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Best Practices Research

JamesW. Mdd, MD, MPH; Mark E. Gregory, MD

“ Best practices research,” describedin this paper, refersto a sysematic process used to identify,
describe, combine, and disseminate effective and efficient clinical and/or management str ategies devel -
oped and refined by practicing dinicians. It involvesfive 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.)

Thetasks involved in primary care are complex and
varied. Those that involve the process of care, as op-
posed to itscontent, are often poorly taught in medicd
school and resdency, whereitisdifficult to smulatea
real-life practice stuation because of scheduling and
trainingissues, different accesstoresources, and unique
patient populations. As aresult, many of the strategies
required to deliver high-quality primary carein a fu-
ture practicemust be learned “onthejob,” after comple-
tion of training.

Primary care clinicians themselves tend to be inde-
pendent, self-sufficient, and often professionally iso-
lated. Most primary care clinicians do not publish in
peer-reviewedjournals. They donot present at regional
or national meetings. They often do nat even have the
opportunity to sharetheir wisdomwith local colleagues.
In fact, clinicians within the same group practice may
use different methods for handling the same clinicd
tasks and never discuss these methods with practice
partners. Theresult isthat thousandsof extremely bright
people struggle onadaily basiswith the samekindsof
pradice challenges, come up with a variety of solu-
tions, and rarely sharethem withanyone. Their collec-
tive wisdom representsan immense untapped reservoir
of practical information that could, if properly evalu-
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ated, described, and disseminated, improvethe quality
and efficiency of primary care services throughout the
country.

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

Methods
Pneumococcal I mmunization Study

Our firg attempt at implementing a best practices
approach toresearchwasasmall study designedto find
ways to inarease pneumococcal immunization ratesin
primary care settings. In this project, funded by the
Merck Vaccine Divison, sx family physician mem-
bers of the Oklahoma Physicians Resource/ Research
Network (OKPRN) agreedto participatein acontestin
whichthey couldreceive amonetary awardfor 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 provided them with assistance. We
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required them to report, in writing, their current im-
muni zation strategies and planned enhancements, which
hadto be sustainable. They were provided with asum-
mary of the current literature pertaining to the strate-
giesthat had been most effectivein othe settings. Six
physiciansparticipatedinthe study, theresultsof which
are shownin Figure 1.

One physicianwon both awards. Hismethod invol ved
thefollowing components. First, heassigned respons-
bility for pneumococcal immunization to his nurse,
emphasizingthe high level of importance that he placed
on successful immunizations (physcian leadership),
and he provided the nurse with ingructions regarding
indicationsfor thevaccine’ suse (delegation of respon-
sbility). Second, he routinely reviewed his encounter
forms at theend of the day to make sure that the nurse
was giving the vaccineto eligible patients(oversight).
Third, he held special immunization clinics on week-
ends during the fall and linked pneuomococcd immu-
nizationsto influenza immunizations (focus). Severd
of the other clinicians used some, but not all, of these
methods. Therefore it appeared likely that all compo-
nentswererequiredfor optimal performance. Thisfind-
ing, which is compatible with the avdlable literature,
isnow beng 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 thesamevisit between Dr MoldandDr Gre-
gory, Dr Gregory pointed to the large stack of recent
lab test resultson hisdesk and asked for advice regard-
ing how best to handle them. A literature review re-
vealedthat primary carecli-
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management methods both between and within prac-
tices. For example, 92% of physicians used different
lab test management strategies than the other phys-
cianswithin the same pradice group. Only half of the
respondents were satisfied with the method they were
usingfor at least one of the af orementioned four steps.

Physicianswho were satisfied with thar methodfor
any step were askedto provide more-specific informa-
tion about the methods used. M ethods were then cat-
egorized, and at least one prectice representing each
methodological category was audited. The audits re-
veal ed twothings. some physicianshad devel oped strat-
egies that worked exceptionally well, and the level of
physician confidencein asystem did not alwayscorre-
late with itsactual performance. Fortunaely, through
this process, we were able to identify excellent meth-
odsfor the firg three steps (Table 1). One solo practi-
tione had figured out how to manage two of the four
seps exceptionally well, and his method became part
of our best combined method.? Theresultsof thisstudy
have generated moreinterest fromphysciansthanany
other sngle project we have undertaken.

