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Overview:

Risky behaviors are a leading cause of preventable morbidity and mortality, yet behavioral
counseling interventions to address them are underutilized in healthcare settings. Re-
search on such interventions has grown steadily, but the systematic review of this research
is complicated by wide variations in the organization, content, and delivery of behavioral
interventions and the lack of a consistent language and framework to describe these
differences. The Counseling and Behavioral Interventions Work Group of the United
States Preventive Services Task Force (USPSTF) was convened to address adapting existing
USPSTF methods to issues and challenges raised by behavioral counseling intervention
topical reviews.

The systematic review of behavioral counseling interventions seeks to establish whether
such interventions addressing individual behaviors improve health outcomes. Few studies
directly address this question, so evidence addressing whether changing individual
behavior improves health outcomes and whether behavioral counseling interventions in
clinical settings help people change those behaviors must be linked. To illustrate this
process, we present two separate analytic frameworks derived from screening topic tools
that we developed to guide USPSTF behavioral topic reviews.

No simple empirically validated model captures the broad range of intervention compo-
nents across risk behaviors, but the Five A’s construct—assess, advise, agree, assist, and
arrange—adapted from tobacco cessation interventions in clinical care provides a workable
framework to report behavioral counseling intervention review findings. We illustrate the
use of this framework with general findings from recent behavioral counseling intervention
studies. Readers are referred to the USPSTF (www.ahrq.gov/clinic/prevenix.htm or
1-800-358-9295) for systematic evidence reviews and USPSTF recommendations based on
these reviews for specific behaviors.

Medical Subject Headings (MeSH): behavioral medicine, counseling, health behavior,
health promotion, patient education, preventive health services, primary health care (Am
J Prev Med 2002;22(4):267-284) © 2002 American Journal of Preventive Medicine

Introduction

n 1998, the Agency for Healthcare Research and
Quality (AHRQ) reconvened the U.S. Preventive
Services Task Force (USPSTF) to update its recom-
mendations for clinical preventive services. This Task
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Force represents primary care disciplines (nursing,
pediatrics, family practice, internal medicine, and ob-
stetrics/gynecology), preventive medicine, and behav-
ioral medicine. Two evidence-based practice centers
(EPCs)—Oregon Health & Science University and the
Research Triangle Institute/University of North Caro-
lina—were contracted to prepare systematic evidence
reviews that the Task Force uses in developing its
recommendations for preventive care. Although the
USPSTF evidence-based methods are widely applicable
throughout medicine, to date they have been used
primarily to assess services, such as preventive screen-
ing, rather than those requiring behavioral counsel-
ing.!? The current Task Force recognized a twofold
need: (1) to expand its evidence-based approach to
better assess behavioral counseling interventions, and
(2) to formulate practical communication strategies for
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describing services that are effective in changing
behavior.

The Counseling and Behavioral Interventions Work
Group of the USPSTF adapted the USPSTF generic
screening analytic framework, which guides systematic
reviews, to address behavioral topics more specifically,
and it has promoted a consistent organizational con-
struct for describing behavioral counseling interven-
tions. Clinicians are referred to current products of the
USPSTF (www.ahrq.gov/clinic/or 1-800-358-9295) for
systematic evidence reviews of specific behavioral coun-
seling topics and related USPSTF evidence-based rec-
ommendations and clinical considerations beyond the
scope of this paper.

This paper has three purposes:

1. To promote a broader appreciation of the

health disparities, because those who are economi-
cally and/or socially disadvantaged, including those
in low-income ethnic/racial minority groups, dispro-
portionately bear the prevalence of risky health
behaviors and the burden of preventable morbidity and
mortality.”

The unabated impact of health-damaging behaviors
among Americans makes it imperative that healthcare
providers and healthcare systems seriously consider
these behavioral issues and accept the challenge of
routinely providing quality behavioral counseling inter-
ventions where proven effective. The 1996 edition of
the Guide to Clinical Preventive Services by the USPSTF
concluded: “Effective interventions that address per-
sonal health practices ... [for] ... primary prevention ...

hold greater promise for improving overall

importance of behavioral counseling in-
terventions in clinical care and the con-

health than many secondary preventive mea-
sures, such as routine screening for early

text for their delivery related disease. Therefore, clinician counseling that
9. To describe the generic analytic frame- Commentary leads to improved personal health practices
works developed to guide the systematic on page 320. may be more valuable than conventlonilll

review of behavioral counseling topics for

clinical activities, such as diagnostic testing.

the third USPSTF.

3. To detail the practical organizational con-
struct (the Five A’s) adopted by the USPSTF to
describe intervention research more consistently in
order to foster its application in clinical settings.

Background

Healthy People 2010° sets two major goals for the United
States: (1) to increase quality and years of healthy life,
and (2) to eliminate health disparities among different
segments of the population. The next decade offers
unprecedented opportunities for healthcare systems
and providers to address these goals by promoting
healthy lifestyles among the diverse populations they
serve and by adopting policies that will institutionalize
preventive services.

Changing the health behaviors of Americans has the
greatest potential of any current approach for decreas-
ing morbidity and mortality and for improving the
quality of life across diverse populations.* In their
landmark paper, McGinnis and Foege® linked 50% of
the mortality in the United States from the ten leading
causes of death to lifestyle-related behaviors, such as
tobacco use, poor dietary habits and inactivity, alco-
hol misuse, illicit drug use, and risky sexual practices.
These behaviors remain problematic in today’s soci-
ety despite having been previously targeted for im-
provement.® Thus, the U.S. Department of Health
and Human Services has designated five lifestyle
factors as Healthy People 2010° health indicators by
which to track progress in improving the health of
the nation over the next decade (Table 1). Improv-
ing health behaviors is an important approach to

Nevertheless, rates of behavioral counseling
intervention by pediatricians, nurse practitio-
ners, obstetrician/gynecologists, internists,
and family physicians for the priority behaviors dis-
cussed above still fall far below national targets.>®? In
fact, gaps in the delivery of clinical preventive services
are greater for behavioral counseling than for screen-
ing or chemoprophylaxis.'® This stems in part from the
relative paucity of good research evidence to support
the behavioral counseling intervention recommenda-
tions in the last Guide to Clinical Preventive Services."
The quality and quantity of good research evidence
for the effectiveness of behavioral counseling inter-
ventions are increasing. Brief interventions inte-
grated into routine primary care can effectively ad-
dress the most common and important risk
behaviors.!'?2 The strongest evidence for the effi-
cacy of primary care behavior-change interventions
comes from tobacco-cessation research!!-1%1415.19
and, to a lesser extent, problem drinking.
Accumulating evidence also shows the effectiveness
of similar interventions for other behaviors.'!19-20
These interventions often provide more than brief
clinician advice. Effective interventions typically in-
volve behavioral counseling techniques and use of
other resources to assist patients in undertaking
advised behavior changes.'?!? For example, interven-
tion adjuncts to brief clinician advice may involve a
broader set of healthcare team members (e.g., nurses,
other office staff, health educators, and pharmacists), a
number of complementary communication channels
(e.g., telephone counseling,**** video or computer-
assisted interventions,?*2¢ self-help guides,?” and tai-
lored mailings®®), and multiple contacts with the
patient,12:14:19.20

11,16-19,21,22
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Table 1. Healthy People 2010° leading health indicators®

