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PURPOSE

Cost-effective strategies for assisting patients in 
behavior change are needed at the primary care 
level. The purpose of this project was to deter-

mine the feasibility and effectiveness of linking rural 
practices with an established telephonic counseling ser-
vice housed at an academic medical center.

METHODS
We enrolled 32 rural primary care clinicians (14 prac-
tices) from the Kentucky Ambulatory Network and 
educated them about the counseling services avail-
able to their patients through the Behavioral Health 
Improvement Program (BeHIP) at the University of 
Kentucky, Lexington, Ky. Clinicians referred their 
patients for smoking cessation or exercise counseling 
by giving them a prescription that was printed with 
the program contact information. Once patients called, 
their consent was obtained, and they were matched 

with a personal health counselor who performed 
behavioral assessment and staging, assisted patients 
with goal setting, and scheduled telephonic follow-up. 
All protocols were approved by the University of Ken-
tucky’s Institutional Review Board. An overview of the 
counseling program for sedentary lifestyle is presented 
in Table 1.

LESSONS LEARNED
One lesson learned was that rural primary care clini-
cians were eager for external resources that can assist 
their patients in behavior change, and were willing to 
refer their patients to such programs. Of the 34 clini-
cians initially contacted, only 2 declined to participate. 
Clinicians received no remuneration for their time 
spent orienting to the program (about 1 hour) or for 
their time spent talking to their patients about the pro-
gram or making referrals. 

Of the 32 clinicians who consented to participate, 
25 actively referred patients during the 8-month study 
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period. These clinicians generated slightly more than 
3,000 referrals (based on self-report of used prescrip-
tion pads). The number of referrals produced per 
practice ranged from a low of 10 to a high of 900, with 
one half of the practices referring 100 or more patients. 
Interviews with a sample of the physicians who did not 
refer indicated that their nonparticipation was driven 
mainly by system factors such as lost prescription pads 
and failure to remember the resource was available, 
rather than disinterest or concerns about the program’s 
effi cacy. It also appeared that these practices failed to 
garner a champion for the project, that is, someone 
in the practice specifi cally identifi ed to nurture the 
study. For those physicians who did refer, poststudy 
interviews indicated a high level of satisfaction with the 
program. Referring physicians made such statements as 
“What a great resource!” and “Can I keep referring to 
the program once the study is over?” Although studies 
have documented the effectiveness of telephonic inter-
ventions for both smoking cessation and exercise pro-
motion,1,2 targeting small, rural practices was unique to 
this study. Given that rural practices are, by defi nition, 
more geographically isolated, fi nding ways to link them 
effectively with external resources such as this program 
could help bridge the access gap.3

A second lesson learned was that although this tel-
ephonic counseling program appeared to be valued by 
those enrolled, a single physician referral was clearly 
not enough to motivate most patients to initiate behav-
ior change. Of the approximately 3,000 patients who 
were reportedly referred to BeHIP, only 293 made the 
initial call into the program. This ratio of calls (~ 10%) 
was disappointing to the research team, as previous 

experience, reported by BeHIP staff, was that it should 
be closer to 30%. This reduced ratio could be explained 
by a geographic effect (eg, physicians thinking “that 
counseling center is quite far off”), a decrease in initial 
staging by the referring physician (ie, referral of more 
patients in the precontemplation stage than in later 
stages of readiness), overreporting of the number of 
referral prescriptions handed out (which would actually 
increase the true ratio), or myriad other physician- or 
patient-related factors. Research specifi cally designed to 
explore the decision process in this population would be 
needed to clarify this phenomenon further.

Of the 293 inquiries to the program, 119 patients 
enrolled after hearing details of the study and coun-
seling service. Seventy-one patients enrolled in the 
exercise program, and 48 enrolled in the smoking ces-
sation program. All of these enrollees have continued 
to participate in scheduled telephonic counseling, 
with 3 achieving maintenance (defi ned as smoking 
cessation for 3 months or performance of 1,000 kcal 
of exercise per week for 3 months) at the time these 
data were reported. Data from this study and previous 
program experience suggest that the average number 
of telephonic interactions needed to guide a patient to 
maintenance is 17. This number represents signifi cantly 
more contact than most studies investigate.4,5 Such per-
sistent participation by the enrollees in this study sug-
gests a relatively high perceived value for the program. 
More formal satisfaction and effi cacy data will be col-
lected when all participants either reach maintenance 
or opt to end participation in the program. A cost-
effectiveness analysis is also planned pending comple-
tion of the program by all of the participants.

Table 1. Overview of the Telephonic, Stage-Based Intervention for Sedentary Lifestyle 

Patient’s Stage of Readiness to Change

Characteristic Precontemplation Contemplation Preparation/Action Maintenance

Initial call 
content

Greeting, information regard-
ing program, informed 
consent regarding study 
participation, initial staging, 
goal setting, scheduling of 
follow-up call

Subsequent call 
content

NA Greeting, query regarding 
readiness for preparation, 
short counseling session 
(see below), scheduling 
follow-up call

Greeting, query regarding 
goal attainment, short 
counseling session (see 
below), goal setting, 
scheduling follow-up call

Greeting, query regarding 
persistence of maintenance, 
short counseling session 
(see below), scheduling 
follow-up call 

Typical call 
frequency*

NA Monthly Weekly Monthly

Topics covered 
in the short 
(5- to 10-min) 
counseling 
session 

Mailed information regard-
ing the risks of sedentary 
lifestyle and the benefi ts of 
exercise

Selected information on 
the risks and benefi ts of 
exercise

Assessing aerobic fi tness, 
barriers, nutrition, self-
management, stress, social 
support, enjoying exercise, 
emotional benefi ts

Relapse prevention, handling 
of relapse, encouragement 

NA = not applicable. 

*The call frequency suggested by counselors; actual call frequency was based on individual preference.
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CONCLUSIONS
Linking a telephonic counseling program to rural 
primary care practices to assist patients in behavior 
change was well accepted and welcomed by clinicians. 
Once enrolled, patients seemed to value the program, 
but additional strategies beyond a 1-time physician 
referral are needed to increase patient participation.

To read or post commentaries in response to this article, see it 
online at http://www.annfammed.org/cgi/content/full/3/Suppl_2/S43.
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PURPOSE

We performed a pilot study in 2 pediatric 
practices to (1) increase the identifi cation 
of overweight children by the primary care 

clinician and encourage their referral to an “in-offi ce” 
family-based intervention, and (2) test the feasibility of 
an intensive family-based intervention using behavior 
modifi cation to alter nutrition and physical activity in 
children who are overweight.

METHODS
The intervention was conducted at 2 community 
pediatric practices in western Pennsylvania. One rural 

practice, approximately 40 miles from Pittsburgh, 
serves a predominantly white population with low to 
middle income. The second practice serves a racially 
and economically diverse urban population in the city 
of Pittsburgh. Each practice has 10 physicians and 1 
nurse-practitioner. 

During a 90-minute interactive session, physicians 
were trained in the use of brief motivational strategies to 
assist parents in taking steps toward healthier behavior 
relating to nutrition and physical activity. The identifi ca-
tion of overweight children was facilitated by introduc-
tion of routine systematic measurement and recording 
of body mass index (BMI), which was plotted according 
to sex and age on a color-coded BMI chart, resulting in 
visual confi rmation of the degree of overweight. Physi-


