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Preventing heart disease:
a practice-based
program that works

Gail Underbakke, MS, RD; Patrick E. McBride, MD, MPH

We're reminded dai-

ly that cardiovascu-
lar disease is the leading
cause of death and disabil-
ity in the United States.*
Although surveys show
that health professionals
want to help their patients

Skeptics say it can’t be done. But the
authors’ experience with dozens of
diverse practices suggests it is possible
to create an in-office program for heart
disease prevention that will benefit
patients and staff.

Based on our experience
in the HEART Project,
published prevention re-
seaxch, and our own prac-
tice, we have developed
methods that can be used
to malke routine delivery
of preventive services a

change behaviors and re-

duce risks, preventive services

continue to lag behind national

recommendations.” :
Why the gap between positive

attitudes and actual practice? First

and foremost, primary care is
mainly acute care, which makes
routine delivery of preventive ser-
vices difficult. Lack of time,
trained staff, organizational sup-
port, and reimbursement for pre-
ventive services also are barriers?
However, our experience with
the Health Education and Re-
search Trial (HEART) Project indi-
cates that it is possible to deliver
effective heart disease prevention
services in the primary care set-_
ting. The HEART project is fund-
ed by the National Institutes of
Health to study implementation
of prevention systems in primary
care practices. We have worked
with more than 45 practices, 160
physicians, and 580 staff members
. to help improve heart disease pre-
vention services in their practices.
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An office-based prevention program
can help physicians monitor patients’
exercise, eating, and overall health
habits.

Ms Underbakks is coinvestigator
and Dr VicBride is principal investi-
gator for the Health Education and
Research Trial (HEART) Project at the
University of Wisconsin Medical
School, Madison.

reality in primary care.

Prevention works
When office-based prevention

4 programs are established, they are

effective.* For example, a program
uging computerized reminders in-
creased prevention tests and coun-

4 seling by between 9% and 31%,
- while a plan that emphasized of-

fice organization increased cancer

i screening and prevention counsel-

ing by 10% to 20%.° Nurse-initiat-

% ed reminder systeﬁ&'fo: physi-

cians have increased screening,
counseling, and immunizations by
70% to 100%.74

The common denominator for
successful prevention programs is
a clearly defined, well-established
office system of routine screening,
management, and monitoring.
Nearly all practices already have
such systems in place for blood
pressure screening, with 98% to
100% of patients being screened
for high blood pressure.* The same
approach can be expanded to in-
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clude other cardiovascular risk fac-
tors as well.

To be successful, heart disease
prevention systems cannot require
large amounts of physician or staff
time. Because practices typically
have “time-wasters” in their usual
routines, the development of a
prevention system can provide an
opportunity to review the efficien-
cy of the office in general. Exam-
ples of time-wasters are duplica-
tion of information collected and
entered in the medical record, vi-
tal signs that aren’t vital, and -
poorly organized patient educa-
tion. If the prevention system is
designed to be more efficient than
current routines, it can be estab--
lished with a modest initial time
investment and maintained with
minimal staff time.

Elements of the system

. The goal of a prevention system

is to make suire all patients in

the practice are appropriately

screened, managed, and monitored

at every visit, not just when it is

convenient or when a practice
‘member remembers. .

1. Screening. An office routine
for checking risk factors could in-
clude a self-administered ques-
tionnaire the patients receive when
they check in. The questionnaire
should ask about heart disease risk
factors as well ag medical, social,
and family history (see “Designing
Your Own Tools,” page 11). The
information should be updated
every 2 years. (Tip: Changing the
color of the questonnaire at 2-year
intervals makes it easy to recog-
nize when information needs to be
updated.)

The nurse can review the ques-
tionnaire with the patient, enter
any pertinent data on a problem
list, and file the questionnaire in

the designated spot in the medical
record. When the physician sees
the patient, he or ghe can review
the nurse’s enfries on the problem
list and look at the questionnaire
in more detail, if desired. In this
way, the patient is “doing the
work,” the practice is gaining
valuable information, and all
patients are being screened.

