
Declining Participation in Primary Care Quality 
Improvement Research: A Qualitative Study

ABSTRACT
PURPOSE There are numerous supportive quality improvement (QI) projects to facilitate the 
implementation of evidence-based practices in primary care, but recruiting physician prac-
tices to join these projects is challenging, costly, and time consuming. We aimed to identify 
factors leading primary care practices to decline participation in QI projects, and strategies 
to improve the feasibility and attractiveness of QI projects in the future.

METHODS For this qualitative study, we contacted 109 representatives of practices that had 
declined participation in 1 of 4 Agency for Healthcare Research and Quality–funded Eviden-
ceNOW projects. The representatives were invited to participate in a 15-minute interview or 
complete a 5-question questionnaire. Thematic analysis was used to organize and character-
ize findings.

RESULTS Representatives from 31 practices (28.4% of those contacted) responded. Over-
whelmingly, respondents indicated that staff turnover, staffing shortages, and general time 
constraints, exacerbated by the pandemic, prevented participation in the QI projects. Chal-
lenges with electronic health records, an expectation of greater financial compensation for 
participation, and confidence in the practices’ current care practices were secondary reasons 
for declining participation. Tying participation to value-based programs and offering greater 
compensation were identified as strategies to facilitate recruitment. None of the respon-
dents’ recommendations, however, addressed the primary issues of staffing challenges and 
time constraints.

CONCLUSIONS Staffing challenges and general time constraints, exacerbated by the pan-
demic, are compromising primary care practices’ ability to engage in QI research projects. 
To encourage participation, policy makers should consider direct supports for primary care, 
which may also help to alleviate burnout.

Ann Fam Med 2023;21:388-394. https://doi.org/10.1370/afm.3007

INTRODUCTION

Since the publication of the landmark National Academy of Medicine reports 
To Err is Human (2000)1 and Crossing the Quality Chasm (2001),2 numerous large-
scale quality improvement (QI) efforts have been launched in primary care.3-7 

This work has advanced QI research, facilitated development of a QI workforce, 
and led to the creation of evidence-based approaches for advancing care delivery 
in primary care.8 As opportunities for primary care clinicians to engage in QI have 
expanded, however, so have a myriad of pressures, including adoption of and chal-
lenges with health information technology systems, pay-for-performance programs, 
new care delivery models, documentation and productivity requirements, and the 
COVID-19 pandemic.9 Primary care clinicians report high levels of burnout, leaving 
little opportunity for participation in QI research projects in addition to an already-
full workload.10,11

Many research teams have documented that recruiting primary care practices 
into QI research projects is challenging, time consuming, and expensive.12-14 A com-
monality among these findings is their reliance on the perspectives of recruiters 
from the research teams to identify facilitators of and challenges to enrollment in 
QI projects. We aimed to add to the current body of research by obtaining per-
spectives of primary care practice leaders who declined to enroll in QI projects. 
Given the extensive disruptions to primary care during the COVID-19 pandemic, 
we focused on practice leaders who were approached for enrollment since March 
2020.9 Our goal was to describe practice leaders’ perspectives on why they declined 
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DECLINING PARTICIPATION IN PRIMARY CARE QI RESEARCH

to participate in a supportive QI research project, and their 
suggestions for making QI projects more attractive to and 
feasible for primary care practices. Results from this study 
could offer practical insight for funders, program designers, 
and recruiters as they plan for future QI projects.

METHODS
Participant Recruitment
This qualitative study drew on data from 4 QI research 
projects funded under the Agency for Healthcare Research 
and Quality’s EvidenceNOW initiative, which tests the use 
of a supportive model to help primary care practices imple-
ment evidence into practice and improve QI capacity. Two 
projects were aimed at helping practices implement screen-
ing, brief interventions, and treatment for unhealthy alcohol 
use, and 2 were aimed at improving heart health, focused on 
blood pressure and tobacco use (Table 1). All projects were 
based in the Midwest (Illinois, Indiana, Michigan, Ohio, 
and Wisconsin) and included health information technology 
support, data feedback, shared learning collaboratives, and 
expert consultation. All 4 projects used practice facilitation, 
meaning each participating practice had a dedicated coach 
to help facilitate meaningful change. Time commitments for 
participation ranged from 1 to 3 hours per month. Some 
projects required the whole practice to participate, whereas 
others focused on a subset of clinical or office staff (ie, only 
practice managers and/or health care professionals). All par-
ticipating practices were required to extract performance 
measure data from their electronic health records (EHRs), 
and all offered continuing medical education credits to 
participants.

