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BACKGROUND. Rapid developments within the health care environment have led to increased pressures for 
change among primary care physicians and their practices. Nevertheless, a lack of understanding of practice 
organization and function has limited the effectiveness of attempts to change practice behaviors. Recent 
attempts to increase the delivery of preventive health care services illustrate the limitations of current approach­
es. To assist physicians in their attempts at change, our study looked at the office as a whole system and at the 
competing demands within the primary care setting.

METHODS. Qualitative fieldnotes were recorded by research nurses who observed 138 family physicians in 84 
practices in northeast Ohio for 4 days each. These data were content-analyzed to identify features that are 
important for understanding how practices are organized.

RESULTS. These data indicate that primary care practice is much more complex than research and transforma­
tion efforts generally acknowledge. The data identified a diverse set of features that describe how primary care 
practices are organized and function. These included cognitive and behavioral components of physician philoso­
phy and style, and numerous features of the practice organization, such as office efficiency, clarity of staff roles, 
communication patterns among physicians and staff, and approaches to using office protocols. The data also 
suggest that some practices are more innovative than others and that some physicians or staff have special 
motivations that can support or inhibit a particular change.

CONCLUSIONS. Physicians who want to change their practice, as well as those persons who want to stimulate 
change from the outside, need to have a more comprehensive approach than is now commonly used to assess 
practices that encompass a broad spectrum of variables.
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physician’s practice patterns. (J Fam Pract 1998; 46:404-409)

T
he call to change stands behind every family 
physician’s door. It can wear the suit of man­
aged care, the white coat of practice guidelines, 
the everyday clothing of patients with changing 
demands and expectations, or the casual dress 
of family physician academic colleagues pleading to 

improve delivery of preventive health care services. Greco 
and Eisenberg1 describe the general methods of changing 
physicians’ practices, including education, feedback, par­
ticipation by physicians in efforts to bring about change, 
administrative rules, financial incentives, and financial 
penalties. According to the literature, practices do 
respond to these changes, but rarely as expected.14
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Most efforts at changing practice behavior have used 
methods such as administrative structure, education, 
feedback, incentives, or regulations that have focused on 
the individual physician. Schwartz and Cohen2 suggest 
that behavior change strategies need to be based on a 
practice ecology model that focuses on the environment 
in which the physician practices. A number of organiza­
tional change approaches have been tried recently, 
including the approach often cited in the business litera­
ture known as continuous quality improvement (CQI),5 
and the GAPS approach introduced by Dietrich and col­
leagues.'1 Despite these efforts, most studies have focused 
on changing provider behavior and have not looked at the 
office as a system or at the competing demands within the 
primary care setting.7

The limitations of current approaches to changing 
practice patterns are evident in recent attempts to 
increase the delivery of preventive health services in pri­
mary care practices. Despite a decade of multiple initia­
tives, the delivery of preventive services remains less than 
optimal at the practice level.8 Nearly all the research on 
what is actually happening in community-based primary 
care practices relative to the delivery of preventive health 
care services consists of quantitative descriptions of lev­
els of service delivery842; however, the actual process of 
care within community practices and the organizational
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context of practice remain largely unknown.
To better understand the context of primary care prac­

tice, the Direct Observation of Primary Care (DOPC) 
study, was designed to describe the content and context of 
family practice and to determine the content of patient vis­
its within the competing demands of primary care prac­
tice. In this article we report the initial results of the quali­
tative data from the DOPC study13 and we suggest that 
understanding the practice organizational context and the 
process of care is critical to incorporating preventive ser­
vices into primary care practice.

METHODS

The DOPC study used a cross-sectional design in which 
consecutive patients visiting their family physician were 
asked to participate in a study of primary care. The family 
physicians were members of the Research Association of 
Practicing Physicians (RAPP), a network of 138 commu­
nity-based family physicians from 84 practices in north­
east Ohio who agreed to participate in a study of the con­
tent of primary care practice. This cross-sectional study 
used a multimethod approach that included direct obser­
vation of clinical encounters, chart audits, questionnaires 
of patients and physicians, and semistructured participant 
observation of the practice. The quantitative study meth­
ods have been described in detail elsewhere.1314

From the perspective of the granting agency, the goals 
of the qualitative component of the study were to identify 
and describe the barriers to and the opportunities for pre­
ventive health care services, to note competing demands, 
and to describe tire organizational context of the larger 
study. The research team saw the major role of the quali­
tative research as a process from which to generate illus­
trative anecdotes, to provide context for quantitative data, 
to generate new working hypotheses, to identify key con­
ceptual themes for further research, and to provide insight 
about the study process. The data evolved into a more 
extensive database, worthy of analysis in its own right.

