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espite increasing recognition of the importance of preventive services, such services
are not provided in primary care practice as often as recommended. One of the most
important reasons is the lack of a systematic, organized approach within practices.
The American Cancer Society Ad Hoc Advisory Group on Preventive Health Care
Reminder Systems reviewed evidence-based reports and expert opinion to summarize current knowl-
edge about office systems for clinical preventive services. This article describes the process of de-
veloping an office system for preventive care, beginning with writing a practice policy, auditing
charts for baseline performance, developing and implementing a plan for efficient delivery of pre-
ventive care, involving office staff, and monitoring progress. Strategies for dissemination of this
approach to a wide range of primary care practices may involve professional medical organiza-

tions and managed care companies.

Editor’s Note: Desire + Systems = Improved Prevention Perfor-
mance. It is as simple as that!? I agree that office systems and
commitment are key. However, thus far, I have not heard of a
good system that will ensure the full completion of all of the pre-
ventive medicine recommendations. The sheer complexity and
number of preventive medicine recommendations are daunting
(each summary sheet from the clinical preventive services, per
age group, still lists 25 or more items, with additional ones for
high-risk individuals). It is expensive to collect data through
chart audits on each type of preventive medicine item. Comput-
erized systems are more likely to help assess risk and help physi-
cians comply with their own medicine. I also think that paying
physicians more when there is high compliance would encourage
implementation.

Marjorie A. Bowman, MD, MPA, Editor
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The delivery of clinical preventive ser-
vices is increasingly being recognized as
a core component of primary care prac-
tice. The effectiveness of a number of
screening, counseling, and immuniza-
tion procedures to reduce the risk of mor-
bidity and mortality from cancer, heart dis-
ease, and other chronic conditions, as well
as infections, has been clearly estab-
lished.! More than ever before, patients,
providers, payers, and policymakers are in-
terested in including preventive services
in comprehensive health insurance ben-
efits packages, emphasizing the impor-
tance these services hold for improving the
health of the country. Achievement of pre-
ventive health goals is often used as a mea-
sure of quality by insurers and other moni-
toring groups. But performance rates for
many screening procedures, counseling ac-
tivities, and immunizations fall far below
levels recommended by national groups.”’
Primary care physicians have found the
task of regularly providing clinical
preventive services to be difficult to in-
corporate into their daily routines.
Many reasons account for this fail-
ure to provide preventive services ad-
equately; these reasons include uncer-
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tainty about effectiveness, inadequate skills of provid-
ers, confusion about recommendations, and lack of
financial incentives,*® but one of the most important
reasons is the lack of a systematic, organized approach
within the office. Primary care practices are, appropri-
ately, organized around the care of acute and chronic
medical problems. The provision of preventive services
requires a somewhat different approach, in which a pa-
tient’s risk for conditions that are not yet present must
be considered and addressed. Well-intentioned physi-
cians are subject to the inevitable time pressures of
clinical practice and often forget to provide preventive
services.'’

A number of interventions, both manual and com-
puter-based, such as flow sheets, reminder notices, and
chart stickers (L.D., unpublished data, June 1992),"' to
prompt providers about patients’ preventive care needs
have been found to be effective in increasing rates of
performance of preventive services. Many studies of
these interventions were conducted in academic set-
tings; these studies examined only single strategies that
often involved computer systems available only in insti-
tutions or other unique settings. Dietrich et al,'? in a
randomized controlled trial called “The Cancer Preven-
tion in Community Practice Project,” tested a multi-
component approach in community primary care prac-
tices in New Hampshire and Vermont. Each office used
a manual office system, based on flow sheets and
prompts and involvement of practice personnel. Rates
of mammography increased from 59% to 77% during a
12-month period in intervention practices, compared
with no change in control practices. Statistically signifi-
cant improvements also occurred for clinical breast ex-
aminations, recommendations to do breast self-exami-
nations, stool occult blood testing, recommendations to
reduce fat intake in the diet, and counseling to quit
smoking. Nonsignificant improvements were found in
the performance of Papanicolaou tests, digital rectal ex-
aminations, advice to increase dietary fiber, and sigmoi-
doscopy recommendations.

