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Putting Practice into Research

Irene Fraser, David Lanier, Fred Hellinger, and John M. Eisenberg

For many years, health services researchers have contended that clinicians
and others who deliver, manage, purchase, or influence health care should
seek out and use the latest and best evidence when making clinical,
managerial, and policy decisions. This campaign has brought both good
news and a challenge.

The good news is that the message is meeting a receptive audience.
This past year, for example, when large employers formed the Leapfrog
Group to use their collective purchasing power to improve patient safety,
they began with extensive reviews of the research on factors and practices
associated with safe outcomes and cited this evidence in their messages
(Leapfrog Group 2001).

The challenge is that the onus is now on the research community to
show it can carry out its half of the job: producing information that is
timely, on point, and in a format decision-makers can use. Meeting this
challenge requires researchers do the same thing they ask of the health care
system itself: talk with their customers, closely examine their systems and
processes to see what works and does not work, and do the reengineering
and innovation necessary to make sure that research, like health care itself,
is more timely, efficient and customer-centered.

To ensure responsiveness to user needs, the Agency for Healthcare
Research and Quality (AHRQ), as part of a broader set of initiatives, started
such conversations years ago. The Agency consulted with a wide range of
existing and potential users of our research to determine how it could
improve what we do and how we do it. One innovation directly resulting
from this consultation and redesign process was the decision to support
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practice-based research networks, in which people in the field delivering
health care or managing health care systems are an integral part of the
research enterprise. Over the past two years, AHRQ created an Integrated
Delivery System Research Network (IDSRN) and also developed new
planning and infrastructure grants for primary care practice-based research
networks (PBRNs). This AHRQ Update discusses the impetus and rationale
for the new programs, briefly describes the IDSRN and PBRN initiatives,
and then discusses the broader implications of these models for the
research community.

BACKGROUND

To ensure its research is responsive to user needs, AHRQ has held formal
and informal meetings not only with the research community, but also with
current and potential users of health services research, including clinicians,
systems administrators, and policy-makers at the federal, state and local
levels. One clear message heard from many decision-makers was their
desire to practice evidence-based medicine, evidence-based management,
and evidence-based policy-making, and to do so, their need for more timely
information, and information relevant to the decisions at hand. In
particular, they noted a need for information on how to improve access,
quality, efficiency and safety in ambulatory care.

Researchers said they wanted their work to be relevant and useful, but
felt encumbered by the fact that much of the relevant ambulatory care data
was proprietary, and interpreting the data often required partnerships they
did not have with practitioners within these organizations.

The Agency also heard from practice-based researchers; individuals
whose primary responsibility is patient care, but who also contribute to
research efforts in primary care or managed care settings. Some of these
practice-based researchers have access to excellent data about ambulatory
care, but often lack the resources or connections to do relevant research that
both their organizations and the broader community of decision-makers
could use. For example, they told AHRQ that they often design and
implement clinical or organizational interventions designed to improve
care—interventions that called out for evaluation research and potential
replication elsewhere—but by the time they organize and fund an evaluation
component through conventional grant mechanisms, the intervention is
over and the opportunity to learn from it is systematically lost.
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The cumulative recipe for relevant research emerging from these
groups includes field input on the most important questions to address
and how to address them in clinical settings; a fast-track way to fund and
organize the inquiry; a way to get information to users (and check its
applicability and adaptability); and a direct and succinct dissemination
path for the eventual lessons, tailored to the needs of users. Agency
responses to this recommendation included the creation of the IDSRN
and new support for PBRNs. As the next sections show, the two initiatives
differ significantly in structure and mechanism, but share three features
designed to implement these recommendations; features that increasingly
are part of the broader research enterprise at AHRQ. These features are:
(1) strong links between researchers (clinicians and social scientists) and
those clinicians and others who deliver care or manage health care
organizations; (2) collaboration and synergies across research projects;
and (3) creation of a sustained infrastructure for research.

IDSRN

Directly or indirectly, most health care in the United States is provided
through complex health systems such as managed care organizations,
hospitals and hospital networks, large physician groups, and nursing
homes. As aresult, these organizations have become increasingly important
as both creators and users of information. Many have considerable research
capacity, including sophisticated data systems that follow patients over time
and across sites of care; ties between research and operations staff; and
strong teams of researchers. (Nelson, Quiter, and Solberg 1998). On the
other hand, most delivery systems, even some very large ones, do not have
these capacities. In creating the IDSRN, AHRQ sought to expand the
capacity for research in and among integrated delivery systems, and to
create a mechanism for faster, more collaborative research.

