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A paucity of relevant scientific evidence limits the ability 
of the primary care disciplines to practice evidence- 
based medicine and to advocate for health care policy. 
Significant barriers to primary care research still exist, in­
cluding difficulties in translating practice-based wisdom 
into methodologically sound research, the lack of a criti­
cal mass of researchers, a poorly developed research cul­
ture, and competing demands faced by investigators. In 
addition, the categorical nature of most available re­
search funding is unfavorable for the generalist focus of 
primary care research.

Efforts to advance primary care research will require 
support from health care organizations, dedicated fed­
eral and state funding sources, and foundations. In ad­

dition, there is a need to provide sophisticated method­
ological training for a small cadre o f primary care 
researchers while increasing opportunities for a large 
number of clinicians to participate in research. Opportu­
nities for transdisciplinary collaboration need to be in­
creased, including the creation of primary care research 
centers.

The development of a scientific basis for primary care 
practice will require policy advocacy, development of in­
frastructure, and creative and sustained individual effort.
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Primary care practice is experiencing unprecedented 
growth and recognition as a central feature of health care 
delivery and reform.1-2 Primary care has traditionally fo­
cused on practice rather than research. This focus on 
“ taking care of the folks” 3 has positioned the primary care 
specialties as leaders in meeting most health care needs of 
the population. The focus of primary care clinicians on 
practice, however, and the focus of primary care academi­
cians on education has left primary care clinicians to prac­
tice without a relevant scientific knowledge base4 or based 
on “ hand-me-down tertiary care knowledge.” 5 Policy ad­
vocates for primary care approaches are similarly left with­
out a strong scientific base upon which to make decisions.

Research is needed to increase our understanding of 
the primary care setting and our approach to patients.4
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Yet significant barriers to primary care research exist.6-7 
This paper addresses barriers and opportunities in five 
aspects of the primary care research process and closes 
with recommendations for policymakers and researchers.

Barriers and Opportunities
Primary care research depends on the work of motivated, 
trained investigators operating in supportive environ­
ments. Beginning with innovative ideas grounded in prac­
tice, good primary care research applies rigorous methods 
using opportunities created by adequate funding. There 
are barriers and opportunities in each of these aspects of 
the research process (Table).

Investigators
The lack ot a critical mass of investigators is a major 
impediment to primary care research. Typically, research­
ers with methodological skills have little opportunity for 
creative collaborative interactions with primary care clini­
cians, who are closest to patients and therefore more at-
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Table. Factors Affecting Primary Care Research: Barriers and

Factor Barriers Opportunities

Investigators Lack of critical mass Training
Competing demands Incubator environments

Infrastructure/ Limited number o f Multiple mentors
environment mentors Transdisciplinary

Lack of a research culture collaboration

Ideas Reductionistic vs generalist Seeking the perspective
models o f primary care

Lack o f operationalized clinicians
theory Development of 

grounded theories 
Focus on effectiveness 

research

Methods Hard-to-measure variables Adapting measures from
Classic study designs do other disciplines

not fit the questions Development o f new
Access to relatively measures

unselected populations Multi-method 
approaches 

Development o f
primary care research 
laboratories

Funding All the above Linking primary care
Square peg in a round hole perspective to other

phenomenon funding priorities
Categorical review and Agency for Health Care

funding Policy and Research 
Foundations 
Partnership with 

managed care and 
payer organizations 

Federal and state- 
agencies devoted to 
developing and 
supporting primary 
care research

tuned to the important questions. In addition, the oppor­
tunities that are created by renewed interest in primary 
care create an environment of competing priorities for 
potential and actual primary care researchers.8 The in­
creasingly large difference in compensation between prac­
tice and academic positions creates a strong disincentive 
for primary care clinicians to pursue research careers. In­
creasing demands in patient care and teaching5 make 
it difficult for primary care clinicians and academicians 
to channel their energies into innovative, cutting-edge 
research.

