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BACKGROUND. Adult preventive services provided at intervals recommended by expert panel guidelines may
reduce morbidity and mortality. As part of an intervention trial to increase primary preventive services in urban primary
care practices, baseline data were collected on primary prevention and screening test rates in older adults and on
patient characteristics associated with provision of these services.

METHODS. A questionnaire on preventive services offered or provided over the past 2 years was completed by
patients aged 52 to 77 years and another by their 42 participating physicians. Logistic regression was used to identify

patient characteristics associated with increased provision of these services.

RESULTS. Usable questionnaires were completed by 1457 (80.9%) patients. Patient age and sex were not associat-
ed with the provision of primary preventive and counseling services. The presence of two or more chronic diseases
was predictive of primary preventive services (Pc.02), but was not associated with an increase in screening tests or
procedures. Age was positively associated with delivery of prostate-specific antigen blood tests (Pc.001) and rectal
examinations (Pc.001) in men, but was negatively associated with mammography (Pc.001) and Papanicolaou (Pap)
tests (P=.02) in women. The negative trend in screening mammography was evident even for women aged 50to &
years despite the national consensus regarding the benefits of screening for this age group. Patients with health man-
agement organization insurance reported significantly more mammography (P=.002), cervical Pap tests (P=.050), sig-
moidoscopies (P=.002), and fecal occult blood tests (P=.035).

CONCLUSIONS. In our study patients, the provision of primary preventive and screening services was closer to
consensus guidelines than is typically reported in the literature. The data suggest that future investigations and inter-
ventions to improve primary prevention and screening services in older adults who have access to primary care do
not need to be directed at fundamental changes in the way preventive services are delivered, but rather should target

procedures of proven benefit, such as mammography, where rates remain below recommended guidelines.

KEY WORDS. Preventive health services; quality of health care; primary prevention. (J Fam Pract 1997; 45:142-150)

ased on increasing knowledge about the
causes of common serious diseases in
adults and on evidence from studies that
uggests that early or preclinical detec-
tion of some diseases, eg, certain can-
cers, can result in lower morbidity and mortality,
greater emphasis is being placed on providing
health promotion and disease prevention services.
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Guidelines for preventive services by expert parels
have come from a number of sources, including tre
American Cancer Society, the US Preventive
Services Task Force, the Canadian Task Force ;n
the Periodic Health Examination, and Frame,4but
there is a general perception from published daa
that primary preventive and screening services ae
provided at frequencies lower than those suggested
by the guidelines.~7Investigations ofvarious designs
have suggested that opportunities for health pro-
motion and disease prevention are regularly missed
by primary care physicians.8D Reasons for these
missed opportunities are numerous. Barriers to tre
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provision of primary preventive and screening ser-
vices have been extensively studied, and include
physician and patient determinants, office system
adstructural issues, and broader concerns such as
access to health care. 121

Selecting assessment methods for measuring the
provision of preventive services is challenging for
several reasons. Previous studies have used physi-
dan and patient self-reports from either question-
raires or telephone surveys, and abstraction of
billing or medical record data. Unfortunately, each
commonly used method has some liabilities. For
exanmple, questionnaire assessments by physicians
ad patients provide only estimates, perhaps reflec-
tivermore of interest and personal standards of what
shouldbe done than of what is being done, whereas
audits of medical records may underestimate the
provision of services provided but not documented.ll
Billing and medical record data are more likely to
capture screening tests and procedures performed,
butare less useful for documenting primary preven-
tive services or tests offered but not completed. 2%
nthe basis of these studies and our own data on
the comparative accuracy of several of these meth-
ok, we selected patient and physician question-
naires for the current study to permit assessment of
treprovision of both primary preventive and screen-
ingtests. 27

Because preventable diseases are more prevalent
inadults over age 50 years and there is more con-
gruence among expert panel guidelines for this pop-
ulation, we designed an intervention study to
improve the delivery of preventive services to adult
patients aged 50 to 75 years provided by urban pri-
mary care physicians. This paper describes the
health promotion and screening- services offered or
provided to 1457 older adult patients over the pre-
ceding 2 years as reported by the patients.