The IDSRN consists of nine consortia which operate under a three-
year master task order contract, with an option to renew for another two
years. Together, the consortia provide care to over 50 million Americans,
including privately insured, uninsured, Medicare, and Medicaid patients.
The delivery systems and the populations served are also diverse. Some are
group or staff model HMOs, while others are network plans or fee-for-
service providers. The sites span the country, serving rural, suburban, small
town and inner-city patients through health plans, hospitals, ambulatory
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care practices, nursing homes, and home health plans, all with strong data
systems and in-house or affiliated research capacities. The size of the
networks, their diversity, the strength of their data, and their new
opportunities for collaboration through the network create a powerful
opportunity for research, enabling them to do research on the impact of
different organizational or clinical interventions on many subpopulations
of interest (see www.ahrq.gov/research/idsrn.htm).

As this article goes to press, the Agency has awarded a total of 26 task
orders. Most are short turn-around projects, spanning 12 to 18 months,
using health plan data. Most focus on ambulatory care issues, though a few
study hospital or nursing home care. A large number of the recent task
orders focus on patient safety (in keeping with the Agency’s 2001 funding
in this area), but other priority areas include quality measurement and
improvement, racial and ethnic disparities, evaluations of organizational
and clinical interventions, information technology, cultural competency,
perinatal health, and bioterrorism. (See Table 1.) Most projects have been
funded by AHRQ), but several were sponsored by other Department of
Health and Human Services agencies and the volume of external
sponsorship is expected to grow.

The rapid turn-around nature of these contracts permits the Agency
to quickly generate findings to priority policy questions. Last year, for
example, an Institute of Medicine roundtable meeting examined the policy
implications of studies linking high volume of hospital procedures with
better outcomes. One of the participants noted that little is known
regarding what, within the process of care, causes this association, or what
lies behind some of the outliers (small volume hospitals with good
outcomes and large volume hospitals with poor outcomes). The Agency
decided to use the IDSRN to learn the answer, and the Center for Health
Care and Evaluation at UnitedHealth Group is now doing a qualitative
study focusing on the processes of care at high- and low-volume hospitals
with good and bad outcomes. In another instance, the Center for Medicare
and Medicaid Services (CMS, formerly the Health Care Financing Admin-
istration, or HCFA) wanted to identify some potential models through
which managed care organizations (including group and network models)
could improve cultural competence, so the HMO Research Network will
create some models under the IDSRN.

New topics will be derived from Agency expert meetings (for
example, a new project on linking maternal and child data was the direct
result of an expert meeting on Women’s Health), and Departmental
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IDSRN Partners and Their Collaborators

(http://www.ahrq.gov/research/idsrn.htm)

Partners

Projects to date

1. HMO Research Network (A Consortium)
Group Health Cooperative
Harvard Pilgrim Health Care
Health Partners Research Foundation
Henry Ford Health Systems Kaiser
Permanente Georgia Kaiser Permanente
Hawaii Kaiser Permanente Northwest
Kaiser Permanente Colorado Kaiser
Permanente Southern California Lovelace
Clinic Foundation Myers Primary Care
Institute/Fallon Health System

2. Center for Health Care Policy and
Evaluation
Division of UnitedHealth Services,
and: Allina Health System
RAND Health Systems Innovation
Network LLC (HSI)

3. Research Triangle Institute and:

University of North Carolina at Chapel
Hill (UNC)

MayaTech Corporation Intermountain
Health Care

University of Pittsburgh Medical Center
UNC Health Care

Summa Health System

Providence Health System

CareOregon

Researching the Implementation of Practice
Guidelines Developed on the Basis of
AHRQ-supported Evidence Reports with
Priority Populations

Association of Working Conditions with
Prescribing Errors in Primary Care
Settings

Relationship of Provider Group
Characteristics to Quality of Care and
Medication Errors in Ambulatory Care
Settings Model Culturally and
Linguistically Appropriate Service (CLAS)

Quality Assessment and Performance
Improvement Projects (QAPI) for
Medicare + Choice Organizations

Use of Linked Data Bases to Assess
Selected Quality Indicators for
Maternal Health

Socioeconomic, Racial/Ethnic, and Gender
Differences in Quality and Outcomes of
Care as it Relates to Cardiovascular
Disease

Private Sector Data and Measures for the
National Quality Report

Value-Based Contracting: Understanding
What’s Behind the Hospital Volume-
Outcome Link

Incidence of Reduced Use of Prescribed
Medications in Response to Out-of-Pocket
Costs Among Medicare Beneficiaries

Does Differential Diffusion of New
Innovations Contribute to Disparities in
Health Care?