Participation in research-focused postresidency fel­
lowships9 and faculty development fellowships10 is asso­
ciated with greater research productivity. A small cadre of 
sophisticated primary care investigators with skills in ad­
vanced research methods could be developed through 
some expansion of the current fellowships. It is important 
that these fellowships include strong training in m ethod­

ological skills and opportunities for hands-on research 
experience, while providing grounding in the primary 
care perspective. In addition, offering a limited but excit 
ing research training experience during primary care res­
idencies, combined with training in population-focused11 
and evidence-based medicine,12 also could develop over 
time a critical mass of sophisticated practitioners to carry 
out practice-based research and to participate in research 
networks.

Infrastructure and Environment
Primary care lacks a well-developed research culture. Pa 
tient care and teaching tend to be valued over research. 
This leads to a lack of professional socialization in the 
research process.13’14 Opportunities exist for inexperi 
enced primary care researchers to develop relationships 
with multiple mentors. Fledgling primary care researchers 
are well served by proactively identifying specific needs 
that would be met by a mentoring relationship.15

There is a great need to develop incubator environ 
merits that will support junior researchers’ development 
and growth as primary care researchers. The Robert 
Wood Johnson Generalist Physicians Faculty Scholars 
Program is a national example that is providing mentor 
ship and opportunities for a small number of junior pri 
mar)' care researchers. By providing support, credibility, 
and mentoring on a national basis, the program helps to 
develop local incubators for the development of primary 
care researchers.

Although successful research requires individual 
leadership, the development of transdisciplinary teams 
and collaboration can foster the scholarly development 
and professional socialization of junior primary care re­
searchers. Collaborative teams involving partnerships be­
tween clinicians and academic medical centers or man 
aged care organizations can allow primary' care researchers 
who are facing multiple demands to share some of the 
burdens and opportunities.

Practice-based research networks are a major re­
source for primary care research that integrates practical 
practice perspectives and access to relatively unselected 
patient populations in real-world settings.16 The full po­
tential o f practice-based research, which is yet to be real­
ized, would be enhanced by the expansion and support of 
the practice infrastructure for research through data sys­
tems, staff training, and greater clinician involvement.

Ideas
Original ideas in the form of research questions and hy 
potheses that are grounded in a primary care perspective
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are tremendously important if primary care is to develop a 
unique and relevant body of knowledge. One significant 
barrier is the dominance of the reductionistic biomedical 
model. While focusing narrowly on a researchable ques­
tion is important in any kind of research, this reduction­
istic paradigm is very different from the generalist perspec­
tive. Its dominance in academic medical centers, however, 
often constrains the thinking of people who are trying to 
do primary care research that emphasizes care of the 
whole patient in the context of family and community.

Primary care researchers tend to engage in an eclectic 
mix of research topics, stimulated by the diversity of pa­
tients and problems in the scope of primary care practice. 
Sustaining a research trajectory ofsuccessive inquiries into 
an area of focused expertise, while retaining a gener­
alist perspective, is a major challenge for primary care 
researchers.

Primary care researchers also need to embrace ad­
vances in biomedical technology as primary care research 
opportunities. For example, there is great potential for 
advances in molecular biology to lead to genetic screening 
and treatment.17 The widespread application of such 
techniques is dependent not only on further advances in 
molecular biology technology, but on answering practical 
primary care questions that will affect translation into 
practice. How do patients and clinicians interpret genet­
ically based risk?18’1'-’ What are the positive and negative 
consequences of genetic screening?17-20 Among the com­
peting demands of the primary care setting, how can we 
identify high-risk patients who would be most likely to 
benefit from genetic screening and treatment?

Rather than developing a coherent set of theories 
applicable to practice, primary care practitioners focus on 
what works in caring for patients.8 Additionally, many of 
primary care’s theoretical underpinnings 21~2S have not 
been adequately operationalized into research questions 
and measurable constructs. Operationalizable models of 
generalist approaches to patient care are needed to guide 
research26; for example, how do physicians make deci­
sions when facing competing demands,27 or what is the 
effect of continuity on patient outcomes?

