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BACKGROUND. The "Put Prevention into Practice” (PPIP) program was designed to enhance the capacity of

health care providers to deliver clinical preventive services. This study was designed to evaluate the program's

effectiveness when applied to family physicians in private practice settings.

METHODS. Eight Midwestern practices that had purchased PPIP kits were identified and agreed to participate

in the study. A comparative case study approach encompassing a variety of data collection techniques was

used. These techniques included participant observation of clinic operations and patient encounters, semistruc-

tured and key informant interviews with physicians and staff members, chart reviews, and structured postpatient

encounter and office environment checklists. Content analysis of the qualitative data and construction of the

individual cases were done by consensus of the research team.

RESULTS. PPIP materials are not being used, even by the clinics that ordered them. Physicians already provid-

ing quality preventive services prefer their existing materials to those in the PPIP kit. Sites that are underutilizing

preventive services are unable or unwilling to independently implement the PPIP program.

CONCLUSIONS. Development of technical support may facilitate implementation of PPIP materials into those

practices most deficient in providing preventive services. Given the diversity of practice environments it is

unlikely that a “one size fits all” approach will ever be able to address the needs of all providers.
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tudies indicate that patients are receptive to
linical preventive servicesland that most
physicians agree that providing periodic
creening is important.2 Physicians also
enerally agree with the guidelines devel-
oped by the US Preventive Services Task
Nevertheless, implementation of preventive services
has been relatively poor. Observational studies have
reported that adherence to preventive services
guidelines by clinicians ranges from 0% to 100%
depending on the service being provided. Even in
studies with active interventions, most postinterven-
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tion adherence rates are in the 20% to 60% range.%6
In recent years, increasing importance has been
placed on more complex preventive services, includ-
ing patient counseling.7Studies examining the quali-
ty of counseling provided, however, have revealed

Forcth@t physicians’ counseling skills are often inade-

quate even when this service is offered.g8l

Barriers to implementing preventive services
include: (1) patient factors, such as inconvenience,
discomfort, lack of knowledge or motivation, and
expense; (2) physician factors, such as lack of
time, competing demands, uncertainty about con-
flicting recommendations, lack of training in pre-
vention, and poor communication skills; and (3)
health care systems factors such as inadequate
reimbursement, lack of health insurance, and
office organization issues.?¥4 Proponents of the
competing-demands model suggest that efforts to
improve the delivery of preventive services are not
likely to be effective unless the burden of other
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demands on the physician are removed.b

Manifold attempts to improve the delivery of
preventive services have achieved varying degrees
of success. It is clear that programs that stress
physician knowledge alone (ie, traditional CME)
are insufficient to change clinical behavior.96l7
Recent efforts have often focused on changing the
office environment, sometimes targeting a single
office routine in an effort to improve the delivery
of preventive services.1 Some clinic-based inter-
ventions have included flow charts, patient-held
mini-records, in-office provider prompts, mailed
and telephone patient reminders, and computer-
ized reminder systems.2 One of the more promis-
ing approaches looks more comprehensively at the
overall office system: described by Dietrich and co-
workers, the “Preventive GAPS” approachZ2
includes goal setting, assessment of current pre-
vention activities, planning improved office rou-
tines, and starting new preventive care office sys-
tems. This approach encourages sharing of preven-
tion responsibilities among physicians and staff
members and emphasizes a process of continual
quality improvement. Preventive GAPS interven-
tion has achieved success in the area of cancer pre-
vention and screening in a group of motivated
practices that were provided outside support and
training. It is unclear, however, how well practices
will be able to adopt this approach without exter-
nal encouragement or technical support.22

Recently, the Put Prevention into Practice (PPIP)
program incorporated many different interventions
into an organized, comprehensive program designed
to address patient, clinician, and systems barriers.
PPIP is an office-based intervention sponsored by
the Public Health Service in cooperation with major
health-related voluntary groups and provider organi-
zations. It is specifically recommended by the US
Preventive Services Task Force as a set of tools that
can be used to implement their guidelines.7 PPIP
materials are distributed by the American Academy
of Family Practice (AAFP) and others in the form of
kits. The contents of these kits are described in the
Appendix.

