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A National Survey of Primary Care 

Practice-Based Research Networks

ABSTRACT
PURPOSE Increasing numbers of primary care practice-based research networks 
(PBRNs) are being developed in the United States to perform research relevant to 
everyday practice. To assess the current status and potential value of this resource, 
we surveyed US primary care PBRNs in operation from late 2003 to early 2004. 

METHODS We performed a Web-based survey and structured interviews with 
PBRN directors and administrative offi cers, assessing PBRNs’ history, size, loca-
tion, organization, resources, operations, and productivity (funding obtained, 
studies performed, and articles published).

RESULTS Of 111 primary care PBRNs identifi ed, 89 (80%) responded to the sur-
vey. The 86 (77%) meeting the criteria for primary care PBRNs contained 1,871 
practices, 12,957 physicians (mean 152 per PBRN, median 100), and 14.7 million 
patients (mean 229,880 per PBRN, median 105,000). Minority and underinsured 
patients were overrepresented. The average PBRN was young (4.4 ± 5.7 years): 
one-half had performed 3 or fewer studies. Three-quarters were affi liated with 
universities. Common research foci included prevention, diabetes, cardiovascular 
risk factors, and mental health. Respondent PBRNs had published more than 600 
articles in peer-reviewed journals. PBRNs studying questions posed by outside 
researchers had more federal funding (84% vs 27%, P = .006). PBRNs citing 
funding as a weakness relied more on local resources to fund research projects 
(70% vs 40%, P = .036). 

CONCLUSIONS American primary care PBRNs are mainly young, diverse, and 
pursuing a variety of research foci. Most have university links and provide a 
dynamic town-gown relationship that could be a vital national resource for 
improving primary care, translating research into practice, and meeting the 
National Institutes of Health Roadmap goals. PBRNs merit further attention from 
both private and public funding agencies and researchers interested in studying 
the delivery of primary care.

Ann Fam Med 2007;5:242-250. DOI: 10.1370/afm.699.

INTRODUCTION

I
n its landmark indictment of the quality of health care in the United 

States, the Institute of Medicine lamented that many proven effec-

tive treatments do not become incorporated into everyday care.1 One 

review showed that only 14% of research fi ndings fi lter down to everyday 

practice, and those that do take an average of 17 years.2 In 2003 Elias 

Zerhouni, director of the National Institutes of Health (NIH), responded 

by increasing the NIH’s emphasis on translation of research into practice, 

establishing new research networks as a major step in NIH’s Roadmap for 

Re-Engineering the Clinical Research Enterprise.3 

The disconnect between research and everyday practice is in large part 

because most research is performed in academic medical centers, where 

less than 1% of Americans visiting physicians receive their health care.4 

Such research often excludes patients commonly seen in community-based 

primary care: elders, patients with multiple medical conditions, patients 
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nonadherent to treatment, and those suffering from 

substance abuse or psychiatric disorders.5 Studies 

performed in academic centers also tend to examine 

patient and clinician behaviors under controlled situa-

tions. It is not surprising, then, that the results of such 

studies are often not applicable to many community-

based primary care patients or their clinicians. Kroenke 

et al6 have shown that most patients seeking primary 

care have nonspecifi c complaints to which the results of 

published research may not be relevant. Thus, primary 

care physicians trying to practice evidence-based medi-

cine are frequently hampered by having little evidence 

to apply to the problems they face. As a consequence, 

their patients often leave unsatisfi ed.7

There are therefore 2 major disconnects between 

research and practice: research may not translate expe-

ditiously to everyday practice, and clinical problems 

encountered in everyday practice are often underinves-

tigated. PBRNs were established in the United Kingdom 

in the 1960s to overcome these disconnects and subse-

quently spread to other European countries.9 The fi rst 

major PBRNs in the United States came in the 1970s: 

the Family Medicine Information System10 and the 

Cooperative Information Project.11 These PBRNs were 

comprised mainly of community-based family medicine 

practices that had joined together to perform research 

relevant to the problems of delivering community-based 

primary care. In the United States, however, where fed-

erally funded research remained focused on academic 

medical centers, PBRNs have been slow to catch on. 

