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he enormous potential of practice-based research

networks (PBRNs) to expand the knowledge base

of primary care and to integrate research into
practice (and practice into research) was recognized in
the United States more than 25 years ago. Beginning
with the development of early regional PBRNs in the
late 1970s,'? the feasibility of conducting research in
networks of primary care practices was quickly estab-
lished. Throughout the 1980s and early 1990s, a steady
stream of research reports from local, regional, and
national practice networks then began appearing in
the medical literature as the enterprise slowly grew and
spread. Despite these successes, however, it was quite
apparent that PBRNs as a group continued to face a
number of challenges. Chief among these challenges was
the absence of any systematic support for the growth
and maturation of PBRNS. In its 1996 report on primary
care, the Institute of Medicine viewed PBRNS as “a sig-
nificant underpinning for studies in primary care” but
noted that they were underfunded. One of the report's
recommendations was that “the Department of Health
and Human Services provide adequate and stable ... sup-
port to practice-based primary care research networks."

A few years later, the Agency for Healthcare

Research and Quality (AHRQ) responded by releas-
ing the first of a series of grant solicitations specifically
targeting primary care PBRNs. From 2000 to 2004,
AHRQ has made awards to primary care PBRNs total-
ing more than $8 million. Although the individual
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awards have been modest, the number and diversity of
networks applying for these funds have been remark-
able. The 45 networks that have to date received
AHRQ funding for infrastructure support and pilot
projects include among their members more than
10,000 primary care clinicians who care for more than
10 million Americans. In addition, in 2002 the agency
invested in the establishment (through a contract with
Indiana University and the National Opinion Research
Center) of a PBRN Resource Center that has been
given the task of assessing the developmental needs

of AHRQ-funded networks and helping to meet these
needs through educational, technical, and consultative
services.

During the past decade, the number and diversity of
identifiable primary care networks in the United States
have increased dramatically. A brief communication
published in 1994 reported that 28 primary care PBRNs
were active at that time in North America.* Most of
these networks consisted predominantly, if not entirely,
of family physician practices. By 2004, a national sur-
vey (conducted by the PBRN Resource Center) identi-
fied 111 networks in the United States that met certain
established criteria for being an active primary care
PBRN.* The survey revealed that multiple types of prac-
titioners, including pediatricians, general internists, and
advanced practice nurses (in addition to family physi-
cians), are represented in these networks, which are
headquartered in 44 states. The data also indicated that
a large number of these networks first emerged after
2000, when the seed money and other support offered
to PBRNs by AHRQ first became available.

The clear challenge now facing the agency is how
to continue supporting the growth and maturation of
primary care PBRNs across the country in an era of
projected federal budgetary limitations but with many
more networks potentially needing our support. One
approach has been to forge partnerships with other
funding sources in both the private and the federal
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sectors. A major AHRQ collaborator in supporting
primary care PBRN efforts has been the Robert Wood
Johnson Foundation, which in 2003 began investing
$5 million in “innovation grants” awarded to selected
PBRNs to identify and test interventions aimed at
changing 2 or more modifiable risky health behaviors
within the context of primary care practice.® In addi-
tion, several initiatives aimed at promoting the devel-
opment of clinical research networks and included in
the new National Institutes of Health Roadmap (http://
nihroadmap.nih.gov/) have provided funding for build-
ing infrastructure within a few primary care PBRNs.
Although several institutes of the National Institutes
of Health have supported individual PBRN projects,
the National Cancer Institute has been AHRQ's major
collaborator in funding network-based projects. For
example, AHRQ and the National Cancer Institute
are currently cosponsoring program announcements
supporting investigations of PBRNs into methods of
screening for colorectal cancer and methods of trans-
lating research into primary care practice.

