Draft outline for 5-page summary of presentation:

A Multimethod Tailored QII for Sustainable Practice Change

Mary C. Ruhe BS, RN
	Background
	What is the quality problem being addressed?  

What is the nature of the evidence base for both the underlying change that is sought and the QI strategy to be employed?


	Preventive services delivery (PSD) to patients in the primary care setting. 

Most patients receive their healthcare from a primary care physician. Rates of delivery of PS recommended by the USPSTF are significantly below the recommended levels in the primary care setting. Previous attempts to improve delivery rates have resulted in minimal or limited change. Current literature suggest that understanding practice is important in order to change practice, and viewing primary care practices as complex adaptive systems offers opportunities for new approaches to changing practice based upon the unique characteristics of practice.



	Objectives
	What was the aim of the evaluation?
	To evaluate the effectiveness of a practice-tailored intervention based upon a multimethod assessment of practice to increase delivery rates of preventive services recommended by the USPSTF, including screenings, immunizations and health habit counseling.



	Intervention
	What theoretical framework(s) guided your approach?  

What was actually done?


	The STEP-UP intervention is grounded in observation of primary care practice (the DOPC study) and the resulting ‘competing demands theory’  model for understanding primary care practice.[1, 2] emphasizing the need to evaluate the whole context of patient visits in order to evaluate their value. Additionally, an informal review of common intervention constructs; most of which had limited success in specific contexts resulted in recognition of the weakness of existing theory in describing or prescribing practice change. STEP-UP combined these ideas by following an office systems model of practice and offering a tailored intervention grounded in knowing who, what, when, where and how preventive services are delivered. 

The theory behind the STEP-2 (or delayed intervention) was a health services research model combined with a grounded assessment of practices’ mission. This model pays particular attention to the influence of values, structures and processes on practice outcomes.

In-depth retrospective analysis of the STEP-UP data led to a growing understanding of practices through the lens of complexity science and the chronic care model, Our next project focuses on the practice as a complex adaptive system (unpredictable but understandable) by focusing on continued learning, sensemaking and relationship building in order to foster positive change.[3, 4]
Family practices in were recruited to participate in a project designed to improve PDS. Practices were randomized into initial intervention and delayed intervention groups. The delayed intervention groups received a refined intervention based on learning from the initial intervention group. Medical record reviews based upon index dates chosen earlier were done to gather data on baseline PSD delivery rates and other process of care items and repeated every 6 months for 18 months. A nurse facilitator spent 1-2 days observing the normal functioning of the practice and conducting informal and key informant interviews to assess who was who in the practice and how the practice did what it did. At a practice-wide meeting the facilitator used a standard presentation format to review “why, what, who, when and where” preventive services are delivered in the practice and PDS data from the medical record reviews, including peer comparison data, was shared with the practice. Practices chose change strategies from an offered list of tools and approaches that have shown success at improving PSD. Change plans evolved from the practice-wide meeting or follow-up meetings with smaller groups. The facilitator worked with a practice champion to assist the practice implementing the chosen change and to offer resources and support. A nurse facilitator was accessible to the practice for several months follow-up, ranging from 6-15 months.

STEP-2 delayed intervention: In an effort to engage more practices we offered greater individualization. We created and presented a practice report from our multi-method assessment to facilitate evaluation of and reflection on practice: values, structures, processes,  and outcomes 

(both general and prevention specific). 



	Intervention “targets”
	Who or what was expected to improve as a result of the QII?
	The primary care practice was the target of the intervention.



	Settings
	Where did the QII take place?
	At 77 family practices in northeast Ohio participating in the (RAP) Research Association of Practices Practice Based Research Network. 154 physicians participated and 10,172 patient visits were reviewed.



	Measures
	
	Summary scores of up to date health habit counseling, immunizations and screening services as recommended by the USPSTF were measured. Data were recorded on a randomly selected date by medical record review. 

Patient, staff and clinician satisfaction data were measured by survey data.

Practice process measures related to preventive service delivery and patient characteristics were gathered from the medical record review.



	Outcome measures 
	How was improvement measured?

What data sources were used?


	Medical records of consecutive patient visits on a pre-selected index date, unknown to the practice, were reviewed by a trained research nurse to determine their up to date status on 16 screening, 12 health habit counseling and 12 immunization services. 

Patient’s whose charts were reviewed were mailed a patient satisfaction survey. All physicians and practice staff were given surveys to assess satisfaction and involvement and attitudes toward preventive service delivery.

Descriptive data on patients and the practice, and practice process data were gathered by research nurse and nurse facilitator observations and formal and informal interviews. Data was collected as ethnographic field notes and on  checklists.



	Study Design
	Include here the basic research design plus any adaptation made to suit the setting or study objectives.


	STEP-UP was a randomized clinical trial. Data were collected on preventive service delivery in control and intervention practices at baseline and at 6 and 12 months after the intervention, 

The study design included gathering patient, practice staff and physician survey data and ethnographic fieldnotes and checklists to provide contextual data for understanding and designing changes related to preventive services delivery.



	Control group or comparison group
	Describe the selection criteria for the control group or comparison group.
	The practices were randomized into control and intervention groups. Randomization occurred among groups of four as practices enrolled in the study.



	Analytic approach
	How were the data analyzed?

Was there a subanalysis to examine whether disparities in care were improved?


	Practice level analysis; one-way multivariate analysis of variance (MANOVA) of difference in the global rate of preventive service delivery between intervention and control practices. Analysis of covariance computed for each of the three category specific summary scores, Hotelling’s T2  was computed to establish probability of independence among outcomes and two-way mixed-model, repeated –measures analysis of variance to test for interaction effects, Rates were adjusted for differences in baseline rates of delivery and patient and practice confounders.