Managenent of Prescription Refills

Buoyed by our success with lab test management,
we decided to pursue ancther challenge, the manage-
ment of prescription refills. Unfortunatdy, there was
nosmplemodel or set of gepsavalablefrom the pub-
lished literature. We realized, after several group dis-
cussionswithin the practicenetwork, that we could not
count on information gathered from physicians and
patients alone but needed to involve nurses, front of -
fice gaff, and pharmacigts in the discusson as well.

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 aticulated four steps

Figure 1

Pneumococcal | mmunization Contest

involved in the process: (1)
tracking, (2) patient notifi-
cation, (3) documentation,
and (4) fdlow-up.! In are- kais
finement of our best prac-
tices research method, we
decided to search for opti-
mal srategiesfor eachof the
seps, rather than assuming
that any single clinician or
practice had mastered all
four steps.

An initial survey of 24
physician members of
OKPRN confirmed the di-
versity of laboratory test
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Tablel

Summary of Combined Best Mehod

¢ Sep 1: Tracking Test Ordering
Two people treck dl tests: (1) someone responsible for thelaboraory
and (2) the clinician’s nurseor medicd assistant. Single person log-in
and log-out systems appear to bemore likely to fail.

* Sep 2: Patient Notification
A physician note iswritten onto the actud laboratory result sheet and
dated. Thenurse or medical assistant dates, initi als, and stamps the same
sheet “mailed to patient.” The sheet isthen copied, and the copy is
mailed to the patient with a generic laboratory test explanation sheet.

¢ Sep 3: Documentation
The original laboratory result sheet is put in the chart.

e Sep 4: Follow-up
Follow-up may requirea tickler file syslem maintained by either the
nurse or appointment secretary.

Thus, our ultimate modd has taken longe to devdop
and is somewhat more complicated than the one for
laboratory test results.

“Bedt” was also more difficult to define because of
the various stakeholders. We agreed that the method
should be efficient but efficient for whom?—the
physician’s office or the pharmacy? And what is the
appropriate balance between efficiency and patient sat-
isfaction? We dso recognized ealy on that one poten-
tially effective srategy involvesreducing the volume
of prescription refills by writing larger prescriptions
with morerdfills. However, doing so may disrupt cther
office 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 sepsinvolved in
our investigative process. Our current best prectices
research method is shown in Table 2. By “conceptud
model,” we mean a flow diagram that captures all of
the component parts of the process, including, when
appropriate, the steps immediately before and dter it.
Determiningthe meaning of “best” involvescreatinga
list of desrable qualities, prioritizingthem, and setting
minimum standardsfor each. Thefirst evaluation phase
involvesidentification of potential best practices and
evaluating a representative sample of then. The best
pradices for individual steps are then described and
combined. The combined method canthenbe dissemi-
nated or tested more formally.

In addition to the prescription refill project, we are
currently using this approach to find ways to improve
the management of diabetic patients. Other topics tha
have been suggested include management of pharma-
ceutical representativesand medication samples, maxi-
mization of evaluaion and management coding and
reimbursement, and management of the consultation
and referrd process.

Table?2

Best Practices Research

Devdopment of conceptual model
« Literature review
« Interviews and/or focus groups with stakeholders: physicians, nurses,
patients, pharmecists, health insurance companies, malpractice
insurancecariers
¢ Creation of aunified conceptud model and/or list of components
* Feedbadk from stakeholders on face validity of the unified modd

Definition of “ best” method
« Determinedesired qualities(eg, cost, accuracy, and patient, physician,
nurse sdtisfaction) and their rdative values using Delphi method
¢ Detemine methods to be used to measure each quality
*  Set minimum standards for each quality

I dentification/evaluation of potential methods for each component

¢ Survey of partidpating phys dans/nursestoidentify effective methods
for each component (can be one they areusing, have heard of, have
thought of trying, or can envision). This may take more than one
iteration of aDelphi or similar method.
Selection of methods to be evaluated for each component
Evaluation of sdected methods (chart audits, etc.)
Time-motion studies of components
Selection of “best” method for each component

e o o o

Combini ng “best” components
¢ Assess compatibility of individual “best” methods for each of
components
« Devdop 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
¢ ldentify sites that want to test new method
¢ Measure basdine performance
« Implement new method
« Test performance of new method

Discussion

The best practices discovered by this method were
s0 smple and made so much sense that they were
quickly adopted asignificant number of network clini-
cians. Becausethey were discovered and developedin
real-life pradice settings, they had been provento be
feasble. They had subgtantial fece validity, tended to
be efficient, and could be caried out by personnel al-
ready available in mogt clinicians offices.

