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Chapter 1

This thesis focuses on implementing preventive services in general practice.
Central issues are the quality of preventive care and methods to improve this
quality of care. The study aims at contributing to the body of research on how the
quality of preventive care can be improved and which tools and instruments
should be used. The ultimate goal is to optimise preventive performance in
general practice, assuming that improving the delivery of preventive activities
results in a higher patient participation and thus contributes to a decrease in
morbidity and mortality.
Cardiovascular disease prevention in general practice was used as a test case.
An important role was allotted to implementing guidelines for an effective
organisation of these services and recording risk factors, applying an innovative
multifaceted intervention. A thesis that focuses on the medical and patient's point
of view of our cardiovascular disease prevention programme will be published by
Bernard van Drenth, general practitioner and researcher.

Background
The role of general practice in prevention
Theoretically, general practitioners are in a favourable position to provide
preventive care, as most patients have an ongoing relationship with their general
practitioner over years and about 90% of the patients consult their general
practitioner at least once every three years. Many of these contacts offer
opportunities for primary prevention (e.g. giving information and education on
healthy lifestyles or carrying out immunisation to prevent new cases of diseases
by eliminating the causes of that disease), and for secondary prevention (e.g.
screening for and diagnosing diseases at an early stage).1"3 General practitioners
can therefore play an important role in preventing disease and early death, adding
quality to life.
In the Netherlands, the general practitioner has a central role as the 'gatekeeper1 in the health care system. He is the first health care professional a patient
consults with health problems. He has a continuous relationship with the majority
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of his patients, who are registered with the practice. General practice in the
Netherlands is therefore well suited for providing preventive care, in close
collaboration with other care providers in primary care and hospital settings.

Dutch health policy and prevention
In the eighties, an important shift in health policy took place. Until then, policies
focused on developing and restructuring health facilities (e.g. hospitals,
technologies). In 1982, the World Health Organisation developed the 'Health for
All by the Year 2000 Strategy', in which health targets played a crucial role.4 In
1984, the Regional European Commission of the WHO accepted in a resolution
38 health targets, to be accomplished by 2000 (e.g. in the year 2000 life
expectancy at birth should be at least 75 years in the region, or cardiovascular
mortality among people < 65 has to be decreased by at least 15%).5 By
unanimously accepting the resolution, the member states, including the
Netherlands, decided to implement the agreement to reach health targets. In
1986, following the WHO policy, Dutch health policy focused on 'health' and
therefore on the determinants of health.6 In real terms this meant reinforcing
preventive care and gearing health policy to the developments in the health of the
people. Since 1986 both elements can be found in policy statements. Once every
four years the National Institute of Public Health and the Environment (RIVM)
reports on the health of the Dutch population and the outlook for the future: the
'Public Health Status and Forecasts' publication.7 On the basis of this report, the
Ministry of Health, Welfare and Sports determines which matters should have
priority in its health policy, including both prevention and curative care. Since the
mid-eighties, the aim of Dutch health policy is to extend the healthy life
expectancy of the population, to avoid untimely death and to improve the quality of
life for people with a disease or disability.
In 1989e, 19929, and 199510, health policy documents were presented stressing
the importance of reinforcing prevention. In addition, a specific policy document
devoted solely to prevention was published in 1992.11 In this document, prevention
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in primary care was viewed as one of the priorities: the Ministry requested that the
National Association of General Practitioners and the Dutch College of General
Practitioners make a proposal on the role of general practice in prevention.

Dutch general practitioners and prevention
The discussion among general practitioners on the role of general practice in
preventive activities started in the fifties. In the 'Woudschoten report' (1959) a shift
towards preventive care and its implications for the general practitioner were
described.12 The Dutch College of General Practitioners made a first formal
statement: prevention was one of the twelve basic tasks of the general
practitioner.
In 1970, van den Dool, a general practitioner but also a pioneering theorist on
prevention in general practice, developed and introduced the 'proactive care'
concept, handing the general practitioner an integrated, active approach to
preventive care.'3 A new patient-oriented approach was presented: the proactive
offer of preventive services which is initiated by the physician as compared to
treatment of illness which is usually in response to patients' demands. By means
of case finding the general practitioner could make the most of his favourable
position to provide preventive care. The work of van den Dool had two major spinoffs. Firstly, he triggered a series of studies in Dutch general practice. An
important theme in general practice research started in the seventies concerning
the feasibility and acceptability of the proactive care concept.14"18 Secondly, but as
important, van den Dool inspired, through Tudor Hart, not only Dutch but also
British general practice.19
In 1983 and 1986, the National Association of General Practitioners formalised
the preventive role of general practitioners in 'the Basic Job Description of the
General Practitioner·.20·21 In 1983, the Basic Job Description stated that "the
general practitioner adds to the prevention of diseases by diagnosing severe
illnesses at an early stage; by being alert to the risks of certain groups of patients
and by advising them; and by signalling habits and developments that can
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endanger the patient's health". The tasks described in 1983 were still rather
passive and individual-oriented. The Basic Job Description of 1986 promoted a
more proactive approach. 'Even unasked for" individual-oriented prevention;
structured preventive care to patient groups (for example influenza vaccination for
patients with COPD); and surveillance of risk groups, including case finding, were
promoted.
In 1992, as requested by the Dutch Ministry of Health, Welfare and Sports, the
National Association of General Practitioners and the Dutch College of General
Practitioners wrote a proposal on the role of general practice in prevention.22 They
proposed a more systematic approach in general practice towards influenza
vaccination, cervical screening, cardiovascular risk factor screening, lifestyle
advice, breast cancer screening, and prevention of médicalisation. In this proposal
the proactive approach, which is sometimes haphazardly performed, has explicitly
been completed with the programmed prevention approach.23 This approach
presupposes that all steps in the 'programme' are defined. According to clear task
definitions and divisions, a defined target group is approached and followed-up.
For example, it has to be determined beforehand what target group has to be
approached by whom, how and how often the target group is approached, how
participation is registered, what method of measuring risk factors is used, what is
to be done by whom if measurements are positive, etc.
By formalising the preventive role of general practitioners, the discussion on the
subject was, however, not closed. After more than forty years heavy debates still
take place on whether and for which patients it is the general practitioner's task to
provide preventive services. This is probably because preventive care has certain
characteristics that makes it very different from curative care and makes
prevention a 'hot' topic:
• Preventive care is offered actively to people who feel healthy;
• Although prevention is offered to individuals, it is usually aimed at groups;
• The outcome of prevention is a non-event: a certain disease does not occur;
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• The effects of prevention are not immediately noticeable: mostly it takes many
years before the effects are manifest;
• The effects of prevention can not be guaranteed for everyone participating in
the programme.24
In 1986, Klüver concluded that for general practitioners, by weighing the pros and
cons of prevention, the following four arguments count:
1. the responsibility of general practice for prevention;
2. the acceptability of prevention from the viewpoint of patients;
3. the scientifically proven usefulness of prevention; and
4. the feasibility of prevention in general practice.25
When Verhaak

studied these dimensions among about 500 general

practitioners, he found that only a small majority of general practitioners thought
that prevention was the responsibility of general practice and that prevention was
acceptable from the viewpoint of patients. He also reported that general
practitioners were more negative regarding feasibility26.

Guidelines on preventive care
With the concept of proactive care, the integration of preventive care into general
practice became an important challenge. Many organisations, consensus groups,
and policymakers have designed and promoted guidelines on preventive care.
The Canadian Task Force on the Periodic Health Examination took the lead in
formulating recommendations that would help to integrate preventive activities into
the practices of primary care physicians.27 They developed a rigorous review
process and published a comprehensive document with recommendations in
1979. The U.S. Preventive Services Task Force followed their example in 1989.28
Both task forces disseminate and periodically update preventive service
recommendations concerning history taking and physical examination, health
counselling, immunisation, screening, and pharmacologic preventive interventions.
They have helped to clarify which services are most important and should be
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provided by practitioners, what the actual guidelines should be, and the
importance of evidence-based guidelines.
In Great Britain the National Health Service implemented in April 1990 'the new
contract', which made health promotion a specific obligation under general
practitioners' terms of service.29 General practitioners were obliged to give "advice,
where appropriate, to a patient in connection with the patient's general health, and
in particular about the significance of diet, exercise, the use of tobacco, the
consumption of alcohol and the misuse of drugs or solvents" as well as to offer
"consultations and, where appropriate, physical examinations for the purpose of...
reducing the risk of disease or injury". In addition, general practitioners could claim
fees for health promotion clinics. Recently, the British health promotion scheme for
general practitioners has been renewed several times to "fashion a system with
greater accountability, greater equitability and greater scientific validity, as well as
greater professional freedom, recognising in particular the value of opportunistic
intervention".30
In the Netherlands, the Dutch College of General Practitioners has been
involved since 1987 in national guideline setting, including guidelines on
hypertension, hypercholesterolemia, and screening for malignancies of the
breast and cervix.

Barriers to preventive care and strategies to overcome these barriers
Research in different countries indicates that rates of preventive activities in
primary health care are generally low, suggesting that clinical practice guidelines
have not been optimally implemented.3139 Optimal implementation of guidelines is
essential for achieving a high quality of preventive care.
An important reason for the gap between recommended and actual performance
may be that, in implementing guidelines, barriers to preventive performance are
often neglected. The provision of preventive services may be influenced by
physician factors, like positive or negative attitudes towards prevention or the
presence or absence of necessary skills. Other influencing factors may concern
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health care delivery system or practice factors (e.g. organisation of services,
reimbursement system, medical record system) and patient factors (e.g. health
beliefs, compliance).3739 Therefore, different interventions may be needed to
optimise preventive activities, adapted to the specific features of the innovation,
the target group, the setting, and the barriers encountered.
Studies on the improvement of preventive services and the barriers within this
process often mention four interventions -frequently combined- to overcome
barriers37-38,40"61: (1) education, either continuing medical education or residence
training, targeted at changing knowledge of guidelines, skills, or attitudes;
(2) practical, office-based systems, including a series of tools or practice aids to
guide or remind patients, physicians, or other personnel (e.g. reminders,
checklists, prompting systems, protocols, recall systems, tracking systems, the
involvement of other personnel); (3) reimbursement, and (4) developing agreed
upon guidelines.
For at least 15 years efforts have been made to improve the provision of
preventive care. The emphasis is often on education, aiming at changing
knowledge and attitudes of general practitioners, in order to change behaviour.62
The question is whether this is an effective approach. More recently, improving the
organisation of preventive services draws the attention.37'39,47'49·51'5258"60 Many
studies have shown that the practical ability to detect and follow-up patients at risk
are crucial for improving the quality of preventive care. A variety of organisational
changes have clearly been shown to be effective and are increasingly recognised
as essential elements in improving the delivery of preventive services. "One of the
most important ideas to evolve from recent primary care research is that the
delivery of preventive services can be improved by certain modifications in the
physician's practice environment... Through modifications in the practice
environment, preventive medical care can become a standard part of every day
practice."38
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Effectively implementing guidelines and improving care: the outcomes
of reviews
A number of reviews have focused on strategies for implementing guidelines
and improving primary care.63"72 In general, these reviews point to the limited
effectiveness of providing educational materials or traditional continuing medical
education (CME). The relationship between improving cognitive knowledge and
performance is not clear. The traditional CME approaches have not proved to be
successful beyond increasing practitioner's awareness of an issue. The more
innovative approaches, which incorporate performance feedback or face-to-face
encounters, appear to have been more successful. Explicit guidelines, face-toface education, feedback, or reminders seem to be effective, or at least promising
methods. Lomas and Haynes, Grol, Wensing, and Davis pointed to the
effectiveness of intensive, multifaceted interventions in particular. "Different
approaches for changing clinical practice may be valid and effective, provided that
they are adapted to the specific features of the change proposal, the target group,
the setting, and the obstacles to change encountered".73
Given the numerous influencing factors in preventive care, it can be assumed
that, in the field of prevention, multifaceted interventions may be very effective,
dealing with different types of barriers at the same moment. It is, on the other
hand, also possible that specific interventions may be particularly effective
because they focus on factors that are crucial in the field of prevention. For
example, a negative attitude towards prevention may be changed through peer
influence and the problem of forgetting to perform preventive activities may be
solved by continuously reminding the provider to actively offer a procedure.
In the field of prevention, the outcomes of reviews are not conclusive, and
insight into the effectiveness of different methods is limited. It was concluded in
some reviews that introducing office systems is an effective strategy in promoting
cancer screening by primary care physicians31, as are computer-based clinical
reminder systems for some procedures in the ambulatory setting.32 A review on
immunisation delivery methods concluded that

many factors affect the
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effectiveness of interventions, including characteristics of the target population,
baseline coverage rate, vaccine efficacy, and the knowledge, attitudes, and
practice of providers.34 Concerning breast cancer screening, it was concluded that
"several interventions, notably reminders and audit and feedback, can increase
physician use of mammography, whereas others, such as physician and patient
education, are somewhat less effective".35 In a review on diagnostic and
preventive performance in ambulatory care, the effect of reminders seemed to
exceed that of traditional

methods of feedback.33

Finally, one review

recommended "a combination of practical approaches to physicians and
administrators".36

Theoretical models to implement guidelines and the stages of change
Implementing innovations is a step-by-step process. To implement guidelines in
general practice, several steps must be taken. Various models identify steps that
can be summarised in the following stages:67

Orientation

· giving attention to and becoming informed of the guidelines
• feeling interest and commitment for these guidelines

Insight

· understanding the guidelines
• being aware of (gaps in) own performance as compared to the
guidelines

Acceptance

· adopting a positive attitude towards the guidelines
• intending to change, to adhere to the guidelines

Change

· actually implementing the guidelines in daily practice, experimenting
• recognising positive changes, consolidating the changes

To effectively implement guidelines, practice members involved in the process of
implementation must go through all the stages of the model. In each stage of the
model

different

barriers

can

present

themselves

that

hinder

effective

implementation of a guideline. These barriers may vary depending on the
behaviour to be changed, the technology involved, the type of practitioner, and the
setting in which change is to be promoted.
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Outreach visits: an effective method to implement preventive services?
A promising method for implementing preventive services is 'outreach visits' by a
trained person who provides individual assistance at the physician's office.
Outreach visitors are sometimes physicians who visit colleagues, addressing their
knowledge or skills.74"80 A related approach has been developed, consisting of
outreach visits by mostly non-physician visitors or facilitators'.81"89 Facilitators
focus on both organisational and educational barriers of the practice team.
Facilitators do not see patients themselves; they are a resource of information and
provide the additional stimulus required to change working patterns.
The findings on the effectiveness of outreach visits concerning preventive care
are not univocal; some studies concluded that the strategy was effective, while
sometimes it turned out to be ineffective. A better understanding of what makes
outreach visits effective is required: "cumulative progress in designing and refining
successful interventions will be difficult to achieve until researchers begin looking
inside the black box, measuring and analyzing the provider's beliefs, attitudes,
reactions and judgements in some detail".90 To explore what elements work and
why, it is important to gain insight into the process by which successful
interventions have worked and unsuccessful ones failed. It is also important to
gain insight into the circumstances under which an implementation programme is
or is not successful.

Implications for this thesis
The intervention to be tested
We developed an intervention strategy to be tested in general practice, based on
the available knowledge on effective implementation of innovations. The principles
of our intervention are:
• implementing innovations is a step-by-step process;
• adapting the intervention to the specific target group, setting, and barriers is
important;
• multifaceted interventions, aiming at multiple barriers, are particularly effective;
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• clear guidelines are important;
• improving the organisation of services is important;
• outreach visits by a trained person who provides individual assistance at the
physician's office is a promising method to implement preventive activities in
general practice.

"Implementing changes is usually not a single action but involves a well planned
step-by-step process, including a combination of interventions, linked to specific
obstacles to change".73 In our study, we hypothesised that a trained nurse
outreach visitor carrying out an intervention that combined several effective
methods, would be successful in implementing preventive services in general
practice. An intervention strategy was developed in which a nurse outreach visitor
was seen as the 'carrier* of a set of interventions, focusing on the implementation
of guidelines to organise preventive services. Innovations were to be implemented
in successive steps.
The intervention strategy we developed consists of the following steps:
Firstly, the practice team is informed about the guidelines, to gain their interest in
the organisational aspects of prevention. Secondly, data are gathered on how the
practice organises prevention. Following this practice analysis, a personal
feedback report is written by the nurse visitor. The practice team and the outreach
visitor discuss the results of this analysis. The aim of this step is to give the team
better insight into their own situation and to create awareness of gaps in actual
performance. Thirdly, the practice team together with the outreach visitor draw up
a plan of action to optimise daily routines. Fourthly, the practice is supported in
implementing the planned changes during consecutive visits. If necessary,
information or education is provided to change knowledge, skills, or attitudes.
Standardised instruction materials are provided if needed. Finally, visits are made
to discuss progress and barriers to secure the consolidation of changes. The
practice is also provided with practical tools to self-monitor their progress. During
this last phase, the outreach visitor gradually withdraws from the practice.
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The nurse outreach visitor applies this four-step intervention in each practice.
The number of visits, however, depends on the needs and wishes of the practice
team.

Therefore, the following intervention strategy was developed to be tested in
general practice:
1 Introductory visit involving all team members in the practice. Outreach
visitor informs practice team about prevention and guidelines to organise
preventive services
2 Outreach visitor carries out a practice analysis to find out daily routines
in relation to the guidelines and writes a report

Step 1
Orientation
Step 2
Insight

3 Discussion with practice team on the findings of the analysis, as reported
in the feedback report
4 Outreach visitor and practice team draw up a plan of action, describing
intended changes
5 Outreach visitor supports practice team in implementing the planned
changes

Step 3
Acceptance
Step 4
Change

6 Outreach visitor provides tools to monitor progress
7 Outreach visitor gradually withdraws from the practice
Prevention of cardiovascular disease
In this thesis cardiovascular disease prevention was taken as a test case. In the
'Continuous Morbidity Registration' study (1971-1992) it was shown that
hypertension, obesity, ischaemic heart disease, and hyperlipidaemia were among
the ten most common chronic diseases in general practice, with new cases arising
each year. With the ageing of the population, the prevalence of cardiovascular
morbidity in general practice is increasing.91 About 40% of the yearly mortality in
the Netherlands is caused by cardiovascular disease mortality, as is the case in
most of the industrialised countries. By improving the detection and follow-up of
patients at risk, future benefits like a decrease in morbidity and mortality from
heart disease can be reached. The importance of prevention of cardiovascular
disease is acknowledged by many parties in the health care system of the
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Netherlands. General practitioners could use their contacts with patients currently
in good health but manifesting risk factors to provide preventive services aimed at
reducing the risk of cardiovascular events like myocardial infarction or stroke. Risk
factors which may be modified by lifestyle changes and pharmacologic
interventions include hypertension, smoking habits, cholesterol level, obesity, and
alcohol intake.

In 1987, the Ministry of Health published a policy document solely devoted to
the prevention of cardiovascular disease92, based among others on the advice of
the Health Counsel and previous research findings (RIFOH project).93·94 The
Ministry aimed at a combined strategy, including measures that concern the whole
population (e.g. measures to decrease cigarette smoking or the salt intake of the
Dutch population) and measures that concern people or groups at risk of
cardiovascular disease (e.g. people with positive risk factors). The Health Council
viewed hypertension as one of the most important risk factors to be detected and
managed by the general practitioner. General practice was preferred because that
was also the place where follow-up and treatment was to take place. Detection
could occur through case finding, to be completed with a personal invitation for
those patients who did not often visit the general practitioner. If the blood pressure
was elevated, a multifactorial risk profile was to be drawn up. For these purposes,
they advised a blood pressure measurement once every five years, the availability
of a sex-age register in the practice, and a standardised protocol for blood
pressure measurements for the practice nurse.
Towards the nineties, the discussion concerning usefulness of screening for
cardiovascular risk factors intensified. There was especially controversy about
whether the programmes should be directed towards the whole population or
towards high risk groups or both. More recent Dutch publications concerning the
prevention of cardiovascular disease show a cautious approach towards
screening for hypertension or hypercholesterolemia.23'2,1·95"98 Screening for these
single risk factors is not recommended, while preventive research and follow-up
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are recommended for those patients with multiple risk factors. To know whether
multiple risk factors are present, however, one has to find these various risk
factors first and organise practice activities in such a way that it is possible to find
these risk factors.
The discussion on the 'best' target population for cardiovascular preventive
activities in general practice in not over yet.99"102

Guidelines to improve cardiovascular preventive services
To develop explicit guidelines, our study directly built on the outcomes of
previous studies on cardiovascular disease prevention in the Netherlands. The
Nijmegen Intervention Project (NIP) showed that the prevention of cardiovascular
disease in general practice was feasible and effective, provided that practices had
adopted a strict practice organisation with surveillance of hypertensive
patients.16,103·104 Otherwise, there was a tendency for preventive care to be
neglected once the study period was over. The study not only clearly revealed the
importance of the practice organisation and the availability of a follow-up system,
but also showed the importance and feasibility of delegating tasks to the practice
nurse.
Similarly, the RIFOH project showed that cardiovascular prevention was feasible
in general practice if certain conditions were met:
• the practice organisation had to be adapted to enable a systematic approach
and surveillance of patients at risk;
• an experienced practice nurse and a working space for her were crucial;
• the reimbursement of services was important;
• external practical support was needed.94
Moreover, interviews took place with experts in the Netherlands and in Great
Britain. Additional information was derived from the Dutch College of General
Practitioners' national guidelines on cardiovascular disease prevention in general
practice and other relevant literature.82·97,98·105"110 Identifying the population at risk
and a standardised way of working (systematic or programmed prevention) were
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described as essential elements of correctly performed preventive activities. The
availability of a sex-age register and delegating tasks were seen as important
conditions for these elements. Surveilling patients, registering activities and
recording risk factors were also seen as crucial elements.
Putting together all this information, we came up with five sets of guidelines:
• guidelines to systematically invite patients for a cardiovascular risk consultation;
• guidelines to systematically keep patients under surveillance;
• guidelines to systematically register activities;
• guidelines to implement a standardised way of working, including delegating
tasks to the practice nurse;
• guidelines on recording risk factors.
In a consensus procedure these guidelines were assessed for relevance,
applicability, and feasibility by 10 expert general practitioners and 10 practice
assistants who had experience with providing cardiovascular preventive care.
Thus, a coherent set of guidelines for organising preventive services was drawn
up on detecting patients at risk (two guidelines), their follow-up (four guidelines),
registering preventive activities (one guideline), and teamwork within the practice
(three guidelines). In addition, three guidelines on recording risk factors were
developed.
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The following guidelines on organising services and recording risk factors were
agreed upon and selected as the guidelines to be implemented in general
practice:

Detection of patients at risk
- Proactively invite of patients at risk
- Sex-age register available
Follow-up of patients
- Make a follow-up appointment with the patient
- Provide an appointment card
- Register the reason for follow-up in the appointment book
- Contact patients who fail to attend an appointment
Registration of preventive activities
- Register preventive activities systematically in a log book
Teamwork within the practice
- Delegate preventive activities to the practice nurse
- Written protocols for all team members available
- Hold regular, scheduled, meetings
Recording risk factors in the patient record*
- Record obligatory risk factors (blood pressure, individual history, family history,
and smoking); if one or more of the first three risk factors indicate an elevated risk,
additionally measure and record conditional cardiovascular risk factors (serum
cholesterol, weight, and alcohol intake)
- Make entries concerning a risk factor, irrespective of whether or not it indicates an
elevated risk
- Record entries separately from the regular consultation notes
* See also thesis by B. van Drenili

Research

questions

In order to design and refine an effective intervention for implementing preventive
services in general practice, it is crucial to identify barriers that hinder the
provision of preventive services; to design an intervention programme that aims at
overcoming these barriers; to test whether this programme is effective in
overcoming the barriers; to assess the process by which the programme is or is
not effective; and to refine the programme according to the experiences of those
carrying it out.
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The thesis' objective was to gain more insight into the effective implementation
of preventive services in general practice. In particular, the effectiveness of a
multifaceted outreach visit intervention was tested, focusing on implementing
guidelines for the organisation of cardiovascular preventive services and recording
risk factors in general practice. The scientific and practical value of this method of
implementation was determined.
The following research questions were formulated:
1. What is the effectiveness of alternative Interventions to improve the delivery of
preventive services?
2. What barriers to prevention present themselves in general practices?
3. What are the effects of a multifaceted outreach visit intervention on adherence
to guidelines for organising cardiovascular disease prevention, as compared to
a feedback intervention and the data of a control group?
4. What are the effects of a multifaceted outreach visit intervention on cardiovascular risk factor recording, as compared to a feedback intervention and the
data of a control group?
5. How do outreach visits vary among practices (in number and activity) and what
factors determine this variation?
6. What are the experiences of general practitioners and practice nurses after 18
months of implementing our programme?