Studies such as these suggest that an organized
system can increase preventive care that is delivered
even in a busy primary care practice. A “system” refers
to a series of “routines” that includes a set of “tools” (eg,
flow sheets) and specific roles for office staff and physi-
cians that consistently address each step in performing
preventive care in an office. These systems, routines,
and tools are tailored to specific practice needs. Most
practices have systems for billing and caring for acute
medical problems, but few have organized systems for
prevention.

Creating an office system for preventive care re-
quires more than simply implementing a specific tool (eg,
a flow sheet or chart prompt); it involves a larger pro-
cess that encompasses the entire office in its scope. The
purpose of this article is to discuss the activities that are
involved in planning and implementing a paper-based
systematic approach for regularly providing appropri-
ate clinical preventive services for eligible patients in pri-
mary care practices. With commitment and teamwork,
such an approach can assist practices in attaining im-
proved levels of performance.

THE AMERICAN CANCER SOCIETY AD HOC
ADVISORY GROUP ON OFFICE SYSTEMS
FOR PREVENTIVE CARE

In 1993, the American Cancer Society, Atlanta, Ga, con-
vened an Ad Hoc Advisory Group on Preventive Health
Care Reminder Systems (see page 110 for a list of mem-
bers of this group). The purpose of this group was to re-
view and summarize current knowledge about office sys-
tems for clinical preventive services and to consider
strategies for the dissemination of these systems into pri-
mary care practice. The group did not limit its consid-
eration to preventive care programs that endorsed a spe-
cific prevention protocol or to programs that were based
solely on cancer prevention procedures.

The Advisory Group recognized the potential of com-
puters in systems for preventive care, but it acknowl-
edged that computers are not available for this function
in many practices. Barriers to computer use, however,
are diminishing as less expensive, more user-friendly com-
puter systems have become available in ambulatory set-
tings. This article will present the Advisory Group’s rec-
ommendations for the process of developing an office
system, including the content and maintenance of such
a system, with emphasis on paper-based tools. Many of
the issues that were considered apply equally well to com-
puter-based systems. Features of computer-based health
maintenance tracking systems, thought to be essential or
optional, have been described by the Advisory Group in
a separate article."

A complete review of the literature relevant to of-
fice systems for promoting preventive care had previ-
ously been done by one of the members of the Advisory
Group for the National Coordinating Committee on Clini-
cal Preventive Services (1.D., unpublished data, June
1992). This review was supplemented by input from other
members of the committee, many of whom had exten-
sive research experience in the implementation of clini-
cal preventive services.>®!!-2!

From this information, we identified several key com-
ponents of office systems and key strategies for imple-
mentation. Features of “Put Prevention in Practice,” the
office system program developed by the Office of Dis-
ease Prevention and Health Promotion in the Depart-
ment of Health and Human Services, Washington, DC,
were also reviewed.

DEVELOPING AN OFFICE SYSTEM
FOR PREVENTIVE CARE

Although primary care medical offices are similar in
their core activities (eg, scheduling appointments, see-
ing patients, keeping individual patient records, billing
payers for services delivered), they vary in how these
activities are carried out (eg, number and qualifica-
tions of staff, design of office facilities, method of
record keeping). Similarly, office systems for preven-
tive care have core activities; yet, they vary in how
these may be implemented in a practice. A description
of those activities that are believed to be key for devel-
oping a preventive care office system for the whole
practice (whether paper or computer tools are used)
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will be presented; these practice-level activities are as
follows:

1. Develop a written practice policy for preventive
care (screening, counseling, and immunizations) and set
goals for desirable levels of performance.

2. Survey a sample of charts to establish baseline
performance rates.

3. With office staff, develop a written plan for car-
rying out five steps for preventive care.

4. Choose a staff member to be the coordinator of
the preventive care system.

5. Develop (or adapt) tools (eg, flow sheets, tick-
ler files, patient education materials) for carrying out the
steps.

6. Set a “start date” and put the plan in action on
that date.

7. Meet frequently 1o assess how things are going
and modify the plan and tools as necessary. Reward your-
selves for progress!

