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Abstract

Objective—Despite the importance of health promotion, rates of health behavior advice remain

low and little is known about how advice is integrated into routine primary care. This study

examines how health behavior topics of diet, physical activity and smoking are initiated during

outpatient visits.

Methods—Audio recording of 187 adults visit to five purposefully selected physicians. An

iterative analysis involved listening to and discussing cases to identify emergent patterns of

initiation of health behavior talk and advice that followed.

Results—Physicians initiated 65% of discussions and used two overarching strategies (1)

Structured: a routine to ask about health behavior and (2) Opportunistic: use of a trigger to make a

transition to talk about health behavior. Opportunistic strategies identified a greater proportion of

patients at risk (50% vs. 34%) and led to a greater rate of advice (100% vs. 75%). Patients initiated

one-third of health behavior discussions and were more likely to receive advice if they explicitly

indicated readiness to change.

Conclusions—Opportunistic strategies show promise for a higher yield of identifying patients at

risk and leading to advice.

Practice Implications—Encouraging patients to be explicit about their readiness to change is

likely to increase physician advice and assistance.
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1. Introduction

Lifestyle behaviors such as tobacco use, lack of physical activity, poor diet and excess

weight may be factors in more than 50% of all preventable morbidity and mortality [1]. The

National Cancer Institute and the U.S. Preventive Services Task Force (USPSTF) have

targeted primary care clinicians as the most important group to provide preventive screening

and counseling for behavioral risk factors to the nation. The majority of Americans see a

primary care physician each year [2]. Primary care physicians have multiple opportunities to

tailor advice for behavioral change over time and within the context of an on-going

relationship [3]. Despite the impact of health behaviors on multiple health outcomes,

recommendation of strategies for providing brief advice [4,5], and reports that physicians

and patients agree that health behaviors are important topics to discuss during routine patient

care [6–11], reported rates of diet, physical activity and smoking advice are low [12–19].

Even during visits for well care, when physicians typically focus on prevention [20–23], it

has been shown that an average of only 10% of eligible cancer-related health habit topics is

discussed [12]. Physician characteristics, office systems, and patient population

characteristics explain only a small proportion of the variance in rates of prevention [24–26].

A greater understanding of health behavior advice in primary care outpatient visits is needed

to facilitate development of effective interventions. Many studies have explored the

competing demands for health behavior advice [27,28], but few studies have focused on how

discussions of health behavior change are initiated [29,30]. Utilizing audio recordings of 187

outpatient visits, this paper presents patterns of how discussions of smoking, diet, and

physical activity are initiated by physicians and patients during routine outpatient visits and

the health behavior talk that follows.

2. Methods

2.1. Study design and sample

The cross-sectional mixed method study included observation and audio recording of five

physicians and a consecutive sample of their adult patients seen for outpatient care. The

physicians were purposively sampled using existing data from the Direct Observation of

Primary Care (DOPC) study [3,31]. The physicians were selected based on two criteria: a

high rate of provision of five USPSTF-recommended counseling services and the quality of

health behavior advice evaluated by a nurse observer. The physicians were purposely

selected for this study in order to maximize the observation of health behavior discussions

and the range of approaches that these physicians used to achieve a high rate of advice.

Using the DOPC study data, the 138 physician participants were ranked according to the two

criteria and the top five physicians were selected for this study. One of the original five

physicians invited to participate in this study declined, and a replacement physician was

selected and enrolled. Consecutive patient care days were scheduled for data collection with
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each physician in order to collect data on a minimum of 30 adult patients per physician.

Physician and patient participants were informed that the study was about doctor–patient

communication. The study procedures were approved by the University Hospitals of

Cleveland Institutional Review Board for Human Investigation.

2.2. Data collection

Consecutive adult patients aged ≥18 visiting each participating physician were informed of

the study and invited to participate in the waiting room. Participants completed a brief

survey before their visit. The observer accompanied the physician into the examination room

to observe and audio record participating patient encounters.

2.3. Measures

The patient survey assessed patient age, gender, and general health status rated on a five-

point scale from excellent to poor. The duration of the relationship with the physician and if

the patient considered the physician their regular doctor were also assessed. Patient health

behavior risk status was determined from the report of smoking and physical activity

behavior on the patient survey. If either the patient or the physician formulated excess

weight as a problem during the visit the patient was considered at risk for weight. In addition

to the audio recording of the patient encounter, the observer coded the type of visit using the

National Ambulatory Medical Care Survey (NAMCS) classification [32] and the total face-

to-face time with the patient.

Physician actions following the initiation of a health behavior topic were classified into one

of five categories ranging from No Response to Active Help with behavior change planning.