Weé sought the participation of primary care physi-
dans associated with urban hospitals in the upper
Midwest and their older adult patients. Since the tar-
et of our intervention was hospital primary care
departments, inclusion in the study required that eli-
gibility requirements be met at the hospital, physi-
dan, and patient levels. For the hospital to be eligi-
be, a minimum of two consenting primary care
physicians was required, each of whom completed a
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physician questionnaire and from whose practices
five or more usable patient questionnaires were
obtained. Eligibility criteria for patients included age
52 to 77 years, as identified by their date of birth, and
enrollment for 2 or more years in the practice of the
participating primary care physician.

Hospital recruitment took place between January
1,1994, and February 1,1995. After a presentation at
a clinical department meeting, eligible physicians
were asked to participate in the study and to com-
plete and return the physician questionnaire. An
office nurse was then identified by each consenting
physician as the contact person for training in sub-
ject eligibility and procedures for distribution of
patient questionnaires. Under a protocol approved
by the University of Wisconsin Committee for the
Protection of Human Subjects, and following written
informed consent by individual physicians, patient
recruitment procedures consistent with the study
protocol were developed for each office. Office staff
were trained to screen for study eligibility a consec-
utive series of older adults scheduled for a clinic
appointment.

On arrival at the clinic, eligible patients were
asked to participate in the study and to complete a
study questionnaire. Completed questionnaires were
placed in a box located in the clinic waiting room
area and retrieved at regular intervals by a member
of the study team. As a means of quality control, the
study team used patient responses to questions on
age and duration in the practice to confirm patient
eligibility for inclusion in the study. Data collection
was accomplished between August 1, 1994, and May
1, 1995.

Physician Questionnaire. Tire physician ques-
tionnaire was designed for family physicians, inter-
nal medicine specialists, and other physicians who
might be credentialed and be representative of
physicians in departments of medicine, family medi-
cine, or general internal medicine in the study hospi-
tals. The 26-item questionnaire, modeled after an
instrument previously developed by the investiga-
tors, included demographic questions and took
approximately 10 minutes to complete.

Patient Questionnaire. Patient questionnaires
were developed to query adult patients aged 52 to 77
years regarding specific health promotion, counsel-
ing, and preventive screening services recommend-
ed for this age group by expert panel guidelines. The
questionnaire, with 126 items for women and 84
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items for men, sought demographic data including
age, sex, insurance status, self-rating of overall
health, presence of chronic diseases, and family his-
tory of preventable diseases, as well as information
regarding other available sources of preventive
health services within the community. In addition,
patients were asked what health promotion and
screening services were offered or provided within
the past 2 years and where these services were pro-
vided. This instrument, prepared in both English and
Spanish versions (the primary language for all study
participants), took approximately 25 minutes to
complete. Readability was at the 6th grade level, and
the questionnaire had been extensively piloted in a
previous study.3B

Statistical Analysis

For each patient, an overall primary prevention
score was computed based on the number of pri-
mary prevention activities the patient reported
receiving from the physician or clinic in the past
2 years. The six types of primary preventive ser-
vices included were: (1) asking about smoking
status; (2) asking about family history of heart
disease; (3) discussion of a healthy diet; (4) dis-
cussion of the importance of regular exercise; (5)
recommendation of a regular periodic health
examination; and (6) recommendation of a flu
shot. We selected representative prevention
activities to construct a scale score that (1)
would identify patients receiving more or fewer
primary care services and (2) would not be
skewed by a few respondents who reported none
or all of the prevention activities. Logistic regres-
sion analysis was used to identify patient charac-
teristics associated with this primary prevention
score.

For analysis of secondary prevention mea-
sures, patients were asked whether their physi-
cian offered or performed the following cancer
screening tests during the past 2 years: mammog-
raphy, clinical breast examinations, cervical Pap
tests, prostate specific antigen (PSA) blood tests,
digital rectal prostate examinations, sigmoi-
doscopy, and fecal occult blood screening tests.
Responses were considered individually using
logistic regression to identify patient characteris-
tics associated with provision of each of these
services. All the analyses were performed using
PROC LOGISTIC (SAS Institute, Cary, NC).®D
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RESULTS

Study Samples

Of 102 urban hospital primary care departments
(internal medicine and family practice) contacted in
Wisconsin and lllinois regarding their interest inpar-
ticipation in the study, 21 scheduled study recruit-
ment presentations by the investigators. Of these, 1L
hospitals were recruited and ultimately eligible.

