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Improving Performance in Prevention
Warren P. Newton, MD, MPH

Doing what we all agree we ought to do with every
patient we see—and spreading this across all pri-
mary care practices—is a strategic challenge for our
discipline and our profession. How to do this is a
major focus of current research and practice. How
does the study of Mold et al1 fit within this bur-
geoning field?

Focusing on prevention is important. A key fea-
ture of the new model of care in family medicine is
prevention2; despite good intentions, however, de-
livery of preventive care falls below guidelines in
almost all practices. Prevention is also tough; unlike
efforts to improve care for chronic diseases like
diabetes, prevention requires attention to every pa-
tient who walks in the door, greatly increasing the
scale of office interventions necessary to improve
quality. Moreover, some physicians do not priori-
tize prevention as highly as others3; among doctors
who do value it strongly, there are often strong
differences of emphasis. Physicians define preven-
tion differently, use different guidelines for deci-
sions or put more emphasis on one or another
flavor of preventive counseling. Such differences
can make building the group practice consensus
necessary for practice transformation difficult,
probably more difficult than when improving
chronic disease care.

Mold et al1 anchor their work in a broader set of
preventive services: immunizations, mammogra-
phy, and colorectal cancer screening. Although not
comprehensive, the set of measures reflects a nod

toward prevention focused on the “whole person.”
In contrast, many funding agencies and the re-
searchers they support have focused on single cat-
egories of prevention, such as cancer. Indeed, with
a narrower focus, it is easier to obtain improved
rates of delivery of preventive services.4,5 Unfortu-
nately, a focus on single conditions misses the po-
tential benefit of other kinds of preventive care for
patients, such as immunizations or screening for
blood pressure. Despite the difficulty, we must
build “whole person” prevention into studies of
implementation of preventive services if we are to
make the case for the value of a generalist function
in our health care system.

Another strength of the Mold et al1 article is the
use of the right laboratory. As has been recently
underscored,6 practice-based research networks are
ideal for studying the spread of quality improve-
ment. A key terrain feature for studies of dissemi-
nation is the ongoing and substantial change in
practices; compared with studies in traditional ac-
ademic settings, practice networks capture that
variability and therefore the generalizability of
findings is greater. It is important to keep in mind,
however, that there remain some biases inherent in
the use of practice-based research networks. First,
practices typically volunteer for specific studies.
Mold’s sample of practices represents 24% of their
total network. Thus, practices participating in the
study represent early adopters, and what is true for
dissemination for this group may not be true for the
early majority or other groups. Public policy ulti-
mately needs to address the initially unwilling.
Moreover, there is large variation in the “tightness”
of practice networks. Many practice-based net-
works have been organized for the purpose of re-
search and do not include substantial organiza-
tional or financial linkages, whereas hospital-based
clinics often have organizational, financial, and in-
formatic links among practices, which can either
slow or accelerate practice change.

Mold et al1 use a combination of well-established
techniques to spread innovations, individualizing the
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intervention to the practices. Feedback with bench-
marks, academic detailing, and standing orders are
well established though of modest effectiveness; of
interest in this study is the use of the benchmark of
peer Oklahoma practices. Pragmatically, whatever
will motivate practices is appropriate. Practice facili-
tators, called Practice Enhancement Assistants in this
study, are another key strategy. Originally described
in England7 and New England,8 and similar to agri-
cultural extension agents, there is increasing recogni-
tion that facilitators can play a critical role in dissem-
ination of best practices9 and that personal
characteristics, continuity, and the ability to be asser-
tive about changing key office systems are critical to
outcomes (Oldham J, personal communication).10

Mold et al1 describe the number of visits and time
spent with the practice but do not describe specifics of
what was done with the practices or other kinds of
support. That 5 different facilitators were involved
over the 6 months with 12 practices suggests the
difficulty of this approach and may have limited the
impact of the facilitators.

It is also worth noting interventions that have
facilitated spread in other studies but were not used
here. Regular sharing of data across participants has
been a foundation of successful quality improvement
projects in many areas of medicine; the Mold et al1

study does this with benchmarking at the beginning
but not in ongoing fashion. This study also seems to
put less emphasis on developing teams or on teaching
practices a “change model” and rapid small tests of
change, which have been successful in improving pre-
ventive care in pediatric practices,11,12 or in Institute
for Healthcare Improvement “breakthrough” style
collaboratives. More fundamentally, there is less em-
phasis on learning directly from other practices,
which has been critical to the success of collaboratives
in the UK National Health Service, although practice
facilitators do some of this. Finally, de facto, there was
no inclusion of financial or other incentives such as
continuing medical education or credit for Board cer-
tification, which might speed dissemination.