We asked recruiters from all 4 projects to provide us 
with contact information for individuals who declined to 
participate in their studies. Using a purposive approach, the 
recruiters prioritized contacts with whom they had some 
interaction (eg, a conversation during the recruitment phase 
or participation in a previous project).15 Those individuals, 

primarily physicians or practice managers, were contacted by 
e-mail and invited to participate in a 15-minute interview. We 
followed up with reminders approximately 1 week later; if we 
still received no response, we reached out a third and final 
time, asking the potential respondents to complete an inter-
view or a brief questionnaire.

Data Collection
Telephone interviews were held between July and September 
2022, and followed a semistructured interview guide tai-
lored for each project (Supplemental Appendix). The guide 
included questions about why the practice declined participa-
tion, elements of the project that posed a challenge for the 
practice (eg, data collection requirements, time commitment), 
and strategies for making the project more feasible or attrac-
tive in the future. All interviews were led by a team member 
with substantial experience conducting interviews with pri-
mary care physicians and staff (M.M.), and interviews were 
digitally recorded and transcribed verbatim.

The questionnaire contained 5 open-ended questions that 
aligned with the interview guide (Supplemental Appendix). 
Some potential respondents declined to participate in an 
interview or to complete the questionnaire, but e-mailed a 
response describing why they declined to participate in the 
QI project. We stored data from all 3 response modalities 
(interview transcripts, questionnaire responses, and e-mailed 
responses) in Dedoose version 9.0.17 (SocioCultural Research 
Consultants), a qualitative analysis software. 

This study was given a “not regulated” determination by 
Northwestern University’s Institutional Review Board. Verbal 
informed consent, including permission to record, was none-
theless obtained from all interview participants. The study 
followed the Consolidated Criteria for Reporting Qualitative 
Research (COREQ).16

Analysis
We performed thematic analysis to characterize perspec-
tives of respondents using the 3 response modalities.17 The 

Table 1. Summary of QI Project Characteristics

 Characteristic

QI Projects Focused on Unhealthy Alcohol Use QI Projects Focused on Heart Health

INSPIRE Project MI-SPARC Project HH4M Project HHOI Project

Targeted states Wisconsin, Illinois Michigan, Indiana Michigan Ohio
Recruitment period February 2020-March 2020; 

September 2020-April 2022
February 2021-​

September 2022
October 2021-​

August 2022
April 2021-​May 2022

Approximate time commit-
ment for practices

1 hour per week over 6 
months

2-hour initial training; 
1-2 hours per month 
over 6 months

1-2 hours per 
month over 
12 months

4-hour initial training; quarterly 
1-hour webinars; 1 hour per 
month over 12 months

Compensation per practice, $ None ≤2,500 1,000 4,000

HH4M = Healthy Hearts for Michigan; HHOI = Heart Healthy Ohio Initiative; INSPIRE = Intervention in Small Primary Care Practices to Implement Reduction in Unhealthy Alcohol Use; 
MI-SPARC = Michigan Sustained Patient-Centered Alcohol-Related Care; QI = quality improvement.

Note: Enrollment rates ranged from approximately 2% to 6% across the 4 projects. Precise rates are unknown because some recruiters used listservs (eg, local medical societies) and the number of 
practices reached through those channels was estimated. Further, the number of ineligible practices among nonrespondents was unknown.
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data were first read by 2 team members (M.M., J.H.) for 
overall clarity, and they met to discuss initial observations 
and redundancy of the data, concluding that data saturation 
was reached.18 Next, team members developed 10 deductive 
codes, based on the interview and survey questions.19 Two 
team members (M.M., J.H.) independently coded 4 tran-
scripts, and after discussion of discrepancies, the remaining 
data were coded by a single team member (M.M.). A third 
team member (S.P.) participated in identifying broader pat-
terns of meaning across the coded data. 

The 3 team members independently wrote analytic 
memos, which aided in data reduction by tying together 
pieces of data into conceptual clusters and producing can-
didate themes.20,21 They shared their individual memos, 
and through discussion, agreed on primary and second-
ary themes. The themes were then checked to ensure they 
captured the most important features of the coded data and 
were coherent and substantial with clear boundaries, result-
ing in a final set of primary and secondary themes. Lastly, the 
team selected verbatim quotations to illustrate the themes.22 
Throughout the process, they kept coding definitions, analy-
sis decisions, and ideas about emerging themes in a log so 
that the process could be replicated.

