees did not cite a 

lack of research training as a problem in our network. The other three themes—lack of 

appropriate funding, lack of clinician time, and lack of infrastructure support—provide 

plausible explanations for why clinicians have not achieved the high level of involvement 

that our PBRN’s founding stakeholders had originally envisioned.

Lack of Appropriate Funding

Respondents spoke about a lack of appropriate and adequate funding for the types of 

projects (including clinician-generated projects, as described above) that PBRN clinicians 

desired. This theme included general comments regarding insufficient financial resources 

such as “lack of funding,” “no funding, no dedicated staff,” “need more funding,” and the 
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need for “increased [financial] support for clinicians to be involved with Safety Net West.” 

Participant comments focused on the pragmatic need for more funding as well as on the 

broader funding environment and its relevance to primary care research, especially in the 

safety net: “Traditional research models and funding sources don’t work well to do this kind 

of work,” and “Funders are looking for different outcomes than clinicians. NIH (the 

National Institutes of Health) doesn’t understand anything about primary care research.” 

Interviewees observed the “difficulty of getting grants to fit into a box at NIH. What is 

primary care research, after all? We’re not focused on a kidney, or a lung,” and cited the 

need to “work at the national policy level to create a funding environment that will support 

our research” and “advocate at a national level on why funding streams need to be 

different.” Concerns about adequate funding to do the work of the PBRN tied in closely with 

the next theme: lack of adequate time for clinicians to devote to research.

Lack of Clinician Time

Interviewees frequently identified lack of clinician time for engagement in the research 

process as a major challenge to achieving our intended vision. There were concerns about 

funding clinician efforts, illustrated by frequent comments such as, simply, “time and 

money” and “Clinician and staff time needs to be fundable.” There was also the recognition 

that safety net clinicians must juggle many competing demands for their time, and other 

priorities commonly rose above the PBRN. Interviewees remarked that it was “so hard to 

find the time” or “scheduling…you want to involve providers, but scheduling is very tough” 

or “Just remember that everyone had (and still has) a full-time job on top of their Safety Net 

West obligations!” Some participants did comment positively on clinicians’ ability to stay 

current with the PBRN’s projects through emails or attending occasional meetings by phone; 

however, a lack of time prohibited more in-depth involvement.

Lack of Infrastructure

Interviewees cited the lack of PBRN core infrastructure as a barrier to accomplishing and 

initiating early projects. Comments focused on two infrastructure-derived benefits. First, 

participants commented on the need for infrastructure to organize ideas and energy: (There 

were) “lots of ‘asks’ but no organized way to respond,” “There was a lot of excitement and 

will, but it was messy and undefined for awhile,” “no funding, no dedicated staff,” and 

“There was a lot of vision at Safety Net West but not the infrastructure needed to do 

research–we were over-balanced with ideas people.” These comments demonstrate the 

perceived need for a core infrastructure and at least a minimal level of organizational 

capacity. Second, participants remarked on the need for infrastructure and training to meet 

basic resource needs of PBRN members, particularly those without an extensive research 

background. They remarked that there was a “lack of know-how on IRB processes,” and that 

“administrative support at the PBRN was lacking.” Of note, some of the interviewees 

commented on how this area had improved the most significantly over the 5-year life of our 

network. Several interviewees believed that successful infrastructure development made 

possible through the American Reinvestment and Recovery Act had enhanced our capacity 

to do research, but the persistent lack of adequate and sustainable infrastructure support 

remained an oft-noted barrier to fully achieving our initial vision.
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Discussion

Findings from this study, which aimed to describe our first 5 years of experience 

establishing a safety net-based PBRN, revealed four significant challenges to achieving our 

original goals, sustaining our network, and conducting robust and relevant research in the 

primary care safety net. These themes, described above, confirm previous reports from 

PBRNs housed in academic settings.23–25 By confirming these findings among various 

stakeholders in a community-based network serving underserved populations, our study is 

unique.

The themes shared a common thread: funding. According to our interviewees, primary care 

clinicians who serve marginalized populations have difficulty finding adequate time to work 

alongside researchers to develop in-depth, relevant, and fundable research ideas. Competing 

for this time is their significant clinical responsibility to serve patients on the “front lines” of 

the health care system. Traditional research funding streams often do not adequately 

compensate for this time (both the clinician salary and the potential lost revenue to the 

clinic). Traditional funding also does not fund the support staff needed by clinicians to 

conduct research or fund core PBRN infrastructure and activities that could foster stronger 

researcher-clinician relationships. Clinicians in community clinics, even in academic roles, 

may not have as much institutionally protected time for research activities as clinicians at 

academic centers. As observed in an assessment of infrastructure requirements of PBRNs, 

research funding typically acknowledges infrastructure needs by indirect funding rates; such 

funds can support equipment, space, and staff.26 Awards frequently support co-investigators 

who are often junior and developing research skills. Funding of this type rarely flows from 

funders or through university partners to practice-based research networks at a level that 

would be considered minimally necessary to conduct research in another setting. Finally, the 

long interval between grant submission and project initiation and the uncertainty regarding 

funding is perceived by our clinicians as unresponsive to their need for answers to real-time 

clinical questions. The motivations for increasing clinician involvement in a PBRN are well 

documented,27–31 but it is uncertain if these motivations can overcome some of the barriers 

identified among safety net clinicians.