Validating the HCUP Quality Indicators

Validating the Healthcare Cost and
Utilization Project (HCUP) Patient
Safety Indicators

IDS Solutions for Transferring Medication
Data Across Patient Care Settings

The Information Technology Infrastructure
in Integrated Delivery Systems
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Table 1:  Continued

Partners

Projects to date

4. USQA Center for Health Care
Research (A subsidiary of Aetna
US Healthcare)

5. Denver Health and:
University of Colorado Health Sciences
Center (Colorado Health Outcomes
Program) Colorado Prevention Program

6. Regents of the University of Minnesota
(Division of Health Services Research
and Policy), and:
Blue Cross Blue Shield of Minnesota
Institute for Research and Education

HealthSystem Minnesota

Institute for Clinical Systems Improvement
Medical Group Management Association
Center for Research Allina Health System
Delta Rural Health Consulting & Research

IN]

. Marshfield Medical Research &
Education Foundation, and:
Project HOPE Center for Health
Affairs, CODA, Inc.

8. Weill Medical College of Cornell
University, and:
New York Presbyterian Healthcare
System (the University Hospital
of Columbia and Cornell)
The Joseph L. Mailman School of
Public Health Columbia University
North Shore University Hospital Memorial

Sloan-Kettering Cancer Center Health Watch

9. Abt Associates Inc., and:
Geisenger Health System

Capacity to Conduct Studies on the Impact
of Race/Ethnicity on the Access, Use, and
Outcomes of Care

The Use of Encoded Guidelines in an
Electronic Medical Record System for
Targeted Tuberculin Testing and
Treatment of Latent Tuberculosis

The Effect of Using Rules Technology
with Provider Order Entry in Mediation
Error Reduction

A Study of the Impact of Race/Ethnicity on
the Access, Use, and Outcomes of Care

Relationship of Nursing Home Policies and
Quality

The Effects of Financial Incentives in
Medical Group Practices and the Work
Environment on the Quality of Care

Assessing Impact of Organizational
Interventions

Increasing Patient Safety by Improving
Compliance to Clinical Practice
Guidelines for Diabetes Management
Through Electronically-Generated
Reminders on Patient Interval Reports
and Day Sheets in a Multispecialty Group
Practices Setting

Quality-Related Provisions in Health Plan-
Hospital Contracts

Integrated Delivery Systems and Clinical
Preparedness for Bioterrorist Events

Impact of EpicCare on the Management of
Diabetes in the Geisinger Health System
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priorities (projects examining and seeking to expand health plan capacity
to gather information about race and ethnicity). Additionally ideas are
likely to emerge from the IDSRN itself, and in particular, from the
operational leadership of integrated delivery systems. And, of course, the
Agency welcomes suggestions from the research community.

In January we expect to hold the first annual meeting of the network.
These meetings will provide an opportunity to discuss potential new
research questions and funding sources, ways the network can collaborate
across sites to enhance the value of the research it produces, and ways the
network can work more closely both with users of the research and with the
broader research community. The Agency welcomes researcher input on
these questions as well.

PRIMARY CARE PRACTICE-BASED RESEARCH NETWORKS
(PBRNs)

While most of the IDSRN contractors began with very strong data systems
but with less history as ‘‘networks,”” most of the primary-care based research
networks (PBRNs) had less well developed data systems, but more
experience conducting network research. A PBRN is a group of ambulatory
practices devoted principally to the primary care of patients, affiliated with
each other (and often with an academic or professional organization) in
order to investigate questions related to community-based practice. Each
PBRN is a collaborative network of office-based practices and is capable of
rapidly identifying clinically relevant questions in primary care practices
and producing rigorous research. PBRNs are characterized by an abiding
commitment to research and an organizational structure that transcends a
single study.