In 2000, Congress responded by charging the 

Agency for Healthcare Research and Quality (AHRQ) 

to identify and support primary care practice-based 

research networks as a resource for accelerating the 

translation of research into practice and performing 

research relevant to everyday primary care.8 This act 

specifi cally states:

In order to address the full continuum of care and out-

comes research, to link research to practice improvement, 

and to speed the dissemination of research fi ndings to com-

munity practice settings, the Agency shall employ research 

strategies and mechanisms that will link research directly 

with clinical practice in geographically diverse locations 

throughout the United States, including … provider-based 

research networks, including plan, facility, or delivery sys-

tem sites of care (especially primary care), that can evaluate 

outcomes and evaluate and promote quality improvement….

AHRQ pursued this congressional directive by 

providing specifi c funding opportunities for primary 

care PBRNs, fi rst in 2000 and again in 2002. The 

fi rst round offered 19 PBRNs 1-year grants to “assist 

new or established PBRNs in planning for activities to 

enhance their capacity to conduct research in primary 

care settings and translate research fi ndings into prac-

tice.” AHRQ also collaborated with the Robert Wood 

Johnson Foundation to fund additional PBRNs to par-

ticipate in a multisite research project focused on pro-

moting healthy behaviors among patients in primary 

care settings.12 More than 100 PBRNs applied for these 

funding opportunities, suggesting to AHRQ that there 

was an expanding number of PBRNs that might help 

fulfi ll their congressional mandate to translate research 

into everyday practice. To identify and describe exist-

ing US primary care PBRNs, AHRQ funded this sys-

tematic survey of all active primary care PBRNs in the 

United States. The goal was to describe their diversity 

in specialty, structure, function, and history, as well 

as their potential for translating research into practice 

and answering questions of importance to primary care 

practitioners and their patients. 

METHODS
This study was approved by the institutional review 

boards of Indiana University and the National Opinion 

Research Center. In the fall of 2003, we identifi ed cur-

rently active primary care PBRNs that had all the follow-

ing criteria established by AHRQ in its PBRN initiative13:

• A director

• A formal administrative structure that tran-

scended individual studies 

• At least 15 separate primary care practices or 

clinicians 

• More than 50% of the members practicing pri-

mary care in the United States

• Some mechanism for soliciting advice and feed-

back from the community of patients served by the 

network’s clinicians

To fi nd primary care PBRNs, we looked for those 

currently or previously funded by AHRQ or the Robert 

Wood Johnson Foundation’s Prescription for Health 

Initiative,12 those belonging to the Federation of Prac-

tice Based Research Networks (the Federation) affi liated 

with the American Academy of Family Physicians,14 

those we found through published articles, and as many 

other PBRNs as we could fi nd through discussions with 

AHRQ, leaders of the Federation, and existing PBRNs. 

We developed a Web-based questionnaire that 

collected the following information from the PBRNs’ 

director and/or administrator: descriptions of the PBRN 

(name, offi ce location, age, administrative structure); 

the member practices and clinicians (number and loca-

tions of practices, number of physicians or other pri-

mary care clinicians, and clinicians’ medical specialties); 

patients served (number per practice and demographic 

data including age, sex, race/ethnicity, insurance sta-

tus, if known); types and sources of research funding; 

productivity (number of studies performed and num-
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ber of subjects included); and research foci, including 

research themes (eg, specifi c population age or research 

methodology) and specifi c diseases and nondisease 

health conditions (based on a closed-ended list of 

common research foci). We also queried the PBRN 

directors or administrators on self-assessed strengths 

and weaknesses, whether their member practices had 

incorporated research results into their practices, and 

barriers to translating research into practice. Response 

categories were developed based on the research teams’ 

knowledge of practicing PBRNs. Thirty-fi ve of the 

45 questions were closed-ended to facilitate effi cient 

completion of the questionnaire and data analysis. The 

survey questionnaire was pilot tested with 5 PBRNs and 

revised to refl ect their input on interpretability, clarity, 

and feasibility of completion. The fi nal instrument is 

available from the authors upon request. 

