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Doing Things Right and Doing the Right
Thing in Patient-Centered Care
Reading this issue of The Journal of the American
Board of Family Medicine, I was reminded of the
management guru Peter Drucker’s quote: “Man-
agement is doing things right; leadership is doing
the right things.” Medicine seems to be a bit of
both. Doing things right could be translated as
increasing preventive care, practicing according to
evidence-based guidelines, and improving patient
and provider education to maximize outcomes for
our patients. Doing the right things seems to apply
well to the relationships we build in medicine be-
tween doctor and patient that serve as the founda-
tion on which our medical interventions succeed or
fail.

Addressing the latter, Bertakis and Azari1 eval-
uated the impact that patient-centered care has on
health care utilization. Following 509 newly en-
rolled adult patients in residency clinics over a
period of 1 year, they found interactions with
higher rates of patient-centered communication
were associated with lower utilization of health
services in nearly all traditional venues: primary
care, specialty care, emergency department use,
and hospitalization.

Previous literature has suggested different spe-
cialties have different styles of communication,2

and those differences may lead to changes in out-
comes for our patients.3 This seems to be true both
for hard outcomes, such as health care utilization
seen here and elsewhere,4,5 as well as more soft
outcomes of patient trust and physician connected-
ness.5-7 Limitations in this current study include
lack of evaluation of noneconomic/utilization out-

comes or longer-term outcomes relating to health
and wellness, as well as that it is based on a 20-year
old data set. Repeating this study in our current
culture and with the current generation of physi-
cians—who may or may not be more acculturated
into this communication style—as well as looking
at clinically relevant outcomes would be helpful.

Separately in this issue, a study by Bender and
colleagues8 provides something of a bridge with
Peter Drucker’s concepts. Looking at rural com-
munities in Colorado, Bender et al8 provided in-
tensive education on asthma treatment to medical
providers and their practices. This intervention in-
volved one full day and 2 half-days of onsite train-
ing sessions for physicians and staff, provision of
Provider Asthma Toolkits, and a free spirometer to
participating practices. With such intensive inter-
vention, there was a measurable uptick in overall
guideline adherence for medication management,
symptom-directed therapy, and spirometry use.

Interestingly, the intervention could also be seen
in a relational perspective. From a reader’s perspec-
tive it seems that the efforts of the program were
dependent on the success of the relationship with
the trainers on one hand and the providers and staff
on the other; in a way it redefined the trainer as the
physician and the practices as the patients. It is
remarkable to see that Bender’s group found simi-
lar ratios of effectiveness with their intervention
that we see with so many interventions in our own
patients.9 In this study, Bender and colleagues8

found that about a third of practices were already
practicing according to evidence-based guidelines,
a third were motivated by the training, and the last
third were less engaged. Statistically, then, though
the intervention was successful overall, in the first
group the intervention was unnecessary and did not
change behavior. In the last group, behavior also
did not change. Only in the motivated third was
behavior significantly modified. If research could
help providers identify the factors that predict ac-
ceptance and behavior change among practices and
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our patients, we could better tailor our interven-
tions to the appropriate audiences.

The final 2 studies, both by Tiemstra and col-
leagues,10,11 look at doing things right in the form
of preventive care. Both studies evaluate the effect
of Papanicolaou testing on subsequent genitouri-
nary symptoms. In the first study,10 they looked at
153 patients presenting for routine Papanicolaou
testing, excluding those patients with pre-existing
urinary symptoms. They found 2 main issues: (1) 1
in 6 women has dysuria, urinary frequency, or both
in any given month; and (2) getting a Papanicolaou
test nearly doubles that risk (from 17% to 32% in
those who had Papanicolaou test).

In a follow up study,11 Tiemstra’s group evaluated
1582 women who had Papanicolaou testing at any
time and their rates of urinary tract infections (UTIs)
during the next year. They found that within the first
7 weeks after a Papanicolaou test, UTIs occurred at a
rate of 12.7 per 100 person years versus 6.51 per 100
person-years in the subsequent 45 weeks. The mech-
anism might be through microtrauma to the mucosa
from the placement of the speculum, with introduc-
tion of bacteria into the urethra. Given the relatively
low inoculum rates during the Papanicolaou test, it is
presumed to take a few weeks for symptoms to be-
come bothersome.

In these studies we see the unintended conse-
quences of our well-meaning efforts to maximize
our preventive measures and decrease cervical can-
cer rates. Just the performance of that test, though,
gives a number needed to harm of 6.67 and doubles
the risk of UTI over the next 2 months. Paying
attention to the right things, that is, maintaining our
focus on a comprehensive picture of patient well-
ness rather than doing the same thing at higher
rates, calls us to do something different. It may lead
us as a specialty to adopt more rapidly the newly
revised American College of Obstetricians and Gy-
necologists recommendations12,13 for less frequent
Papanicolaou screening. Or we may opt to abandon
physician-collected Papanicolaou smears entirely.
As an alternative, there is emerging data to support
the use of patient self-collected swabs for human
papillomavirus as being of sufficient sensitivity and
higher patient-acceptability than physician-col-
lected Papanicolaou smears.14-16 Used frequently
in the developing world,17 there is a study to be
completed in the autumn of 2011 that evaluates this
strategy among Canadian women.18 Depending on
those findings, self-collected swabs may be the

practice of the future, making us more patient-
centered both in how we speak to our patients and
in what we do to and for them. Ultimately, we need
to keep our focus on doing the right thing, not just
the usual thing, for our patients.
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