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ABSTRACT
Research often fails to find its way into practice or policy in a timely way, if at
all. Given the current pressure and pace of health care change, many authors
have recommended different approaches to make health care research more
relevant and rapid. An emerging standard for research, the “5 R’s” is a synthesis
of recommendations for care delivery research that (1) is relevant to stakeholders; (2) is rapid and recursive in application; (3) redefines rigor; (4) reports on
resources required; and (5) is replicable. Relevance flows from substantive ongoing participation by stakeholders. Rapidity and recursiveness occur through accelerated design and peer reviews followed by short learning/implementation cycles
through which questions and answers evolve over time. Rigor is the disciplined
conduct of shared learning within the specific changing situations in diverse
settings. Resource reporting includes costs of interventions. Replicability involves
designing for the factors that may affect subsequent implementation of an intervention or program in different contexts. These R’s of the research process are
mutually reinforcing and can be supported by training that fosters collaborative
and reciprocal relationships among researchers, implementers, and other stakeholders. In sum, a standard is emerging for research that is both rigorous and
relevant. Consistent and bold application will increase the value, timeliness, and
applicability of the research enterprise.
Ann Fam Med 2014;12:447-455. doi: 10.1370/afm.1688.

THE NEED FOR RELEVANT RESEARCH IN A RAPIDLY
CHANGING HEALTH CARE WORLD

A

ccelerated pressure for change in health care creates an exploding
need for relevant and rapidly generated new information. A growing volume of care delivery experiments around the country pose
questions that research can help answer: Which interventions or system
changes improve care, access, safety, or quality—and for which populations, under what conditions? Which system changes reduce underuse,
overuse, or misuse? Which approaches are implementable and engaging to
clinicians and patients—and can be done at reasonable cost?1,2
Evolving clinical, organizational, and business models for health care,
such as patient-centered medical homes3 and accountable care organizations4 need rapidly generated research evidence in real-world experiments
for multiple stakeholders: implementers who want to improve their practices; purchasers who want to pay for value; health plans that administer
benefits and take risks for care provided; policy makers who are being
asked to change “the rules of the game” to support new approaches;
patients who wish to know their care is effective, safe, and worth their
effort and money; and public health, community groups, and agencies who
wish to see improved health at a societal level.5,6
The current research approach is not up to this challenge. Most recent
research is slow to influence practice, does so only in pockets, or does not
address practical needs for decision making.7-9 Innovative ideas to remedy
this situation have been proposed and some implemented. Yet the overall problem remains. It is time to pull together and implement changes
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in research paradigms and habits to better meet the
research needs of changing health care delivery.10-14
The threads of a fresh research paradigm are
already apparent, having been suggested separately in
many publications,15-17 but need to be woven together
to form a picture—the whole cloth with which to tailor research to answer the important stakeholder questions. This article weaves those threads together in the
form of an integrated set of “5 R’s” to guide research.