We administered the questionnaire using Ulti-

mateApps (Prezza Technologies, Cambridge, Mass) 

by sending an e-mail to the director of each PBRN 

we identifi ed, and we invited him or her to complete 

the questionnaire by clicking on a link to the survey 

Web site. Each director gave consent on the fi rst 

page before proceeding to the questionnaire. We sent 

reminders to all PBRN directors who did not complete 

the questionnaire within 1 month. After 1 additional 

month, one of the authors called each nonresponding 

PBRN director and invited him or her to complete the 

questionnaire; if desired, they could complete it on 

paper and return it by mail or fax. 

After a PBRN director or administrator completed 

the questionnaire, we invited the director to partici-

pate in a semistructured telephone interview using 

a standard protocol that included questions about 

current and anticipated research projects, decision-

making procedures at the network, current challenges 

facing the network, and potential interest in partici-

pation in a national study. Qualitative data from the 

telephone conversations were used to supplement 

the survey data and, in some cases, complete missing 

items from the questionnaire.

We tabulated and analyzed all data using SAS ver-

sion 8.02 (SAS Institute, Carey, NC). We assessed dif-

ferences using corrected χ2 tests and Fisher exact tests 

for categorical variables and Student t tests for con-

tinuous variables. Differences associated with P values 

>.05 were considered statistically signifi cant. When 

cell sizes were small, we collapsed multilevel variables 

to create the most relevant dichotomous variables. 

RESULTS
We found 111 primary care PBRNs that met our inclu-

sion criteria; 89 (80%) completed the questionnaire. 

Three did not meet the criteria for a primary care 

PBRN and were excluded. The locations of the admin-

istrative offi ces of the fi nal 86 PBRNs (77% of the 111 

originally contacted) are shown in Figure 1. (The 86 

PBRNs providing data and their locations are listed in 

the online-only Supplemental Appendix, which can be 

found at: http://www.annfammed.org/cgi/content/

full/5/3/242/DC1). At the time of this survey, these 

86 PBRNs included 1,871 practices, 12,957 physi-

cians (mean 152 ± 229, median 100, range 15-1,760), 

and 14.7 million patients (mean 229,880 ± 424,880, 

median 105,000, range 1,200 to 2.7 million). Eighty 

PBRNs (90% of respondents) provided addresses for 

all of their practices, and the 46 AHRQ-funded PBRNs 

provided detailed information on their practices, clini-

cians, and patients and completed semistructured tele-

phone interviews. As shown in Figure 1, the 68 PBRNs 

providing practice addresses had member practices 

in all 50 states and Puerto Rico, although the heavi-

est concentrations were in the eastern states and the 

Midwest. Three PBRNs were nationwide, with member 

practices in multiple states and affi liated with profes-

sional organizations: the American College of Physi-

cians, the American Academy of Family Physicians, 

and the American Pediatrics Association. The rest had 

practices in a single state or adjoining states. 

PBRN Characteristics
There were 4 primary care specialties represented in 

PBRN practices: family medicine, pediatrics, general 

internal medicine, and family nurse-practitioners. As 

shown in Table 1, 33 (38%) of responding PBRNs 

were made up of clinicians with a single primary care 

specialty, the most common being family medicine. 

Of the 53 primary care PBRNs having clinicians from 

multiple primary care specialties, almost all included 

family physicians, whereas three-quarters included 

pediatricians and internists. Nearly all 86 respond-

ing PBRNs provided care to pediatric patients either 

through clinicians trained as pediatricians or family 

medicine specialists. 

On average, respondent primary care PBRNs 

were young: they had been functioning for a mean 

of 4.4 ± 5.7 years, median of 3 years, range <1 to 32 

years (Table 1). Three-quarters were affi liated with a 

university; most others were affi liated with a nonprofi t 

or professional organization. Most received some sup-

port (direct and indirect) from their affi liated organiza-

tions. Funding for PBRN studies came from a variety 

of sources. Most PBRNs received project-specifi c fund-

ing from federal agencies and from their sponsoring 

organizations, whereas one-half also received project-

specifi c funding from foundations. 