These materials became available in the fall of
1994 and were widely publicized by several national
organizations. So far, only one evaluation of the pro-
gram has been published in the medical literature.5
In that study, internal medicine residents at an inner-
city hospital demonstrated an increase in prevention
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knowledge after attending a series of prevention-
related grand rounds and conferences and after PPIP
materials were introduced in their clinic. After tre
intervention, clinic patients also reported receiving
more preventive services as compared with those a
a control site. It is unclear how effective the PPIP
program will be in other settings with different types
of providers and patient populations. It is also uncer-
tain how successful practices that order PPIP will ke
in their attempts to implement the materials inde-
pendently.

This paper describes the result of an evaluation
performed for the AAFP on the use of PPIP materi-
als in family practice sites and the extent to which
physicians were able to implement the PPIP pro-
gram in their offices.

METHODS

The study was conceptualized as an exploratory
multimethod case study examining in detail a group
of practices that had adopted the PPIP materials. &
We selected the study sites from a list obtained from
the American Academy of Family Physicians of dl
practices that had purchased a PPIP kit plus addi-
tional materials. In this way we hoped to identify
only those practices that were actually using the
materials. From this list it was possible to identify 16
practices as potential sites within a 300-mile radius
of Omaha, Nebraska, where the investigators ae
located. One site of purchase turned out to be ares-
idency program, and another was so isolated fram
the others that it was not feasible to include it. Firel
study sites were then purposefully chosen to repre-
sent both solo and group private practices from rural
and urban areas. The excluded private practice sites
included two urban group practices, one rural sdo
practice and four rural group practices. Each o
these practices indicated that they were not wing
the PPIP kit. All practices contacted agreed to par-
ticipate; however, it was only possible to schedule
eight visits in the allotted time frame, a number con
sistent with case study literature.

Eight family practices, in lowa, Kansas, Mssouri,
and Nebraska, were visited for 2 to 3 days each osr
a 3-month period. Multiple data collection strategies
were used to ensure comprehensiveness and trian-
gulation of results. These methods included dictated
participant observation field notes of the office set-
ting and clinical encounters; key informant iuer-



views of office staff, more formal, semistructured
interviews with the contact physician and the office
manager; structured observation checklists of the
office environment and clinical encounters; and
chart audits.

Datawere collected by a second-year medical stu-
dent trained in qualitative techniques and the use of
our quantitative instruments. Tire medical student
observed all clinical encounters for one day in each
practice. For each patient visit, she completed a
structured post-encounter form (developed by Kurt
Stange at Case Western Reserve University) and
recorded written observations that were expanded
into dictated field notes that evening. The post-
encounter forms were used to gather patient demo-
graphic information and a checklist record of pre-
ventive services addressed during the visit. The field-
worker also spent time with office staffto learn their
perspectives on how the office functioned with
respect to preventive services, including PPIR
During the second day, the researcher abstracted
information from the charts of all patients seen on a
day within the previous year; these charts were
selected through the use of a random numbers table.
Adult charts were audited for documentation of
smoking status, tetanus booster within the last 10
years, mammograms for women over age 50, and
serum cholesterol determination. These activities
were selected to represent a range of services includ-
ing cancer and cardiovascular screening tests,
immunizations, and patient counseling. We also
chose these markers of preventive services because
they are generally well accepted by the medical com-
munity, and they were likely to be documented in the
medical record.