THE 5 R’S OF HEALTH CARE DELIVERY
RESEARCH
Below we articulate the issues and how they can be
addressed through the 5 R’s to generate health care
research that (1) is relevant to stakeholders; (2) is rapid
and recursive in application; (3) redefines rigor; (4)
reports on resources required; and (5) is replicable.
Relevance flows from substantive ongoing participation
by stakeholders. Rapidity and recursiveness occur through
accelerated design and grant reviews followed by
short learning/implementation cycles through which
questions and answers evolve over time. Rigor is the
disciplined conduct of shared learning within the specific changing situations in diverse settings. Resource
reporting includes costs of interventions and likely cost
of replication in other settings. Replicability involves
designing for the factors that may affect subsequent
implementation of an intervention or program in different contexts.
Relevant to Stakeholders
What Is the Issue?
Perceived lack of relevance is cited as the primary
reason practitioners do not use research.18-21 Research
must generate setting-based evidence designed to flow
into practice realities and meet stakeholder needs; as
has been stated, “If we want more evidence-based practice, we need more practice-based evidence.” 22
How Can It Be Addressed?
Involve end users meaningfully and continuously from the outset
in forming research questions and selecting outcomes.2,5,15,16,18,21-24
Research agendas should have origins in need on the
ground16 —with stakeholders being not only customers for research, but also producers of meaningful
questions. Questions come from implementers, policy
makers, health plans, purchasers, and patients—with
researchers who listen and translate different user
concerns into researchable questions.5,24 Such participatory, practice- or community-based “partnership
research”15 extends to all phases of research: question
generation, designs and measures, implementation,
interpretation, presentation, and application of results.
ANNALS O F FAMILY MEDICINE
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Build an ultimate use perspective into all stages of the research
process. If research waits too long before considering
sustainable real-world implementation, investment in
the preceding research may prematurely “freeze” the
intervention in ways not compatible with later use.
Engaging stakeholders in how to implement at earlier
phases may help avoid retooling and reduce the time to
real-world application.
Seek continuation, not only translation. Health care
practitioners are arguably more likely to apply and
sustain what is learned from research in their own
practices.25 The question becomes not, “how do we
translate this to our practice?” but, “how do we continue, adapt, and spread what we just learned in our
practice?” If done widely, this continuation could make
research relevant and make knowledge generation part
of the fabric of practice.
Rapid and Recursive in Application
What Is the Issue?
It is not acceptable that it takes 17 years on average for
a 14% uptake of funded research into practice.7 In a
rapidly changing environment, we need to find ways to
accelerate the research enterprise.
How Can It Be Addressed?
Engage stakeholders in rapid-learning research systems. In
“rapid-learning health care,” “routinely collected
real-time clinical data drive the process of scientific
discovery, which becomes a natural outgrowth of
patient care.” 26 Components may include databases or
registries organized by populations, electronic health
records, guidelines and clinical decision support,
patient engagement, and multiple sponsors or research
networks.26,27 In “rapid-learning research systems” 21
researchers, funders, implementers, health systems,
and community partners are brought together to
develop questions, answer them, and then ask new
questions of practical importance.
Streamline review processes. The health care delivery
world moves on with new partners, questions, and
technology, whereas traditional grant application and
review often takes a long time.21 Rapid review processes26 that shorten the time from conception of a
study to its approval, funding, and start can help keep
studies timely and relevant.
Pose research questions to multiple networked practices.
Practice-based research networks (PBRNs) are practices
that work together to answer health care questions and
translate findings into practice. PBRNs can generate relevant questions from stakeholders, design research, and
collect data that result in rapid answers from large data
sets, including deidentified data from clinical and financial records stored in electronic health records from
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natural experiments happening in real time, such as
data for complex patients treated under real-world conditions by real-world clinicians. Some of these practice
settings, as well as public health system research networks,28 are becoming true “learning organizations”27
where quality improvement research is included with,
not separated from, more experimental findings.
Allow discoveries within a study to influence the study.
Discoveries, sometimes unexpected, can modify subsequent data collection and measurement. Data collection is no longer only at fixed points, using static
measures. Implementation or study processes are continuously improved along the way. This is a recursive
and rapid learning situation.27 When discoveries in a
study begin to appear, they may reshape stakeholder
questions or begin to answer others. The next set of
questions may begin to emerge, along with energy for
answering those reshaped or more insightful questions.
As discoveries roll in, stakeholders, in partnership with
researchers, guide these iterations.
Redefines Rigor
What Is the Issue?
Scientific rigor is essential, but common conceptions of
rigor may limit the range of real-world situations that
can be studied—and methods, settings, and populations with which to do so. The hallmark of rigor has
been the “gold standard” efficacy randomized controlled trial (RCT) emphasizing internal validity.
How Can It Be Addressed?
We suggest a modified version of rigor suited to
broader questions meaningful to multiple stakeholders
and answered in heterogeneous populations and settings with attention to transportability and sustainable
implementation.
Regard rigor as a property of a series of decisions, observations, and relationships rather than of techniques.29 Rigorous
research (1) is systematic and organized about concepts, tools, data collection, measures, procedures, and
analyses; (2) checks for superfluous connections and
confounding variables; (3) has controls and conclusions
justified by standards of evidence; and (4) uses transparent descriptions of what was done. Rigor is not defined
as a list of certain techniques and exclusion of others.
Particular experimental designs, data collection, or
analysis techniques are not always considered more rigorous than others or that any one is the optimal design
for all questions and all situations. Others have commented, “If techniques are tools in a researcher’s toolbox, then this is like saying that ‘A saw is better than a
hammer because it is sharper.’”29 Stated as a principle,
“Research agenda determines the research methods
rather than methods determine the research agenda.”16
ANNALS O F FAMILY MEDICINE
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Give attention to both external and internal validity. Most
methods developed to assess research quality focus
predominantly or exclusively on internal validity. Rigor
also implies attention to transparent reporting on issues
related to generalizability.16,30
Reporting on Resources
What Is the Issue?
Use of health care resources is a major concern when
a priority is to bend the cost curve. Stakeholders are
making decisions among alternative care approaches
based on the cost of interventions as well as on clinical
effectiveness. Information on resources used to conduct or replicate interventions can be helpful in larger
economic analysis, but is seldom well reported.31
How Can It Be Addressed?
Use a consistent vocabulary for reporting. For example, measuring cost includes money, but also clinician and staff
time and energy, plus intervention systems, infrastructure, or training costs. There are start-up costs, ongoing costs, and opportunity costs. There are costs of
doing a study intervention, and likely costs of recreating it in another setting. Costs incurred in one place or
to one stakeholder may save costs in some other place
or for another stakeholder.
Report on as many of the relevant costs of different interventions as possible and do so in a standard manner.14,32,33
For example, what did the program in question cost
to promote and implement, and what are estimates
of what it would cost to replicate a similar program
under different conditions or settings? Such estimates
do not require researchers to do complex economic
or cost-benefit analyses, but reporting on resources
is important to those who pay attention to value in
health care. Although value may mean many things
to many people, it is being defined and becoming part
of efforts to be rigorous, transparent, and relevant to
stakeholders,34 including patients who have their own
perspective on value.35
Replicability
What Is the Issue?
Research design can help address questions regarding
how an innovation will perform in a new system with
different contextual influences.36 Replication of findings is increasingly recognized37 as a major challenge
across the translation spectrum from basic discovery
(eg, genomewide association studies) to community
interventions. The conditions under which a finding
can be replicated are central to understanding robust
effects that can be reasonably expected under various conditions. Hence, researchers must design for
replicability and report results needed for reproduc-
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ibility—either under the same or different conditions
in which the findings are likely to be applied.