1997 2010
Health indicator Baseline Goals
Tobacco use (%)
Cigarette smoking, adults 24 12
American Indian/Alaskan 34 12
Native
Family income, poor level 34 12
Current tobacco use by youth 43 21
(past 30 days)
Smoking cessation attempts
Adults 43 75
Pregnant women 12 30
Adolescents (grades 9-12) 73 84
Overweight and obesity (%)
Proportion of adults at healthy 42 60
weight”
Mexican Americans 30 60
Lower income (<130% 29 15
poverty threshold)
Obesity in adults (=20 years) 23 15
Overweight/obesity in children 11 5

and teens (6-19 years)
Physical activity (%)
No leisure-time physical activity 40 20
(=18 years)

American Indians/Alaskan 46-54 20
Native, African American,
or Hispanic
Moderate physical activity®
Adults (=18 years) 15 30
Adolescents (grades 9-12) 20 30

Substance abuse
Proportion of adults exceeding
low-risk drinking
guidelines (%)"
Females 72 50
Males 74 50
Alcohol-related auto deaths 6.1/100,000 4/100,000
American Indian or Alaska 19.2/100,000 4,100,000

Native
Persons aged 15-24 years 11-7,/100,000 4,/100,000
High school seniors never 19 29

using alcohol (%)
Binge drinking (%)

Adolescents (12-17 years) 8.3 3
High school seniors 32 11
College students 39 20
Adults 16 6
Youth (12-17) using marijuana 9.4 0.7
in the last 30 days (%)
High school seniors never 46 56

using illicit drugs (%)
Responsible sexual behavior (%)

Unmarried females (18-44 23 50
years) whose partners used
condoms

Teens abstain from sex or use 85 95
condoms

# Other leading health indicators include mental health, injury and vio-
lence, environmental quality, immunizations, and access to health care.
" 18.5=BMI=25.

¢ BMI of =30.

4 =95th percentile of gender- and age-specific BMI from year 2000
U.S. growth charts.

¢ Moderate activity of 30 minutes a day, =5 days a week.

f Males >14 drinks/week or >4 drinks/occasion; females >7 drinks/
week or >3 drinks/occasion.

Source: From Healthy People 2010 Adapted from public domain docu-
ment; also available online at: http://www.health.gov/healthypeople.
BMI, body mass index.

Rationale for Behavioral Counseling Interventions in
Clinical Care

Healthcare providers and their staff play a unique and
important role in motivating and assisting patients’
healthy behavior changes. Patients report that primary
care clinicians are expected sources of preventive
health information and recommendations for pa-
tients.® For instance, in a recent survey, the vast
majority (92% to 98%) of adult members of health
maintenance organizations indicated that they ex-
pected advice and help from the healthcare system in
key behaviors, such as diet, exercise, and substance
use.?! Similarly, healthcare providers generally accept®
and value their role in motivating health promotion
and disease prevention.?*3*

Healthcare systems are natural settings for interven-
tions to improve health behaviors for many individuals,
because repeated contacts typically occur over a num-
ber of years. Interventions to help patients change
unhealthy behaviors, like treatments for patients with
chronic disease, often require repetition for modest
effects over time. Continuity of care offers opportuni-
ties to sustain individual motivation, assess progress,
provide feedback, and adjust behavior change plans.*

In fact, most clinicians have multiple opportunities to
intervene with patients on matters related to health-
behavior change: patients aged <15 years average 2.4
visits per person annually to office-based physicians,
and those aged =15 years average 1.6 to 6.3 visits per
year, with visit frequency increasing with age.*® More-
over, 93% of children and youth and 84% of adults
aged =18 years have a specific source of ongoing health
care.” Not surprisingly, people with a usual source of
health care are more likely than those without to
receive a variety of clinical preventive services.?

The healthcare setting is not the only setting for
approaches to support healthy behaviors. The Guide to
Community Preventive Services features evidence-based
recommendations from the Task Force on Community
Preventive Services for population-based interventions.
Those recommendations include policy or environ-
mental changes or individual and group interventions
outside the clinical setting intended to change risky
behaviors; reduce specific diseases, injuries and impair-
ments; and address environmental and ecosystem chal-
lenges.?” These preventive policies and approaches
complement the individually focused interventions that
the USPSTF addresses.

Objectives and Scope of Behavioral Counseling
Interventions

Behavioral counseling interventions in clinical care are
those activities delivered by primary care clinicians and
related healthcare staff to assist patients in adopting,
changing, or maintaining behaviors proven to affect
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health outcomes and health status. Common health-
promoting behaviors include smoking cessation,
healthy diet, regular physical activity, appropriate alco-
hol use, and responsible use of contraceptives.

Behavioral counseling interventions occur all or in
part during routine primary care and may involve both
visit-based and outside intervention components. For
instance, assessment of behavioral health risks may
occur at the time of enrollment in a health plan or at
the time of a clinical visit. Behavioral counseling may
take place in routine primary care visits and/or
through telephone contacts or personalized mailings of
self-help guides or materials. Referral to more intensive
clinics in the community also may be included. While
the USPSTF primarily evaluates interventions that in-
volve clinicians as part of routine primary care, USPSTF
liaisons assigned to a particular behavioral topic define
the scope of clinical intervention approaches reviewed
for any given topic, such as problem drinking or
physical activity.

Behavioral counseling interventions differ from
screening interventions in several important ways that
affect the ease and likelihood of their being delivered.
Behavioral counseling interventions address complex
behaviors that are integral to daily living; they vary in
intensity and scope from patient to patient; they re-
quire repeated action by both patient and clinician,
modified over time, to achieve health improvement;
and they are strongly influenced by multiple contexts
(family, peers, worksite, school, and community). Fur-
ther, “counseling” is a broadly used but imprecise term
that covers a wide array of preventive and therapeutic
activities, from mental health or marital therapy to the
provision of health education and behavior change
support. Thus, we have chosen to use the term “behav-
ioral counseling interventions” to describe the range of
personal counseling and related behavior-change inter-
ventions that are effectively employed in primary care
to help patients change health-related behaviors. As
with its use in other contexts, “counseling” here de-
notes a cooperative mode of work demanding active
participation from both patient and clinician that aims
to facilitate the patient’s independent initiative and
ability to cope.”® Engaging patients actively in the
self-management practices needed to change and main-
tain healthy behaviors is a central component of effec-
tive behavioral counseling interventions.

Theories and Models of Behavior Change

Behavior change theories and models from the social
and behavioral sciences explain the biological, cogni-
tive, behavioral, and psychosocial/environmental de-
terminants of health-related behaviors. Thus, they also
define interventions to produce changes in knowledge,
attitudes, motivations, self~confidence, skills, and social
supports required for behavior change and mainte-

nance.*® The application of relevant theoretical models
to behavioral counseling interventions is an important
contribution to strengthening health research in this
area.*® A literature review of 1174 articles evaluating
health behavior, education, and promotion interven-
tions published between 1992 and 1994 found that
44.8% of these were explicitly theory based.*! Six
theories and models addressing determinants of health-
behavior change at the intrapersonal, interpersonal,
and environmental levels (Table 2) and two cross-
theoretical key constructs/theories were most com-
monly cited in this research. Promising, if not substan-
tial, empirical evidence supports the validity of all eight
theories in predicting or changing health behavior.*!
In addition to those listed in Table 2, self-efficacy and
social network/support were the other two most com-
monly cited constructs in the current literature. Self-
efficacy is an individual’s level of confidence in his or
her own skills and persistence to accomplish a desired
goal and predicts future behavior across a wide variety
of lifestyle risk factors.*? Social networks are a person-
centered web of social relationships.*® These relation-
ships provide social support that can assist the individ-
ual through “stress buffering” and other mechanisms.*?

