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Recent research has recognized several themes that 
have been common to many successful projects for in­
creasing cancer screening and other prevention activi­
ties. The most common o f these themes have been 
condensed into “principles for implementation,” in­

tended to help physicians and other health care provid­
ers to improve the provision o f preventive medical care 
within their practices.
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In 1974, The Lancet published a landmark scries o f 19 
articles on screening for disease.1 Since then, physicians 
have been presented with authoritative preventive recom­
mendations from several major organizations2-3 and con­
sensus groups.4-5 In addition, there is increasing evidence 
that preventive recommendations will be given greater 
emphasis as new formulas for reimbursement are devel­
oped.6-7 Clearly, physicians have a growing body o f cred­
ible information and incentives relevant to the provision 
o f  preventive services.

In the past decade, most o f the barriers that inhibit 
the adoption o f preventive services have been docu­
mented.8-16 Methods to overcome many o f these barriers 
have also been reported17-25 but seldom have these meth­
ods been summarized in a concise format for use by 
practicing physicians.

The recent literature on the implementation o f pre­
ventive services reveals several common and generally 
accepted coneepts. For example, the benefits o f office 
reminder systems have been firmly established through 
many studies.19-24 Similarly, the importance o f counsel­
ing skills, particularly in regard to smoking cessation, are 
well docum ented17-18 and have recently been reempha­
sized by the National Cancer Institute and others.25-26 To 
build on these studies and other recent reviews,27-28 we 
summarized a number o f these recurring concepts into 
practical principles. This format will allow physicians to

Submitted, revised,, September 13, 1991.

From the Division o f Cancer Prevention and Control, National Cancer Institute, 
Hethesda, M d; and the Department o f Community and Family Medicine, Dartmouth 
Medical School, Hanover, New Hampshire. The views expressed in this article are those 
o f the authors and do not reflea the official policy or position o f the National Cancer 
Institute. Requests jbr reprints should be addressed to Forrest A . Pommerenke, M D , 
EPN Building, R m  305, 9000 Rockville Pike, Bethesda, AID  20892.

ISSN 0094-3509

review the more salient conclusions from a large body o f 
recent primary care research (Table 1).

Each o f the principles has been derived from the 
attributes o f successful programs to improve the provi­
sion o f preventive services in primary care practices. 
Some have been substantiated by randomized trials or 
have a solid basis in behavior and organizational theory. 
Others represent the opinions o f leading researchers in 
the field o f implementing preventive sendees. In short, 
there is good evidence that these principles, if conscien­
tiously applied in appropriate situations, can enhance the 
performance o f preventive activity by primary care phy­
sicians in a variety o f practice settings.

The Principles

Identify baseline performance rates. “ . . . simply put, one 
cannot begin to deal with an unidentified problem.”29

An accurate description o f the current state o f activity is 
fundamental for most managerial decisions,30-31 includ­
ing the decision to improve preventive services.29 Base­
line levels o f performance identify problem areas and help 
set realistic goals. Progress in achieving these goals is 
tracked by comparisons to these baseline levels. Accurate 
baseline levels o f performance also serve as reality checks, 
distinguishing actual performance from estimated perfor­
mance, which is often overly optimistic.19-32

Example: A primary care physician estimated that 90% to 
95% of her adult women patients had received a Papanico­
laou test within the previous year or two. After a review of 
100 randomly selected charts, die physician was surprised to 
learn that only 50% of the women over the age of 50 years 
had been screened in the previous 2 years. Of the remaining
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Table 1. Principles for Implementing Preventive Services in 
Primary Care Practices

1. Identify baseline performance rates for preventive activities.

2. Set reasonable goals that can be measured, and periodically 
review progress.

3. Develop a comprehensive plan to achieve and maintain goals.

4. Give high priority to staff training and participauon.

5. Be sure office systems, organization, and design facilitate 
preventive care.

6. Use every opportunity to perform preventive services.

7. Use reminder systems to ensure that patients at risk are 
identified, screened, and followed.

8. Consider CME with emphasis on skills that can be applied in 
clinical practice.

9. Develop state-of-the-art counseling and communication skills.

10. Keep cost issues in perspective, and minimize economic barriers 
for patients.

women, some of whom were seen infrequently, a large pro­
portion had no documented Papanicolaou test in the first 
place.