RESULTS
Sample Characteristics
Of the 109 practices contacted across the 4 projects, 31 
(28.4%) provided responses (Table 2). Eleven respondents 
had titles of vice president, director, or chief clinical officer; 
10 were physicians or nurse practitioners; 6 were practice 
managers; and 4 were nurses. Sixteen respondents (51.6%) 
participated in an interview, 12 sent an e-mailed response, and 
3 completed the questionnaire.

Reasons for Declining Participation in a QI Project
Table 3 provides key primary and secondary themes and 
representative quotes related to reasons why the practice 
declined participation. Overwhelmingly, 
staff turnover and shortages, spanning 
both physician and support staff roles, 
were identified as primary reasons for 
declining, and many noted that staff-
ing challenges were exacerbated during 
the pandemic. These were general staff 
shortages, not shortages of individu-
als with QI or practice transformation 
experience, as no specific QI expertise 
was needed to participate in the projects. 
Because of staffing shortages, several 
practices were struggling to maintain 
normal operations, and many noted that 
it was contributing to burnout among 
remaining staff. Staff were leaving prac-
tices unexpectedly, and restaffing was 

increasingly difficult. Numerous respondents also described 
general time constraints that prevented them from participat-
ing in the QI studies. Although the reasons why practices 
did not have time to join the QI project varied (eg, increased 
documentation burdens, site visits from federal sponsors), 
respondents often reported that clinicians were “stretched 
too thin” and simply “could not be asked to do one more 
thing.” Importantly, respondents frequently reported that the 
projects’ time commitment requirements were reasonable; 
they simply did not have that time to spare. A few skeptically 
noted, however, that the commitment may have been under-
stated in the recruitment materials.

The secondary themes in Table 3 show the less com-
mon reasons why respondents declined participation. Some 
respondents noted that they did not feel compelled to 
participate because they were confident in their ability to 
provide good care for patients with unhealthy alcohol use or 
those at risk for cardiovascular health issues. These practices 
noted having previously participated in QI projects on those 
topics or having reviewed relevant performance measures 
and believing they had little opportunity to further improve. 
Some respondents also mentioned challenges with EHRs. In 
some cases, the transition to a new EHR system was causing 
disruptions and contributing to time constraints. In other 
instances, respondents reported that they did not believe 
their EHRs could easily report the performance data needed 
for participation in the QI project. Some respondents also 
expressed concern about the time and staff effort involved 
in extracting the data from the EHRs, especially for small 
practices without an information technology department. 
Even if a practice opted to allow a practice facilitator from 
the project to extract the data, someone from the practice 
would still have to allocate time to grant the practice facili-
tator access to the system. Finally, some respondents noted 
that they would have to be compensated for participation in 
a QI project that would reduce the time clinicians spent on 
patient care, or that the compensation offered by the project 
was insufficient.

Table 2. Data Collection From Practices, by QI Project and Overall

 Practices

QI Projects Focused 
on Unhealthy 
Alcohol Use

QI Projects Focused 
on Heart Health

Total
INSPIRE 
Project

MI-SPARC 
Project

HH4M 
Project

HHOI 
Project

Contacted, No. 24 35 39 11 109
Responded, No. (%)a 9 (37.4) 7 (20.0) 8 (20.5) 7 (63.6) 31 (28.4)
Completed interview, No. 3 3 3 7 16
Completed questionnaire, No. 2 1 0 0 3
Sent e-mail response, No. 4 3 5 0 12

HH4M = Healthy Hearts for Michigan; HHOI = Heart Healthy Ohio Initiative; INSPIRE = Intervention in Small Primary Care 
Practices to Implement Reduction in Unhealthy Alcohol Use; MI-SPARC = Michigan Sustained Patient-Centered Alcohol-
Related Care; QI = quality improvement.

a The percentage is the participation rate for this follow-up study.
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Recommendations for Improving the Feasibility 
or Attractiveness of QI Projects
When asked how the recruitment process could be changed 
to improve participation, many respondents struggled to 
make recommendations (Table 4). The primary theme was 
that staffing shortages and general time constraints were not 
something that could be addressed by an external QI project. 
Nevertheless, several respondents offered relatively minor 
recommendations, for example, calling practices in advance to 
identify the “right” contact within the practice before send-
ing a recruitment e-mail, explaining how the QI project will 
benefit the practices’ reimbursement in pay-for-performance 
programs, and designing the QI project so that staff, rather 
than physicians, are the key participants.