These theories focus on diverse, interacting levels of
influence on an individual’s behavior. On the intraper-
sonal level, multiple internal factors influence an indi-
vidual’s behavioral choices and actions, and there is
considerable variability in these factors among individ-
uals with the same objective health behavior. For exam-
ple, in the stages-of-change/transtheoretical model
(Table 2), behavioral change is thought of as an
ongoing process with multiple stages that often in-
cludes relapse and recycling into renewed efforts to
change.** On the interpersonal level, individual behav-
ioral choices occur in a context that includes the
influence of social and environmental conditions in the
family and larger community.*!-*®

Behavioral influences operate within a broadly con-
ceptualized ecologic paradigm emphasizing that a dy-
namic interaction between functional levels—intraper-
sonal, interpersonal, and the physical environment—
continues over an individual’s lifetime, and that age,
gender, race, ethnicity, and socioeconomic status play a
critical role in health and health decisions.***¢ Simi-
larly, the Institute of Medicine*” recently concluded
that “interventions must recognize that people live in
social, political, and economic systems that shape be-
haviors and access to the resources they need to main-
tain good health.”

According to another recent Institute of Medicine
report,*” there is an emerging consensus that social and
behavioral research and intervention efforts should be
based on this broader ecologic model that incorporates
and relates focused approaches across levels. Thus,
omission of any key dimension in research or practice
reduces the likelihood of successfully addressing prob-
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Table 2. Six most commonly cited behavior change models/theories and constructs—focus and key concepts

Level addressed

Theory/model

Focus

Key concepts

Theories that address how
individual factors such as
knowledge, attitudes,
beliefs, prior experience,
and personality influence
behavioral choices

Theories that address
processes between the
individual and primary
groups that provide social
identity, support, and role
definition

Health belief model

Theory of reasoned
action/theory of
planned behavior

Stages of change/
transtheoretical
model

Social cognitive
theory/social
learning theory

Community
organization/
building

Social marketing

Person’s perceptions of the
threat of a health problem
and appraisal of behavior
recommended to prevent or
manage problem

People are rational beings
whose intention to perform
a behavior strongly relates to
its actual performance
through beliefs, attitudes,
subjective norms, and
perceived behavioral control

Readiness to change or
attempt to change a health
behavior varies among
individuals and within an
individual over time. Relapse
is a common occurrence
and part of the normal
process of change

Behavior is explained by
dynamic interaction among
personal factors,
environmental influences,
and behavior

Processes by which community
groups are helped to
identify and address

common problems or goals

The application of commercial
marketing technologies to
increase the practice of
healthy behaviors in order to
improve individual and
collective well-being

Perceived susceptibility
Perceived severity
Perceived benefits of action
Perceived barriers to action
Cues to action

Self-efficacy

Behavioral intention
Subjective norms

Attitudes

Perceived behavioral control

Precontemplation
Contemplation
Preparation
Action
Maintenance
Relapse

Observational learning
Reciprocal determinism
Outcome expectancy
Behavioral capacity
Self-efficacy
Reinforcement

Participation and relevance
Empowerment

Community competence
Issue selection

Consumer orientation

Audience segmentation
Communication channels analysis
Voluntary exchange of goods and
services

lem behaviors, such as smoking.*® More than a brief
overview of theories and models is beyond the scope of
this paper and can be found elsewhere.??~%°
Although these theoretical constructs are unfamiliar
to many clinicians, they can help practitioners concep-
tualize the complex context in which individual behav-
ioral choice occurs and the variability among patients
in their receptivity to behavioral counseling interven-
tions at any one time. These insights can clarify barri-

ers, opportunities, and the relative intensity of interven-
tion needed to successfully address behavior change for
a given individual.

Generally speaking, less-intensive outside support
and intervention are needed for individuals with more
change-predisposing attributes than for those with
fewer such attributes*®*° (Table 3). Scarce resources
can be focused on strengthening an individual’s factors
favoring change and targeting the most intensive sup-

Table 3. Attributes from health behavior change theories and models that predispose an individual to successful behavior

change39-45:49

1. Strongly wants and intends to change for clear, personal reasons

2. Faces a minimum of obstacles (information processing, physical, logistical, or environmental barriers) to change

3. Has the requisite skills and self-confidence to make a change

4. Feels positively about the change and believes it will result in meaningful benefit(s)

5. Perceives the change as congruent with his/her self-image and social group(s) norms

6. Receives reminders, encouragement, and support to change at appropriate times and places from valued persons and

community sources, and is in a largely supportive community/environment for the change
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SIDEBAR 1

Impact of Health Behavior Change
Programs

Highly efficacious, intensive, group tobacco-cessation ap-
proaches!248:64.66 have typically been perceived as produc-
ing higher quit rates than primary care behavioral counsel-
ing interventions. Group approaches produce quit rates of
30% to 40% but reach only a small proportion of highly
motivated smokers volunteering for treatment (roughly 3%
to 5% of all smokers). Thus, their potential impact on the

port to persons with the fewest predisposing attributes.
Theoretical perspectives also make clear the comple-
mentary role played by policies and practices in settings
outside health care in promoting healthy behaviors
across society.

The Clinician-Patient Relationship

As our understanding of behavioral counseling inter-
ventions has become more sophisticated, interventions
have evolved beyond the limits of one-on-one interac-
tions between a clinician and a patient. However, the
use of additional resources within and outside the
primary care setting to support the clinician by no
means undermines the importance of the clinician—
patient relationship in promoting behavior change.
Effective clinician communication is important for a
variety of patient outcomes.’”®! Clinician advice to
change lifestyle habits is associated with increased ef-
forts to change®®°? and is effective in encouraging
smoking cessation,'!121415 reducing problem drink-
ing,'"!'® and modifying some activity- and diet-associ-
ated cardiovascular risk factors.'2% Clinician advice is
also associated with increased satisfaction with medical
care.?*5*%5 Such advice has been suggested to “prime”
patients, especially women, to attend to and act on
subsequent educational information.’® In a recent
cross-sectional study among members of a managed
care organization,”” receipt of professional advice to
change was associated with a higher readiness to
change smoking, physical activity, and diet behaviors.
Preliminary data also suggest that advice from one’s
healthcare provider based on personal health status is a
very strong external cue to health-promoting action.®

The clinician employing an empathetic “partner-
ship” approach avoids engendering resistance to behav-
ior change advice.”® Such an approach emphasizes the
patient’s role in interpreting advice and explores,
rather than prescribes, how best to proceed. According
to a Toronto consensus conference on doctor—patient
communication,®® “effective communication between
doctor and patient is a central function that cannot be
delegated.”

prevalence of smoking (Impact = Participation Rate X
Efficacy) is substantially less than systematically delivered
primary care interventions, which can feasibly reach the 70%
of smokers who visit their clinicians each year and result in
5% to 10% overall quit rates.

Applying a similar public health approach, modest effec-
tive clinical interventions addressing problem drink-
ing?1:2262 and dietary change®! are projected to have signif-
icant population impact when broadly delivered.