sion and adjustment of criteria for what is considered
high-quality research.

How Can It Be Addressed?
Design for sustainable implementation from the start. This
approach is arguably more efficient and effective if it
saves rework for real-world application. We recommend asking 3 questions: (1) is the study designed to
inform implementation—and re-invention in different
settings? (2) is the “how” reported as well as the “what”
of interventions, and to what extent are procedures
replicable in similar or diverse settings? and (3) are
contextual factors reported that are important to
understanding what happened and why—for example,
relevant policies, and inclusion and exclusion criteria
for settings and staff as well as patients?
These strategies can go a long way toward making
findings replicable, realizing that not every study can
be transported to other settings. But such data will
allow others to make reasonable judgments about what
aspects to retain and what to change for replication or
reinvention in a different time and place, using relevant
domains for contextual factors.38

Routinely Apply the Complete Package of 5 R’s
As is the case for other models—for example, the
Reach Effectiveness–Adoption Implementation Maintenance (RE-AIM) evaluation model,52,53 the Chronic
Care Model,54 and the Institute of Medicine 6 quality
aims55—the effect of the 5 R’s model comes not from
doing separate R’s or even 2 or 3 of them, but from
doing them all in an integrated fashion whereby each
reinforces the others. The 5 R’s are proposed to work
together across stages of the research and dissemination
process. Table 2 shows a research “preflight” checklist.