Structure of this thesis
Chapter 2 provides a systematic review of the literature on the effectiveness of
various methods aimed at professionals to improve preventive activities in general
practice. In Chapter 3, barriers to providing cardiovascular preventive care in
general practice are described. Chapters 4 and 5 explore the effects of our
intervention, both on the organisation of preventive services and on the recording
of cardiovascular risk factors. We look inside the black box of the intervention in
Chapters 6 and 7. In Chapter 6 we try to gain insight Into the process by which
successful interventions have worked and unsuccessful ones failed. In Chapter 7
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we explore the circumstances under which our implementation programme was or
was not successful. Finally, in Chapter 8, conclusions are drawn and the results of
the different studies are discussed.
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Abstract
Objectives. Insight into the effectiveness of different methods to improve
preventive performance in primary care is limited. A systematic literature review
was performed, addressing the question: What is the effectiveness of alternative
interventions to improve the delivery of preventive services?
Methods. A Medline search was performed, combined with a manual search in 21
scientific journals and in the Cochrane Collaboration on Effective Professional
Practice Register of trials. After literature was selected for inclusion, data were
extracted from the studies by two independent researchers. Descriptive overviews
and an exploratory comparison of the relative effectiveness are presented.
Results. 58 studies were included, comprising 86 comparisons between
intervention and control group. Most interventions were found to be effective in
some settings. Improvements in performance following interventions were small to
moderate. An exploratory comparison of the relative effectiveness of the different
interventions indicated that 'multifaceted interventions including reminders'
seemed to result in the greatest improvements.
Conclusions. Effective interventions to increase preventive activities in primary
care are available. Detailed studies are needed to understand what components
of interventions are effective and what factors influence the implementation of
preventive services.
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Introduction
Because of their accessibility to the patient population and their long-term
relationship with patients, primary care physicians hold a strategic position to
deliver preventive services. Research in different countries documents, however,
discrepancies between evidence based guidelines and objective measures of
what is done in practice.1-6
A number of reviews have focused on strategies for implementing guidelines
and improving primary care.716 In general, these reviews suggest that providing
educational materials or traditional continuing medical education has little effect.
Several authors pointed to the effectiveness of intensive, multifaceted interventions in particular.8·11,12,14 Given the numerous influencing factors of preventive
care17"19, it can indeed be assumed that multifaceted interventions would be very
effective. It is also possible that specific interventions may be particularly effective
in the field of prevention, because they focus on factors that are crucial in that
area. For example, the problem of forgetting to perform preventive activities may
be solved by reminding procedures.
In the field of prevention, it was concluded in some reviews on primary care that
introducing office systems is an effective strategy in promoting cancer screening1,
as are computer-based clinical reminder systems for some procedures.2 In a
review on diagnostic and preventive performance, the effect of reminders seemed
to exceed that of traditional methods of feedback.3 A review that focused on
immunisation delivery methods concluded that many factors affect the
effectiveness of interventions, including characteristics of the target population,
baseline coverage rate, vaccine efficacy, and the knowledge, attitudes and
practice of providers.4 Concerning breast cancer screening, it was concluded that
"several interventions, notably reminders and audit and feedback, can increase
physician use of mammography, whereas others, such as physician and patient
education, are somewhat less effective".5 Finally, one review recommended "a
combination of practical approaches to physicians and administrators".6
So, the outcomes of reviews are not conclusive, and insight into the
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effectiveness of different methods is limited. This article reports the results of a
systematic and critical analysis of studies describing the effects of different
interventions to promote preventive activities of primary care professionals. We
focused on professional, organisational, financial, and regulatory interventions to
improve the provider's preventive activities20, assuming that improving the delivery
of preventive activities results in a higher participation of patients and contributes
to a decrease in morbidity and mortality. In this study the following question is
addressed: What is the effectiveness of alternative interventions to improve the
delivery of preventive services?
The effectiveness of various interventions is described and an exploratory
comparison of the relative effectiveness of different interventions is performed. A
more detailed review will be published in the Cochrane Database of Systematic
Reviews.21
Method
Search strategy
Three sources of studies on implementing prevention in primary care were used:
(1) A computerised search was conducted in Medline (period 1966-1995) using
Medical Subject Headings (MeSH) if available (Appendix 1). The search consisted
of two parts. Search A used keywords that refer to implementation (set 1)
combined with keywords that refer to preventive activities in primary care settings
(set 2). Search В used the implementation set (set 1) combined with keywords
that refer to test ordering behaviour (set 3), followed by a manual selection of
studies performed in primary care. Test ordering behaviour was chosen because
many preventive activities involve the ordering of a specific laboratory or
diagnostic test (e.g. to determine the cholesterol level, to have a mammography,
or to have a Pap smear analysed);
(2) The Tables of Content' of 21 scientific journals (1980-1995) were manually
searched (Appendix 2), focusing on all studies on implementation of guidelines
and changes;
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(3) Studies were identified through the Cochrane Collaboration on Effective
Professional Practice (CCEPP) Register of trials (November 1995).22
Inclusion criteria
Studies were reviewed by two researchers using the following criteria:
a. Research design: randomised controlled trails (RCT) and controlled before-after
studies (CBAs). Interrupted time-series analyses were included only if a control
group or condition was used.
b. Participants: primary care professionals with responsibility for patient care.
Professionals deliver primary care if they are directly accessible to patients for
all types of health problems. General practitioners, family physicians, general
internists, and practice nurses are examples of primary care providers.
с Guidelines: availability of some implicit or explicit recommended course of
action.
d. Interventions: any type of professional, organisational, financial, or regulatory
intervention, aimed at professionals to improve preventive activities, i.e.
activities to prevent (e.g. counselling, immunisations) or detect diseases in an
early stage (screening).
e. Outcome measures: any objective measure of professional performance. Selfreported behaviour outcomes were only included if they concerned patientspecific outcomes. Attitude and knowledge outcomes were excluded.
f. Only articles written in English, German, or Dutch were included.
Data extraction
For each of the selected studies, two of the authors (ΜΗ/MW) independently
completed two standardised checklists. These lists were based on the CCEPP
checklist.23 One list concerned the methodological characteristics of the study (e.g.
the research design, the method of allocating the intervention, the type of control
condition, the size of the study), the health care setting and the explicitness of the
guideline. The second list concerned the intervention(s) and the outcomes. Using
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the CCEPP taxonomy, four categories of interventions were distinguished:
professional, organisation, or financial system oriented interventions and
regulatory interventions (Box 1). For each outcome we reported the specific
outcome measures it concerned, e.g. the number of patients treated (tested,
immunised, etc) in accordance with the guideline or the number of professionals
adhering to the guideline. Each outcome was included only once, although some
publications reported a specific outcome in different ways. Because this review
focuses on interventions that were aimed at providers, provider outcomes were
preferred over patient outcomes; if both were reported, patient outcomes were not
included. Subgroup analysis outcomes were not included. The scoring of each
study was discussed and consensus was reached.

Analysis
Comparisons between intervention groups and control groups or conditions were
analysed. Some studies included more than one intervention group, implying that
the control group was used more than once. The effects of different interventions
are described, categorised into single and multifaceted interventions. For each
comparison one performance score was used; if several preventive procedures
were reported in a study (e.g. the percentage of patients screened for cervical or
breast cancer) an unweighed mean score was used. The differences between
intervention and control group data were determined.
An exploratory approach is taken to compare the relative effectiveness of
different interventions. For this analysis, a selection was made of studies that (a)
used a comparison group in which the control group did not receive any
intervention, and (b) used a RCT design, excluding those comparisons with
reported different baseline performance in the study groups. Comparisons using
RCTs in which no baseline performance was measured were included.
Furthermore, only outcome measures that were used frequently were selected for
this analysis. Data on post-intervention performance of the intervention group
were compared with post-intervention data of the control group.
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Professional Interventions
Information transfer

Educational materials:
Distribution of educational materials, including for
example papers, reports, distant learning methods and
audiovisual or computerised programmes
Group education outside the physician's office:
Transfer of knowledge or skills through educational
conferences, including for example courses, seminars,
and skills training programmes

Learning through social
Influence

Individual instruction at the physician's office
Provision of individual assistance by a trained person
visiting the physician's office, in order to provide
information in a face-to-face contact
Peer review groups
Quality improvement activities in small groups including
for example peer review groups, consensus
development, discussion of data and industrial quality
circles

Feedback

Reminders

Local opinion leaders
Use of providers explicitly nominated by their colleagues
to be 'educationally influential'
Provision of a summary of clinical performance after the
performance concerned, based on medical records,
computerised data-bases or other sources of information
Provision of prompts to perform specific actions, before
the performance is executed, including for example
decision support systems, patient specific and generic
concurrent reports and administrative reminders

Organisational Interventions
Activities aimed at influencing the organisation of
services, including for example the process of care
(teamwork, delegation of tasks), the structure of care (the
invitation and follow-up system) and the content of care
(provision of health charts, flowsheets)
Financial Interventions
Provision of financial rewards or penalties to
professionals or institutions for performing specific
activities, including internal resources management and
patient-mediated financial interventions
Regulatory interventions
Establishing rules for reimbursable services and for
supply of care (e.g. by restricting the number of referrals
or by enacting rules for indication)
Box 1 . Interventions to promote preventive care in primary care
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Results
(1) Study characteristics
Fifty-eight studies met the inclusion criteria. These studies varied widely with
respect to most study characteristics (Table 1).
Almost 90% of the investigations were published between 1985 and 1995.
Seventy-five percent of the studies were carried out in the United States. The 58
studies comprised 37 RCTs. About 60% of the studies used a 'no intervention'
control group. In 10 studies patients were the unit of allocation. In 41 studies,
however, patients were the unit of analysis. The number of professionals for whom
post-measurement data were obtained varied between less than 5 professionals
and more than 200 professionals; in 19 studies (33%) the number of professionals
from whom post-measurement data were obtained could not be determined by the
authors. Most studies contained at least 100 patients before and after intervention;
in 13 studies the number of patients could not be determined by the authors and
one study did not include patients at post-test.

(2) Description of the effects of single interventions (Appendix 3)
Information transfer
Eight comparisons were included, all using a randomised control group in which
no intervention took place.
Three comparisons tested educational materials.24"28 One comparison reported
the number of appointments per patients (difference 0.7, not significant).25 For a
second comparison, neither baseline nor post-intervention data were available; it
was reported that 'no significant differences were found'.24 The third, in which free
patient education materials were provided, reported a significant difference in
favour of the intervention group of 12%.26
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Study characteristics (л » 58)

Year of publication

Setting: country

Setting: training
Guideline(s)
Study design
Control condition
Unit of allocation
Unit of analysis

Mean length of measurement
period
(N = 40)
Second post-measurement
Number of professionals at
post-measurement
(N = 39)
Number of patients at postmeasurement
(N = 44)

1976-1979:
1980-1984:
1985-1989:
1990-1995:
USA:
Canada:
UK:
Australia:
other:
yes:
no:
explicit:
implicit:
Randomised Controlled Trial:
Controlled Before After study:
Cohort study:
no intervention:
other intervention:
individual professionals:
teams/institutions:
patients:
individual professionals:
teams/institutions:
patients:
other:
?:
mean:
SD:
minimum:
maximum:
yes:
no:
mean:
median:
SD:
range:
mean:
median:
SD:
range:

2 (3%)
5 (9%)
26 (45%)
25 (43%)
44 (76%)
6 (10%)
4 (7%)
2 (3%)
2 (3%)
34 (59%)
24(41%)
40 (69%)
18(31%)
37 (64%)
17(29%)
4 (7%)
35 (60%)
23 (40%)
11 (19%)
37 (64%)
10(17%)
12
4
41
2
1
14 months
14
3
60
10(17%)
48 (83%)
64 professionals
42 professionals
59
1 -264
3260 patients
1268 patients
6887
102-42658
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Five comparisons focused on education.26"29 Differences between experimental
and control groups varied between -4% and 31%. In four out of these five
comparisons, the differences were in favour of the experimental group and were
statistically significant results.26,28,29 The greatest differences were reported in two
intervention groups in one study, in which a small group discussion and a
teleconference took place on either hypertension monitoring or colorectal cancer
screening and physicians received a newsletter.29

Learning through social influence
Three comparisons were included, all testing individual instruction and all using a
randomised control group.30,31
As compared to a 'no intervention' control group, a tutorial session for oneor
two physicians resulted in a statistically significant difference in preventive
services of 44%.30
In two comparisons, individual instruction during a visit by a courier or a
facilitator resulted in a statistically non-significant difference of, respectively, 5%
and 15% in the percentage of physicians adhering to the guidelines, as compared
to a control group which was sent information by post.31

Feedback
Four comparisons were included.25,3234 One comparison reported the number of
appointments per patients (RCT, difference 0.8, not significant).25
In two comparisons, differences in preventive services between experimental
and 'no intervention' control groups varied between 4% (RCT) and 26% (CBA),
both being in favour of the experimental group and both being statistically
significant results.32,34 The most effective intervention added anonymous peer
comparisons to the feedback.34
One comparison (RCT) reported neither pre- nor post-intervention data: no
significant difference was found between graphical and tabular feedback.33
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Physician reminders
Thirteen comparisons were included.32·39"48
Ten comparisons used randomised 'no intervention' control groups. One
comparison reported no data on performance.44 The remaining comparisons
showed differences in post-intervention data varying between 6% and 24%. 3 2 · 3 Μ 2
In all comparisons the differences were in favour of the experimental group and
seven of these were statistically significant results.
Two comparisons used non-randomised 'no intervention' control groups,
reporting differences of respectively -2% and 8%.43iS The difference of 8% was in
favour of the experimental group and statistically significant.45 The second
comparison did show an increase in preventive services in the reminder group;
baseline performance scores in the control group were, however, comparable with
final intervention data.43
A last comparison used non-randomised groups in which the control group also
had an intervention.46 The physician reminder was as effective as handing the
patient a handout and a questionnaire about the current preventive status, which
was to be given to the physician.
Organisational intervention
Four comparisons were included.
Two comparisons in one study, using randomised groups in which the control
group also had an intervention, showed that screening and referral to a counsellor
by nurses, either with or without an additional meeting with that counsellor on the
screening day, resulted in small differences in post-intervention data (6% and 3%)
as compared to the control group in which patients were only screened by
nurses.47
One comparison using a non-randomised 'no-intervention' control group,
showed that booking appointments at 10 minute intervals was effective in
significantly increasing preventive services.48
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A last comparison (CBA) showed that, when a nurse practitioner offered screening
performed during a routine visit, 30% more patients were treated compared to a
control group in which the physician received a generic patient reminder.49
Financial intervention
No comparisons involving only financial interventions were included.
Regulatory intervention
No comparisons involving only regulatory interventions were included.
(3) Description of the effects of multifaceted interventions
Combinations with feedback (Appendix 4)
Twenty-three comparisons were included.25'28'33,40·50"63 Three comparisons (RCTs)
reported the number of appointments per patient; the statistically non-significant
differences varied between -1 and o,6.25,53,54
Five out of the remaining 20 comparisons used randomised 'no intervention'
control groups. Differences in preventive services varied between 4% and
57o/0 28,40,50,51 д|| comparisons w e r e ¡ n favour of the experimental group and three
of these were statistically significant results. The most effective intervention
combined several components. Physicians were prompted monthly to schedule
visits with 'due' patients; physicians were fully reimbursed; nurses, who largely
carried out the package, received training in counselling skills; and tools, such as
protocols, were provided.50
Five comparisons used randomised control groups which also had an
intervention.33'52,55,56 In two comparisons in one study, the intervention groups
showed somewhat greater improvements than the control group. All groups including the control group- received written materials, a didactic presentation, and
cumulative group audit results concerning influenza and

mammography

performance. The intervention groups in addition carried out a self-audit on one of
these topics.52 The third comparison showed similar improvements in both groups:
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adding a patient reminder to quarterly audits and the offering of a health
maintenance flow sheet -which were also provided to control physicians- resulted
for less than half of the subjects in minor significant differences.55 The fourth
comparison showed that similar effects came after feedback which was discussed
in small groups, with (experimental group) or without (control group) extra monthly
feedback including a peer comparison.56 The last comparison reported neither prenor post-intervention data: no significant difference in preventive services was
found between graphical feedback plus a follow-up visit by a medical facilitator
and tabular feedback.33
Five comparisons used non-randomised 'no intervention' control groups;
differences varied between -2% and Ιδ'/ο.57"60 In three comparisons the
differences were in favour of the experimental group and all of these were
statistically significant results.58,59,60 The most effective intervention provided a
lecture with a biweekly feedback conference, along with a health maintenance
checklist.59
Five comparisons used non-randomised groups in which the control group also
had an intervention.61"63 In two comparisons in one study, a training session
combined with providing health charts -the control condition- was significantly
more effective than additional group sessions including feedback only or
combined with promotion of the team concept.61 In one comparison the statistically
significant difference was in favour of the intervention group: feedback along with
a financial incentive was more effective than feedback as a single strategy.62 In
two comparisons in one study it was unclear whether there were differences
between the two groups.63

Combinations with physician reminders (Appendix 5)
Seventeen comparisons were included.34·35·46,64"75
Five comparisons used randomised 'no intervention' control groups.35,64"66
Differences between groups varied between 7% and 35%; all were in favour of the
intervention group and four of these were statistically significant results. 35,6 " 6 The
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most effective intervention provided educational material along with a brief training
session, and physician and patient reminders.65
Seven comparisons used randomised groups in which the control group also
had an intervention.67'72 In four comparisons, the interventions were compared to
physician education. Differences varied between 5% and 32%, all being in favour
of the intervention group and all being statistically significant results.68-70,71 The
greatest difference came after adding a patient specific reminder to five weekly
seminars, which were also offered to the control group.68 In two comparisons, the
interventions were compared to a physician reminder, showing statistically
significant differences of 7% and 14%.69·72 The greatest difference was shown in
an intervention providing a physician reminder along with a patient reminder.69 A
last comparison showed a statistically significant difference of 12% in favour of the
experimental group. Physician reminders were combined with a breast awareness
programme; a telephone appointment line and rescheduling system; patient
reminders by telephone and postcard; and an elimination of out-of-pocket patient
expenses. The control group had the same intervention except for the physician
reminders, the rescheduling system and the patient reminders by postcard.67
Three comparisons used non-randomised 'no intervention' control groups.34·73·74
Differences varied between 4% and 18%; two of these were statistically significant
results.34,74 In the most effective intervention, 'due' patients were marked in the
schedule and were provided by staff members with a handout, attached to a
completed radiology requisition needing the physician's signature.34
Two comparisons used non-randomised control group also receiving an
intervention.46·75 The first comparison showed a significant difference in the
percentage of treated patients of 14%. Replacing the patient's regular chart with a
health assessment form that included an age-specific checklist was compared to a
generic health maintenance flowsheet attached to the patient's chart (control).75
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The second comparison showed that adding a physician reminder to the control
intervention -a patient questionnaire about current preventive status (copy to be
given to physician) and an educational handout to the patient- was more
effective.46

Other combined interventions (Appendix 6)
Fourteen comparisons were included.27,32·55,57·71,77"82
Four comparisons included randomised 'no intervention' control groups.77,27·32
Differences between groups varied between -4% and 26%. In two comparisons
the -statistically significant- differences were in favour of the experimental
group.32,77 The most effective intervention combined a separate clinic staffed by
trained nurse practitioners with self-referral of patients and patient reminders.77
Four comparisons used randomised groups in which the control group also had
an intervention.55,71,78 In two comparisons the interventions were compared with
physician education.71,78 In one comparison a non-significant difference between
groups -in favour of the control group- was found.78 The second comparison
reported a statistically significant difference in preventive services, in favour of the
experimental group, of 8%. Allowing nurses to give educational material to
patients, added to a monograph and bimonthly lectures -the control condition- was
more effective.71 Two comparisons in one study showed significant differences of,
respectively, 4% and 5% in favour of the experimental groups.55 The intervention
groups received quarterly audits, a health maintenance flowsheet and patient
specific reminders; the second intervention group received an extra patient
reminder. The control group received the same feedback and the flowsheet.
Three comparisons used non-randomised 'no intervention' control groups.57,79,80
Differences varied between -5% and 21%. Two of these were in favour of the
intervention group and were statistically significant results.79,80 In the most effective
intervention a facilitator introduced a screening package and provided training,
continuing advice and support along with tools, such as protocols and flowsheets;
practice nurses carried out the health checks.79
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Three comparisons included non-randomised groups in which the control group
also had an intervention.8182 None of these reported significant differences
between groups. In one comparison, providing a newsletter, skills training and a
patient chart to physicians combined with mailing educational material to patient
plus offering them a decrease in charges, was as effective as only decreasing the
charges (control).81 Similarly, CME sessions plus public education by radio, TV,
newspaper and pamphlets, either with or without a hypertension clinic to integrate
a nurse practitioner into a physician-supervised programme, were as effective as
the public education by radio, TV, newspaper and pamphlets (control).62

(4) Relative comparison of the effectiveness of the different interventions
Differences between final intervention and control group data
Twenty comparisons used a randomised 'no intervention' control group and
reported the same outcome measure: the percentage of patients treated in
accordance with the guidelines. Exploratory analysis showed that physician
education as a single strategy seemed to have little effect, with a median
improvement of 5% (Table 2). Physician reminders as a single strategy appeared
to be slightly more effective, with a median difference after intervention of 8%.
Multifaceted interventions showed somewhat more effects, with a median
improvement after intervention of 11%. All in all, increases in compliance were
small to moderate. As compared to the other interventions, multifaceted
interventions including reminders seemed to result in the greatest improvement. It
is hard to draw conclusions on reading materials, feedback and social influence as
a single strategy, as the number of studies was small.
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Table 2. Differences between intervention group and control group in the
percentage of patients treated in accordance with the guidelines
after Intervention (л = 24 comparisons)
Type of intervention

number of
comparisons

median [observed values]

1

+ 12%

3

+ 5%

Social influence

1

+ 44%

Feedback

1

+ 4%

Reminders

5

All multifaceted interventions

Information transfer
Reading materials
Professional education

mean difference after Intervention

med 5

H. 5. 13]

+ 11%

med 8

[6, 7, 8, 10, 24]

13

+16%

med 11

К - 3 , 4 , 8, 10,
10,11,13,14,
23, 26, 35, 57]

Combinations with
feedback

5

+10%

med10

[4,10,10,11,
57]

Combinations with
reminders

4

+ 21%

med 19

[13, 14, 23, 35]

Other combinations

4

+ 8%

med 2

[-4, -3, 8. 26]

Discussion
This review explored the effectiveness of various interventions to improve the
delivery of preventive services in primary care. Most interventions were found to
be effective in some situations. All in all, improvements in performance following
interventions were small to moderate. An exploratory comparison of the relative
effectiveness

of

the

different

interventions

indicated

that

multifaceted

interventions, and 'multifaceted interventions including reminders' in particular,
seemed to result in the greatest improvements. Physician education and
reminders as a single strategy seemed to result in somewhat

smaller

improvements. The smallest median improvements seemed to come after 'other
multifaceted interventions'; these interventions varied, however, particularly in
effectiveness (median improvement 2%, average improvement 8%). This review
also signalled that some potentially effective single interventions, such as social
influence, feedback, and organisational, financial and regulatory interventions
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have hardly been studied.
The outcomes of our review are consistent with the findings as reported in an
overview of systematic reviews.83 It was concluded that most of the reviews
identified modest improvements in performance following intervention and that
existing studies suggest that more intensive efforts to alter practice are generally
more successful. An explanation for the effectiveness of multifaceted interventions
in the field of prevention could be that the diversity of influencing factors demands
a diversity of interventions to optimise preventive care. For example, the most
effective multifaceted intervention combined several components. Physicians were
prompted monthly to schedule visits with 'due' patients; physicians were fully
reimbursed; nurses, who largely carried out the package, received training in
counselling skills; and tools, such as protocols, were provided.50 With this
intervention a solution was offered for a broad range of possible problems: the
physician's forgetfulness, financial barriers, a lack of skills, and problems with
workload and teamwork.
In our review, the effectiveness of 'other multifaceted interventions' varied
widely. As the interventions that were compared also varied widely, it is hard to
draw conclusions. The outcome underlines however the importance of identifying
factors which influence whether an intervention is successful. More detailed
studies are needed to understand what components of the interventions are
effective and what factors inhibit or facilitate the implementation of preventive
services in primary care; "cumulative progress in designing and refining successful
interventions will be difficult to achieve until researchers begin looking inside the
black box, measuring and analyzing the provider's beliefs, attitudes, reactions and
judgements in some detail".94 In addition, it was interesting to note how few
studies there were with high compliance with practice guidelines, both before and
after intervention. This demonstrates that there still is lot of information lacking on
how to effectively optimise preventive services in primary care.
Multifaceted interventions were relatively effective in improving adherence to
preventive guidelines. They were probably also more expensive than single
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interventions. It may therefore be important to take account of costs as well as
effects while comparing interventions.
The strengths of this review are the systematic search, the data-extraction by
two independent researchers, and the use of a well-developed checklist based on
the CCEPP list of criteria. Some methodological limitations should also be
mentioned. Firstly, literature searching was extensive but probably not exhaustive.
Secondly, determining the elements of an intervention was sometimes difficult
because the intervention was poorly described. Thirdly, many studies used
several outcome measures, making it difficult to assess and compare the
effectiveness of interventions. If more outcomes were available, we included only
one type of outcome measure per study. A fourth remark concerns the unit of
analysis. We selected studies in which the professional was the unit of
intervention. Most analyses were, however, at the level of the patients, not taking
into account that patients cluster within professionals. More attention should be
paid to this problem. Another limitation is the categorisation of interventions. As in
the 86 comparisons almost as many different interventions were tested, we
grouped the interventions for pragmatic reasons. This might obscure important
differences. A final remark concerns our method to rank interventions on degree of
effectiveness. We calculated median differences between the intervention group
and control group after intervention, thus ignoring possible baseline differences.
This assessment also neglects the fact that in different studies baseline
performance can be very different, thus resulting in the problem of ceiling effects.
As the included studies were probably also heterogenous with respect to targeted
behaviours, contextual and other research factors, the comparison should be
considered as exploratory.
In this review it was shown that effective interventions to increase preventive
activities in primary care are available. More detailed studies are needed to
understand what elements of interventions work, why they work, and at what cost.
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Appendix 1. Medline keywords for searching
Set 1 :

Quality-control
Physician's-practice-patterns
Education.-medical.-continuing
Reminder-systems
Quality-assurance-health-care*
Physician-incentive-plans
Health-services-research
Peer-review-health-care
Feedback
Algorithms
Reminder* (non-MeSH)
Facilitator* (non-MeSH)
Feedback (non-MeSH)
Feed-back (non-MeSH)

Set 2:

Family-practice
Physicians-family
Primary-health-care
Ambulatory-care-facilities
Ambulatory-care
and
Preventive-health-services
Health-promotion
Primary-prevention
Preventive-medicine

Set 3:

Diagnosis
Diagnostic-tests-routine
Laboratory near test* (non-MeSH)
Laboratory near use* (non-MeSH)
Laboratory near ordering (non-MeSH)
Test* near use* (non-MeSH)
Test* near ordering (non-MeSH)

"including 'guidelines' and 'medical audit'

Appendix 2. List of scientific journals that were manually searched 1980'
June 1994 (n = 21)
British Journal of General Practice
British Medical Journal
Canadian Family Physician
Family Practice (from 1984)
Health Services Research
Huisarts en Wetenschap
Inquiry
Journal of the American Medical Association
Journal of Medical Education
Lancet
Medical Care
Medical Education
Nederlands Tijdschrift voor Geneeskunde
New England Journal of Medicine
Quality Review Bulletin
Quality in Health Care (from 1991)
Quality Assurance in Health Care (from 1990)
Scandinavian Journal of Primary Health Care
Social Science & Medicine
Tijdschrift Sociale Gezondheidszorg

Keywords that were used for scanning key word registers or lists of contents Included 'quality assurance',
'medical audit*, and 'physician behaviour1
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Abstract
Background. There are numerous barriers to preventive care. In this paper we
focus on barriers related to the organization of preventive services and to the
general practitioners' (GPs') attitudes and self-efficacy expectations. The
prevention of cardiovascular disease was taken as a case study.
Aim. To study the organization of cardiovascular services and the attitudes and
self-efficacy expectations of GPs, the relationships that exist between these
factors, and the influence of practice and provider characteristics.
Method. A survey was conducted among 95 general practices with 195 GPs.
Results. Few practices were sufficiently well-organized to provide efffective
preventive services. Seventy per cent of the GPs had positive self-efficacy
expectations. Thirty to fifty per cent had positive attitudes. Few relationships were
found between the organization of services and positive attitudes or expectations.
Moreover, few relationships were found between practice and provider
characteristics and barriers studied. List size played some role in the presence of
barriers.
Conclusion. Barriers to prevention exist. Even a positive attitude or self-efficacy
expectation does not automatically coincide with a practice organization equipped
for prevention. Changing attitudes is probably not enough. Efforts have to be
directed at the organization of services.
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Introduction
General practitioners are in a favourable position to provide preventive care by
giving information and education on healthy life styles, by carrying out
immunization, and by screening for and diagnosing diseases at an early stage.
Most patients have an ongoing relationship with their GP: about 90% of the
patients consult their GP at least once every three years. Many of these contacts
offer opportunities for preventive care.13

In order to integrate and promote

preventive care in general practice, numerous guidelines were developed and
disseminated.
Research in different countries indicates that rates of preventive activities are
generally low.4"7 An important reason for the gap between recommended and
actual performance may be that, in the implementation of guidelines, barriers to
preventive performance are neglected. Barriers may concern physician factors
(e.g. lack of motivation), health care delivery system or practice factors (e.g. poor
organization of services), and patient factors (e.g. non-compliance).8"10 In order to
set up effective programmes for implementing prevention in general practice, it is
crucial to identify specific barriers.
Several studies have shown the importance of an adequate practice
organization for detecting and following up patients at risk, and have
recommended implementation of prevention by improving the organization of
preventive services.8·10"12 In most studies, different aspects of the organization
have been addressed separately.13"15 Attitudes and self-efficacy expectations are
also often emphasized as important, as these are seen as predictors of intentions
and, ultimately, behaviour.16·17 It has been demonstrated, for example, that GPs
have particularly different views on their responsibilities for prevention and on the
acceptability and feasibility of prevention.18·19
While setting up effective programmes for implementing prevention, it is not only
important to identify barriers, it is also important to get a better understanding of
the characteristics of practices and GPs with respect to barriers; for example, do
single-handed practices experience more or different barriers than partnerships?
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This paper explores barriers to prevention in general practice. The prevention of
cardiovascular disease was taken as a case study. We examine the organization
of cardiovascular services in general practices, and attitudes and self-efficacy
expectations of GPs, as well as the relationship between these factors. Practice
and provider characteristics that account for differences in the presence of barriers
are explored.