Q u a l it a t iv e  D a t a  C o l l e c t io n
The qualitative component of the overall research design 
is best described as brief, cross-sectional, and iterative 
(Figure). Data collection primarily consisted of nonpartic­
ipating direct observation, with the iterative process being 
established by having the research nurses make repeat vis­
its approximately 4 months after the initial visit. Research 
nurses worked in pairs; one nurse enrolled patients and 
observed them in the waiting room, and the other 
observed the clinical encounters of all patients who con­
sented to participate in the study. Two of the days were 
spent in abstracting charts, which provided an opportuni­
ty to observe other dimensions of the practice. The 4 days 
of contact time with each physician provided brief descrip­
tive “snapshots” of the physicians and their practices that 
eventually totaled more than 2000 pages of fieldnotes.

The primary qualitative data were brief observational 
fieldnotes that were limited in scope by the primary quan­
titative focus of the larger study. A preliminary guide or 
template for focusing observations was developed, and the 
research nurses were trained by two of the authors 
(W.L.M. and B.F.C.) in observational techniques based on 
the template. As research nurses collected quantitative 
data, they kept short “jottings,” then dictated summary 
fieldnotes at tire end of each day.15 These data were ini­
tially impressionistic and focused on describing the prac­
tice in terms of key features, such as location, office rela­
tionships, physical layout, prevention activity materials, 
physician characteristics, and how the practice func­
tioned.

After the first 3 months of data collection, two of the
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authors (W.L.M. and B.F.C.) reviewed the fieldnotes and 
discovered more information than originally anticipated. 
Thus, the research nurses’ role as observer expanded, and 
they were asked to record information on a broader set of 
categories. Consequently, our study of the qualitative com­
ponent of the DOPC moved from being a study of the study 
to exploring how practices function as organizations and 
how they do or do not facilitate the delivery of preventive 
services within the context of other health care services. A 
revised template was provided to the research nurses that 
requested more detailed information on the practice envi­
ronment: the neighborhood, office building, waiting area, 
and clinical area; each of the office staff and doctors; the 
patients; competing demands within encoimters and from 
other parte of the office; office function and operations; 
the presence and use of prevention- and patient-education 
materials; and descriptions of the charts. The research 
nurses were also asked to further elaborate on their over­
all impressions of the office and to comment on study 
issues, such as any problems revealed in implementing the 
study design, reasons for patients refusing to participate, 
and suggestions for improving the study process.

Data  A n alys is
All dictated fieldnotes were transcribed and imported into 
FolioViews (Folio Coip, Salt Lake City, Utah) for data man­
agement and coding.16 FolioViews allowed the team to 
organize the data much like a book with chapters and sec­
tions, in which the sections were the practices and the 
chapters were the physicians in the practice.

Data analysis changed through the iterative research 
cycle (Figure). The initial approach was to use a template 
style,17 since a template already existed in the form of the 
participant observation checklist. Two of the authors 
(W.L.M. and B.F.C.) cross-checked preliminary data with 
members of the DOPC research team, including the 
research nurses, to refine this initial template. The tem­
plate was again revised near the end of the first round of 
data collection after an imnrersion-crystallization review18 
of randomly selected practices. This entailed a repetitive 
series of intense readings (immersion) of the pertinent 
fieldnotes, followed by a summarization (crystallization) 
of the salient themes. The revised template was again 
cross-checked with the DOPC team and nurses.

Once the data collection had been completed, an 
independent analysis was performed by one of the 
authors (V.A.A.) using the immersion-crystallization 
approach. After all the data were read and important 
categories were identified, written case summaries were 
constructed from a purposefully selected sample of 18 of 
the practices that maximized variation along the dimen­
sions of practice size (solo vs group), physician sex, and 
practice location. Three of the authors (B.F.C., W.L.M., 
and V.A.A.) independently reviewed the case summaries 
and developed preliminary interpretations that included

important features, processes, and relationships in the 
practices. These were subsequently cross-checked 
against the original data. The authors then used a pur­
poseful sample of original fieldnotes from the remaining 
practices to search for disconfirming evidence and to 
refine the interpretations.

