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Organizational Meeting  27 May 2004
1. Attendance: Twenty attended. Sites represented were: Ft. Belvoir, Andrews AFB, US Naval Academy, AHRQ, and USUHS.   We also discussed bringing in other sites later if there was interest from areas outside of the National Capitol area.  Residents from Ft. Bragg have already worked with USUHS faculty on research projects, and would be a site with a very large primary care population.
2. Areas of Topic Focus: 

a. CAM:  Use of supplements, Optimal Healing Environments

b. PCSM: Injury Prevention, Field Tests for Rhabdo, Screening training populations

c. Education: Emotional Intelligence, Physician-Patient Communication, Learners in Trouble, Tobacco Cessation, Weight Management

d. Health Disparities: Comparison of Army vs. Navy. Vs. Air Force, gender, ethnic, rank issues formulary.
3. Infrastructure/support:  AHRQ has provided support for PBRN network development.  Requires some demonstration of a functioning network that can be enhanced by personnel, equipment, and training.  Dr. Fink suggested that doing a small survey at two different sites would be a first step towards demonstrating network viability.  A small project that could be completed quickly would also be a training ground to work out organizational and administrative issues
4. Research Training  & Mentorship Opportunities:

a. Medical students

b. FP residents at Ft. Belvoir and Andrews AFB

c. New faculty members, both at USUHS and clerkship and residency sites 

d. Full time practitioners who want to do some research but may not have the resources to conduct extensive research.
5. Next Steps:

a. Focus on “baby steps”—think of ideas for small projects.  Dr. Fink suggested Health Services Research on existing or survey data that could be implemented quickly and as minimal risk (quicker IRB approval).  Examples might be prescribing practices for particular meds for a certain condition (antibiotics for otitis media—has been done already), or physicians adherence to diagnostic guidelines for amorphous conditions, like headache or fatigue.

b. Each person come up with some possible names for this research network.  Suggestion that the name be military relevant vs. geography relevant, as we may want to leave options open for including sites outside the NCA at a later time.

c. Each person generate several research questions for development.  Think of practice relevant research questions that might be taken up as a PBRN project.
Discussion of Project Ideas at 31 August 2004 Meeting

1. Health Disparities in Childhood Immunizations (Bradshaw, Reamy, Chapin): project in development using AFCITA immunization database.  Suggestions made for later steps to also assess immunization recommendations made by physicians at expectant mothers’ prenatal visits.

2. Musculoskeletal Exam education (Beutler): project in conceptual development, assessing how clerkship students are trained (or not) to perform musculoskeletal exams.  Potential to be a multi-site study with possible involvement of Belvoir, LeJeune, and Bragg.

3. ACL Tears in Service Academy students (Beutler): project has completed NIH review and received score in top 5th percentile. Likely to be funded. Will assess cadets at all US service academies).

4. Children with Life Threatening Diseases (Hanson): asking for assistance with site approvals and multiple IRB submissions—will need a letter of support from the FAP Dept at each site.  Also interested in including others on project if residents/med students/site faculty are interested in participating. Already negotiating with one Social Work Fellow (Child and Family Studies) at WRAMC to collect data for dissertation.

5. CAM topics at Samueli Institute (Jonas, Goertz): Funds are available to support research in CAM topics, including supplement use, manipulative therapies, electromagnetic therapies, and stress management/yoga in the treatment of PTSD and also in end-of-life care.  Data coordination also available for multi-site trials in this area of research.

6. Involving Family Medicine Residents in Research (Krueger): has access to USARIEM facilities at Ft. Bragg for doing human performance testing.  27 FAP residents have research requirement and her goal is to involve them in substantive research.

7. Palliative Care/Care for the Caregiver (Wilson): developing study on how medical caregivers who were deployed for OIF access care for selves 
Further Project Ideas Generated at 9 November 2004 meeting

1. Graduate Certificate in Research Methodology: 

2. “Question of the Week”: Umbrella project to capture attitudes and health behaviors. PBRN got blanket approval and residents wrote new questions each week.

