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A Closer Look at Adult Female
Health Care Maintenance Visits

Elisabeth L. Backer, MD; Patrice Gregory, PhD;
Carlos Roberto Jaén, MD, PhD; Benjamin F. Crabtree, PhD

Background/Objectives: The health care maintenance (HCM) visit is a primary vehicle for delivering
preventive services in primary care, but how these visits are actually utilized is poorly understood.
This paper describes the content and process of HCM visits for adult women in family medicine.
Methods: Data were collected as part of a multi-method comparative case study of 57 clinicians from
18 purposefully selected Midwestern urban, suburban, and rural practices. Descriptive observational
field notes, medical records reviews, and depth interviews were used to identify the overall content,
process, and style of these visits and to examine the management of additional concerns. Results:
The preventive services addressed most frequently included clinical breast exams, pelvic exams,
and mammography. Cholesterol screening, flexible sigmoidoscopy, alcohol use, and vaccinations
were infrequently addressed. Health habit counseling regarding obesity was inconsistent. While
some encounters followed a checklist, the majority of visits were structured but open to patients’
questions/concerns. An “open-ended” format was seldom utilized. Additional patient concerns were
raised and addressed during the majority of HCM visits. Conclusions: HCM visits provide unique
opportunities to deliver preventive care. Physicians may need to expand the range of services of-
fered, involve other members of the primary care team, and address competing demands to ensure
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more-comprehensive preventive care delivery.

(Fam Med 2006;38(5):355-60.)

Nearly 50% of deaths in the United States are related
to preventable causes.! The Healthy People 2010 report?
challenges primary care clinicians to improve the de-
livery of preventive services to their patients. Recom-
mended services include a range of primary, secondary,
and tertiary prevention, such as immunizations and
healthy lifestyle counseling, periodic health screenings
and early disease identification, and the prevention of
complications from chronic diseases. These have all
been shown to decrease morbidity and mortality when
provided to eligible patients in clinical settings.*>
Most practicing physicians embrace the concept of
prevention,®’ with family physicians having an ex-
tended history of incorporating prevention as a core
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component of clinical practice.*'* The concept of a
dedicated health care maintenance (HCM) visit to
ensure the delivery of preventive services emerged in
1975 from a critique by family physician Paul Frame
regarding the shortcomings of the annual physical
exam."' He recommended targeting periodic screening
according to age and gender criteria.*> HCM visits have
been shown to be the strongest predictor of patients
being up to date on preventive service delivery.”'>!¢
Women’s health issues and HCM visits have gained
increasing attention since the early 1990s. Recommen-
dations for services that should be included in these
HCM visits have been defined by the US Preventive
Services Task Force (USPSTF) Report*® and national
organizations like the American Academy of Family
Physicians'” and the American Cancer Society."
Little has been documented in the scholarly literature
on what actually occurs during HCM visits. What has
become apparent, however, is that overall prevention
performance rates fall far below the levels recom-
mended by national groups.'®"”? This shortfall has
not changed appreciably between 1993 and 1998* in
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spite of numerous interventions targeted at enhancing
prevention, 519212427

Preventive services are best provided as a combi-
nation of “windows of opportunity” during illness
visits and focused attention during HCM visits. Since
competing demands experienced during illness visits
are likely to limit the emphasis placed on prevention,
comprehensive HCM visits play a crucial role.”® We
describe in this study the content and process of adult
female HCM visits in a community-based sample of
family medicine offices. We chose to focus on female
visits, because women are the most frequent users of
health care.

Methods
Overview

The data for this analysis were collected as part of
the “Prevention and Competing Demands in Primary
Care Practice” study, an in-depth observational study
that examined the organizational and clinical structures
and process of community-based family practices. Our
Institutional Review Board approved the protocol and
forms as IRB 103-05-FB.

Each of the 18 purposefully selected practices was
studied using a multi-method comparative case study
design. Field researchers directly observed and dictated
descriptions of approximately 30 patient encounters
with each of the more than 50 clinicians and audited
medical records of each of these patients. These de-
scriptive field notes documented day-to-day practice
operations and details of each clinical encounter, includ-
ing which services were offered and which services a
patient refused. Individual depth interviews with clini-
cians, practice staff, and members of the community
provided different perspectives on the practice.

Data were collected between 1996 and 1999. Details
of the sampling and data collection are available else-
where” and on the Journal of Family Practice Web
page (www.jfponline.com).

Data Sources

Encounters were selected for female patients ages 19
and older (n=95), whose primary or secondary reason
for the visit was health care maintenance. Eligibility for
different services was determined based on age, tobacco
history, and medical history (including history of hys-
terectomy). Each encounter was examined to evaluate
what actually occurred during these encounters. Chart
audit data were used to ascertain whether the patient
was up to date with respect to the delivery of preventive
services. Chart audit data collected included a review of
visits during the previous 2 years, dates of the previous
three Pap smears, and all documented mammograms.
Six percent of practices used an electronic medical
record.