Method
Design and subjects
Baseline data on the organization of services and on the attitudes and selfefficacy expectations of GPs are presented. These data were collected among 95
practices, with 195 GPs participating in a study with the aim to implement the
prevention of cardiovascular disease in general practice. This study was initiated
in two regions of the Netherlands in 1991. The following criteria were used to
select practices: type of practice, list size, participation in vocational training, and
employment rate of the practice nurse. (Dutch practice nurses, or better, practice
assistants, are the equivalent of British practice nurses, except that they are more
involved in administrative tasks rather than in medical procedures.20) Table 1
shows data on characteristics of practices and physicians.

Table 1. Characteristics of the participating practices (л = 95) and of the
participating general practitioners (n = 195)
Single-handed practices
Practices with Ì 2500 patients per full time equivalent GP
Practices with Ì 0.8 practice nurse per 2500 patients
Practices with GP involved in vocational training
Practices using a computer
Practices with an urban practice location

42%
44%
77%
55%
83%
56%

GPs' age in 1991

34%
46%
14%
6%

< 40 years
40-49 years
50-59 years
к 60 years
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Variables and procedure
• Organization of preventive services
Organizational aspects (as formulated in the Dutch College of General
Practitioners' national guidelines on prevention of cardiovascular disease in
general practice, and completed by information from the literature) were
reviewed in a consensus procedure.
Relevant, applicable, and feasible aspects were selected on detection of
patients at risk, their follow-up, registration of preventive activities, and
teamwork (Table 2).
For each practice, data on the organization of cardiovascular services were
gathered by questionnaire and observation. Data on each aspect were
dichotomized: practices were either well-organized or not.
• General practitioners' preventive attitudes and self-efficacy expectations
These included:
-

opinions on the acceptability of (cardiovascular) prevention (i.e. perceived
acceptability from the patients' viewpoint)

-

opinions on the feasibility of prevention (i.e. the availability of proper
practical means to carry out preventive activities)

-

opinions on the responsibility of general practice for prevention, and

-

self-efficacy expectations (i.e. whether general practice is capable of
realizing preventive behaviour in patients).

General practitioners completed a questionnaire on these subjects. It
contained 36 items derived from validated Dutch questionnaires.18,19 The items
were statements with five-point Likert scales ranging from 'strongly agree' to
'strongly disagree'. For each set of items, factor analysis (principal component)
was used to test whether items clustered as expected. The internal
consistency of each scale was assessed (Cronbach's alpha). Four scales were
formed (factor loadings * 0.40): acceptability (5 items, α = 0.52), feasibility
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(4 items, α = 0.62), responsibility (8 items, α = 0.63) and self-efficacy (7 items,
α = 0.76). Unweighted sum scores per GP were used in the analyses.
• Practice and provider characteristics
Questions on practice and provider characteristics were part of the
questionnaire on the organization of services and included:
-

type of practice (single-handed versus any form of partnership)

-

list size (< 2500 versus * 2500 patients per full-time GP)

-

employment rate of practice nurse (< 0.8 versus :> 0.8 per 2500 patients)

-

participation in vocational training (involved versus not involved)

-

practice uses a computer (or not)

-

practice location (rural versus urban), and

-

age of GP(s) (<;40 versus >40) and practice nurse(s) (¿30 versus >30).

All variables were dichotomized.

Analysis
In analyses concerning attitudes and self-efficacy expectations (frequencies,
Pearson correlations), the unit of analysis was the GP. Of 13 participants,
information on attitudes and self-efficacy expectations was missing and these GPs
were not considered in the analyses (n = 182). Each characteristic of the practice
or provider was related as a bivariate by chi-square tests and by multiple logistic
regression analysis to a dichotomized attitude and self-efficacy score: the more
positive GPs (50%) and the less positive GPs (50%).21
In all other analyses, the unit of analysis was the practice (л = 95). If
necessary, data gathered on the individual level were aggregated to a practice
characteristic by averaging the scores of the individuals per practice. These
average scores (age, attitudes, self-efficacy) were dichotomized. The organization
of services and attitudes or self-efficacy expectations were related using
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chi-square tests and multiple logistic regression analysis. The same analyses
were used to explore relationships between practice and provider characteristics,
and organization of services.

Results
Organization

of preventive

services

Table 2 shows that, with regard to two organizational aspects, more than half of
the practices were well organized. About 70% of the practices had a sex-age
register available. Almost the same percentage made follow-up appointments with
cardiovascular risk patients immediately after a consultation. On the other hand,
activities were systematically registered in a log book in only 2% of the practices,
and written protocols were available in 5% of the practices. Because of their low
occurrence, these last two aspects were left aside in further analyses.

Table 2.

Percentage of well-organized practices (n = 95)

Detection of patients at risk
- Proactively invite patients at risk of cardiovascular disease (CVD)
i.e not guided by complaints of the patient or assumptions of Ihe GP

36

- Sex-age register available
I e a complete sex-age register, computerized or not

71

Follow-up of patients
- Make a CVD follow-up appointment with the patient
ι e an appointment is made Immediately after the last consultation

65

- Provide an CVD appointment card
- Register the reason for follow-up in the appointment book
- Contact patients who fail to attend an CVD appointment

39
32
14

Registration of preventive activities
- Register preventive activities systematically in a log book

2

I.e an appointment card Is provided as a reminder to the patient

I e to self-assess progress

Teamwork within the practice
- Delegate CVD preventive activities to the practice nurse
I.e the practice nurse carnes out at least 4 activities to prevent CVD

- Have written CVD protocols available for all team members
- Hold regular, scheduled meetings
ι e meetings at least once every 3 months and for at least 30 minutes

19
5
31
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General Practitioners'

attitudes and self-efficacy

expectations

Most GPs had positive self-efficacy expectations (Table 3); on average, about
70% of the GPs thought that general practice was capable of realizing preventive
behaviour in patients. On the other hand, about one third of the GPs believed that
cardiovascular prevention is feasible in general practice, and about half of the
GPs perceived prevention as their responsibility, or found that, from the patient's
viewpoint, it was acceptable to carry out preventive activities.

Table 3. Attitudes and self-efficacy expectations of general practitioners
(n = 182 GPs)
Item

Acceptability
A patient aged between 30 and 60, who comes to the
surgery to consult his GP about back complaints, will
appreciate it when his blood pressure is also taken
The detection and treatment of patients at risk of
CVD has a medicalizing effect
When a patient is asked to go to his GP for a general
check-up, he will not regard this as meddlesome
The detection and treatment of hypertensive persons
causes anxiety
Patients appreciate unasked-for monitoring of their
health
Feasibility
I have enough time and opportunities to perform
those preventive activities that I should like to perform
In the average general practice, the necessary data
to detect and screen groups that are at risk of CVO
are lacking
The organization of the average general practice
does not allow the setting up of preventive
programmes
In the average general practice, the data necessary
to detect and screen at-risk groups are lacking

%GPs
agree

% GPs
neutral

% GPs
disagree

61

29

10

51

27

22

61

28

11

19

30

51

59

32

9

32

24

44

49

25

26

38

24

38

50

23

27
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Responsibility
A GP who does not see patients who belong to a
certain risk-group regularly should still try to have a
certain surveillance over them
A GP is responsible for a proper treatment of the
complaints presented by the patients, not for
diseases or problems they might also have but do not
complain about
If GP's put more emphasis on the promotion of health
and less on the treatment of disease, people would
be much healthier
It is the GP's responsibility to convince people to stop
smoking
In every practice, groups with an elevated risk of CVD
should be screened periodically
Prevention of CVD is an important task of general
practice
It is also a task of general practice to warn patients of
excessive consumption of alcohol
GP's spend too much time on curing and too little on
preventing disease
Self-efficacy
A practice nurse can be an important support for
people who want to stop smoking
I can contribute substantially to a healthier way of
living for patients
A practice nurse can motivate patients to live more
healthily
I can be an important support for people who want to
stop smoking
I can motivate patients to live more healthily
I can motivate hypertensive people to follow advice
on lifestyle
A practice nurse can motivate hypertensive people to
follow advice on lifestyle

Relationships

between the organization

58

27

15

13

23

63

39

41

20

50

23

28

44

35

21

78

19

3

67

19

14

46

40

14

65

25

10

45

41

14

72

22

7

82
70

13
26

4
3

79

20

2

70

28

2

of services and attitudes

or

expectations
A significant relationship (p s 0.05) was found between opinions on responsibility
and proactive invitation of patients, and between opinions on self-efficacy and
registration of follow-up appointments. These relationships

pointed in the

expected direction: GPs with a positive attitude were more often well organized.
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Practice provider characteristics in relation to the organization of preventive
services
Explorative analyses showed that most relationships between practice and
provider characteristics and the organization of services were not significant.
Significant relationships clustered round two organizational aspects: availability of
a sex-age register, and regular team meetings. A sex-age register was more often
available in computerized practices and in rural practices. Forward stepwise
logistic regression analysis confirmed these findings. Regular team meetings were
more often held in partnership practices, in practices with fewer patients, in
practices with more practice assistance, and in practices in which GPs were, on
average, under 40 years of age. Logistic regression analysis confirmed these
findings; all variables except the GPs' age were included in the equation.

Practice and provider characteristics in relation to attitudes or self-efficacy
expectations
Prevention was more often considered to be the responsibility of general practice
in practices with fewer patients or with more assistance from practice nurses.
Logistic regression analysis showed that only list size was related to responsibility.
In practices with more practice assistance, GPs tended to feel more responsible
for prevention, to see it as more feasible and acceptable, and to be more positive
concerning self-efficacy. However, these relationships were not significant.

Discussion
Important barriers in the organization of services and concerning attitudes were
detected. The study revealed that, with regard to eight out of 10 organization
aspects, more than half of the practices were poorly organized to provide
preventive services. Only 2% of the practices registered activities systematically in
a log book for self-assessment of progress. Most practices were probably more
familiar with an individual approach to patients than with a population approach.
Protocols were available in 5% of the practices. In many practices verbal
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agreements on task delegation existed; practice teams were probably not
convinced of the extra value of putting them into written protocols. Many GPs had
positive self-efficacy expectations, but fewer had positive opinions on feasibility,
acceptability, and responsibility. GPs appear to be dragging their feet. Although
70% of them think that general practice is capable of realizing preventive
behaviour in patients (self-efficacy), 50-70% percent doubt whether it is the
responsibility of general practice to provide these services, whether it is, from the
patients' viewpoint, acceptable to provide these services, and whether general
practice has the proper practical means to carry out preventive activities
(feasibility).
Few associations were found between the organization of preventive services and
attitudes or self-efficacy expectations. They seem to be two separate, independent sets of barriers; even a positive attitude or self-efficacy expectation does not
automatically coincide with a practice organization equipped for
prevention. Moreover, few associations were found between practice and provider
characteristics and barriers; however, list size played some role, as practices with
a smaller list size experienced fewer barriers, maybe because they had more time
available to cope with possible barriers.
The data were collected in practices that were invited to participate in a study
to implement prevention of cardiovascular disease in general practice. Therefore,
we may have selected unusually motivated practices. This implies that an even
higher proportion of practices than our results show will experience barriers in
providing preventive care.
With regard to both the organization of preventive services and attitudes, there
is room for improvement. What steps can be taken to improve this situation? For
at least 15 years, efforts have been made to improve the provision of preventive
care. The emphasis is often on education, aiming at changing the knowledge and
attitudes of GPs in order to change behaviour.22 The question is whether this is an
effective approach. More recently, improving the organization of preventive
services seems to have attracted attention.8·10"15 In our study, even GPs with a
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positive attitude towards prevention do not seem to automatically adapt their
practice organization to include preventive activities. Therefore, to improve the
provision of preventive services, changing attitudes is probably not enough.
Efforts have to be directed at the organization of services.
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Abstract
Objectives. To assess the effects of outreach visits by trained nurse facilitators on
the organisation of services used to prevent cardiovascular disease. To identify the
characteristics of general practices that determined success.
Design. A non-randomised controlled trial of two methods of implementing guidelines
to organise prevention of cardiovascular disease: an innovative outreach visit method
compared with a feedback method. The results in both groups were compared with
data from a control group.
Setting and subjects. 95 general practices in two regions in The Netherlands.
/niervenf/ons.Trained nurse facilitators visited practices, focusing on solving
problems in the organisation of prevention. They applied a four step model in each
practice. The number of visits depended on the needs of the practice team. The
feedback method consisted of the provision of a feedback report with advice specific
to each practice and standardised instructions.
Main outcome measures. The proportion of practices adhering to 10 different
guidelines. Guidelines were on the detection of patients at risk, their follow up, the
registration of preventive activities, and teamwork within the practice.
Results. Outreach visits were more effective than feedback in implementing
guidelines to organise prevention. Within the group with outreach visits, the increase
in the number of practices adhering to the guidelines was significant for six out of 10
guidelines. Within the feedback group, a comparison of data before and after
intervention showed no significant differences. Partnerships and practices with a
computer changed more.
Conclusion. Outreach visits by trained nurse facilitators proved to be effective in
implementing guidelines within general practices, probably because their help was
practical and designed for the individual practice, guided by the wishes and
capabilities of the practice team.
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Introduction
Because of accessibility to a large segment of the population, general practitioners
are in a favourable position to provide preventive services. Prevention of cardiovascular disease is among the priorities.1 Several studies showed that not only
knowledge and skills are important for improving quality of care in prevention, but
also the practical ability to detect and follow up patients at risk. They recommended
implementing prevention by improving the organisation of preventive services.2"7 We
developed guidelines to organise prevention of cardiovascular disease on: detection
of patients at risk, their follow up, registration of preventive activities, and teamwork
(Table 1). The underlying assumption was that adherence to these guidelines would
contribute to a decrease in cardiovascular morbidity and mortality.
Numerous reviews have focused on methods of implementing guidelines and
improving quality of care.8"17 In general, they point to the low effectiveness of
providing educational materials or traditional continuing medical education. Explicit
guidelines, face to face education, feedback, or reminders seem to be effective, or
at least promising, methods. Lomas and Haynes,9 Grol,12 and Wensing and Grol16
point to the particular effectiveness of intensive combined interventions.
One of the promising methods for improving the quality of care is face to face
education or educational outreach visits by trained personnel providing individual
instruction at the physician's surgery. It has been shown that this approach for
optimising drug prescription and blood transfusion practice has been effective.10·18"21
Outreach visitors were specialists who visited physicians, primarily to improve the
physicians' knowledge. Similarly, monthly joint consultation sessions between general
practitioners and an orthopaedic surgeon (for 18 months) resulted in more efficient
care, with better targeted examination, treatment, and referrals.22 A related approach
to prevention has been developed in the United Kingdom. It was reported that a
nurse facilitator providing personal contact and focusing on specific organisational
problems may increase (cardiovascular) preventive activity in primary care.23"27 Other
studies on prevention with nurse outreach visitors do not give a conclusive answer
about the effectiveness of the model.28"31
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In our study, we hypothesised that a trained nurse outreach visitor carrying out an
intervention that combined various methods for quality improvement, would be
successful in implementing prevention in general practice. The prevention of
cardiovascular disease was treated as a case study. A model was developed in
which a nurse facilitator was seen as the carrier of a set of interventions, focusing on
implementing guidelines on prevention of cardiovascular disease. The aim of the
study was to assess the effects of such outreach visits on the organisation of
preventive strategies, and to identify characteristics of the practices that determined
success. Because outreach visits are a rather novel method of implementation, the
visits were compared with a feedback approach as used in many countries to improve
quality of care. Through this comparison we could test our hypothesis that outreach
visits would be more effective than the usual feedback approach.
This paper focuses on finding out the effects of outreach visits on adherence to
guidelines to organise prevention of cardiovascular disease and what characteristics
of the practices relate to those effects?

Method
Guidelines to organise prevention
Guidelines were derived from the Dutch college of General Practitioners' national
guidelines on prevention of cardiovascular disease in general practice, and other
relevant publications.33,34 In a consensus procedure these guidelines were reviewed
by general practitioners and practice nurses, to assess relevance, applicability, and
feasibility. (Dutch practice nurses differfrom,for example, British practice nurses. The
tasks they carry out are administrative, or medical, or both.) Thus, a coherent set of
guidelines was drawn up on detection of patients at risk (two guidelines), their follow
up (four guidelines), registration of
teamwork (three guidelines) (Table 1).

preventive activities (one guideline), and
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Table 1. Guidelines for organisation of services to prevent cardiovascular
disease
Detection of patients at risk
- Proactive contact of patients atriskof cardiovascular disease
ι

not guided by complaints of the patient or assumptions of the general practitioner

- Sex-age register available
ι e a complete sex-age register, computerised or not

Follow up of patients
- Make a follow up appointment with the patient
ι e an appointment is made immediately after the last consultation

- Provide an appointment card

ι e an appointment card is provided as a reminder to the patient

- Register the reason for follow up in the appointment book
- Contact patients who fail to attend an appointment
Registration of preventive activities
- Register preventive activities systematically in a log book
Teamwork within the practice
- Delegate preventive activities to the practice nurse
ι e the practice nurse cames out at least 4 activities to prevent cardiovasculair disease

- Written protocols for all team members available
- Hold regular, scheduled, meetings

ι e meetings at least once every three months and for at least 30 minutes

Design and practices
Two methods of implementing guidelines to organise prevention of cardiovascular
disease in general practice were compared: outreach visits by a trained nurse
facilitator versus feedback. A comparison of both groups before and after the
interventions was performed. The final assessments took place 18 months after the
baseline assessment. To control for a time effect, a group without intervention was
added. To avoid the possibility that baseline measurements would affect outcomes
(Hawthorne effect), these control practices only had a final assessment.
A non-randomised controlled trial was carried out in 95 general practices in two
regions in The Netherlands. No formal power analysis was performed. However, the
minimal difference that can be assessed, given group sizes of 30 each and
conventional choices for α (0.05) and β (0.20), is in the range of 35%-40% for
unpaired comparisons.35 Practices were invited to participate in the study. Aiming at
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equivalent groups, the following criteria were used to assign practices to the three
groups: type of practice, list size, employment rate of the practice nurse, and
participation in vocational training. Table 2 shows data on characteristics of practices
and providers. Data were collected from January 1991 until January 1994.
Table 2. Characteristics of the 95 participating practices by study group
Characterics of practices

outreach visits
(n = 33)

feedback
(n = 31)

control
(л = 31)

Single-handed practices
г 2500 patients/full time GP*
s 0.8 practice nurse/2500 patients
GP* Involved in vocational training
Computer
Urban location
Age of GP*s in 1991 (mean (SD))

39
45
73
48
85
55
40,9 (5,2)

42
42
77
55
71
52
40,7 (5,3)

45
45
81
61
94
61
41,6(6,6)

* General practitioner

Strategies for implementation
Six practice nurses were selected based on their experience in general practice and
on personal skills and were carefully trained to carry out the facilitator's role. They
gained experience as facilitators in 12 pilot practices. In 33 practices, these six
trained nurse facilitators carried out a combination of intervention methods, based on
a theoretical model to diffuse and implement guidelines in four steps (Table 3) and
based on the principles of educational outreach.12,32 Firstly, the practice team was
informed about the guidelines to gain their interest in the organisational aspects of
prevention. Secondly, data were gathered on the organisation of prevention of
cardiovascular disease. After this analysis of each practice, a personal feedback
report was written by the nurse facilitator. The practice team and the nurse facilitator
discussed the results of this analysis. The aim of this step was to give the team a
better insight into their own situation and to create awareness of (gaps in) actual
performance. Thirdly, the practice team, together with the facilitator, drew up a plan
of action to optimise routines. Fourthly, the practice was supported to implement the
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planned changes during consecutive visits (box).

Examples of activities that took place in a practice to improve the organisation
of services used to prevent cardiovascular disease
•

Practice team reached agreement on protocols for measuring family history,
blood pressure, cholesterol, weight, and smoking habits

•

Practice nurse was trained to carry out consultations to prevent
cardiovascular disease, that included both taking these measurements
correctly and health counselling

•

Specific tools - for example questionnaires - were developed to take an
accurate medical history

•

Practice team selected and purchased leaflets for patients - for example, on
diet, smoking

•

Blood pressure devices were calibrated

•

Appointment cards were developed and printed

•

Suitable workroom for the practice nurse was created to see patients

•

Practice nurse was trained to contact patients who fail to attend an
appointment

•
•

Log book was developed to register preventive activities
Practice team discussed progress and barriers in implementing guidelines for
prevention

If necessary, information or education was provided to improve knowledge, skills, or
attitudes. Standardised instructions were provided if needed. Finally, visits were
made to discuss progress and barriers so that changes could be consolidated. The
practice was also provided with practical tools to self assess progress. During the last
phase, which started some 12 months after the beginning of the intervention, the
nurse facilitator gradually withdrew from the practice.
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Table 3. Outreach visits by facilitators (steps in the implementation process)
Steps

Content

Step 1
Orientation

- Introductory visit involving all members of the practice team .Facilitator
informs practice team on prevention of cardiovascular disease and on
guidelines for the organization of prevention

Step 2
Insight

- Facilitator carnes out a practice analysis, to find out daily routines in
relation to the guidelines and writes a report
- Discussion with practice team on the findings of the analysis, as
reported in the feedback report

Step 3
- Facilitator and practice team draw up a plan of action, describing
Acceptance
intended changes
Step 4
Change

- Facilitator supports practice team in the implementation of planned
changes
- Facilitator provides tools to monitor progress
- Facilitator gradually withdraws from the practice

The facilitator applied this four step model in each practice. The number of visits,
however, depended on the needs and wishes of the practice team. On average, visits
involved about 30 hours of meetings for practice staff. Each practice was visited 25
times on average (SD 9) over a period of 18 months; the mean (SD) duration of these
visits was 73 (41) minutes.
The feedback intervention (31 practices) consisted of analysis of the organisation
of prevention of cardiovascular disease within each practice. After the same
procedure as in the practices with outreach visits, data were gathered by
questionnaire and one day of observation about the organisation of services used to
prevent cardiovascular disease. Next, the practices were sent a written feedback
report, providing information on the practices' daily routines and giving detailed
advice on how to optimise the organisation. The report was sent to all members of
the practice team, accompanied by standardised instructions.
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Measurements
•

Adherence to guidelines to organise prevention
Data on adherence to the guidelines to organise prevention (Table 1) were
gathered by questionnaire and by observation (availability of sex-age register,
reason for follow up in appointment book, log book, and written protocols), at
baseline and after 18 months. Data on outcomes were dichotomised: a practice
either did or did not adhere to the guideline. For each guideline the proportion of
practices adhering was assessed.

•

Characteristics of practices
Information on characteristics of practices was collected by questionnaire at
baseline. All practice variables were reduced to binomial variables:
-

type of practice (single handed versus any form of partnership)

-

list size (< 2500 versus ¿. 2500 patients per full time general practitioner)

-

employment rate of practice nurse (< 0.8 versus ;> 0.8 per 2500 patients)

-

participation in vocational training (involved versus not involved)

-

practice uses a computer (or not)

-

practice location (rural versus urban)

-

age of general practitioner(s) (s 40 versus > 40) and practice nurse(s)
(s 30 versus > 30).