3. Request from Dr. Girasek for collaboration with Program Planning and Development Course students for their project

4. SIIB collaboration and funding for PCSM fellow Mullendore’s project evaluating oral Glucosamine for patellofemoral pain

Project Ideas

5. Helicobacter Pylori assessment by breath analysis: Dr. Reamy.  The manufacturer of Breath-Tek analysis machines would like to sponsor research using their equipment and testing methods.  The science behind the testing is established, but the machines, at $16K each are not being purchased and put into service.  The manufacturer is interested in gathering prevalence data on H. Pylori, but seems more interested in seeing the technology utilized and its implementation studied.  There is potential improvement in quality of care, cost savings, and patient satisfaction with a definitive test for H. Pylori providing a 15 minute answer compared to an expensive and invasive scope procedure performed by a Gastroenterologist.   The PBRN group discussed possible research questions, including incidence/prevalence in the military beneficiary population, how testing changes provider referral and prescribing behavior, patient preference and satisfaction with the testing vs referral option, and development of evidence based practice guidelines for  assessing gastric problems in the primary care setting.  The company is willing to place their machines in several primary care outpatient settings, provide onsite maintenance, and also provide the test kits (retail for $45 per test and consist of two plastic collection bags and reagent).  Dr. Reamy solicited sites within the PEARL Consortium who might be interested in participating.  Several members representing different sites responded.  Discussion focused around how to organize and staff the study, what services, equipment, or other expenses we should ask the sponsor company to pay for, and how to maintain scientific independence and research integrity while accepting funding from an a manufacturer of the product we are researching.  Next step is a conference call to the manufacturer’s representative to discuss terms of the study.  Please forward your concerns, comments, budget items, etc to Dr. Reamy: breamy@usuhs.mil.

6. Screening for Depression in Primary Care settings: Dr. Mike Slack is developing a study which would involve 3 sites. One would be a primary care clinic supported by a combined family medicine/psychiatry residency program; the second site would be one located near a family medicine residency, and the third site would be a family medicine clinic with no attached residency program.  The working hypothesis is that more depression screening would occur where there was a family medicine/psychiatry combined residency and the least screening would occur at the non-training clinic site.  Suggested sites were MGMC, Belvoir, and USNA.

7. Influenza Vaccine Compliance Phase II:  Phase I completed: found only 5-7% of pregnant women get flu vaccine. Analyzing data to look at barriers.  Developing Phase II to design 3-4 steps of a simple intervention to attempt improved compliance.  Concerns about IRB approval of “no treatment control” group, although could be described as a “standard care comparison group” and “enhanced motivation experimental group”.

8. Antibiotic Use in Community Acquired Pneumonia: Dr. Yew cited a systematic review of 15 studies published in BMJ which challenged current standards of care providing antibiotics for non-specific community acquired pneumonia. Interested in doing a study on that through PBRN.  Concerns about mycoplasm and Legionella which require specific antibiotic agents. A question arose whether it was known whether the incidence of those agents was the same in the US as in Australia and whether simple diagnostic tests existed for these agents.  Discussed IRB issues inherent in challenging current accepted practices.  Dr.Yew will report at next meeting.
9. LTC Chapin reported on attendance at AHRQ's 2005 Annual Primary Care PBRN Research Conference sponsored by The Agency for Healthcare Research and Quality   (July 21 - 22, 2005)


a. New PBRN Resource Center established 1 Aug 2005 for “registered” PBRN’s.


b. PEARL Consortium is officially registered at level 3.


c. Descriptive brochures available at meeting.


d. Resource Center URL: www.pbrnrc.iupui.edu
e. Annals of Family Medicine published supplement “Contemporary Challenges for PBRN’s” which is available in HTML or PDF for free at: http://www.annfammed.org/content/vol3/suppl_1/index.shtml.
10. Discussion of“PEARLS” (lessons learned) from conference:

a. Infrastructure is critical. Wider communication through a newsletter listing faculty/resident publications and research opportunities might draw attention to research achievements. Also having a “data cruncher” who could work with EHR databases would be helpful.

b. Mission statement—should we have one?  Consensus was to define our mission better first.

c. Community Advisory Board necessary to receive AHRQ funding.   Discussed, but tabled for future action

d. Many “embryonic” PBRN’s get started by partnering with established PBRN’s—discussed ACORN, VA, or CHCS/TMA as possible partners.


e. Standardized electronic medical record (CHCS I & II) is golden opportunity for PBRN     

data collection and extremely valuable asset.  CDR Yew discussed current status of CHCS II database and levels of access where data could be mined for system-wide, regional, or individual level studies.  “Wisdom” training is prerequisite for higher level access and some databases are so large that queries have to be scheduled to run after hours.  MAJ Fink raised the possibility of using the IoM’s quality of care measures to study how military docs are adhering to standards of practice—could partner with USAF Population Health office or TMA.