The primary care setting and the generalist perspective 
are two important components that characterize primary 
care research. Seeking the ideas of primary care clinicians 
and the perspective of patients is essential to the develop­
ment of any agenda for primary care research. For exam­
ple, the Ambulatory Sentinel Practice Network (ASPN) 
develops its research priorities and questions from the 
experience of participating practicing physicians.28 We 
need to use practice-based wisdom16 and emerging data 
from primary care research to develop grounded theories 
that make sense in primary care settings. This process 
naturally leads to a focus on effectiveness and outcomes

research, particularly on outcomes that are important to 
patients and policy.29-30

Methods
Many of the traditional research laboratories, measures, 
and designs are not directly relevant to primary care. The 
lack of relevant methods tends to constrain us to “ look 
under the light,” whereas many of the problems and so­
lutions are in the darkness of the complexity o f the pri­
mary care setting.

Some of the methodological barriers include access­
ing relatively unselected primary care populations or sub­
sets of high-risk groups among the populations seen in 
primary care settings. Practice-based networks can help us 
address this problem by taking research out o f the aca­
demic medical center and into the primary care setting 
where its findings will be applied.

When primary care researchers talk about hard sci­
ence, what they really mean is that the important variables 
are hard to measure. Health services and primary care 
researchers have advanced the measurement o f health sta­
tus, quality of life, and other constructs that are important 
to primary care research. These measures need to be more 
widely adapted and applied to primary care research ques­
tions.

Much of the primary care research to date has been 
descriptive.31-32 There is a need for greater use of stronger 
experimental study designs that examine primary care re­
search questions.33

At the Institute of Medicine invitational workshop 
on the Scientific Base of Primary Care, I was struck by the 
schism between the shared research paradigm that re­
quires narrowing the focus and isolating phenomena from 
their contexts, and the patient stories that kept bubbling 
up from clinicians. This conflict between isolating as op­
posed to embracing the patient perspective and context is 
at the core of the uneasiness felt by primary care research­
ers who are trying to achieve methodological rigor while 
still asking the right questions and addressing the context 
of the patient’s environment and values. Many primary 
care research questions require methods that include 
measurement and assessment of the effect o f context, in 
addition to isolating the phenomenon under study from 
its context. Therefore, multimethod approaches represent 
a major opportunity for primary care research. These ap­
proaches combine some of the quantitative techniques 
from epidemiology, health services research, and biomed­
icine with inductive, qualitative techniques that focus si­
multaneously on meaning and context.34

For example, my colleagues and I are involved in a 
study that includes an examination of time use and pre­
ventive service delivery in a practice-based network of 138
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family physicians, the Research Association of Practicing 
physicians. We have had to adapt some measures from 
other disciplines, and develop many new measures that 
are applicable in the primary care context. Nurses con­
ducting research for the study gathered data on the con­
tent and context o f the outpatient primary care patient 
visit and on preventive sendee deliver)'. Multiple data 
sources provided the perspective of the patient, clinician, 
the medical record, and billing ciata. In addition, the 
nurses’ direct observations were also used to document 
what sendees are delivered and to quantitate how time was 
spent during the visit.35 At the same time, the nurses 
made qualitative observations and developed questions 
that did not fit a priori hypotheses and were not captured 
by the quantitative data-collection techniques. These 
qualitative observations about context, the study design, 
or new hypotheses and measures were captured by ethno­
graphic field notes. Analysis o f these field notes is being 
used to critique the study methods, to develop new hy­
potheses and new quantitative measures, and to explain 
the meaning of the quantitative study findings.

Such multimethod approaches represent an oppor­
tunity to combine rigorous epidemiological study designs 
and quantitative measures with grounded qualitative 
techniques that focus on meaning. The marginal cost of 
adding brief qualitative techniques to examine meaning 
and context is very small in studies that are already doing 
quantitative data collection.36 Such multimethod re­
search approaches were the focus o f a recent conference 
on primary care research methods.37

Funding
All the barriers to primary care research described above 
are also barriers to funding. Funding primary care re­
search often feels like trying to put a square peg in a round 
hole. The primary care perspective does not fit the cate­
gorical paradigm and agendas of most funding agencies or 
specialist-dominated scientific review committees.

Researchers with true primary care questions do not 
have a funding home to support their finding answers to 
those questions. To fund their research, many primary 
care researchers link and often subjugate their primary 
care perspective to other funding priorities. If primary' 
care research is to advance beyond entry' level or margin­
ally relevant studies, a dedicated funding base must be 
developed.

