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The Future of Family Medicine project concluded that  
“The ongoing development of the specialty and its 
need to contribute more substantially to the body of 
medical and health systems knowledge will depend on 
the growth of research and a greater commitment to a 
culture of ongoing inquiry in family medicine.”1 

Many commentators have written about the lack 
of research production within the discipline of family 
medicine.2-11 Since the early 1980s, a lack of research 
production was recognized as a problem in family 
medicine,12 and solutions such as improved training, 
mentoring, support systems, protected time, and fund-
ing were proposed.12-14 Studies published in the 1990s 
found that a lack of protected time for research was 

still a significant issue in university family medicine 
departments15,16 and residencies.17 Several commenta-
tors have suggested that resources currently exist to 
fund the protected time and training required to develop 
successful research proposals, namely the National 
Institutes of Health (NIH)-sponsored K awards and 
the Robert Wood Johnson (RWJ) Generalist Physician 
Faculty Scholar award.8,18

Our study was intended to examine current sources 
of funding and barriers to research in family medicine 
residencies. Specifically, we wanted to answer the fol-
lowing questions: What sources of funding pay for the 
research efforts of family physicians in family medicine 
residencies, and how do these sources vary by program 
type? How useful are current funding mechanisms 
for research time and training (ie, NIH K awards and 
the RWJ Generalist Faculty Physician award) to fam-
ily physician residency faculty, and how do they vary 
by program type? What specific barriers do program 
directors report must be overcome to increase research 
output in their family medicine residencies, and do they 
vary by program type?
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Methods
This study was a survey of all US family medicine 

program directors who were listed in the 2004 directory 
published by the American Academy of Family Physi-
cians (AAFP).19 Approval for the study was obtained 
from the Institutional Review Board of the John Peter 
Smith Health Network. Details of the methodology 
have been recently reported.20 Only methodological 
details not included in the prior publication are included 
here.

The survey asked about the likelihood that the pro-
gram, both the institution and the faculty, could meet 
various requirements of the NIH career investigator 
and RWJ Generalist Physician Faculty awards. The 
questions copied the wording of the requirements of 
each of the major investigator awards from the NIH and 
RWJ Web sites.21-25 Further definition of the meaning 
of phrases such as “Is your institution likely to demon-
strate commitment to research . . .” were not provided 
and left to the interpretation of the respondent. The 
final question was open ended and asked about the 
specific resources the department needed to increase 
its research output. 

For the section on NIH K award and RWJ funding, 
programs were categorized as fulfilling the require-
ments of the awards if they responded “neutral” 
through “very likely.” Programs were categorized as 
not fulfilling the requirements of the awards if they 
responded “impossible” through “somewhat unlikely.” 
Programs were considered to be eligible for the awards 
if they could meet all the requirements. For example, 
if a program responded that it was likely to be able to 
demonstrate the availability of a mentor and that the 
researcher would have at least 75% protected time for 
research, but the institution could not demonstrate 
a well-established research career development pro-
gram, the program was classified as not meeting the 
requirements for that award. Table 1 shows the specific 

requirements that were used to determine eligibility for 
the NIH and RWJ awards.

Open-ended responses were categorized into themes 
by two of the investigators independently. The themes 
were compared, and a consensus process was used to 
resolve differences. The responses were then catego-
rized into the relevant themes by the same investiga-
tors independently. Differences were also resolved by 
consensus. 

Categorical data were analyzed using chi-square. 
Likert response data were analyzed using one-way 
ANOVA. We used SPSS version 11.5 as our statistical 
software (SPSS, Chicago). No attempts were made to 
impute missing data. The overall usable response rate 
was 66% (298/453). 

We excluded 24 programs that responded to our 
survey: 12 community-based unaffiliated programs and 
12 military programs. Including these programs in the 
chi-squared analysis caused the number of expected cell 
counts to be less than five for more than 20% of the cells 
on almost all analyses. Therefore, we did not include 
these two program types in our final analysis. We report 
data on community-based (CB), medical school-affili-
ated programs (affiliated); community-based, medical 
school-administered programs (administered); and 
medical school-based programs (MSB). The responses 
from two program types not included in this analysis 
very closely resembled the medical school-affiliated 
program responses.

Results
Responding and nonresponding programs were 

not statistically different based on number of resident 
positions offered, number of family physician faculty, 
number of other physician faculty, number of behavioral 
faculty, number of total physician faculty, total faculty 
size, or program structure. No individual question had 
less than a 97% response rate, except for the open-ended 
“other” questions.

