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The tasks involved in primary care are complex and
varied. Those that involve the process of care, as op-
posed to its content, are often poorly taught in medical
school and residency, where it i s diff icult to simulate a
real-life practice situation because of scheduling and
training issues, different access to resources, and unique
patient populations. As a result, many of the strategies
required to deliver high-quality primary care in a fu-
ture practice must be learned “on the job,” after comple-
tion of training.

Primary care clinicians themselves tend to be inde-
pendent, self-suff icient, and often professionally iso-
lated. Most primary care clinicians do not publish in
peer-reviewed journals. They do not present at regional
or national meetings. They often do not even have the
opportunity to share their wisdom with local colleagues.
In fact, clinicians within the same group practice may
use different methods for handling the same clinical
tasks and never discuss these methods with practice
partners. The result is that thousands of extremely bright
people struggle on a daily basis with the same kinds of
practice challenges, come up with a variety of solu-
tions, and rarely share them with anyone. Their collec-
tive wisdom represents an immense untapped reservoir
of practical information that could, if  properly evalu-

ated, described, and disseminated, improve the quality
and eff iciency of primary care services throughout the
country.

The idea for “best practices research” came from a
primary care physician (Dr Gregory) practicing in a
small rural town in Oklahoma. During a visit with the
director (Dr Mold) of the practice-based research net-
work he had joined, he mentioned that he was tired of
having peer-review organizations and insurance com-
panies come and critique (criticize) his practices with-
out showing him how to improve them. “If they would
just tell me who has f igured out how to do it correctly
and how they did it, their advice would be more valu-
able to me.” Now, 4 years later, his idea is being used
to do just that.

Methods
Pneumococcal Immunization Study

Our first attempt at implementing a best practices
approach to research was a small study designed to f ind
ways to increase pneumococcal immunization rates in
primary care settings. In this project, funded by the
Merck Vaccine Division, six family physician mem-
bers of the Oklahoma Physicians Resource/Research
Network (OKPRN) agreed to participate in a contest in
which they could receive a monetary award for the high-
est current immunization rate and also for their ability
to increase their immunization rate. We were not cer-
tain that any of the clinicians had developed an effec-
tive method and, therefore, to increase the likelihood
of success, we provi ded them wi th assistance. We

Best Practices Research

James W. Mold, MD, MPH; Mark E. Gregory, MD

Practice Management

“ Best practices research,”  descr ibed in this paper, refers to a systematic process used to identify,
describe, combine, and disseminate effective and efficient clinical and/or  management strategies devel-
oped and refined by practicing clinicians. It involves five steps: development of a conceptual model or
series of steps, definition of “ best”  based on values and standards, identification and evaluation of
potentially effective methods for each component or step, combination of most-effective methods, and
testing of combined methods. The chronological development of this process is described with case
examples, and the methodological steps are discussed.

(Fam Med 2003;35(3):131-4.)

From the Department of Family and Preventive Medicine, University of
Oklahoma (Dr Mold); and private practice, Gregory Clinic, Okarche, Okla
(Dr Gregory). Dr Gregory is now with the Garf ield County Family Practice
Residency, Enid, Okla.



132 February 2003 Family Medicine

requi red them to report, in writing, their current im-
munization strategies and planned enhancements, which
had to be sustainable. They were provided with a sum-
mary of the current literature pertaining to the strate-
gies that had been most effective in other settings. Six
physicians participated in the study, the results of which
are shown in Figure 1.

One physician won both awards. His method involved
the following components. First, he assigned responsi-
bility for pneumococcal immunization to his nurse,
emphasizing the high level of importance that he placed
on successful immunizations (physician leadership),
and he provided the nurse with instructions regarding
indications for the vaccine’s use (delegation of respon-
sibility). Second, he routinely reviewed his encounter
forms at the end of the day to make sure that the nurse
was giving the vaccine to eligible patients (oversight).
Third, he held special immunization clinics on week-
ends during the fall and linked pneuomococcal immu-
nizations to influenza immunizations (focus). Several
of the other clinicians used some, but not all, of these
methods. Therefore, it appeared likely that all compo-
nents were required for optimal performance. This f ind-
ing, which is compatible with the available literature,
is now being incorporated into an expanded initiative
designed to increase delivery of other immunizations
and other preventive services with the network.