Analysis
The unit of analysis was the practice. In analyses within groups, in which data were
paired, the sign test was used. In analyses between groups, in which data were
unpaired, Mann-Whitney U tests were performed. The 'difference of differences of
proportions' between the two intervention groups was tested by Ζ scores.36 To assess
the influence of practice characteristics on the effects in both groups, before and after
the assessment an unweighted sum score on adherence to the 10 specific guidelines
was computed for each practice (score between 0 and 10). To correct the final sum
scores for baseline measurements, residual values were derived by regressing the
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final sum scores on the baseline sum scores. Each characteristic of the practices was
used as a grouping variable and was related to the residual final scores as a bivariate
by unpaired f tests, and by multiple stepwise regression analysis.
Results
Characteristics of study groups
The matching procedure was successful: the three groups of practices were similar
for most of the matching variables. The control practices, however, used a computer
more often (Table 2). The three groups were also comparable at baseline for most
of the guidelines: roughly the same percentages of practices adhered to the different
guidelines (Table 4). In the control practices an automatic sex-age register was more
often available than in the other groups; the difference in computer use and in
availability of a sex-age register can be ascribed to the increasing rate of
computerisation among general practitioners (control practices were assessed after
the test period). In the practices with outreach visits, baseline measures of team
meetings were less favourable than in the feedback group (18% versus 42%
ρ = 0.04).

Adherence to the guidelines
Final data on adherence to guidelines were gathered 18 months after the baseline
data. In the group with outreach visits, the increase in the number of practices
adhering to the guideline was significant (p < 0.05) for six out of 10 guidelines
(Table 4). The increase in the number of practices adhering to the guideline to make
a follow up appointment did not reach significance (p = 0.07). A comparison with the
control group confirmed these outcomes, except that the difference for that guideline
was now significant (p < 0.01).
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Table 4. Adherence to guidelines: percentages of practices in each study
group adhering to the guidelines (n = 95)
Guideline

Detection of patients at-risk
Proactive contact of
patients at risk
Sex-age register available
Follow up of patients
Make a follow up appointment
Provide an appointment card
Register follow up
consultations in
appointment book
Contact patients who fail to
attend an appointment
Registration of preventive
activities
Use a log book

outreach visits
(n = 33)

feedback
(л = 31)

control
(л = 31)

before

after

before

after

33
64

85**

76

39
65

63*
77

35
84

70
45

91*
79**

70
39

71
52

55
32

31

72**

37

52*

27

15

27

10

16

16

0

73'

73**

19

35

19

94**

3

10

6

31

42

37

32

Teamwork within the practice
Delegate preventive activities
to practice nurse
18
Written protocols for practice
team available
6
Hold regular, scheduled,
team meetings
18

* =p s 0.05: before versus after intervention
* = ρ s 0.05: after versus control, Mann-Whitney U test
Within the feedback group, a comparison between baseline and final data showed
no significant increase in the percentage of practices adhering to any of the
guidelines. Comparing final data with that of the control practices, differences were
found for two guidelines: proactive invitations to patients at high risk of cardiovascular
disease (p = 0.03) and register follow up consultations in the appointment book
(p = 0.05).
In the group with outreach visits, the increase in adherence to the different
guidelines varied between 12% and 88% of the practices (Table 5). In the practices
with feedback, the changes varied between -5% and 25%. For all guidelines, the
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increase in the group with outreach visits was higher. These differences were
significant (p < 0.05) for four out of 10 guidelines.
Table 5. Change (Δ) in % of practices adhering to the guidelines (n = 64)
Guideline

outreach
visits
Δ%
(π = 33)

feedback
Δ%
(π = 31)

Detection of patients at-risk
Proactive contact of patients at risk
Sex-age register available

52*
12

25
13

Follow up of patients
Make a follow up appointment
Provide an appointment card
Register follow up consultations in appointment book
Contact patients who fail to attend an appointment

21
33
41
12

1
13
15
6

Registration of preventive activates
Use a log book

73*

Teamwork within the practice
Delegate preventive activities to practice nurse
Written protocols for practice team available
Hold regular, scheduled, team meetings

55*
88*
13

16
6
-5

"=pi0.05

Effectiveness and practice characteristics
To analyse the influence of several practice characteristics on the effectiveness of the
implementation methods, the residual unweighted final sum score (corrected for
unweighted baseline sum score (multiple R = 0.24)) was related to each practice
characteristic as measured at baseline by t tests (each practice characteristic being
used as the grouping variable). The variables 'type of practice' and 'practice with a
computer at baseline' were related to the residual final score; partnerships and
practices with a computer at baseline complied more with guidelines. These two
practice characteristics were not related (χ2 0.03, Pearson's R - 0.02).
These outcomes were confirmed when practice characteristics were entered
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stepwise in a multiple regression analysis (Table 6); partnerships and practices with
a computer at baseline scored higher.
Table 6. Effectiveness of the two interventions and practice characteristics
(multiple regression equation)
Variable

В

SE В

Significance Τ

Computer at baseline (yes=1,no=0)

2.01

0.66

0.004

Type of practice
(single-handed=1, any partnership^)
Constant

-1,17
-1,1

0.56
0.63

0.04
O09

Multiple R = 0.43, MR square^ 0.18, F= 6.9, Significance F= 0.002

Discussion
Outreach visits were more effective than feedback in implementing guidelines to
organise services for the prevention of cardiovascular disease in general practice.
The model of outreach visits by trained nurse facilitators, combining several effective
methods, proved to be effective in improving the quality of care. Probably all
elements of the intervention contributed to the effects: offering support designed for
the individual practice, repeating messages during repeated visits, involving the
practice team, feeding back behaviour, and offering the chance to try out several
alternatives. Compared with this intervention, the feedback approach was much more
static, although it included recommendations specific to the practice. The feedback
method has often proved to be effective, and our results were disappointing.9"12,14·19
In the practices that had outreach visits, seven guidelines were successfully
implemented. They concerned the guidelines that are most closely linked to the
actual performance of preventive activities: proactively contacting patients at risk,
providing follow up appointments, registering preventive activities, and delegating
tasks based on written protocols to the practice nurse. The implementation of two
other guidelines proved to be difficult: contacting patients who failed to attend an
appointment for cardiovascular disease and holding regular, scheduled, team
meetings. We suppose that these two guidelines were harder to implement because
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they were less directly linked to the actual performance of preventive activities.
Moreover, at baseline, adherence to the first guideline was low compared with the
other follow up guidelines. Obviously, most practices hesitate to contact patients
when they have missed an appointment, probably because of prevailing opinions
among care providers on the patient's own responsibility. Regular, scheduled team
meetings were also difficult to achieve. In most practices team meetings do take
place, but on an ad hoc basis. Practice teams are probably not convinced of the extra
value of meeting regularly on a scheduled basis. The increase in adherence to the
guideline that a sex-age register is available must be due to the increasing rate of
computerisation among general practitioners, and not to the intervention.
The influence of practice characteristics on the effectiveness of the implementation
methods was analysed. Partnerships and practices with a computer showed more
changes. Several explanations could be given for this. In partnership practices
general practitioners can support each other to cope with barriers and to comply with
the plan of action. Moreover, in a partnership practice there are more people to carry
out the necessary activities. Another explanation could be that the computer itself
made the implementation of organisational changes easier, because it provided
facilities for certain procedures for example - labelling patients at risk, providing the
sex-age register, and labelling the patient's follow up appointment.
Practices were invited to participate in the study. Therefore, we may have selected
motivated practices. This means that it may be harder to implement changes in
unmotivated practices. This implies that simple, single moment methods - such as
feedback - will almost certainly be insufficient to implement organisational changes.
Are outreach visits as effective an intervention for prevention of cardiovascular
disease as they have been in other areas? We do not think that the effectiveness of
the model depends on the subject considered. Maybe outreach visitors in the field of
prevention should not, as for example in the study of Cockburn ef a/,2B be merely
seen as pharmaceutical representatives who want to sell a product in one or two
visits. To successfully implement new ideas in general practice it is very important to
support practices in applying a new approach, while going through all steps of the
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theoretical model to diffuse and implement this innovation (orientation, insight,
acceptance, and change).12 A trained visitor can be effective by giving practical help
designed for the individual practice, guided by the wishes and capabilities of the
practice team. After the theoretical model of change, practices can be optimised
within their own abilities and at their own pace. Given the huge adaptions that are
often needed, repeated visits are necessary to offer several alternatives to be tried
out.
In this study, we showed that outreach visits were effective in optimising the
organisation of services in general practice. Prevention of cardiovascular disease was
taken as a case study. To test our hypothesis that outreach visits are also effective
in optimising patient care, a study was recently started in 120 general practices.
Facilitation is a rather expensive method of implementation. In this paper we
reported that each practice was, on average, visited 25 (SD 9) times over a period
of 18 months, with a mean total duration of about 30 hours. We only measured the
hours a facilitator spent in a practice. To get a more realistic insight into the costs of
the intervention - including the facilitator's travel expenses, hours of preparation, and
the time devoted to the project by the practice team - the ongoing study also
contains a cost analysis.
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Abstract
Objectives. To study the effects of outreach visits by trained nurses on
cardiovascular risk-factor recording. This strategy was compared with a strategy
composed of more commonly used methods to improve the quality of care in general
practice such as written feedback.
Methods. A controlled trial was conducted, in which 33 practices were visited by a
trained nurse, 31 practices received written feedback and 31 other practices served
as controls. To assess the level ofrisk-factorrecording a chart audit was carried out
before and after 18 months of intervention. A sample of medical records of patients
aged 30 to 60 was evaluated looking for risk-factor entries: their presence, their
combined presence, and their signal function to indicate a risk patient. Risk factors
considered were: blood pressure, individual (medical) history as well as family history
of cardiovascular diseases, smoking status, serum cholesterol, body weight, and
alcohol intake.
Results. In practices visited by a trained nurse, a significant increase in the recording
of most risk factors was found for the presence, the combined presence as well as
the signal function. The increase in the presence of entries was consistent in all risk
factors and independent of the baseline level. Changes in the group receiving written
feedback were inconsistent and statistically not significant.
Conclusions. Outreach visits by trained nurses is an effective tool to increase
cardiovascular risk-factor recording in general practice.
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Introduction
Health policies in many Western countries are more and more aimed at preventive
care. General practice is considered to play a prominent role.12 To detect subjects at
high risk of cardiovascular diseases, an individual approach is required. This
approach is particularly feasible when subjects have been listed at the same practice
for a longer period of time. These conditions make general practice a suitable place
to implement preventive care. To target preventive actions effectively, information on
risk status is essential. However, a systematic and comprehensive approach towards
cardiovascular disease (CVD) prevention is not yet routine in general practice.3,4
Effective strategies are needed to enhance systematic assessment and recording of
the CVD risk status of patients by general practitioners. To be effective, a
combination of methods is used to change professional behaviour.5·6 Providing
personal support such as face-to-face instruction, academic detailing, outreach visits
or support by trained nurses is reported to have promising results.78 Fullard et al.
reported a mean increase of 20% inrisk-factorrecording after 30 months of support
by a trained nurse.9
Personal support requires substantial cost and use of resources. The additional
effects of this strategy compared to more commonly used methods such as written
feedback remain unclear. A controlled trial was conducted assessing the value of
personal support to increase risk-factor recording. The question dealt with in this
study was: what are the effects of outreach visits by a trained nurse on
cardiovascular risk-factor recording in general practice compared to written feedback
and to no intervention at all?

Methods
Study design
A controlled trial was conducted to implement practice guidelines for CVD prevention
in general practice. These guidelines dealt with the conditions for systematic
case-finding and monitoring of subjects at high risk. To implement these guidelines
practices were supported either by outreach visits by a specially trained nurse or by
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written feedback on practice performance. The participating practices were assigned
to either of the intervention conditions orto the control group. To assess the level of
risk-factor recording a measurement was taken at baseline (T0) which was
followed by a follow-up (T,) measurement after 18 months of intervention (Table 1 ).
Table 1. Study design (number of records analysed)
Outreach
visits
(33 practices)

Written
feedback
(31 practices)

Baseline

6915

1550

Follow-up

6935

1550

Measurements

Control
group
(31 practices)

1550

Interventions
The first type of intervention (л = 33 practices) consisted of a nurse reviewing the
practice organisation especially with regard to prevention. In this review the practice
guidelines mentioned were used as point of reference. A random sample of medical
records of patients aged 30 to 60 was analysed for entries of cardiovascular risk
factors over the preceding five years. A five-year period was chosen because the risk
status was expected to be assessed and its results recorded at least once in five
years. Personal feedback was given on the outcomes of practice review and chart
audit, which resulted in a plan of action drawn up with the practice team. The nurse
supported the implementation of this plan by providing guidance and practical advice
during regular visits over a period of 18 months. In this way she facilitated the
process of change by focusing on problem solving. To carry out these tasks, the
nurses recruited had a professional background as a practice assistant preferably in
general practice. They received additional training in the project.10
The second type of intervention (n = 31 practices) consisted of a similar practice
review. The results were sent to the practice team together with reference data from
practices already included in this study. Practices were also provided with detailed
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written advice and instruction materials on how to optimise the practice organisation
according to the practice guidelines selected for this study. Practices were to decide
themselves whether and to what extent they used this information. Written feedback
was provided once. In the control group (n = 31 practices) no intervention was carried
out. To prevent for unwanted effects such as a Hawthorne effect, no baseline (T0)
measurement was performed.11 These practices were therefore included 18 months
latere).

Practices
Ninety-five practices were recruited in two regions in the Netherlands, one in the
west and the other in the east of the country. The practices were not randomised.
To enhance comparability, the participating practices were assigned proportionally
to the study conditions using the following criteria: type of practice, list size,
employment rate of practice assistant, participation in GP resident training and
project region.
Data on these selection criteria and some additional characteristics are presented
in Table 2. The three groups of practices were comparable with regard to the
selection criteria. This was also the case for the additional characteristics except for
the percentage of practices using a computer, which was larger in the control group
(p = 0.06). This difference disappeared when these data were compared to the
percentage of practices using a computer in the nurse-visited and written-feedback
group at the time of follow-up measurement. In this latter comparison, data collected
at the same moment in time were compared, since data collection in the control
practices took place 18 months after the baseline measurement in the intervention
groups.
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Table 2. Characteristics of participating practices at the time of inclusion in
the project (percentages)
Outreach
visits
(33 practices)

Written
feedback
(31 practices)

Control
group
(31 practices)

Singlehanded

39

42

45

Ï2500

45

42

45

i 0.8

73

77

81

Yes
Eastern
Western

48
48
52

55
48
52

61
52
48

40.9
55
9
85

40.7
52
10
71

41.6
61
13
94*

Selection criteria

Type of practice
List size per full-time
practitioner
Employment rate of
practice assistant per
2500 list size
Involvement in GP
resident training
Region

Additional characteristics
Mean age of practitioner
per practice8
Practice location " Urban
Dispensing practices
Practices using a computer

As practices were included at different times during the project, the mean age of the
practitioner(s) was calculated using a fixed point in time (1991). Differences were not statistically
significant (F-test, ρ > 0.05).
Central Statistical Office. Population of municipalities in the Netherlands at 01-01-"93. The Hague,
1993.
Χ2, Ρ = 0.06.

Instruments and variables
A random sample of medical records was taken at baseline (T0) and at the time of the
follow-up (T,) measurement. The sample size in the nurse-visited practices was set
at 10% of the target population (minimum 200 and maximum 400 records); for
practical reasons the sample size in the written feedback and the control group was
set at 50 records per practice. The target population consisted of all subjects aged
30 to 60 at the time of measurement.
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Medical records were reviewed for cardiovascular risk-factor entries over the
preceding five years, because the aim was to have the risk status assessed at least
once every five years. By comparing data between baseline (T0) and follow-up (T,)
measurement, insight into changes overa five-year period was provided. To allow for
direct comparison between the intervention period (18 months) and the 18-month
period directly prior to the intervention, data collection in the follow-up measurement
was split into different periods (Table 3).
Recording of the following risk factors was measured: (elevated) blood pressure,
individual (medical) history of CVD, family history of CVD, smoking status, serum
cholesterol, body weight and alcohol intake. The following variables, which reflect
three different aspects of risk-factor entries, were evaluated: the presence, the
combined presence and the signal function (see Table 3).
The data were collected by six observers. The inter-observer reliability of the
chart audit was tested and found satisfactory on most variables (mean Kappa being
0.76). Both data collection procedures and interventions were piloted in 12 other
practices. The data collection took place from January 1991 until January 1994.

Analysis
The unit of analysis in this study was the practice. Since many variables did not show
a normal distribution, non-parametric tests were used. In analysis within groups the
matched-pairs signed-ranks test was used, because data were paired. In analysis
between groups, the exact two-sample test (Wilcoxon) for unpaired data was used.
The p-value level for significance was set at 0.05.
To obtain insight into the pattern of change in risk-factor recording, factor analysis
(principal component) was carried out using the differences in the presence of
risk-factor entries between baseline (T0) and follow-up (T,) measurement.
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Table 3.

Procedures of chart audit and aspects measured
measurements

aspects of risk-factor entries
measured

baseline

* presence

follow-up

* presence
* combined presence
* signal function

(a) Presence of risk-factor entries:
Presence (one or more entries) or absence irrespective of the entry indicating
an elevated risk or not.
Unit of measurement: proportion (percentage) of medical records containing
at least one entry calculated per practice for each risk factor.
(b) Combined presence of risk-factor entries:
1.
Presence of (one or more) entries on all 'obligatory' risk factors i.e. blood
pressure, individual history of CVD, family history of CVD and smoking status.
Unit of measurement: proportion (percentage) of medical records containing
at least one entry of all (four) obligatory risk factors calculated per practice.
2.

Presence of (one or more) entries on all 'conditional' risk factors i.e. serum
cholesterol, body weight and alcohol intake, under the condition that one (or
more) obligatory risk factor (except for smoking as an isolated risk factor)
indicated an elevated risk.
Unit of measurement: proportion (percentage) of medical records containing
at least one entry of all (three) conditional risk factors among those records
containing one (or more) entry of an obligatory risk factor indicating an
elevated risk calculated per practice.

(c) Signal function of risk-factor entries:
Recording of entries separately from the regular consultation notes, for
example by means of a tag or in a problem list or on a summary sheet.
Unit of measurement: percentage of records containing at least one risk-factor
entry separately from the regular consultation notes among the records
containing at least one risk-factor entry calculated per practice.
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The presence of entries at baseline was found to relate to age (entries of blood
pressure, individual history of CVD and cholesterol were present more often with
increasing age) as well as sex (entries of blood pressure and weight were present
more often in females). For that reason the age and sex distribution of the samples
of medical records in each practice were taken into account.

Results
Presence of risk-factor entries
The results of the baseline (T0) and follow-up (T, ) measurements are presented in
Table 4.
Table 4. Presence ofrisk-factorentries: comparison within groups of baseline
(T0) and follow-up (T^ (five-year periods) measurements
(percentages)

Risk factors

Blood pressure
Individual
history
Family history
Smoking
Cholesterol
Weight
Alcohol

Written
feedback
(31 practices)

Outreach
visits
(33 practices)

Control
group
(31 practices)

T.

T,

To

T,

T,

44 (14)'

4 9 " (14)

44(14)

45(16)

45 (14)

3(2)

1 1 " (14)

5(7)

4(5)

3(4)

3(4)
8(9)
12(8)
15(10)
4(6)

13"
19"
18"
20"
9"

(10)
(14)
(10)
(12)
(10)

5(7)
11 (10)
10(7)
12(9)
3(5)

5(5)
14(11)
14* (8)
14(9)
3(6)

6(8)
14 (20)
15(12)
15(16)
7(16)

8

Numbers in parentheses represent standard deviation
* ρ < 0 .05
** ρ < 0.01

Blood pressure entries were found considerably more often than entries of the other
risk factors. In the nurse-visited and written-feedback groups the presence of
risk-factor entries at baseline was comparable for all risk factors.
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Analysis within each intervention group comparing baseline and follow-up
measurements revealed the following results. Within the group visited by a trained
nurse an increase was found for all risk factors after intervention. This increase was
statistically significant in all risk factors. In the written-feedback group the increase
was much less substantial, reaching statistical significance in cholesterol level.
Analysis between the different study groups showed that the increase after
intervention was substantially higher in the group visited by a trained nurse compared
to the written-feedback group. The difference in increase was significant for all risk
factors, except blood pressure and body weight (Table 5).

Table 5. Presence ofrisk-factorentries: test results* of comparison of baseline
and follow-up (five-year periods) measurements'* (p-values)

Risk factors

Blood pressure
Individual history
Family history
Smoking
Cholesterol
Weight
Alcohol

Mean changes
outreach visits
versus
written feedback
0.15
<0.01
<0.01
0.01
0.04
0.12
<0.01

Follow-up results
outreach visits
versus
control group
0.33
<0.01
<0.01
0.02
0.07
0.02
0.06

Follow-up results
written feedback
versus
control group
0.61
0.64
0.79
0.16
0.87
0.84
0.30

Exact two-sample test (Wilcoxon)
Actual data presented in Table 4

The presence of entries of the follow-up measurement in the nurse-visited group also
showed significantly higher recording levels than those in the control group. No
significance was reached in blood pressure (p = 0.33), whereas the p-values in serum
cholesterol and alcohol intake were 0.07 and 0.06 respectively. The results of the
follow-up measurement in the written-feedback group did not show any significant
difference compared with the control group (Table 5).
The presence of entries before and after intervention (18-month periods)
revealed comparable results (results not shown). The differences in the presence of
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risk-factor entries could not be attributed to differences in the age or sex distribution
of the samples.
Factor analysis of differences in the presence of risk-factor entries between
baseline (T0) and follow-up (T,) measurement revealed one clear factor in the group
visited by a nurse. This factor consisted solely of positive factor loadings, indicating
a consistent increase in all risk factors in the follow-up (T,) measurement compared
with the baseline (T0) level. This factor explained 73% of the total variance (Table 6).
Table 6. The pattern of change in the presence of risk-factor entries
Outreach visits
(33 practices)
risk factors

Blood pressure
Individual history
Family history
Smoking
Cholesterol
Weight
Alcohol

Written feedback
(31 practices)

factor
loadings3

correlation
coefficients*

factor
loadings"

0.66
0.90
0.92
0.94
0.87
0.87
0.82

-0.11
0.00
-0.13
0.04
-0.04
-0.18
0.05

0.52
0.76
0.79
-0.48
-0.07
0.39
-0.59

correlation
coefficients0
- 0.36*
- 0.59"
-0.30
-0.30
-0.34
-0.41*
- 0.46**

Factor analysis method: principal components, explained variance: 73%
Changes related to baseline level: Spearman's rank correlation coefficient
Factor analysis method: principal components, explained variance: 33%
ρ s 0.05
ρ < 0.01

The written-feed back group showed a fluctuating pattern of factor loadings, indicating
some risk factors to increase and some to decrease after intervention. The maximum
explained variance for one factor was 33%.
Additionally, the changes in the presence ofrisk-factorentries were studied in
relation to the recording level at baseline. No relation could be detected in the
nurse-visited group, which indicates that the increase occurred independently of the
recording level at baseline. The relation found in the written-feedback group indicated
that the higher the baseline level was, the lower the increase (Table 6).
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Combined presence of risk-factor entries
At baseline, hardly any records containing at least one entry of all four obligatory risk
factors were found in either of the intervention groups (< 0.1%). In the nurse-visited
group this proportion increased to 7% after intervention. The percentage of records
with an entry of two or three obligatory factors also increased in this group. Both in
the written-feedback group and in the control group, the proportion of records with an
entry of all four obligatory risk factors remained low in the follow-up measurement
(0.8% and 0.3% respectively). In the follow-up measurement the percentage of
records with an entry of at least one obligatory risk factor indicating an elevated risk
was comparable in all three groups of practices (13%). The proportion of these
records with at least one entry of all (three) conditional factors was highest in the
nurse-visited group (20%) compared with the written-feedback group (nearly 0%) and
to the control group (3%).
Signal function of risk-factor entries
In approximately one out of every three records (35%) at least onerisk-factorentry
was found in both the 18-month period before and after the start of the project. In the
18 months before the project started the proportion of these records with at least one
risk-factor entry recorded separately from the regular consultation notes was of
comparable level in all groups (30%, Table 7). After intervention this proportion was
significantly higher in the nurse-visited group (42%) compared with the level before
intervention. Between-group comparison of the results in the 18 months after the start
of the project showed no significant difference (Kruskal Wallis test, ρ = 0.13).
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Table 7. Signal function ofrisk-factorentries. Pre- and post-intervention (18
months periods) compared'
Outreach visits
(33 practices)

т0

Separate
positioning

г,

Written feedback
(31 practices)
c

тв

c

τ,

Control group
(27 practices)

Tf

c

т,ь

rf=2533

η°=2712

n =514

n =525

rf=49B

n = 493

28

42*

35

36

28

30

percentages of records with one or more entries separately from the regular consultation notes
among those records containing at least one risk-factor entry
In the control group no intervention took place. T,' here means the 18 months prior to the only
assessment performed, whereas T0' indicates the period of 18 months directly prior to T,
Number of records in analysis
p< 0.05, comparison within groups: signed-ranks test

Discussion
The results of our study showed that outreach visits by a trained nurse brought about
a substantially larger increase in cardiovascular risk-factor recording than written
feedback. Written feedback hardly produced any statistically significant changes in
risk-factor recording. Written feedback based on chart audit results, however, is
commonly used in quality improvement in the UK and some other countries.12,13 Our
study indicates that this method is not particularly effective in improving risk-factor
recording. A more intensive intervention using different methods, among which
personal support as a key element, seems to produce a more substantial
improvement. Consistent increases in the presence of entries of all risk factors were
found after such an intervention. Similar effects of outreach visits by trained (nurse)
facilitators in general practice have been reported from the UK.9 In the US,
facilitator-led interventions in community practices also showed positive results in the
uptake of screening procedures in the field of prevention and early detection of
cancer.7 Given the differences in health care systems in these countries, the similarity
of the effectiveness of the method used is remarkable.
It was remarkable to find out that the higher the presence of risk-factor entries
in the written-feedback group at baseline, the lower the increase after intervention.
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In the nurse-visited practices no relation could be detected between the increase in
the level of recording after intervention and the level at baseline. Personal support
may have functioned as an external stimulus making the practice guidelines the
target rather than the peer-group average.
Are the effects found in our study worth the effort? Support by a trained nurse is
a labour-intensive and consequently costly strategy. Given the target to assess and
record the cardiovascular risk level of all subjects aged 30 to 60 at least once every
five years, it was calculated that 60% of the target for the intervention period of 18
months was reached. With no additional personnel recruited, this can be seen as a
substantial result.
The results of the presence of cardiovascular risk-factor entries indicate that
there is ample room for improvement. Comparable figures were reported from the
Oxford region by Fullard9, but the figures reported from North-East Scotland by
Maitland were substantially higher.14 In our study every risk-factor entry in the medical
record over the preceding five years was taken into account, irrespective of the entry
indicating an elevated risk or not. The absence of an elevated risk, for example the
absence of CVD in the family history or abstinence from smoking, is not yet routinely
recorded in Dutch general practice. More discipline in recording rather than a more
systematic assessment of cardiovascular risk factors may have contributed to the
increase in risk-factor entries in our study. Even so, systematic recording of normal
findings (i.e. the absence of risk) can be profitable; entries of the absence of a
positive CVD family history and of abstinence from cigarette smoking, for example,
may lead to a reserved policy in the prescription of medication if an elevated blood
pressure is detected.
Though risk-factor recording is an important step in targeting CVD prevention,
patient-related endpoints such as compliance with advice and reduction of risk level
were not measured in this study. No clear research findings are available yet to
support the hypothesis that a higher level ofrisk-factorrecording is related to a lower
level of CVD risk status. Future research should focus on these aspects.
Implementation studies in general practice have to take place in the context of
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a changing environment, where circumstances often cannot be controlled. This may
be illustrated by the use of computers in general practice. In the Netherlands the
degree of computerisation among general practitioners was increasing rapidly in the
course of the project and accounted for the higher number of control practices with
a computer. 15 Careful attention was given to external influences interfering with the
study conditions, both within and between the different groups of practices, but it is
not possible to rule out these influences completely.