Table 1

Eligibility Criteria for the NIH K Awards and the RWJ Generalist Physician Faculty Scholar Award

Award
Institutional
Commitment

Minimum
75% Effort
of Protected 

Research Time

25%–50%
Effort of
Protected

Research Time*

Availability 
of Research

Support
Identify
Mentor

Evidence of
Research

Skills

Currently
Doing Major

Research
Record of

Publications

K02 X X X X

K08 X X X

K23 X X X X

K24 X X X X X

RWJ X X X

NIH—National Institutes of Health
RWJ—Robert Wood Johnson

*  40% for RWJ award
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Research Funding
MSB programs were more likely than affiliated or 

administered programs to respond affirmatively to the 
question that “In the last 3 years, have any of your fam-
ily physician faculty written research grants that were 
funded?” (76%, 32%, and 42%, respectively, P<.005). 
These grants came from a variety of sources at both 

the state and national levels (Table 2). MSB faculty 
reported better success receiving funding from most 
listed sources. 

The most common response for the affiliated and 
administered programs about the choice of their 
faculty’s research funding was, “There is no funding 
for research time, they do it on their own time” (49% 

Table 2

Research Funding

Community Based, 
Medical School 

Affiliated
(n=178)

Community Based,
Medical School
Administered 

(n=57)
Medical School Based

(n=34)

“For the family physician faculty who currently participate in research, what funding sources subsidize their research time?”

“Grants that include investigator time”* 28% 44% 76%

“GME funding”** 20% 10% 12%

“Clinical income”*** 10% 11% 32%

“Direct university support”* 7% 23% 44%

"There is no funding for research time; they do it on their own time."✝ 45% 49% 29%

Other open-ended responses

Pharmaceutical company support 2%

Larger institutional or departmental grant 1% 1% 9%

State or national family medicine organization 2% 3%

Subsidy from other income not already listed 4% 3%

Local/private sources 6%

HRSA 3%

“ . . . which of the following types of research grants were awarded?”

“NIH grants”* 7% 12% 56%

“AHRQ grants”* 4% 7% 35%

“AAFP grants”* 5% 7% 35%

“State or local family physician association grants”✝✝ 5% 4% 24%

“Other national foundations”* 6% 9% 47%

“State or local foundation grants”✝✝✝ 15% 23% 38%

Other open-ended responses

Pharmaceutical company 2%

HRSA 3% 4% 6%

Sponsoring institution 2% 7% 6%

Robert Wood Johnson Foundation 1%

CDC 9%

Other sources 2% 2% 3%

Percent of all respondents. Respondents could check more than one answer. Quotes indicate exact wording on the survey instrument. Statistically 
significant differences are in bold font.

*P<.0005, **P=.201, ***P=.002, ✝P=.167, ✝✝P=.001, ✝✝✝P=.006

GME—graduate medical education
HRSA—Health Resources and Services Administration
NIH—National Institutes of Health
AHRQ—Agency for Healthcare Research and Quality
AAFP—American Academy of Family Physicians
CDC—Centers for Disease Control and Prevention



413Vol. 39, No. 6Faculty Development

and 44%). MSB programs’ most frequent response was 
faculty obtain “grants that include investigator time” 
(76%). MSB programs were more likely to receive 
direct funding from their universities (44% versus 
7% and 23%). Support from private sources, other 
institutional or departmental funds, or the HRSA were 
infrequently reported.

Research Mentors 
More MSB programs reported that they had access 

to some form of research mentor (85% versus 60% and 
63%, P=.021) (Table 3). Family physician residency 
faculty mentors were cited most frequently by MSB 
programs (76%). Affiliated and administered programs 
most often reported “faculty at a medical school affili-
ated with your institution” (44% and 46%). Behavioral 
scientists, epidemiologists, and statisticians were also 
commonly used in all three program types. The MSB 
residencies reported greater access to all mentor cat-
egories.

NIH and RWJ Grant Eligibility
MSB programs were more likely to report that they 

could meet the eligibility requirements for NIH K 
awards and RWJ Foundation research training awards 
(Table 4). Additionally, more MSB programs responded 
that their “ . . . family physician faculty (are) currently 
either playing a key role on a major ongoing peer-
reviewed project or receiving independent peer-
reviewed research support” (82% versus 24% and 32%, 
P<.0005) and that “ . . . any of your family physician 
faculty (are) able to demonstrate a record of publica-
tions and successful competition for research support” 
(82% versus 34% and 38%, P<.0005).