Management of Laboratory Test Results
During the same visit between Dr Mold and Dr Gre-

gory, Dr Gregory pointed to the large stack of recent
lab test results on his desk and asked for advice regard-
ing how best to handle them. A literature review re-
vealed that primary care cli-
nicians generally do a poor
job of managing laboratory
test results and that there is
a great deal of variation in
their strategies. Boohaker et
al had articulated four steps
involved in the process: (1)
tracking, (2) patient notif i-
cation, (3) documentation,
and (4) follow-up.1 In a re-
f inement of our best prac-
tices research method, we
decided to search for opti-
mal strategies for each of the
steps, rather than assuming
that any single clinici an or
practice had mastered al l
four steps.

An initi al survey of 24
physi ci an members of
OKPRN confirmed the di-
versity of laboratory test

management methods both between and within prac-
tices. For example, 92% of physicians used different
lab test management strategies than the other physi-
cians within the same practice group. Only half of the
respondents were satisf ied with the method they were
using for at least one of the aforementioned four steps.

Physicians who were satisf ied with their method for
any step were asked to provide more-specif ic informa-
tion about the methods used. Methods were then cat-
egorized, and at least one practice representing each
methodological category was audited. The audits re-
vealed two things: some physicians had developed strat-
egies that worked exceptionally well, and the level of
physician confidence in a system did not always corre-
late with its actual performance. Fortunately, through
this process, we were able to identify excellent meth-
ods for the first three steps (Table 1). One solo practi-
tioner had f igured out how to manage two of the four
steps exceptionally well, and his method became part
of our best combined method.2 The results of this study
have generated more interest from physicians than any
other single project we have undertaken.

Management of Prescription Refills
Buoyed by our success with lab test management,

we decided to pursue another challenge, the manage-
ment of prescription refills. Unfortunately, there was
no simple model or set of steps available from the pub-
lished literature. We realized, after several group dis-
cussions within the practice network, that we could not
count on information gathered from physicians and
patients alone but needed to involve nurses, front of-
f ice staff, and pharmacists in the discussion as well.

Figure 1

Pneumococcal Immunization Contest
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Thus, our ultimate model has taken longer to develop
and is somewhat more complicated than the one for
laboratory test results.

“Best”  was also more diff icult to define because of
the various stakeholders. We agreed that the method
should be eff icient but eff ici ent for whom?—the
physician’s off ice or the pharmacy? And what is the
appropriate balance between eff iciency and patient sat-
isfaction? We also recognized early on that one poten-
tially effective strategy involves reducing the volume
of prescription refills by writing larger prescriptions
with more refills. However, doing so may disrupt other
off ice processes designed to make sure patients come
back for follow-up care.

Because of the complexity of the issue, we were
forced to more clearly articulate the steps involved in
our investigative process. Our current best practices
research method is shown in Table 2. By “conceptual
model,”  we mean a f low diagram that captures all of
the component parts of the process, including, when
appropriate, the steps immediately before and after it.
Determining the meaning of “best”  involves creating a
list of desirable qualities, prioritizing them, and setting
minimum standards for each. The f irst evaluation phase
involves identif ication of potential best practices and
evaluating a representative sample of them. The best
practices for individual steps are then described and
combined. The combined method can then be dissemi-
nated or tested more formally.

In addition to the prescription refill project, we are
currently using this approach to f ind ways to improve
the management of diabetic patients. Other topics that
have been suggested include management of pharma-
ceutical representatives and medication samples, maxi-
mization of evaluation and management coding and
reimbursement, and management of the consultation
and referral process.

Discussion
The best practices discovered by this method were

so simple and made so much sense that they were
quickly adopted a signif icant number of network clini-
cians. Because they were discovered and developed in
real-life practice settings, they had been proven to be
feasible. They had substantial face validity, tended to
be eff icient, and could be carried out by personnel al-
ready available in most clinicians’ off ices.

Prior efforts to improve primary care processes have
used more-traditional research or quality improvement
approaches. For example, to address pneumococcal
immunization rates, researchers, after describing the
size of the problem, might use a theoretical model (eg,
health belief model, theory of reasoned action) to di-
rect their efforts to determine barriers and potential
motivators. They would use this information to design
and test an intervention that, based on the model, ought
to work. This is a fairly lengthy process and is likely to
result in a perfectly reasonable intervention that is less
effective than predicted because it just does not fit the

Table 2

Best Practices Research

Development of  conceptual model
• Literature review
• Interviews and/or focus groups with stakeholders: physicians, nurses,

patients, pharmacists, health insurance companies, malpractice
insurance carriers

• Creation of a unif ied conceptual model and/or list of  components
• Feedback from stakeholders on face validity of  the unif ied model

Definition of “ best”  method
• Determine desired qualities (eg, cost, accuracy, and patient, physician,

nurse satisfaction) and their relative values using Delphi method
• Determine methods to be used to measure each quality
• Set minimum standards for each quality

Identif ication/evaluation of potential methods for each component
• Survey of participating physi cians/nurses to identify ef fect ive methods

for each component (can be one they are using, have heard of, have
thought of  trying, or can envision). This may take more than one
iteration of a Delphi or similar method.