The provision of personal support is an effective tool to increase cardiovascular
risk-factor recording in general practice. We recommend further development of this
method to enhance a more systematic approach towards preventive care in general
practice.
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Abstract
Objectives. Authors of successful outreach visit studies stress the importance of
tailoring the intervention to the unique attributes and needs of each practice. For a
better understanding of the outreach visit method, the tailoring mechanism is
explored in this article. The variation among practices in preventive outreach visits
to implement guidelines and characteristics that determine the variation (baseline
adherence to organizational guidelines, practice and visitor characteristics) are
described. We explored whether and how many visits were paid to practices that
showed no increase in adherence to guidelines.
Setting and study participants. For 18 months, six trained nurse visitors
assisted 33 family practices in implementing a set of guidelines to organize a
program for cardiovascular disease prevention.
Measures. Visit and consultative action parameters (number and duration of
visits, duration of training and of conferring) and increase in adherence to
organizational guidelines after 18 months of assistance compared to baseline
adherence.
Results. Practices differed considerably concerning the visit and consultative
action parameters. Exploratory multiple regression analysis showed that baseline
adherence to guidelines, and practice and visitor characteristics were related to
the number of visits. Visitor characteristics were strongly related to the total time
spent on visits, training, and conferring.
Discussion. Our findings confirm that, concerning the number of visits, assistance
is primarily adapted to the unique attributes of each clinic. It may be useful, from
the viewpoint of cost-effectiveness, to standardize the performance of visitors
somewhat more with regard to the visit length. The tailoring mechanism resulted in
time well-spent in assisting practices. We hope that our results contribute to the
further development of the outreach method.
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Introduction
A better understanding of effective methods in priman/ care is needed in order to
improve the quality of preventive care. Several reviews have focused on the
effectiveness of methods of implementing guidelines and improving care.1'10 One
of the promising methods is 'outreach visits' by a trained person who meets with
providers in their practice setting to provide information. Outreach visitors are
sometimes physicians who visit colleagues, addressing their knowledge or skills. It
has been shown that this approach has been effective for optimizing drug
prescription and blood transfusion practice.1114 The effects of physicians' visits for
smoking-cessation and cervical cancer screening practices were, however,
limited.15·16
A related approach has been developed, consisting of outreach visits by
mostly

non-physician visitors or 'facilitators'. Facilitators focus on both

organizational and educational barriers of the practice team.1721 It was reported
that a nurse facilitator providing personal contact and focusing on specific
organizational problems may increase (cardiovascular) preventive activity in
primary care.17 Other studies on prevention with non-physician outreach visitors
do not give a conclusive answer about the effectiveness of the method.22"24
So, the findings on the effectiveness of outreach visits with regard to
prevention are not univocal and a better understanding of what makes outreach
visits effective is required. To explore which elements work and why, it is
important to look inside the black box of the intervention.25
An important feature in the outreach visit approach shared by all successful
prevention studies is the flexibility in assisting practices.17·23·24 The authors stress
the importance of tailoring the assistance to the unique attributes of each clinic
and to the needs experienced by the practice members.17·23'24,26"28 As a
consequence, practices are provided with visits and assistance as needed. The
less successful preventive studies lacked this flexibility: practices were offered
fixed numbers of one or two visits to improve services.15·16·22 The flexibility in
adapting the intervention to the specific situation in the practice may therefore be
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an important determinant of an effective outreach visit.
Unfortunately, insight into the process of tailoring the visits to the specific
situation in the practice is limited. Although it is assumed that practices should get
tailored interventions, insight into the actual variation of outreach visits is not
available. If it is assumed that such variation exists, than the question becomes
what factors explain it: for example, does the baseline compliance to the relevant
guidelines predict the number and the content of the visits?
Given the fact that outreach visits are a rather expensive method of
implementing guidelines, an efficient allocation of visits should be aimed for. This
means that visits should be made to practices that need them and, consequently,
that changes will be implemented successfully in those practices. It is therefore
important to find out whether and how many visits are paid to practices that, at the
end of the practice visits, show no increase in adherence to guidelines.
A study was performed to implement guidelines to organize a program for
cardiovascular

disease

prevention

in

family

practice.

Guidelines

were

implemented by trained nurse visitors, offering tailored assistance to the
practices.29·30 This paper focuses on answering the question 'what is the variation
among practices in outreach visits and what factors determine this variation?'.
Next, we explored the relationship between visits paid to practices and the
increase in adherence to the guidelines, to find out whether and how many visits
were paid to practices that showed no increase in adherence to guidelines.

Method
Design
A study was carried out in 33 family practices with 68 family physicians and 83
practice nurses, in two regions in the Netherlands (Table 1). Six trained nurse
visitors were assigned to these practices to improve cardiovascular preventive
care by implementing guidelines to organize services. Each practice was visited
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by the same visitor, who prospectively registered her activities on structured
registration forms during an 18-month period. Visitors were carefully selected and
trained to enhance the comparability between them.

Table 1. Characteristics of the 33 participating practices and their providers
at baseline
Practice characteristics

л = 33

Single-handed
i 2500 patients/full-time family physician
Family physician involved in residents' training
Practice using a computer
Urban location

39%
45%
48%
85%
55%

Provider characteristics

η = 151

Total number of family physicians/total in full-time equivalents
Total number of practice nurses/total in full-time equivalents
Mean age of the family physicians in 1991 (SD)
Mean age of the practice nurses in 1991 (SD)

68 / 55.2
83 / 45.9
40.9 (5.2)
33.6 (9.5)

Average percentage of family physicians that responded positively with
regard to:
The acceptability of prevention (five items)
The feasibility of prevention (four items)
The responsibility for prevention (eight items)
Self-efficacy expectations (seven items)

52%
30%
61 %
70%

The information presented in this paper is based on process data that were
gathered in a controlled trial in which the multifaceted outreach visit intervention
was compared with a feedback intervention and with a control group. It was shown
that, after 18 months, in the group with outreach visits (compared to the data from
the control group) the difference in the proportion of practices adhering to the
organizational guidelines was significant for seven out of ten guidelines. In the
feedback group the difference was significant for two guidelines. 29 Similarly, in the
group with outreach visits, significantly higher recording levels were found
concerning individual history, family history, smoking and weight. The p-value in
serum cholesterol and alcohol intake were 0.07 and 0.06 respectively. The final
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data in the feedback group did not show any significant differences compared to
the control group.30 In this paper, the outreach visit intervention is explored.

The multifaceted outreach visit intervention
A trained nurse outreach visitor carried out an intervention that combined several
methods, focusing on solving problems in organizing a cardiovascular disease
prevention program. This multifaceted intervention was based on a theoretical
model to implement innovations in four steps (Table 2) and on the principles of
educational outreach.5,28
Table 2. Nurse outreach visits
Activities and steps in the implementation process
Standardized
1
Introductory visa involving all team members in the practice
Outreach visitor informs practice team on cardiovascular
disease prevention and on guidelines to organize a prevention
program
2
Outreach visitor carries out a practice analysis to find out daily
routines in relation to the guidelines and writes a report

Stepl
Orientation
Step 2
Insight

Tailored
3
Discussion with practice team on the findings of the analysis, as
reported in the feedback report
Outreach visitor and practice team draw up a plan of action,
describing intended changes
Outreach visitor supports practice team in implementing the
planned changes

Step3
Acceptance
Step 4
Change

Outreach visitor provides tools to monitor progress
Outreach visitor gradually withdraws from the practice
After an introductory visit (step 1), data were gathered on the organization of
services. The practice team together with the outreach visitor discussed the
results of this analysis (step 2). Next, a plan of action to optimize routines was
drawn up (step 3). If necessary, the visitor provided materials (e.g. written
protocols, flow sheets, appointment cards) and information or training to improve
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knowledge, skills, or attitudes (step 4). Finally, visits were made to discuss
progress and barriers so that changes could be consolidated. The practice was
provided with tools to assess its progress (e.g. a log book).
This intervention was applied in each practice. The introduction and practice
analysis (activities 1-2, Table 2) were standardized by using checklists. The
subsequent visits were tailored to the unique attributes of each practice. These
visits are described in this paper.

Variables
(1) Visit and consultative action parameters
A 'visit' refers to each time the outreach visitor visited a practice. A 'consultative
action' refers to a meeting between the visitor and one or more team members, in
which a certain type of assistance is given. During one visit, more consultative
actions can take place because both the team member(s) with whom the visitor
meets and the type of consultative action can change. Visitors recorded the
characteristics of each visit and consultative action on a registration form:
•

the date of each practice visit: the number of visits was determined by simply
counting the number of dates;

•

the duration of each practice visit: the total duration of visits was determined
by summing the time spent for each visit;

•

the type of consultative action: to describe the type of assistance the outreach
visitor chose one of three types: conferring with team members (e.g. to provide
information, to give feedback, reach agreement, discuss progress and
barriers); providing training to improve knowledge or skills; other;

•

the team member(s) with whom the visitor met.

The duration of each consultative action was recorded as part of the total visit.
The total time spent on conferring and training was determined by summing the
different durations.
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(2) Adherence to organizational guidelines for cardiovascular disease prevention
Specific guidelines were developed based on experiences in previous studies on
improving

cardiovascular

disease

prevention, on

discussions

with

and

recommendations of experts in the Netherlands and abroad, and on the Dutch
College of General Practitioners' national guidelines on cardiovascular disease
prevention.17,18 In a consensus procedure, guidelines to organize a program for
prevention were reviewed by family physicians and practice nurses to assess
relevance, applicability, and feasibility. Thus, a coherent set of guidelines was
drawn up for detecting patients at risk, providing their follow-up, registering
preventive activities, and teamwork (Table 3).
At baseline and after 18 months of assistance, data on adherence to the
guidelines were gathered by questionnaire - one family physician and one practice
nurse per practice were invited to complete a questionnaire for the practice - and
by observation in the practice (availability of sex-age register, reason for encoun
ter in appointment book, log book and written protocols). Visitors were carefully
trained to carry out this observation. Data were reduced to binomial outcomes: a
practice either did or did not adhere to a specific guideline.
(3) Practice and provider characteristics
Information on the characteristics was collected by questionnaire at baseline:
•

type of practice (single-handed versus any partnership);

•

list size (number of patients per full-time family physician);

•

involvement of the family physician(s) in residents' training (or not);

•

practice using a computer (or not);

•

location of the practice (rural or urban);

•

number of family physicians and practice nurses in the practice;

•

mean age of both the family physicians and the practice nurses;

•

attitudes towards

cardiovascular

disease

prevention

and self-efficacy

expectations.
These included family physicians' opinions on the acceptability (five items, α =
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0.52) and feasibility (four items, α = 0.62) of prevention in family practice, the
perceived responsibility of family practice (eight items, α = 0.63) and their selfefficacy expectations (seven items, α = 0.76).31 Items were derived from
validated Dutch questionnaires. The items were statements with five-point
Likert scales ranging from 'strongly agree' to 'strongly disagree'. For each
scale, unweighted total scores per family physician were used in the analyses.
(4) Visitor
To study the influence of the visitor on the tailoring process, which outreach visitor
visited the practice was recorded for each practice.
Table 3. Guidelines to organize a program for cardiovascular disease
prevention and adherence to these guidelines at baseline and after
18 months (percentage of adhering practices, η = 33)
baseline after 18 months
Detection of patients at risk
Proactive invitation of patients at risk
Sex-age register available

33
64

85*
76

Follow-up of patients
Make a follow-up appointment with the patient
Provide an appointment card
Register follow-up consultations in the appointment book
Contact patients who fail to attend an appointment

70
45
31
15

91*
79*
72*
27

Registration of preventive activities
Register preventive activities systematically in a log book

0

73*

Teamwork within the practice
Delegate preventive activities to the practice nurse
Written protocols for practice team available
Hold regular, scheduled, team meetings

18
6
18

73*
94*
31

* ρ Í 0.05, añer versus control29

Analysis
The unit of analysis was the practice. Descriptive measures are presented on visit
and consultative action parameters. Visit and consultative action parameters were
tested for the normal distribution (Kolmogorov-Smirnov Goodness of Fit test). If
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they were normally distributed, the relationships between baseline adherence to
guidelines and practice and visitor characteristics on the one hand, and visit and
consultative action parameters on the other, were explored bivariately using
Pearson correlations and f-tests. Variables that were bivariately related to the visit
and consultative action parameters (p-value Í 0.25) were multivariate^ related to
outcome variables through stepwise multiple regression analysis.
To explore the relationship between visits paid to practices and an increase in
adherence to guidelines, an unweighted sum score on adherence to the ten
specific guidelines was computed for each practice (score between 0 and 10)
before and after the 18 months of assistance. The differences between baseline
and post-assistance adherence (increase in adherence) are described in relation
to the number of visits, the total duration of these visits, and the sum score on
adherence after 18 months. For each group of practices with a similar increase in
adherence (respectively 0, 1, 2 etc.), the mean number of visits, the mean total
duration of visits, and the mean adherence sum score after 18 months are
presented.

Results
Variation in visit and consultative action parameters
The visit parameters showed considerable variation between practices (Table 4).
During 18 months of assistance, the practices were visited between 13 and 59
times. The mean duration of a visit was 73 minutes with a minimum of 0 minutes
(delivering materials only) and a maximum of almost 5 hours (SD 43). Practices
spent, on average, 45% of the visit hours on training and 52% on conferring.
During 834 visits, the visitors had 934 consultations with one or more team
members. The number of team members with whom they met varied between 1
and 14. In 63% of the consultations the outreach visitor met with practice nurses
only. In 7% of the consultations she met with family physicians only and in 30% of
the cases she saw both practice nurses and family physicians during a
consultation. What features can account for these considerable variations?
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Table 4. Visit and consultative action parameters
(л = 33 practices with 834 visits)
Parameter (per practice)
Number of visits
Total duration of visits (hours)
Duration of training (hours)
Duration of conferring (hours)
Time spent on training (%)
Practice nurse(s)
Family physician(s)
Both
Time spent on conferring (%)
Practice nurse(s)
Family physician(s)
Both

Characteristics

Mean

Median

SD

Minimum

Maximum

25
31
15
15
45
97
1
2
52
31
8
61

24
27
12
13
50

9
18
13
6
15

13
10
1
5
7

59
96
66
28
68

50

17

18

93

that are related to the visit and consultative

action

parameters
Both total duration of the visits and duration of training did not follow a normal
distribution. After removing an outlying practice, all outcome parameters were
normally distributed and it was decided that f-tests, Pearson correlations, and
multiple regression analysis could be applied, focusing on 32 practices.
Following bivariate analyses, stepwise regression analysis showed that
baseline

adherence

to

guidelines,

practice

characteristics,

and

visitor

2

characteristics were related to the number of visits (MR = 0.76) (Table 5). In
particular, baseline adherence to the guideline 'delegate preventive activities to
the practice nurse' was important: if preventive activities were already, to some
degree, delegated to the practice nurse, more visits were paid to the practice.
Baseline adherence to the guideline 'hold regular, scheduled team meetings' was
also related to the number of visits: if practices already held regular meetings at
baseline, fewer visits took place. Furthermore, the number of family physicians in
the practice was influential: the more practitioners in the practice, the more visits.
Two visitors paid significantly more visits to their practices than did the others.
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Table 5. Visit and consultative actions and related characteristics (Multiple
regression equation, η = 32 practices)
В

SE В

MR»

Significance Τ

12.4
3.9
8.9
6.1

2.5
0.8
2.6
2.5

0.36
0.56
0.67
0.71

< 0.001
< 0.001
<0.01
0.02

-6.5
13.4

3
1.8

0.76

0.04
< 0.001

Total duration of visits (minutes)
Nurse visitor 4
Nurse visitor 2
Number of family physicians
Constant

1366
881
163
1069

306
281
78
199

0.27
0.47
0.55

< 0.001
<0.01
0.05
< 0.001

Total duration of training (minutes)
Nurse visitor 4
Nurse visitor 2
Number of family physicians
Constant

919
522
130
340

215
198
55
140

0.27
0.42
0.52

< 0.001
0.01
0.03
0.02

Total duration of conferring (minutes)
Nurse visitor 5
Constant

-482
968

102
49

0.43

< 0.001
< 0.001

Total number of visits
Baseline adherence to guideline:
delegate preventive activities
(yes = 1, no = 0)
Number of family physicians
Nurse visitor 4
Nurse visitor 2
Baseline adherence to guideline:
hold team meetings
(yes = 1 , no = 0)
Constant

The practice characteristic 'number of family physicians in the practice' and,
mainly, visitor characteristics, were related to both 'total duration of visits' (MR2=
0.55) and 'total duration of training' (MR2= 0.52): the visitors who visited their
practices more often also spent significantly more time in their practices.
Concerning the 'total duration of conferring', only visitor characteristics seemed
to be important (MR2= 0.43): one of the visitors spent less time on conferring in
her practices than did the others.
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Visits and increase in adherence to guidelines
To determine whether and how many visits were paid to practices that, ultimately,
showed no increase in adherence to guidelines, per practice differences between
final and baseline adherence sum scores were assessed. As shown in Table 6, in
only one of the 32 practices did the visits not result in an improvement in
adherence to the practice organizational guidelines at all.
Table 6. Increase in adherence to 10 practice organizational guidelines
(difference between adherence after 18 months of assistance and
baseline adherence, π = 32 practices with 788 visits)
Δ Adherence
(number of
guidelines)

η Practices

Mean number
of visits

Mean total duration Mean adherence
sum score after
of visits (hours)
18 months of
assistance

-1
0
1
2
3
4
5
6
7
8

1
4
7
6
6
5
2
1

21

24

20

17

25
31
26
22
18
24

31
30
31
32
21
31

All practices:
4

32

25

29

7
8
7
8
9
9

This practice was visited 21 times, for a total of 24 hours. In this practice the
outreach visitor was asked to provide support in solving personal problems
between a family physician and a practice nurse, which took a considerable
number of visits before guidelines could be introduced. In another four practices,
after 18 months of assistance, an increase in adherence to only one guideline was
found, leading to a mean final adherence score of four guidelines. The four
practices were visited on average 20 times, for 17 hours. In three of these four
practices, again, problems with team-building and sharing responsibilities existed.
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The fourth concerned a busy practice that moved to another location and in which
the practice nurse became ill.
In these five practices both the average number of visits and the total duration
of the visits were below the group average: they were visited on average 20 times
with a total duration of 19 hours.
In 27 of the 32 practices adherence to guidelines increased for at least three
guidelines, leading to a mean final adherence score of eight guidelines. These 27
practices were visited on average 25 times, for almost 31 hours.

Discussion
In this article the tailoring mechanism of outreach visits was explored in terms of
the number of visits by trained nurse visitors, the total duration of these visits, as
well as the duration of training provided to team members and the duration of
conferring with them.
Considerable variation was seen among practices within these parameters.
The flexibility allowed in assisting the practices resulted in large variations in the
level of support provided to them to improve their services.
Exploratory multiple regression analysis disclosed that the variation in the
number of visits was mainly related to the adherence to organizational guidelines
at baseline and to the number of family physicians in the practice. The presence
of more family physicians in a practice resulted in more visits to the practice. This
can be explained by the fact that in larger practices more family physicians and
more practice nurses have to be trained and conferred with. Adherence to the
guideline 'delegate preventive activities to the practice nurse' and non-adherence
to the guideline 'hold regular, scheduled team meetings' at baseline were related
to a higher number of visits. Adherence to the 'delegation guideline' may indicate
that those practices are better prepared to implement the guidelines to organize a
prevention program. Non-adherence to the 'team meetings guideline' may indicate
that team members cannot discuss the implementation of prevention and concrete
changes, and probably used the meetings with the outreach visitor for this
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purpose. Or maybe these practices needed the extra visits to implement the
guideline.
The study indicated that the variation in the length of the visits was mainly
related to visitor characteristics. Maybe the visitor's preferred teaching style can
explain the different visiting patterns. From the viewpoint of cost-effectiveness, this
kind of 'unasked-for* variation is not wanted unless it results in better effects (i.e.
better final adherence to guidelines). In that case we would have to explore what
makes those visitors more successful in implementing guidelines. There was,
however, no indication that there were differences between visitors in this regard:
we did not find a relationship between visitor and final adherence to guidelines
(data not shown). These findings indicate that from the viewpoint of costeffectiveness somewhat more standardization of the performance of outreach
visitors may be in order with regard to visit length.
In our study, baseline adherence to organizational guidelines, practice
characteristics, and visitor characteristics could explain 76% of the variation in the
number of visits. On the other hand, they could only explain half of the variation in
the duration of visits. A better insight into the needs experienced by practice
members may improve our understanding of this variation. Studying factors like
the attitudes, behaviour and culture of practice teams could probably contribute to
the understanding of different visiting patterns.
Outreach visits are a rather expensive method of implementation. It is
therefore important that in our study the tailoring mechanism seemed to result in
time well-spent in assisting practices. In only five practices did visits result in no or
in a very small increase in adherence to guidelines: four of these practices
experienced problems with team-building and sharing responsibilities.
It would be interesting to explore whether some kind of optimal number of
visits or a dose-response relation between visits and increase in adherence to
guidelines could be identified. This would, however, demand a different study
design.
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There is presently little research on the process of implementing preventive
guidelines through outreach visits. Therefore, it was not possible to formulate clear
hypotheses to test in our study. Moreover, our study population only contained 33
practices. It should therefore be borne in mind that our analyses were exploratory,
aimed at giving more insight into the tailoring mechanism as described by several
authors of successful preventive outreach visit studies. Looking inside the black
box of an intervention is important to achieve progress in designing and refining
successful Interventions.25 We hope that our results contribute to the further
development of the outreach visit method.
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Abstract
Introduction. To achieve progress in designing and refining effective programmes to
improve the provision of preventive services in general practice, more insight into the
experiences of providers during the actual programme implementation is needed. In this
paper experiences of primary care providers with a cardiovascular disease prevention
programme are reported. They were supported by trained nurse outreach visitors in
optimising preventive services. It is explored whether providers in more successful
practices have different experiences than providers in less successful practices.
Method. A survey was conducted among 68 general practitioners and 83 practice nurses
in 33 practices to gather information on the experiences of practice members with the
programme in general and with outreach visitors, the experienced barriers and benefits,
the outcomes of the programme, and the changes in their work.
Results. The majority of general practitioners and practice nurses indicated that they were
positive about the programme and that they were (very) satisfied with the outreach visitor.
Practice members experienced problems with the workload of the activities. Practice
nurses more often than general practitioners complained about the paperwork involved
and less often mentioned patient barriers. Practice nurses and, in a less pronounced way,
general practitioners indicated that their activities had positively changed since the
implementation of the programme. Some relations were found between experiences and
the degree in which practices were able to optimise the organisation of services: the more
successful the practice, the more positive the practice members' general judgement about
the programme, and the more often expectations concerning the number of newly
detected patients were exceeded.
Discussion. We asked general practitioners and practice nurses about their experiences
with a prevention programme, with the aim to learn from their experiences. If we were to
develop a programme to be implemented on a large scale concerning cardiovascular
disease prevention, we would preserve most elements in our programme. We would add,
however, an emphasis on a realistic prognosis of the number of at-risk patients to be
detected; the workload involved; the many, very different barriers that can be encountered;
and a more cost effective approach by aiming for patients with (a high risk of)
cardiovascular disease.
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Introduction
Prevention has become an important issue in health policies in many western countries.
Many organisations, consensus groups, and policymakers have designed and promoted
guidelines on preventive care.1"3 Since 1987, the Dutch College of General Practitioners
has been involved in national guideline setting, including guidelines on hypertension,
cholesterol, mammography, and pap smears. Special programmes have been
developed to implement these guidelines. In Great Britain the National Health Service
implemented in April 1990 'the new contract', which made health promotion a specific
obligation under general practitioners'terms of service. In the Netherlands, a nationwide
programme was started in 1995 to implement influenza vaccination and cervical cancer
screening in general practice, funded by the Dutch Ministry of Health, Welfare and
Sports. Other topics will be added to this programme in the coming years.
In order to set up successful and feasible programmes for implementing prevention
in general practice, it is crucial to assess the effects of such a programme before using
it on a large scale. It is also important to gain insight into the process by which
successful interventions have worked and unsuccessful ones failed: "Cumulative
progress in designing and refining successful interventions will be difficult to achieve until
researchers begin looking inside the black box, measuring and analyzing the provider's
beliefs, attitudes, reactions and judgements in some detail".4 So, to discover the
potentials and boundaries of a programme to implement preventive services in general
practice, insight into the influencing factors as experienced by practice members while
testing the programme is particularly important.
In 1991, a study was started in two regions in the Netherlands to improve
cardiovascular disease prevention in general practice by implementing a set of
guidelines. The preventive services were aimed at patients between 30 and 60 years of
age who visited the practice. Guidelines concerned detecting patients atrisk,their followup, registering preventive activities, and teamwork within the practice.
Trained nurse outreach visitors visited practices for 18 months, focusing on solving
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problems in the organisation of prevention. A comparison with control group data
showed a statistically significant increase in the outreach visit group in the proportion of
practices adhering to most of the guidelines.5"7 Therefore, the study showed that the
programme on the improvement of cardiovascular disease prevention in general practice
could effectively be implemented.
This paper presents the outcomes of a study aimed at gaining insight into the
circumstances under which our implementation programme was or was not successful.
The general practitioners' and practice nurses' experiences with the programme and the
influencing factors experienced while implementing the programme are described in this
paper. Moreover, it is explored whether care providers in successful practices have
different (i.e. more positive) experiences with the programme than care providers in less
successful practices.