All dictated field notes and taped interviews were
transcribed and imported into Folio VIEWS,Ba qual-
itative data management software program. The
researchers created three teams, one to analyze in-
depth interviews, another to analyze field notes, and
athird to summarize statistical data from the chart
audits and the structured observation forms. The
team analyzing the in-depth interviews used the
‘“editing” technique,Die, searching transcribed texts
for meaningful phrases and then sorting those
phrases into categories. The team analyzing the field
notes used the “template” technique.®The template
technique began with the development of a code-
book based on motifs suggested by the literature
and our previous experience with PPIP. Revisions of
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this codebook were made during reading of the
actual text. This template was applied to the text to
identify and categorize meaningful units of
observed behaviors. Both groups explored the
resulting categories for patterns and emergent
themes. Descriptive frequency statistics were gener-
ated for the quantitative data. Once data were ana-
lyzed by each team, members of the different teams
met as a group to develop descriptive case studies
of each of the practices and then to compare these
to identify similarities and differences. Consistency
among the multiple data sources ensured the inter-
nal validity of our findings and increased the rich-
ness of the case descriptions. Matrices were con-
structed to facilitate the comparison of individual
practices according to different categories identi-
fied by the three groups. Interpretation of the rele-
vance of the case studies was achieved by consen-
sus of the entire analysis team.

RESULTS

Eight case studies were constructed, which allowed
comparison of the practices in the following areas:
motivation for performing preventive services, cur-
rent level of prevention, degree of organization or
efficiency, and PPIP utilization. A systematic com-
parison of the practices revealed considerable varia-
tion in the delivery of preventive services among the
PPIP purchasers. Although most practices were not
providing a high level of services, some practices
were models of preventive care. PPIP materials were
used not at all or only sporadically by the practices
that had ordered the kit. These cases illustrate the
different reasons for PPIP% limited application.
Three distinct practice styles with regard to the
delivery of preventive services were represented in
our sample of practices. Ofthe eight sites visited, four
provided limited preventive services. These prac-
tices, although they stood to gain the most from the
intervention, did not have the organizational skills to
independently implement the PPIP materials. Two
practices provided good medical preventive services
including immunizations, identification of risk fac-
tors, and laboratory screening tests. These practices
had already developed office routines and tracking
systems that facilitated the delivery of these services.
PPIP was not used by these practices because it
offered no advantage over their existing systems.
Two additional practices provided good overall pre-
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vention including medical preventive services and
effective lifestyle counseling. These practices also
had highly developed office systems for the delivery
of preventive services and would derive no benefit
from implementing the new PPIP materials.

PPIP in Practices with

Limited Prevention

The four practices that provided limited preventive
services had difficulties because their office systems
were not organized in a way that would facilitate the
delivery of preventive services. Physicians in these
practices did not provide strong leadership in the
area of prevention, and responsibility for providing
these services was not shared among other staff
members. Poor time management, inefficient
patient flow, and haphazard documentation of previ-
ously delivered preventive services contributed to
artificial time constraints that hindered the provision
of these services. These practices, although they
could have benefited from the intervention, were
unable to incorporate PPIP materials into their office
system unassisted. The following case study illus-
trates this type of practice:

Case 1
Case 1is a three-person practice in a small town.
Our contact physician has kept up to date with the

TABLE 1

latest recommendations for preventive services
through CME courses and medical journals. H
agrees with the recommendations outlined in the
PPIP manual and believes they are “practical” for
his patients. Regarding the current level of preven-
tion within the clinic, he states, “l think the prac-
tice is set up pretty well for people that are coming
in. .. ,[W]e do a pretty good job in offering preven-
tive health care and trying to make sure that peo-
ple have had the proper screening.” He believes
that one of the major obstacles to doing a better
job of providing these services is lack of time. Hs
staff members are less certain about the practice’
ability to provide extensive preventive cae
Regarding prevention in the practice, the head
nurse states, “l dont think we have any,” and 1
don’t think we have any one central plan.” The staff
also cite time constraints as the major barrier to
providing more preventive services:

[1Tt would be good to even have time to sit down witha
patient themselves and see what would fit them. Wet
would be important for them, like their family histories
and with their particular lifestyles or particular con
cerns or whatever, to see what would have been best
Wejust dont have any way of doing that. \\e spend 0
much time like [Physician 1] putting out fires.