8. Resurvey a sample of charts to measure the im-
pact of the system on screening, counseling, and immu-
nization rates; refine system as needed.

The first task in developing an office system for
preventive care is that the practice should decide which
screening, counseling, and immunization procedures it
wishes to provide for all eligible patients on a routine
basis and should write them down in the form of a “pre-
vention policy” (or protocol). The policy should group
these services by age, gender, and other risk factors, and
it should be limited to a short list of high-priority effec-
tive procedures. Physicians and other providers and
clinical staff should meet and consider together what
their prevention policy will include. They may wish to
refer to published evidence-based prevention guide-
lines, such as the Guide to Clinical Preventive Services'
and those published by the American College of Physi-
cians, Philadelphia, Pa,?* and the American Academy of
Family Physicians, Kansas City, Mo,” or recommenda-
tions based on expert opinion, such as those put forth
by the American Cancer Society.** To minimize poten-
tial disagreement among physicians in a group practice,
the policy should list only those procedures that are
deemed by members of the practice to be the most im-
portant and that all can agree on (a core policy). Indi-
vidual providers can then add other preventive services
to the general policy and to individual patients’ re-
minder lists as they see fit.

As a second task, once a prevention policy has
been established, the practice should determine how
well it is meeting its stated policy. This usually involves
an audit of practice records, reviewing the performance
for selected procedures for a certain population of pa-
tients during a defined period. The parameters (which
procedures, for which patients, during what period)
may be set by the practice according to its interest or
level of concern in a particular area of patient care. For
example, if a practice is concerned that it may not be ad-
equately screening eligible women with mammography
or counseling smokers to quit, the practice may wish to
review a sample of charts of patients of the appropriate
gender or ages who have been seen in the previous 12
months. A large sample is not needed; about 10 to 20

Advisory Group

The Ad Hoc Advisory Group on Preventive Health Care
Reminder Systems of the American Cancer Society

American Academy of Family Physicians, Kansas City,
Mo: Jacquelyn Admire, MSPH. Wayne State University,
Detroit, Mich: Robert Burack, MD. Colorado Depart-
ment of Health, Denver: Carole Chrvala, PhD. Univer-
sity of California, San Francisco: Larry Dickey, MD, and
Stephen McPhee, MD. Dartmouth Medical School, Han-
over, NH: Allen Dietrich, MD. Needham (Mass) Family
Practice: Leonard Finn, MD. Mountain Area Health Edu-
cation Center, Asheville, NC: R. Barry Fox, MPH. Uni-
versity of Texas M. D. Anderson Cancer Center, Hous-
ton: Lewis Foxhall, MD. Tri-County Family Medicine,
Cohocton, NY: Paul Frame, MD. Medical University of
South Carolina, Charleston: David Garr, MD, and Ruth
Jenkins, MS. University of North Carolina, Chapel Hill:
Russell Harris, MD, MPH, and Linda Leininger, MD,
MPH. Beth Israel Medical Group Foundation Inc, Chest-
nut Hill, Mass: Barbara Stewart, MD. Thomas Jefferson
University, Philadelphia, Pa: Richard Wender, MD. The
University of Texas, Houston: Linda White, MSN, RN.

charts reviewed for each group for each procedure
would be sufficient to give a reasonable estimate. These
charts should be randomly chosen from “active” pa-
tients, as defined by the practice (eg, those patients who
have been seen in the office at least once in the last 3
years). The audit should define clearly the criteria for
deciding what counts as performance of a procedure
(eg, completion of the procedure or documented rec-
ommendation for the procedure by office staff or physi-
cians). Audits conducted by managed care organiza-
tions may be a useful source of this type of information
for patients who are members of those organizations.
To carry out high-quality chart audits in a way that
minimizes bias and increases reliability, the audits
should be performed, if possible, by individuals who do
not have a specific stake in the outcome, and a few
charts should be reviewed independently by two indi-
viduals. :