• Selection of methods to be evaluated for each component
• Evaluation of selected methods (chart audits, etc.)
• Time-motion studies of components
• Selection of “best”  method for each component

Combini ng “ best” components
• Assess compatibility of  individual “ best”  methods for each of

components
• Develop combined “ best”  method from best method for each

component if  possible
• Construct combined time-motion study
• Consider for whom the method might not work well and why

Test combined method
• Identify sites that want to test new method
• Measure baseline performance
• Implement new method
• Test performance of new method

Table 1

Summary of Combined Best Method

• Step 1: Tracking Test Ordering
Two people track all tests: (1) someone responsible for the laboratory
and (2) the clinician’s nurse or medical assistant. Single person log-in
and log-out systems appear to be more likely to fail.

• Step 2: Patient Notification
A physician note is written onto the actual laboratory result sheet and
dated. The nurse or medical assistant dates, initi als, and stamps the same
sheet “mailed to patient.”  The sheet is then copied, and the copy is
mailed to the patient with a generic laboratory test explanation sheet.

• Step 3: Documentation
The original laboratory result sheet is put in the chart.

• Step 4: Follow-up
Follow-up may require a tickler f ile system maintained by either the
nurse or appointment secretary.

Practice Management
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f low pattern of a primary care off ice, costs too much,
or for some other reason does not appeal to the clini-
cians or staff. I f  the goal is to understand the process, a
traditional research approach is essential; if the goal is
to f ind a solution, best practices research appears to get
you there more quickly and effectively.

Quality improvement approaches have tended to rely
on assessment, feedback, and goal setting within the
same practice. This is the approach decried by Dr Gre-
gory as frustrating and ineff icient. Primary care prac-
tices generally operate on all cylinders most of the time
and have little time to implement formal quality im-
provement programs. Aside from team building, which
tends to occur naturally in a small group practice any-
way, why should every practice have to struggle to dis-
cover the methods that others have already perfected?

Practice-based research networks are ideal settings
in which to conduct best practices research, particu-
larly when their memberships are large and diverse
enough that the probability of f inding a solution to a
particular problem is reasonably high. Clinicians who
join these networks tend to be interested in discovering
better ways of doing things. They are willing to have
someone come and examine what they are doi ng, espe-
cially if  it will help them or their patients. They are
generally not concerned about competition with other
members of the network and are willing to share their
discoveries and experience.

Any health care system or network of suff icient size
can use a best practices research method, assuming the
members are anxious to improve what they are doing
and willing to share ideas. The Veterans Administra-
tion has been using a best practices method over the
last several years with impressive results.3-5 A group of
12 Medicaid health plans, as part of the Best Clinical
and Administrative Practices Initiative, has also adopted
this strategy.6

There are, however, some signif icant limitations and
disadvantages to the approach. Some processes cannot
be so easily broken down into steps or components. No
one in a particular network or group may have figured
out how to effectively accomplish a particular task. Best
methods for individual steps may be practice specif ic
or may not f it nicely together into a combined best prac-
tice method. Combined best practice sol utions may not
be applicable to all practices (eg, practices with and
without a laboratory technician or practices with and
without an electronic medical record). Finally, since
the research process is not theory driven, solutions tend
to be issue specif ic.

Another potential problem is funding. Research,
which is traditionally directed toward understanding
problems, is more likely to receive external funding
than quality improvement, which is directed toward
solving problems. Best practices research qualif ies as
research because its purpose is to make discoveries that
will be disseminated. However, it resembles quality
improvement since it is focused on solutions rather than
understanding. Our funding, to date, has come from a
pharmaceutical company and from the Oklahoma Foun-
dation for Medical Quality. An Agency for Healthcare
Research and Quality application has been submitted
and awaits review.

Conclusions
In summary, best practices research represents a so-

lution-focused approach to the investigation of the pro-
cesses of clinical care that appears to be effective and
eff icient. I t is applicable to a large variety of the practi-
cal problems faced by clinicians every day. It requires
a large enough group of practicing clinicians who are
not in direct competition and are willing to collaborate
and a small research staff. I t could be done in collabo-
ration with a peer-review organization or an existing
quality improvement team. The f indings can be rapidly
disseminated and implemented, though some on-site
assistance may be required for implementation of more-
complex processes. We hope that others will test and
improve the method and that those already using it will
be empowered to publish their findings.
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