Originally PBRNs were established as a structure 
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in which their members could perform research15; 

however, only 1 in 7 of the responding PBRNs relied 

solely on their leaders or members for research ideas 

(so-called bottom-up PBRNs). For one-quarter of 

respondent PBRNs, research ideas came mainly from 

outside investigators (top-down). Most relied on both 

their members and outside investigators for generating 

research ideas. Of note, only 27% of the self-described 

bottom-up PBRNs had ever received federal funding 

for research compared with 84% of PBRNs having a 

top-down or mixed method for generating research 

proposals (P = .006).

Sixty PBRNs reported having a general research 

theme, the most common being a specifi c disease or 

treatment. A substantial minority focused on a par-

ticular research method, such as interventional or 

observational studies. Eight-fi ve PBRNs reported on 

the clinical focus of their research, the most common 

being prevention, diabetes, cardiovascular risk, and 

mental health. 

Patient Characteristics
Sixty PBRNs (70% of respondents) provided demo-

graphic information on the patients in their practices 

(Table 2). Compared with 2002 national population 

estimates16 and persons seeking health care (as deter-

mined by the National Health Interview Study),17 

PBRNs serve a more diverse patient population. PBRN 

patients tended to be slightly younger than the gen-

eral population and more often of minority race and 

of Hispanic ethnicity compared with both the general 

population and persons seeking health care. PBRN 

patients have lower socioeconomic status (as indicated 

by a greater share of patients having insurance through 

state or federal programs, mainly Medicaid) than the 

general population seeking care. 

Research Experience
As multi-institutional collaborations, PBRNs sometimes 

face complicated research governance issues. Nearly 

one-half reported being covered by more than 1 insti-

Figure 1. Location of primary care practice-based research network administrative offi ces.   

PBRN = practice-based research network.

Note: Practice locations are limited to cities, so multiple PBRN offi ces or practices in a single city are indicated by a single dot. 
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tutional review board (Table 3). Whereas the majority 

indicated they had to interact with between 1 and 

5 institutional review boards, a substantial minority 

reported their practices were covered by more than 6. 

Additionally, one-third of PBRNs report they had more 

than 1 source for human subjects certifi cation. 

Slightly more than one-half of the respondent 

PBRNs were actively engaged in research at the time 

of the survey, and one-quarter reported not having 

completed a study (Table 3). Of the 45 PBRNs with 

at least 1 completed study, 38% completed between 

1 and 3, 38% completed 4 to 7, and 24% completed 

more than 7. Currently, the AHRQ National Resource 

Center for Practice-Based Research Networks has 

compiled a list of more than 600 peer-reviewed articles 

emanating from research performed in primary care 

PBRNs (available from the authors upon request). Of 

the 46 PBRNs with at least 1 prior or ongoing study, 

38 (83%) had enrolled more than 100 patients in their 

largest study, whereas 20 (53%) had enrolled more 

than 1,000 patients (Table 3). The mean number of 

patients enrolled in each PBRN’s largest study was 

2,279 (median 707). Three PBRNs (Crozer-Keystone 

Health Network, Pediatric Research in Offi ce Set-

Table 1. Practice-Based Research Network (PBRN) 
Characteristics (N = 86)

Characteristic No. (%)

Single-specialty PBRNs (n = 33)  

Family medicine 20 (61)

Pediatric 10 (30)

Family nurse-practitioner 2 (6)

General internal medicine 1 (3)

Obstetrics, gynecology, and midwifery 1 (3)

Multispecialty PBRNs (n = 53): specialty of PBRN physicians

Family medicine 51 (96)

Pediatric 38 (72)

General internal medicine 38 (72)

Other specialties (PhDs, dentists, specialized medicine) 21 (40)

Family nurse-practitioner 7 (13)

Affi liation  

University 65 (76)

Nonprofi t organization  9 (10)