The Potential Impact of Health Behavior—Change
Programs in Clinical Care

Appreciating behavioral counseling interventions re-
quires a true population-based medicine perspective
(i.e., intervening with individuals, but recognizing that
the health benefits may not be as clinically visible
individually as they are clinically meaningful when
considered for the whole). Individually, brief behav-
ioral counseling interventions that are feasible in
healthcare settings often have only modest behavior
change impacts. For example, only 5% to 15% of those
receiving an intervention make clinically significant
changes, such as quitting smoking'? or reducing heavy
drinking.!! Even at a population level, overall risk
factors typically change only 1% to 20%.!6:17:19.20.22.61
However, these “modest” impacts translate to signifi-
cant benefits to the health of the population (and to
multiple individuals) when systematically applied to a
large proportion of those in need.*®%?-% This oppor-
tunity for substantial public health benefit comes about
only when behavior change interventions are applied
broadly to entire populations of patients. Given this,
population-based behavioral interventions generally of-
fer a range of intervention options, including motiva-
tional strategies designed for people not ready to
change (Sidebar 1).%*

Practical Approaches to Overcome Barriers to
Behavioral and Counseling Interventions

Numerous barriers to preventive service delivery con-
tinue to exist in present-day healthcare settings, most of
which are still organized mainly around symptom-
driven, acute illness care.’”%8 These barriers include a
focus on more medically urgent issues; lack of time;
inadequate clinician training, self-confidence, or reim-
bursement; low patient demand; and lack of supportive
resources.>% Further, feedback to clinicians about
results of preventive care is largely non-existent or can
even be negative.69 For example, clinicians or their
staffs may never “hear” about the patients who followed
through on a referral or made positive lifestyle changes,
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but may encounter complaints about repeated advice
to quit smoking, even when voiced by only a few.
Unfortunately, most of these challenges are exacer-
bated for health behavior—change interventions. Thus,
risk assessment and behavioral counseling interven-
tions are delivered even less frequently than screen-
ings.® Moreover, although clinicians increasingly agree
that most health-promoting behaviors are important to
patients’ health,* they report skepticism about pa-
tients’ willingness to change these behaviors and about
their own ability to intervene successfully in these
areas.”®”! Clinicians often lack the knowledge, skills,
and support systems to quickly and easily provide a
range of different behavioral counseling interventions,
particularly in the limited time available.5%7%73 These
barriers provide an important rationale for proposing a
consistent overall approach (such as the Five A’s,
discussed below) for describing behavioral counseling
interventions across the range of topics in clinical care.
Evaluations of continuing medical education efforts
show that programs based on the principles of adult
learning that build clinician skills using interactive,
sequential learning opportunities in settings such as
workshops, small groups, and individual training ses-
sions appear to have the greatest influence on clinician
practices and patient outcomes.”® Even relatively brief
physician training along these lines (2 to 3 hours) can
improve the delivery of clinical preventive services.”>"®
However, clinician training may be efficacious only in
the presence of an office-support program that assists
clinicians in carrying out behavioral counseling inter-
ventions and incorporating them into routine care.”””8
As Solberg et al.”® have noted, “Without such systems,
delivery of preventive services must depend on the
memory, motivation, and time of individual clinicians.”
Fortunately, we also have a better understanding of the
organized office or health-plan processes that support
the systematic and consistent delivery of clinical preven-
tive services. These systems typically consist of (1) pre-
ventive services guidelines; (2) basic support processes
that identify and activate those who need a service,
summarize needed services on the patient chart, and
remind the clinician during a visit; and (3) prevention
resources to provide in-clinic and after-clinic counsel-
ing, support, and follow-up.*’ A recent randomized
controlled trial®! reported that, compared with control
practices, community family practices demonstrated
significantly increased clinical preventive services deliv-
ery 1 year after receiving practice-tailored systems sup-
port for preventive service delivery. Delivery of behav-
ioral counseling interventions was particularly
improved. The Put Prevention Into Practice (PPIP)
program, sponsored by the AHRQ, has a variety of
materials to help make these services an integral part of
primary care. PPIP has developed tools to assist clini-
cians in determining which clinical preventive services
patients should receive, and it produces guides and

materials for service delivery in a variety of settings.®?
PPIP also provides resources for patients to guide
health maintenance decisions and to keep track of their
preventive care.

Ongoing innovations in the design and delivery of
behavioral counseling interventions can also address
barriers, improve patient access, and increase treat-
ment effectiveness. Clinicians’ efforts are enhanced
when the entire healthcare team takes appropriate and
complementary roles in delivering efficacious interven-
tions. 2?8381 For example, health educators and nurse
case managers who contact and support smokers be-
tween visits®® extend intervention opportunities beyond
the initial primary care visit. Coordination with re-
sources outside the clinical setting, such as programs
and services through voluntary agencies and other
community resources, can help patients conveniently
access needed supports after they leave the visit.®” This
integration may increase healthcare system efficiency
and impact by creating congruence between clinical
interventions and the broader community.*® Expand-
ing communication technologies allow both passive
and interactive use?® of telephones, videos, CD-ROMs,
the Internet, and other computer-assisted venues to
enhance and personalize behavioral intervention con-
tent?®#7 and to prolong contact with the patient, while
reducing the services that must be provided directly by
clinical staff.” Such computer-based print, telephone,
and video communications have boosted treatment
outcomes over standard “one-size-fits-all” interventions
in several behavioral areas (e.g., smoking cessation and
diet modification), with greatest benefits sometimes
seen in low-income populations.®®*° Although some of
these technologies are relatively new and still under
evaluation, advances in information and communica-
tion technologies hold great promise for enhancing
intervention efficiency by automating assessment, edu-
cation, and patient contacts, especially for ongoing
follow-up and support. Taken together, these ongoing
innovations offer opportunities to address key barriers
to behavioral counseling interventions in clinical
settings.

Evidence-Based Methods for Evaluating Behavioral
Counseling Interventions

We developed two interrelated generic analytic frame-
works to guide the systematic review of behavioral
topics (Figures 1 and 2). These analytic frameworks
were derived from those developed for screening top-
ics.? They separately frame the two main questions to
consider when systematically reviewing relevant clinical
behavioral intervention research, namely: (1) Does
changing individual health behavior improve health
outcomes? (Figure 1) and (2) Can interventions in the
clinical setting influence people to change their behav-
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Framework 2

Behavioral Sustained
Counseling =77 777770000000 Health Behavior
Intervention(s) i Thislink Change
in Clinical Care ! addressedin ;
! Analytic i
; !
1
; !
1

Adverse
Effects

v °y

1,2 Intermediate 5 Reduction in
Health Improvement [~~~ ] Morbidity
or Risk Factor and/or
Reduction Mortality

Other Positive
Outcomes

Figure 1. Analytic framework 1. Key questions: (1) Do changes in patients’ health behavior improve health or reduce risk factors?
(2) What is the relationship between duration of health behavior change and health improvement (i.e., minimum duration,
minimum level of change, change/response relationship)? (3) What are the adverse effects of health behavior change? (4) Does
health behavior change produce other positive outcomes (e.g., patient satisfaction, changes in other healthcare behaviors,
improved function, and decreased use of healthcare resources)? (5) Is risk factor reduction or measured health improvement
associated with reduced morbidity and/or mortality? (6) Is sustained health behavior change related directly to reduced
morbidity and/or mortality? (7) Are behavioral counseling interventions in clinical care related directly to improved health or
risk factor reduction? (8) Are behavioral counseling interventions in clinical care related directly to reduced morbidity and/or

mortality?

ior? (Figure 2). More in-depth key questions (KQs) for
each main question are detailed in the notes on each
analytic framework diagram, and the relevant sections
of the diagram are numbered to correspond to these
key questions.

