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	Rationale: The intervention was informed by a variety of theories and frameworks concerning organizational routines and patterns of work (1, 2), practice systems (Complexity Theory)(3-5), the way in which change is enacted and adapted in practices (Normalisation Process Theory)(6), a framework for organization of care activities (Chronic Care Model)(7), and P.R.A.C.T.I.C.E , a model for prevention in Australian general practice. (8, 9)  A key task is to identify and enhance the supportive organisational infrastructure for the delivery of preventive care (8-11). 
Aim: The Intervention was designed to improve assessment, recording, and management of vascular risk factors in general practice. Risk factors were the SNAPW risk factors: cardiovascular and diabetes risk, BP, lipids and renal disease.  
Design: This study represented a “light-touch” facilitation intervention involving a workshop and face to face visits and telephone assistance from a practice facilitator.
Intervention details: Trained practice facilitators met with practice staff to assist in planning how preventive care could be provided.  The discussion was informed by a baseline clinical audit of key vascular risk factors: absolute CVD risk, smoking status, alcohol intake, BP, BMI, waist circumference, and cholesterol and BSL. Then, participating general practitioners and PNs attended investigator led small group training (approximately 3-hour duration). Training used clinical scenarios and case studies to reflect on assessment, advice giving, goal setting, referral and follow-up of patients with abnormal risk factors. 
Facilitators conducted three structured practice visits over 3 months following the small group training.  Visits were focused on the implementation of a plan to improve the prevention of vascular disease in the practice population. The plan for each practice was required to include improving the assessment and recording of risk factors. Visits also provided patient education resources and information on referral services and programs within the local area. No specific prompts or templates for preventive care were used in the electronic record. Facilitators then provided telephone support to practices over 12 months. 
[bookmark: _GoBack]Procedures/Materials: The intervention was structured around the 5A framework involving intervention by general practice staff as well as appropriate referral to other services and programs.  Central measures were developed through a clinical audit of eight key vascular risk factors: absolute CVD risk, smoking status, alcohol intake, BP, BMI, waist circumference, and cholesterol and BSL. Recording targets were set for these measures. Practices received written feedback of a clinical record audit of recording and levels of behavioral and physiological risk factors (BMI, waist circumference, systolic BP, alcohol intake, smoking status, lipids, fasting BSL and absolute CVD risk) for chronic vascular disease from the electronic medical record of each practice. These were compared with Australian evidence-based guidelines and standards. 
Tailoring:  Practice goals to improve other aspects of vascular preventive care were tailored for each practice based on need and the priority of participants. 
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