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As the specialty of family practice has developed and
matured,1 family medicine researchers began to address
gaps in the science base of our discipline, recognizing
that information borrowed or adapted from the condi-
tion-based or disease-based research of other special-
ties is insuff icient.2 Policy analysts and family medi-
cine futurists have identif ied research and clinical prac-
tice data as “cultural trends”3 on which to base the fu-
ture of our discipline. Yet, as a young, clinically based
specialty, the number of family medicine researchers
has lagged behind that of other specialities.4 Develop-
ing a research capacity in family medicine thus became
a high priority.5

The Academi c Famil y Medicine Organizati ons
(AFMO) Steering Committee (Appendix A) asked the
North A meri can Pri mary Care Research Group
(NAPCRG) to implement a plan to increase the research
capacity of the discipline of family medicine. NAPCRG
is devoted exclusively to fostering research in family
medicine and related primary care disciplines, and
NAPCRG members represent the spectrum of family
medicine researchers, including physicians, epidemi-
ologists, sociologists, and anthropologists working in
clinical practice and academic settings.

Other important parallel efforts were occurring si-
multaneously. In 1997, the American Academy of Fam-
ily Physicians (AAFP) launched an initiative to increase
research capacity and enhance the value and image of
family medicine research.5 The Residency Review
Committee for Family Practice added a requirement
that all family practice residents receive research train-
ing,6 and a number of family medicine organizations
sponsored Keystone III .1

This document reflects the efforts of the research
capacity-building subcommittee of the NAPCRG Com-
mittee on Building Research Capacity that occurred dur-
ing this unique period of concentrated focus on family
medicine research. The document is intended to serve
as a position paper that can guide the development of a
strategic planning process.7

Methods
The development of this document was an iterative

process.7-9 The process began at the 1998 and 1999 na-
tional committee meetings attended by representatives
of all of the organizations that belong to AFMO, plus
other representatives of organizations that either sup-
port, train, or include family medicine researchers (Ap-
pendix B). During these committee meetings, the group
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was asked to address the question “What does it mean
to build research capacity?”

Affinity Diagram Process
The group used an aff inity diagram process10,11 to

propose answers to this single question. Each member
of the committee who attended the meeting was given
three small pieces of paper on which they wrote an-
swers to the capacity-building question. All notes were
then attached to a large bulletin board. After all notes
were completed and posted, the group was asked to
move the small notes around, grouping together notes
containing similar concepts. This process of grouping
and regrouping continued until the group as a whole
agreed that no further regrouping was needed.

The strength of the aff inity di agram process was that
it allowed brainstorming in an egalitarian way.10,11 Each
person contributed three ideas. Collapsing the ideas into
themes then became the work of the entire group, al-
lowing rapid and varied interactions and discussions to
occur while still having the overview of the multiple
themes clearly visible. The discussion that occurred
during the meeting included reference to the work of
many other individuals and groups.2,6,12-31

Generation of Report
One member of the group (Mark Ebell, MD, MS)

took the groups of identified themes and wrote a draft
of the capacity-building document that was shared with
the committee at a subsequent national meeting. Revi-
sions were recommended. A small working group (Ap-
pendix B) was then charged with making these revi-
sions. The f inal document contained the identif ied
themes as developed and revised by the committee
members.

The major topics identif ied in the document are sum-
marized below in the statement developed by the writ-
ing committee and approved by the NAPCRG Com-
mittee on Building Research Capacity and f inally by
each member organization of AFMO. Appendix C is a
list of the original topics proposed by the participants,
presented under the major themes as f inalized accord-
ing to the aff inity diagram process.

Results: What Does It Mean
to Build Research Capacity?
Vision

All family physicians have a role in the generation
and application of new knowledge to improve the health
of individuals, families, and communities. This goal
can only be achieved by increasing the number of
trained and experienced family medicine researchers
and enhancing the value of research to practicing fam-
ily physicians, their patients, and the public.

Themes
A. Linkage. Because family medicine researchers are
widely distributed around the world, often without a
critical mass at a single center, building research ca-
pacity across the discipline will involve building link-
ages. Examples include linkages between novice and
expert researchers, linkages between researchers inter-
ested in a common topic, linkages across practices to
form research networks, linkages with researchers from
other medical and nonmedical disciplines, and linkages
among research networks, research centers, and aca-
demic institutions. The Internet and national meetings
could be used to facilitate these linkages.

