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As the nation develops the plans for comparatifectveness research (CER), there is a
need to understand the capacity for conducting @E&Rademic health centers. In addition, it
would be helpful to know how academic institutiensuld utilize resources to build additional
capacity to conduct CER either in terms of trainemggnhanced research. CTSA'’s represent a
major effort to link and integrate research adtgtwithin major research-intensive institutions
across the range of translational research (incu@ER). To gather data on these questions we
sent out a survey to Pls of all of the 39 CTSAssit&éhey were instructed to complete the survey
themselves or pass it on to someone who is knowkgalg about CER at their institution. We
encouraged the Pls to consider the broad univeasilyassociated schools when answering the
guestions. After 3 reminder emails, we receivesppoases from 33 of the CTSA institutions.

The first question asked about the extent of rebeactivities across several categories of
CER in the past three years (Table 1). Threeiieswvere most frequently indicated as having
extensive activity levels: long term observatiooahort studies of CER (36%); analysis of
outcomes data beyond their own institution (36%} development of outcomes/quality
measures (36%). In contrast, three activities wawst likely rated as having none or minimal
activities: use of electronic health records folRCE#6%) clinically based registries for CER
(46%) and including stakeholders in planning/impéetng CER (46%). In every area of CER,
at least 80% of the CTSA institutions reported saievity.

Table 1.

Please rate your institution's current (past three years) research in the following areas?

. . Response
None Minimal Moderate Extensive Count
Clinical trials in CER 6.1% (2) 24.2% (8) 54.5% (18) 15.2% (5) 33
Clinically-based registries for CER 6.1% (2) 45.5% (15) 39.4% (13) 9.1% (3) 33
Long-term observational cohort 6.1% (2) 27.3% (9) 30.3% (10) 3E4 15 13
studies for CER P = =0 A7 (1=]

Use of electronic health records for
12.1% (4) 45.5% (15) 24.2% (8) 18.2% (6) 33

CER

Analysis of outcomes data beyond
6.1% (2) 27.3% (9) 30.3% (10) 36.4% (12) 33

your institution



Development of outcome/quality

eRtires 6.1% (2) 21.2% (7) 36.4% (12) 36.4% (12) 38
Use of practice-based research
etk 9.1% (3) 30.3% (10) 42.4% (14) 21.2% (7) 33
Working with other research 5 o -
networks (HMO,CTRN, CCOP) 12.1% (4) 36.4% (12) 39.4% (13) 15.2% (5) 33
Including stakeholders in 0 o o
slantinglimplementing (CER 9.1% (3) 45.5% (15) 39.4% (13) 6.1% (2) 33
Systematic reviews/meta-analysis 9.1% (3) 33.3% (11) 30.3% (10) 27.3% (9) 33
Decision Analysis 15.2% (5) 30.3% (10) 27.3% (9) 27.3% (9) 33
Cost effectiveness/economic
simulation 9.1% (3) 36.4% (12) 30.3% (10) 24.2% (8) 33
Assessment of patient preferences 0 y o
for raloiaes 6.1% (2) 36.4% (12) 24.2% (8) 33.3% (11) 33
Analysis of approaches for
deliverina/baving f 9.1% (3) 36.4% (12) 27.3% (9) 27.3% (9) 33
elivering/paying for care
Knowledge implementation or
knowledge transfer research S hel) 2T HR 1) e L2810 oA
Novel methods development for " o o
data analysis and modeling 6.1% (2) 9-1% (3) 254 33.3% (11) 3
Other (please specify) 3
answered question 34
skipped question 0

The CTSA institutions were asked where they fedytneeded to increase their capacity
to conduct research in comparative effectiveneabl€lr2). There were five common areas
checked: use of electronic health records for CEIRA), clinically based registries for CER
(50%), clinical trials in CER (38%), long term obsational cohort studies for CER (34%), cost
effectiveness/economic simulation (34%) and uggractice based research networks (31%).

Table 2.

Please indicate the extent to which your institution needs to increase capacity/activity in each area. Do not
consider training for this question.