Based on these responses, the likelihood that pro-
grams could meet the minimum requirements for 
the various NIH K awards and the RWJ award was 
calculated (Table 5). For example, MSB programs 
were more likely to meet the requirements for the K02 
Independent Scientist Award than the affiliated and 
administered programs, though the numbers were low 

Table 3

Responses of Program Directors About the Availability of Research Mentors

Community Based, 
Medical School 

Affiliated
(n=179)

Community Based,
Medical School
Administered 

(n=57)
Medical School Based

(n=34)

“Does your family physician faculty have research mentors they can easily turn to for help?”

Yes* 60% 63% 85%

“If yes, who are these mentors? (Respondents could check more than one answer.)

“Family physician residency faculty at your institution”** 28% 35% 76%

“Other residency faculty at your institution”** 13% 19% 47%

"Faculty at a medical school affiliated with your institution.*** 44% 46% 47%

“Faculty/professor from college or university department”✝ 14% 23% 32%

Open-ended responses

Other institutional staff 4% 6%

Informal network of colleagues 4% 6%

“If yes, what kind of professionals are they?” (Respondents could check more than one answer.)

“Family physician”✝✝ 50% 49% 74%

“Behavioral scientist”** 29% 26% 62%

“Epidemiologist/statistician”** 44% 56% 85%

Other open-ended responses

Social scientists 3% 5% 3%

Medical/basic scientist 6% 15%

Other professional help 7% 9% 3%

Percent of all respondents. Quotes indicate exact wording on the survey instrument. Statistically significant differences are in bold font.

*P<.021, **P<.0005, ***P=.954, ✝P=.023, ✝✝P=.036
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for all three program types (29% versus 3% and 6%, 
P<.0005). When the protected time requirement was 
removed, the number of eligible programs increased 
but was still very low for community-based programs 
(54% versus 12% and 17%, P<.0005).

Resources Required to Increase Research Output
When respondents were asked “What specific re-

sources does your department need to increase its re-
search output?” 180 (60% of all respondents) provided 

an answer. Most respondents indicated that the most 
pressing needs were time and money (Table 6). A lack 
of interest in research on the part of the faculty was 
reported in 10% of the responses. 

Discussion
For the CB programs, research funding does not usu-

ally come from grants. The most common response to 
the question about where the funding actually comes 
from was “There is no funding for research time, 

Table 4

Likelihood of Meeting the Eligibility Requirements for Different Components 
of Awards That Subsidize Faculty Time for Research

Impossible
Very 

Unlikely
Somehwhat 

Unlikely Neutral
Somewhat

Likely
Very 

Likely

“Is your institution likely to demonstrate commitment to research and a commitment to the continuing development of the candidate as an independent 
scientist?*

Community based, affiliated 5% 29% 14% 21% 28% 3%

Community based, administered 2% 18% 15% 9% 43% 13%

Medical school based 0% 6% 3% 9% 26% 56%

“Are your current family physician faculty likely to spend a minimum of 75% effort conducting research and research career development?”*

Community based, affiliated 57% 37% 2% 1% 1% 2%

Community based, administered 48% 33% 11% 2% 4% 2%

Medical school based 23% 44% 3% 3% 15% 12%

“Are your current family physician faculty likely to spend 25% to 50% effort conducting patient-oriented research and mentoring?”*

Community based, affiliated 28% 43% 17% 4% 3% 5%

Community based, administered 23% 30% 30% 7% 4% 6%

Medical school based 0% 29% 18% 9% 26% 18%

“Are your current family physician faculty likely to document the availability of staff, research support, and facilities for high-quality research 
training?*

Community based, affiliated 13% 35% 20% 22% 7% 3%

Community based, administered 6% 26% 28% 19% 17% 4%

Medical school based 0% 18% 18% 9% 29% 26%

“Are your current family physician faculty likely to identify a mentor who can advise the faculty member on career development and research?”*

Community based, affiliated 3% 20% 21% 25% 24% 7%

Community based, administered 4% 17% 17% 17% 34% 11%

Medical school based 0% 6% 18% 3% 32% 41%

“Are your current family physician faculty likely to provide evidence of research skills (research fellowship or equivalent training or experience)?**

Community based, affiliated 10% 29% 17% 19% 16% 9%

Community based, administered 9% 21% 17% 21% 25% 7%

Medical school based 3% 18% 17% 15% 15% 32%

Response of all program types combined. Quotes indicate exact wording on the survey instrument.