EXAMPLES
Some of the 5 R’s have found their way into research
studies, networks, and tools. Table 1 describes a few
examples. Readers can likely cite other examples or
see other R’s in these. The 5 R’s are emerging not as
a response to a completed record of implementation in
full scope, but as a logical (and promising) challenge to
package in application the separate elements already
abundantly demonstrated in the literature, but not yet
combined to full effect in more than a few examples.
What is “bold” is the proposal to routinely apply the
5 R’s as a package and to take on the substantial challenges of practical implementation and evolution. For
inspiration, consider McDonnell Douglas’ bold integration of 5 existing technologies for the first time in
1 airplane (the 1935 DC-3), the innovation that swept
away the competition and opened the era of commercial air travel, when a plane with 4 of those technologies failed commercially the previous year.51

CONCLUSIONS
Health care transformation needs the full benefit
of research to inform decision making and discover
new options. The research community owes it to its
“customers” and the public to evolve its standards and
methods for health care research. The 5 R’s are offered
as a next step in the developmental trajectory of an
evolving field—a framework for a much needed discusANNALS O F FAMILY MEDICINE
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Overcome the Practical Challenges
of Implementing the R’s
There is little doubt that implementing the 5 R’s on
a meaningful scale will require continued changes in
thinking and infrastructure pointed out in literature on
the separate R’s. Table 3 summarizes such changes.
Although many of these changes are under way in
different places in different ways, considerable challenges remain. We believe that emerging stakeholder
interests align well with the 5 R’s and will drive such
change. For example, the 2014 Academy Health
report on improving the evidence base for Medicare
policy making56 interviewed leaders in health policy
and care delivery for their most pressing health services research needs over the next 3 to 5 years; it was
research that (1) aims at understanding the performance of new organizational forms such as accountable care organizations and Medicare Advantage plans;
(2) uses comparable data sets for performance of physician practices and new organizational arrangements;
(3) engages with the promises and pitfalls of electronic
data, rapid cycle research, and comparative effectiveness research; (4) understands how the politics of
evidence and policy affect research relevance and usefulness; and (5) builds relationships between researchers and policy makers, with study findings available at
the time decisions were made—even if “best available”
rather than “best” evidence. Although this study was
focused on Medicare, we believe its lessons can be
much more broadly taken.
In addition, we solicited feedback from a convenience sample of 8 stakeholders on the importance of
research for practical decision making and on the 5 R’s.
Participants were balanced across practitioners, other
implementers, and administrators. Responses indicated
that relevant was the most important R, with rapid a
close second, followed by other R’s—none of which
were considered unimportant. The most important role
for research in practical decisions was testing viabil-
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Table 1. Examples of Projects Illustrating the R’s
Example: Study/Project/
Resource Title and
Relevant R’s

Study/Project/Resource Details

Particular studies and programs
DIAMOND (Depression Improvement Across Minnesota–Offering a New Direction)
1. Relevant to stakeholders
2. Redefines rigor
3. Replicability

The DIAMOND initiative for depression in primary care was a statewide collaborative of practices and health
plans accompanied by a separately funded NIMH research study using a stepped wedge/phased intervention design.15,25,39,40 Practices launched the DIAMOND care process in cohorts, 6 months apart, with
baseline data collected for all. Outcomes that mattered to different stakeholders were compared before
and after launch across the many practices launching at different times. Outcomes were tracked using
both quantitative and qualitative measures, including clinical outcomes, health plan claims data, patient
surveys, and practice leader surveys regarding implementation.
An explicit balance of fidelity and adaptation to local situations—specifics that practices had to tailor for
themselves (eg, choice of discipline for care managers, specific workflow for PHQ-9, type of data tracking
system)—helped practices implement the DIAMOND intervention.41,42

P4H (Prescription for Health)
1. Relevant to stakeholders
2. Recursive
3. Redefines rigor
4. Reports on resources

¡Viva Bien!
1. Relevant to stakeholders
2. Reports on resources
3. Replicability
MOHR (My Own Health Report)
1. Relevant to stakeholders
2. Rapid and recursive
3. Redefines rigor
4. Reports on resources
5. Replicability