Chart audits of this physician reveal that the utiliza-
tion of medical preventive services is low

Case 1 Medical Practice Site: Chart Audit Data on Patient Use of

Medical Preventive Services

Documented Preventive Services

Mammograms <2 y 37

Cholesterol <5y 51

Tetanus <10y 13

Smoking history 23
TABLE 2

Case 1 Medical Practice Site: Summary of Data from Post-

Encounter Preventive Services Checklist

Interventions per Patient Visit

Type of Visit Topics, no. Counseling, no.
Acute/chronic care 3.4 0.63 0 .44
Health maintenance 4.0 0.5 0

mLaboratory tests, immunizations, and chemoprophylaxis interventions.
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% of Eligible Patients

Biomedical,* no.

(Tables 1and 2), and he uses few opportunities
for patient counseling. The charting system is
disorganized (not always in chronological
order, laboratory results and radiology reports
interspersed with progress notes) and does not
facilitate tracking preventive services. Problem
lists and medication profiles are not completed,
and there are no flow sheets or physician
reminder systems in place to prompt the physi-
cian to recommend preventive services. Within
the practice there is no clear sense of leadership
or initiative in the area of prevention. The cre-
ation of a new health history form was ds
cussed during a staff meeting, and although
everyone agreed that it was a good idea, no oe
ever got around to developing o
Responsibility for providing preventive services
is placed almost exclusively on the shoulders of
the physician, with little delegation or sharing
of responsibilities with other staff members.
The physician states, “[l1]f | can remember &



patients come in to go over their preventative [sic]
health care... Il hopefully keep up with what I need
to keep up with in the office.” The office routines do
not facilitate the efficient delivery of preventive ser-
vices (eg, the nurse does not get supplies for Pap
smears ready for the physician until he specifically
asks her), making these activities more time inten-
sive. This style of time management is evident in the
operation of other areas of the clinic. The physician's
patient load is not excessive, around 20 patients per
day, yet he is often behind schedule and feels rushed,
leaving little time left over for prevention.

The practice was recently purchased by a hospi-
tal, and the charts are currently being updated; how-
ever, no PPIP materials or other prevention-related
innovations are being instituted. The physician
expressed concern that the tracking and recall sys-
tems would place an additional time burden on him
and his staff. The office has framed PPIP posters
mounted on the walls, but most of the other materi-
als have been left in the box.

PPIP in Practices with

Good Medical Prevention

The second type of practice did a good job of pro-
viding medical preventive services, such as immu-
nizations and early cancer detection screening
examinations, but little in the way of counseling. The
delivery of these services was facilitated by well-
established office systems including flow sheets and
physician-prompting devices, patient recall systems,
and patient education materials. Responsibility for
delivering these services was shared between the
physician and office staff, and office routines had
been established to deliver them in an efficient man-
ner. The physicians in these practices were strong
leaders who had developed many office systems
innovations on their own. PPIP was not used by
these practices because they already had similar or
even superior materials in place. The following
example illustrates these points:

Case 2

Case 2 is a two-person practice in a large city. Our
contact physician sees more than 50 patients per day,
performs his own flexible sigmoidoscopies and
treadmill tests, and runs an urgent care center within
his office. He is an experienced businessman who
organizes his office systems and staff for maximal
efficiency. He has designed a very sophisticated med-
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ical record system that includes flowr sheets, physi-
cian prompts, periodic chart audits, computer-gener-
ated reminder systems, and patient education materi-
als. He relies heavily on his staff to do much of the
background work for him and to ensure that patient
flow is maintained. Of this shared responsibility, the
physician states, “I like to think of my office as an
orchestra, and all I am is the band leader.” These
office routines not only enhance his ability to provide
preventive services, they also allow him to handle an
extremely heavy patient load. “Why not make it
easy?” he says. “Why not have something with check-
lists? Why not have a problem sheet so you don't have
to go back each time to review the chart?” This
physician is motivated to satisfy his “customers” and
to provide adequate documentation of preventive
services to meet the requirements of various man-
aged care organizations. The result of this highly
organized office system is that his delivery of medical
preventive services is quite good (Table 3). In fact, all
his adult patients had their smoking status docu-
mented in the chart. He was not observed spending
time addressing psychosocial issues during office vis-
its, however, and indicated that preventive services
outside the medical arena are not appropriate for him
to address:

I also would take exception that all my patients should
have their sex lives discussed. And yet, thats required
by one of the major HMOs, just like Ive stated, and |
have to check off that I've discussed each of these. One
of them asks that we discuss domestic violence and
gun control in the home. It$ going beyond the scope of
where we are. I'm all for it, but the education needs to
come from other places besides the doctors office. And
we have some people, we simply explain, folks, your
insurance company requires that we give you these
things, and please go along with it.

Although the practice meticulously fulfills the insur-
ance companies’ requirements to document the
identification of high-risk lifestyles, the delivery of
preventive counseling services is not optimal.

The physician ordered the PPIP materials
because “I've always got my eyes open for anything
that [I] might add. I'll pick out the best of whatever I
see.” This fits with the general approach the physi-
cian and staff members use to develop and adapt
materials from other sources to suit their own prac-
tices needs. No PPIP materials were incorporated
into their office routines because these materials
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TABLE 3

Case 2 Medical Practice Site: Chart Audit Data on Patient Use of
Medical Preventive Services

Documented Preventive Services % of Eligible Patients

Mammograms <2y 60

Cholesterol <5y 77

Tetanus <10y 80

Smoking history 100
TABLE 4

Case 2 Medical Practice Site: Summary of Data from Post-
Encounter Preventive Services Checklist

Interventions per Patient Visit

Type of Visit Topics, no. Counseling, no. Biomedical,* no.
Acute/chronic care 2.7 0.74 0.39
Health maintenance  10.1 1.0 14

‘Laboratory tests, immunizations, and chemoprophylaxis interventions.

offered no advantage over their largely computer-
ized and more comprehensive existing system.

The limitation of this practice was that the deliv-
ery of preventive services involving counseling
about lifestyle changes or psychosocial issues was

TABLES

Case 3 Medical Practice Site: Chart Audit Data on Patient Use of
Medical Preventive Services

Documented Preventive Services % of Eligible Patients

Mammograms <2y 75

Cholesterol <5y 86

Tetanus <10 y 17

Smoking history 93
TABLE 6

Case 3 Medical Practice Site: Summary of Data from Post-
Encounter Preventive Services Checklist

Interventions per Patient Visit

Type of Visit Topics, no. Counseling, no. Biomedical,* no.
Acute/chronic care 35 0.94 0.22
Health maintenance 16 5.9 1.6

‘Laboratory tests, immunizations, and chemoprophylaxis interventions.
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not optimal (Table 4). Its homegrown officesys-
tem, like PPIP, works well for services such &
screening tests, immunizations, and documen-
tation of certain risk factors. These office 95
tems are not designed to enhance the counsel-
ing skills of health care providers and do mt
address the financial and other barriers to po-
viding preventive counseling services.

PPIP in Practices with

Good Overall Prevention

A third type of practice was able to deliver bah
traditional medical preventive services ad
effective lifestyle counseling. Two of the egt
practices were able to provide this enhanced
level of care. In addition to having established
office routines that facilitate the delivery d
medical preventive services, the physicians in
these practices were zealous and skillful coun
selors who created opportunities even duing
acute care visits for counseling to change
patients’personal health practices. Case 3ills-

trates this type of model practice:

Case 3
Case 3 is a five-person practice in a medium-sized
city. Our contact physician has organized his ertire

practice around his very strong desire to pro-
vide comprehensive preventive care. Like te
physician in case 2, he has developed a number
of his own office system innovations, including
flow sheets, chart stickers, and patient educa-
tion materials that he considers superior to ad
more sophisticated than those included in tre
PPIP kit. His patient load of approximately 2
patients per day is equivalent to that in case ]
but in contrast, the better overall efficiency o
the practice allows him to spend more timem
prevention. Chart audits revealed that he is
good at delivering medical preventive services
(Table 5). In addition to providing these s-
vices, he is also comfortable in addressing psy-
chosocial issues related to prevention (Table 6.
He creates “windows of opportunity”to discuss
prevention issues during almost all visits. H
describes his approach:

Especially if they come in for an episodic com
plaint, come in for a sore throat or sinus infectiona
something like that. “You know, you havent heda



physicalfor a couple of years. At your age, la di dais rec-
ommended. Can we schedule a physical for you?”. . .
And I try, you know, not to solve the world’s problems in
one visit. You saw that | might try to limit myselfto car-
diovascular disease or early detection of cancer, safety
or violence issues, and psychosocial mental health. If |
can accomplish that in a visit, then | feel good about it.

Within individual clinical encounters, he allocates
most of his time to primary preventive counseling.
During adult health maintenance visits he provided
counseling regarding an average of six different
lifestyle issues (apart from screening for risk factors
orrecommending screening tests, immunizations, or
chemoprophylaxis) to each patient. This counseling
addressed safety issues, diet, physical activity, sub-
stance abuse, tobacco cessation, “safe sex,” contra-
ception, and psychosocial issues.

This physician not only covers a broad range of
preventive topics, his observed counseling skills
were excellent, and he takes time to meaningfully
address lifestyle changes on a repeated basis.
Regarding smoking cessation counseling, his nurse
states, “He%s death on smoking. | mean, absolutely
death on smoking. And you hear any patient... He}s
not going to like it. I didnt stop smoking.” Of his
own effectiveness in this area the physician esti-
mates, “[S]tatistically you can get about 50% of the
people to quit. But I think I do a little bit better than
that, because I'm really tenacious and people know
that that’s a major issue.” Even though our method-
ology did not allow us to assess patient outcomes
directly, it is clear that his approach involves more
intense patient counseling than that provided by the
physician in case 2.

DISCUSSION

These case studies illustrate the three basic practice
types we encountered and explain why PPIP materi-
als were not extensively utilized by any of the physi-
cians. The first type had limited delivery of any pre-
ventive services. These physicians lacked sufficient
organizational capabilities to independently imple-
ment PPIP. The second type of physician already is
proficient in the delivery of medical preventive ser-
vices and has independently developed office sys-
tems that facilitate these activities. In this case, the
PPIP program offers little advantage over existing
office innovations and does not utilize the computer
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technology7with which this group is experimenting.
A third group of physicians already does a good job
of delivering both medical and psychosocial/coun-
seling preventive services. Although the PPIP pro-
gram focuses on systems to track medical preventive
services and identification of patients in need of
lifestyle interventions, it does not address the issue
of developing physician counseling skills to this
level.

PPIP materials, although theoretically sound,
were ineffective at increasing the utilization of pre-
ventive services in the sites wé studied because of
problems with their implementation. Our study was
limited by selection bias in favor of those practices
motivated and interested enough in prevention to
actually order PPIP kits. Even these practitioners
were unable or unwilling to translate the individual-
ly validated components of the kit into their existing
office practice and culture. Although, Gemson and
co-workers were able to show the effectiveness of
the program after it was implemented,Bthe problem
in these private practice settings was the implemen-
tation process itself. To make the PPIP program suc-
cessful, several problems need to be addressed in
order to facilitate its use among physicians having
difficulty providing preventive care

A method of providing technical support should
be developed for physicians interested in using PPIP
materials or wanting to enhance their delivery of pre-
ventive care. This service should focus on integrat-
ing PPIP materials into existing office systems and
modifying them to suit the needs of the individual
practice. Our data suggest that without this type of
external support, the practices most in need of the
new office systems will be unable to implement
them independently.