Response
Not at all To some extent To a large extent
Count
Clinical trials in CER 12.5% (4) 50.0% (16) 37.5% (12) 32

Clinically-based registries for CER 6.3% (2) 43.8% (14) 50.0% (16) 32



Long-term observational cohort

studies for CER 12.5% (4) 56.3% (18) 34.4% (11) 32
Use of electronic health records for
e 9.4% (3) 37.5% (12) 53.1% (17) 32
Analysis of outcomes data beyond
e 9.7% (3) 71.0% (22) 19.4% (6) 31
your institution
Development of outcome/quality
e 18.8% (6) 62.5% (20) 18.8% (6) 30
Use of practice-based research
netwotis 12.5% (4) 56.3% (18) 31.3% (10) 32
Working with other research 5 5
networks (HMO,CTRN, CCOP) 3.1% (1) 71.9% (23) 25.0% (8) 32
Including stakeholders in 0 .
planning/implementing CER 31% (1) 28 151025) 18.8% (6) 32
Systematic reviews/meta-analysis 21.9% (7) 59.4% (19) 18.8% (6) 32
Decision Analysis 21.9% (7) 65.6% (21) 12.5% (4) 32
Cost effectiveness/economic
simulation 21.9% (7) 43.8% (14) 34.4% (11) 32
Assessment of patient preferences o .
for care/outcomes 19.6% (3) S8:87 (25 19.6% (9) 2
Analysis of approaches for
delvernaibaving & 9.7% (3) 67.7% (21) 22.6% (7) 31
elivering/paying for care
Knowledge implementation or 5 .
knowledge transfer research A% B4.8% (22) LS 52
Novel methods development for
data analysis and modeling 12.5% (4) 1% 125) 94% (3) 32
Other (please specify) S
answered question 32
skipped question 2

There were two questions related to training. @ensin Table 3, the three most common
areas where institutions reported having completeses were: health services research (73%),
health economics (59%), and health informatics (b5keshould be noted that nearly half of the
CTSA institutions indicated they have selecteduees but did not have complete courses in
these common CER topics. We also asked the CTSAoRhdicate what areas of CER they
thought they should increase the number and qualitlye training they offered. There was no
predominant response but a wide range of respofmkeshree most common were more
training in: conducting CER clinical trials (7 intstions), use of electronic health



records/informatics (5 institutions) and developaagnprehensive programs across all areas of
CER (4 institutions).

Table 3.

We asked the CTSA institutions what they wouldfdbey were provided with one
million dollars a year for three years to enhan&RC Again most likely reflecting the variation
in organizational structure at the institutionaldk there was no common response, but a broad
variety of responses. Some institutions respoiyestating they would hire new faculty or fund
CER pilots. For those institutions that mentionpecsfic infrastructure efforts the most common
answers were building their practice-based resaagthiorks, helping faculty access
administrative databases for secondary analyseanemg utility of EMR’s for CER or
expanding their knowledge transfer units.

The institutions were asked how their CTSA cullsestipported CER (Table 4). Almost
half stated they provided extensive or moderateusntsoof coordination including supporting
conferences, core research units and practice-lvasedrch units. Only 27% reported their
CTSA provided moderate or extensive funding for Cih pilot funds and practice-based
research units being the most frequent sourcenahtial support (Table 5). Two CTSA’s
indicated no role in CER.



Table 4.

Table 5.

At the end of the survey institutions were provi@edopportunity to provide additional
comments on CER support at academic institutionadHition to the perception that CTSA’s
can serve as a key forum for CER at their insbtytthe most common responses related to the
need for a clearer definition of CER, more inteigratvith community engagement and that the

relationship between the CTSAs and the AHRQ cerglould be strategic in supporting CER
at the institutional and national level.



Conclusions:

1. No single academic institution covers all aspettCER and not all CTSA’s have capacity in
this area, but across the CTSA consortium thesabstantial breadth and diversity of CER
activities. Any additional funding for CER needdu®flexible to build on existing infrastructure.
Most CTSAs have some mandate and infrastructucedadinate and fund CER but actual
funding directed at CER has been limited.

2. Less than 50% of CTSA institutions report havewgn moderate research activity using their
electronic medical record (EMR). Enhancing capaititdevelop CER studies utilizing
institutional EMRs would provide an important nessource to support CER and academic
medical centers

3. CTSA institutions have substantial training reses for CER but very few offer
comprehensive training across all areas of CERvieing additional training in the range of
CER methods, including conducting CER in practiasdul research networks and in use of
EMRs, are priorities.

4. Future assessments of CER needs and capaeitademic institutions will need to be careful
in the definition of CER and consider a broad spectof CER activities. We recommend that a
set of consensus definitions for the different comgnts of CER activities be developed.
Further, the broad array of faculty who were askeispond to the survey as institutional
leaders of CER indicates that there is no one céot€CER in most academic institutions. We
recommend that CSTAs be encouraged to identifpé iledividual for communicating about
(internally and externally) and coordinating CER\ates. A repeat assessment in 1-2 years
would be useful in evaluating how CTSA institutidrere adapted to changes in expectations
and funding for CER.