The qualitative content analysis resulted in more than 
30 features that were seen as important in the organization 
of the offices. In addition to the qualitative description of 
each of these features, the investigators elected to conduct 
a factor analysis to determine how these features might be 
empirically grouped. This type of analysis is used to 
reduce the number of variables by identifying new com­
posite measures (factors) while minimizing the loss of 
information. This was done independently by one of the 
authors (S.A.F.) only after the qualitative analysis had been 
completed. To do this, the features were categorized into 
26 variables that were coded as either present or absent (0 
or 1). Not all the coded variables were selected for the fac­
tor analysis, either because the distribution was such that 
the variables occurred very rarely or because they were 
highly redundant with other variables. A principal axis fac­
tor analysis with orthogonal rotation was specified. Only 
statistically meaningful (eigenvalue >1), reliable factors 
(Cronbach’s alpha >.60) were interpreted.

RESULTS

The fieldnotes from the 4 days of observation of 138 fami­
ly physicians in 84 practices were analyzed. There were 5 
to 10 pages of notes for each physician. The practices rep­
resented an extensive variation of family practice settings; 
the details of this sample are described elsewhere.13

During the qualitative content analysis, it became pos­
sible to discern the key features or variables that appeared 
to be important in understanding how practices operate on 
a day-to-day basis (Table). Our interpretation of the data 
suggests that these are constructs that researchers and 
policymakers should pay attention to in future research.

P h y s ic ia n -L e v e l  C o n str u ct s
At the physician level, there were three themes that 
emerged as important for understanding each primary 
care practice: physician philosophy, physician style, and 
doctor-patient continuity. Each individual physician had a 
physician philosophy, or cognitive framework, composed 
of: the degree to which he or she were problem- or patient- 
focused, the scope of clinical information used during 
encounters, and the approach to delivering preventive ser­
vices. Some physicians focused primarily on ruling-out or 
treating disease; others assessed problems within the con­
text of psychosocial information that could have influ­
enced the chief complaint and other aspects of health. 
These differences often, but not always, corresponded to 
the physicians’ limiting of the pertinent clinical informa-
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TABLE

Features of Primary Care Practices Found in the Qualitative 
Analysis to Be Important for Understanding Practice

Physician-Level Constructs
Physician Philosophy

Problem- or patient-focused 
Scope of clinical information 
Approach to preventive services delivery 

Physician Style
Shared control in patient encounters 
Affective connection with patients 
Perception of competing demands 
Efficiency in time management 
Teaching and use of health-education materials 

Doctor-Patient Continuity
Personal knowledge of the patient 
Longitudinal ity
Remembered shared experiences with the patient

Practice-Level Constructs
Practice Organization

Clear and shared role expectations among staff
Clear and shared communication among staff
Efficiency of the office in moving patients through the system
Protocol presence, clarity, and shared use
Volume of patients
Perception of being busy
Perception of overwork or burnout of office physicians and staff 
Dissension or tension within the practice 
Sense of groupness of the physicians 
Distinctive vision of the practice 

Office Staff
Friendly office staff
Staff shared knowledge with one another and their families 
Staff were involved in the delivery of preventive care 

Patient Population
Patients identified with the practice 
Medical and socioeconomic need of the patient population 
Presence of a dominant demographic group 

Practice Continuity
Consistent personnel over time and place

Additional Features
Bee-in-the-bonnet
Openness

tion to biomedical data or including psychosocial material 
in their considerations.

There were distinct differences as to how much impor­
tance physicians placed on incorporating preventive ser­
vices into their practice routines. A few acted as if it was 
someone else’s responsibility; others limited the delivery 
of preventive services to special visits or a patient’s 
request. A number of physicians integrated preventive 
health care into many visits by taking advantage of win­
dows of opportunity within either acute or chronic care 
encounters, often using either a mental or written check­
list of preventive services provided in nearly every visit.

Each physician also had clearly discernible approaches 
when interacting with patients during a clinical encounter. 
These physician styles consisted of features such as: the 
degree of shared power, the degree of affective connection

with patients, the perception of competing demands, effi­
ciency in time management, and the amount of teaching or 
information-sharing, including the use of health education 
materials. Many combinations of these features were 
observed. It should be noted that although each physician 
had a dominant philosophy and style, all were observed to 
occasionally adjust to differing situations and patient 
responsiveness. The fieldnotes were not rich enough to 
discern any distinctive patterns of variation; however, it 
was interesting that both physicians who were efficient 
with time management and those who were not could be 
effective at providing preventive services. That is, there 
were several physicians who were reported to be effective 
at providing preventive services and were still efficient in 
time management.