Prior effortsto improve primary care processeshave
used more-traditional research or quality improvement
approaches. For example, to address pneumococcal
immunization rates, researchers, after describing the
sizeof the problem, might use atheoretical model (eg,
health belief model, theory of reasoned action) to di-
rect their efforts to determine barriers and potential
motivators. They would use thisinformation to design
andtest aninterventionthat, based on the model, ought
towork. Thisisafairly lengthy processand islikely to
result in aperfectly reasonableintervention that isless
effective than predicted because it just does not fit the
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flow pattern of aprimary care office, coststoo much,
or for some other reason does not appeal to the clini-
ciansor gaff. If thegod isto understand the process, a
traditional research approach is essential; if the goal is
to find asolution, best practicesresearch appearsto get
you theremore quickly and effedively.

Quality improvement approacheshavetendedto rely
on assessment, feedback, and goal setting within the
same pradice. Thisis the approach decried by Dr Gre-
gory asfrudrating and ingficient. Primary care prac-
ticesgenerally operate on all cylindersmaost of thetime
and have little time to implement formal quality im-
provement programs. Aside from teambuilding, which
tendsto occur naturally in a small group prectice any-
way, why shouldevery practice haveto struggleto 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 finding a solution to a
particular problem isreasonably high. Clinicians who
join these networks tend tobeinterested indiscovering
better ways of doing things. They are willing to have
someone come and examine what they are doi ng, espe-
cialy if it will help them or their patients. They are
generally not concerned aout competition with other
members of the network and are willing to sharetheir
discoveriesand experience

Any health care system or network of sufficient size
can use abest practicesresearch method, assuming the
members are anxious to improve what they are doing
and willing to share ideas. The Veterans Adminisira-
tion has been usng abest preactices method over the
last several yearswith impressiveresults.®** A group of
12 Medicaid health plans, as part of the Best Clinical
andAdministrative Practices| nitiative, hasal so adopted
this strategy ®

Thereare, however, somesignificant limitationsand
disadvantagesto the approach. Someprocessescannot
be s0 easly brokendown into stepsor components. No
one in a particular network or group may have figured
out how toeffectively accomplishaparticular task. Best
methods for individud steps may be prectice specific
or may not fit nicely together intoacombined best prac-
ticemethod. Combined best practice sol utionsmay not
be applicable to all prectices (eg, practices with and
without a laboré&ory technician or practices with and
without an electronic medical record). Finaly, since
theresearchprocessisnot theory driven, solutions tend
to be issue specific.
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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 prectices research qualifies as
research becauseits purposeisto make discoveriesthat
will be disseminated. However, it resembles quality
improvement sinceit isfocused on solutions rather than
understanding. Our funding, to date, has come from a
pharmaceutical company and from the Oklahoma Foun-
dation for Medical Quality. AnAgency for Healthcare
Research and Quality application has been submitted
and awaits review.

Conclusons

In summary, best practices research represents aso-
Iution-focused approachto theinvestigation of the pro-
cesses of clinical care that appearsto be effective and
efficient. Itisapplicableto alargevariety of the practi-
cal problems faced by clinicians every day. It requires
alarge enough group of practicing clinicianswho are
notin direct competition andarewillingto collaborate
and asmall research staff. It could bedonein collabo-
ration with a peer-review organization or an existing
quality improvement team. Thefindings canberapidly
disseminaed and implemented, though some on-site
ass stance may berequiredfor implementation of more-
complex processes. We hope that otherswill test and
improvethe method and that those already usingit will
be empowered to publish their findings.
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