P4H was an initiative of The Robert Wood Johnson Foundation (RWJF) with the Agency for Healthcare
Research and Quality (AHRQ) to fund a collaboration of 17 PBRNs that developed and evaluated strategies
to improve health behavior changes for multiple behaviors through linkage to community resources.43
Practices worked with researchers, and teams of researchers, and PBRN leaders worked with each other
and with a cross-cutting research group to share evolving learning, and develop common measures and
an evolving research agenda.44
Using mixed quantitative and qualitative methods (including researcher diary data and interviews)45 and
cost analyses, P4H showed that primary care practices have the ability to develop their linkages to connect patients with community resources46 to improve practice processes,47 health behavior counseling, and
patient behavior change.48
¡Viva Bien!32,33 was a randomized trial that provided a clear description of methods, implementation costs for
a diabetes self-management program, and estimates of costs to replicate the program under different conditions, calculating incremental costs per behavioral, biologic, and quality-of-life change. It discussed how to
separate the costs of development and research from implementation, and how to conduct relatively straightforward sensitivity analyses to estimate costs of replicating a program or policy under different conditions.
MOHR 23,49 is a pragmatic participatory trial in which diverse primary care practices implement the collection
of patient-reported information and provide patients advice, goal setting, and counseling in response—
with deliberate diversity of settings and populations to ensure greater generalizability of results. Practices,
patients, funding agencies, and content experts were engaged throughout the study to take into account
local resources and characteristics in design, implementation, evaluation, and dissemination.
Core elements of the study protocol were identified, with local tailoring to ensure implementation was relevant to local culture and practice on issues such as workflows, eligible patients, when and where assessment would be completed, whether electronic or paper, and how clinicians would receive the feedback.
The trial used mixed methods, including cost analyses.

Research networks across studies
PRC (Prevention Research Centers) of the Centers for Disease
Control and Prevention
1. Relevant to stakeholders
2. Recursive
3. Replicability
QUERI (Quality Enhancement
Research Initiative)
1. Relevant to stakeholders
2. Rapid and recursive
3. Redefines rigor

PRC directs a national network of 37 academic research centers at public health or medical schools with a
preventive medicine residency program, translating research results into policy and public health practice.
Centers have capacity for community-based, participatory prevention research needed to drive community
changes to prevent and control chronic disease.
Research involves collaboration among partners bringing different expertise to the table, identifies research
needs of partners, conducts research that builds on previous evidence for promising interventions, and recommends how interventions can be packaged for replication and adoption (http://www.cdc.gov/prc/index.htm).
QUERI is a Veterans Affairs initiative that brings together operations with research staff to address key gaps
in quality and outcomes. It has contributed to remarkable and rapid improvements in the quality of care
received by veterans across 10 conditions deemed high-risk or highly prevalent.
This initiative uses a 6-step process to spot gaps in performance and to identify and implement interventions.
QUERI studies and facilitates adoption of new treatments, tests, and models of care into routine clinical
practice—feasibility, implementation, adoption, and impact (http://www.queri.research.va.gov/default.cfm).

4. Replicability
Research application tools and resources
RTIPs (Research Tested Intervention Programs)
1. Relevant to stakeholders
2. Reports on resources
3. Replicability
PRECIS (Pragmatic Explanatory
Continuum Indicator Summary)
1. Relevant to stakeholders
2. Redefines rigor
3. Replicability

RTIPs is a resource of the National Cancer Institute that provides information on the specific conditions
under which each of their tested interventions has been evaluated and tools for addressing issues about
applicability (http://rtips.cancer.gov/rtips).
New features related to external validity using the RE-AIM framework are included to help users better
determine the likely public health impact of a given program if replicated in their setting. RTIPs also
reports on the resources required to implement these programs.
PRECIS50 is a graphic representation of the extent to which a study is pragmatic (testing effect in usual conditions) vs explanatory (testing effect in ideal conditions) on 10 key dimensions.
If used consistently, this tool could greatly help practitioners decide whether a study is likely to be reproducible in their setting and researchers to investigate the dimensions along which similarity is more vs less
critical for replication.

NIMH = National Institute of Mental Health; PBRN = practice-based research network; PHQ-9 = 9-item Patient Health Questionnaire; RE-AIM = Reach Effectiveness–Adoption Implementation Maintenance.
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Table 2. Questions to Apply the 5 R’s at Each Stage of the Research and Dissemination Process
Stage of
Research
Design

Bold Standard 5 R’s
Relevant to Stakeholders

Rapid and Recursive

Redefines Rigor

Reports on Resources

Replicability

End users of this research
identified?

Rapid cycle measurement and assessment built into the
design? How?