Subanalysis of cancer specific screening and counseling summary measures were calculated.

Qualitative data analysis to understand the process of change in practices was done on eight practices with larger increases in preventive service delivery rates were compared to seven practices with low or no increases.
A data editing analysis approach and an immersion–crystallization interpretive process were used to analyze and interpret qualitative data.[5-7] 



	Results
	
	Practice level changes: A significant increase in rates across the three categories of preventive services (p=0.015). Adjusted preventive service rates were found to be higher for intervention practices than control practices for all three categories, with significance reached for counseling services (p=0.007) and screening services (p=0.048).  The effect of the intervention was varied, it had a large impact on some practices and in others had no effect or in some instances a decrease in delivered services.

Subanalysis of cancer specific screening and counseling summary measures were similar with an overall significant increase of services delivered in intervention practices over rates in control practices (p=0.016).

STEP-2 results did not show improved rates of PSD.

Results from qualitative data analysis resulted in a an evolution of practice change models[8] and lessons learned from the facilitation of a practice change effort.[9]


	Conclusions re study strengths, limitations, and lessons learned or to be learned
	What went well in this study and why?

What intervention and/or study design changes/innovations occurred?

Where did the study face challenges in terms of either or both intervention implementation or study design and methods?

What changes were made? 


	Practice-wide meetings created time and space for learning and reflection, helped the practices plan change and offered an opportunity for diverse input and participation. 

The breadth of services reviewed allowed practices to focus on what was the most important to them and their patient population. By focusing on a broad range of services the intervention and helped prevent an increase in one preventive service at the expense of another.

The broad focus and varied options for change allowed practices to focus on a change or set of services that appealed to them; some chose new forms for their charts, some chose to incorporate patient intake questionnaires, some chose to focus on improving their phone system to improve patient satisfaction and compliance. Standard tools were adapted to the preferences and style of care at a practice; flowsheets designed with input from the practice, staff protocols determined with input from clinicians and staff, new roles for staff. In some instances the practices designed their own intervention tools/resource (e.g. the “monthly topic’, standard queries of patients when scheduling appointments, add-on prevention stickers in the chart).

The tailored intervention motivated and met the needs of diverse practice settings (e.g. size, values, available resources, patient population and baseline processes, ownership and health system or network affiliation) because of the flexibility of the intervention approach.

The facilitated intervention resulted in the development of relationships between the nurse facilitator and  practice members that supported the change initiatives.

The practice-wide meeting as a part of the intervention protocol introduced or strengthened the use of a group process for initiating change.

Triangulation of data from medical records, observation/interviews and patient input made for rich data and the ability to check for internal validity.

Offering peer comparison data and change ideas to often isolated practitioners was a motivating force for change.

· Practices that were at the edge of chaos were most likely to change. A changing environment is and environment fertile for additional change.

· Being open to surprises, or being disposed toward change even when it did not seem likely, kept us receptive to emergent opportunities for change.

· Having 6-12 months for follow up with the practices allowed time for trusting relationships to develop and for emergent opportunities for change.

· Assessing a practices’ motivation to deliver preventive services was critical. It provided direction toward a motivational intervention first, when motivation was lax or missing, while for practices assessed as already motivated to provide PSD it gave us grounding for moving immediately to an instrumental intervention.[9]
The original protocol was for a 1.2-2 hour practice-wide meeting but due to time conflicts the meetings were occasionally shorter and included more informal follow-up visits or contacts with the practice.

 - Time constraints are always going to exist, the degree to which a protocol can work with or around these limitations may influence the engagement of a practice.

The delayed intervention group (STEP-2) received a (refined) delayed intervention based upon what was learned in the initial intervention, with a pre/post evaluation. 

 - Offering a delayed intervention as part of the original design makes participation more appealing initially and allows for ongoing learning to be incorporated as an outcome for both researchers and participants.

A challenge was convincing practices it was in their and their patient’s best interest to make time for this project and its meetings.

 - We offered a great deal of flexibility, meetings were held before and after office hours and over the lunch break. Lunches were provided to the practice so they could eat during the meeting.

A challenge was convincing practices that offering preventive services was an important use of their time and resources.

 - We highlighted connections between PSD and existing practice values, gave practices permission to focus on some services more than others, or to disregard services that were not a need of their patient population. We shared ideas across practices, encouraged streamlining the delivery of services by eliminating redundancies or attaching activities to existing patterns, and encouraged transfer of successes in other areas of practice to the area of prevention.

An all day preventive services workshop was offered to practices early in the study. The turnout on a Saturday convinced us this was not an option highly valued by practices, so we did not offer further workshops.

The STEP-2 refined approach encountered new challenges. Practice reports led to global and a PSD evaluation and reflection by the practices.. The discussion and reflection energized practices and seemed to result in greater participation. However we found practices sometimes did not move to the prevention focus because other issues were of greater priority to the practice. Also, issues outside of preventive service delivery were not our area of expertise so our research team did not always have the tools or resources to be helpful within the limited follow-up time frame.



	Conclusions re improving the science base for QII evaluation research
	What practice, policy, and/or research designs and methods lessons can be learned from this evaluation?


	There is a lot of room for improving our activation of practices to implement change. The variability of uptake of the intervention indicates that “one size does not fit all”. [10]
Some practices need motivation to change and some practices need practical assistance and resources in order to make changes they are motivated to make.[9] 

Efforts to improve practice should be preceded by efforts to understand practice.

Individualizing intervention approaches based on a multimethod assessment can lead to sustainable practice improvement.
Continued learning, sensemaking and relationship building is critical to fostering positive change.
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