Another way in which AHRQ hopes to continue
promoting the growth and maturation of PBRN is
through the provision of regularly updated educational
information to both emerging and established PBRNs
on optimal methods of addressing a variety of new and
continuing challenges that face networks. The articles
included in this AHRQ-supported supplement to the
Annals of Family Medicine were written with this educa-
tional goal in mind. To identify the most pertinent top-
ics and content to be covered in the supplement, as well
as the preferred author(s) for each article, AHRQ asked
the supplement editor, Dr Paul Nutting, to work with an
advisory panel composed of a multidisciplinary group of
individuals who are recognized leaders in network activ-
ities.* In addition, the PBRN Resource Center provided
the editor with useful summary information derived
from its assessment of the specific educational needs of
networks it surveyed across the country.

The articles presented in this supplement address a
wide range of topics and issues pertinent to networks
at all stages of development. The article by Green et
al” on optimizing network infrastructure should be
particularly useful for newly established or emerging
PBRN. [t goes beyond the question of funding sources
to describe the basic elements required by most or all
PBRNs and how those requirements typically depend
on the specific research mission of the network. Since
releasing the first PBRN grant solicitation, AHRQ has
been keenly interested in the development by PBRNs
of systems for electronic data collection and aggre-

*The advisory panel included Andrew Bindman, MD, MPH; Walter Calmbach, MD;
Benjamin Crabtree, PhD; Margaret Grey, DrPH, CPNP; John Hickner, MD, MS; Wilson
Pace, MD; Richard Wasserman, MD, MPH; and Barbara Yawn, MD, MS.

gation. As Pace and Staton® point out, however, the
benefits of these systems (such as improved data entry
and integrity and easier data transfer) must be weighed
against both their costs and the potential burden they
place on research participants.

Because the relationships between primary care cli-
nicians and their patients often span years or decades,
PBRN researchers often have the opportunity to con-
sider not only data from a single encounter, but also
information collected longitudinally that spans entire
episodes of care and describes the ongoing manage-
ment of chronic health problems and the provision of
health maintenance. The article by van Weel® describes
the benefits and the challenges of research that focuses
on longitudinally collected data.

Even as data are collected, however, PBRN research-
ers need to be ever mindful of the potential effects of
the Health Insurance Portability and Accountability
Act (HIPAA) on the handling of patients’ protected
health information. The article by Pace et al'® explores
the ways in which HIPAA can affect research con-
ducted in PBRNs. Closely related to concerns about
HIPAA are important issues surrounding the review
and approval of PBRN projects by institutional review
boards (IRBs). Although the actual risks incurred by
patients through participation in PBRN research are
typically minimal, the process of seeking IRB approval
can often be complicated and protracted for networks,
which are sometimes required to have protocols
reviewed by multiple IRBs. The article by Wolf et al'’
offers suggestions and options for networks to consider
as they work with their local IRBs.

Finally, the article by Mold and Peterson'? on net-
works as quality improvement and learning collabora-
tives appears to challenge the traditional definition of
PBRNEs as research laboratories. AHRQ's work with
PBRNss, however, has helped us recognize the poten-
tial of primary care networks to expand their purposes
beyond traditional research to developing places of
learning for clinicians. Equal to the goal of publish-
ing research results should be the goal of nurturing an
evidence-based culture in primary care. As Mold and
Peterson'? indicate, engaging network practitioners in
reflective inquiries can lead to practice improvement as
well as to new researchable questions for the network.

The articles included in this supplement provide
important information for those wanting to realize the
full potential of network activities. AHRQ's intention is
to make this information widely available to all primary
care PBRNs in the United States and to expand and
update it periodically over the years to come. Through
these and other efforts, we hope to contribute in a
major way to the agency's long-term objectives for
PBRNs: to improve the capacity of practice networks to
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conduct high-quality research that expands the primary
care knowledge base, and to improve the primary care
of patients in the United States by ensuring that new
knowledge is incorporated into actual practice.

To read or post commentaries in response to this article, see it
online at http://[www.annfammed.org/cgil/content/full/3/Suppl_1/S2.
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