Physicians. Of 46 consenting physicians at these
institutions, 42 were eligible for study participation;
absence of completed physician questionnaires
(n=2), and participation of fewer than five eligible
patients (n=2) accounted for the four inreligible
physicians. Consecutive patients presenting for
appointments at each eligible physician’s clinic site
between August 1, 1994, and May 1, 1995, were
screened for eligibility, and 1800 patients were given
questionnaires; 1457 (80.9%) of the returned ques
tionnaires provided usable information and deno-
graphic data that confirmed eligibility for inclusion
in the study. The four major reasons for ineligibility
included patient uncertainty about numbers of years
enrolled in the practice (n=110), the patient admit-
ting to be enrolled in the practice for less than 2
years (n=94), patient age greater than 77 years attre
time of questionnaire distribution (n=88), ad
patient age less than 52 years at the time of ques-
tionnaire distribution (n=28). This report is thus for
1457 patients of 42 physicians associated with 1.
hospitals.

Study physicians had been in their office prac-
tices a mean of 13 years (range 3 to 50 years), were
primarily family or general practice physicians
(61%), general internists (34%), or other (one osteo-
pathic physician and one general internist with sonme
subspecialty training), predominantly male (78%,
with a mean age of 45 years (range 32 to 76 years);
95% were white. All study physicians were board di-
gible or board certified. Twenty-nine percent
described their patient workload as heavy; an add-
tional 10% described their work load as very heaw.

Patients. The 1457 patients were mostly ferrele
(59%), white (87%), had completed a high schod
education or more (78%), and had an annual house
hold income of $40,000 or less (75%). Ninety-eight
percent of the patients reported having some formd
medical insurance, with 51% identifying their irsu-
ance type as Medicare and 20% reporting coverage
through an HMO. Of those patients reporting



Demographic Characteristics of Study Patients (N=1457)

Characteristics

Age, y
Median
Range

Sex, () %
Male
Female

Race %
White
African-American
Other

Duration of care with this clinic/physician (y)
Range
Median

Smokers, %
Yes
No

Education, %
Primary school
Some high school
High school graduate
Some higher education
College graduate

Health insurance, %
None
Private
Employer paid
Medicaid
Medicare
HMO

Taa annual household income, %

Don't know

<$10,000

$10,000 - $20,000

$20,001 - $30,000

$30,001 - $40,000

$40,001 - $50,000

$50,001 - $60,000

>$60,000

Medical conditions reported by patients, %
Hypertension
Arthritis
High cholesterol
Heart disease
Diabetes

Variable

66
52-77

(596) 41
(861)59

87
10

2-60

16
84

15
33
29
16

27
36
10
51
20

12
25
19
14
10

10

60
52
46
24
20
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Medicare insurance coverage, 678 (94.4%) were
aged 65 years or older. The demographic character-
istics and medical conditions reported by the patient
sample are shown in Table 1

Patient Reports of Primary Preventive
Services and Screening Tests

A majority of the 1457 respondents reported receiv-
ing many recommended primary preventive services
and general health counseling during the past 2
years, although discussions of alcohol and seat belt
use were reported infrequently by most patients
(Table 2). Of the 215 respondents who reported
being smokers, 93% reported that their physician
had discussed the health risk of smoking, and 89%
reported that within the past 2 years their physician
had recommended that they quit. An additional 66%
reported that they had been counseled on smoking
cessation, and 36% reported referral to a smoking
cessation program. For recommended screening
tests and procedures, rates of reported performance
ranged from a low of 51% for sigmoidoscopy to a

TABLE 2

Patient-Reported Primary Prevention and General Health
Promotion Counseling

Patient Report of
Activity in Last

Physician Activity 2 Years, %
Asked about smoking status 68
Recommended regular checkup examination 79
Asked about family history of heart disease, 56
age <60y
Discussed eating a healthy diet 72
Asked about regular exercise 73
Recommended flu shot 67
Discussed and asked about alcohol use 15
Advised seat belt use 17
Asked about family history of colon cancer 46
Asked about family history of breast cancer 53
Discussed screening for colon cancer 36
With patients who smoke (n=215)
Discussed health risks 93
Advised cessation 89
Counseled on cessation 66
Referred to cessation program 36
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TABLE 3