Example: An internist reported that he advised all of his 
patients who smoked to quit. A chart review revealed, how­
ever, that no mention of the “current” smoking status of the 
majority of the patients had been documented, although 
blood pressure, weight, and pulse had been dutifully re­
corded. Patient encounters during which advice to quit 
smoking had been given were rarely recorded except in 
conjunction with a patient’s initial comprehensive history 
and physical, or following serious acute illnesses.

Set reasonable and measurable goals for preventive activity 
and periodically review progress. “If  you don’t know where 
you’re going, any road will take you.”33

Once baseline levels o f preventive services arc known, 
goals can be developed. Realistic goals are those that are 
compatible with practice philosophy, scientifically valid, 
and within the capacity o f a practice to achieve, and for 
which progress toward accomplishment can be mea­
sured.29- 31 Fulfilling these criteria may result in goals that 
seem modest. However, even modest improvements can 
make a significant impact on the health o f a practice 
population if the improvements are maintained over 
time.25

Example: An internist performs a self-audit of his charts and 
a review of his referral log and finds diat only 30% of the 
women over the age of 50 years have had a recent mammo­
gram, and that an average of only five patients per month are 
referred for the procedure. Based upon this baseline infor­

mation, he decides that a reasonable goal would be to annu­
ally screen 60% of the women age 50 years and older. 
Increasing die referral average from 5 to 10 referrals per 
month would accomplish this goal; one that is realistic and 
easily measurable.
Example: Recording a patient’s current smoking status takes 
less than 5 seconds and can be done at the same time that all 
vital signs are being measured. A reasonable goal for improv­
ing smoking cessation elforts would be to have office staff 
record the current smoking status of each patient along with 
patient vital signs. Achievement of this goal could easily be 
measured by repeat chart audits.

Provisions for periodic review o f progress toward 
accomplishing goals is an important part o f  the planning 
process. If progress toward goals is not measured and 
reviewed, unanticipated problems may not be identified 
and corrected before old habits return or inefficient pat­
terns become established.

Develop a comprehensive plan to achieve and maintain prac­
tice goals. “A nearly magical enhancement o f a manager’s 
personal capability can be achieved nine times out o f ten 
by an intelligent emphasis on planning.”30

Practice habits are developed over months and years, 
with physicians and staff gradually settling into patterns 
that resist change. Consequently, well-intentioned but 
inadequately planned elforts may initially increase pre­
ventive activity; however, a gradual return to baseline 
levels o f performance often occurs.14” 16 True planning is 
a formal, time-consuming, and sequential process that 
can be applied to almost any organization or goal.30-31

Example: After attending an informative weekend CME 
meeting on breast cancer imaging and staging, a busy family 
practice physician resolved to increase his referrals for mam­
mography. For the first 2 weeks, referrals increased an aver­
age of 150% over baseline levels. One month later referrals 
were 75% above baseline, and the physician resolved to try 
harder. Two months later, referrals were back to baseline 
levels. Concerned about this lack of progress, the physician 
scheduled a series of meetings with his office staff to develop 
a formal plan for increasing and sustaining the percentage of 
his female patients referred for mammography and other 
preventive services.

In planning preventive services, thorough attention 
to small details yields optimal results. Clearly defined 
goals, written job descriptions for the staff, and written 
protocols for referral, follow-up, and recall are just a few 
o f the details that will help the busy physician mentioned 
above.

Give a high priority to staff training and participation. 
“. . . nurses represent a readily available and valuable ally 
to the physician interested in providing more educational 
and preventive services.”34
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By nature, preventive services must be repeated. Patients 
need to be recalled and examined periodically. This pro­
cess is most effective when protocols have been estab­
lished and responsibilities have been delegated to office 
staff.

Example: A busy primary care physician appointed her office 
manager as the office smoking cessation coordinator, and 
together they attended a smoking cessation training session. 
Within a few days, the manager had used material from the 
training session to create a “smoke-free” office. She also 
trained the office staff to identify patients who smoked and to 
place reminder stickers prominently on the charts of those 
patients. The entire office staff soon recognized and sup­
ported smoking cessation as an integral part of the physi­
cian’s practice.