Additionally, all respondents were asked whether financial 
compensation (or a higher level of financial compensation) 
would have influenced the practices’ decision to participate. 

Although some respondents thought compensating the prac-
tice for lost patient care revenue might make a difference, 
they struggled to identify an appropriate level of compensa-
tion. Most respondents noted that compensation was not a 
factor influencing their participation decision.

DISCUSSION
Across 4 free, supportive, evidence-based QI research proj-
ects launched during the COVID-19 pandemic that struggled 
with recruitment, we found that primary care practices that 
declined participation most frequently did so because of staff-
ing challenges and time constraints. These findings are not 
surprising given that employment in the health care sector 
declined drastically in 2020, and has not yet fully recov-
ered.23 Further, these findings align with the well-documented 
trends indicating that staffing challenges and time constraints, 

Table 3. Key Themes and Representative Quotes on Reasons for Declining Participation in an Evidence-Based QI Project

Theme Representative Quotes

Staffing shortages; difficulty just 
maintaining usual operations 
(primary theme)

“Our staff is not the same either, they’re not the same performers that they were pre-COVID. We’re all see-
ing that, as I talked to my colleagues around the country.”

“We are definitely short staffed, and if it required any amount of doing extra, that would have been put on 
my plate, and I have no extra to give.”

“It’s been increasingly difficult to keep staff, everybody seems to be short staffed. We can’t seem to find 
enough people to work and people that are reliable.”

“COVID has really put a lot of challenges on our health centers from a staffing perspective…no one’s back 
to where they need to be to pay the bills. I sit in lots of venues where that’s the conversation, and to be 
able to give people the time they need for these types of initiatives, to do it well and to embrace what is 
intended, is what we’re all struggling with.”

Clinicians’ and staff’s lack of time 
to engage in additional activi-
ties (primary theme)

“I already take home too much work, which ends up getting done late at night or early in the morning. 
There are many days when I feel like I’m barely keeping my head above water. This wouldn’t have been a 
healthy addition.”

Concern that QI project’s time 
requirement, although reason-
able, would be more than 
stated (primary theme)

“The 1 hour a month or 1 hour a quarter is not that much. It’s not too much. It’s everything in between. 
Right? It’s the, ‘We’re making a plan, now we want to implement it, now we need to talk about how to 
do that. Bring in staff. We need to follow up on the action plan and track everything and do the PDSAs.’ 
That’s where the time commitment is.”

Confidence in practice’s cur-
rent ability to care for patient 
group targeted by QI project 
(secondary theme)

“[The QI project] mirrored the processes that we already have in place, so we were already screening for 
substance use and utilizing the SBIRT process at our medical sites. It felt like it was an additional screening 
we were already doing and an additional process that we kind of felt like we were already doing on top of 
the fact that we are kind of underwater with too much stuff to do.”

Ongoing changes to EHR; con-
cern that EHR lacked capability 
to extract necessary perfor-
mance data (secondary theme)

“Our biggest barrier at the time was our transition from one electronic medical record to another. And at 
that time, we weren’t sure how to pull data from that new system. We didn’t know what access we would 
have to the data or how we could customize reporting or anything.”

“We didn’t have the capacity to pull the data in the way they wanted it to be. So we have a lot of pretty 
sophisticated data functionality. But it was still not what we had the ability to do without going back to 
our Epic team, and our Epic team is not super keen on building reports, and so that was something that 
we decided was not going to be beneficial for us.”

Expectation of compensation 
for participation in QI projects 
that take time away from direct 
patient care (secondary theme)

“Right in the middle of all this, I lost my key person that helps manage this data and submit a lot of those 
data for the programs. Truthfully, my bandwidth was strapped and I think there was $4,000 incentive to 
get us to do this. It would cost me more than that to do it.”

EHR = electronic health record; PDSA = plan-do-study-act; QI = quality improvement; SBIRT = screening, brief intervention, and referral to treatment.
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exacerbated by the pandemic, are contributing to burnout 
among primary care clinicians.24,25 Our findings demonstrate 
that the staffing challenges and time constraints also compro-
mise practices’ ability to engage in QI research.