After completing the chart audit and establishing
baseline performance, the practice should then set goals
for the level of performance of the audited procedures
that it would like to attain in the future. These goals should
be set high enough to encourage active participation and
effort by all members of the practice, but they should also
be realistic and attainable. If there is a difference be-
tween the current performance level and the level at which
the goal has been set, then a “performance gap”? exists.
The purpose of the office system is to close this gap, that
is, to find ways to deliver more efficiently preventive ser-
vices regularly to a higher proportion of eligible pa-
tients. An example of a practice prevention goal is to in-
crease the proportion of women (age, =50 years) who
have a mammogram every 1 to 2 years from 35% (at base-
line) to 75%.

To achieve its goals, the practice must consider
how it will carry out the following steps for providing
preventive care to individual patients: (1) identifying
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Procedure

Step How Step Is Done Who Does Step

1. |dentify Procedures
(or Counseling) Due

2. Recommending the
Procedure to Patients

3. Perform or Order
the Procedure

4. Notify Patients of Resuits
and Arrange Follow-up
If Necessary

5. Recall Patients to Return
for Next Routine
Procedure

Figure 1. Preventive care activities work plan.

the preventive services for which a patient is due, based
on age, gender, and risk factor status, and prompting a
provider about the need for those services; (2) recom-
mending those services to the patient and providing
education as needed; (3) performing or ordering the
procedures; (4) recording the results of the procedures
and arranging follow-up for further testing if necessary;
and (5) recalling the patient to return at the next appro-
priate interval. Practices should consider, in a detailed
way, how each step will be done and who will do it, tak-
ing into account existing protocols, routines, and job
responsibilities that have already been established in
the office (ie, the preventive care work plan as shown in
Figure 1). The plan should be written, spelling out
each person’s responsibilities and how the tasks will be
carried out. An office staff member should be selected
as the coordinator, who is given authority to oversee the
development and implementation of the preventive
care plan. The coordinator’s role will be to encourage
teamwork among all members of the practice who are
involved in the plan.

DIVIDING UP THE RESPONSIBILITIES

In many practices, the steps of providing preventive care
are now being carried out by physicians alone; physi-
cians by themselves determine the patients’ preventive
care needs, discuss those needs with the patients, and then
order or provide the care as indicated. Physician-
dominated systems are, however, limited in their ability
to carry out efficiently routine procedures for every
eligible patient. Physicians are usually focused on the treat-
ment needs of the patient (and appropriately so) and
often have difficulty thinking about other issues (eg,
preventive care) that may not directly relate to the cur-
rent problem. An organized, systematic plan encour-
ages a team approach, with several members of the of-
fice staff playing important roles. For example, the nurse

might review a chart before the visit to determine what,
if any, preventive care procedures a patient needs. After
the nurse has updated the patient’s record for proce-
dures that have been done elsewhere, the physician could
be prompted about any overdue procedures. Both the
nurse and the physician could divide responsibilities for
discussing recommended procedures with the patient. Ex-
amination procedures indicated for the patient could be
performed by the provider at that time or scheduled for
a future appointment. Other variations on ways to carry
out these steps are possible.

CREATING AND USING TOOLS

As a part of the plan for a system to provide preventive
services for patients, practices should consider materi-
als (ie, tools®®) to help them carry out these tasks (see
examples in Figure 2 and Figure 3). These tools
may be used by physicians and office staff to collect
and record information about preventive care, prompt
providers, and educate patients. There are a variety of
such tools: patient-completed questionnaires that ask
about risk factors and date when certain preventive
services were last received,?” chart flow sheets
(described below),?®?° removable adhesive notes
placed on an encounter form by the nurse to prompt
the clinician about a patient’s preventive care needs,"
and stickers put on charts of patients to prompt pro-
viders about counseling and other preventive ser-
vices.*® Other tools might include patient education
materials (including brochures from the practice about
its prevention policy), patient-held cards for recording
dates of preventive care services,’*?? wall posters and
charts about prevention, and tickler files for tracking
preventive services received and due. These materials
can be designed by the practice and produced by local
printers (flow sheets, practice-specific patient bro-
chures about prevention policies, follow-up and
reminder letters or postcards for patients, etc) or
ordered from national organizations (eg, patient edu-
cation brochures on specific prevention topics that are
available from the American Academy of Family Phy-
sicians, American Academy of Pediatrics, Elk Grove
Village, 1ll, American Cancer Society, American Lung
Association, New York, NY, and American Heart Asso-
ciation, Dallas, Tex).