Professional organization 6 (7)

Other, none, or not stated 6 (7)

Support from affi liated organization (of 83 with an affi liation) 

Direct 8 (10)

Indirect 12 (14)

Both 39 (47)

Neither direct nor indirect 19 (23)

Not stated 5 (6)

Funding for PBRN studies (multiple responses allowed) 

Federal funding agency, project-specifi c 72 (84)

Home institution (eg, university, or nonprofi t or 
professional organization)

64 (74)

Foundation, project-specifi c 48 (56)

Professional organization 21 (24)

Philanthropic 15 (17)

Other unspecifi ed source of funds 8 (9)

Source of research ideas (n = 85 reporting)  

PBRN leaders and clinicians (bottom-up) 12 (14)

Outside investigators (top-down) 23 (27)

Both PBRN leaders/clinicians and outside investigators 50 (59)

General research theme (multiple responses allowed)  

Methodology: Interventional studies 25 (29)

Methodology: observational studies 23 (27)

Specifi c population: age 14 (16)

Specifi c population: ethnicity 14 (16)

Specifi c population: urban/rural 12 (14)

Specifi c population: race 11 (13)

No general theme 25 (29)

Health condition or treatment focus (multiple responses allowed) 

Preventive medicine 48 (56)

Diabetes 41 (48)

Cardiovascular risk factors 29 (34)

Mental health 26 (30)

Heart disease 21 (24)

Cancer 21 (24)

Lung disease 16 (19)

Substance abuse 10 (12)

No condition or treatment focus 10 (12)

PhD = doctoral degree. 

Table 2. Demographic Characteristics of PBRN 
Patients’ Compared With National Benchmarks

Characteristic

PBRN 
Patients*

%

National 
Figures†

%

Persons 
Seeking 

Health Care‡

%

Sex (female) 57 51 60

Age    

1-18 y 34 26 NA

19-59 y 48 61 NA

≥60 y 18 16 NA

Race    

White 64 81 85

African American 23 13 10

Native American 2 1 1

Asian/Pacifi c 
Islander

5 4 2

Other race 6 1 2

Hispanic ethnicity 18 13 14

Health insurance    

Private 45 71 75

State or federal 42 14 18

No insurance 13 14 7

PBRN = practice-based research network; NA = not available.

* Mean value among 60 PBRNs reporting patient data.
† Data from July 1, 2002, published in Table NA-EST2002-ASRO-02. National 
Population Estimates – Characteristics Source: Population Division, US Census 
Bureau. Release Date: June 18, 2003.
‡ Blackwell DL, Tonthat L. Summary health statistics for the U.S. population: 
National Health Interview Survey, 1999. Table 20. National Center for Health 
Statistics. Vital Health Stat. 2003;10:211.
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tings, and Research Association of Practicing Physi-

cians) had each enrolled more than 10,000 patients in 

a single study. Practice personnel were often involved 

in recruiting research subjects (Table 3): more than 

one-half of PBRNs reported that the primary person 

recruiting subjects was a practice clinician, nurse, or 

clerk; and three-quarters used a research assistant dedi-

cated to either the project or the practice.

Table 4 contains examples of active research proj-

ects at the time of the survey that the authors believe 

represent the spectrum of PBRN research. They were 

a mixture of health services research, prevention 

research, and research answering clinical questions. 

PBRN projects often focused on improving clinical 

practice and patient outcomes in areas where there is 

a known intervention that has been shown to be effec-

tive in some situations but is not a routine aspect of 

everyday clinical practice. 

 Strengths and Weaknesses
Refl ecting the diversity of network experience, commu-

nity involvement was listed as a self-reported strength 

for one-third of the respondent PBRNs (Table 5), but 

it was listed as a weakness by one-quarter of them. 

In semistructured interviews, those PBRNs identify-

ing community involvement as a weakness generally 

indicated that they lacked the infrastructure to engage 

the community and were seeking information from col-

leagues listing community involvement as a strength. 

