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Research into Practice/Practice into Research

I would like to continue the discussion of practice-based
research networks (PBRNs). I will provide more detail on
what I mean by PBRNs and describe some of the features
of existing networks. I will argue that research networks
could be a valuable tool for family therapists. But, I also
point out that the establishment of the mechanisms and
culture necessary for PBRNs to function effectively takes
considerable commitment from clinicians and their profes-
sional organisations. I will also remount my hobbyhorse and
give a more specific account of my thoughts about the use
of the internet to provide the necessary infrastructure for
these networks.

PBRNs evolved originally in the field of medicine, with
networks being developed in the field of general practice
medicine (‘family practice’ in the US), over the last fifteen
to 20 years. The impetus for the growth of this research
model has largely been a range of criticisms of medical
research which focuses on specialist tertiary care issues
(Alexander & Clancy, 1994; Nutting & Green, 1994). In
particular it has been pointed out that the overwhelming
majority of people never receive a specialist tertiary inter-
vention, yet most medical research emphasises tertiary level
pathology and intervention. In any one month 25% of
people have no illness, 50% have an illness but seek no
treatment, 24% have an illness and seek usual care, and
only 1% will see a specialist or receive tertiary level care
(Nutting, 1996). So most research is generally of little rele-
vance to general practitioners because it focuses on
pathology and intervention, which does not reflect the
reality of general practice patients or how they will be
treated (Alexander & Clancy, 1994; Nutting, 1996;
Nutting & Green, 1994).

The model emphasises studying health behaviour in the
situations where it most often occurs. The premise is that
the experience and knowledge of practising clinicians are
powerful tools for identifying and framing research ques-
tions. The linkage between grass roots knowledge and
research methodologies will allow the generation of infor-
mation that is more immediately able to be used in
everyday practice. One aim of PBRNs is to create short
feedback loops between clinician-generated questions,
research into these questions, and changes in practice
(Alexander & Clancy, 1994).

Existing PBRNs focus on health events that reflect the
usual selection of primary care populations and the research
occurs where people seek care. The PBRNs provide access
to information on the experience and care provided by clin-
icians, and focus on utilising multi-method research designs
rather than allowing the method to determine the ques-
tions. Further, they involve clinicians in determining the
research priorities and interpreting the results and tend to
be multidisciplinary in research methods and personnel.
PBRNs have been designed to encourage clinicians to
develop research into issues that are of interest to them.
They emphasise the need for reflective and critical clinical
practice, and the network is a vehicle for stimulating, sup-
porting and coordinating this effort. The network is seen as
providing a pathway for people and ideas to come together,
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as well as a mechanism for coordinating the diverse range
of activities that occur in any research project. PBRNs have
been described as most suited for health service research
focusing on the effects of ‘real world’ interventions on ‘real
world’ clients and so evaluating the evidence for practice
and the evidence base for health policy. They are also seen
as important in promoting a culture of open enquiry
amongst clinicians (Alexander & Clancy, 1994).

Although some PBRNs are well established in general
practice in the US, the UK and Europe, this model of



research is more the exception than the rule. This seems to
be because of significant difficulties with establishing
research networks as well as problems in finding appropri-
ate formulas for funding the projects. Organisation is
perhaps the most fundamental issue for the success of a
network approach (Green, Hames & Nutting, 1994).
PBRNs can be identified as reflecting one of three types of
organisational style with somewhat different priorities.
Firstly, top-down networks are usually led by professional
researchers with an emphasis on the generation of high
quality research. Bottom-up networks are developed and
led by practitioners in the field and the emphasis is on
generating research of relevance to clinical practice. Finally,
whole-system networks are generated by different enthusi-
asts in different parts of the health care system and
emphasise the use of multidisciplinary approaches to creat-
ing cultural change. In reality a PBRN will have a mix of all
of these types, but any research is likely to have a dominant
style or agenda which will determine the priorities and
focus of the group. Thus PBRNs need a high degree of
organisational coherence to enable the competing agendas
of the various members to be managed. Essentially any
PBRN needs very clear statements about the membership
and purpose of the group, as well as clearly identified lines
of authority and accountability (Thomas, Griffiths, Kai &
O’Dwyer, 2001).

Very early on in the development of a PBRN, partici-
pants must have a clear understanding of the governance of
the network and the ways in which stated objectives can be
reached. So, a PBRN needs the same level of coherent struc-
ture as any organisation, but the membership will be from
multiple existing organisations and professions. Therefore the
group culture and agreed-on processes and structure will take
time to mature before any research can be developed. For
busy clinicians, this degree of preparation is likely to be
either alienating or disempowering, since it is an activity
more familiar to professional researchers, bureaucrats, or aca-
demics. As a result, existing PBRNs seem mainly to have
been established by academic researchers recruiting clinicians

mix of the group. So, in the initial stages, most PBRNs
undertake small projects with achievable goals such as
descriptive studies. As the network gains in experience, it
can undertake more involved methodologies to answer
more complex questions (van Weel et al., 2000). PBRNs
have been characterised as ‘one of the most fertile areas of
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�...in the initial stages, most
PBRNs undertake small projects

with achievable goals...�

�Clinicians must be directly
involved in developing the study

questions, defining what is 
meaningful to research�

into collaborations to look at ‘real world’ issues, or by profes-
sional associations identifying and promoting research as an
important part of clinical practice. Generally PBRNs seem to
be coordinated within University settings (van Weel, Smith
& Beasley, 2000).