B. Infrastructure. Without adequate research infrastruc-
ture, it is impossible to build research capacity. Build-
ing this infrastructure begins with ensuring that family
medicine leaders, such as academic department chairs,
have a better understanding of the research process and
of the types of infrastructure services and skills required
to support a successful independent investigator. Infra-
structure needs include research centers with a critical
mass of experienced investigators willing to support
each other and to mentor others, adequate amounts of
protected time for academic faculty and practicing phy-
sicians to pursue research, academic tenure track re-
search positions (or equivalent positions in large medi-
cal groups), positions and support for the nonclinical
faculty so important to family medicine research, and
grant administration and management support. In the
presence of this infrastructure, experienced, funded, se-
nior researchers will serve as role models, mentors, and
collaborators for less-senior researchers, faculty, and
students, a process that will ultimately increase the cadre
of family medicine researchers.

C. Training. To effectively build research capacity, it
will be necessary to enhance the training of family
medicine researchers at all levels. Training tasks should
include clarification of paths for students to enter fam-
ily medicine research careers, the identif ication and
support of mentors for novice researchers, support to
obtain advanced research degrees, presentation of work-
shops for basic and advanced research skills dissemi-
nation, expansion and f inancial subsidy of research-
oriented family medicine fellowships, and encourage-
ment for family physician participation in multidisci-
plinary research fellowships. The goal is to build a criti-
cal mass of skilled, energetic, independent investiga-
tors in the discipline.

However, a period of formal training or fellowship
is seldom suff icient. An additional 2–3 year period of
mentored and f inancially supported work is usually
necessary to move from trainee to fellow to funded re-
searcher. Most individuals will require at least 50% to
80% protected time during this period to become inde-
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pendently funded investigators. Family medicine re-
searchers should also be encouraged to take advantage
of career development awards from the National Insti-
tutes of Health, Robert Wood Johnson Foundation, and
other agencies that provide 3 to 5 years of support to
establish junior investigators as independent researchers.

D. Reputation. The ultimate measure of research ca-
pacity in family medicine is the extent to which prac-
ticing family physicians feel supported by and pride in
the research output of their discipline and the extent to
which practitioners’ work with patients is guided by
this knowledge. A secondary measure of research ca-
pacity is the extent to which family medicine research-
ers are recognized for their work by researchers in other
disciplines and by funding agencies. This latter mea-
sure can include receiving grant funding, serving on
key national or state advisory committees, participat-
ing in study sections and round tables, and receiving
invitations to present research results. More broadly, it
will be measured by the extent to which the family
medicine research agenda influences the national re-
search agenda. Specif ic goals should include having
family medicine researchers on at least 5 to 10 of the
National Institutes of Health (NIH) study sections, hav-
ing family medicine researchers on every Agency for
Healthcare Research and Quality (AHRQ) study sec-
tion, and having family medicine research representa-
tion at all federal research agenda-setting conferences.

E. Publishing. An important aspect of building research
capacity involves publication and dissemination of re-
search results. This requires adequate space for publi-
cation of original research in family medicine journals
supported by the entire family medicine community.
Overall, the number of family medicine research manu-
scripts submitted and accepted for publication must
increase. The results of original research should also
be presented and disseminated in other creative ways
to increase the impact on medical practice.

F. Culture. Building research capacity will inevitably
involve changing the culture of family medicine. This
begins by creating an environment within the specialty
in which research is a valued, expected, and enjoyable
activity. The expectation should be for all family phy-
sicians and all family medicine faculty members to be
involved in some way in the generation of new knowl-
edge. For family physicians who are primarily clini-
cians, this means taking a more critical, evidence-based
approach to patient care, placing more value on the re-
sults of original research, and, when possible, partici-
pating in a practice-based research network. Family
medicine organizations and academic family medicine
departments can facilitate this culture change by ex-
plicitly valuing scholarship and research, by instilling

an appreciation and understanding of research among
students and residents, by developing centers of research
excellence, and by supporting the development of in-
dependent investigators who will develop a coherent
line of family medicine research.

An atmosphere of mutual respect and appreciation
for the unique contribution of all members of the fam-
ily medicine research family will be required. Family
medicine should build on its unique integrative role in
health care to advance the science of research to in-
clude multidisciplinary and multi-method approaches
to medical research.

G. Asking the Right Questions in the Right Setting.
A research agenda that will change practice and the
delivery of health care and foster increased demand for
family medicine researchers must begin by asking the
right questions—questions that lead to knowledge that
helps to enhance the health or health care of patients. A
good research question should address common prac-
tice or policy problems, integrate a practice-based/re-
lationship-centered perspective, and respond to the
needs of clinicians, policy makers, and funding agen-
cies’ agendas. These questions should be answered in
the appropriate primary care setting, including academic
medical settings, large group practices, and practice-
based research networks using multiple methods. One
goal of asking and answering the right questions will
be to create physicians who are informed consumers of
research.