Since the mid-1970s, when PBRNs first appeared in the U.S., the
number and maturity of those networks have increased substantially,
particularly over the past decade. About half of the existing PBRNs are
regional or local in scope, two are national and most others are statewide or
multi-state. Collectively, family physicians represent about 65 percent of the
participating clinicians, pediatricians about 25 percent, with general
internists, OB/Gyns, advanced practice nurses and physician assistants
comprising the other 10 percent.
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An important feature of almost all PBRNs is the close collaboration
between practicing clinicians and researchers. With traditional research
approaches, study questions are typically generated by researchers who
determine the research methods and interpret the study findings. Within
most PBRNs, participating clinicians help define and frame practice-
relevant research questions and take part directly in data collection and
interpretation of results with the research team, bringing scientific rigor to
the effort. This ‘‘bubble-up’ approach to research produces results which
can ‘‘follow a shortened feedback loop into practice’” (Nutting, Beasley,
and Werner 1999).

For example, a study conducted recently in the Oklahoma Physicians
Resource/Research Network focused on optimal methods of managing
laboratory test results in practice (Mold, Cacy, and Dalbir 2000). The study
was intended to be a cross-over trial of alternative methods of managing
results. However, as soon as it became apparent that one method under
consideration produced superior results, most participating practices
immediately adopted all or part of it. In theory, the process of applying
the results of any research (including biomedical research) to the practice
of medicine may be less onerous in PBRN settings.

Despite considerable success in producing research, most PBRNs
have been challenged over the years to find adequate funding for
research endeavors, particularly for the supporting network infrastruc-
ture. Almost all have relied heavily on volunteerism for central staff
support and the cooperation of participating clinicians. Universities or
professional organizations affiliated with the networks often provide a
modest amount of support. In addition, PBRNs have received funding
for individual research projects. From 1990 to 1999, AHRQ (then
known as the Agency for Health Care Policy and Research) spent
almost $13 million on studies conducted within primary care-based
research networks. Most PBRNs, however, have not matured suffi-
ciently to compete successfully for major federal grants. (A significant
limitation has been the lack of adequate information technology to
allow networks to collect and aggregate research data from practices.
In fact, most networks still rely on paper and pencil methods of
recording data.)

To assist PBRNs in carrying out activities that enhance their capacity to
conduct research, AHRQ) awarded planning grants last fall to 19 networks
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across the United States' (see Table 2). Together, these PBRNs provide
access to more than 5,000 primary care providers and almost seven million
patients who are being followed in a variety of primary care practice settings
in 49 states. Each grant supports the development of a PBRN-specific plan to:
(1) establish or improve electronic collection and aggregation by the
network of data derived from the individual practices; (2) increase the
network’s capacity to study the health care of racial and ethnic minority
and/or underserved populations; (3) improve the ability of network
practices to translate research findings into practice; and (4) identify
potential sources of ongoing support for the network (see www.ahrq.gov/
research/pbrnfact.htm).

After successful completion of the planning phase, the PBRNs
competed for continuation grants. Continuation funds will allow the PBRNs
to define more accurately the clinicians, patients and practices involved in
each network; information that has been difficult to obtain because of
limited data collection capacity. In addition, several of the PBRNs will pilot
testvarious methods of electronic data collection in network settings. Others
will study issues related to data privacy and confidentiality in the conduct of
primary care research.

IMPLICATIONS FOR RESEARCHERS AND USERS OF
RESEARCH

These two new initiatives are quite different from one another, as well as
from other programs at the Agency. IDSRN builds on integrated delivery
system networks and a mixture of clinical and social science researchers,
while PBRNs build on primary care networks and largely clinical researchers.
The former works through task orders and the latter through grants. Both
are something of a departure from the Agency’s past in that they provide
infrastructure and support for sustained field-based research programs.

In one fashion, however, these two initiatives are similar: they bring
together three principles the Agency has been pursuing to make its

!Several prototypes for this type of funding exist in the federal government. For example,
the National Institute of Child Health and Human Development (NICHD) sponsors
Cooperative Specialized Research Center (U54) Grants. Funded only in response to a specific
RFA, these five-year grants are intended for networks that foster communication, innovation,
and high-quality research in a particular area of science. (see www.nih.nichd.gov).
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Table 2: Primary Care-Based Research Networks (PBRNs)
(http://www.ahrq.gov/about/cpcr/cpcrover. htm#PBRN)

American Academy of Family Physicians, Leawood, KS: The AAFP National Network
for Family Practice and Primary Care Research (National Research Network) is
an emerging network that includes 110 clinicians from practices in 34 states and
4 Canadian provinces.