Another way to facilitate rou-
tine screening is fo include some
risk factors as vital signs. Because
pulse and respiration take a signif-
icant amount of time to collect and
often have limited clinical benefit,
youmay choose to eliminate them
and include physical activity sta-
tus, smoking habits, and the most
recent cholesterol test instead. If a
risk is identified, the chart could
be flagged with a colored sticker
or “bookmark” to alert the staff to
risk factors. ~

2. Managing, Managing heart
disease risk factors involves recom-
mending behavior change, provid-
ing counse]jng, and, in some cases, -
prescribing medications. Because
patient education is a major part of
behavior change, edtication materi-
als need to be selected carefully and
organized in a convenient location.
The task of maintaining and order-
ing education materials needs to be
assigned to a spedific person. If
there is space, many practices dis-
play the 15 or 20 most commonly
used education brochures in each
exam roon, designating a staff per-
son to regularly replenish them,

Patient education is most effec-
tively conducted using a team ap-
proach, taking advantage of the
strengths of each member. The
physician can determine what
counseling the patient needs and
provide a strong message about
the benefits of managing risk fac-
tors and the capabilities of the staff-
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members who are providing the
counseling. By doing this, the
physician endorses the patiented-
ucation process and makes it more
likely that the patient will see it as
important. Other staff members
may have more time to provide
the detailed education and follow-
up or make referrals. (Tip: The re-
ferral process can be streamlined
by maintaining a list of the most
commonly used referral sources, -
including program descriptions,
costs, and phone numbers.)

When the physician prescribes
medication, a staff member can ex-
plain its use and poteritial side ef-
fects, saving the physician time.
One-page sheets outlining the pur-
pose of the medication and its po-
tential side effects (available from
most pharmacies) can make this
process more efficient. The staff
can personalize these with dosage
information for each patient.

3. Monitoring. Once a plan to
mahage heart disease risk has been
established, each patient’s progress
needs to bé monitored. A schedule
of follow-up visits should be set up
to help encotirage compliance. The
physician indicates the desired fol-
low-up interval on the super bill or
charge slip or in a designated place
in the medical record. This informa-
tion can be transferred to a comput-
er or caxrd file and monitored by a
staff person who sends reminder
cards as appropriate. When risk
factors are addressed in a routine
and consistent way at each visit, pa-
tients are more likely to recognize
the importance of managing them.

You may find it helpful to use a
flow sheet containing pertinent in-
formation from several vigits in an
easy-to-read format (figure 1 on
page 11). Some practices already
use such sheets to summarize
screening tests, immunizations,
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" heart disease continued-

Designing your own tools

You might want to develop

‘a health questionnaire and

a health monitoring flow sheet
for your program.The health
questionnaire.should ask for
information about:

Medications

Health history

+ Smoking habits

- Exercise habits

» Alcohol consumption
» Eating habits

+ Special diets

Medical history
llinesses such as alcoholism,
anemia, and other health prob-
lems, including high blood
pressure, fatigue, and short-
ness of breath ,
A sample of a health monitor-
ing flow sheet is shown at )
right. More complete forms are
‘available from the authors at
777 South Mills Street, Madi-
son, W| 53715-1849.
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and health education. Others use
flow sheets for chronic conditions,
such as diabetes, high cholesterol,

and hypertension. It's important to

develop a protocol for using this
tool, defining when and how the
information will be included and
who will be responsible for data -
collection and updating. This can
save the staff time and eliminate
mistakes by providing a summary
of tests and actions.