Patient Report of Screening Test Rates, by Sex and Age Group

All Ages 50-54 55-59
Screening Test (N = 1457) (n=121) (n=232)
Women
Mammogram 78 85 84
Clinical breast 84 81 86
examination
Papanicolaou test 71 69 80
Men
Prostate-specific 67 37 54
antigen test
Digital rectal prostate 74 59 68
examination
Both sexes
Sigmoidoscopy 51 33 43
Fecal occult blood 69 62 66

test

Age (y), %

60-64 65-69 70-74 75-79

(n=254) (n=326) (n=341) (n=183) P Value
81 78 75 68 <.001*
87 82 83 86 991
78 71 65 66 .02
71 66 82 70 <.001t
69 70 90 82 <.001t
46 54 63 61 <.001t
63 70 76 75 .002f

*P value is significant for negative linear association between age and patient reports of provision of screening test,
t P value is significant for positive linear association between age and patient reports of provision of screening test.

high of 84% for clinical breast examinations (Table
3). Of interest, no procedure was reported to have
been performed or offered to fewer than 50% of the
respondents within the past 2 years, whether the test
was recommended annually (eg, mammogram) by
expert panel guidelines or at less frequent or unspec-
ified intervals (eg, sigmoidoscopy).

Predictors of Receiving Preventive
Services

While patient age and sex were not associated with
provision of six primary preventive services, patient
reports of presence of any of two or more chronic
diseases was associated with provision of these ser-
vices (P <.02). Age was significantly associated with
the likelihood of receiving screening tests and pro-
cedures. Moreover, when patients were clustered
into 5-year age intervals, significant linear associa-
tions between age, sex, and rates of providing
screening tests were evident. Increasing age was
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associated with an increasing likelihood of havirg
been offered or provided sigmoidoscopy (P <001
and fecal occult blood tests (P = .002), with bothd
these tests significantly more likely to have been pro-
vided to patients aged 70 to 75 years than during ay
prior 5-year age interval of study patients. With
advancing age, older men in the study dwo
received more screening tests for prostate cancer,
with men between the ages of 70 and 75 years nore
likely to have been offered or provided digital rec-
tal examinations and PSA blood tests than menin
other 5-year age clusters (P<.001). Conversely,
increasing age in women was associated wth
decreased likelihood of having received nust
screening tests, particularly mammograms
(P<.001) and Pap tests (P=.02) (Table 3).

Of patients completing the survey, 10% reported
having a primary relative with colorectal cancer, ad
of the women in the study, 8% reported that a noth
er or sister had developed breast cancer while udx



treage of 50. Patients reporting a positive family his-
torywere no more likely to report receiving preven-
tive or screening services than lower risk patients,
with the exception that patients reporting a family
history of colorectal cancer also reported more sig-
moidoscopies and primary preventive services
(Table 4).

Insurance type was another factor significantly
associated with provision of screening tests and pro-
cedures (Table 5). There was a trend toward unin-
sured patients receiving fewer screening tests and
procedures than those with insurance; however, only
fecal occult blood testing was statistically less likely
to have been provided to uninsured than insured
patients (P=.017). Patients with Medicaid insurance
were next most likely to receive significantly fewer
services, most notably mammography (P=.038) and
clinical breast examinations (P=.005). HMO insur-
ance was the insurance type most strongly associat-
ed with increased provision of screening services.
Significantly more mammograms (P=.002), cervical
Pap tests (P=.050), sigmoidoscopies (P=.002), and
fecal occult blood tests (P=.035) were reported by
patients with this type of insurance.

Provision of the recommended screening tests
and procedures was not associated with the age or

TABLE 4
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specialty of the physician, with the exception that
patients seeing a family physician reported signifi-
cantly more cervical Pap tests than those seeing an
internist (P <.001). There were significant differ-
ences in patient reports of screening based on the
sex of the physician, with patients of female physi-
cians reporting significantly higher rates of mam-
mography (P=.03), clinical breast examinations
(P<.01), and cervical Pap tests (P c.Ol).

DISCUSSION

Two broad issues are critical to a useful interpreta-
tion of data reported on health promotion services.
The first concerns the way in which the study popu-
lation was developed, and the second concerns the
manner of obtaining data.

The patients studied here were selected, ie,
hospital administrations and primary care
departments had to express interest, physicians
had to express interest and willingness to have
their patients given questionnaires, and available,
willing, and interested patients had to consent
and complete the questionnaire. Clearly, in multi-
ple ways, the samples reported here were select-
ed, which may have influenced the results.