H. Funding. Sustaining and increasing family medi-
cine research capacity will require an increase in fund-
ing for family medicine researchers. In addition to sig-
nif icantly increased, targeted family medicine research,
funding from the AHRQ and increased funding from
the NIH (a larger percent of the total NIH budget) and
foundations will  be necessary. Increasing funding
awards will require increased numbers of grant sub-
mi ssions, both i nvestigator-initiated grants as well
as those submitted in response to specif ic requests for
proposals. Alternative sources for sustainable investi-
gator-initiated grants, such as the pharmaceutical in-
dustry (with appropriate guidelines for publication)
must also be explored.

Next Steps
This document provides an overview but has few

immediately actionable items. Currently, it is being used
as the basis for the development of a strategic plan for
research capacity building in family medicine. The main
goal of the strategic plan is to identify specif ic steps
that can be taken by individual or collective groups of
the members of AFMO. An initial draft of some of those
specif ic steps has been prepared and sent to AFMO for
further action.
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Implementation of any action plan will require the
identif ication of accountable organizations to design,
implement, and maintain each of the action steps. How
organizations can be identif ied or to whom they would
be accountable remains unclear. The family of family
medicine has agreed to participate and invest resources
in a new Future of Family Medicine Project. This work
should be used as a resource to guide that project and
perhaps to develop a structure to implement this and
other future initiatives of the specialty.
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Appendix A

Members of the Academic Family Medicine Organizations

• American Academy of Family Physicians

• Association of Family Practice Residency Directors

• Association of Departments of Family Medicine

• North American Primary Care Research Group

• Society of  Teachers of Family Medicine

Bernard Ewigman, MD, MSPH, Chair 1998–2000
University of  Chicago, Pritzker

Carole Bland, PhD 2000
University of  Minnesota

Sandra Burge, PhD 1998–2000
University of  Texas HSC, San Antonio

Walter Calmbach, MD 1998–2000
University of  Texas HSC, San Antonio

Benjamin Crabtree, PhD* 1998–2000
UMDNJ-Robert Wood Johnson Medical School

Frank deGruy, I I I , MD* 1999–2000
University of  Colorado

Mark DeHaven, PhD 1999–2000
University of  Texas Southwestern Medical Center

Perry Dickinson, MD 1999–2000
University of  Colorado

Mark Ebell, MD, MS 1998–2000
Michigan State University

James Galliher, PhD 1999–2000
AAFP, Leawood, Kan

Lillian Gelberg, MD, MSPH* 2000
University of  California, Los Angeles

Valerie Gilchrist, MD 1999–2000
Northeastern Ohio Universities College of Medicine

Willi am Gillanders, MD 2000
Providence Milwaukie FPRP, Milwaukie, Ore

Lee Green, MD, MPH 1999-2000
University of  Michigan

Appendix B

Committee on Building Research Capacity

Carlos Jaen, MD, PhD 1998–2000
University of  Texas HSC, San Antonio

David Katerndahl, MD 1998–2000
University of  Texas HSC, San Antonio

Daniel Longo, ScD 1999–2000
University of  Missouri-Columbia

David Moores, MD, CCFP, FCFP 1998–2000
University of  Alberta

Donald Pathman, MD, MPH* 1998–2000
University of  North Carolina

Willi am Phill ips, MD, MPH 1999–2000
University of  Washington

Walter Rosser, MD, CCFP 1999–2000
University of  Toronto

Robert Saywell, PhD, MPH 2000
Indiana University

Peter Selwyn, MD 2000
Albert Einstein College of Medicine

Kurt Stange, MD, PhD 1999–2000
Case Western Reserve University

Yves Talbot, MD 2000
University of  Toronto

Barbara Yawn, MD, MSc* 1998–2000
Olmsted Medical Center, Rochester, Minn

Herbert Young, MD 1998–2000
AAFP, Leawood, Kan

* Denotes members of the 2000 writing committee

AAFP—American Academy of Family Physi cians
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Appendix C

Specif ic Items Identif ied by Committee Members

A. Linkages
1. Across all medical and nonmedical disciplines
2. Between investigators and practice-based research networks
3. Among practice-based research networks
4. Between novice researchers and experts (ie, Internet work links)
5. Among researchers with simil ar ongoing projects or common interests
6. Among groups of active researchers
7. Between researchers and support systems
8. To facilitate thinkers

B. Infrastructure
1. Develop and fund family medicine research centers of  excellence.
2. Develop a critical mass of research expertise in key departments.
3. Protect faculty time for participation in research.
4. Create and fund positions for non-clinician scientists.
5. Educate department chairs and family medicine leaders regarding the research process.
6. Define and teach research administration skills.
7. Create tenure track research positions.
8. Clarify and develop family medicine research career paths.
9. Assist more-advanced researchers with funding application process.

10. Increase the number of researchers capable of leading well-funded, major research projects.
11. Identify sources of funding for time for research project development and grant writing.
12. Develop and fund research support services.
13. Develop research homes for family medicine researchers.
14. Increase the number of research mentors, nonacademic-based researchers, and role models.