Some possible solutions to these challenges have been demonstrated recently. Programs in 

Canada and the United Kingdom have provided funding to groups of primary care teams for 

development of research skills and infrastructure; such programs have resulted in research 

productivity.24,32–34 Direct and substantial infrastructure support from a parent university in 

The Netherlands has been a successful example of longstanding PBRN funding.24 In the 

United States, the Agency for Healthcare Research and Quality (AHRQ) developed a PBRN 

Master Contract Program that funds focused research activities. While producing some 

projects, this program has been criticized for its low funding amounts, burdensome 

regulations, and inability to respond to PBRN member-led lines of inquiry.35 The NIH has 

invested in community engagement through Clinical and Translational Science Awards 

(CTSA). CTSA awards are mostly directed to academic centers that can recruit primary care 

sites for research; however, some institutions have directly funded PBRNs. Even these 

funding mechanisms have increasingly directed funding toward academic rather than 

community centers of research.36
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Despite these resources, networks in a variety of settings and nations still face the barrier of 

inadequate funding.24,31,35–38 An expansion of community funding mechanisms that 

provide the specific resources needed by clinicians caring for the underserved to partner 

with established researchers, clinic staff with research experience, unique administrative 

support, and faster grant cycles could greatly advance the health of the marginalized and 

underserved. As our interviewees point out, the long-term success of our PBRN may depend 

on new or different funding opportunities.

It has been more than 30 years since the “ecology” of medical care has been described, and 

more than 10 years since the same ecology was verified in the 21st century.8,9 These 

analyses illustrate that most health care services are still delivered and received in 

community settings, while most research is conducted in university-based, tertiary care 

settings. It has also been more than 20 years since the Institute of Medicine reported 

exceedingly long intervals between the issuance of research-based guidelines and the 

incorporation of these into community practice.39 Over the past several decades, these 

papers have implied that most research efforts focus on a small percentage of the population. 

Funders and large universities must direct increasing funds to practice-based partners; if we 

are to close the research-to-practice gap, it should not take another decade before our 

funding priorities adjust to our population realities.

Limitations

Our study has several limitations. First, we conducted interviews with key informants 

associated with a single PBRN with unique characteristics; thus, themes identified through 

these voices may not be generalizable to other settings. Rather, it was intended to provide a 

rich understanding of the vision, progress, and future direction of a unique, community-

based PBRN of safety net clinics. A next step in this line of inquiry would be to develop a 

survey based on these findings that could be completed by PBRN members in other 

networks and settings. These themes could also be qualitatively evaluated further to elicit 

additional information and perspectives about these perceived problems and possible 

solutions. Second, there is the possibility that individual interviewers impacted the 

participant’s response based on their own inherent biases or because they were 

representatives of the PBRN or an academic health center. Third, while we used a snowball 

sampling technique to supplement our initial list of potential subjects, we may have missed 

some individuals who could have contributed additional information. Finally, while we used 

an iterative process to interpret the results, there was homogeneity in the perspectives of this 

highly educated group of clinicians and researchers, which may be an additional source of 

bias.

Conclusions

On the fifth anniversary of our PBRN, we interviewed founding stakeholders to elicit their 

perceptions of barriers between the PBRN’s founding goals and its achievements to date. 

The barriers our interviewees discussed—lack of clinician-generated and clinician-led 

research projects, lack of appropriate funding, lack of clinician time, and lack of 

infrastructure—share a common financial thread. For these barriers to be overcome our 
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national health research priorities will need to be reorganized into funding mechanisms that 

recognize how care is delivered to its most needy citizens.
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Figure 1. 
Current States in Which OCHIN Members Operate
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Table 1

Mission and Purpose of OCHIN Safety Net West PBRN

Mission

• The mission of OCHIN Safety Net West is to improve the health of underserved populations, enhance their quality of care, and 
inform health policy through research.

Purpose

• To create a collaborative research infrastructure that supports health research with underserved populations

• To maximize participation of safety net health systems in research

• To expand the availability and accessibility of health data sets for research with underserved populations

• To facilitate the use of the unique ambulatory care data on safety net populations contained in the OCHIN electronic health records 
to influence health policy that improves care and health outcomes for patients with health disparities and supports the work of 
clinics providing that care

• To encourage collaborative research partnerships among research, practice, and community-based organizations and the 
communities they serve

• To create a PBRN of Federally Qualified Health Centers and related organizations that focuses on the population-based needs of 
communities served, reduction of health disparities, translation of evidence-based intervention into community practice, and 
evaluation of health services and interventions

PBRN—practice-based research network
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Table 2

Characteristics of OCHIN Safety Net West PBRN Study Sample*

Position at Time of OCHIN Safety
Net West’s Founding in 2006

Role in Relation to the OCHIN
Safety Net West PBRN

Years Actively Involved in OCHIN
Safety Net West PBRN

Clinic leadership, medical director Founder 3

Clinic leadership, medical director Current SC member 5

Clinic leadership, medical director Founder, current SC member 6

Clinic leadership Founder, supporter 2

Institutional leadership Founder, supporter 2

Institutional leadership Early supporter 1

Institutional leadership Founder 2

Institutional leadership Founder 3

Institutional leadership Founder, current SC member 6

Institutional leadership Supporter 3

Institutional leadership Early supporter 2

Physician Current SC member 5

Physician Current SC member 3

Physician Current SC member 1

Physician, researcher Current SC member 3

Physician, researcher Early supporter 1

Researcher Current SC member 5

Research staff Founder, current SC member 6

Research staff Supporter 4

*
n=19

PBRN—practice-based research network
SC—Steering Committee

Founder: a person who was part of the initial organizing group. Not all founders were currently engaged with the network at the time of the 
interview.

Supporter: a person who provided funding, expertise, or other support for the nascent PBRN.
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