The package of materials recently developed by the
federal Office of Disease Prevention and Health Promo-
tion, entitled “Put Prevention into Practice,”>3* will aid
practices in putting a prevention system in place in
their offices. This set of tools has been designed for use
in a system, including the components described above.
Materials include preventive care flow sheets for chil-
dren and adults, an immunization flow sheet, examina-
tion room wall posters for children and adults, preven-
tion prescription pads, reminder postcards for parents
of pediatric patients, removable adhesive notes for
prompting providers at office visits, patient record alert
stickers (eg, indicating current smokers), patient-held
personal health guides for adults and children, and the
Clinician’s Handbook of Preventive Services,” which is a
handbook for clinicians about preventive care proce-
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Name Birth Date

Smoking Status Current [ | Former [ | Never [ |
Date/Age ;

Mammogram

Every 1-2 Years/>50 Years

Breast Examination
Every Year/>40 Years

Pap Smear
Every 1-3 Years Until 65 Years

Cholesterol
Every 5 Years

Sigmoidoscopy
Every 10 Years/>50 Years

| Tetanus
Every 10 Years

Pneumococcal
Once at 65 Years

Influenza
Every Year After 65 Years

Diet Counseling

Activity Counseling

Smoking Cessation [
Counseling

Personal Health Maintenance Card

Women 50 Years and Older

Women, Age 50 Years and Older

Activity Date Performed

Clinical Breast Examination
Every Year

Mammogram
Every Year

Test/Blood in Stool
Every Year

Pap Smear
Every 1-3 Years

Flu Shot
Every Year After 65 Years

Pneumonia Shot
Once at 65 Years

We Recommend the Following for Women
Age 50 Years and Older:

Clinical Breast Examination
Flu Shot
(Every Year After 65 Years)

1 Pneumonia Shot

Every Year (Once After 65 Years)
1-2

Every 1-2 Years Mammogram

3

Every 3 Years Pap Smear

5

Every 5 Years Sigmoidoscopy
10

Every 10 Years Tetanus Booster

Figure 2. Example of flow sheet. Pap indicates Papanicolaou.

dures that details the rationale for the recommenda-
tions, as well as the procedures for performing clinical
preventive services; this handbook also describes re-
sources for further information and for obtaining mate-
rials for patient education.

Practices should plan, in specific detail, how these
tools will be used and then train all involved staff in
their use. Merely having a flow sheet in a chart, for ex-
ample, does not ensure that it will be completed. Issues
such as who will enter information on the flow sheet
(the nurse, the physician, or the file clerk?), when that
information will be entered (before, during, or after the
visit?), and what particular information will be entered
(the date that a mammogram is ordered, the date that
the report comes back, or both?) need to be carefully
considered, to ensure that the tool is really serving its
function of improving efficiency in the delivery of pre-
ventive services. Many practices already have some type
of flow sheet or problem list in the patient record; often,
however, this sheet does not have a section to record
health maintenance procedures. Rather than develop-
ing an entirely new flow sheet, which could require re-
entry of a large volume of information, an alternate pos-

Figure 3. /nterior of patient education brochure and patient-held card. Pap
indicates Papanicolaou.

sibility would be to create a flow sheet for preventive
care on adhesive-backed paper that would fit on a small
section of the existing sheet and could be added on as
patients are seen for office visits. Procedures listed on
the preventive care flow sheet should be those that the
practice has included in its prevention policy, and these
procedures should apply to all eligible patients, so as to
standardize the form. Additional blank lines should be
available for the provider to add procedures for certain
patients who, because of specific risk factors or existing
diseases, may warrant other preventive care procedures
(eg, yearly eye examinations for diabetic patients).