The success of a PBRN also requires that research be
undertaken in a way that is appropriate to the stage and

medical research’ (Nutting & Green, 1994: 335), and they
allow for a satisfying synergy between clinical experience
and the development of evidence for improvement in
health care. This is very much a return to traditional
medical research practice prior to the dominance of ‘spe-
cialisms’ (Nutting & Green, 1994). But the critical
ingredient for the success of PBRNs is that clinicians have
to be confident that the demands of the research methodol-
ogy are compatible with, and relevant to, the demands of
routine clinical practice (van Weel et al., 2000). This obvi-
ously requires a close cooperation and respect between the
researchers and the clinicians. Clinicians must be directly
involved in developing the study questions, defining what
is meaningful to research and determining which method-
ology can be used in the context of their daily practice.
These are very high standards to achieve and it is likely that
many PBRNs will fail because of an inadequate under-
standing of the critical need to truly involve the clinicians
in the decision-making processes.

One issue that is not very much explored in relation to
PBRNs is the use of the internet and various web-based
tools to manage the organisational aspects of the network.
A number of web tools have been specifically developed to
enable individuals within groups and organisations to func-
tion at a distance from each other and dispersed from any
central or coordinating unit. Many of these tools are
focused on the facilitation of collaborative work practice in
the development of project plans and documents. The tools
include functions such as group diaries or calendars, bul-
letin boards, real-time discussion forums, online meetings,
document sharing and tracking, collaborative development
and sharing of relational databases, and many more. These
tools are often used by international multi-centre research
teams to coordinate the research effort but with little appli-
cation of the technology to empower grass roots
development of research networking. Yet a range of very
low cost options exist for this type of operation. As an
example, I set up a Yahoo group just the other day —



Alistair Campbell

222 ANZJFT December 2003

located at http://au.groups.yahoo.com/group/ANZJFT_
PBRN-forum/. If you point your browser there, you can
explore the options that are available for free. I would argue
that, although the tools available are very basic, they can
nonetheless form the basis for a coordinated and structured
PBRN. Yahoo group tools include membership manage-
ment options, a multi-threaded message board, a real-time
discussion facility, file sharing which would enable a basic
form of document tracking and collaborative development,
a basic flat file database, and a simple facility for quickly
checking opinions and views from members. Obviously
this type of option would not suit a completely functional
research network effort — for that, true document sharing
and collaborative development of complex relational data-
bases needs to happen. But Open Source tools are available
which implement these options. This means that the main
part of the infrastructure of a fully functional internet-
based research network can be established at no cost. The
only real expense is a host for the server-based software nec-
essary to make the whole thing run.

Clearly the internet has potential for use in the develop-
ment of dispersed research communities involving
networks of clinicians and other researchers. These commu-
nities could easily use the web tools available to identify
common research interests, form research teams and sub-
teams, plan studies, design and develop data collection
databases, collect or transfer data into a central repository,
and produce group-based papers and documentation. The
main obstacle would seem to be familiarity and comfort
with computer based tools and the difficulties in establish-
ing hierarchies within a medium that naturally inclines to
flattened structure.

All of this is very general, but I think that it has a
direct relevance to family therapy, particularly as we can
observe a powerful agenda for data collection and
outcomes assessment in Australia at the moment. Yet very
little of this actually involves the clinicians who end up
collecting data and being impacted on by the changes in
policy that are formulated. This research agenda is also
strongly based in the reductionist methods that drive the
medical model of research, which is at odds with the sys-
temic and narrative framework of much of family therapy
practice. A good foil to the existing thrust is family thera-
pist PBRNs. The philosophy and purpose of PBRNs are
very much attuned to the family therapy climate. Practice-
based research invites multi-disciplinary research using
methods marginalised by mainstream research, such as
descriptive, qualitative, and narrative, to be included and
valued. PBRNs also require clinicians to be thoughtful and
reflective about their practice, which is very much a part of
the standard family therapy team. The valuing of a
bottom-up and system wide approach to the development
of research also seems to fit within family therapy frame-
works in encouraging the input of the values and
philosophy of the clinicians and the possibility for includ-
ing the clients as members of a research network.

But the development of PBRNs is a lengthy and rela-
tively cumbersome process. This is a key area in which
professional associations need to take leadership. Successful
PBRNs have been based around professional associations,
not only encouraging members to become involved in
research but actively developing and supporting the estab-
lishment of research networks. This requires not only an
intellectual commitment to research but a financial com-
mitment to building the infrastructure necessary for
research to happen and to the nurturing of teams of clini-
cian researchers to form the basis of the networks.
Obviously this type of commitment will be difficult for
family therapy in Australia without a strong and financially
stable professional association.

To some degree I am writing about this issue in igno-
rance of what may already be happening in family therapy in
Australia and New Zealand. It would be really good to know
whether family therapists are currently involved in using
PBRNs. If they are, what are the teams working on and
where? Also, difficulties are inherent in building and main-
taining PBRNs, so it would be good to know how family
therapy clinicians are finding the process. Even if no PBRNs
involving family therapists have been established, it would be
really good to know about the level of interest in setting
them up. If PBRNs exist, do clinicians and family therapy
teams out there, who are not involved in research, want to
be? This is one reason that I set up the ANZJFT_PBRN-
forum — Research in Practice, at the Yahoo address above. If
you have something to say about this issue, if you want to
tell about your PBRN, or if you want to explore with other
clinicians how to establish a PBRN, then please visit the site
and leave a message, complete one of the polls, develop a poll
of your own, or join as a member.

Ultimately, it seems to me, successful PBRNs rely on
communication, and if you can let me and other family
therapists know your thoughts, there is every possibility
that it will lead to the development of something bigger.
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