The participation o f  office staff is crucial to the 
success o f any plan to change existing practice pat­
terns.29̂ 31 The subtle resistance o f those excluded from 
the decision-making process can frustrate even the best 
efforts to change practice patterns.30

Be sure that office systems, design, and organization facilitate 
preventive care. “Traditionally, clinical environments, de­
signed on principles o f efficiency, have neglected their 
therapeutic potential.”35

Improvements in practice performance arc difficult to 
maintain unless the improvements arc institutionalized 
into organizational systems and patterns o f behavior.14"
16,28 Physicians wishing to improve preventive activity 
within their practices might consider modifying many o f 
the components o f these organizational patterns to facil­
itate preventive care. These physician-modifiable compo­
nents include such diverse matters as office design, per­
sonnel policy, job descriptions, procedure protocols, 
business and patient care systems, and protocols for 
follow-up and referral.28 Critical path analysis, which in 
this case is the path o f a patient through a physician’s 
office (described in Part 1 o f this paper), can be used to 
systematically review these components.31-36

Example: An internist noted that her medical assistant car­
ried on an active dialogue with patients as their vital signs 
were taken; however, the conversation was void of any 
health-related discussion. She encouraged the assistant to 
maintain her friendly manner but asked that she also update 
the patient’s preventive services status20 while obtaining vital 
signs. The assistant’s job description was also revised to 
include this responsibility.

Use every opportunity to perform preventive procedures. “The 
Periodic Health Examination translated into encounters 
with primary care for whatever reason . . . could prove to 
be the ‘voie royal’ to health.”10

iMost patients do not schedule periodic examinations 
during which preventive screening and case finding is 
commonly provided. Most people, however, regularly 
see physicians for other reasons. Therefore, integrating 
preventive activities into a variety' o f  patient encounters is 
a realistic strategy.10’21’24 However, certain organiza­
tional steps need to be taken before such a combined 
encounter to  ensure that these additional services are not 
disruptive to  practice routine.

Example: A 70-year-old patient, accompanied by his wife, 
was being prepared by the medical assistant to have a minor 
laceration sutured. While determining the injured patient’s 
tetanus immunization status, the assistant asked if he or his 
wife had ever had a pneumococcal vaccination. Since neither 
had, the assistant discussed the benefits and risks of the 
vaccination. As a result, both of the patients decided to have 
the immunization during that visit.

Use reminder systems to ensure that patients at risk are 
identified, screened, and followed. “O ther fields have long 
recognized the frailty o f the human mind and provide 
memory aids (for example, the pilot’s preflight checklist). 
If physicians arc serious about achieving their stated 
ideals, they should do likewise.”21

Reminder systems help overcome two o f the most im­
portant barriers to clinical preventive care in primary care 
practice: lack o f time and forgetfulness. Such systems 
relieve the physician o f the time-consuming and repeti­
tive task o f reviewing the entire patient history to ascer­
tain a patient’s risk status. Flow charts, computerized 
reminders, chart stickers, and chart review by staff arc 
examples o f useful systems that, if used and maintained, 
alert physicians and their staff' to the individual preven­
tive service needs o f their patients.16’19-24

Example: A small group of physicians decided to purchase a 
computer system in order to cope with the increasing com­
plexity of managing their practice. The wide variety' of excel­
lent practice management systems complicated their search. 
Once the group targeted their search to those systems that 
could easily generate useful patient reports and reminders, 
they were able to narrow their choices and select a system 
that was right for their practice.

Reminder systems do not need to  be elaborate or 
sophisticated to be effective. A complete medical chart 
that is well organized and maintained serves better than 
an outmoded computer system that is incapable o f gen­
erating concise reports o f  preventive activity. In short, 
the usefulness o f the reminder system is more important 
than its sophistication.

Consider continuing medical education programs that em­
phasize skills that can be applied in clinical practice. “It docs 
not appear that increased levels o f  continuing education 
per sc will lead to specific changes in performance.”11
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There is no doubt that traditional continuing medical 
education (CME) programs increase knowledge. H ow ­
ever, there is little evidence that traditional CME signif­
icantly influences physician behavior or patient out­
comes.37'38 Therefore, physicians should not assume that 
simply increasing their knowledge about preventive rec­
ommendations will improve their performance o f the 
same.11’39

Continuing medical education programs that em­
phasize the development or enhancement o f skills, such 
as flexible sigmoidoscopy,40 clinical breast examination,41 
and smoking cessation counseling,17’18’25 in contrast, 
have been effective in improving physician behavior. 
Physicians should search for CME programs that can 
actually help facilitate the implementation o f preventive 
activity within their practices, in contrast to programs 
that increase knowledge but have little practical applica­
tion to  daily clinic routines.