*   P<.0005
** P=.007
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they do it on their own time.” Mills reported that 56% 
of residency programs received no grant funding in 
1992.26 In our study, published 15 years later, we found 
a similar response: 60% reported no grant funding for 
research over the previous 3 years. Grant funding has 
been found to be important for producing publishable 
research in family medicine. Hueston et al found that 
69% of published CB residency faculty had obtained 
funding for their research.17

Almost no CB program faculty would meet the mini-
mum eligibility requirements for NIH K awards or RWJ 
awards. A surprising finding was that fewer than half 
of the MSB programs would be eligible either. A higher 
percentage of programs would have been eligible for 
the RWJ Generalist Physician Faculty awards, but the 
RWJ Foundation recently announced that this program 
will no longer be funded after the current recipients 
complete their obligations.27 

The opportunity for grant funding from family medi-
cine foundations for faculty salary support has not been 
clear. Until recently, the AAFP Foundation implicitly 
discouraged the inclusion of faculty salary support in its 
Joint Grant Award Program (JGAP) application by stat-
ing, “Salaries for full-time faculty will be considered on 

a case-by-case basis.”28 The application now states “If 
salaries are included for investigators who are also full-
time faculty members, justification must be provided 
as to the need for funds to cover this compensation.”29 
The JGAP is more open to consideration of providing 
support for investigator time, though the FTEs and sub-
sequent amounts are reviewed carefully (S. Morantz, 
personal communication, January 4, 2006). 

Our findings on research barriers are similar to a 
previous survey of family medicine residencies.17 If 
one considers that time, money, and more faculty are 
essentially the same need, then about 90% of all pro-
grams reported this barrier. This response was similar 
across all program types. Our results were similar to 
those obtained by Hueston et al a decade ago.17 They 
found that 62% of successful CB researchers reported a 
lack of time (62%) and a lack of support (33%) as their 
top “discouraging factors.”

Limitations
This was a mailed survey that had an acceptable 

response rate, 66% of all programs, and we did not 
identify any differences between responding and non-
responding programs. Nonetheless, differences could 

Table 5

Likelihood of Meeting Minimum Eligibility Requirements for Awards 
Available to Support New or Established Researchers

Community Based, 
Medical School 

Affiliated
(n=181)

Community Based,
Medical School
Administered 

(n=58)
Medical School Based

(n=35)

Likelihood of meeting all requirements

K02—Independent Scientist Award* 3% 6% 29%

K08—Mentored Clinical Scientist Award* 3% 6% 29%

K23—Mentored Patient-oriented Research Career Development 
Award* 3% 6% 29%

K24—Midcareer Investigator Award in Patient-oriented 
Research* 5% 6% 53%

Robert Wood Johnson Generalist Physician Faculty Scholar* 10% 15% 47%

Likelihood of meeting all requirements, not including the protected time requirement

K02* 12% 17% 54%

K08** 39% 50% 71%

K23* 24% 30% 60%

K24* 10% 15% 60%

Robert Wood Johnson*** 36% 48% 54%

Percent that responded “neutral” to “very likely” for all the requirements of each award. Statistically significant differences are in bold font.

* P<.0005, ** P=.002, *** P=.056
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exist between respondents and nonrespondents in 
faculty research training, research infrastructure, and 
institutional commitment to research.

We also made no attempt to measure the quality of 
available mentors. We did not ask the respondents to 
report the total dollar amount of research or report more 
specifics about what exactly was paid for in grants that 
were received. Therefore, we do not know how much re-
search grant money is going to family medicine depart-
ments and what that money supports. We did not ask 
specifically about the availability or quality of research 
support infrastructure at each institution, which prior 
work has found influences research productivity.30

Further, we did not directly ask program directors 
about the likelihood that any of their faculty or institu-
tions could quality for the K award or RWJ award but in-
stead calculated the likelihood based on their responses 
to specific requirements as spelled out in those program 
announcements. This interpolation may not be as ac-
curate as we think. However, we believe we erred on 
the side of overestimating how many programs would 
be eligible for these awards (much less be competitive) 
by including the response “neutral” as indicating the 
program could meet a requirement.

In the section that covered K award eligibility, we 
asked for no specifics about the research time barri-
ers (ie, would K award funding alone allow a faculty 
member to have 75% protected time, or would other 

responsibilities still interfere?). Therefore, it is possible 
we underestimated how many residencies would be 
eligible for NIH K awards and the RWJ award. When 
we analyzed the eligibility for these awards with the 
protected time element removed, the percentage of 
programs that became eligible did increase but was still 
very low for CB programs. We asked the programs if 
they received NIH grants in the last 3 years but did not 
ask about the K awards specifically.

Also in the K award section, we did not further define 
the term “institution,” so we don’t know how many of 
the CB programs viewed the institution as their home 
hospital or the medical school department with which 
they are affiliated. We asked for no specifics on the 
available “ . . . staff, research support, and facilities for 
high-quality research training,” on what was meant by 
the family physician faculty “ . . . playing a key role 
on a major ongoing peer-reviewed research project or 
receiving independent peer-reviewed research support,”  
or what was entailed in “ . . . a record of publications 
and successful competition for research support.” 
Therefore, we have no data on the quality and com-
petitiveness of the programs that reported they could 
meet these requirements.