Managed care organizations emphasize primary' care 
as the backbone o f their health care delivery systems,38 
but they are in great need of information to improve the 
delivery of health care services to the populations they 
serve.39'40 Managed care organizations that are able to 
take a long-term perspective will find great benefit in

supporting primary care research. There is an urgent need 
for such organizations and practitioners to develop and 
implement low-overhead mechanisms to collect and ana­
lyze primary care data. Such data systems can meet both 
continuous quality improvement and research agendas 
and have the potential to make primary care research a 
relatively self-sustaining enterprise.

The central role of primary care as an agent for 
change within the health care system1-41 makes primary 
care a logical focus for the research agendas of some of the 
major foundations interested in health care. In addition, a 
federal funding program devoted to developing and sup­
porting primary care research is needed to allow primary' 
care researchers to come out of the closet with a primary' 
care perspective and to start asking questions that do not 
conform to the categorical way the National Institutes of 
Health and other funding agencies are currently con 
figured.

The Agency for Health Care Policy and Research 
(AHCPR) has funded a small number of primary' care 
research projects and has recently designated a Center for 
Primary Care Research. Two of its scientific review com­
mittees represent primary care and health sendees research 
perspectives. Although this is an important start, AHCPR 
is undergoing considerable uncertainty about its future, 
and the funds available for extramural research are rela 
tively small. Unless primary care becomes a major focus of 
an agency, primary care research development is likely to 
languish or be subjugated to other agendas.

Recommendations

Policy Recommendations
Training for primary care researchers needs to be expand 
ed7 in ways that foster transdisciplinary collaborations. To 
do this, we need to identify groups of primary care clini­
cians willing to identify the important questions and to 
serve as research partners by using their practices as pri 
mary care research laboratories. A smaller cadre of dedi­
cated primary care researchers should receive sophisti 
cated training in research methods in settings that 
facilitate exposure to the generalist perspective and setting.

Expanding career development awards in primary 
care research7 through both private and governmental 
sources would allow primary care researchers to take the 
risks required for truly innovative primary care research. 
In academic environments, there is increasing pressure to 
do safe research that yields short-term, if modest, results. 
If we want to encourage researchers to innovate, we need 
to provide support for longer periods to allow them to risk
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and survive the temporary setbacks that are inherent in 
cutting-edge research.

Multidisciplinary primary care research forums are 
needed to foster transdisciplinary collaboration37 be­
tween primary care researchers and health services re­
searchers, basic scientists, social scientists, methodolo­
gists, and clinicians. Previously, AHCPR sponsored three 
interdisciplinary primary care research conferences.42’43 
Shared leadership of such forums by primary care profes­
sional organizations,44 and co-funding by interested 
foundations, government agencies, and perhaps managed 
care organizations, would greatly advance primary care 
research through shared ideas and development of a na­
tional primary care research culture.

Establishing primary care research centers would de­
velop a critical mass of geographically proximate research­
ers who could focus on the development of grounded 
primary care ideas, theories, and measures and apply them 
to answering primary care research questions in relatively 
unselected primary care populations. Such centers should 
have expertise in measurement and research methods. 
They should have established mechanisms for the 
grounded development and operationalization ofprimary 
care research questions on “ the problems that most of the 
people have most of the time.” 45 Primary care research 
centers also need to have practice-based laboratories and 
data systems, so that research can be conducted in both 
the context and setting of primary care.3’28-30 Redistribu­
tion of a small portion of the current federal research 
budget to foster such centers would be a worthwhile 
investment. Pursuing funding of such centers on the state 
level and through large managed care organizations and 
local philanthropists may be viable options in the imme­
diate future.