American Academy of Pediatrics, Elk Grove Village, IL, and the University of Vermont, Burlington,
VT: Pediatric Research in Office Settings (PROS) is a national network that includes
practitioners from 540 pediatric practices in 49 states, Puerto Rico, and Canada.

Baylor College of Medicine, Houston, TX: The Baylor Practice-Based Research Network (Baylor
PBRN) is an urban-based network whose purpose is to evaluate the effectiveness of primary
care services delivered to ethnically and socioeconomically diverse populations in Houston.

Case Western Reserve University, Cleveland, OH: The Research Association of Practicing
Physicians (RAPP) is a network of 116 practices in northeast Ohio which has focused its
research efforts on the structures, processes, and outcomes of primary care practice.

Children’s Memorial Hospital, Chicago, IL: The Pediatric Practice Research Group (PBRN) is a
16 year-old Chicago-area network which conducts studies on the primary care of children.

Children’s Hospital Center, Cincinnati, OH: The Cincinnati Pediatric Research Group (CPRG)
was established in 1996 and studies a geographically and socio-economically diverse
pediatric population served by an array of health care facilities.

Dartmouth Medical School, Hanover, NH: The Dartmouth/Northern New England Primary
Care Cooperative Research Network (COOP) is the oldest primary care practice-based
research network in the country, composed chiefly of independent primary care clinicians
who reside in New Hampshire, Maine, and Vermont.

Indiana University, Indianapolis, IN: Wishard Health Services and the primary care practices of
the Indianapolis University School of Medicine have created ResNet, a research network
that conducts studies related to medical informatics and the translation of research into
clinical practice.

Michigan State University, East Lansing, MI: The Great Lakes Research into Practice Network
(GRIN) is a new, large network created through the merger of three established primary
care PBRNs in the state of Michigan.

Morehouse School of Medicine, Atlanta, GA: The Southeast Regional Clinicians’ Network
(SERCN) is composed of health care professionals working in 142 federally-funded
community health centers in eight southern states.

Mount Sinai School of Medicine, New York, NY: The Mount Sinai Primary Care Practice-Based
Research Network (MSPBRN) will combine the resources of academic department
practices with community health centers serving the East Harlem and Central Harlem areas
of New York City.

University of California, San Diego, CA: The San Diego Unified Family Medicine Research
Network (SURF*NET) is an emerging network that focuses its research efforts on the
primary care of underserved populations in southern California.
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Table 2:  Continued

University of California, San Francisco, CA: The Collaborative Research Network
(CRN), established in 1984 by the UCSF Department of Family and Community
Medicine, will merge with the Community Health Network and Community
Clinic Consortium of San Francisco to improve its access to a large underserved
urban patient population.

University of Colorado Health Sciences Center, Denver, CO: The Colorado Research Network
(CaReNet) is focusing on health issues among underinsured and Hispanic people.

University of Kansas, Wichita, KS: The Kansas Rural Practice Research Network (KRPRN) is a
new collaboration of the University of Kansas School of Medicine, the Great Plains Health
Alliance, the Kansas Academy of Family Physicians, and the Kansas chapter of the American
College of Physicians. The network will include practices located in medically underserved
communities of less than 3,000 population in rural Kansas.

University of Oklahoma, Oklahoma City, OK: The Oklahoma Physicians Resource/Research
Network (OKPRN) is a six-year old network of family physicians affiliated with the
Oklahoma Academy of Family Physicians. The network intends to establish a collaborative
relationship with the Oklahoma Native American Prevention Research Center.

University of New Mexico, Albuquerque, NM: The New Mexico Practice Based Resource and
Research Network (NMPBRRN) is an emerging network consisting of clinicians in
community health centers, Indian Health Service sites, tribal health care facilities, and
academic primary care sites, whose major purpose is to study the problem of acial and
ethnic disparities in health. The planning grant for this project is being funded, in part, by
the U.S. Indian Health Service.

Virginia Commonwealth University, Richmond, VA: The Virginia Ambulatory Care Outcomes
Research Network (ACORN) is a developing network of primary care practices in Virginia
that collects longitudinal data on the health status of primary care patients.