The 1996 USPSTF recommendations were used as
our standard; we assessed patient eligibility for given
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preventive services by taking conflicting recommenda-
tions into account. For example, patients were sepa-
rated into three age groups to detect any differences
in physician compliance with breast cancer screening
among the age groups that had varying eligibility
criteria at the time of the study. That is, patients ages
40-49 were considered eligible for a mammogram
biannually, while women 50 and older were considered
to be eligible annually. Preventive service selections
focused on the average person’s needs, not specific
individual risk factors.

Data Collection

Data pertaining to tobacco use were compiled from
patient encounters, chart audits, and exit cards. “To-
bacco Identification” indicated whether the physician
asked the patient, during the observed visit, if they
used tobacco and/or whether the patient’s tobacco
use status was recorded in the medical chart. Self-
reported tobacco use was determined from exit cards.
In smokers, “Tobacco Counseling” measured whether
the physician addressed reasons for quitting and/or the
health hazards associated with tobacco use. Tobacco
Counseling included whether the physician actually
addressed or initiated specific strategies for cessa-
tion with the patient or whether these strategies were
documented in the chart. Credit was given for tobacco
counseling, even if it was limited to a brief “need to
quit” comment.

The height and weight for each HCM patient were
extracted from the chart audit data. Fourteen of the 95
cases were omitted from this analysis because there
was no height and/or weight recorded. The formula
Kg/m? was used to calculate the body mass index
(BMI) for each patient. In the 21 encounters that
demonstrated a BMI > 30, it was further determined
how frequently obesity was recognized and addressed
during a given encounter and whether this issue was
raised by the patient or provider. We examined the
individual treatment plans and discussed the variations
in recommendations.

Analysis

Qualitative analysis of all 95 HCM encounters was
used to identify patterns or themes, while quantitative
analysis was performed on chart audits and observa-
tion data. After reading the text independently and
highlighting any noteworthy segments, we discussed
the encounters in detail to identify patterns that felt
important for understanding similarities and differ-
ences among encounters.’® Patterns and variations
with respect to the encounter structure were examined
for evidence of the presence or absence of a protocol
such as a written or mental checklist.’ We also noted
whether individual patients raised additional concerns
or questions and how frequently clinicians addressed
these issues. Finally, we discussed the timing of these
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patient concerns. These concerns were categorized
according to the body system they represented (eg,
gynecological, neurological, etc)

Results

Ninety-five female adult HCM encounters, rendered
by 47 different clinicians, were reviewed for content and
process. The results are described in three sections. The
first section describes the actual content of the HCM
visits as it relates to the delivery of preventive services.
The second section discusses the providers’ style and
the process and structure of the encounters. The third
section focuses on the patient’s agenda, describing the
way patients’ concerns arose and the manner in which
these were processed during HCM visits.

Delivery of Preventive Services in HCM Visits

Table 1 shows the rate of preventive service delivery
to eligible patients during the individual HCM visits.
While some services were routinely offered, other ser-
vices recommended by the US Preventive Services Task
Force were not. Preventive services delivered in more
than 50% of the encounters included blood pressure
measurements (98%) and weight (93%), breast (93%)
and pelvic (88%) examinations, tobacco identifica-
tion (87%) and counseling (63%), and mammography
recommendations (70%). Key preventive issues less
frequently addressed were cholesterol screening (21%),
colon cancer screening (12%), alcohol use (32%), and
tetanus/influenza/pneumococcal vaccinations (13%,
18%, 21%).

Tobacco use (or nonuse) was either identified during
the visit or documented in the chart in 87% of patients.
Women older than 50 were significantly less likely to
have tobacco use identified in comparison with their
younger counterparts (75% versus 95% and 92%).
Tobacco counseling took place in 63% of encounters
with smokers (n=30), resulting in missed opportunities
to address tobacco abuse during the remainder 37%
of preventive care visits. The highest rate of tobacco
counseling was observed in the 40—49-year-old age
group (86%); only 54% of the 13 adult smokers below
age 40 were counseled.

Twenty-one patients (22%) were obese, with a BMI of
30 or more. Many more were overweight, and 14 charts
did not contain sufficient data to calculate the BMIL
While some form of health habit counseling occurred
in 81% (n=17) of visits by obese patients, no BMI was
calculated or referred to in any of the patient charts.
Among obese patients, the patient initiated concerns
about weight 39% of the time. Neither the provider nor
the patient raised the issue of obesity in three visits.
Therapeutic interventions for obese individuals who re-
ceived counseling focused on exercise (82%). The need
for dietary changes (53%) and the options regarding
pharmacotherapy (29%) were discussed less frequently.
Eighteen percent of obese patients received advice en-
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compassing all three of the above strategies.