How is study systematic and pragmatic
about concepts,
measures, data collection procedures,
and analysis plan?

Intervention costs
(monetary and
other) measured?
How?

Study designed to
inform implementation and
reinvention in
different settings? How?

Stakeholders who need to
be involved identified?
Plan in place to engage
their perspectives?
Plan in place to gather
stakeholder questions
and what is important
to them?
Implementation

Stakeholders involved in
ongoing refinement?
How?
Changes they suggested along the way
recorded?
Changes suggested implemented? Which ones?

Reporting

Diverse stakeholders
involved in interpreting
and reporting findings?
Their different interpretations reported?

Dissemination

Target audiences, stakeholders, or likely users
involved in next steps?
Findings expressed in language and context that
mean something to different stakeholders?

Approach in place to
allow early discoveries to shape the
study?

Short-cycle learning
taking place to
refine design and
measurement?
Is learning influencing the study?
How?

Emergent findings
shared on an ongoing basis throughout the study?
Have adaptations
made been
reported?

Guidelines provided
for adaptation and
customization/
tailoring for future
use?

ity of approaches in their own settings and available
resources. Suggested reasons why research is often not
useful were lack of relevance, rapidity, or good relationships with researchers. The 2 facets identified as
making research more helpful were “faster turnaround”
and building better relationships between researchers
and clinicians; as one clinician put it, “Relationship is so
important, you should put a 6th R in there!”
Recognize the Wide Range of Application
for the 5 R’s
Admittedly aspirational, we do not expect every
study to comprehensively address all 5 R’s. We do
not expect, for example, all epidemiologic research or
basic mechanism studies to address all of them. Studies having as their long-term goal achieving translation
ANNALS O F FAMILY MEDICINE
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A standard vocabulary
for reporting on
resources in place?
What?

Multiple methods
used? How?
Internal and external
validity balanced?
How?
Systematic approach
being followed to
concepts, tools,
data collection,
measures, procedures, analyses?

Cost data gathered on
an ongoing basis?
Using a consistent
vocabulary for different kinds of costs?

Checks for bias and
superfluous connections in place?
Clear description of
what is being done
recorded?
Study methods
reported transparently and
thoroughly?

Study reports useful
cost data using a
defined vocabulary
for different kinds of
costs?

Reported how
study checked for
potential biases
and superfluous
connections?

Estimates made for
costs under different
conditions?

Reported how conclusions are justified by standards
of evidence?
Description included
for how internal
and external validity findings support wider use?

Intervention cost data
discussed as a factor
in dissemination?

Likely relevant
settings for
this research
identified?
Contextual factors
documented
that are important to understanding what
happened (and
why) in the
study setting?

Contextual factors relevant to
reinvention in
new settings
reported, including variation
across settings or within
settings?

Data-supported
suggestions
included about
the contexts for
which program
or intervention
is relevant or
reproducible?

to real-world settings or making a population impact,
however, would benefit from considering each R,
reporting on those most relevant, and discussing implications for the others. Examining the implications of all
5 R’s should be useful in the vast majority of research
studies, from efficacy to effectiveness to implementation and dissemination, not just for a few community
translational “T4” studies, which are investigations of
practice intervention effects on population health.
This strategy would help align the pipeline of potential
interventions with real-world pragmatic requirements.
Build Better Relationships Using the 5 R’s
Practitioners often experience research as interfering
with practical procedures or believe that researchers just want study participants to address their own
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Table 3. Challenges and Changes for Routine Implementation of 5 R’s
Challenges

Changes to Address Challenges

Accelerating the pace and iterative nature of the research enterprise

Harness stakeholder interest in timeliness to drive a cultural shift
to shorten what is considered “rapid” or “timely” compared
with present custom

Decision-maker needs outpace current speed of review cycles: grant
review; funding decision; IRB approval and modification processes

Implement a variety of technical changes to research processes
already suggested in literature19,21,26,27,54

Study implementation time frames
Publication cycles not amenable to “just in time” decisions; slow review and
release of findings (see more below on dissemination)

Use rapid-cycle testing of hypotheses, allowing ineffective ideas
to “fail fast” and successful innovations to spread quickly