Yale University School of Nursing, New Haven, CT: This network is composed of primary care
Advanced Practice Nurses (APRNs) who care for underserved populations in southern New
England.

research more timely and useful to decision-makers. These trends affect
opportunities for all health services researchers, regardless of whether they
are involved, or expect to be involved in these particular networks.

Principle #1: Build strong links between researchers and those
who deliver care or manage health care organizations

A strong trend in Agency research is linking researchers more closely with
clinicians and delivery system leaders. Through projects such as the
Consumer Assessment of Health Plans (CAHPS®), the Child Health
Insurance Research Initiative and others, the Agency has found that
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bringing practitioners into the research enterprise can increase the utility
and actual use of research.

First, close practitioner-researcher links help us target research to
priority questions: the closer the link between researchers and the users of
research, the greater the likelihood that research will seek to address the
questions users want answered.

Second, these links can increase access and appropriate use and
interpretation of provider data. Much of the data needed for clinical and
delivery system research are proprietary, and few researchers outside these
organizations have used it. Close practitioner-researcher partnerships
make it more likely that the data will be used, used properly, and—where
necessary—improved for future use.

Third, provider involvement in teaching and research can have spill-
over effects, reinforcing a practice of looking to the relationship between
evidence and decision-making.

Fourth, clinicians and other decision-makers are more likely to see
the applicability of information coming from people and institutions like
their own. In both the IDSRN and PBRNSs, a major focus of activity will be
ensuring that early findings from individual projects reach the organiza-
tional leadership of all network members, and indeed the leadership of
those who are outside the network. For example, when the United Health
Group identifies organizational and other the factors associated with better
outcomes in high volume and low-volume hospitals, these findings will be
of potential interest not just to United Health Group but to all health plans
and purchasers seeking to improve quality through their hospital contracts.
Or, when the Virginia Ambulatory Care Outcomes Research Network
(ACORN) completes its AHRQ-supported project describing and classify-
ing ambulatory medical errors, its classification scheme will be of interest
and potential use to all health care providers and quality improvement
coordinators in ambulatory care settings.

Principle #2: Create collaborations across related projects

A second principle of the Agency is to encourage collaboration and
synergies across related research projects. Collaborations can increase the
efficiency and impact of research in several ways. First, they permit studies
of infrequent events, or focused on small subpopulations such as children
or minorities, or people with rare diseases. Second, collaborative studies
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permit one to reach conclusions about the generalizability of findings
across different types of delivery systems, and different financial arrange-
ments. Finally, collaborations enable researchers to synthesize findings
across projects, in order to explain any differences among the studies
(Durham 1998).

Collaboration is at the core of both the PBRNs and the IDSRN,
although they follow somewhat different models. In the PBRN, the Agency
has identified and strengthened existing collaborative networks of primary
care providers. With the IDSRN, some of the contractors (e.g., the HMO
Research Network) already existed as networks, while others came together
for the first time under this initiative. Moreover, the networks are
encouraged to collaborate among themselves to eventually form a network
of networks. In fact some of the earliest projects involved several of the
contractors.

Principle #3: Create an infrastructure for sustained
research over time

A third principle for the Agency is to build a sustained infrastructure for
research in priority areas, so the efficiency of the research enterprise can
be enhanced. While practice-based networks have been around in the
United States for some time (Nelson, Quiter, and Solberg 1998; Durham
1998), most have had rather tenuous lives, competing for and episodically
receiving grants from AHRQ and others, but lacking a sustained,
predictable source of funding and staffing. A major goal of the PBRN
and IDSRN initiatives was to create a sustained infrastructure of research
sites that could conduct families of related projects over time. An
investment in this infrastructure would help create a system of practice-
based laboratories for the study of everyday health care, following the
model of the sustained biomedical research study groups of the National
Institutes of Health and others. The kinds of action the Agency is taking to
build infrastructure in the practice-based research networks—use of
planning grants, use of multi-year grants and contracts, leveraging agency
dollars by collaborating with other funders—also represent a broad trend
across the Agency.
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CONCLUSION

Mostresearchers and funding agencies have a strong professional interest in
seeing that their findings are used to improve practice and policy. For an
agency working with public funds, achieving this goal is not a preference, but
an imperative. To achieve these goals, the Agency is forging links between
researchers and practitioners, encouraging collaboration and synergies
across research projects, and bolstering the infrastructure for research.
Practice-based research initiatives supporting the IDSRN and PBRNs
provide one of the Agency’s best vehicles for achieving these goals.
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