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New Zealand needs a Practice Based 

Research Network

ABSTRACT

Practice Based Research Networks (PBRNs) are groups of general practices collaborating 
to produce research. Contemporary New Zealand health information technology systems 
are ideal for electronic data extraction for PBRN research. Stakeholders have a valuable, but 
typically underutilised, part to play in research. Development of an e-participation platform 
will facilitate stakeholder engagement. New Zealand is in a unique position to create an 
innovative, low cost, stakeholder-engaged PBRN. This type of PBRN would offer unparal-
leled research opportunities, and would strengthen New Zealand’s general practice research 
capacity. The more research information we have based on our New Zealand population, the 
more appropriate care we can provide. Establishing a stakeholder-engaged PBRN in New 
Zealand will promote and support transformational change within our health system.

In June 2015 I had the privilege of attending the annual Practice Based Research Network 
(PBRN) Conference held in Bethesda, near Washington D.C. The conference is hosted by the 
North American Primary Care Research Group and the United States (US) Agency for Health-
care Research and Quality. In this article I draw on the knowledge I gained at that conference 
and discuss its translation to New Zealand.
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PBRNs consist of general practices ‘working 
together to answer community-based health care 
questions and translate research findings into 
practice.’1 General practice research has been 
based on review of routinely collected data since 
inception of the discipline.2 The widespread use 
of electronic medical records (EMRs), cod-
ing systems, and the ability to digitally extract 
anonymised data provides modern PBRNs with 
unparalleled research opportunities.2

PBRNs in New Zealand

PBRNs are not a novel concept in New Zealand. 
The earliest network was established in 1986 
under the auspices of the Royal New Zealand 
College of General Practitioners, funded by 
the Medical Research Council (now the Health 
Research Council) and the Department of 
Health (now the Ministry of Health). This PBRN 

randomly selected general practitioners to form 
‘an ongoing, integrated, information network’.3 
By 1990 it had foundered, possibly due to succes-
sive government ideological and primary health 
care policy changes that ultimately resulted in the 
withdrawal of financial support for this network.

The Computer Research Network of the Royal 
New Zealand College of General Practitioners 
was a highly productive research unit run from 
the University of Otago’s Department of Gen-
eral Practice from 1989 through the 1990s. The 
Computer Research Network involved 450 doc-
tors from 181 general practices caring for 810 000 
patients throughout New Zealand.4 Ultimately, 
this research unit also foundered through lack 
of financial support, possibly due to economic 
deregulation, the introduction of a competitive 
market model for universities, and issues with 
management.
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PBRNs in North America

The first research networks in North America 
were established 30 years ago: today there are 174 
PBRNs in the US and Canada.1 PBRNs are typi-
cally based in research institutions or university 
departments that provide academic direction, 
administrative support, and substantial funding. 
Residual funding comes from individual project 
grants. Without institutional backing, it is diffi
cult for networks to survive.

Despite the institutional financial backing of the 
North American PBRNs, their research output 
seems disproportionately low when they use 
EMRs, (analogous to our Practice Management 
Software) for research. There appear to be two 
main reasons for this. First, the PBRNs have to 
work across numerous different types of patient 
management software. Second, most doctors in 
the US still use their EMRs almost exclusively 
for billing.5 The clinical features of an EMR, e.g. 
recall and audit tools, are seldom utilised because 
these tools are reported to be unwieldy and dif-
ficult to access. Practice facilitators are required 
if EMRs are to be used for PBRN research, as few 
people within general practices are able to extract 
the required data.

New Zealand has several major advantages in our 
ability to extract and use electronic data from 
medical records for research.

1.	 EMRs are used uniformly by New Zealand 
general practitioners (GPs). Practice 
remuneration is directly linked with 
accurately recorded information. Uniformity 
of EMR use makes inter-practice comparisons 
of electronic records feasible.

2.	 Data extraction is straightforward. Today 
~90% of New Zealand GPs use one patient 
management system (MedTech32). This 
uniformity reduces time and complexity for 
data extraction programmes.