There may be, however,

Patient Characteristics Associated with Increased Provision of Preventive Care

Preventive Care

Primary preventive services*

diseases

Associated Characteristics

Patient self-rating of general health (worsening), family
history of colon cancer, presence of 2 or more chronic

essentially two kinds of selec-
tion. First, the patient sample
is not a population-based
sample but a sample of
patients continuously en-
rolled for at least 2 years with
a particular primary care
physician. Second, the sample

Mammographyt

Clinical breast examination!

Papanicolaou test!

Prostate-specific antigen test!
Digital rectal prostate examination!

Sigmoidoscopy!

Fecal occult blood test!

Increasing age (negative association), HMO member,
higher income, nonsmoker

Higher income, nonsmoker

Patient self-rating of weight (greater), nonsmoker,
fewer than 2 chronic diseases

Increasing age, duration of care at clinic
Increasing age, higher level of education

Increasing age, sex (male), HMO member, family
history of colon cancer

Increasing age, insurance (any)

'Primary preventive services included the following: (1) asking about smoking status; (2) asking about family
history of heart disease; (3) discussion of a healthy diet; (4) discussion of the importance of regular exercise;
(B recommendation of a regular periodic health examination; and (6) recommendation of a flu shot.

tCancer screening preventive measures.

is not a random sample of
older adult patients seeing
random primary care physi-
cians, but rather a consecu-
tive series of consenting, liter-
ate, interested patients of
consenting physicians who
are likely interested in health
promotion. This second kind
of selection bias is the usual
focus of concern with studies
such as the one reported here.
While clearly this second
selection bias may be present
and important in influencing
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the results, itis difficult to describe characteristics of
the studied population that specifically show it to be
markedly unrepresentative of populations with regu-
lar primary care providers. Demographically, our
patient population is similar to that reported in the
National Ambulatory Medical Care Surveyd® and
Behavioral Risk Factor Survey.3

It is important to note several characteristics of
our physician and patient population. Our physician
mean age, sex distribution, and race are consistent
with those described in other studies of primary care
physicians in the upper Midwest.®Urban patients in
our study were predominately white, with a female-
to-male ratio consistent with other reported studies
but with significantly more access to health care
insurance (98%).9A3The existence of available insur-
ance is likely due to selection factors, since we chose
to study patients who had a primary care physician
and who had been a patient of the practice for a min-
imum of 2 years. Thus, while these findings may not
be generalizable to all urban patients, many of whom
may not have access to a primary care physician or
who may lack adequate insurance, they may be rep-
resentative of findings for insured urban patients
who have a regular physician.

Another potential limitation of this study is

TABLES

Screening Rates by Insurance Status

reliance on patient self-reports of prevention activi-
ties offered or provided during the preceding 2yeam
While the medical record is often cited as the god
standard source for assessing quality of care, we ad
others have examined the validity of the medical
record compared with patient reports. The medical
record provides less documentation of primaiy pre-
vention activities and physicians’ recommendations
for screening tests and procedures than patient
reports provide. Furthermore, patient self-reports
have acceptable validity for tests and procedures,
and they document primary prevention activities a
rates similar to physician self-reports of these activi-
ties. The precise wording of questions is an impor-
tant variable and was tested in the extensive piloting
of the study instrument.

We and others have examined the accuracy of
patient recall of screening tests and procedures ower
longer periods, and have not fomid that longer tine
frames for recall are associated with overestimates
by patients of receipt of particular prevention proce-
dures.® One additional advantage of patient sif-
reports is the opportunity to obtain information
regarding prevention activities offered or provided
outside the purview of the primaiy physician’s office
practice. Here again, for examination of primary pre-

Insurance, %

Overall, % None Private
Screening Test (N=1457) (n=31) (n=380)
Women
Mammogram 78 74 76
Clinical breast 84 78 83
examination
Papanicolaou test 71 63 67
Men
Prostate-specific 67 20 77
antigen test
Digital rectal 74 43 73
prostate examination
Both sexes
Sigmoidoscopy 51 32 52
Fecal occult blood test 69 37* 67

Employer Medicaid Medicare HMO
(n=501) (n=143) (n=718) (n=281)
83 67* 73 89f
89+ 72* 83 86
73 64 68 79f
62 64 75 63
73 68 83 75
48 50 60 60f
66 71 72 74f

'Screening test rate significantly lower (Pc.05) than overall rate, after adjusting for age and sex,
fScreening test rate significantly higher (P<.05) than overall rate, after adjusting for age and sex.
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vention and screening test activities in primary care
practice, patient self-reports may portray a more
comprehensive picture of preventive services
offered Oor provided than reliance on the medical
record.