A third variant at the physician level was doctor-patient 
continuity. From the perspective of the physician, this 
construct consisted of three dimensions: personal knowl­
edge of the patient; longitudinality, or the relationship over 
time; and remembered shared experiences with the 
patient. There were numerous examples of situations 
when personal knowledge of the patient allowed the physi­
cian to discuss health behavioral issues that might other­
wise be awkward to bring up. This kind of relationship 
may increase the opportunity for counseling for tobacco, 
weight loss, and exercise. However, there were also exam­
ples of patients who had been to the office many times and 
had never received any basic preventive services. Thus, 
longitudinality of the relationship itself is not a guarantee 
that services will be delivered.

P r a c t ic e -L e v e l  C o n st r u c t s
There were also four key areas of variation categorized at 
the practice level: practice organization, office staff, 
patient population, and practice continuity. Many of these 
variations were related to the practice organization, par­
ticularly to basic office function: the degree to which role 
expectations are clear and shared among the staff; the 
degree to which there was a clear and shared communica­
tion among the staff; the efficiency of the office in moving 
patients through the system; the presence, clarity, and 
shared use of protocols; and the volume of patients seen. 
Within the office organization there were also features 
relating to the affective sense of the practice. These were 
the physicians’ and staffs’ perceptions of being too busy 
and of being overworked or burned out, and the degree of 
dissension or tension within the practice.

Among the practices there was also variation in the 
sense of “groupness,” that is, the degree to which the 
physicians worked as a team or as autonomous individuals 
sharing the same office space. Finally, we identified dis­
tinct practice visions: serving the patient (eg, biomedical 
needs, health promotion needs), supporting the traditional 
physician role (staff serves the doctor), serving the bottom 
line (the practice as a business), and serving the learner 
(the practice as teaching site). There were some practices
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with no discernible vision evident in the available data.
Another practice-level key variant centered around 

features of the office staff. Among the practices there 
was clear variation in the degree to which office staff 
were friendly with one another and enjoyed the work 
setting. There were also differences in the degree to 
which staff shared knowledge of one another and their 
families. In addition, there were noticeable differences 
in the level to which staff were involved in the delivery 
of preventive care; any staff involvement, however, was 
usually very limited.

Characteristics of the patient population were found 
to affect the practice, particularly the degree to which the 
patients identified with the practice (as opposed to with 
tire physician); the level of medical and socioeconomic 
need of the patients; and the presence or absence of a 
dominant demographic group. Important differences were 
also seen in practice continuity. This referred to the sta­
bility of the practice and its personnel over time and place, 
a feature that also affected staff knowledge of the patient 
population.

A d d it io n a l  F e a t u r e s
There were two other features not consistently found at 
either the physician or practice levels. The first of these 
features we called the bee-in-the-bonnet, to describe a 
physician or another individual, such as a nurse or practice 
manager, with a special interest in a particular issue, pro­
cedure, or disease. Sometimes this interest could be pre­
ventive services delivery or a particular aspect of preven­
tion, such as diet and exercise or smoking cessation. At 
other times the special interest was in a particular disease, 
such as diabetes or heart disease. A person with a bee-in- 
the-bonnet can dramatically affect the delivery of that par­
ticular service, sometimes to the detriment of others, and 
this interest can clearly permeate the organization.

A second feature not consistently found at either the 
physician or practice level was the openness of the prac­
tice and the physician to new ideas and their readiness to 
change. There was considerable variation in the degree to 
which a practice or physician was open to new ideas and 
both external and internal information. Some practices 
were constantly seeking new ideas and trying to imple­
ment them, while others were rooted in tradition. There 
were physicians who were open to change but whose 
practices were not, and vice versa.