The unique contribution of this study is its focus on prac-
tice leaders’ perspectives on why they declined participation. 
Prior research, which relied on the perspectives of recruit-
ers from the research team before the pandemic, identified 
several strategies to improve recruitment of practices for QI 
projects (eg, articulating how participation could help prac-
tices succeed with payment reform initiatives, offering mon-
etary incentives, leveraging existing relationships, contacting 
practices multiple times).12,14 These recruitment strategies 
were used by the 4 EvidenceNOW QI project teams and 
many have become standard practice in QI recruiting. These 
prior studies, however, suggest that QI project planners can 
make relatively minor adjustments to their projects or recruit-
ment processes to attain higher enrollment. Although our 
findings suggest additional strategies for recruiters to con-
sider (targeting efforts toward practice staff, rather than the 
physicians; holding regional, in-person meetings), for many 
primary care practices, enrollment in new QI projects is sim-
ply not feasible under current conditions.

Implications
To engage in QI, primary care practices need sufficient time 
and staff capacity. Currently, practices are tightly staffed, 
with many practices struggling to maintain normal clinical 
operations.26 The high turnover rates experienced during the 
pandemic resulted in lost institutional knowledge of practice 

operations and EHR functions, making it even more challeng-
ing for practices to engage in new QI projects.

Over the past 2 decades, policy makers have encour-
aged QI through quality-reporting programs, support for 
meaningful use of EHRs, and value-based payment reform. 
These efforts, while laudable in goals and outcomes, have 
also increased burden on practices. There have been several 
calls for policy makers to undertake fundamental reforms that 
would create positive work and learning environments for clini-
cians, reduce administrative burdens, and provide supports for 
clinician well-being.10,27 These initiatives could help to alleviate 
burnout leaving clinicians better able to engage in QI projects. 
We also suggest that policy makers consider more basic sup-
ports for primary care QI, namely, direct support to expand 
the primary care workforce and provide additional training 
to improve QI capacity. One option might be to establish a 
loan repayment program and/or scholarships for the primary 
care workforce, such as those offered by the National Health 
Service Corps. There appears to be movement toward these 
supports with the recently announced $80 million Nursing 
Extension Grant Program to expand and diversify the nurs-
ing workforce.28 Programs like this could be expanded beyond 
nursing. The Centers for Medicare & Medicaid Services 
(CMS) could also consider adding additional financial incen-
tives for practices engaged in QI to support protected time for 
staff to work on QI projects. Such action could be key to the 
CMS Innovation Center achieving its goal of having all Medi-
care fee-for-service beneficiaries in practices accountable for 
quality and total cost of care by 2030.29 Small and independent 
practices are likely to need additional assistance.30

Table 4. Key Themes and Representative Quotes on Recommendations for Improving the Feasibility or Attractiveness 
of QI Projects

Theme Representative Quotes

External QI projects are not well sit-
uated to address the staffing and 
time deficiencies within primary 
care practices (primary theme)

“It’s not fair for you to think there’s something that you could have done differently.”

“There is not anything that could have changed regarding the program that would have allowed us to 
participate with the already maxed resources, as serving patients and their needs is our top priority.”

There are strategies that QI project 
planners can use to facilitate the 
recruitment of primary care prac-
tices (secondary theme)

“Helping them build the team to do this work. Not counting on the primary care provider being the 
driver of this bus but wrapping that provider with—is it a care manager, is it a social worker, is it some 
other care team participant—who can take on some of this work?”

“Maybe tailoring the programs based on regionality or rurality of the organization…having the ability to 
send people out, coming face to face and actually participating in those meetings and maybe leading 
some of these meetings that will be meaningful rather than a WebEx.”

“I used to get 15-20 e-mails a day and now get 50 or more a day. But I just delete most of my e-mails. 
Bang, bang, bang, bang. Maybe sending a formal letter of some kind would get my attention better.”

“It’s always good to hear or talk to someone who’s [already] gone through it.”

Compensation may facilitate enroll-
ment in QI projects for some 
practices; however, for most prac-
tices, it would not have made a 
difference (secondary theme)

“I don’t know if I can give you a number right now, but it would really have to be enough to compensate 
for the amount of time that I was going to put into it as well as our clinical staff and our data team.”

“I don’t know. For us, I don’t think [compensation] would have made any difference at all. That’s not why 
we were really interested in doing it.”