Analytic Framework 1: Does Changing Individual
Health Behavior Improve Health Outcomes?

Clinical interventions are predicated on a foundation
of epidemiologic research that adequately substantiates
the link between particular behaviors and health out-
comes,? as depicted in Figure 1 (Analytic Framework 1,
KQs 1, 2, 5). For instance, there is strong consistent
evidence that tobacco use, sedentary lifestyle, and im-
proper diet lead to negative clinical and functional
health outcomes,! and, conversely, that smoking cessa-
tion, exercise improvement, and dietary improvement
lead to positive clinical and functional health out-
comes. However, few behavior change intervention
studies actually document long-term health outcomes
(KQ 8). Therefore, we usually must rely on linking up
separate bodies of evidence (represented here by the
two interrelated but separate analytic frameworks) to
demonstrate whether clinical interventions improve
health behaviors and lead to better health outcomes.
The USPSTF may elect to summarize, but not system-
ically review, the evidence supporting the link between
health-behavior change and outcomes (shown here in
Analytic Framework 1) when either: (1) the evidence
has been reviewed in a previous USPSTF report and
addresses all issues of current concern, or (2) a good-

quality systematic review conducted by another reputa-
ble body is available that meets USPSTF standards for
grading evidence and addresses the behaviors and
outcomes that the USPSTF is interested in. In such
instances, Analytic Framework 1 may be dispensed with
altogether and attention focused on the literature
addressing interventions to effect the desired behavior
change (discussed below under Analytic Framework 2).

However, even when an evidence review does not
formally undertake the key questions in Analytic Frame-
work 1, the epidemiologic evidence linking health
behavior change to health benefits illustrated in this
diagram can help define appropriate behavior-change
outcome measures for the systematic review of behav-
ioral counseling interventions represented by Analytic
Framework 2 (Figure 2). Ideally, behavior-change out-
come measures of interest in a particular behavioral
review are defined as those related epidemiologically to
reductions in morbidity and mortality directly (KQ 6)
or through intermediate outcomes (KQs 2 and 5 linked
together). For behaviors such as improper diet and
insufficient physical activity, intermediate outcomes
may include physiologic risk factors, such as blood
pressure, weight, and cholesterol level, through which
reductions in morbidity and/or mortality are mediated.
In reality, the preferred outcome measures may not be
widely available in the literature, because behavioral
outcome definitions often vary widely among studies.
Sustained behavior changes potentially affect other
outcomes of importance to the patient (changes in
other behaviors or quality of life) or to the healthcare
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Figure 2. Analytic framework 2. Key questions: (1) Are there distinct patient groups for whom different assessment and
behavioral counseling intervention strategies apply? (2) What patient characteristics (e.g., sociodemographics—including age,
race/ethnicity, gender—health status, risk status, behavioral habits, and interest in benefits and barriers to change) are critical
to assess prior to behavioral counseling intervention? (3) What are valid, reliable, feasible, and accessible tools for behavioral
assessment of patients (and family, as appropriate)? (4) What are adverse effects associated with behavioral assessment? (5) Do
behavioral counseling interventions alter health behavior in the targeted group? (6) What are the essential elements of
efficacious interventions (i.e., what, how, when, where, to whom, by whom, for how often, and for how long?) (7) Are behavioral
counseling interventions particularly effective or ineffective in patient subgroups? (8) How long are targeted behavior changes
maintained after behavioral counseling intervention? (9) What type of ongoing assistance or support is needed to achieve or
maintain targeted behavior changes? (10) Do behavioral counseling interventions produce other positive outcome (e.g.,
mediators of behavior change, changes in other health behaviors, and improvements in functioning)? (11) What are adverse
effects associated with behavioral counseling intervention? (12) Which of the following systems influences facilitate/impede
behavioral assessment and/or intervention? [ (a) Features of the healthcare team: attitude /motivation, professional discipline(s),
skills/training; (b) Features of the practice setting: practice size and patient makeup, workforce mix, incentives, resources, office
support systems, materials; (c) Features of the healthcare system: type of organization, location, population characteristics,
density, organizational characteristics/policies, administrative arrangement, decision support tools, clinical information systems,
incentives, market conditions, community resources, political/legal/regulatory issues, accreditation issues.] (13) What are the
larger social/environmental influences that determine whether individuals respond to appropriate behavioral counseling
interventions and successfully change targeted health behaviors?

system (utilization or patient satisfaction) (KQ 4), and
may also induce adverse effects, such as increased
injury rates in those increasing physical activity (KQ 3).
As new epidemiologic evidence becomes available,
the behavioral outcomes of interest to reviewers may
also shift. For tobacco, illicit drug, and alcohol misuse,
abstinence has been the primary treatment goal and
the most important behavioral outcome. Recently, in-
creased attention has been paid to the health benefits
from reducing smoking,”! increasing safe needle use in
intravenous drug users,”® and stressing moderation in
alcohol use.”” Thus, future reviews may include inter-
ventions addressing such behavioral outcomes.

Analytic Framework 2: Can Interventions in the
Clinical Setting Influence People to Change
Their Behavior?

Once a behavior change has been clearly related epi-
demiologically to improved health outcomes, the most
critical issue for clinicians is knowing whether interven-
tions in the clinical setting help patients change their
behavior and, if so, how to deliver them effectively and
practically. Analytic Framework 2 (Figure 2) contains
the logic and critical questions to systematically evalu-
ate the evidence for recommending specific strategies
in clinical care to promote healthy behaviors.
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SIDEBAR 2

Example of Physical Activity
Interventions

Using physical activity as an example, the majority of adults
may be sedentary, but not all who visit the clinician need an
exercise intervention, and there is no way to determine the
need for activity counseling without a specific assessment. In
a recent study, fully half of older adults in community-based
medical practices who were willing to receive exercise coun-
seling were already active enough not to need further

Earlier USPSTF experience suggested the need for
studies that develop and validate risk-screening and
intervention-assessment tools and that examine the
efficacy or effectiveness of interventions based on these
assessments.”* Assessment (KQ 3) specifies how best to
identify patients in need of behavioral intervention and
to measure quickly any key characteristics by which the
intervention should be individualized (KQ 1, 2). Assess-
ment itself may have adverse effects, such as anxiety,
misdiagnosis, or distraction from appropriate care,
which would detract from any overall benefit (KQ 4)
(see Sidebar 2).

The next arrow or link in Analytic Framework 2
examines whether clinical setting interventions are
effective in changing behavior (KQ 5) and specifying
for whom (KQ 7). For behavioral counseling interven-
tions, no less than for other primary care treatment
regimens, it is critical to know intervention details®’
(KQ 6): What were the key elements of the interven-
tion, and to whom were they delivered? How were they
delivered—when, where, and by whom? What were the
time and intensity of the intervention contact? How
often and over what time period was the intervention
delivered? What was the total intervention “dosage” in
terms of frequency, intensity, and duration? What were
the extent and duration of the treatment effect (KQ 8)?