Certain services, specifically recommended for
women older than 50 years at the time of the study,
were performed less consistently, including colon
cancer screening, adult immunizations, and hormone
replacement therapy. Among the 33 women 50 years
of age and older, 33% had a fecal occult blood test and
12% a flexible sigmoidoscopy. Influenza (18%) and
pneumonia (21%) vaccinations were generally not up
to date. Hormone replacement therapy was discussed
48% of the time.

The Process, Structure, and Style
of HCM Encounters

Detailed analysis of the process of care described for
each of these HCM encounters provided insights into
different patterns or styles used by clinicians in their
interactions with patients. Three distinct visit styles
were readily identified that ranged considerably in the
degree of structure and level of patient participation. At
one extreme were encounters that solely reflected the
clinician’s agenda and that relied on written checklists
to guide the content and process of the encounters. At
the other extreme were encounters that had no appar-
ent checklist and in which the patient appeared to set
the agenda. A third pattern described clinicians who
incorporated a checklist or structured agenda but also
allowed patients the opportunity to address their issues
in what could be called “structured but open to ques-
tions and concerns” encounters.

The majority (75%) of clinicians consistently used
one particular approach when engaging in HCM visits.
Most of these providers (62%), including those with a
specific interest in prevention, used a “structured but
open to questions and concerns” style, which charac-
teristically included clinician comments such as “Do
you have any concerns or problems?” “Go ahead and
ask your questions,” “How are you doing otherwise?”’
“What else can we do for you?”” Nevertheless, through
observing behaviors or through interviews, it was
discovered that these clinicians followed a written
or mental checklist to ensure that certain topics were
addressed. Thirty-eight percent of clinicians routinely
followed the checklist style, addressing preventive is-
sues in a systematic fashion but leaving little time for
patients to voice their priorities or give their individual
feedback. No providers used the open-ended approach
(which strongly reflected the patient’s agenda) on a
regular basis.

Twenty-four percent of clinicians expressed varia-
tion in their style. The majority (72%) used a checklist
format, as well as a “structured but open to questions
and concerns” style, 18% made use of all three ap-
proaches, while only 9% used both open-ended and
structured styles.
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Table 1

Clinical Preventive Service Rates Provided for 95 Adult
Female HCM Visits to Clinicians in 18 Nebraska Practices,
by Age Group for Services Rated A or B

Age
19-39 40-49 50+
38 24 33
# (% of total) @0%) | @25%) | (35%) Refotm‘if d‘;’;on*
Screening
Height measured 37% 7% 36% B,B,B
Weight measured 92% 100% 91% B,B,B
Blood pressure measured 100% 100% 94% A A A
Vision tested NA NA 0% I, 1, B**
Hearing tested NA NA 0% 11, B**
Pelvic exam/Pap testing 90% 88% 85% AA A
Cholesterol testing 20% 21% 21% C,B,B
Flexible sigmoidoscopy NA NA 12% D,D,B
Fecal occult blood test NA NA 33% D,D,B
Mammography NA 63% 76% D,C A
Alcohol use/problem drinking 45% 29% 21% B,B,B
Counseling
Physical activity 50% 42% 45% B,B,B
Seatbelt use 20% 4% 15% B,B,B
Hormone replacement therapy NA NA 48% D,D,B
Tobacco counseling®** 54% 86% 60% A A A
Tobacco identification™®*** 95% 92% 75% AA A
Immunizations
Adult tetanus vaccine 13% 4% 21% A A A
Influenza vaccine NA NA 18% D,D,B
Pneumonia vaccine NA NA 21% D,D,B

HCM-—health care maintenance

*

Kk
skoskook

A—the US Preventive Services Task Force (USPSTF) strongly recommends that
clinicians routinely provide to eligible patients. The USPSTF found good evidence
that the service improves important health outcomes and concludes that benefits

substantially outweigh harms.

B—the USPSTF recommends that clinicians routinely provide. Fair evidence that
the service improves important health outcomes and that benefits outweigh harms.
C—USPSTF makes no recommendation for or against routine provision of the service.
Fair evidence that the service can improve health outcomes but balance of benefits

and harms too close to justify general recommendation.

D—USPSTF recommends against routinely providing to asymptomatic patients. At
least fair evidence that service is ineffective or that harms outweigh benefits.

I—evidence is insufficient to recommend for or against.

Source: USPSTF Guide to Clinical Preventive Services, Second Edition. Baltimore:

Williams & Wilkins, 1996.

For patients 65 years of age or older only

Tobacco counseling rates are based on percentage of patients identified as tobacco users
*#*k% - Significant at the P<.05 level as per chi-squared calculation
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Addressing Additional
Patient Concerns

In 91% of HCM visits, patients raised
additional non-prevention-related con-
cerns. These represented the patients’
personal agendas and were often com-
pletely unsolicited. Overall, the patients
brought up an average of two to three
additional issues per encounter. Although
the three open-ended visits reflected
patient concerns such as depression
and infertility and life stressors such as
divorce, these were not exclusive to this
particular style of encounter. No specific
pattern was detected with respect to the
type of concern voiced in relation to the
style of the encounter.