Those networks with a community advisory board had 

found them helpful in identifying cogent research ques-

tions. Similarly, research experience was the second 

most common strength, whereas lack of research expe-

rience was the fourth most common weakness. Lack of 

information technology was also a common weakness. 

Diffi culty in securing funding, however, was by far 

the most commonly listed weakness, selected by one-

half of the PBRNs responding. Of these, 70% relied 

upon local funding for research support compared 

with 40% of those not citing funding as a weakness 

(P = .036). Conversely, only 51% of PBRNs listing 

funding as a weakness had received federal funding 

for research compared with 82% of those not listing 

funding as a weakness (P = .016). In semistructured 

interviews, frustration was exhibited by a number of 

PBRN leaders over the diffi culty of maintaining research 

infrastructure (space, personnel, equipment) between 

funded studies. 

DISCUSSION
A substantial number of primary care PBRNs were 

extant in 2003. Their wide geographic distribution 

and involvement of all primary care specialties make 

them a strong potential resource for performing 

research that is relevant to practicing primary care cli-

nicians. Many are young, however, most are affi liated 

with universities, and poor and minority patients are 

overrepresented in their practices. Thus, this poten-

tial resource will need cultivation before it matures 

as a potent tool to meet the NIH Roadmap goals3 

and the AHRQ congressional mandate of addressing 

the full continuum of care, linking research to prac-

tice improvement, and speeding the dissemination of 

research fi ndings to community practice settings. 

Table 3. Characteristics of Research Governance 
and Studies Reported by Primary Care PBRNs

Characteristic
PBRNs
No. (%)

All practices covered by IRB (n = 84 reporting)  

No 14 (17)

Yes – single IRB 28 (33)

Yes – multiple IRBs 39 (46)

Unsure 3 (4)

No. of separate IRBs covering the practices 
(n = 23 reporting)

 

1-5 13 (57)

6-20 5 (22)

20+ 1 (4)

Unsure 4 (17)

Single source for human subjects certifi cation 
(n = 43 reporting)

 

Yes 25 (58)

No 14 (33)

Unknown 4 (9)

PBRNs with research experience (n = 85 reporting)  

Active study now, never in past 4 (5)

Active study now and at least 1 prior study 45 (53)

At least 1 prior study, but none now 21 (25)

Neither an active study nor prior study 12 (14)

No. of studies completed (n = 56 reporting)  

No studies completed 15 (27)

1-3 studies completed 17 (30)

4-7 studies completed 17 (30)

>7 studies completed 11 (20)

No. of subjects in largest study (n = 46 reporting 
recruiting patients into a study)

 

1-100 8 (17)

101-500 16 (35)

501-1,000 2 (4)

>1,000 20 (43)

Persons who recruited subjects in past research 
(n = 85 reporting) (multiple responses allowed)

 

Clinician 40 (47)

Study’s research assistant 37 (44)

Practice’s research assistant 35 (41)

Practice nurse 24 (28)

Practice clerk 11 (13)

Other 13 (15)

PBRN = practice-based research network; IRB = institutional review board.
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Existing PBRNs use a mixture of their own clini-

cians (bottom-up) and outside investigators (top-

down) to choose research foci and individual projects. 

As a result, using PBRNs as a research resource will 

require efforts to establish more-effective communi-

cation among funding agencies, investigators, PBRN 

administrators, and PBRN clinicians. Furthermore, 

this communication should be bidirectional: (1) the 

PBRNs and their clinicians should be cognizant of the 

research interests and needs of federal and other fund-

ing agencies, and embrace those that are consistent 

with the needs and capabilities of the PBRNs and their 

practices; and (2) the funding agencies should use the 

PBRNs and their practices to better understand (and 

direct funds toward answering) the questions that 

everyday clinicians need answered so they can deliver 

high-quality, cost-effective care. 