Many successful interventions provide repeated con-
tacts and supports that can be modified to fit the
individual path of change undertaken by the patient
(KQ 9). The USPSTF also considers other benefits (KQ
10) or potential harms (KQ 11) associated with the
behavior change. Evaluation of intervention processes
as well as content determines the extent, fidelity, and
quality of intervention implementation.*’

Finally, the review can consider how characteristics of
the healthcare setting influence the likelihood that
appropriate individuals will be identified and will re-
ceive behavioral interventions (KQ 12a-c), and how
larger sociocultural environmental forces influence
individuals’ ability to change their behavior (KQ
13).98-101 Since individuals are embedded within social,
political, and economic systems that shape their behav-
iors and constrain their access to resources for change,
it is important to incorporate these broader factors into
our evaluation of interventions.*”

encouragement.”®® Activity assessments include standard
questions about the frequency, duration, and intensity of
physical activity, as well as medical factors that would dictate
the exercise type or regimen to prevent harms or complica-
tions. Exercise assessment is often individualized further to
address motives, barriers, and supports for increasing activity
levels. The efficacy of exercise interventions appears to be
enhanced when varied according to factors such as the
patient’s readiness to change, exercise preferences, or past
experiences.?®

To gain the maximum benefit from interventions in
clinical settings, we need to extend our perspective
beyond efficacy (i.e., it works in research settings) or
even effectiveness (it works in real-world clinical set-
tings) to consider the degree to which tested interven-
tions are feasible for adoption into those real-world
clinical settings and sustainable over long periods of
time.?!%® These perspectives are critical to realizing the
public health benefits of modest clinical interventions.

Aligning Evidence with Usefulness in Clinical
Settings

Evidence-based analyses help define the most effective
and efficient interventions for specific risk behaviors.
Unfortunately, the state of the evidence for behavioral
counseling interventions precludes a simple, consistent
approach to conducting and reporting the results of
these evidence reviews, particularly across a variety of
behaviors. Lack of detail and inconsistency of terms
describing behavioral interventions in published re-
ports seriously hamper rigorous reviews and limit the
potential for research replication. Similarly, method-
ologic approaches to these topics are evolving as we
consider whether and how special methodologic con-
siderations apply regarding adequacy of research de-
sign or unique threats to internal and external validity
when evaluating behavioral counseling interventions.
These issues are important to understand, particularly
given the gap between available behavioral research
and current standards of high-level evidence developed
for other fields of medicine.*” However, under the best
of circumstances, it remains to be seen how far we can
go in specifying standardized approaches for clinicians
to the variety of patients for a variety of behaviors.
There may be a limit as to how well we will ultimately be
able to define any standardized approach, given the
multiplicity of factors (patient, family, community, cli-
nician, and healthcare setting) influencing behavioral
change and the range of states within each factor. This
is an important area for ongoing research.

Thus, the current literature, while much improved
over the past, may still be insufficient to unequivocally
define for the clinician what does and does not work
across all primary care behavioral counseling interven-
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tions. However, given the prevalence and health impact
of unhealthy behaviors, clinicians may still use the time
and resources readily available to them to reinforce the
importance of healthy behaviors with their patients. For
detailed evidence-based consideration of behavioral
counseling interventions for specific behaviors, readers
are referred to the USPSTF recommendations (and
associated systematic reviews).'?

Given the inconsistencies in terms and intervention
descriptions in the current behavioral counseling inter-
vention literature, the USPSTF decided to use a unify-
ing construct to describe these interventions more
consistently across a range of approaches and behav-
iors. The USPSTF also recognized the need to contrib-
ute to the development of a new conceptual and
linguistic synthesis for health behavioral counseling
interventions in clinical care. Given that no single
empirically validated model captures the broad range
of interventions across risk behaviors, the USPSTF
chose to adopt the Five A’s construct because it was
judged to have the highest degree of empirical support
for each of its elements and because of its use in the
existing literature. We describe and then illustrate the
use of this construct in the next section of the paper,
which also updates the 1996 USPSTF summary of the
range of research-supported strategies for clinicians
interested in delivering behavioral counseling interven-
tion in clinical care.!

The Five A’s Organizational Construct for Clinical
Counseling
Background

The Four A’s construct (ask, advise, assist, arrange) was
originally developed by the National Cancer Institute to
guide physician intervention in smoking cessation.'?
Recently, the Canadian Task Force on Preventive
Health Care proposed that clinicians use a Five A’s
construct (adding an agree step) to organize their
general approach to assisting patients with behavioral
counseling issues (W. Elford, Canadian Task Force on
Preventive Health Care, personal communication, De-
cember 2000). The U.S. Public Health Service!'? used
the A’s construct to report on high-quality, controlled
clinical trials in tobacco cessation, many conducted in
primary care settings to test brief, feasible, population-
level interventions. The A’s construct has also been
applied to brief primary care interventions for a variety
of other behaviors.”%-75:9

To be congruent with the U.S. Public Health Service
and Canadian Task Force concepts of the A’s construct,
we adopted the following terminology to describe min-
imal contact interventions that are provided by a variety
of clinical staff in primary care settings:

o Assess: Ask about/assess behavioral health risk(s) and
factors affecting choice of behavior change
goals/methods.

e Advise: Give clear, specific, and personalized behav-
ior change advice, including information about per-
sonal health harms and benefits.

e Agree: Collaboratively select appropriate treatment
goals and methods based on the patient’s interest in
and willingness to change the behavior.

e Assist: Using behavior change techniques (self-help
and/or counseling), aid the patient in achieving
agreed-upon goals by acquiring the skills, confi-
dence, and social/environmental supports for be-
havior change, supplemented with adjunctive
medical treatments when appropriate (e.g., phar-
macotherapy for tobacco dependence, contraceptive
drugs/devices).

e Arrange: Schedule follow-up contacts (in person or
by telephone) to provide ongoing assistance/sup-
port and to adjust the treatment plan as needed,
including referral to more intensive or specialized
treatment.

Rationale and Strategies for Implementing the
Five A’s

The content of each step in the Five A’s construct
necessarily varies from behavior to behavior, but clini-
cal intervention targeting any behavior change can be
described with reference to these five intervention
components. While we promote the idea of a unifying
construct to describe behavioral counseling interven-
tions across behaviors, we acknowledge that the type
and intensity of behavior change strategies needed may
vary by the complexity of the change, whether the
behavior is being added or deleted, and by factors
individual to the patient, as described in the Theories
and Models of Behavior Change section above. Our
brief description of each “A” of this unifying construct
uses selected examples from recent research to detail
current options and challenges in providing behavioral
counseling interventions in clinical care.

Assess. Because behavioral risks are largely invisible
and rarely the main reason for seeking clinical care,
explicit systems for behavioral risk-factor assessment in
clinical populations serve two purposes. First, they
identify all those in need of some intervention for a
given behavior (e.g., sedentary or underactive individ-
uals vs already active).?® Second, they gather data
needed to target (group) those needing different in-
terventions and, if warranted, to individualize (tailor)
brief interventions for maximum effectiveness or
health benefit.!**

Depending on the behavior, groups are targeted for
intervention by factors, such as current practices (e.g.,

current tobacco users vs recent quitters)'?; intention
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Assessment Strategies

Ideal assessment strategies for clinical practice settings are
feasible, brief, and able to be interpreted or scored easily and
accurately, and they enhance intervention appropriateness
and effectiveness.!!®!1* Assessment ranges from a few fo-
cused questions added before the clinician visit (“Have you
used tobacco products at all in the last 7 days? If yes, are you
seriously thinking about quitting in the next 6 months? If no,
have you used them in the last 6 months?”!!%) to more
comprehensive tools, such as health-risk appraisal (HRA).
An HRA is a multipage questionnaire that collects patient
information to identify risk factors and is typically used to
produce an individuated feedback report to promote health,
sustain function, and prevent disease. HRA feedback, alone
or in combination with single-session counseling by a clini-
cian, is generally ineffective in producing behavior
change,!! but the HRA can be a low-cost, easy method to
gather data systematically about a variety of modifiable
health behaviors and related factors.