The categories were developed based in part on reviewing the literature on communication

tasks for discussing health behavior change [4,33,34] and routine interaction communication

responses. No Response was applied when the physician’s utterance following the patient’s

initiation of a topic was not related to the health behavior topic and the topic was not

addressed by the physician later in the visit. Acknowledge was used when the physician’s

response included at least one utterance and gave no advice, only affirming that the patient

had been heard (e.g. ‘uhhuh’, ‘OK’). Gathering More Information involved asking the

patient for specific information or for an elaboration of a prior comment. No Advice, but

Encouragement included reinforcing statements and/or supportive statements. Reinforcing

statements were positive responses to patient reports good health behaviors or successful

efforts to change health behaviors. Supportive statements were those offered by the

physician that lent emotional support or validation to patients’ efforts or difficulties in

changing health behaviors. Informational Advice involved discussion of risks and/or benefits

of change and/or recommendation of specific patient action. Active Help involved an offer to

help with the behavior change, and/or a discussion of a strategy for health behavior change.

Referral to additional counseling services and prescription of tobacco cessation medication

were also included in the Active Help category. The highest level of physician action is

reported when more than one kind of action occurred. For example, if both Informational

Advice and Active Help occurred, Active Help is reported.
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2.4. Data management

The audio recordings for the patient encounters and dictated field notes were transcribed and

organized in Atlas.ti, a text manager. These data represent over 1500 pages of single spaced

text. Surveys and direct observation forms were checked for completeness and scanned

using Teleform™. The data were tabulated using SPSS™.

2.5. Analyses

Analysis of the text data involved an iterative reading of transcripts, listening to the audio

recordings of encounters and identifying features of initiating talk about health behaviors.

The data were analyzed by a multidisciplinary group: a family physician, the nurse who

observed all of the physicians and encounters, and a health services researcher. The team

listened to and discussed each patient encounter. The team’s goal was to discover patterns of

how discussions of health behavior topics were initiated during routine patient care.

Descriptions of the emergent patterns were generated by the group. Then a grid was used to

list each instance of discussion of health behaviors and who initiated it, how the discussion

was initiated and the health behavior topic. This grid was examined to ensure that the

categories captured the full range of ways of initiation observed and each case was re-

examined by two research associates to verify categorization. The talk that followed the

initiation was then categorized utilizing the template of physician actions regarding health

behavior advice.

3. Results

The five family physicians, three women and two men, who participated in the study, were

board certified in family medicine. Each of the physicians was in a group practice and had

been in practice an average of 16 years (range 13–20). Although in different locations in the

Northeast Ohio region, each practice was in a suburban setting ranging from an inner ring

suburban to a new development suburban setting. Across the practices, patient populations

were diverse in terms of age, gender and socioeconomic level. One practice cared for

predominantly African-American patients, two practices predominantly Caucasian, and two

practices cared for patients who were about equally likely to be Caucasian or African-

American. Data were collected from June 2000 through November 2000.

A total of 187 adult encounters were recorded. The participation rate for the study was 82%,

but varied for each physician (range = 75% to 90%). Patients who chose not to participate (n

= 41) were similar in gender (percent male 25% vs. 26%), and age to those patients who did

participate in the study.

The patient sample was predominately female (74%) and between the ages of 26 and 60

(68%). The majority of patients reported their general health status as good or very good

(77%). Eighty-nine percent of patients reported that the visit was with their regular doctor,

and 49% reported being a patient of the physician for 3 or more years. Most visits were for

acute (46%) or chronic illness care (30%). Thirteen percent of the visits were for well care

and 8% of visits were for other reasons. The duration of visits ranged from 2 to 36 min; the

Flocke et al. Page 4

Patient Educ Couns. Author manuscript; available in PMC 2014 September 17.

N
IH

-P
A

 A
uthor M

anuscript
N

IH
-P

A
 A

uthor M
anuscript

N
IH

-P
A

 A
uthor M

anuscript



median duration was 13 min. Twenty-four percent of patients self-reported as a smoker.

Only 34% of patients reported obtaining moderate physical activity at least 3 days a week.

3.1. How health behavior topics were initiated

Overall, 129 initiations of smoking, diet, physical activity or weight management talk

occurred during 95 (51%) of the encounters. Physicians initiated 66% of the health behavior

discussions and patients initiated 34% of the health behavior discussions.

3.2. Physician-initiated

Physicians used two overarching strategies to initiate health behavior discussions: Structured

and Opportunistic. Structured approaches involved the use of a systematic routine or use of a

tool such as a new patient form or a well care checklist to ask about specific health

behaviors. Opportunistic approaches involved a trigger or cue that the physician used to

make a transition to talk about a health behavior. These two approaches account for 96% of

the observed physician initiations and they were observed across physicians as well as

across illness and well care visits. The frequencies of physician strategies by patient health

behavior risk status are reported in Table 1.