Low priority assigned to designs that can speed research

Link social media with traditional communications vehicles
Among all parties, build awareness of and comfort with a
broader “palette” of research designs, so that research design is
driven by the questions, rather than research questions driven
by designs

Expanding limited concepts of rigor (eg, preference for, confidence
in, or insistence on certain designs such as RCTs) by:
Funding agencies offering calls for proposals
Grant application reviewers

Use professional meetings/training events to more clearly articulate features, pros/cons of different designs—their appropriate
or promising scope of application

Researchers
“Customers” of research (stakeholders who use the findings)
Ensuring a blend of research team skills and interests

Propose an enhanced “job description” for research teams—a
checklist of skills, interests, and relationships required for specific studies

Skill and interest in stakeholder involvement in generating questions,
articulating ultimate use of study findings, study design, implementation,
reporting, and dissemination

Beyond essential methodologic, data-gathering, and analytic
skills, include “softer” skills and methods such as shown in left
column

Awareness of and respect for political as well as scientific concerns of stakeholders such as policy makers

Build up those skills through examples, conferences, and training
among both existing and new researchers

Skill and comfort in building relationships with clinicians and clinics—consultative, cooperative, problem solving
Experience and confidence with the broader “palette” of research designs,
including rapid learning in real-world experiments
Increasing clinician familiarity with being active research partners

Provide examples and assistance through professional venues
and practice facilitation or technical assistance that help clinicians and researchers adjust mindset, methods, and interactions to create practical research partnerships along the lines
described in the literature15,16,25

Negative experiences or preconceptions about feasibility or practical value
of doing research in the practice
Few or no current relationships with researchers
Unfamiliarity of working with researchers to turn practice concerns and
curiosity into researchable questions
Unfamiliarity with building research data gathering into routine clinic systems rather than being an effortful “add on”
Not connecting research with more familiar quality improvement, rapidcycle learning
Raising priority on collection and reporting on context and resources

Adjust research announcements and grant review guidelines to
ask for greater reporting on context and resources required;
accompany by explanation of why

Limited researcher and reviewer expectation that data on resource use of
interventions or on context information relevant to transportability or
reinvention in new settings be gathered systematically or reported

For publication in limited space, consider other methods such as
web supplements to access detailed context and resource use
data if not in standard published article

Space limitations and/or customary priorities in journals that reduce additional context and resource data reporting
More powerfully bringing publication and dissemination to practical
decision making

Publish replications (successful or not) in places where stakeholders will find them

Limited readiness to publish replications of key findings in original or new
contexts or to publish negative results of replication

Reward researchers via funding and career paths for key replications, not only for new positive results

Reaching those stakeholders who want to make research-based decisions at
the time and place decisions are made

Create a stakeholder map—which stakeholders need what information from the study, in what form, and where it is most
likely to be read

Limited dissemination in publications or forms in which stakeholders are
already engaged, knowing that different forms of publication/
dissemination reach different stakeholders

Create stakeholder-specific versions of core journal publications
to increase reach of the information

IRB = institutional review board; RCT = randomized controlled trial.

questions and further their careers. On the other
hand, researchers often experience clinicians as not
interested in research, resistant to research protocols,
or not being ready to implement evidence-based findings. This is not a perceived relationship between
researchers and practitioners or other stakeholders
that will carry us into a successful future. The 5 R’s
proposed embody the terms of a new and more transparent win-win partnership between researchers and
ANNALS O F FAMILY MEDICINE

✦

stakeholders with important questions that research
can help answer.
Teach to This New Standard
This new standard (and its implicit partnership between
stakeholders and researchers) is especially important for
students and those early in their careers, whether clinicians, researchers, policy makers, or others wishing to
develop or use research evidence. The 5 R’s are offered
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as teaching tools as well as research tools—helping all
stakeholders wear constructive “hats” with each other
when addressing important questions. Over time, this
approach may lead to an improved relationship between
the research and health care enterprises—on behalf of
the public they both serve.
To read or post commentaries in response to this article, see it
online at http://www.annfammed.org/content/12/5/447.
Key words: research design; healthcare research; evaluation research;
partnership research; rapid research
Submitted July 17, 2013; submitted, revised, May 13, 2014; accepted
June 2, 2014.
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