Challenges for behavioral assessments include the tension
between accuracy and feasibility.''® To be practical, many
tools are abbreviated to require as little patient and clinician

(e.g., intending to breast-feed vs not)'°%; readiness to
change the behavior (e.g., soon vs not)'%% and pres-
ence of medical/physiologic factors defining treatment
options (e.g., pregnant vs not). Within target groups,
moderating factors, such as age,'%” gender,!*® ethnic-
ity,'*? comorbidity, or health literacy'!® can help clini-
cians individualize (tailor) intervention emphasis'®*
once such tailoring has been proven beneficial. Such
assessment for intervention individualization may be
delayed to a later point in the A’s process'? (see Agree
section below). Assessment can also identify contrain-
dications to intervention, such as general promotion of
physical activity in the presence of recent morbidity”®
or the safety and appropriateness of nicotine replace-
ment therapy as a behavioral treatment adjunct.'?

Systematic, routine assessment is the foundation for
proactive behavioral counseling interventions, particu-
larly to realize their public health potential. For in-
stance, having a system in place to identify and docu-
ment tobacco-use status triples the odds of clinician
intervention.'? Adequate assessment can help the clini-
cian consider patient priorities and medical risks, par-
ticularly among those with multiple behavioral risks.'!
Little research currently exists in effective methods for
prioritizing among competing behavioral risks, but
ongoing work by the Behavior Change Consortium,
sponsored by the National Institutes of Health, may
help address these issues (see Sidebar 3).!''2

Advise. As discussed above, clinician advice establishes
behavioral issues as an important part of health care
and enhances the patient’s motivation to change. Such
advice is most powerful when personalized by specifi-
cally linking the behavior change to the patient’s health
concerns, past experiences, or family or social situa-

time as possible; thus, good evaluations consider both accu-
racy and applicability for any assessment approach. Most
behaviors besides tobacco use—such as poor diet, physical
inactivity, or risky sex—are complex to assess because clini-
cians need some details of usual practices, such as the
frequency, intensity, and duration of various physical activi-
ties”® or “usual” intake of specific food items, both to identify
individual candidates for intervention and to measure their
progress.!1%117 One approach to the demands of a more
lengthy assessment is to obtain a brief assessment by tele-
phone in advance of the clinic visit.”>!!7 This has been
shown to produce reasonably accurate results, at least for
physical activity.!'® Assessments rely on self-report and recall
of customary behavior, and these can suffer from lapses in
individual memory, errors in estimation, and the imprecise
mapping of self-reported activities to meaningful, physiolog-
ically related measures.!'® Overall, when reliable biological
or biomechanical markers are available for comparison,
self-reported health behaviors and risk factors tend to under-
estimate the proportion of general-population individuals
considered “at risk.”!'® Accuracy and self-disclosure are
enhanced by selecting assessment tools designed to maxi-
mize the accuracy of self-report information.''?

tion,"'? and tempering it with the individual’s level of
health literacy.'®® Clinician advice primarily gives the
cue to action, while other health professionals and
media provide the details.?**® In this scenario, the
clinician is a uniquely influential catalyst for patient
behavior change® and is best supported by a coordi-
nated system to accomplish and maintain that change.

Feedback from current or previous assessments can
help personalize health risks and health benefits as well
as enhance motivation for change.’® Well-delivered
advice supports the patient’s self-determination.'?! Us-
ing minor qualifications, such as “As your physician, I
feel I should tell you,” for an advice message, rather
than “You should,” is a subtle but powerful way to
convey respect for, and avoid undermining, patient
autonomy (see Sidebar 4).

Agree. Here the patient and clinician “come to com-
mon ground™®! on area(s) where behavior change is to
be considered or undertaken. When both agree that
change is warranted, they then collaborate to define
behavior change goals or methods. The importance of
collaborative care and patient agreement in a course of
action was not explicit in the original Four A’s model,
but medical thinking has shifted over recent decades to
greater patient participation in many aspects of medical
124 Increasingly, treatment decisions are based on
clinician—patient agreement after considering treat-
ment options, consequences, and patient preferenc-
es.'?® Shared decision making is specifically recom-
mended by the USPSTF for preventive services that
involve conflicting or highly individualized risk-benefit
tradeoffs.'?® Similarly, a collaborative approach that
emphasizes patient choice and autonomy is critical in

care.
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SIDEBAR 4

Adpvice Strategies

Effective clinician advice has several important elements.
Personalized feedback can be biological (laboratory or phys-
iologic test results), normative (compared with results for
others of the same age, race, and gender), or ipsative
(compared with one’s previous scores). How the clinician’s
advice is delivered matters—a warm, empathetic, and non-
judgmental style elicits greater cooperation and less resis-
tance, particularly for patients not currently interested in
change.?"119 A respectful, individualized approach first con-
siders patient interest in change before warning about health
risks or trying to convince the patient to take action.'??
Helpful clinician advice also emphasizes the clinician’s con-
fidence in the patient’s ability to change the behavior
(building self-efficacy) and reassures the patient that there
are multiple ways to approach successful change and sources

behavioral counseling intervention, where the patient
retains ultimate control.

Patient involvement in decision making about behav-
ior change offers important benefits, even when deci-
sions with competing risks and benefits are not the
overriding concern. Patients who are actively involved
in healthcare decisions have a greater sense of personal
control,'?” an important factor for successful behavior
change. Also, patient involvement in decisions pro-
motes choices based on realistic expectations and pa-
tient values,'®® which are important determinants of
patient adherence or compliance.'? Patient-centered
approaches in which the patient and clinician mutually
agree on specific changes may require less visit time
than provider-centered ones (see Sidebar 5).'%°

Assist. In providing assistance, the primary care clini-
cian or other healthcare staff offers additional treat-
ment to address barriers to changes, increase the
patient’s motivation and self-help skills, and/or help

to support the behavior change once it is undertaken.!!®

Acknowledging a patient’s previous success in making
changes can also boost the patient’s confidence. Even con-
sidering all these elements, advice messages can be com-
pactly constructed and short (30 to 60 seconds), particularly
when coupled with additional assistance.

Some clinicians are reluctant to advise patients because
people seeking clinical care are not consciously seeking
medical advice about their behavior. However, well-delivered
advice is actually associated with improved satisfaction
among smokers®® and other patients with behavioral risk
factors.*”

Experts recommend providing anticipatory advice for pre-
venting risky sexual activity or tobacco, alcohol, and illicit
drug use to all members of special populations, such as
adolescents, even before risky behaviors are evident.!??

the patient secure the needed supports for successful
behavior change. Effective primary care interventions
seek to teach self-management and engage problem-
solving/coping skills, thereby enabling the patient to
undertake the next immediate step(s) in the targeted
behavior change.”