Table 4. Ten Examples of Active Practice-Based Research Network (PBRN) Research 
at the Time of the Survey

Project Type Project Title Description Name of PBRN

Health services 
research 

How community pedi-
atricians use elec-
tronic technology

A survey of community pediatricians in a practice-based research net-
work using a self-administered form to describe how they use elec-
tronic technology for work-related tasks, level of competence for spe-
cifi c technology-related activities, and interest in learning these skills

Washington Univer-
sity Pediatric/Ado-
lescent Research 
Consortium

Clinical research Child self-reporting 
asthma symptoms

Asking the question, “When is it appropriate for children to report for 
themselves?” this study aims to assess the acceptability, feasibility, 
and psychometric quality of administering asthma-related quality-of-
life questionnaires to children 

Cincinnati Pediatric 
Research Group 

Clinical research Pediatricians recogni-
tion of maternal 
depressive symptoms

A project examining the factors that infl uence pediatricians’ recognition 
of depressive symptoms in mothers with young children. It aims to 
develop and pilot an intervention that addresses barriers to recogni-
tion in the pediatric primary care setting and improve pediatrician’s 
ability to recognize and refer mothers with depressive symptoms

Rainbow Research 
Network 

Health services 
research

Defi ning patient visits 
study

A study to learn about patients and problems seen in “typical practice” 
and to allow for a comparison of data with national survey data and 
an assessment of the extent to which study practices represent the 
nation’s pediatric practices

Pediatric Research in 
Offi ce Settings 

Prevention 
research 

How patients decide 
on prostate cancer 
screening

Evaluation of shared decision making around prostate cancer screen-
ing to determine the effect of viewing a Web page or mailed bro-
chure on prostate cancer screening on the decision-making process 
between a patient and physician

Virginia Ambulatory 
Care Outcomes 
Research Network 

Prevention 
research 

Multilevel approaches 
to colon cancer 
screening

An exploratory study designed to investigate the effectiveness of strat-
egies to increase colorectal cancer screening in rural family practices. 
The primary outcome is the rate of adherence with the US Multi-Soci-
ety Task Force on Colorectal Cancer

Arkansas Research 
Collaborative 

Prevention 
research 

Improving colorectal 
cancer (CRC) screen-
ing in primary care

A study to characterize CRC screening practices across a variety of pri-
mary care clinics of a practice-based research network. It will provide 
information about the relationship between practice characteristics 
and CRC screening delivery and short-term outcomes

Oklahoma Physicians 
Resource/Research 
Network 

Prevention 
research 

Osteoporosis study A study designed to determine whether chart reminders or patient 
education information for osteoporosis screening improved discus-
sion and treatment of low bone density in older women. Preliminary 
analysis shows that chart reminders, but not patient education, 
improved osteoporosis discussion and screening

Iowa Research 
Network 

Health services 
research 

Cardiovascular risk 
education and social 
support

Elaborate on a 3-year study of a practice-based intervention designed 
to harness the power of social support to improve adherence to pre-
scribed treatments among diabetic patients with the ultimate goal of 
reducing their risk of heart attack and stroke

Kentucky Ambulatory 
Network 

Health services 
research 

Practice improvement 
project

A study to assess the rates of infl uenza immunization in asthma 
patients within the primary care practices to (1) identify the orga-
nizational and patient barriers to infl uenza immunization of asthma 
patients, (2) randomize patients to dissemination of the research 
fi ndings, and (3) tailor interventions to improve immunization of 
asthma patients

Duke Primary 
Care Research 
Consortium

Table 5. Self-Assessed Strengths and Weaknesses 
of PBRNs (n = 83 reporting)

Characteristic

PBRNs Listing Characteristic

As a Strength
No. (%) 

As a Weakness
No. (%) 

Community involvement 33 (40) 23 (28)

Research experience 29 (35) 15 (18)

Data collection 17 (20) 7 (8)

Research administration 15 (18) 6 (7)

Information technology 13 (16) 25 (30)

Research design 13 (16) 6 (7)

Survey research 11 (13) 4 (5)

Data analysis 10 (12) 5 (6)

Ability to secure funding 10 (12) 54 (65)

Writing journal articles 6 (7) 11 (13)

PBRN = practice-based research network.
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Although most PBRNs are affi liated with univer-

sities, the 2 largest we surveyed are affi liated with 

professional organizations. Specifi cally, the Ameri-

can Academy of Family Physicians has established 

the AAFP National Research Network (formerly the 

National Network for Family Practice and Primary Care 

Research18), which includes 206 practices and 200,000 

patients; and Pediatric Research in Offi ce Settings19 

is affi liated with the American Academy of Pediatrics 

and contains 1,760 practices and 2.7 million patients. 