Primary care representation on review committees 
and editorial boards needs to be increased so that there 
are avenues for people with a primary care perspective to 
have a forum for true peer evaluation of their work, which 
is essential to fair review.46

Establishing a federal agency committed to primary 
care research is essential to the advancement and long­
term survival of primary care research.7 An additional crit­
ical opportunity is to develop a primary care research 
infrastructure based on stable funding from managed care 
organizations. I he essential role of primary care within 
any organized, efficient, and effective health care system 
must be based on a sound scientific basis. Managed care 
organizations that want to thrive in increasingly compet­
itive environments will find that supporting a primary care 
research infrastructure is a good investment. There are 
already examples of the usefulness of this type of invest­
ment.39’40’47

Recommendations for Primary Care 
Researchers
Successful researchers have an ability to conceptualize 
ideas, translate an idea into a research project, and com­
municate ideas and information. Hard work, conceptual 
ability, and training that involves experience in supervised 
but independent research may be particularly impor­
tant.48 Clear expectations and support from a department 
chair or division chief are associated with faculty research 
productivity,49 whereas collaboration with a practice- 
based research network or primary care research division 
enhances the ability of busy clinicians to actively partici­
pate in research. Instrumental support, including space, 
dedicated research assistants, computers, access to meth­
odologists, and collegial professional relationships,50 is 
essential to most research enterprises.51

Successful researchers meld ideas and opportunities. 
Good research ideas involve questions to which the re­
searcher brings a passionate interest, local resources, and 
potential collaborators, and for which the answers have a 
high level of potential impact.52 Primary care researchers 
tend to have diverse interests because of their generalist 
perspective, training, and predisposition. Success is often 
enhanced, however, by choosing a niche in which partic­
ular expertise is developed.52 Primary care research ideas 
often come from practice or from interactions with other 
practitioners, theoreticians, or researchers. They can be 
enhanced by gaining the perspective of other disciplines.

Successful researchers work on multiple projects.52 If 
more than one iron is in the fire, and one cools off, the 
researcher can pick up another one and continue working. 
Working on multiple projects also allows researchers to 
take a chance on developing a high-risk, high-gain idea.

Successful researchers walk before they run. This 
means conducting pilot studies before attempting to fund 
and carry out a large project. It can also mean paying 
“ dues” by working on other researchers’ projects, while 
learning and developing a track record in the process.

In the same way that developing a new biological 
assay opens up research opportunities for the bench re­
searcher, developing new methods, particularly new mea­
sures or access to understudied populations, opens up 
new opportunities for individual and collaborative work 
for primary care researchers.

Successful researchers seek out critical feedback early 
and often. This helps minimize the loss involved in aban­
doning a fatally flawed project and provides opportunities 
to refine other projects at multiple stages of planning, 
implementation, and dissemination.

It is critical in primary care research to develop col 
laborative teams that foster the sharing of ideas, expertise, 
and work. The function of such teams is enhanced by an
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“abundance mentality,” 53 in which colleagues avoid the 
misperception that resources are a finite pie in which a 
larger slice for someone else means a smaller piece for 
themselves. Rather, pooling resources and expertise cre­
ates a bigger pie of which everyone gets a bigger piece.

Primary care research has often been conducted on a 
shoestring budget. Seeking out adequate funding allows 
the primary care researcher to use sophisticated data- 
coliection techniques on an adequate sample size and 
apply advanced study designs to achieve the necessary 
rigor to have an impact. In order to be funded, researchers 
need to “ sell the sizzle” by arguing the importance of 
their project. They need to “ sell the steak” by having 
developed feasible methods and an expert team with the 
credibility to earn' out the proposed work.

Finally, primary care researchers need to write. Writ­
ing is hard work. Finding blocks of uninterrupted time 
among the competing demands of primary care is a great

i challenge54 that must be met if primary care research is to 
be disseminated.

Conclusions
| Recognition of the importance o f primary care is produc­
ing a plethora o f opportunities for the primary care disci­
plines. Primary care researchers face the competing de­
mands of providing primary care health services, meeting 
increased teaching and training needs, and filling a grow­
ing number of leadership and administrative roles.5 These 
competing demands have the potential to undermine the 
development o f a scientific base for primary care, just as 
we reach the crossroads o f great need and opportunity. 
How well we meet this challenge will be determined by 
the ability o f policymakers and primary care leaders and 
researchers to adopt the long-term perspective that is 
required to advance primary care research closer to the 
top of our country’s health care agenda. Assigning high 
priority to primary care research will provide the scientific 
underpinning for meeting America’s most important 
health care needs.
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