Despite these limitations, several findings of this
study are noteworthy. First, patients with two or
nore chronic diseases were significantly more likely
to receive primary preventive services. These
patients were no more likely, however, to receive
screening tests and procedures than patients not
reporting chronic disease. This finding, while coun-
terintuitive, has been reported by us in a previous
study.BAlso, existence of a positive family history of
known preventable diseases did not predict greater
provision of preventive services with the exception
ofafamily history of colorectal cancer. A significant
predictor of the provision of preventive screening
services was HMO-type insurance, which held true
for four screening procedures. Of note, Medicare
insurance was not a significant predictor of
increased or decreased provision of preventive
health services, despite a substantial portion of our
study population being Medicare eligible and
Medicare insured.

Another possibly noteworthy finding of this study
isthe significant influence of age on the likelihood of
receiving screening tests and procedures. Although
mammography is considered beneficial by most
expert panels in patients over the age of 50, advanc-
ing age was inversely related to the provision of
mammography services to our study patients. A par-
tid explanation for this finding may be that some
authors recommend discontinuing screening for
patients older than 65 years; the trend in our study
patients, however, is established before this cutoff
(Table 3). A significant negative trend was also noted
for performance of Pap tests but not for clinical
breast examinations.

On the other hand, male patients were signifi-
cantly more likely to receive both digital rectal
examinations and PSA blood tests with advancing
ap, despite significant discordance among expert
parels regarding the merits of these two screening
procedures. The steady increase with age in report-
edprovision of these tests in male patients might be
explained on the basis of case finding', or by physi-
dan response to patient-reported symptoms sug-
gesting prostate disease. In female patients, howev-
a, this reasoning would not explain the diminished
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frequency of mammography testing with advancing
age. Although our questionnaire asked about tests
offered or provided by our study physicians, we did
not probe, nor could we expect patients to be aware
of, the clinical reasons for the tests being offered or
provided. The rate of PSA blood tests and digital
prostate examinations in all age groups is in conflict
with current recommendations about the appropri-
ate use of these screening examinations and may
indicate the need for future research to clarify the
reasons for their use.

The most noteworthy findings in this study may
be those suggesting that high levels of health promo-
tion and screening services are offered and provided
to regular older-adult patients in primary care prac-
tices. If the data reported are representative of what
is currently being provided in primary care practice,
why are they at odds with other reports suggesting
less than optimal preventive care?

One reasonable explanation is that several pres-
sures have been acting to encourage more health
promotion activities: for example, health care
reform discussions, publicity about early detection
of breast cancer, and the proliferation of managed
care organizations. These pressures and others may
have been instrumental in increasing the provision
of health promotion services such that the compara-
tively recent data reported here are actually reflec-
tive of current practice.

A second possible explanation relates to the study
methodology. In the past, the focus often has been
on services provided during the 1year immediately
preceding the study, although some services and
schedules are for longer periods. A limitation of
using a 1-year time interval for assessing provision of
prevention services is the risk of underreporting ser-
vices recommended annually but completed at less
than this recommended interval. Delays in the annu-
al provision of preventive services may be due to a
number of factors, including patient and physician
schedules and skepticism about rigid interpretations
of recommended frequency of screening tests. More
important than a narrowly defined time frame is evi-
dence that primary preventive and screening ser-
vices have been offered or provided at intervals and
that this activity is sustained longitudinally. A 2-year
time frame, as was used in this study permits ample
opportunity to detect whether any preventive ser-
vices have been offered or provided to the popula-
tion under study. The use of a 2-year time frame,
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however, may result in rates of performance that are
higher and therefore not comparable to data report-
ed in studies using more narrowly defined time
frames.

The major findings of this study suggest that
when older American adults with adequate insur-
ance have a regular primary physician, they also
receive high levels of preventive health services. If
other current data support this general conclusion,
these results suggest that less emphasis be placed on
overall change of physician practice behavior and
more on interventions specifically targeted to areas
such as mammography in older women, access to
primary care, and adequate insurance, where oppor-
tunities for improvement are most evident.
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