The American College of Physicians also supports 

the American College of Physicians Network,20 which 

at the time of this survey was 1 year old and grow-

ing, with 400 practices and 34,000 patients; as of this 

writing, it has 730 practices representing all 50 states. 

Affi liation with a national organization can facilitate a 

PBRN’s involving a great many disparate practices with 

a wide geographic distribution that would improve 

external validity and generalizability of research results. 

In return, the PBRN provides the organization with 

a specialty-focused research venue that can serve the 

organization’s specifi c research goals and objectives. 

Funding PBRN activities, infrastructure, operations, 

and research projects is the principal barrier to realizing 

a PBRNs’ potential as a research resource. Affi liation 

with universities and professional organizations provides 

some security to PBRNs, but this support could come 

with demands on access to the practices and research 

directions. Thus, fi nancial dependency could defl ect the 

PBRNs from their research mission and be responsible 

for the preponderance of top-down or mixed models of 

decision making about research directions and individual 

projects. Through a peer learning group facilitated by 

the AHRQ National Resource Center for Practice-Based 

Research Networks,21 the PBRNs are sharing experiences 

and evolving to more stable fi nancial confi gurations. 

This study has limitations. There was no central 

resource for identifying primary care PBRNs, and the 

defi nitions of what constitutes primary care and what 

is a PBRN, although formally established by AHRQ, 

are somewhat arbitrary. Our focus on primary care 

excluded the expanding number of disease-specifi c 

PBRNs, eg, those studying cancer22 and asthma,23 and 

those by disciplines other than medicine, eg, den-

tistry.24 Moreover, 20% of those primary care PBRNs 

we did identify declined to participate in this survey, 

which could bias our results. Also, many of the PBRNs 

we surveyed were young and could have matured or 

failed since the survey. Finally, our results may not be 

typical for primary care PBRNs in other countries, 

where PBRNs are older and more mature, and the rela-

tionships between generalists and specialists may differ 

substantially from those in the United States.

Nonetheless, PBRNs are gaining momentum and 

recognition both nationally and internationally.25 There 

is increasing interest in using PBRNs as a test-bed 

to address clinical and public health issues that are 

of great national interest. For example, one primary 

care PBRN and a consortium of primary care PBRNs 

were among the 12 research networks funded by the 

NIH Roadmap program, Re-Engineering the Clinical 

Research Enterprise, to initiate a national electronic 

research infrastructure.26 The Robert Wood Johnson 

Foundation funded 19 primary care PBRNs to study 

methods to help enhance patients’ healthy behaviors.12 

PBRNs have attracted the attention of several NIH 

institutes (including the National Institute of Mental 

Health, National Institute of Diabetes and Digestive 

and Kidney Diseases, National Heart, Lung, and Blood 

Institute, and National Cancer Institute) whose lead-

ers see the potential of PBRNs as bidirectional venues 

for translating research into practice and practice into 

research. The funders of PBRN research and the PBRN 

community should collaborate on establishing a cogent 

research agenda, and the funding agencies should 

target funding programs toward PBRNs. The PBRNs 

should also collaborate among themselves to enhance 

their value as a network of PBRNs by sharing experi-

ences (grasping opportunities and overcoming barriers) 

and collaborating on individual studies. Creative local 

and national investment in PBRNs will be necessary to 

continue their evolution into effective and productive 

primary care research laboratories and fulfi ll the NIH 

and AHRQ vision of “putting research into practice and 

practice into research.”27

To read or post commentaries in response to this article, see it 
online at http://www.annfammed.org/cgi/content/full/5/3/242. 

Key words: Research networks; primary care; survey research; practice-
based research 
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