Method
Practices and design
A study was performed in 33 general practices in two regions in the Netherlands. For 18
months, six trained nurse visitors supported these practices and their 68 general
practitioners and 83 practice nurses (Table 1) in improving cardiovascular disease
prevention. A written questionnaire was sent to each practice member at the end of the
support period.

The implementation programme
A programme was developed focusing on solving problems in organising cardiovascular
preventive services. The programme combined different methods to optimise the
organisation of services (e.g. providing information, feedback, education, and tools). It
was based both on a theoretical model to implement innovations in a stepwise manner
and on the principles of educational outreach.8·9
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Table 1. Characteristics of the 33 participating practices and their providers at
baseline (percentage)
Practice characteristics

л » 33

Single-handed practices
Ì. 2500 patients/fte general practitioner
Ì 0.8 fte practice nurse/2500 patients
General practitioner involved in vocational training
Practice using a computer
Urban location

39
45
73
48
85
55

Provider characteristics

η = 151

Total number of general practitioners / total number fte
Mean age of the general practitioners in 1991 (SD)
Female general practitioners

68 / 55,2
40,9(5,2)
28

Total number of practice nurses / total number fte
Mean age of the practice nurses in 1991 (SD)

83 / 45,9
33,6 (9,5)

Firstly, the practice team was informed about the programme to gain their interest in the
organisational aspects of prevention. Secondly, data were gathered on how the practice
organised cardiovascular disease prevention. After this analysis of each practice, a
personal feedback report was written by the nurse visitor. The practice team and the
visitor discussed the results of this analysis in order to give the team better insight into
their own situation and to create awareness of (gaps in) actual performance. Thirdly, the
practice team together with the outreach visitor drew up a plan of action to optimise
routines, describing the intended changes. Fourthly, the practice was supported in
implementing the planned changes during consecutive visits (Box 1 ). If necessary,
information or education was provided to improve knowledge or skills. Standardised
instruction materials were provided if needed, e.g. examples of written protocols, flow
sheets and appointment cards. Finally, visits were made to discuss progress and barriers
so that changes could be consolidated. The practice was also provided with practical
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tools to self-assess progress. During this last phase the visitor gradually withdrew from
the practice.

Box 1 . Examples of activities to improve the organisation of cardiovascular
services that took place in a practice
•

Practice team reached agreement on protocols for measuring family history,
blood pressure, cholesterol, weight, and smoking habits

•

Practice nurse was trained to carry out a cardiovascular preventive consultation,
including both taking measurements correctly (e.g. blood pressure, weight) and
health counselling

•

Specific tools (e.g. questionnaires) were developed to guide the history-taking
process

•

Practice team selected and purchased patient leaflets (e.g. diet, smoking)

•

Blood pressure devices were calibrated

•

Appointment card was developed and printed

•

Suitable workroom for the practice nurse to see patients was created

•

Practice nurse was trained to contact patients who fail to attend an appointment

•

Log book was developed to register preventive activities

•

Practice team discussed progress and barriers in implementing guidelines for
prevention

The outreach visitors
Six practice nurses were selected for their experience in general practice and for
personal skills. They were carefully trained by the project team to carry out the outreach
visitor's role. They first gained experience in 12 pilot practices. Visitors focused on
implementing ten guidelines for organising prevention in the areas of detecting patients
at risk, patient follow-up, recording preventive activities, and teamwork within the practice
(Table 2). They used checklists to standardise the first steps (introductory visit, practice
analysis, and writing of the feedback report). The subsequent visits were tailored to the
needs of the practice. For various topics standardised materials, developed by the
project team, were available.
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Table 2. Guidelines to organise prevention of cardiovascular disease (CVD)
Detection of patients at risk
- Proactive contact of patients at risk of cardiovascular disease
ι e not guided by complaints of the patient or assumptions of the GP

- Sex-age register available
i.e. a complete sex-age register, computerised or not

Follow up of patients
- Make a (CVD) follow up appointment with the patient
ι e. an appointment is made immediately after the last consultation

- Provide an (CVD) appointment card
ι e an appointment card is provided as a reminder to the patient

- Register the reason for follow up in the appointment book
- Contact patients who fail to attend an (CVD) appointment
Registration of preventive activities
- Register preventive activities systematically in a (CVD) log book
Teamwork within the practice
- Delegate (CVD) preventive activities to the practice nurse
ι e the practice nurse cames out at least 4 activities to prevent cardiovasculair disease

- Written (CVD) protocols for all team members available
- Hold regular, scheduled, meetings
ι e meetings at least once every three months and for at least 30 minutes

Variables
•

Experiences of general practitioners and practice nurses
The questionnaire included questions on the following topics:
- General judgement about the programme
There were four items concerning the practice members' general experiences
with the programme (e.g. how well the activities of the outreach visitor could be
integrated into daily practice or how feasible they perceived the programme).
The items were statements with five-point Likert scales ranging from 'very good'
to 'poor*.
- Appraisal of visitors
The questionnaire contained seven items concerning the practice members'
experiences with the outreach visitor's knowledge and skills (e.g. her supportive
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skills, her ability to spot problems). The items were statements with five-point
Likert scales ranging from Very satisfactory1 to Very unsatisfactory1.
- Experienced barriers or benefits
Practice members could indicate to what degree they had experienced any of
seven barriers while implementing the programme (e.g. whether the activities
increased the administrative workload or patients' anxiety). The items had fivepoint Likert scales, with experiences ranging from 'not' to 'to a high degree'.
Furthermore, open-ended questions on barriers or benefits were added to the
questionnaire, to enable a listing of various influencing factors experienced by
the practice members. Such questions included "What was the greatest problem
in the past 18 months concerning the outreach visitor?' or 'What do you think is
the greatest advantage of support by outreach visitors?'.
- Appraisal of outcomes
To assess specific experiences with the outcomes of the programme, the
questionnaire contained three statements on the number of newly detected
patients at risk of cardiovascular diseases. The statements had five-point Likert
scales ranging from 'much more than expected' to 'much less than expected'.
- Appraisal of current activities
The questionnaire contained four items concerning experienced changes in
various aspects of the practice members' work as a consequence of the
implementation programme (e.g. the satisfaction or feeling of responsibility their
activities gave them). The items were statements with five-point Likert scales
ranging from 'more than before' to 'less than before*.

•

Successful and less successful practices
For each guideline (Table 2), data on adherence were gathered by questionnaire
and by observation in the practice; practices either did or did not adhere to a
guideline.5"7 An unweighted posttest sum score regarding guideline adherence was
computed for each practice (score between 0 and 10). The more successful the
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practice was in implementing the guidelines to organise prevention, the higher the
unweighted posttest sum score.

Analysis
The individual care provider was the unit of analysis.
Descriptive analyses (frequencies for general practitioners and practice nurses) were
used to describe the experiences of the general practitioners and practice nurses.
The answers to the open-ended questions on barriers or benefits experienced while
implementing the programme were listed separately and were grouped by subject.
To reduce data, factor analysis (principal component) was used to test whether items
clustered as expected for each set of experience-items. The internal consistency of each
scale was assessed (Cronbach's alpha). To explore whether care providers in successful
practices had more positive experiences with the programme than care providers in less
successful practices, for each of these scales unweighted sum scores per care provider
were calculated. These sum scores were related to the sum score concerning the
success of the practice in implementing guidelines, using Pearson correlations.

Results
Respondents
Of the 158 questionnaires that were sent to the practices (at the end of the study there
were three additional general practitioners and four extra practice nurses), 147
questionnaires (93%) were returned. After excluding 25 incomplete questionnaires, 122
questionnaires (77%) could be used for further analysis (65 practice nurses and
57 general practitioners).
General practitioners and practice nurses that returned incomplete questionnaires
indicated that they had too little experience with the programme, either because they
were not involved in the activities because of their limited appointment in the practice or
because they had only recently been involved in the activities because of staff turnover.
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General judgement about the programme
The majority of general practitioners and practice nurses were positive about the
programme: they felt that the programme and the activities of an outreach visitor could
be integrated into and were feasible in daily practice (Table 3). They were also positive
about the tools that were provided. Few care providers were negative about the
programme; about 10% indicated that it was difficult to integrate the programme into
daily practice.
Table 3. General judgement about the programme by percentages of
general practitioners (GP) and practice nurses (PN)
(л = 57 general practitioners and 65 practice nurses)
%

very good / good

average

fair / poor

To what extend do you think the
project fits into your practice?

GP:
PN:

70
57

21
32

9
11

To what extend do you think the
activities of the outreach visitor fit
into your practice?

GP:
PN:

78
72

20
27

2
2

What did you think of the
programme offered by the project
for the prevention of
cardiovascular disease?

GP:
PN:

93
91

4
10

4

What did you think of the
materials offered by the project,
such as the protocols and
stamps?

GP:
PN:

80
94

18
5

2
2

Appraisal of outreach visitors
With regard to each of the seven items concerning the perceived knowledge and skills
of the outreach visitor, 82% or more of the practice members indicated that they were
satisfied or very satisfied with the outreach visitor (Table 4). Some were dissatisfied,
particularly with the support during the introduction and planning of the programme
(about 10%).
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Table 4. Appraisal of outreach visitors by percentages of general practitioners
(GP) and practice nurses (PN)
(л = 57 general practitioners and 65 practice nurses)
%

very
satisfactory /
satisfactory

average

unsatisfactory /
very
unsatisfactory

help with the introduction and
planning of the programme in the
practice

GP:
PN:

87
91

6
6

7
3

ensure the continuity of the
implementation

GP:
PN:

82
78

9
11

9
11

alert to problems in the
implementation

GP:
PN:

84
84

7
10

9
6

practical advice concerning the
implementation of prevention

GP:
PN:

89
89

6
8

6
3

knowledge of cardiovascular disease
prevention

GP:
PN:

98
98

2
2

-

knowledge of the requirements of the
practice concerning cardiovascular
disease prevention

GP:
PN:

96
92

4
6

2

skills in supporting the practice in
cardiovascular disease prevention

GP:
PN:

96
92

4
5

3

Opinion about the support provided
by the outreach visitor concerning:

Opinion about the visitor's:

Barriers or benefits while implementing the programme
Concerning the seven barriers that were explicitly mentioned in the questionnaire (Table
5), more than half of the general practitioners and practice nurses indicated that they
experienced at least some problems concerning the workload of the activities. Practice
nurses more often than general practitioners complained about the paperwork that was
involved in the activities. General practitioners more often than practice nurses
mentioned patient barriers ('uncertain results', 'médicalisation' and 'anxiety').
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Table 5. Barriers experienced by percentages of general practitioners (GP) or
practice nurses (PN)
(л = 57 general practitioners and 65 practice nurses)
%

did not/
hardly

somewhat

to a considerable /
strong degree

large burden of time and work

GP
PN:

44
44

40
38

16
19

too much administration

GP
PN:

66
47

26
41

9
13

too many meetings

GP
PN:

80
81

20
18

2

the expected results are
uncertain

GP
PN:

48
70

39
24

14
7

causes 'médicalisation'

GP
PN:

66
83

29
17

6

makes people anxious

GP
PN:

76
86

24
13

GP
PN:

93
87

5
13

To what extend did these
possible drawbacks of the project
occur in your practice?

too biased towards hypertension

2
2

Table 6 and 7 give an overview of the factors that were mentioned by general
practitioners and practice nurses in the open-ended questions on barriers and benefits
in implementing the programme. General practitioners and practice nurses mentioned
many influencing factors, including provider factors (e.g. knowledge, skills,
forgetfulness), practice factors (time, reimbursement, computerisation, registration,
collaboration in the practice) and patient factors (patient motivation, patient preferences).
Moreover, they mentioned aspects in the support by the outreach visitor.
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Obstacles mentioned by general practitioners and practice nurses in
implementing the programme

Obstacles regarding the care provider
• uncertainty about the end result
• relationship between input and output is unclear
• changes in own routines are difficult
• continuous discipline is difficult
• easy to forget new behaviours
• gaps in knowledge and skills, and self-confidence, of the practice nurse
• practitioners and nurses are afraid of medicalisation/somatic fixation
Obstacles regarding the practice organisation
• frequent lack of time of general practitioners and practice nurses
• lack of a suitable workroom for the practice nurse
• lack of reimbursement
• frequent lack of continuity in the practice due to changes in practice nurses,
moves, building renovations, implementing computer systems
• limitations of the computer
• bothersome administrative work
• agreements are not well kept, especially not by physicians
• lack of consensus among colleagues concerning the approach
• problems with mutual sharing of tasks between practitioners and nurses
• lack of involvement of some practice workers
Obstacles regarding patients
• patients want different things (for example, to always have their cholesterol
tested)
• difficult to motivate patients to accept the invitation, return for checkup, and
change lifestyle habits
• difficult to alleviate patients unnecessary worry
• patients are checked somewhere else
• the patient population is difficult to reach (many immigrants/low education)
Obstacles regarding the support provided
• "in a busy, disorderly practice an outreach visitor can provide few concrete
solutions to make the prevention work satisfactorily"
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Benefits mentioned by general practitioners and practice nurses in
implementing the programme

Benefits regarding the care provider
• to become more alert, also in other situations
• to become acquainted with a totally different way of working
• a positive influence on attitudes
• increase in skills and knowledge
• enhancement of the nurse's work and a corresponding increase in her work
enjoyment
• insight into your own actions and your own practice organisation
• somatic fixation was less than expected
Benefits regarding the practice organisation
• improvement in follow-up of patients
• get more insight into your patient population
• the registration is more organised
• patient data are better administered
• structure has been introduced to the organisation
• "all technical and organisational problems could be solved"
• "slowly but surely prevention has become an integral part of the practice"
Benefits regarding patients
• the promotion of a healthy lifestyle for people
• the patients are motivated: 'people think it is great'
Benefits regarding the support provided
• the outreach visitor:
is always available
assures continuity
makes people enthusiastic
is indispensable
is a sounding board
is tenacious
• the possibility of exchange of experiences
• the possibility to evaluate the previous period
• tailormade goods are delivered
• "strange eyes are forceful"
• "encouragement is necessary as long as there is no routine"
• the prolonged support; otherwise attention drops away

The tables show that the same factor can be experienced both as a barrier and as a
facilitator. For example, some practice members mentioned their fear of médicalisation
as a barrier, while others indicated that médicalisation was less than anticipated, which
had a positive influence.
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Appraisal of the outcomes of the programme
It seemed to be difficult for practice members to make a precise estimate of the number
of patients to be detected while implementing the programme (Table 8). About half of the
general practitioners had overestimated the number of patients to be detected with an
elevated risk of cardiovascular disease; they indicated that less new patients were
detected than they had expected. Between 20% and 40% of the practitioners indicated
that the number of newly detected patients met their expectations. Of the practice
nurses, 40% to 50% had expectations conform to reality.
Table 8. Appraisal of outcomes by percentages of general practitioners (GP) and
practice nurses (PN)
(π = 57 general practitioners and 65 practice nurses)
%

much more /
somewhat more
than expected

the same as
expected

somewhat
less / much
less than
expected

the number of newly identified
patients with an increased risk of
cardiovascular disease

GP:
PN:

24
29

20
37

56
34

the number of newly identified
patients with hypercholesteremia

GP:
PN:

26
35

30
41

43
24

the number of newly identified
patients with hypertension

GP:
PN:

8
25

42
52

51
23

To what extend did things work
out differently than expected:

Appraisal of activities since the implementation of the programme
Practice nurses especially indicated that their activities had positively changed since
the implementation of the programme; they liked the work they performed more, the
activities showed more variation, were more satisfying and gave them more a feeling
of responsibility than before. General practitioners showed similar changes, only in a
less pronounced way than the practice nurses (Figure 1).
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Figure 1. Appraisal of activities since implementation of the programme
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Relation between experiences and successfulness of the practice
Data reduction analyses were performed and four sets of items were formed (factor
loadings * 0.40): general judgement about the programme (4 items, α = 0.69),
experienced barriers (7 items, α = 0.66), appraisal of outcomes (3 items, α = 0.83) and
appraisal of current activities (4 items, α = 0.79). Factor analysis and reliability analysis
were not performed on the items concerning 'appraisal of visitors', because the
responses on all items showed little variance; almost all respondents were positive about
the visitors.
Unweighted sum scores per care provider were computed for the four experience scales.
When these sum scores were related to the sum score concerning the successfulness
of the practice in implementing the guidelines (Pearson correlations), some statistically
significant relations were found.
A correlation (0.25, ρ < 0.01, η = 114) was found between the general judgement about
the programme and the degree of successfulness; the more successful the practice, the
more positive the practice members. Moreover, a correlation (-.22, ρ = 0.01, л = 106)
was found between the appraisal of the outcomes and successfulness; the more
successful the practice, the more often expectations concerning the number of newly
detected patients were exceeded.

Discussion
We asked general practitioners and practice nurses -involved in a study on implementing
a programme to optimise cardiovascular preventive services- about their experiences
with that programme, with the aim to learn from their experiences. Their opinions are
important in setting up effective programmes for implementing prevention in general
practice; their positive experiences can be used to promote preventive programmes,
while their more negative experiences can be used to adapt these programmes. It must
be borne in mind that the programme has proven to be effective in implementing
guidelines to organise cardiovascular disease prevention.5-7
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Most practice members were positive about the feasibility of the tested programme and
the tools provided. Outreach visitors were very well received by practice members. In
addition, practice nurses especially indicated that, although it had become busier in the
practice, their work had changed for the better. These are three positive and important
outcomes. Firstly, to effectively implement a programme on a large scale, feasibility is
an important precondition; the project team paid much attention to this condition while
developing and piloting the programme. Secondly, the fact that outreach visitors were
well received is important, because it shows that someone from outside the practice is
accepted as a change mediator. Again, the project team paid much attention to the
selection and training of the visitors, preparing them to carry out their innovative roles.
Thirdly, participation in the programme resulted for many practice nurses in new medical
tasks (e.g. measuring blood pressure, life style counselling). Although this caused an
increase in their workload, both practice nurses and the general practitioners in their
practices obviously very much appreciate this extension of their tasks.
Although most practice members were positive concerning many aspects of the
programme, this does not mean that the programme was easy to implement. In spite
of the support provided in this process, about 10% of the practice members indicated it
was difficult to integrate the programme into daily practice; 10% were dissatisfied with
the support during the introduction and planning of the programme in their surgery; many
barriers were experienced while implementing the programme; and it was difficult for
practice members to make realistic assessments of the number of patients to be
detected. To refine the programme, these more negative outcomes are as important as
the already mentioned positive outcomes. General practitioners and practice nurses
listed numerous barriers and benefits while implementing the programme. Being aware
of these influencing factors is crucial in further developing effective methods to
implement such prevention programmes. Given the fact, however, that many barriers
mentioned by some practice members were identified as facilitating factors by others
emphasises that it is important for an implementation programme to focus on a broad
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range of influencing factors and to tailor the intervention to the unique circumstances of
each practice.
In this study it was shown that care providers in successful practices had a more
positive general judgement about the programme and they more often mentioned that
their expectations concerning the number of newly detected patients were exceeded.
Although this gives rise to the chicken-and-egg problem -what comes first- it underlines
the importance of "looking inside the black box of the intervention, measuring and
analyzing the provider's beliefs, attitudes, reactions and judgements in some detail".4
If we were to develop an effective cardiovascular disease prevention programme to be
implemented on a large scale, what elements would we preserve and what elements
would we change in our programme? Most elements would be preserved: the combined
intervention; the stepwise implementation of innovations; the outreach visitors, tailoring
their visits to the specific needs of a practice; the careful selection and training of these
outreach visitors; and the up-to-date materials and tools. To this programme, however,
would be added an emphasis on the outcome that many practice nurses appreciate the
extension of their tasks in spite of the increased workload. Furthermore, it is important
that practice members are provided with a realistic prognosis of the number of patients
to be detected and the workload involved. Moreover, practice members and outreach
visitors should be prepared for the many, very different barriers that can be encountered;
implementing the programme will not be easy!
Finally, it may be important to reconsider the target population of the preventive
activities. A more select target population to start the cardiovascular preventive activities
with could be chosen, e.g. patients with established cardiovascular problems (angina,
peripheral arterial disease) or with a known elevated risk of cardiovascular disease
(hypertensives, diabetics). Other risk groups could then successively be added to the
target population. This makes the activities more cost-effective and prevents a
discouraging effect of the small number of patients who may benefit from the preventive
activities.10"12
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This thesis focused on implementing preventive services in general practice. We
assumed that improving the delivery of preventive activities results in a higher
patient participation and contributes to a decrease in morbidity and mortality. An
important role was allotted to guidelines for effectively organising cardiovascular
preventive services and the recording of risk factors.
The literature was systematically searched concerning the effectiveness of
various interventions to improve preventive activities, and barriers to preventive
care were analysed. A multifaceted outreach visit intervention for implementing
preventive services in general practice was developed and compared to a
feedback intervention and to a control group. Cardiovascular disease prevention
was taken as a test case. An evaluation was performed to assess the
effectiveness of the outreach visit intervention on the organisation of preventive
services and on the recording of cardiovascular risk factors. Furthermore, a
process evaluation was performed to 'look inside the black box of the intervention',
to gain insight into the process by which the intervention worked or failed.
In this final chapter, conclusions are drawn and discussed based on the main
results.

Conclusions
The effectiveness of alternative interventions to improve the delivery of
preventive services
In a review, the effectiveness of various interventions to improve the delivery of
preventive services in primary care was explored. Most interventions were found
to be effective in some situations. All in all, improvements in performance following
interventions were small to moderate. An exploratory comparison of the relative
effectiveness

of

the

different

interventions

indicated

that

multifaceted

interventions, and 'multifaceted interventions including reminders' in particular,
seemed to result in the greatest improvements. Physician education and
reminders as a single strategy seemed to result in somewhat smaller
improvements.
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Our review also found that some potentially effective single interventions, such
as social influence, feedback, and organisational, financial, and regulatory
interventions have hardly been studied. Proof of the effectiveness of reminders in
preventive care is abundantly available.

Barriers to prevention
Barriers to implementing preventive guidelines related to the organisation of
services and the attitudes of professionals do exist in general practice. In our
study, at baseline, many practices were poorly organised. Although many general
practitioners thought that general practice is capable of realising preventive
behaviour in patients, fewer had positive opinions on the feasibility in general
practice, the acceptability towards patients of preventive services, and the
responsibility of general practice for preventive services.
The organisation of preventive services and attitudes or self-efficacy
expectations seemed to be two separate, independent barriers; even a positive
attitude or self-efficacy expectation did not automatically coincide with a practice
organisation equipped for prevention. Changing attitudes is probably not enough
to improve preventive activities. Efforts must also be directed at the organisation
of services.

Effectiveness of the multifaceted outreach visit intervention
Based on our results it can be concluded that a multifaceted outreach visit
intervention - as developed in our study- can effectively improve the adherence to
guidelines to organise services for cardiovascular disease prevention in general
practice. Moreover, improvements in the recording of cardiovascular risk factors
can be achieved.
In our study, the multifaceted outreach visit intervention was more effective in
improving cardiovascular preventive services in general practice than the more
common feedback method, regarding both the adherence to organisational
guidelines and the recording of risk factors.
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The process by which the multifaceted outreach visit intervention was
effective
Tailoring the visits to the specific situation in the practice' was an important
element of our intervention. In our study, the flexibility allowed in assisting the
practices resulted in large variations in the support provided to improve the
practices' services.
Exploratory multiple regression analysis showed that the variation in the number
of visits was mainly related to the adherence to organisational guidelines at
baseline and to the number of family physicians in the practice. Visitor
characteristics were strongly related to the total time spent on visits, training, and
conferring.

From

the

viewpoint

of

cost-effectiveness

somewhat

more

standardisation of the visit length may therefore be in order, as we found no
indication that there were differences between visitors concerning their
effectiveness in implementing guidelines.