When used as designed, preventive care flow sheets
serve several useful purposes: (1) they serve as a conve-
nient and consistent site for recording information about
the preventive care that a patient has had, (2) they help
to remind providers about what preventive care is due
for the patient, (3) they make explicit and remind pro-
viders about the components of their prevention policy
(which procedures at which intervals), and (4) they may
be an easy-to-access source of information about pre-
ventive care for a group of patients, if the practice de-
cides to audit its preventive care performance.
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Counseling, as well as screening and immuniza-
tions, should be included on the health maintenance
flow sheet. It is especially important to have a routine
place in the chart to document smoking status (current,
former, or never) and to record briefly counseling that
is given about quitting—something that is often ne-
glected in visit notes. Smoking status may be easily
noted by the nurse when blood pressure and weight are
recorded. Fiore,*® in a recent statement, recommended
that smoking status be made a “new vital sign.” Office
staff can play a valuable role in delivering counseling
messages, in addition to counseling given by physi-
cians®’; guides that detail how to include staff members
in counseling activities are available.*® There should be
a place on the flow sheet to record if patients are given a
brochure that states the practice’s prevention policy.
This serves to document that patients have been en-
couraged to receive certain prevention services. The pa-
tient brochures should be given directly to each appro-
priate patient by the physician or nurse, not merely left
in the waiting or examination room, so that the message
about preventive care can be tailored to the individual
patient. This direct approach is likely to be the most ef-
fective way for impressing on the patient the impor-
tance of preventive care.

Computerization of flow sheets, chart prompts, and
recall letters to patients will ease the burden of main-
taining paper files. Programs for such tracking and re-
call functions are increasingly being developed and be-
coming available.***! Thus, as a practice upgrades its
computer capabilities, a hybrid system for preventive care,
utilizing both paper and computer components, may
evolve. The core routines of a prevention system remain
the same; only the tools may vary.

DEVELOPING THE SYSTEM FURTHER

To improve the efficiency of ordering or performing a
preventive service, a practice should consider “standing
orders” for certain procedures. These have been shown
to be useful for influenza immunizations*? and could
also be used for other immunizations and certain other
preventive services (eg, mammography and smoking
cessation and prevention counseling). Thus, if the
nurse determines an eligible patient is due for a mam-
mogram, based on the practice’s policy, she or he could
discuss it with the patient and, if the patient agrees,
could start the process of scheduling the procedure.
Then, if the physician decides, with the patient, that the
test is not necessary, it could be canceled. Thus, the de-
fault is to schedule the test, and a counterorder is
needed to stop the process. Likewise, the nurse could
begin talking to a smoker about quitting and provide
self-help materials or information about classes, if the
smoker was interested. The counseling would be con-
tinued by the physician during the visit.

Once designed, the practice should consider how
it will enroll patients into the prevention system. En-
rollment is often less burdensome if accomplished one
patient at a time, as she or he comes into the office for a
visit, rather than all patients at once. A flexible enroll-
ment system should enable practice members to use

discretion in terms of whom they enroll, with the op-
tion not to enroll certain types of patients (eg, onetime
visitors, those inappropriate for screening owing to ex-
isting medical conditions or advanced age, or those
seen only for consultation). Some practices may wish to
enroll all patients automatically.

a practice should consider “standing
orders” for certain procedures

After the planning phase is completed and the
prevention system is ready for implementation, a start
date should set the program into action. Supplies of
tools should be on hand, and everyone in the practice
should be oriented to the system. An initial phase-in
period, with time for “debugging,” is advisable. Once
the system is operating, the system coordinator should
meet with office staff members periodically to see how
the system is working and to make further modifica-
tions to the plan. New staff members will need to be
oriented to the system as they join the practice. Given
that changes in routines are often difficult to initiate
and maintain, practice staff members should be
rewarded periodically for their efforts and informed of
improvements made in the provision of preventive ser-
vices for their patients.

