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Background 
Current Evidence on health behavior counseling
 Poor health behavior

 Poor d iet, lack of physical activity, smoking and risky 
drinking - accounts for a large percent of premature death 
and disability 

 Current Evidence � what has been shown to be effective
 Diet and risky drinking � moderate to high intensity counseling
 Smoking cessation � Intensive counseling 
 Physical activity � Inconclusive. USPSTS guidelines do not make 

recommendations about how to counsel patients. Findings 
emerging from  Prescription for Health1  suggest the even brief 
counseling may promote behavior change 

1  Balasubramanian, BA., Cohen, DJ., C lark, EC., et al. Practice tools and approaches associated 
with physical activity and healthy eating among primary care patients. American Journal of 
Preventive Medicine. 35(5S), S407-41 3. 



Objective

 We know that a lot of people who have health 
behavior risks visit primary care practices

 How do we get primary care practices to help 
people get the counseling services they need?



Methods The Prescription for Health Program
 Evidence that intense behavioral interventions lead to 

patient behavior change in more controlled settings

 What is reasonable for primary care? 
 Primary care experts felt practices had the capacity to:

 Identify patients with health behavior change needs
 Offer brief behavior counseling and advice
 Leverage advice by linking patients to more intensive 

behavioral counseling
 Prescription for Health funded PBRNs to develop 

innovative approaches for integrating behavioral 
counseling in the primary care setting



Study Design and Participants
 Evaluation funded to develop cross-project insights

 We wanted to understand:
 Practices� ability to implement interventions 
 If interventions led to patient behavior change

 Multi-method assessment performed

Qualitative data: Quantitative Data:
Interviews Implementation Scores
Site visits Patient Outcome Measures
Online d iary data Practice survey data
Artifacts



Analysis
 Comparing apples and oranges � had to think 

creatively
 Varying designs, interventions, patient populations, follow-

up periods 

 Use four modalities to address these questions
Implementation:
 Qualitative Assessment
 Screening Rates
 Implementation Scores (scale from 1 - 5)

Patient behavior change:
 Used the results reported by PIs to evaluate behavior 

change



Results Description of Interventions

 All projects made behavioral counseling available to 
primary care patients 

 All projects attempted to m inim ize the extra work this 
m ight entail for practices

 Interventions shared a number of common 
elements/tasks:
 Identification of patient health risk
 Delivery of brief counseling
 Linkage between practice and counseling resource
 Information sharing among practice, resource and patient

 Interventions could be organized into 4 approaches



Approach 2  Traditional Referral Model



Approach 1  

Established capacity for practices to link patients to 
behavior change resources



Approach 3 Outside C linician-Patient 
Encounter



Approach 4 
Linking to IT-based behavior change resources



Could these approaches be 
implemented? 
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Approaches 1 and 2 could be implemented into practices

Fit with routines: These interventions were aligned with:
Practices usual care patterns
Typical distribution of practice roles and responsibilities

Interventions that prompted health risk assessment and brief 
counseling helpful 

Having resources contact patients was a nice feature



Could these approaches be 
implemented? 
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Approach 3 was difficult to implement
 MA resistance 

 MAs didn�t see themselves as the proper source of this 
information

 MAs didn�t like the extra work

 Clinician resistance  
 Clinicians didn�t support this new activity
 It interfered with practice routines and existing MA 

responsibilities
 This approach tested in only one project



Could these approaches be 
implemented?
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Approach 4 was difficult to implement

 Mass mailing and even more personalized referral d id 
not lead to patient uptake
 Lack of human touch
 Bypass practice or clinician

 IT counseling tools have the potential to reach a large 
population, but this was not realized



Did interventions change patient 
behavior?



Conclusions
 Health behavior counseling can be integrated 

into primary care practice

 May be better to leverage primary care�s 
strengths, rather than bypass the practice
 Assessing patient health risk 
 Offering brief counseling
 Referral to more intensive behavior change 

resources 

 Prom ising results with regard to patient 
behavior change



Next Steps
The temptation to say too much

 Can we differentiate between approaches 1  and 2?
 Does approach 3 hold prom ise?
 How should we think about approach 4? 

These questions represent important next steps
 More robust comparisons of effectiveness needed 

for approaches 1  and 2
 More feasibility worked needed for approaches 3 

and 4 
 Collection of qualitative data to understand 

implementation experience vital
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