QI = quality improvement.
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It is also notable that EHRs still posed a barrier for some 
practices to participate in QI projects, either because of 
inability to extract relevant performance measures or because 
of disruptions resulting from EHR transitions. The Health 
Information Technology for Economic and Clinical Health 
(HITECH) Act and its Meaningful Use Program were suc-
cessful in using incentives to encourage adoption of EHRs and 
transfer of information electronically.31 Today, the incentives 
have been replaced by financial penalties for practices that do 
not use certified EHR technology and demonstrate meaningful 
use. Our results suggest that practices may need more support 
to meet this standard and adopt clinical decision support, con-
nect to health information exchanges, conduct electronic refer-
rals, and use EHRs to their full potential to enhance quality.

Leaders of QI projects also need to reconsider recruit-
ment goals, particularly as primary care physicians and staff 
are reporting high levels of burnout. Because of the need for 
statistical rigor, the EvidenceNOW projects aimed to enroll 
tens or hundreds of practices; however, ambitious enrollment 
requirements may not be realistic for QI studies that take 
time away from patient care. More flexible evaluation designs 
may be needed. Further, project leaders should embrace 
more modest strategies to boost recruitment suggested by 
respondents in this study, including compensation for prac-
tices, which may make a difference for some practices. QI 
project leaders, however, could also consider more substantial 
enhancements that address the larger staffing and time con-
straints, for example, embedding a project representative into 
the practice or compensating practices for every hour of par-
ticipation, making enrollment cost neutral for the practice.26 
EvidenceNOW permitted compensation to participating 
practices only for efforts related to data collection; however, 
more substantial payments to compensate for lost patient rev-
enue may be warranted.32 Ultimately, QI projects may have 
to “meet practices where they are,” through tailored support 
based on practice constraints. These recommendations, like 
those directed toward policy makers, would require substan-
tial additional cost. There appears to be consensus among 
leading QI and primary care organizations, however, that in 
the absence of substantial investment in primary care, there 
are likely to be wide-ranging, adverse consequences for indi-
vidual clinicians, health care organizations, and patient care.33

Leaders of QI projects should also evaluate the true time 
commitment needed by practices to participate successfully. 
Some of our respondents were skeptical about the low time 
commitments described by the recruiters (eg, 1 to 2 hours per 
month). One approach is to survey clinicians who completed 
participation in a QI research project about the amount of 
time spent on the project and compare it with the expected 
time commitment.

Limitations
There are several limitations of this study to consider. Some 
respondents declined participation in the QI project more 
than a year before our interviews, introducing the possibility 

of recall bias among respondents; however, the recollection of 
why the practices declined was high, and there was frequent 
consistency of responses. Second, the response rate to our 
interview invitations was low, although this was expected 
as our focus was on practices that declined a QI project. 
To address the expected low response rate, we offered non-
respondents the option of completing a questionnaire and 
accepted e-mailed responses. The interviews yielded greater 
richness of data in terms of details and examples, but again, 
there was consistency across response modalities in terms of 
reasons why the practices declined participation and sugges-
tions for improving the feasibility and attractiveness of future 
QI research projects. Third, the study may give an overly 
pessimistic impression of practices’ ability to participate in 
QI projects as all 4 of the EvidenceNOW projects were able 
to recruit practices to participate. Finally, although a qualita-
tive approach provides unique value to research topics such 
as the one explored here, 2 potential sources of bias should 
be acknowledged. Recognizing that recruitment would likely 
be difficult for this follow-up study, we contacted only prac-
tices that had some prior interaction with recruiters or the 
study team. Practices that never responded to invitations 
to participate in 1 of the 4 QI projects were not contacted 
for this follow-up study. This purposive sampling may have 
introduced selection bias. We do not have information on the 
characteristics of practices that did not participate in the 4 
QI projects or those that did not participate in this follow-up 
study, and therefore cannot compare them with participating 
practices to identify possible differences. Finally, the inves-
tigators’ close familiarity with EvidenceNOW projects may 
have introduced confirmation bias.

CONCLUSIONS
In this qualitative study of practices that declined participa-
tion in a free, supportive, evidence-based QI research project, 
we found that staffing turnover, staffing shortages, and time 
constraints posed the greatest challenges to participation. 
The same challenges that are contributing to burnout in pri-
mary care are also compromising engagement in QI research. 
Although several rather minor modifications could boost 
recruitment among some clinics, addressing the major prob-
lems of staffing shortages and time constraints will require 
sizable investments in the primary care workforce. In the 
absence of this investment, QI leaders should be more modest 
in their expectations for enrollment in QI research projects 
and consider ways to redesign projects to reach practices 
struggling with basic workforce capacity issues.

 Read or post commentaries in response to this article.
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