The circumstances under which the intervention was effective
Overall, general practitioners and practice nurses were positive about the
feasibility of the tested programme. Outreach visitors were very well received by
practice members, which indicates that someone from outside the practice is
accepted as a change mediator. In addition, practice nurses especially indicated
that, although it had become busier in the practice, their work had changed for the
better.
In spite of these positive outcomes, a broad spectrum of barriers was
experienced by practice members while implementing the programme. Given the
fact that many barriers mentioned by some practice members were identified as
facilitating factors* by others, emphasises the importance of focusing an
implementation programme on a broad range of influencing factors and tailoring
the intervention to the unique circumstances of each practice. In this way,
practices can improve the quality of care in proportion to their own capabilities and
at their own pace.
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Discussion
The effectiveness of alternative interventions to improve the delivery of
preventive services
Integrating preventive care into general practice still is an important challenge for
many countries in the late nineties. Many barriers seem to hinder primary care
providers to take full advantage of the strategic position they hold to provide
preventive care.1'3 This is probably the reason why most multifaceted interventions
turned out to be relatively effective in our review of the literature: different
influencing factors demand a variety of interventions to optimise preventive care.
Most interventions, however, were found to be effective in some situations,
resulting in, overall, small to moderate improvements in performance following
interventions. The outcomes of the review underline the importance of 'looking
inside the black box of the intervention'. More detailed studies are needed to
understand which components of the interventions are effective under what
circumstances and which factors inhibit or facilitate the implementation of
preventive services in primary care.4·5 For example, it may be important to focus
on the targeted behaviour, the intensity, duration, or flexibility of the intervention,
or on characteristics of the guideline. Furthermore, it may be important to look for
differences among practices that had the 'same' intervention to find out whether
differences between practices or settings cause differences in the successfulness
of the intervention. It may also be important to know to what degree the
intervention was carried out as planned. Different forms of programme evaluation,
aimed at providing information on the process by which an intervention is effective
or not, are important tools for identifying factors which influence whether an
intervention is successful. Until now, unfortunately, few studies reported process
information.
Likewise, it was interesting to note how few studies showed high compliance
with practice guidelines, both before and after intervention. This demonstrates that
there is still a lot of information lacking on how to effectively optimise preventive
services in primary care. Therefore, the quest for knowledge on how to
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effectively optimise preventive services in primary care is not yet over; a lot of
information is still lacking. In addition, when weighing the pros and cons of
interventions, it is important to gain more insight into the costs of interventions as
related to the effectiveness. Multifaceted interventions may be relatively effective
in improving adherence to preventive guidelines, but they are probably also more
expensive than single interventions. It may therefore be important to take into
account the costs as well as effects while comparing interventions.
The real challenge concerning our knowledge of quality improvement is how to
translate this knowledge into practice on a large scale. For example, because
proof of the effectiveness of reminders in preventive care is abundantly available
and performance guidelines are developed regarding many preventive services,
why not now include the possibility of generating reminders for certain target
populations as a standard procedure in the general practitioner's computer
information system?

Barriers to prevention
The literature shows that there are numerous barriers to preventive care, including
provider factors (e.g. knowledge, skills, forgetfulness), practice factors (e.g. time,
reimbursement, computerisation, registration, collaboration in the practice), and
patient factors (e.g. patient motivation, patient preferences).13 These barriers
probably contribute to the gap between recommended and actual performance
concerning preventive care. To improve the provision of preventive care, the
emphasis has often been on education to change behaviour.6 Especially in the
nineties, the organisation of preventive services as a precondition for providing
preventive services received more attention.7'16 In our study, general practitioners
experienced both organisational and attitudinal barriers to preventive care. Even
general practitioners with a positive attitude towards prevention had not adapted
their practice organisation to include preventive activities. Therefore, we
encourage a more multifaceted approach aimed at different barriers, with a special
emphasis on the practice environment. As there are many possible barriers to
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preventive care, solving one problem does not guarantee a smooth provision of
the recommended care. Moreover, we promote a tailored intervention to overcome
barriers to preventive care. The combination of barriers is probably unique in each
specific practice, as are the best solutions. Moreover, along the way many
unforeseen barriers can present themselves, also needing attention to secure a
smooth provision of services. Involving the target group or target practice in
finding solutions adapted to the specific situation is probably crucial in the change
process.

Effectiveness of the multifaceted outreach visit intervention
In this thesis it was shown that a multifaceted outreach visit approach, including
several strategies, was effective in implementing guidelines for organising
cardiovascular preventive services and recording cardiovascular risk factors.
Although it is difficult to assess the specific influence of the different elements,
probably all elements of the intervention contributed to the effects: offering support
especially designed for the individual practice in successive steps; providing clear
guidelines for the organisation of services; repeating messages during
subsequent visits; involving the practice team; providing feedback on behaviour;
and offering several alternatives to try. We think that three elements particularly
contributed to the effectiveness of the strategy: the intervention was multifaceted,
tailored, and repetitive. The practice was supported in applying a new approach,
while going through all steps of the theoretical model to implement this innovation
(orientation, insight, acceptance, and change).17 Along the way, many different
barriers could present themselves. By providing tailored assistance to the team
using different interventions to overcome these barriers (e.g. education, providing
tools, feedback) in sequential visits, the chance of successfully reaching the last
phase -'change'- is substantially enhanced.
Our outcome is consistent with the findings as reported in a review on the
effectiveness of "outreach visits to improve health professional practice and health
care outcomes".18 This review was recently published by the Cochrane
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Collaboration on Effective Professional Practice. It was concluded that outreach
visits, particularly when combined with social marketing, seem to be a promising
approach to change professional behaviour, especially prescribing. The authors
distinguish four types of outreach visits. The first type of outreach visit uses an
eight step social marketing approach to behaviour change. The first step, as in
other models of behaviour change, consists of an assessment of the motivation
for current practice and barriers to change. Other steps are developing
programmes;

developing

objectives;

establishing

credibility;

encouraging

physician participation; using concise educational materials; repeating key
messages; and ideally providing reinforcement through subsequent visits. The
second type of outreach also involves persuasion, but the assessment of barriers
to change is not specially reported. The third type does not use persuasion per se,
but may decrease administrative barriers for example, by streamlining office
procedures. The fourth type focuses on the development of skills.18 The
multifaceted outreach visit intervention as developed in our study appears to be
mixture of type 1, 3, and 4.

Compared to the effectiveness of the outreach visit intervention, the results of
the feedback approach were somewhat disappointing. Mugford and colleagues,
however, also concluded in their review on the effects of feedback on clinical
practice that "feedback of information is necessary but not sufficient in the process
of maintaining high quality clinical care".19 Feedback was most likely to influence
clinical practice if clinicians had previously agreed to review their practice and if
the information was presented close to the time of decision-making.19 Similarly,
Axt-Adams and colleagues reported that "in the majority of cases, providing
feedback alone appeared hardly effective."20 They concluded that the differences
in effect could be partly explained by the authority of the messenger, the intensity
(extent, timing, frequency) of the message, the possibility of comparing one's
behaviour with that of peers, and the setting and outcome measure chosen in a
study.20 In a very recent systematic review of audit and feedback, Thomson and
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colleagues concluded that "while audit and feedback can be a useful part of an
intervention, the effects are generally small."21 They mentioned several
explanations why some interventions were effective and others were not. "Audit
and feedback may be more effective in situations where the targeted behaviour is
fairly complex or naturally occurring feedback is inadequate (preventive care), and
feedback serves to make the health professional aware of current performance.
Other sources of variation could include both the method of delivery and the
content of the feedback."21 In our study, researchers of the Department of General
Practice provided feedback to general practices that had previously agreed to
participate in a study on the organisation of cardiovascular preventive services in
general practice. The targeted behaviour was fairly complex, the naturally
occurring feedback was inadequate, and the feedback served to make the
practice team aware of its current performance. The extensive, written feedback
information was presented once 6 weeks after data on the organisation of
services were gathered; the report was sent by post. Concerning the recording of
risk factors, the practice could compare its behaviour with that of peers. It is hard
to explain exactly why our intervention was not very effective. Maybe the
information was not presented close to the time of decision-making; maybe
researchers of the Department of General Practice had no authority; maybe the
message was too extensive or the feedback should have been repeated; maybe
the practice was given too little opportunity to compare their behaviour with that of
peers; or maybe adherence to organisational guidelines is an outcome measure
that does not appeal to the practice team.

The process by which the multifaceted outreach visit intervention was
effective
Each practice was visited 25 times on average over a period of 18 months,
involving practice staff for about 30 hours of meetings at the practice. Twenty-five
visits seem to be a huge investment, but if one looks at the total duration of these
visits, it can be compared to, for example, four one-day CME meetings. These

166

Chapter 8

visits were spread over a period of 18 months and took place at the practice, at
suitable hours, thus causing as little inconvenience as possible to the practice.
Still, outreach visits are costly. More information is needed about whether
outcomes outweigh costs. In the review on the effectiveness of outreach visits, it
was also concluded that cost-effectiveness needs to be determined.18
The number of visits varied considerably among practices. The importance of
the number of visits is not clear.18 Given the huge adaptations that are often
needed, several visits are probably necessary to implement improvements and to
offer alternatives to be tried out. It would be interesting to explore whether some
kind of optimal, minimal or maximal number of visits can be determined or whether
a dose-response relationship between visits and increase in adherence to
guidelines can be identified. These questions could not be answered in our study.
Exploratory analyses were performed, aimed at giving more insight into the
tailoring mechanism. What factors determine the variation among practices?
Baseline adherence to organisational guidelines, practice characteristics, and
visitor characteristics could explain 76% of the variation in the number of visits. On
the other hand, they could only explain half of the variation in the duration of visits.
A better insight into the needs of practice members may improve our
understanding of this variation. For example, as adherence to the guideline
'delegate preventive activities to the practice nurse' was related to a higher
number of visits, it is important to find out why practices in which the practice
nurse is already actively involved in patient care 'need' more visits. Studying
factors like the attitudes, behaviour, and culture of practice teams could probably
contribute to the understanding of different visiting patterns.
Information on the process by which an intervention is effective is scarce; we
hope that our results contribute to the further development of effective
implementation methods.
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intervention was effective
Most general practitioners and practice nurses were positive about the
programme, in spite of the barriers encountered during the implementation
process. Overall, practices implemented the preventive programme while
performing their regular activities; no extra personnel were appointed. Outreach
visitors provided training for practice staff and offered continual advise and
support; they did not see patients themselves. Maybe the results -especially those
concerning the barriers, benefits, and appraisal of the outcomes- would have been
more positive if extra personnel had been appointed. In the consensus study that
was performed to select the guidelines, at least one full-time practice nurse per
full-time general practitioner was seen as a precondition for optimal delivery of
cardiovascular disease preventive activities.
Implementing the programme was not easy! Many, very different barriers were
encountered. Obviously these problems could successfully be dealt with, as most
practices were effective in implementing the organisational guidelines and in
improving the recording of risk factors. Moreover, many factors that were identified
as obstacles by some practice members, were identified as benefits by others.
These outcomes underline the importance of tailoring the intervention to each
specific situation.
It was shown that care providers in successful practices had a more positive
general judgement about the programme and more often mentioned that their
expectations concerning the number of newly detected patients were exceeded.
Although this gives rise to the chicken-and-egg problem -what comes first- it
underlines the importance of "looking inside the black box of the intervention,
measuring and analyzing the provider's beliefs, attitudes, reactions and
judgements in some detail".4
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Prevention of cardiovascular disease
All in all, by providing the multifaceted outreach visit intervention, considerable
improvements have been achieved in the participating practices. In our study, the
preventive activities were aimed at patients between ages 30 and 60 who visited
the general practitioner's surgery for some health problem. In the light of current
developments, it is important to reconsider this target population, both from the
viewpoint of patient acceptability and cost-effectiveness.
Regarding cardiovascular disease prevention, more and more it is argued that
the role of primary health care teams needs to be shifted towards, firstly, patients
with established cardiovascular disease, and, secondly, patients with a high risk of
cardiovascular disease. The coronary heart disease and stroke iceberg
"demonstrates the need for establishing priorities, working first with those having
an overt disease,..; then with those having risks...".22,23 Similarly, European and
US recommendations agree on the following priorities in clinical practice:
• "highest priority goes to patients with established disease...;
• the next place goes to symptom-free individuals at high risk...;
• action may be extended to the closest relatives of these patients...;
• preventive action may finally be extended to the offer of risk-status assessment
and advice to individuals not in these priority groups.24
In a recent systematic literature review of multiple risk factor interventions
comprising counselling, education, and drug treatments, it was concluded that:
• "the effectiveness of health education approaches modifying lifestyle to prevent
coronary heart disease is in doubt;
• health promotion interventions result in only small changes in risk factors and
mortality in general populations;
• in people with hypertension and in other high risk groups risk factor
interventions have beneficial effects;
• health protection by fiscal and legislative means deserves a higher priority".25
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In November 1997, the Dutch College of General Practitioners disseminated its
adapted guidelines on hypertension. The general practitioner is to offer a blood
pressure measurement to all patients with known elevated risk (including
established disease) who have not had a measurement for one year or more. Age
above 60 became a risk factor.26

In summary: there is discussion in the field of cardiovascular disease prevention,
especially concerning the "best" target population for preventive activities in
general practice. The recommended preventive approach -the shift towards
patients with established disease or with risk factors- has an additional benefit of
probably fitting better into current developments in general practice. With the
ageing of the population, the number of patients with chronic diseases increases.
The challenges for medical care of chronic morbidity are the prevention of
premature death, but also the prevention and management of complications, the
quality of life during the patients' remaining years, and the burden for the social
network of the patients' disease and treatment."27 As hypertension, obesity,
ischaemic hart disease, and diabetes mellitus are among the ten most common
chronic diseases in the Netherlands, the challenge of integrating cardiovascular
preventive services into general practice and the challenge of chronic morbidity
could coincide. This could result in a boost to general practices to provide
preventive services to address these issues.

Guidelines
Focusing on improving the practice organisation to improve the provision of
preventive services is important, as in our study at baseline -concerning eight out
of ten organisational aspects- more than half of the practices were poorly
organised. In particular, adherence to the guidelines "register activities
systematically in a log book" and "the availability of written protocols" was low.
Two organisational guidelines were hard to implement: contacting patients who
failed to attend an appointment, and holding regular, scheduled, team meetings.
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Non-adherence to these two guidelines, and especially to the guideline "contact
patients who failed to attend an appointment", probably reflects the key issue in
prevention in the Netherlands: "Am I my brother's keeper?". As part of our study, a
written questionnaire on barriers for cardiovascular preventive care was sent to
150 general practitioners and 150 practice nurses.28 The practice members were
particularly negative about an active monitoring of patients who missed an
appointment; 61% indicated that this medicalised patients and 97% indicated that
it was the patient's own responsibility to attend an appointment or not. These
outcomes underline the high value Dutch general practitioners attribute to patient
responsibility. They are careful not to be their brothers' keeper. We therefore paid
extra attention to this guideline; for example, role-playing was used in the
education of practice nurses concerning this item. In spite of the extra attention,
final adherence was low.
Regular, scheduled team meetings were also difficult to achieve. In most
practices team meetings did take place, but on an ad hoc basis. Practice teams
were probably not convinced of the extra value of meeting regularly on a
scheduled basis. In some practices, maybe the meetings with the outreach visitor
served as the structured meetings of the practice team.
Concerning the recording of cardiovascular risk factors, it was shown that
consistent increases in the presence of entries of all risk factors were found after
the multifaceted outreach visit intervention. These outcomes are important, even if
the increase in the recording of risk factors is a result of more disciplined recording
instead of the result of a more systematic assessment of risk factors. Knowing the
risk factors at any given moment is an important step in the care and follow-up of
patients at risk.

Methodological considerations
We performed a non-randomised controlled trial. Blinding was impossible, given
the nature of our interventions. We choose a quasi experimental design.
Therefore, we do not fulfil the criteria of the blinded, randomised controlled trial.
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There are, however, sometimes major obstacles to conducting randomised
experiments in field settings.29 Two problems are probably particularly important
for our research field, in which improving the general practitioner's adherence to
guidelines is aimed at: (1) treatment-related refusals to participate in the planned
experiment; (2) treatment-related attrition from the experiment. Similarly, Black
formulated several reasons "why we need observational studies to evaluate health
care".30 He states, among others, that a randomised trial may be inappropriate
"when the effectiveness of the intervention depends on the subject's active
participation, which, in turn, depends on the subject's beliefs and preferences".
To prevent refusals to participate and drop-outs, practices were personally
invited to participate in the study; before and after intervention measurements
were available of all participants. In this manner, we may have selected interested
practices, as we invited people to give attention to cardiovascular disease and
informed them of the goals of our study, to create a feeling of interest and
commitment.
Aiming at equivalent groups, four criteria were used to assign practices to
groups: type of practice; the number of patients registered with the practice;
employment rate of the practice nurse; and participation in vocational training.
This matching procedure was successful. In addition, the three groups were
comparable at baseline for most of the guidelines. All participating general
practitioners filled in a questionnaire on attitudes and self-efficacy expectations at
baseline. These data were also similar in all groups (data not shown).
Were our practices different from other practices in the Netherlands? When we
look at the attitudes of the general practitioners in our study towards prevention,
this does not seem to be the case. In 1987, Verhaak found very similar outcomes:
only a small majority of general practitioners thought that prevention was the
responsibility of general practice and that prevention was acceptable for patients.
He also reported that general practitioners were more negative with regard to
feasibility.31 Similarly, when we look at the baseline situation in the participating
practices, these conditions were not particularly promising at the start of the study.
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Recommendations for further research
Based on the outcomes of the study, the following recommendations for further
research can be formulated:
Effectiveness of the multifaceted outreach visit intervention
This study showed that outreach visits were effective in optimising the
organisation of services in general practice. In 1989, when it was started, the main
concerns were whether general practitioners in the Netherlands would accept a
non-physician in their practice as a change mediator and whether they would
accept someone from outside the practice. It was shown that the intervention was
feasible and that the great majority of practice members were positive about the
outreach visitors. Given these results, it would be challenging to test the
hypothesis that nurse visitors are also effective in optimising patient care and
patient outcomes, as this gives rise to a new concern: will general practitioners
accept a non-physician as a consultant for advice on their performance?
A second challenge would be to measure whether and under what conditions
long-term effects of the intervention can be reached. It was assumed that by going
through all steps of the theoretical model to implement innovations, the
improvements in the practice organisation would be sustained over time. Some
form of further support, however, seems advisable, if only because of staff
turnover.
Looking inside the black box of interventions aimed at implementing
preventive services
Detailed insight Into the effectiveness of different methods to improve the
provision of preventive services is still lacking. As most interventions were
effective in some situations and improvements in performance following
interventions were, all in all, small to moderate, it is crucial to explore whether
some interventions are more effective than others and if so, why? It is also
important to gain more insight into the circumstances under which an
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implementation programme was or was not successful. This information is
necessary to design and refine interventions.4 Programme evaluation aimed at
providing information on the process of the intervention is an important tool in this
respect. Our study revealed some preliminary process data, needing further
research.
It would be a challenge to gain more insight into the tailoring mechanism. In this
study it was reported that each practice was, on average, visited 25 (SD 9) times
over a period of 18 months, with a mean total duration of about 30 hours. It would
be interesting to find out whether an optimal, minimal or maximal number of visits
can be distinguished or whether a dose-response relationship can be identified
between visits and increase in adherence to guidelines. This would demand a
different study design than applied in this study. Similarly, it would be interesting to
investigate the optimal number of practices that can be supported by one full-time
outreach visitor. In Great Britain, for example, a facilitator is responsible for on
average 40 practices.

The costs of the intervention
Another area that needs more study concerns the costs of different methods to
implement preventive services. In our review it was reported that most
multifaceted interventions seemed to be relatively effective in improving
adherence to preventive guidelines. They were probably also rather expensive as
compared to, for example, single interventions like physician reminders. Similarly,
our evaluation study showed that the multifaceted outreach visit method was an
effective but probably also rather expensive method of implementation as
compared to the feedback intervention. Detailed cost analyses are needed to
enable comparisons between different methods of implementation.
While comparing costs, it is important to make a clear distinction between the
costs of the implementation of the preventive services in general practice and the
costs of providing these services to patients. Preferably, a cost-effectiveness
analysis is performed to decide whether a preventive service should be offered to
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patients. In addition, the most cost-effective method to implement these services
should be determined.

Spin-off for current developments
Dutch national project to improve the organisation of preventive services
In the Netherlands, a national implementation project was started in June 1995 to
improve the organisation of influenza vaccinations and the screening for cervical
cancer in general practice. The project was initiated by the Dutch Minister of
Health, the Dutch College of General Practitioners and the National Association of
General Practitioners. The aim of the project was to implement the programmed
prevention of influenza and cervical cancer by supporting practices in improving
the organisation of these services. To study the optimal intensity of support, two
strategies were compared. One strategy consisted of support of about 300
general practitioners by one full-time outreach visitor together with a general
practitioner co-ordinator (18 districts). In the more intensive strategy, an extra
outreach visitor and extra training for the visitors (in 5 districts) was provided. The
visitors received the additional training from the Centre for Quality in Health Care.
Visitors, together with the general practitioner co-ordinators, organised and
provided group education of general practitioners and practice nurses. They also
visited practices to support them individually. Data are now analysed to assess the
effects of both strategies on the organisation of the services and on the
attendance rate for vaccination and screening. In the coming years, other topics
will be added to the national prevention programme; in 1998 an additional
programme on cardiovascular disease prevention will start in all districts.

The "Cardiovascular Risk Reduction in Primary Care" (Carpe) Project
Continuing the positive experiences with trained nurse outreach visitors in
improving the organisation of preventive services in general practice, a
consecutive study was funded by the Netherlands Heart Foundation (October
1995). The central question in this study is whether and to what degree the care
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(i.e. organisation of services and the provider's performance) for patients with
cardiovascular risk factors or diseases can be improved. In the beginning of 1997
the intervention was started in the practices. The intervention will take 18 months.
The effects in 60 experimental practices will be compared with the progress in 60
control practices, the practices being randomly assigned to either the experimental
or the control condition. The effects on the organisation of preventive services,
and the adherence to seven Dutch national standards of the Dutch College of
General

Practitioners

for

cardiovascular

problems

(i.e.

hypertension,

hypercholesterolaemia, diabetes mellitus II, peripheral arterial disease, angina
pectoris, heart failure, and TIA) are assessed. In addition, patient outcomes are
studied, particularly the effects on the patients' risk profile, quality of life, and
satisfaction with the care provided. Finally, the costs of the intervention are
analysed in detail. It is expected that the study will offer a model for a large-scale
implementation of standards and improvements in the care for patients with
cardiovascular risk indicators or diseases in general practice. The outcomes of the
project are therefore important for the above-mentioned Dutch national prevention
project.

This thesis provides a better insight into the effectiveness of methods to
implement preventive services in general practice. It was shown that the
multifaceted outreach visit approach as developed and tested in this thesis proved
to be effective regarding the adherence to organisational guidelines and the
recording of risk factors in general practice. Whether the strategy can be applied
more efficiently or whether it is also effective in improving the performance of care
providers and patient outcomes remains to be studied. More detailed studies are
needed on the process by which successful interventions have worked and
unsuccessful ones failed, on the circumstances under which an intervention was
or was not successful and on the costs that are involved in improving the quality of
care. Nevertheless, the multifaceted outreach visit approach seems to be a
promising method to improve the quality of preventive care in general practice.
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Summary

Because prevention is regarded as one of the priorities in health policy, insight is
needed on how to promote preventive activities. In this thesis we assume that
improving the delivery of preventive activities results in a higher patient
participation and thus contributes to a decrease in morbidity and mortality. Optimal
implementation of guidelines is essential for achieving high quality preventive
care.
This thesis focuses on implementing guidelines for preventive services in
general practice. The integration of preventive care into general practice is an
important challenge, as general practitioners are in a favourable position to
provide preventive care. Most patients have an ongoing relationship with their
general practitioner over a period of years and about 90% of the patients consult
their general practitioner at least once every three years. Many of these contacts
offer opportunities for preventive care. However, research in different countries
documents discrepancies between evidence-based practice guidelines for
preventive care and objective measures of what is actually done in practice.
In this thesis, an important role was allotted to implementing guidelines for an
effective organisation of preventive services. Guidelines concerned detecting atrisk patients and their follow-up, registering preventive activities, teamwork within
the practice, and the recording of risk factors. An innovative, multifaceted
intervention was developed to implement these guidelines. Cardiovascular
disease prevention was taken as a test case.

Chapter 1 describes the research questions. In order to design and refine an
effective intervention for implementing prevention in general practice, it is crucial
to identify barriers that hinder the provision of preventive services; to design an
intervention programme aimed at overcoming these barriers; to test whether this
programme is effective in overcoming the barriers; to assess the process by which
the programme is or is not effective; and to refine the programme according to the
experiences of those carrying it out.
We developed an implementation strategy to be tested in general practice,
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based on six principles:
(1 ) implementing innovations is a step-by-step process;
(2)

adapting the intervention to the specific target group, setting, and barriers is
important;

(3) multifaceted interventions, aimed at multiple barriers, are particularly
effective; (4) clear guidelines are important;
(5) improving the organisation of services is important;
(6) outreach visits by a trained person who provides individual assistance at the
physician's office is a promising method to implement preventive activities in
general practice.
We developed a multifaceted intervention for implementing guidelines - in
successive steps - to organise prevention. Trained nurse outreach visitors went to
practices over an 18-month period, focusing on solving problems in organising
preventive services. The number of visits depended on the needs of the practice
team. The scientific and practical value of this implementation method was
determined.
The following research questions were formulated:
1.

What is the effectiveness of alternative interventions to improve the delivery
of preventive services?

2.

What barriers to prevention present themselves in general practices?

3.

What are the effects of a multifaceted outreach visit intervention on
adherence to guidelines for the organisation of cardiovascular disease
prevention, as compared to a feedback intervention and the data of a control
group?

4.

What are the effects of a multifaceted outreach visit intervention on
cardiovascular risk factor recording, as compared to a feedback intervention
and the data of a control group?

5.

How do outreach visits vary among practices (in number and activities) and
what factors determine this variation?
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6.

What are the experiences of general practitioners and practice nurses after
18 months of implementing our programme?

Chapter 2 contains an overview of 58 studies -comprising 86 comparisons
between an intervention and a control group- that focused on professional,
organisational, financial, and regulatory interventions to improve the delivery of
preventive services. The effectiveness of alternative interventions was assessed.
A Medline search (1966-1995) was performed, combined with a manual search in
21 scientific journals (1980-1995) and in the Cochrane Collaboration on Effective
Professional Practice Register of trials. After literature was selected for inclusion,
two independent researchers used a standardised checklist to extract data from
the studies. Descriptive overviews and an exploratory comparison of the relative
effectiveness were applied. Most interventions were found to be effective in some
situations. Improvements in performance following interventions were small to
moderate. An exploratory comparison of the relative effectiveness of the different
interventions

indicated

that

multifaceted

interventions,

and

'multifaceted

interventions including reminders' in particular, seemed to result in the greatest
improvements after intervention. We concluded that effective interventions to
increase preventive activities in primary care are available, but more detailed
studies are needed to understand which elements of interventions work, why they
work, and at what cost.