C. Training
1. Develop mentors for researchers at all career stages.
2. Facilitate pipeline to guide students into research careers.
3. Produce strong, independent investigators.
4. Develop educational programs for trainees at dif ferent levels.
5. Expand the training opportunities for researchers at all levels.
6. Facilitate the ability of  senior researchers to mentor new, less-experienced researchers.
7. Develop the expertise among family medicine researchers to educate their other colleagues in the discipline.
8. Increase family medicine researchers’ technical knowledge.
9. Build research skills relevant to primary care.

10. Provide settings and programs to all young investigators for suff icient time and experience to develop research skills—50% x 2 years.
11. Develop and integrate the many basic research skills workshops.
12. Develop advanced educational opportunities.
13. Develop and facilitate attendance for advanced research degree programs.
14. Develop 5 to 10 research fellowships (2- to 3-year fellowships) that include 80% research.

D. Reputation
1. Develop a family medicine research agenda.
2. Change the existing national research agenda.
3. Enhance family medicine researchers’  national/international reputation.
4. Highlight areas of research focus needed for the f ield.
5. Define family medicine as relationship-based medicine.
6. Place family physicians on American Medical Association/Association of American Medical Colleges clinical research roundtable.
7. Ensure that family medicine researchers’  accomplishments are recognized.
8. Increase the local, regional, national, and international inf luence of family medicine research.
9. Expand the biomedical paradigms that are the basis of  medical research.

10. Place three to four family medicine researchers on 5 to 10 National Institutes of Health study sections.
11. Place three to four family medicine researchers on every Agency for Healthcare Policy and Research study section.

E. Publishing
1. Increase the level of  scholarship in family medicine.
2. Enhance dissemination of family medicine research.
3. Inform practice behavior.
4. Increase peer-reviewed submissions and acceptances.
5. Provide and highlight relevant research results.
6. Increase the number of publications.

(Continued on next page)
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Appendix C

(continued)

F. Culture
1. Encourage researchers who sustain a family practice-focused research trajectory beyond one to two studies.
2. Change clinical/teaching research environment to value family medicine research.
3. Develop “ identity”  for family medicine departments by creating a center of  excellence (ie, women’s health).
4. Break down walls among clinicians, teachers, and researchers.
5. Change national research culture to place more value on family medicine research.
6. Facilitate change within the discipline and within family medicine departments.
7. Recognize and facilitate coping with the edge of chaos.
8. Value scholarship within family medicine professional organizations.
9. Develop a normative culture in which all family physicians and family medicine faculty members are involved in some way in generation of new

knowledge.
10. Facilitate intra-discipline and inter-discipline infrastructure and culture.
11. Encourage health services research related to family medicine.
12. Emphasize the ability of  research to enhance the fun of family medicine.
13. Use family medicine-based research to discourage use of “marginal”  technology.
14. Use family medicine research to eliminate unnecessary practice variation.
15. Bridge the town-gown schism.
16. Develop research agenda to enhance the evidence-based medicine culture.

G. Asking the Right Questions in the Right Setti ng
1. Enhance and facilitate synergy among researchers, clinicians, and patients.
2. Focus on facilitating better patient care.
3. Do work that makes meaningful dif ferences.
4. Partner with patients and other professionals.
5. Investigate questions of importance to primary care/family medicine.
6. Encourage a diversity of  methods, develop new methods, and enhance multi-method studies.
7. Develop departments’  ability to respond to policy questions and requests for proposals from state governments.
8. Encourage a variety of  projects and programs.
9. Encourage more research and less evaluation.

10. Encourage research from a family medicine perspective, completed in a family medicine setting.
11. Develop a “ virtual”  self -sustaining practice-based research network of > 20,000 members.
12. Involve practitioners and investigators.
13. Define priority questions.
14. Ask questions that matter for patients.
15. Make research integrated in and integral to practice.
16. Forge practice-based research networks.
17. Create solutions to everyday problems of practice.
18. Encourage research that is relevant for practice.
19. Create informed consumers of research.

H. Funding
1. Build ef fective alliances with the pharmaceutical industry.
2. Encourage work with a variety of  interested funding agencies.
3. Identify and create sources of stable funding.
4. Encourage research agendas with sustainable funding.
5. Enhance the ability of  researchers and research centers to be self-sustaining.
6. Increase research funding for family medicine research.
7. Set a goal of  1% of the National Institutes of Health budget for family medicine research and career development.
8. Capture 50% of biomedical research dollars in primary care.
9. Capture 20% of the Agency for Healthcare Research and Quality budget for family medicine research and training.

10. Increase family medicine RO1 submissions and awards.
11. Increase the number of funded family medicine research programs.
12. Enhance family medicine’s ability to compete successfully for external funding to support this research.