3.	 Data extraction is integral to New Zealand 
EMRs. New Zealand IT systems have been 
developed in the context of GPs, via Primary 
Health Organisations and District Health 
Boards, being required to provide information 
to the Ministry of Health under the Health 
Act 1956.6 To fulfil their obligations, data 

extraction has been integral to our patient 
management systems since the 1990s. NZ led 
the world in developing the capacity for data 
retrieval.7

4.	 New Zealand GPs were early adopters of 
EMRs. In 1989 17% of general practices used 
computers for at least some administration 
tasks. By 1994 this proportion had increased 
to over 80%.4 In 2003, 99.8% of New Zealand 
general practices had at least one computer: 
90% were using patient management soft
ware in some capacity, and over 70% were 
considered ‘paperless’ and used EMRs alone.8 
Around the same time only 17% of primary 
care physicians in the US, and 12% in Canada, 
were using EMRs.8

5.	 New Zealand GPs were early adopters of 
research using EMRs. New Zealand not only 
led the world in the use of electronic records, 
we were also quick off the mark to use these 
records for research. In 2003 an international 
comparison NZ ranked first for primary care 
research publications per capita.9

6.	 New Zealand GPs routinely conduct 
research using their EMR. New Zealand 
GPs have some simple research requirements 
as part of GP training, continuing 
professional development requirements, and 
CORNERSTONE® accreditation. While the 
audit requirements and quality improvement 
cycles are fairly basic, this is far beyond what 
our North American colleagues seem able to 
do.

There is some room for improvement in New 
Zealand GPs’ EMRs that would facilitate research 
efforts. Comprehensive, consistent coding of 
consultations, as well as linking medications to 
long-term conditions greatly simplifies electronic 
record review.

A NZ PBRN: the technology 
is here, the time is right

I am currently working on the Health Research 
Council funded Safety, Harm and Risk reduction 
Project (SHARP). This project digitally extracts 
anonymised patient records from consenting 
randomly selected NZ general practices. The 
records are compiled into a secure web portal 
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and then reviewed by the eight GP researchers 
in the study team, who live in different loca-
tions from the far north to the far south of New 
Zealand. This technique is readily replicable and 
is an ideal research model for a low-cost PBRN.

A New Zealand PBRN would provide a research 
contact point for patients, GPs, academics, 
and institutions. It could facilitate collabora-
tive research ideas, as well as strengthen New 
Zealand’s GP research capacity and encourage 
more GPs to participate in research.

Stakeholder participation

Stakeholder engagement was the theme of the 
2015 PBRN conference in Bethesda. Medical 
research in New Zealand is typically initiated 
by academics or is industry driven. However, a 
research focus confined to professional, academic 
or commercial interests is unlikely to meet the 
health needs of New Zealanders.10

Patients have a unique perspective and a valu-
able contribution to make. Stakeholders are not 
limited to patients, however, and also include 
clinicians, academics, funders, special interest 
groups, and the wider community. Stakeholder 
engagement aims to empower participants to 
influence the direction of research. Stakeholders 
can be involved throughout the research process 
by establishing research agendas, research plan-
ning, methodological debate, and contributing to 
specific projects.11 Stakeholder-led research epito-
mises the New Zealand National Health IT Plan 
Update 2013/14 concept of consumer empower-
ment and self-care.12

Stakeholder involvement in research is still in 
its infancy internationally. There is no evidence 
to recommend a particular method of stake-
holder engagement or participation.13 Traditional 
methods of stakeholder engagement facilitate 
relationship-building and trust, but have limita-
tions, particularly the time and cost of engage-
ment.14 e-Participation is a well established tool 
for political stakeholder engagement, and is read-
ily transferrable to a health research setting, for 
facilitating participant collaboration throughout 
the research process. E-Participation may over-
come some traditional barriers to engagement, 

e.g. access barriers for mobility-limited15 and 
rural stakeholders.13 Further research is needed 
to clarify whether New Zealand stakeholders find 
e-participation acceptable and usable for health 
research collaboration.

Potential future: Better 
research, better health

New Zealand has the IT experience, systems 
and capacity to set up an innovative, low cost, 
stakeholder-engaged PBRN. The same data 
extraction tools developed for the SHARP study 
could be used to collate anonymised data from 
PBRN participating practices. With appropriate 
academic support, stakeholders could develop 
research questions via e-participation. Research-
ers would then examine the anonymised data 
to answer specific research questions. This 
stakeholder-engaged PBRN format offers unique 
patient-centred research opportunities, and 
would strengthen New Zealand’s general practice 
research capacity.

The more research information we have based 
on our New Zealand population, the more ap-
propriate care we can provide. Establishing a 
stakeholder-engaged PBRN in New Zealand 
could promote and support transformational 
change within our health system.

If you are interested in becoming a founding 
member of the New Zealand Practice Based 
Research Network, please email Dr Sharon 
Leitch at sharon.leitch@otago.ac.nz.
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