Chapter 3 focuses on barriers to preventive care. We studied the organisation of
cardiovascular services and the attitudes and self-efficacy expectations of general
practitioners, their relationship, and the influence of practice and provider
characteristics. Before intervention, a survey was conducted among 95 general
practices with 195 general practitioners. Few practices turned out to be well
organised to provide preventive services. Seventy percent of the general
practitioners had positive self-efficacy expectations; thirty percent to fifty percent
had positive attitudes. We found few relations between the organisation of
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services and positive attitudes or expectations; even a positive attitude or
selfefficacy expectation did not automatically coincide with a practice organisation
equipped for prevention. Patient list size played some role in the presence of
barriers. So, barriers to prevention do exist in general practices. Changing
attitudes is probably not enough; efforts must also be directed at the organisation
of services.

In Chapter 4, the effects of the multifaceted outreach visit intervention on the
organisation of cardiovascular disease prevention are assessed. In a nonrandomised controlled trial, including 95 general practices in two regions in the
Netherlands, we compared the outcomes of the multifaceted outreach visit
intervention (33 practices) with a feedback intervention (31 practices) to
implement guidelines for organising cardiovascular disease prevention. We
compared the results in both groups with control group data (31 practices).
Practice characteristics that influenced the effectiveness of the implementation
methods were explored. Data were gathered by questionnaire and observation,
before and after intervention. The three groups were comparable at baseline for
the matching variables and adherence to the organisational guidelines. It was
shown that outreach visits were more effective than feedback in implementing
guidelines for organising preventive services. Within the outreach visit group, the
increase in the proportion of practices adhering to the guidelines was statistically
significant for six out often organisational guidelines. Within the feedback group, a
comparison between post- and pre-intervention data showed no significant
increase in adherence. Partnerships and practices using a computer showed more
changes in adherence. Outreach visits were probably effective because tailormade practical help was given to practices, guided by the wishes and possibilities
of the practice team.

Similarly, in Chapter 5, the effects of the multifaceted outreach visit intervention
on the recording of risk factors are assessed. A chart audit was carried out before
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and after intervention. A sample of medical records of patients aged 30 to 60 was
evaluated looking for risk factor entries: the presence of a risk factor, or a
combined presence and their signalling function to indicate an at-risk patient was
checked. Again it was shown that the multifaceted outreach visit intervention was
more effective than the feedback intervention in implementing guidelines for
recording cardiovascular risk factors. These outcomes are important, even if more
disciplined recording rather than a more systematic assessment of risk factors
contributed to the increase in risk factor entries. Knowing the risk factors at any
given moment is an important step in the care and follow-up of patients at risk.

To gain a better understanding of the outreach visit method, Chapter 6 explores
the tailoring mechanism. Authors of successful outreach visit studies stress the
importance of tailoring the intervention to the unique attributes and needs of each
practice. The variation in outreach visits among practices and characteristics
determining this variation were described. During the 18-month period, the six
trained nurse visitors prospectively registered their activities on structured
registration forms. These visit and consultative action parameters (number and
duration of visits, duration of training and conferring) and the increase in
adherence to organisational guidelines were explored. Practices differed
considerably concerning the visit and consultative action parameters. Exploratory
multiple regression analysis showed that baseline adherence to guidelines and
practice and visitor characteristics were related to the number of visits. Therefore,
our findings confirm that, concerning the number of visits, assistance is primarily
adapted to the unique attributes of each clinic. Visitor characteristics were strongly
related to the total time spent on visits, training, and conferring. From the
viewpoint of cost-effectiveness somewhat more standardisation of the visit length
may be in order, as we found no indication that there were differences between
visitors concerning their effectiveness in implementing guidelines. The tailoring
mechanism seemed to result in time well-spent in assisting practices, as most
practices showed an improvement in adherence to guidelines.
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Chapter 7 reports the experiences of primary care providers with the
cardiovascular disease prevention programme as provided by the outreach
visitors. We conducted a survey among 68 general practitioners and 83 practice
nurses in the 33 practices with outreach visits. Information was gathered on the
experiences of practice members with the programme in general and with
outreach visitors, the experienced barriers and benefits, the outcomes of the
programme, and the changes in their work. We also explored whether care
providers in more successful practices had different experiences with the
programme than care providers in less successful practices. The outcomes
showed that the majority of general practitioners and practice nurses were positive
about the programme and that they were (very) satisfied with the outreach visitor.
Practice members indicated that they experienced problems with the workload of
the activities. Practice nurses more often than general practitioners complained
about the paperwork involved and less often mentioned patient barriers. On the
other hand, practice nurses in particular indicated that their activities had positively
changed since the programme implementation. Some relations were found
between experiences and the degree in which practices were able to optimise the
organisation of services: the more successful the practice, the more positive the
practice members' general judgement about the programme, and the more often
expectations concerning the number of newly detected patients were exceeded. If
we were to develop a programme to be implemented on a large scale, we would
like to reconsider the target population of the preventive activities. We would
chose a more select target population by aiming for patients with cardiovascular
disease or at high risk. This shift towards patients with established disease or at
risk is more cost-effective and more in line with the current literature and
discussions.

Finally, Chapter 8 formulates conclusions and reflects on the results of the
different studies. The literature was systematically searched concerning the
effectiveness of various interventions to improve preventive activities, and barriers
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to preventive care were analysed. It was shown that the multifaceted outreach visit
intervention was effective in implementing guidelines for organising cardiovascular
disease preventive services and for recording cardiovascular risk factors. It was
more effective than the feedback method in implementing the guidelines. We
looked inside the 'black box of the intervention', gaining more insight into the
tailoring mechanism and the experiences of general practitioners and practice
nurses who worked with the preventive programme. Still, the quest for knowledge
on how to effectively optimise preventive services in primary care is not yet over;
much information is still lacking. Recommendations for further research were
formulated. To develop our knowledge regarding the quality of preventive care, it
is crucial to understand which components of the interventions are effective under
which circumstances and why. In addition, when weighing the pros and cons of
interventions, it is important to gain more insight into the costs of interventions as
related to their effectiveness. Our multifaceted outreach visit intervention was
effective, but is was also costly; more information is needed on whether outcomes
outweigh costs. The spin-off from our study is described.

This thesis provides a better insight into the effectiveness of methods to
implement preventive services in general practice. The multifaceted outreach visit
approach is a promising method to improve the quality of preventive care in
general practice.
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Omdat

preventie

wordt

gezien

als

één

van

de

prioriteiten

in

het

gezondheidszorgbeleid, is inzicht nodig in strategieën om preventieve activiteiten
te optimaliseren. In dit proefschrift gaan we ervan uit dat een verbeterde
preventieve zorgverlening leidt tot een hogere deelname van patiënten, wat
bijdraagt aan een verlaging van morbiditeit en mortaliteit. Bij het nastreven van
kwalitatief goede preventieve zorg is een optimale implementatie van richtlijnen
essentieel.
Dit proefschrift gaat over de implementatie van richtlijnen voor preventieve zorg
in de huisartspraktijk. De integratie van preventie in de huisartsgeneeskundige
zorg is een belangrijke uitdaging, aangezien huisartsen zich in een gunstige
positie bevinden om preventieve zorg te verlenen. De meeste patiënten hebben
gedurende vele jaren dezelfde huisarts en ongeveer 90 procent van de patiënten
bezoekt hun huisarts ten minste eenmaal in de drie jaar. Veel van deze contacten
bieden mogelijkheden voor preventieve zorg. Onderzoekers in verschillende
landen hebben echter vastgesteld dat de in richtlijnen geadviseerde preventieve
zorg niet altijd daadwerkelijk wordt verleend.
In dit proefschrift is een belangrijke rol weggelegd voor het implementeren van
richtlijnen die zich richten op een doeltreffende organisatie van preventieve
activiteiten. De richtlijnen betreffen het opsporen van risicopatiënten, de bewaking
van follow up, de registratie van preventieve activiteiten, de samenwerking binnen
de praktijk en de registratie van risicofactoren. Een innovatieve interventie die
verschillende implementatiemethoden combineert werd ontwikkeld om deze
richtlijnen in te voeren. Als onderwerp werd gekozen voor de preventie van harten vaatziekten.

In hoofdstuk 1 staan de onderzoeksvragen beschreven. Bij de ontwikkeling en
verfijning van effectieve interventies voor het implementeren van preventieve zorg
in de huisartspraktijk, is het van cruciaal belang om:
• barrières te identificeren die het aanbieden van preventieve zorg belemmeren;
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• een ¡nterventiestrategie of programma te ontwikkelen dat zich richt op het
wegnemen van deze barrières;
• na te gaan of het programma effectief is in het wegnemen van de barrières;
• het proces te beschrijven waaronder het programma al dan niet effectief is;
• het programma te verfijnen op grond van de ervaringen van degenen die het
uitvoeren.
De strategie die we voor het implementeren van preventieve zorg in de
huisartspraktijk hebben ontwikkeld, is gebaseerd op zes principes:
(1) het implementeren van innovaties dient stapsgewijs te worden uitgevoerd;
(2) het is belangrijk de interventie aan te passen aan de specifieke doelgroep,
setting en barrières;
(3) met name gecombineerde interventies, gericht op verschillende barrières, zijn
effectief;
(4) het is belangrijk dat de richtlijnen eenduidig zijn geformuleerd;
(5) het optimaliseren van de organisatie van de zorg is belangrijk;
(6) bezoeken van een getrainde kracht die persoonlijke ondersteuning op de
werkplek biedt ('outreach visits'), is een veelbelovende methode voor het
implementeren van preventieve zorg in de huisartspraktijk.
We

ontwikkelden

implementeren

van

een

gecombineerde

interventie

praktijkorganisatorische

voor

richtlijnen.

het

stapsgewijs

Getrainde

praktijk-

assistentes of consulenten bezochten gedurende achttien maanden huisartspraktijken om problemen in de organisatie van preventieve zorg voor hart- en
vaatziekten op te lossen. Het aantal bezoeken was afhankelijk van de behoeften
van de praktijkmedewerkers. De wetenschappelijke en praktische waarde van
deze implementatiemethode werd nagegaan.
De volgende onderzoeksvragen werden geformuleerd:
1. Wat is de effectiviteit van verschillende interventies ter optimalisering van de
preventieve zorg?
2. Welke barrières voor preventieve zorg bestaan er in de huisartspraktijk?
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3. Welke effecten heeft de gecombineerde interventie op het voldoen aan
richtlijnen voor de organisatie van de preventieve zorg bij hart- en vaatziekten,
vergeleken

met

een

feedbackinterventie

en

de

gegevens

van

een

controlegroep?
4. Welke effecten heeft de gecombineerde interventie op het voldoen aan
richtlijnen voor de registratie van cardiovasculaire risicofactoren, vergeleken
met een feedbackinterventie en de gegevens van een controlegroep?
5. Hoe variëren de bezoeken door consulenten tussen huisartspraktijken (in
aantal en in activiteit) en door welke factoren wordt deze variatie bepaald?
6. Wat zijn de ervaringen van huisartsen en praktijkassistentes met het
implementatieprogramma?

Hoofdstuk 2 doet verslag van een systematische literatuurstudie. Het hoofdstuk
bevat een overzicht van 58 onderzoeken ter optimalisering van de preventieve
zorg in de huisartspraktijk. In totaal werden daarin 86 vergelijkingen gemaakt
tussen een interventiegroep en een controlegroep. De interventies waren gericht
op de zorgverleners, de organisatie of het betrof financiële interventies en
regelgeving. De effectiviteit van de verschillende interventies werd nagegaan. Om
onderzoeken op te sporen werd een Medline search (1966-1995) uitgevoerd,
gecombineerd met het handmatig doornemen van 21 wetenschappelijke
tijdschriften (1980-1995) en een zoekactie in het register van de Cochrane
Collaboration on Effective Professional Practice. Met
gestandaardiseerde

checklist

legden

twee

behulp

onafhankelijke

van

een

onderzoekers

kenmerken van de studies vast. Alle onderzoeken werden beschreven.Aanvullend
werd de relatieve effectiviteit van de verschillende interventie-methoden bekeken.
De meeste interventies bleken in sommige situaties wel te werken. Over het
algemeen waren de verbeteringen in het handelen na interventie klein tot matig.
De exploratieve vergelijking van de relatieve effectiviteit van de verschillende
interventies gaf aan dat gecombineerde interventies tot de -relatief - grootste
verbeteringen leken te leiden. Dit leek in het bijzonder te gelden voor
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gecombineerde interventies inclusief reminders. We concludeerden dat er
effectieve interventies bestaan voor het optimaliseren van preventieve activiteiten.
Er zijn echter meer gedetailleerde studies nodig om te achterhalen welke
elementen van interventies effectief zijn, waarom ze werken en wat de relatie is
tussen effectiviteit en kosten.

In hoofdstuk 3 staan de barrières voor preventieve zorg centraal. Enerzijds werd
de organisatie van de cardiovasculaire preventieve activiteiten nagegaan.
Anderzijds werd gekeken naar de attitude ten aanzien van preventie en de selfefficacy verwachtingen van huisartsen. De relatie tussen beide aspecten en de
relatie met huisarts- en praktijkkenmerken werden nagegaan. We verrichtten
hiertoe een vragenlijstonderzoek onder 95 huisartspraktijken met 195 huisartsen.
Weinig praktijken bleken zo georganiseerd te zijn dat ze goed preventieve zorg
konden verlenen. Zeventig procent van de huisartsen achtte huisartspraktijkmedewerkers in staat om preventief gedrag bij patiënten te realiseren (positieve
self-efficacy verwachting); 30 tot 50 procent van de artsen had een positieve
attitude ten aanzien van preventie. We vonden weinig relaties tussen de
organisatie van preventieve zorg en positieve attitudes of verwachtingen; een
positieve attitude of self-efficacy verwachting gaat blijkbaar niet automatisch
samen met een voor preventie toegeruste praktijkorganisatie. De omvang van de
praktijkpopulatie speelde enige rol in het aanwezig zijn van barrières. De
conclusie moet luiden dat er barrières voor preventieve zorg in de huisartspraktijk
bestaan. Het veranderen van attitudes is waarschijnlijk niet voldoende om
barrières te slechten; men dient zich ook te richten op de organisatie van de
preventieve activiteiten.

In hoofdstuk 4 worden de effecten nagegaan van de gecombineerde 'outreach
visif interventie, de interventie door consulenten gericht op de organisatie van de
cardiovasculaire preventieve zorgactiviteiten in de huisartspraktijk. In totaal namen
95 huisartspraktijken deel aan het gecontroleerde onderzoek. De praktijken waren
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verdeeld over twee regio's in Nederland: de regio Nijmegen en de regio
Rotterdam. Met behulp van matching werden praktijken toebedeeld aan de
onderzoekscondities; er vond geen randomisatie plaats. We vergeleken de
uitkomsten van de consulenteninterventie (33 praktijken) met een feedbackinterventie (31 praktijken) om richtlijnen voor de organisatie van preventie in te
voeren. De resultaten van beide groepen werden vergeleken met gegevens uit 31
controlepraktijken. Er werd nagegaan welke praktijkkenmerken de effectiviteit van
de implementatie van de richtlijnen beïnvloedden. Voor en na interventie werden
met behulp van vragenlijsten en observatie in de praktijken gegevens verzameld.
Bij start waren de drie onderzoeksgroepen vergelijkbaar met betrekking tot de
matchingsvariabelen en de mate waarin men aan de organisatorische richtlijnen
voldeed.
De gecombineerde consulenteninterventie bleek effectiever te zijn dan de
feedbackinterventie in het implementeren van richtlijnen voor de organisatie van
preventie. Binnen de consulentondersteunde groep nam het aantal praktijken dat
voldeed aan de richtlijnen toe voor zes van de tien organisatorische richtlijnen.
Binnen de feedbackgroep liet een vergelijking van voor- en nametingsgegevens
geen enkele toename zien. Meermanspraktijken en praktijken die bij aanvang van
de studie een computer gebruikten, vertoonden grotere veranderingen in het
voldoen aan richtlijnen. De consulentenstrategie was waarschijnlijk succesvol
omdat op de praktijk toegesneden praktische hulp werd geboden, afgestemd op
de wensen en mogelijkheden van de praktijkmedewerkers.

Ook in hoofdstuk 5 worden de effecten van de gecombineerde consulenteninterventie nagegaan, nu wat betreft de registratie van risicofactoren. Voor en na
interventie vond een dossieronderzoek plaats. Een steekproef van patiëntenkaarten van patiënten tussen de 30 en 60 jaar werd gecontroleerd op
geregistreerde risicofactoren voor hart- en vaatziekten (bloeddruk, eigen
voorgeschiedenis, familie-anamnese, roken, gewicht, cholesterol en alcoholconsumptie).

Het bleek opnieuw dat de gecombineerde consulentenstrategie
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effectiever was dan de feedbackinterventie in het implementeren van richtlijnen
voor risicofactorregistratie: de

praktijken

die

door

consulenten

werden

ondersteund voldeden beter aan de richtlijnen. Deze uitkomst is belangrijk, ook
wanneer de toename in het aantal registraties veroorzaakt wordt door een
toegenomen discipline in het registreren van risicofactoren, meer dan door een
toename in systematiek van het vaststellen van risicofactoren. Dat een huisarts op
de hoogte is van de risicofactoren van patiënten is een belangrijke stap in de zorg
en follow up van patiënten met een risico op hart- en vaatziekten.

Auteurs van succesvolle 'outreach visit studies onderstrepen het belang van het
afstemmen van een interventie op de unieke omstandigheden van elke praktijk. In
hoofdstuk 6 wordt dit zogenaamde 'tailoring' mechanisme geëxploreerd, met het
doel meer inzicht te krijgen in de consulentenbenadering. Consulenten stemden
het aantal bezoeken en de duur van bezoeken en van activiteiten af op de
behoeften van de praktijkmedewerkers. De variatie tussen praktijken en de
factoren die deze variatie bepalen, werden beschreven. Tevens werden de
relaties onderzocht tussen de bezoek- en activiteit parameters (aantal en duur
bezoeken, duur van scholing en overleg) enerzijds en de toename in het voldoen
aan organisatorische richtlijnen anderzijds. Gedurende achttien maanden
registreerden de zes getrainde consulenten hiertoe hun bezoeken en activiteiten
op voorgestructureerde formulieren. Er werden grote verschillen tussen de
praktijken gevonden ten aanzien van de genoemde parameters. Een exploratieve
multiple regressie-analyse gaf aan dat het voldoen aan richtlijnen bij start van de
interventie en kenmerken van praktijk en consulent gerelateerd waren aan het
aantal bezoeken. Deze uitkomsten bevestigen dat de ondersteuning qua aantal
bezoeken in belangrijke mate wordt afgestemd op de unieke omstandigheden van
de huisartspraktijk. Kenmerken van de consulent hingen sterk samen met de
overige parameters: de duur van bezoeken, van scholingsactiviteiten en van
overleg. Uit overwegingen van kosteneffectiviteit lijkt enige standaardisatie van de
bezoekduur op zijn plaats, aangezien we geen aanwijzingen vonden voor
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verschillen

in

effectiviteit

van

consulenten

in

de

implementatie

van

organisatorische richtlijnen: consulenten die hun praktijken gemiddeld langer
bezochten waren gemiddeld niet succesvoller. Omdat de meeste praktijken een
verbetering in het voldoen aan richtlijnen te zien gaven, lijkt het 'tailoring
mechanisme te resulteren in welbestede tijd voor het ondersteunen van praktijken.

Hoofdstuk 7 beschrijft de ervaringen van huisartspraktijkmedewerkers met het
preventieprogramma

voor

hart- en vaatziekten zoals aangeboden

door

consulenten. Het onderzoek werd gehouden onder 68 huisartsen en 83
praktijkassistentes in 33 praktijken. Informatie werd ingewonnen over hun
ervaringen met het programma in het algemeen en met de consulenten, de
ervaren knelpunten en pluspunten, de resultaten van het programma en de
invloed op hun werkwijze. Tevens werd onderzocht of praktijkmedewerkers in
succesvolle praktijken andere ervaringen hebben met het programma dan
medewerkers in minder succesvolle praktijken. Het onderzoek toonde aan dat de
meerderheid van de huisartsen en praktijkassistentes het programma positief
beoordeelde en (zeer) tevreden was over de consulent. Problemen ondervonden
de praktijkmedewerkers met de werkbelasting die het programma met zich
meebracht. Daarbij klaagden praktijkassistentes vaker dan huisartsen over de
benodigde administratie. Daarentegen vermeldden zij minder knelpunten met
betrekking tot patiënten. Praktijkassistentes en in wat mindere mate huisartsen
gaven aan dat hun werkzaamheden positief veranderd waren sinds de
implementatie van het programma. Er werd een verband aangetoond tussen
ervaringen van de ondervraagden en de mate waarin de praktijk veranderd was.
Hoe succesvoller de praktijk, des te positiever waren de praktijkmedewerkers over
het programma in het algemeen en des te vaker werden de verwachtingen over
het aantal nieuw opgespoorde patiënten overtroffen.
Bij het ontwerpen van een effectief preventieprogramma voor hart- en
vaatziekten bestemd voor implementatie op grote schaal is een heroverweging
van de doelpopulatie op zijn plaats. Recente publikaties geven aan, dat het de
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voorkeur verdient om de preventieve activiteiten te beginnen bij patiënten met
aangetoonde hart- en vaatproblemen of bij patiënten met een bekend verhoogd
risico.

Ten slotte worden in hoofdstuk 8 conclusies geformuleerd en worden de
resultaten van de verschillende deelonderzoeken nader beschouwd. De
effectiviteit van verschillende interventies ter verbetering van preventieve
activiteiten werd systematisch nagegaan. Barrières ten aanzien van preventie
werden geanalyseerd. Er werd aangetoond dat de gecombineerde interventie
door consulenten succesvol was in het implementeren van richtlijnen voor de
organisatie van preventie en risicofactorregistratie. Deze interventie was
effectiever dan de feedbackinterventie. We keken in de black box van de
interventie en kregen meer inzicht in het 'tailoring' mechanisme en de ervaringen
van huisartsen en praktijkassistentes met het preventieve programma. Toch is de
zoektocht naar kennis over het effectief implementeren van preventie in de
huisartspraktijk nog niet voltooid. Aanbevelingen voor verder onderzoek zijn
daarom geformuleerd. Voor het completeren van onze kennis omtrent de kwaliteit
van preventieve zorg is het cruciaal om te achterhalen welke componenten van
interventies effectief zijn, onder welke omstandigheden ze werken en waarom ze
werken. Tevens is het van belang meer inzicht te verwerven in de kosten van een
interventie gerelateerd aan de effectiviteit van de interventie. Dit is met name
belangrijk bij het afwegen van de voor- en nadelen van verschillende interventies.
De door ons ontwikkelde gecombineerde consulenteninterventie was effectief,
maar ook duur. Er is meer informatie nodig om vast te stellen of de resultaten
opwegen tegen de kosten. De impact van onze studie op andere ontwikkelingen is
beschreven.
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Dit proefschrift levert een bijdrage aan het inzicht in de effectiviteit van
verschillende methoden voor het implementeren van preventieve activiteiten in de
huisartspraktijk. We concluderen dat de gecombineerde consulentenbenadering
hierbij een veelbelovende methode is voor het optimaliseren van de kwaliteit van
de preventieve zorg in de huisartspraktijk.
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Stellingen behorende bij het proefschrift
'Implementing prevention in general practice'
van María Elisabeth Josephina Leonarda Hulscher

1.

Met ondersteuning van consulenten kunnen huisartspraktijkmedewerkers de
preventie van hart- en vaatziekten tot een integraal onderdeel van de zorg
maken.
(dit proefschrift)

2.

Getrainde consulenten (niet-artsen) worden door huisartsen én praktijkassistenten geaccepteerd als 'change mediator*.
(dit proefschrift)

3.

Voor het doen van uitspraken over de effectiviteit van 'outreach visits' dient
de relatie te worden vastgesteld tussen het aantal bezoeken en de
gerealiseerde veranderingen.
(dit proefschrift)

4.

Bij het optimaliseren van het preventieve handelen dient men meer rekening
te houden met de bevorderende en belemmerende factoren die in een
bepaalde setting het aanbieden van preventieve zorg beïnvloeden.
(dit proefschrift)

5.

Kosten-effectiviteitsanalyses van verschillende implementatiemethoden zijn
noodzakelijk om te achterhalen welke methode het meest geschikt is voor
het beïnvloeden van het preventieve handelen.
(dit proefschrift)

6.

Prevention of cardiovascular disease is a major task for any general practice.
Unless the practice is well prepared and organized, the whole exercise is
likely to fail.
Martin Lawrence, in: Lawrence M, Neil A, Fowler G, Mant D. (eds.)
Prevention of cardiovascular disease: an evidence-based approach, Oxford:
Oxford University Press, 1996

7.

Voor het ontwikkelen van effectieve implementatiemethoden zijn, naast
onderzoek gericht op het vaststellen van deze effectiviteit, procesevaluaties
en kwalitatief onderzoek essentieel.

Θ.

De persoonlijke vaardigheden van consulenten dienen bij hun werving en
training een doorslaggevende rol te spelen.

9.

Bij het schrijven van wetenschappelijke artikelen zijn persoonlijke motivatie
en inhoud belangrijk. Begeleiders beperken zich vaak tot inhoud en zouden
meer op motivatie in moeten spelen.

10.

Evidence based medicine should be complemented by evidence based
implementation.
Richard Grol, in: Beliefs and evidence in changing clinical practice, BMJ
1997.

11.

Quality of care is not so much determined by single interventions or
technologies, important as these may be, but by their appropriate application
to patients.
Chris van Weel, in: Primary care: political favourite or scientific discipline?.
Lancet 1996.