Some will ask why the primary outcome of this
article is the adoption of key office systems and not
the actual rate of delivery preventive services. Al-
though it is ultimately critical to demonstrate im-
provement of the delivery of specific preventive
care, the focus on key drivers of improvement of
quality of care is reasonable given the state of re-
search in improving preventive care. We know
from multi-method studies of the process of care in

primary care offices that office systems are critical
for improving the quality of care.13,14 This study
includes reminders at the point of care and standing
orders for nursing; there is excellent evidence of
efficacy for both. A strategy for prevention (in this
study, reflected by the focus on implementing well-
ness visits) is also important, although the US Pre-
ventive Services Task Force15 and others16 empha-
size including prevention in every visit. Analogy to
improvement of quality for chronic care17 would
suggest several other possible important drivers of
improvement. These include patient reminders:
communicating to patients that needed preventive
care is due18; self management: setting up office
systems to help patients to take responsibility for
their own preventive care; community support: me-
dia and community support, along with systematiz-
ing referral systems for needed preventive services
such as colonoscopy; and implementing a system to
improve fidelity of interventions: tracking to make
sure that care processes occur consistently.

How should we assess whether interventions to
improve preventive care are successful? A key con-
founding issue is the baseline organization of the
practice with regard to systems of care. The basic
design of this study, with its focus on a single doctor
and nurse in each practice, muddies this issue, but the
authors do use a modification of the Assessment of
Chronic Illness Care19 to assess practice organization.
Although the validity of extending the Assessment of
Chronic Illness Care to preventive care is not well
studied, it is plausible. Another key confounder is the
use of electronic health records, which can serve as
barriers to improving care because of the financial and
organizational cost of implementation or lack of func-
tionality. What is important in studies about the im-
provement of care is that the current status of infor-
mation systems be described in detail. A final issue is
the duration of the trial. Changing practice systems is
challenging, and most successful trials last at least 12
months, whereas this trial was limited to 6 months.
Beyond initial spread, sustainability is critical, and
several trials have noted that improvements in pre-
ventive care decline over time.20–22

This study raises another broader issue: should we
emphasize the randomized controlled trial as the key
strategy for research on practice improvement? Of
course, randomization forces prospective design and
data collection and protects against unmeasured con-
founding influences. There are, however, significant
theoretical and practical limitations to randomized
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designs. From a statistical perspective, it is important
to account for the variance attributable to the prac-
tices, and this means increasing the numbers of prac-
tices in trials substantially. Also important is the chal-
lenge of standardizing the intervention. It seems clear
that successful improvement strategies have scores of
attributes that may influence outcomes; standardizing
and assessing which are critical to outcomes is hard.
Finally, the extra time necessary to design and fund a
large randomized trial may slow progress over the
long-term.

What alternative is there? Prospective case stud-
ies can play an important role. Proposed method-
ological standards for such case studies have been
published23; a key feature is sufficient detail in the
description of the context and that the intervention
be reproducible by others. Investigator and edito-
rial willingness to publish failures is also critical. As
a discipline and as a profession, we need to learn
about how to learn about practice improvement. A
strategy of many small steps and being willing to
learn from our failures will go a long way.

References
1. Mold JW, Aspy CA, Nagykaldi Z. Implementation

of evidence-based preventive services delivery pro-
cesses in primary care: an Oklahoma physician re-
source/research network (OKPRN) study. J Am
Board Fam Med 2008;21:332-342.

2. Martin JC, Avant RF, Bowman MA, et al. The Fu-
ture of Family Medicine: a collaborative project of
the family medicine community. Ann Fam Med
2004;2:S3–S32.

3. Main DS, Cohen SJ, DiClemente CC. Measuring
physician readiness to change cancer screening. Am J
Prev Med 1995;11:54–8.

4. Roetzheim RG, Christman LK, Jacobsen PB, et al.
Randomized controlled trial to increase cancer
screening among attendees of community health
centers. Ann Fam Med 2004;2:294–300.