Example: After attending several CME courses dealing with 
the staging, prognosis, and latest treatment for colorectal 
cancer, a physician decided that flexible sigmoidoscopy 
should become a part of his practice. He performed several 
sigmoidoscopies under the supervision of a colleague before 
implementing the procedure in his practice. Because the 
procedure took so long, he soon found that he was doing the 
procedure less and less. Following an intense CME tutorial, 
which focused on the development of hands-on skills, the 
physician was able to decrease the time needed for the pro­
cedure. Eventually, he was performing the procedure more 
frequently with less disruption of his usual practice routine.

Example: While attending a “hands-on” continuing medical 
education course, a physician who had been in practice for 
several years was given the opportunity' to test his diagnostic 
skills with recently developed models of the breast and pros­
tate. To his surprise, he was unable to identify several prom­
inent lesions. With slight modifications in his technique, 
however, he easily taught himself to identify these lesions. 
He was then able to apply these newly acquired skills imme­
diately in his practice.

Develop state-of-the-art counseling and communication skills. 
“Despite . . . the evidence that at least 50% o f doctors’ 
time with patients is spent in talking, few medical schools 
have introduced specific training in communication.”42

Highly developed communication skills arc vital for ed­
ucating patients about early detection procedures, smok­
ing cessation, diet modification, and other important 
aspects o f health care.43 44 For example, physicians with 
special training in smoking cessation counseling, a com­
munication skill, arc more successful in changing their 
patients behaviors than physicians without similar train­
ing.17’18

Brief, carefully worded communications are proba­
bly more effective and better received by patients than 
time-consuming, medically detailed lectures. The goal of

enhanced communication is not to take time, but save 
time.45 The following quotations are examples of brief, 
specific messages that physicians m ight adopt to discuss 
early cancer detection and smoking cessation with pa­
tients.

Example: “I recommend yearly mammography for women 
over 50 years old to detect small breast cancers that can’t be 
felt. Would you be interested in having a mammogram 
scheduled?”24 (Discuss die American Cancer Society’ guide­
lines if indicated by the patient’s response.)

Example: “Do you smoke?” “How much?” “Are you inter­
ested in stopping smoking?” “As your physician, I must 
advise you to stop smoking now.”25

Keep cost issues in perspective, and minimize economic barri­
ers for patients. “. . . ensuring adequate reimbursement 
coverage for preventive care services may be a necessary, 
but not sufficient, step to their more widespread appli­
cation.”46

Although cost and reimbursement are frequently cited by 
physicians as major barriers to preventive services, most 
patient surveys do not find cost to be a preeminent 
barrier to preventive care.43 Although concerns for costs 
should never be discounted, physicians should not as­
sume that procedures are unwanted, unnecessary, or in­
effective on the basis o f cost and reimbursement alone, 
especially with the current medicolegal climate.46

Physicians can, however, take steps to minimize the 
problems associated with reimbursement and costs. 
Within a physician’s practice, careful attention to reim­
bursement provisions and coding benefit both the patient 
and the physician. Flexible payment schedules and bun­
dling o f preventive services into economically attractive 
packages may be alternatives for those not covered by 
third-party payers. Low-cost screening facilities have 
been found to provide accurate test results, and when 
available, these facilities should be supported.47 Simi­
larly, specifically ordering a screening test may avert a 
facility from proceeding with a more expensive, but 
identical, diagnostic test.

Example: A gynecologist regularly refers her patients for 
mammography to a radiology clinic that is located a few 
blocks from her office. This facility is convenient for her 
patients, provides prompt and courteous service, and charges 
competitive fees. With growing frequency, however, she is 
referring her patients to a low-cost breast imaging center that 
is across town. Scheduling is not as flexible because of the 
higher volume, but the quality' of the service is equal to the 
local facility, and the reduction in cost for her patients is 
significant.
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Summary
The principles for improving preventive serv ices and the 
examples given are not intended to  represent a consensus 
on methods to implement recommendations, nor is the 
list intended to  be complete. The principles are simply 
intended to be a concise and practical guide. The princi­
ples are based on the cumulative experiences o f many 
research efforts to  overcome barriers to preventive serv­
ices. Physicians and other health planners should, there­
fore, at least consider these principles as they plan 
changes in the preventive content o f  their practices.
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