Fa ct o r  A n a lys is
The data revealed 30 features of the practice that are 
important to consider in interventions and policy deci­
sions; however, it was clear that practices functioned 
as whole entities. As the analysis progressed, we saw 
that while it was easier to separate these variables this 
way for organizational purposes, they were not truly 
independent; they needed to be considered as being 
part of a complex system.19 This idea was further con­

firmed by the factor analysis.
The factor analysis suggests another approach to orga­

nizing these features into related domains of information. 
The variables included in the factor analysis included 
physician-level variables, practice-level variables, and the 
two additional features, bee-in-the-bonnet and openness to 
change. The factor solution indicated that three meaning­
ful factors accounting for 36% of the variance in the item 
pool. Items contributing to the first factor included shared 
vision, office efficiency, physician efficiency, clarity of 
roles, practice stability, and high patient-physician conti­
nuity. This factor can be referred to as “organizational 
cohesiveness and office efficiency.”

The second factor contained most of the physician- 
level variables, including the physician affectively 
responding to patients, being patient-focused, having a 
biopsychosocial focus, not controlling the visit agenda, 
using an integrative method, and being open to change. 
This factor separates differences in “physician philoso­
phy and style.”

The final factor included a mix of variables that 
seemed to be related to the practice’s motivation to pro­
vide preventive services and health education. 
Groupness (the degree to which a group practice identi­
fies itself and functions as a group), the presence of a 
person with a bee-in-the-bonnet, and the use of preven­
tive services protocols were the top contributing vari­
ables. Also in this final factor was staff involvement in 
preventive services delivery, a high perception of prac­
tice “busyness,” and a focus on health education. This 
factor was called “prevention motivation.” Internal con­
sistency reliability estimates for the each of the three 
factors was good, ranging from 0.82 for office efficiency 
to 0.68 for prevention and health education.

The three groupings of variables are consistent with 
the initial organization of the qualitative data, which 
included both physician-level constructs and practice- 
level constructs. The organizational cohesiveness and 
office efficiency factor seems to be oriented toward effi­
ciency, while the physician philosophy and style factor 
seems to be oriented toward flexibility or openness; that 
is, being patient-centered, biopsychosocial, and nonpa- 
temalistic. The third factor includes both physician-level 
and practice-level variables that largely seem to be relat­
ed to doing things in the practice that enhance the pos­
sibility of providing preventive services. Two important 
features identified from the fieldnotes were clearly inde­
pendent of the other variables evaluated: the physician’s 
perception of competing demands and a dominant 
patient demographic did not correlate with any of the 
three factors. These two variables may be uniquely 
important in describing practice organizations.

C a s e  E x a m p l e s
The following case examples illustrate the relevance of 
these organizational features for researchers and policy-

The Journal of Family Practice, Vol. 46, No. 5 (May), 1998 407



PRIMARY CARE ORGANIZATION AND PREVENTIVE SERVICES

makers, as well as those interested in implementing inter­
ventions. The first two examples provide stark contrasts. 
In one, the practice has a fairly high level of organization­
al cohesiveness and office efficiency, high staff involve­
ment, and physicians who are patient-centered and have a 
high level of motivation to practice prevention. None of 
these features were found in the second practice, with the 
possible exception of one of the physicians with a bee-in- 
the-bonnet for smoking-cessation counseling. The third 
example illustrates that it takes more than just a good 
organizational structure to be an effective prevention prac­
tice. These case examples should not be interpreted to rep­
resent what does or does not promote preventive services 
delivery. The data reported here are inadequate to address 
that important question.

Practice 1 is best described as a dusty jewel amid dis­
order and represents a practice that has a relatively high 
level of organizational cohesiveness, a moderate level of 
office efficiency, and a high level of preventive services 
delivery. The four physicians in this single-specialty 
urban group share a vision to improve the community 
they serve and are very motivated to provide systems to 
enhance preventive services delivery. One physician in 
particular has a bee-in-the-bonnet for preventive ser­
vices that is passed on to the others because of the 
excellent internal communication.

The practice is located in a low-income neighborhood 
and serves a group of poor, working-poor, and middle- 
class people, many of whom are without insurance. The 
waiting room of the practice is dirty, with stains, dirt, and 
snags in the carpeting, and the examination rooms are veiy 
cluttered. Most of the practice staff come from the local 
community. In every examination room, the waiting room, 
and the hallway, there is a large amount of culturally rele­
vant patient-education literature.

The delivery of preventive services is integrated into 
the daily care of patients by each of the physicians, all of 
whom provide a lot of counseling. In addition, the nursing 
staff, a nurse practitioner, and a dietitian provide counsel­
ing. The nursing staff is often involved in patient care. The 
staff are very familiar with the patients and know most of 
them by name. The staff also get along with one another, 
are very friendly, and are usually smiling and joking. They 
work as a team. This is a very busy practice, with appoint­
ments to see the nurse practitioner and physicians back- 
logged for 2 months or more. They have many no-shows 
and add-ons, and long waits are expected. Despite the 
apparent disorder, the office itself runs smoothly and is a 
fairly efficient system with organized charts.