To evaluate how well the system is working to
meet the prevention goals that have been set initially,
follow-up chart reviews should be done. This can be
done on a sample of charts of patients who are seen in
the office in a recent period (eg, during the past 3 to 6
months). Periodic monitoring of the prevention system
and its impact on screening, counseling, and immuni-
zation rates with feedback to practice staff members
will help to maintain interest in and support for this im-
portant aspect of patient care.

DISSEMINATION INTO
PRIMARY CARE PRACTICES

Increasing preventive care in primary care practices by
using an office system for preventive care builds on a
large body of research on a wide variety 'of methods.
Most of the previous studies have evaluated single or
dual interventions (eg, flow sheets and physician re-
minders with and without patient reminders). Dietrich
et al'? and Pommerenke and Dietrich'> advanced the
state of the art by using a multicomponent, tailored ap-
proach in volunteer practices, allowing practices to
choose those tools that best fit their offices. Many of the
tools and strategies described herein were developed
and tested in that project. Recently, the National Can-
cer Institute and the Agency for Health Care Policy and
Research, both in Rockville, Md, funded a group of five
projects, entitted “Prescribe for Health,” to apply office
system approaches in a variety of settings and in a vari-
ety of ways. These grants were designed to test the ef-
fectiveness of providing assistance for implementing
prevention office systems to practices through profes-
sional organizations to which physicians belong (medi-
cal societies, a preferred provider organization, a liabil-
ity carrier, a network of community health centers, and
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an academic health center network of practices).
Several of the grants are working with randomly se-
lected practices. Results of these trials will be available
soon.

Given that most primary care practices are already
working hard to meet the demand for patient care, it is
difficult to find the time to plan and implement a pre-
vention office system, even if it will save them time later
on. The “Put Prevention Into Practice” materials, or
similar tools, will be useful to practices as they begin to
plan and develop their systems, as described in this ar-

, ticle. To find better ways to help busy clinicians, the Of-
fice of Disease Prevention and Health Promotion has
funded several professional organizations to study
methods for disseminating “Put Prevention Into Prac-
tice” materials to their members.

Other potential strategies for reaching primary
care practices with assistance and tools for prevention
office systems include dissemination through voluntary
health organizations (eg, the American Cancer Society).
A program of training American Cancer Society volun-
teers to facilitate the process of organizing office sys-
tems for prevention in primary care practices is cur-
rently being tested in New Hampshire. This pilot
activity has been expanded to four other American Can-
cer Society divisions. Another strategy is to place such a
program in continuing medical education offices in aca-
demic medical centers and offer continuing medical
education credit for such efforts.

Managed care plans might also serve an impor-
tant role in providing assistance to practices for
improving the quality of preventive care through sys-
tematic approaches. The process that we have
described closely follows the principles of continuous
quality improvement® and would fit in well with the
continuous quality improvement approach that is fre-
quently applied in managed care settings. Continuous
quality improvement emphasizes a problem-solving
strategy that involves all levels of employees in a team-
work model. Teams use data to identify problems, set
goals for improvement, define the tasks to be accom-
plished in a series of small steps, develop and imple-
ment a plan, and finally resurvey to measure progress
toward the goals. Financial incentives for achieving
performance targets may be increasingly offered by
managed care plans that have found that preventive
services are attractive to health care purchasers, as
well as by liability carriers that have found that failure
to diagnose cancer in a timely fashion is a leading
cause of malpractice claims.

CONCLUSION

This article has presented recommendations about a
practical approach for addressing the difficult problem
of increasing the delivery of preventive care in busy pri-
mary care practices. These ideas have come from per-
sonal and research experience and will be further re-
fined as studies that are presently under way are
completed. Although other barriers to the improved use
of effective preventive services remain, implementation
of an office system approach has the potential to pro-

vide an important contribution to solving the problem
and leading to healthier outcomes for patients.
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