Building your own system
As you begin to establish a sys-
tem in your practice, you might

Health momtonng ﬂow sheet""‘:vi" L
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Figure 1. This sample of a health monitoring flow sheet highlights the imporiant
areas to include for tracking a patient’s health over the course of several visits.

consider the same elements used to
evaluate and manage patients—
screening, managing, and monitor-
ing. You can start by appointing
two or three “prevention leaders”
to coordinate the development and
implementation of your system.
This team should include at least
one physician and one staff person
who are comunitted to prevention,
are familiar with practice opera- -
tions, and have adequate time to
participate in the planning process.
These are the leaders who will pro-
vide the momentum to keep the
system going over the long haul.
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1. Screen your practice. Before
setting up a new prevention pro-
gram, first screen your practice for
current prevention policies, proce-
dureg, and patient flow. This may
include medical record reviews to
determine how patients at risk of
heart disease-are usually handled.
Is smoking status recorded on all

medical records? Are patients with

elevated cholesterol receiving ap-
propriate behavior-change coun-
seling or medication? Are patients
returning for follow-up visits as
recommended? _
Prevention leaders may want to
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heart disease continued_

interview staff and physicians to
determine who currently has which
responsibilities and what ideas they
have for making clinic activities

- more effident. A brief patient sur-
vey asking for suggestions to im-
prove clinic operations and preven-
tive services can also be helpful.

2. Manage your practice. Using
the baseline data collected, estab-
lish goals to improve your preven-
tion activities. You may want to
get ideas from the entire staff be-
fore you start planning, but the ac-
tual planning is probably most ef-
ficiently done in a small group or
task-force setting.

The task force should include
the prevention leaders and one
representative from each area in
the practice (lab, medical records,
reception, etc). Once the goals are
drafted by the task-force members,
they can be presented to the entire
practice for input and consensus
development.

After practice goals are set, the
task force can outline the tools re-
quired to implement those goals.
Are new flow sheets needed? Do
patient education materials need to
be updated? Responsibility for tasks
should also be outlined in detail,
defining who will handle each ele-
ment of the system._ Policies and
procedures explaining new routines
and roles should be put in writing
and distributed for comuments and
revisions. Once the policies and
procedures are approved, imple-
mentation begins. The “kick-off”
date should be clearly communi-
cated to all practice members and
can be made more enjoyable by a
festive atmosphere with food and
prizes. During the early stages of
implementation, the prevention
leaders should trotibleshoot and
monitor progress, modifying plans
as problems are encountered.

12

The goal of a prevention system

is to make sure all patients in the

practice are appropriately
screened, managed, and
monitored during every visit.

One effective way to
monitor youtr prevention
system is to make it a rou-
tine agenda item at staff
meetings. At each meet-

3. Monitor your practice. Like
any other part of your organization,
your prevention system will need
periodic assessment. It is best to de-
fine the type of monitoring your
practice will do before the system is
actually implemented. You may de-
cide to have a staff meeting one
month after the system is putin
place to assess its effects and deal
with specific problems. Medical
record reviews or a staff survey can
also be helpful. Responsibility for
initiating the assessment should be
assigned to a specific person. (As a
bonus, information gathered in the
assessment of your prevention sys-
tem may be useful for quality-
assurance reviews required by
many healthcare organizations.)

After review, you may decide to
revise some goals and eliminate
others, replacing them with new
ones. Keep in mind that staff mem-
bers will be more likely to maintain
commitment to the system if they
know their suggestions for im-
provement are being considered.
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ing, you can discuss the system
briefly and refer areas needing at-
tention back to the prevention task
force for follow-up.

A final word

Incorporating an effective heart
disease prevention system into cur-
rent office organization can lead to
major improvements in patients’
health behavior. Our experience in
the NIH-HEART Project demon-
strates that busy practices can im-
prove the delivery of preventive
services, but this requires commit-
ment and perseverance. The key is
1o identify prevention goals and de-
fine specific policies and proce-
dures. Involving the entire practice
reduces the burden on any one per-
son and fosters a team approach.

The rewards of a comprehen-
sive and consistent approach to
heart disease prevention certainly
are worth the time and effort. The
payoff for an effective prevention

~ program is likely to be a more effi-

cient, satisfied staff and happier,
healthier patients. O
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