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n this issue, we feature an essay' and 2 editorials>?

that debate the appropriate balance between invest-

ing in developing new technologies vs devoting
resources toward improving systems of care to deliver
services already known to be effective.

In an interesting empirical twist on this topic, Alper
and colleagues evaluate a new technology for bring-
ing synthesized evidence to answer physicians' clinical
questions.* This randomized controlled trial (RCT)
shows the feasibility of providing point-of-care infor-
mation that alters patient care.

Two novel studies involving medical student
research fellows as direct observers examines how
family physicians spend time outside the examination
room. Finding a similar percentage of time spent on
face-to-face patient care (55% and 61%), these studies
show substantial devotion to patient care activities that
may not be adequately reflected in current billing codes
and reimbursement procedures.*® These studies also
provide a model for engaging medical students in direct
observation research.

Another pair of studies examines suicidal ideation
among depressed primary care patients. The study
by Schulberg et al finds a low risk of suicide among
depressed primary care patients.” This risk remains
fairly stable over 6 months of follow-up. A randomized
study by Nutting and colleagues shows that brief phy-
sician and nurse training in primary care can double the
rate of initial detection of suicidal ideation.®

A study of physician quality of life finds that physi-
cians in independent practice (vs being employees)
work longer hours but report greater satisfaction and
less intention to leave practice.’ In the face of diminish-
ing student interest in family medicine, these findings
have implications for retaining and enhancing the
effectiveness of our current primary care work force.

Although an emerging body of research examines
medical errors, the effect of patients’ experience of

a preventable problem has not been examined. The
qualitative study by Elder and colleagues finds that
among patients who have lived through a preventable
medical problem, anger is common, as is mistrust and
resignation.'® This analysis classifies patient responses
into 4 categories: avoidance, accommodation, anticipa-
tion, or advocacy, each with different implications for
subsequent health care.

A new patient literacy screening instrument is sub-
jected to a rigorous evaluation in a methodology study
by Weiss and colleagues.!" Given the frequency of low
literacy and its effect on health and health care, this
instrument deserves attention for both research and
clinical use.

An essay by Buetow argues that “care” is defined
by “coprovision” in which clinicians and patients each
contribute expertise in their domain.'? This analysis
provides an alternative to both medical paternalism and
patient consumerism through mutual responsiveness
and responsibility.

We invite all Annals readers to participate in the
online discussion of these articles at http://www.
annfammed.org.

To read or post commentaries in response to this article, see it
online at http://lwww.annfammed.orgl/cgilcontent/full/3/6/482.
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EDITORIAL

Doing Things Better vs Doing Better Things

Richard L. Kravitz, MD, MSPH
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he United States spends approximately $1.5

trillion on health care each year (about $5,700

per person), yet we have relatively little to show
for it. Population health statistics (eg, years of healthy
life expectancy) place the United States somewhere
between Portugal and Slovenia.! Part of the reason for
America's poor showing is that treatments known to be
effective are not reliably delivered to the people who
need them. The problem has been parsed many differ-
ent ways,>* but most authorities would agree that poor
access to care, flawed decision making, and error-prone
implementation are the critical dimensions. There is
plenty of evidence for unsatisfactory performance along
all 3 lines. The situation for the poor and for ethnic
minorities is, not surprisingly, worse.” Meanwhile,
our nation continues to pour money into biomedical
research in the hopes of discovering cures. In their
essay in this issue of the Aunals, Steven Woolf and Rob-
ert Johnson ask a novel and pertinent question: what
would happen if we devoted more resources to doing
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what we do better, rather than looking for new things
to do. They introduce a new term, fidelity, to describe
what others have called integration—making sure that
what we know to be beneficial actually gets done. The
answer—that we may well be better off if we shifted
resources from discovery to fidelity—may surprise
some people.

Woolf and Johnson do some calculations that show
how, in at least 2 cases, increasing the delivery of treat-
ments with known effectiveness would save more lives
than discovering new treatments, unless those new treat-
ments represented astounding advances over current
therapy. In one example, new antiplatelet treatments
to prevent stroke would have to be 74% more effective
than aspirin to generate the same benefits as a behavioral
intervention designed to increase aspirin use from 58%
of eligible patients (which is the current national aver-
age, according to a RAND study®) to 100%. In another
example, new cholesterol-reducing agents would need
to be 3 times as potent as current statins to equal the
mortality benefits of ensuring that the older statins are
actually taken by 100% of eligible patients.

Lamentations about lack of scientific progress
against dread diseases are not new. The war on cancer,
for example, strikes some as a quagmire.” What is brac-
ing here are the cold, hard numbers. They show explic-
itly the trade-offs between discovery and integration.
Resources committed to one front may be opportunities
lost on the other.

A few of the authors’ assumptions and some of their
logic invite scrutiny. For a variety of reasons, the esti-
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