Practice 2 serves as a contrast and can best be charac­
terized as stagnant. The practice lacks an efficient office 
system and is plagued with turnover and dissension. This 
suburban practice of three physicians is located in a work­
ing middle-class community. In the fieldnotes, it was 
described as a fairly small, nondescript office with five 
very small examination rooms. There are no educational

materials in the waiting room or the examination rooms 
and only a few in a hall rack where they are unlikely to be 
seen. While there are no preventive services or health edu­
cation protocols, the office charts are very legible and 
organized.

The office is staffed by an office manager, a reception­
ist, and two medical assistants. It is clear that the staff do 
not like the office manager, and, in general, they are unco­
operative and not very productive. They seem to have 
plenty of free time. The staff dresses casually, enough so 
as to raise a comment from one of the patients.

The three doctors are frustrated and feel powerless. 
One of the physicians has a bee-in-the-bonnet against 
smoking, but there is little communication among the 
physicians and no effort has been made to make any 
office-level policies.

Practice 3 is best described as a well-oiled machine 
that provides very efficient basic medical care. This solo 
practice is located in a suburban town and serves a most­
ly middle-class community. The office staff are veiy friend­
ly and work well together. To maintain efficiency, three 
people work on billing and scheduling. The charts are 
extremely well organized, with dictated information and 
up-to-date genograms, problem lists, and medication lists 
on every chart.

The physician is friendly with his patients, but makes 
an effort to stay on time. He does not respond to 
patients’ cues for emotional support, but instead focuses 
on the treatment of the complaint. There are well- 
equipped, large examination rooms; however, there is 
not much patient-education material, and there are no 
posters or pamphlets for patients to pick up. This office 
scored extremely high on organizational cohesiveness 
and office efficiency, but preventive services delivery is 
not a priority and does not fit into the physician’s current 
philosophy or style of practice.

DISCUSSION

The results of this study give insights into the complexity 
of primary care practices. The identified features may be 
important for practitioners, administrators, researchers, 
and policymakers to consider in helping practices adapt to 
a changing environment. The nature and diversity of indi­
vidual systems indicate that it may be risky to isolate 
facets of a practice for study or intervention. Instead, prac­
tices need to be viewed as dynamic systems in which dif­
ferent combinations of features may prove to facilitate or 
hinder change. The case examples demonstrate how the 
different features function as part of a larger whole that is 
essentially irreducible.

There are a number of limitations to this study. The 
design was cross-sectional and thus missed some of the 
dynamics that might have been captured if studied longi­
tudinally. This kind of study, however, would only make 
the systems more complex than already described. The
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data also lacked key informant interviews and had very 
limited participation by practices in the interpretations. 
There was only very brief participant observation; more 
exposure would add much more depth and probable rein­
terpretation. The quantitative focus of the larger project 
left the research nurses with limited time and energy for 
the more open qualitative data collection.

It is likely that the keys to success in preventive ser­
vices delivery and other efforts to improve the quality of 
ambulatory care include physician commitment and a sup­
portive organizational structure. There is also some evi­
dence that the philosophy and style individual physicians 
bring to the clinical encounter contribute to preventive 
services delivery. Our data suggest that practices may vary 
greatly in these features. Therefore, future interventions 
will have to be tailored to particular physicians within 
their particular organizations. This type of tailoring may 
result in improvements beyond other previously attempt­
ed interventions.

This study raises some interesting questions for future 
research. How do the practice- and physician-level fea­
tures relate to each other? How can we characterize and 
understand the sense of practices as organizations? How 
do the answers to the first two questions help us improve 
preventive services and illness care delivery in primary 
care practices? Each practice seems to have its own 
unique feel and form; how do we name and describe this 
impression? What if a practice’s organization were exam­
ined from a systems perspective? While this study pro­
vides some initial insights into these questions, more in- 
depth case studies of primary care practices are needed. 
Further work is needed to reveal common combinations 
of features within practices. Our data raise the possibility 
of classifying practices into a relatively small number of 
meaningful typologies. Such classifications of practices 
could be used to identify features that are amenable to 
change or that might serve as change facilitators.
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