Future Implications
Our results suggest that research in family medicine 

residencies is still struggling and that the reported bar-

Table 6

Responses to the Open-ended Question “What Specific Resources Does 
Your Department Need to Increase Its Research Output?”

Community Based, 
Medical School 

Affiliated
(n=102)

Community Based,
Medical School
Administered 

(n=36)
Medical School Based

(n=24)

Time 65% 58% 63%

Resources (money/grants/infrastructure) 54% 50% 46%

Mentor/track record 24% 39% 17%

Statistical help 9% 6% 8%

More faculty 13% 17% 13%

More faculty interest 13% 6% 13%

No interest/not part of program mission 4% 4%

Institutional Review Board issues 1% 6%

Electronic medical records/computers 1%

Want to join Practice-based Research Network 3%

Want to participate in Family Physicians Inquiries Network 3%

Space 8%

Other responses 4% 4%

Time or resources 80% 75% 79%

Time or resources or more faculty 89% 86% 92%

Percent of respondents who wrote any answer in this section.
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riers to research in CB residencies show similar patterns 
to those reported over the last 2 decades. Therefore, it 
appears that there have been consistent structural reali-
ties that have limited family medicine research. Recent 
commentators still believe the upfront costs of faculty 
time and research infrastructure must be covered before 
a sustainable research program can be established.5

Our results show that the NIH K awards will not help 
most family medicine residency faculty, because they 
are ineligible to even be considered for those awards. 
Our findings, as well as prior work, suggest that some 
funding source has to be established so that investiga-
tors can continue with their work.11 Other sources of 
grant support, such as HRSA or AHRQ, do not cur-
rently address this need at an appropriate level. 

Practice-based research networks (PBRNs) have 
been suggested as a way for family medicine residen-
cies to participate in high-quality research.7 The vast 
majority of residencies do not currently participate in 
a PBRN. The opportunity costs of doing so may, in 
part, explain why.31 Funding for the PBRNs themselves 
is also an issue: PBRNs have had difficulty obtaining 
grant support for their research projects.32 Few respon-
dents to our survey listed PBRNs as a tool they intend 
to use to increase their research output.

Our findings speak to larger questions: What is the 
role of family medicine residencies, their faculty, and 
their residents in producing meaningful research? There 
are more academic family physicians in CB residencies 
than there are in medical school departments.20 Should 
CB faculty be expected to generate new knowledge, 
or should they be content to teach what is already 
known?

Although we acknowledge that some university 
departments have achieved a high level of research 
success, research progress across departments has been 
uneven, research has not been given high priority, and 
there are insufficient qualified applicants for research 
positions.33 Our findings offer a partial explanation 
for why this may be the case. Additionally, although 
much is known about how to develop research-
productive departments,34 comprehensive strategies 
are needed for developing the family medicine research 
base, promoting a better self-image, and developing a 
research culture.9 Our findings suggest that the number 
of research mentors available for students and residents 
will remain limited, along with the ability to respond to 
the acknowledged need for incorporating the pursuit of 
new knowledge into our training programs.35,36

Perhaps one approach to finding the right research 
mix among all academic family medicine faculty is 
found in Boyer’s Scholarship Reconsidered: Priorities 
of the Professoriate.37 Boyer suggests four types of 
scholarship suitable to academic pursuits: the schol-
arship of discovery, the scholarship of integration, 
the scholarship of application, and the scholarship of 

teaching. Perhaps research that is closer to the bench 
top, the scholarship of discovery, should be the primary 
domain of university researchers, while the scholarships 
of integration and application might logically become 
the domain of residency-based researchers. Although 
this approach has merit, it should be considered only as 
part of a systematic strategy that balances the research 
needs of the specialty as a whole: students, residents, 
faculty, patients, and communities.

Conclusions
Our findings suggest that under the present circum-

stances, meaningful research will not occur in the 
community-based setting where the majority of young 
physicians become family physicians. There is a com-
pelling need to overcome the frequently negative views 
of family medicine research and the reliance on less-
rigorous study designs.9, 38-40 There is also a danger that 
unless we can clearly demonstrate family medicine’s 
intellectual rigor—including new discoveries and in-
novations in patient care—the specialty will continue 
to be undervalued by medical students and the general 
public, and interest in the specialty will continue to de-
cline.41 Determining the role of residency-based faculty 
and how to address their funding needs is essential to 
discussions surrounding the role and future of research 
throughout the specialty. 
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