5. Stroud J, Felton C, Spreadbury B. Collaborative
colorectal cancer screening: a successful quality im-
provement initiative. Proc (Bayl Univ Med Cent)
2003;16:341–4.

6. Mold JW, Peterson KA. Primary care practice-based
research networks: working at the interface between
research and quality improvement. Ann Fam Med
2005;3:S12–S20.

7. Fullard E, Fowler G, Gray M. Facilitating preven-
tion in primary care. BMJ 1984;289:1585–7.

8. Dietrich AJ, O’Connor GT, Keller A, Carney PA,
Levy D, Whaley FS. Cancer: improving early detec-
tion and prevention. A community practice random-
ised trial. BMJ 1992:304;687–91.

9. Goodwin MA, Zyzanski SJ, Zronek S, et al. A clinical
trial of tailored office systems for preventive service
delivery. The Study to Enhance Prevention by Un-
derstanding Practice (STEP-UP). Am J Prev Med
2001;21:20–8.

10. Hogg W, Baskerville N, Nykiforuk C, Mallen D.
Improved preventive care in family practices with
outreach facilitation: understanding success and fail-
ure. J Health Serv Res Policy 2002;7:195–201.

11. Bordley WC, Margolis PA, Stuart J, Lannon C,
Keyes L. Improving preventive service delivery
through office systems. Pediatrics 2001;108:E41.

12. Margolis P, Lannon CM, Stuart JM, Fried BJ,
Keyes-Elstein L, Moore DE Jr. Practice based edu-
cation to improve delivery systems for prevention in
primary care: randomized trial. BMJ 2004;328: 388.
Epub 2004 Feb 6.

13. Jaen CR, Stange K, Nutting P. Competing demands
of primary care: a model for the delivery of clinical
preventive services. J Fam Pract 1994;38:166.

14. McVea K, Crabtree BF, Medder JD, et al. An ounce
of prevention? Evaluation of the ‘Put Prevention
into Practice’ program. J Fam Pract 1996;43:361–9.

15. Stange K, Flocke S, Goodwin M. Opportunistic preven-
tive service delivery. Are time limitations and patient sat-
isfaction barriers? J Fam Pract 1998;46:419–24.

16. US Preventive Services Task Force. Put Prevention
into Practice. A Step-by-Step Guide to Delivering
Clinical Preventive Services: A Systems Approach.
Available from www.ahrq.gov/ppip/manual. Ac-
cessed 5 June 2008.

17. Glasgow R, Orleans CT, Wagner E, et al. Does the
chronic care model serve also as a template for im-
proving prevention? Milbank Q 2001;79:579–612.

18. Szilagyi P, Bordley C, Vann JC, et al. Effect of
patient reminder/recall interventions on immuniza-
tion rates: a review. JAMA 2000;294:1820–7.

19. Improving Chronic Illness Care. ACIC Survey.
Available from http://www.improvingchroniccare.
org/index.php?p�ACIC_Survey&s�35. Accessed
June 5, 2008.

20. Dietrich AJ, Sox CH, Tosteson TD, Woodruff CB.
Durability of improved physician early detection of
cancer after conclusion of intervention support.
Cancer Epidemiol Biomarkers Prev 1994;3:335–40.

21. Goodson P, Murphy Smith M, Evans A, Meyer B,
Gottlieb NH. Maintaining prevention in practice: sur-
vival of PPIP in primary care settings. Put Prevention
Into Practice. Am J Prev Med 2001;20:184–9.

22. Roetzheim R, Christman LK, Jacobsen PB, Schroe-
der J, Abdulla R, Hunter S. Long-term results from
a randomized controlled trial to increase cancer
screening among attendees of community health
centers. Ann Fam Med 2005;3:109–14.

23. Davidoff F, Bataldan P. Towards stronger evidence
on quality improvement. Qual Saf Health Care
2005;14:319–25.

260 JABFM July–August 2008 Vol. 21 No. 4 http://www.jabfm.org

 on 1 M
ay 2025 by guest. P

rotected by copyright.
http://w

w
w

.jabfm
.org/

J A
m

 B
oard F

am
 M

ed: first published as 10.3122/jabfm
.2008.04.080084 on 8 July 2008. D

ow
nloaded from

 

http://www.jabfm.org/