Those not ready to commit to making a specific
behavior change in the near future often benefit from
assistance strategies that explore ambivalence and en-
hance motivation.’ As emphasized earlier, additional
assistance through effective behavior-change tech-
niques need not be provided directly by the primary
clinician solely within the context of a primary care
visit. Clinicians may provide assistance through referral
to other healthcare staff within the clinic or outside in
the larger healthcare system or community. Impor-
tantly, such approaches typically involve multiple com-
munication channels and intervention methods, which
also improve intervention outcomes.'%!?

SIDEBAR 5

Agreement Strategies

Additional questions will help frame the rest of the interven-
tion. For example, current tobacco intervention guidelines
recommend assessing whether the patient is willing to make
a quit attempt within the next 30 days.!? If not, subsequent
behavior change assistance will consist of a motivational
intervention to bolster confidence and readiness and address
environmental and other barriers to change. If the patient is
ready to take action, then further behavioral counseling is
provided, along with adjunctive medication or medical de-
vices, if appropriate. For many behaviors, a few brief ques-
tions, such as “How important is it for you to. . .” or “How
confident are you that you can. . .,” easily assess a person’s
motivation and confidence to change a particular behavior,
and quickly identify the most promising avenues for further
assistance.'?! This type of open-ended exchange can engage
even the minimally interested patient in a nonthreatening
way that may also increase knowledge, self-confidence, and
motivation.

Actively engaging a patient’s agreement before proceed-
ing with further behavioral counseling can also prevent
resistance.'?! Agreement considers the multiple treatment
or intervention options available to help the patient achieve
selected behavior change goals. For instance, patients can
select home-based or fitness center options to increase their
activity levels, nicotine fading or “cold turkey” approaches to
smoking cessation, the use of varied contraceptive methods
and/or abstinence to prevent pregnancy, and the choice of
a wide variety of approaches to improving diet. Moreover, for
each of these changes, patients can often choose between
reliance on self-help and more intensive clinic methods,
based on preference and perceived need for the more
intensive skill training and higher levels of social support that
clinic-based and face-to-face counseling provide. For persons
with multiple behavioral risks, agreement is needed about
which behavior change(s) to tackle first.
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Assistance Strategies

Assistance techniques vary according to the behavior and the
individual patient’s needs but include practical counseling
(problem-solving skills training) to replace the problem
behavior with new behaviors and to tackle environmental
and physiologic barriers to change. Assistance can also
include direct support from the healthcare provider/team,
guidance in obtaining social support from friends and fam-
ily, the provision of self-help materials to support self-change
efforts, and the provision or prescription of appropriate
medication or medical devices (e.g., pharmacotherapy for
tobacco dependence, contraceptives for prevention of un-
planned pregnancy, and dietary supplements for certain
weight loss regimens). Other effective behavior change tech-
niques include modeling and behavioral rehearsal, contin-
gency contracting, stimulus control, stress-management
training, and the use of self-monitoring and self-reward.!3!

Involving a variety of staff and using diverse, complemen-

Additional assistance within or outside the patient
visit is likely to produce better outcomes than minimal-
contact, advice-only treatment. For example, even
though 1 to 3 minutes of advice and counseling have
been found to double smokers’ 6-month quit rates,
time-intensive interventions and more numerous con-
tacts produce even better effects.'? Increasing the total
contact time in an intervention (time per interven-
tion X number of contacts) from the minimal 1 to 3
minutes to =30 minutes doubles the long-term quit
rates yet again. Similarly, a recent analysis at the U.S.-
population level estimated the expected ex-smoker
yields of increasing the proportion of physicians who
provide systematic advice (1 to 3 minutes) to their
smoking patients from 60% to 90%. That estimate was
compared with also providing additional counseling
assistance (10 minutes) by the clinician or other staff
for the 50% of advised smokers interested in quitting.®®
The results showed that increasing rates of physician
advice alone would yield an additional 63,000 quitters
per year. Coupling the higher advice level with brief
counseling assistance would increase annual quitters by
a factor of ten (630,000) (see Sidebar 6).

Arrange. Arranging follow-up challenges us to recon-
ceptualize behavioral risk factors as chronic problems
that change over time.” No matter how intensive the
initial assistance, some form of routine follow-up assess-
ment and support through repeat visits, telephone
calls, or other contact is generally deemed necessary in
behavior change interventions. For one thing, fol-
low-up contacts provide the opportunity to evaluate
and adjust the behavior change plan. Usually, this is
accomplished by briefly repeating the first four A’s
(assess, advise, agree, assist) to update the behavior
change plan, taking into account the patient’s interven-
ing efforts, experience, and current perspective. Fol-
low-up allows for support of behavior change mainte-

tary intervention methods improve the feasibility and the
effectiveness of providing further behavior change assis-
tance. Interactive videos can deliver standardized portions of
behavioral counseling interventions.?* Telephone counsel-
ing and well-developed self-help materials provide additional
channels for efficiently delivering effective interventions.?*27
If proven effective, computer-driven interventions will some-
day offer direct, interactive personalized contact through
computer kiosks or the Internet that bypasses use of office
staff and resources.?® Within certain healthcare environ-
ments, such as managed care and health maintenance orga-
nizations, staff outside the clinical setting undertake written
and telephone counseling that can result in feedback to the
provider or medical chart.%®

For settings with few of these options, the delivery of
appropriate behavior-change assistance is more feasible if
intervention activities are spread across clinical staff (e.g.,
clinician, nurse, medical assistant, and receptionist).29'132'133

nance'?* and relapse prevention for those who have

already made some significant behavior change.?®13® In
general, follow-up is best scheduled within a relatively
short time period (e.g., a month), although the timing
can be geared to provide support for a specific event
(such as calling a few days after a set quit-smoking
date). After initial intervention follow-up, future con-
tacts are often spaced at successively longer intervals to
provide needed support and continuity in a gradually
reduced manner (see Sidebar 7).

Conclusions

Behavioral counseling interventions in clinical settings
are an important means of addressing prevalent health-
related behaviors, such as lack of physical activity, poor
diet, substance (tobacco, alcohol, and illicit drug) use
and dependence, and risky sexual behavior that under-
lie a substantial proportion of preventable morbidity
and mortality in the United States. Important advances
in the ways primary care interventions have been pack-
aged have resulted from the past 2 decades of research.
Most importantly, brief interventions designed to fit
into everyday practice have been found to produce
clinically meaningful changes in the population for a
growing number of behavioral risk factors.

Future progress will depend on further refinement of
the science supporting behavioral counseling interven-
tions in clinical care through ongoing behavioral re-
search, and further development of standards and
methods for the reporting and systematic review of
behavioral counseling interventions. These advances
will facilitate subsequent recommendation develop-
ment for behavioral counseling topics. They will also
facilitate the identification of common, as well as
unique, key elements of behavioral counseling inter-
ventions across behaviors and populations and, thus,
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SIDEBAR 7

Arranging Implementation and Follow-up

Behavioral interventions can involve “stepped-care” ap-
proaches, similar to those used for hypertension manage-
ment, with the need for referral to more intensive treatment
or outside resources determined after evaluating response to
briefer, less-intensive interventions during follow-up.*® Sim-
ply notifying patients that follow-up will occur seems to be a
powerful motivating factor,'3® communicating that the be-
havior change is important and that follow-up assistance will
be available if needed. Clinical staff can systematically ar-
range follow-up assessment and support through repeat
clinical visits, telephone calls, or other methods of contact
between the patient and the healthcare system. Completion
rates for follow-up and outside referral are important imple-
mentation process measures.

enhance their practical implementation by real clini-
cians and real patients in everyday clinical settings.
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