The vast majority (96%) of these
concerns did not specifically pertain to
prevention. Four percent were related to
issues such as smoking cessation and vac-
cinations. Patients brought up multiple
issues (up to seven per individual visit) in
58 encounters (61% of the time), while a
single patient agenda item emerged in 28
visits. Clinicians addressed 84% or 170
of the 203 concerns during the observed
patient encounters. The nature of the
concerns varied substantially. The top
three categories comprised gynecological
(17%), dermatological (14%), and mus-
culoskeletal (10%) issues respectively.
Medication-related questions (7%) and
gastrointestinal concerns (6%) were also
voiced.

The majority (71%) of problems or
questions were raised at the beginning
of the encounter, prior to the physical ex-
amination. This appeared to be the most
suitable time for patients to discuss con-
cerns, especially since clinicians often
asked patients about any additional issues
before continuing with the encounter. The
second most common time was found
to be at the end of the visit (16%). Only
11% of concerns were voiced during the
physical examination.

Discussion

Preventive health care is a core value of
family medicine that calls for a shift away
from a focus on the treatment of acute ill-
nesses to a greater emphasis on lifestyle,
wellness education, and prevention.* This
approach includes screening, immuniza-
tion, and health habit counseling based
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on the individual patient’s risk factors, lifestyle, and
psychosocial needs.’

Although there is greater awareness of the need for
prevention, specific progress has not been uniform.
The best predictor of preventive service delivery is the
HCM visit, which represents an ideal chance to pursue
a wide spectrum of preventive care issues. Despite the
Healthy People 2010 recommendations to primary
care physicians, prevention is not always addressed in
a comprehensive fashion, and many opportunities are
missed during their encounters, especially with respect
to influencing patient behavior."”” Our study provides
a look at what happens in the context of “real world”
practices. The use of mixed methods provides an im-
portant strength. A limitation is the fact that this is a
study of volunteer practices in the Midwest that may
not reflect practices elsewhere in the country. We also
observed only a small number of HCM visits with each
clinician, making it difficult to identify clinician-level
patterns.

Certain preventive services for women were de-
livered more consistently than others. We found a
relatively high degree of tobacco identification and
counseling and screening for hypertension, as well as
cervical cancer screening and mammography. Since
the level of evidence to support these screening ser-
vices is strong, clinicians may be implementing these
particular services more consistently than those with
weaker recommendations. While there is evidence
linking obesity to health outcomes, the evidence with
respect to effective strategies is less clear. What is
important, however, particularly with respect to health
behavioral interventions, is to use every teaching op-
portunity (such as “One Minute for Prevention*) to
promote prevention, whether this be during an HCM
or an acute care visit.

HCM visits are complex encounters, which include
preventive service delivery, health habit counseling,
and the processing of additional patient concerns.
Clinicians use a variety of styles when it comes to the
process and structure of these encounters, demonstrat-
ing some diversity in the way prevention is practiced
and tailored to suit a given practice context; even so,
we did not find a significant difference in the preven-
tive service delivery rates. As recommended for all
patient visits, clinicians should strive to be patient
centered, and HCM visits should incorporate the
patient’s agenda.

The ability of a particular clinician or office system
to support improved delivery of prevention is ham-
pered by competing demands and issues that patients
bring to the clinical encounter.?® In this study, we
found that patients raised an average of two to three
additional questions or concerns during these wellness
visits. We previously demonstrated that up to 25% of
encounters with smokers were appropriately overrid-
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den by competing agendas.*® Whereas it is not clear
to what extent these concerns prevent the delivery of
the needed services, we need to recognize that even
scheduled HCM visits are full of competing demands.
The fundamental tension between remaining patient
centered during the clinical encounter and addressing
competing demands requires a fresh approach that
involves many of the elements identified in the Future
of Family Medicine project.*?

HCM visits represent opportunities to comprehen-
sively address prevention in a setting devoid of the
pressing needs encountered during acute and chronic
care visits. Our study not only examined what occurs
during HCM visits but also identified specific areas
in need of improvement with respect to preventive
service delivery, namely cholesterol screening, colon
cancer screening, alcohol use, and tetanus/influenza/
pneumococcal vaccinations. Physicians may need to
incorporate a wider range of preventive services during
HCM visits to deliver more-comprehensive care to their
female patients. However, delivering all recommended
preventive services in the context of the office visit may
be too much to ask of an individual clinician.®> Further
studies are needed to examine the potential integration
of other members of the primary care team as well as
available community resources into preventive service
delivery.
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