A further modification is suggested by the limi-
tations inherent in the whole approach of providing
a prepackaged kit as a way to promote change in an
office practice. Our research confirms the findings
of Dietrich and colleagues®B2that only a few physi-
cians have the skills needed to carry out the
process of change and quality improvement within
their practice sites. Practices that have mastered
this process can easily develop prevention systems
on their own or adapt them from other sources.
PPIP could be a resource for these practices as
templates for their own ideas. For those practices
that have not been instructed in this process, how-
ever, a prepackaged kit such as the PPIP kit is
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unlikely to be a satisfactory solution. Just as knowl-
edge alone is insufficient to change physician
behavior, the tools provided in the PPIP kit are
unlikely to alter established practice patterns. Even
if practices successfully use outside technical assis-
tance to implement the current PPIP tools (eg, flow
sheets), they will remain dependent on outside
sources of help in the future if they have not mas-
tered this process of change and continual quality
improvement.

Clearly, given the existing diversity of practices,
there is no one single intervention that will be
appropriate for all office settings. The PPIP pro-
gram was designed for widespread application,
although it can accommodate some modifications
by individual practices. Our data suggest that a
“one size fits all” intervention cannot address the
different organizational needs and existing office
structure of all practices. It is likely that several dif-
ferent interventions targeting different aspects of
preventive services delivery, different provider
styles, and different types of health care organiza-
tions will be needed. In the area of office system
tools alone, the range of available interventions
should be expanded. Because many offices are
experimenting with various computerized office
systems, interventions should be developed that
utilize this technology, again tailored to the existing
computer capabilities of the practice.

On a positive note, our results do suggest that
the competing demands on physicians’time can be
at least partially compensated by an increase in
overall office efficiency. We found several practices
that were able to accommodate large patient vol-
umes and still deliver preventive services. They
were able to expand their capacity to meet patient
care demands through efficient time management
and good office organization. It is encouraging to
note that health care need not be a “zero sum
game,” and that the delivery of preventive services
need not equate to an unrealistic burden on the
physician.

The results of this study suggest important ques-
tions and directions for future research into practice
organization and readiness for change. What is the
role of practice organization and culture that enables
some practices to see large volumes of patients, do
preventive services, and not feel the time pressures
that are evident in other practices? Why are some
practices more open to change than others? Our
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case study hints at the possibility that practices
could be classified according to Prochaska’ fie
stage process of the readiness for change model thet
isapplied to individuals (consider case 1as anexam
ple ofa precontemplator).733Would an intervention
based on a similar assessment of a practice’ readi-
ness for change be successful in modifying practice
behavior? Additional research is needed to better
understand and to facilitate this change process in
primary care practices.

There are several limitations of this study that
relate to its generalizability. We looked exclusively
at private practitioners and focused only on eigt
practices in a geographically limited area. It may
be that PPIP materials have more utility in differ-
ent clinical arenas, eg, residency training pro-
grams, community health centers. Future research
should assess the applicability of PPIP as well &
the need for other prevention-enhancing interven-
tions to these sites as well.
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Contents of the ‘Put Prevention into Practice’ (PPIP) Kit
PPIP Kit Item Description

Patient education booklets that allow for self-monitoring and recording
of preventive services

Child and adult personal health guides

Patients can review while waiting, prompting them to subsequently bring particular
items to the attention of the clinician

Wall posters and charts

Identify specific high-risk behaviors or specific prevention interventions needed
(such as “smoker” or “mammogram”)

Patient record alert stickers

Pediatric and adult flow sheets Paper-based charting forms, which can be modified by the practice site

Promotional buttons Worn by office staff to encourage patient interest and questions

Removable adhesive stickers Used as interoffice reminders that a patient needs a particular test or counseling

Reminder postcards for adults and children ~ Mailed when health maintenance examinations are due

Prevention prescription pads For behav'ora! change contracts

Reference book for health care providers provides practical advice and a summary
of preventive services

Clinician's Handbook of Preventive Services

Age charts Summarize for the family physician appropriate age-specific preventive services
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