A Structured approach was used for 55% of the physician initiations of a health behavior

topic. The most systematic of the Structured approaches included use of new patient or well

care checklists and intake forms to initiate discussion of a health behavior topic. In these

initiations, health behavior topics were assessed as part of a routine series of questions (e.g.

medical history, family medical history). New patient checklist, well care checklist and

intake form approaches accounted for 72% of the physician-initiated discussions and yielded

identification of four individuals at risk (Table 1). A less systematic structured approach

involved a mental checklist. The mental checklist was discernable as a routine pattern of

question asking about health behaviors during illness visits for which no specific data

recording form was used. This pattern was unlike new patient and well care checklists in

which physicians were observed to use a form and health behaviors were just one of many

topics assessed in a routine pattern.

The least systematic among this group of approaches was introduction of the health behavior

topic as something the physician planned to discuss. This initiation approach was marked by

indications of physician prior knowledge of the patient’s health behavior status (e.g. smokes

cigarettes) and the introduction of the health behavior by the physician as a new topic. In the

example below, the doctor asks the patient for an update on her smoking status.

PHYSICIAN: Now um, the other thing that we - I was worried about was your cigarette

smoking.

PATIENT#3: Um-hum.

PHYSICIAN: So what’s going on with that?

This approach was different from the other kinds of Structured approaches in that the

physician indicated prior knowledge of the patient’s health behavior. For each of the
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instances that this approach was used (n = 6), all patients were currently at risk for the health

behavior. This approach positioned the health behavior as a new topic to discuss rather than

simply a question to screen for risk.

Overall, the Structured approach initiations identified 12 patients at risk for the health

behavior topic (12/47, 26%). As shown in Table 2, among those at risk, 2 (16%) discussions

included informational advice and 6 (50%) included Active Help. Among this Active Help

group, 5/6 discussions were initiated by the physician as a topic the physician planned to

discuss. All of the physicians were observed to use structured approaches; however, none

were observed to use all five, the minimum was two and the maximum was four approaches.

Forty-five percent of the physician-initiated discussions involved an Opportunistic strategy.

The Opportunistic strategy included approaches that were marked by some trigger that

preceded the initiation of the health behavior discussion (Table 1). The physician used the

trigger to make a transition to talk about the health behavior and three main groups of

triggers were observed: acute symptoms, chronic conditions or something noted in the

medical record.

Acute symptoms served as a trigger for initiating talk about related health behaviors in 9/39

(27%) of the cases. Examples include the symptom of cough and sore throat preceding the

physician asking about smoking. Chronic conditions or report of lab tests served as a trigger

for initiating talk about related health behaviors in 18/39 (46%) of the cases. For example,

discussion of current markers of diabetes control transitioned into talk of the patient’s eating

patterns and how physical activity would greatly benefit efforts to control diabetes. In 19/39

or (49%) of the instances of initiating discussion of a health behavior with this approach, the

patient was at risk for the health behavior topic. The medical record was also used as an

Opportunistic strategy to initiate discussions of health behavior topics and represent 9/39 or

23% of the cases. Examples include noting an increase in weight documented in the medical

record or noting the number of cigarettes the patient reported smoking at the last visit.

In summary, the Opportunistic approach included a trigger to transition discussion from a

medical problem to the health behavior topic. The trigger was used by the physician to

position the health behavior as relevant to the current topic. When an Opportunistic

initiation strategy was used, all patients at risk (n = 19) received either Informational Advice

(13/19) or Active Help (6/19), (see Table 2). Among individuals not at risk, almost half

received Encouragement, Informational Advice or Active Help (9/20).

3.3. Patient methods of initiating health behavior topics

About one-third of the health behavior discussions were initiated by patients. Patient

initiations represented four main patterns: (1) reporting efforts to change behavior (53%);

(2) patient requests (21%); (3) relating a behavior to a health condition (9%); or (4)

expressing concern or worry about the role of behavior and current symptoms (9%) (see

Table 3). Other ways of initiating accounted for 7% of the patient initiations.

Patient reports of efforts were expressed as successes or failed efforts to change behaviors,

or as neutral descriptions of current health behavior. The following statement is an example
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of a patient report of a successful effort to change diet: “I’m starting a new diet, which is

working apparently because I lost 15 pounds!”. In most visits in which success was reported,

references to past discussions between physician and patient were incorporated into the talk,

underscoring the longitudinal nature of these phenomena. Several patients formulated their

report of success to elicit physician praise and in most cases, physicians did provide some

positive reinforcement or supportive statement.

More than half of the reports of success also include advice which ranged from a very brief

comment about risk “well, up until 3 weeks ago cigarette smoke was a very high risk factor

{of heart disease} for you” (discussion of chest pain with smoker who reported she had

recently quit) to more in-depth advice, typically pointing out the benefits of change that the

patient should be experiencing. In two cases, physician advice included an offer of help to

sustain the behavior change.

Patient initiation of a health behavior topic using a report of failure to change behavior was

less common, but physicians responded to and provided advice in 4/5 of these cases.

Although the number is small, half of the cases received Informational Advice only where as

the other half received Active Help that incorporated discussion of strategies for overcoming

perceived barriers. In three cases, patient reports of change efforts were expressed in neutral

or ambivalent terms and resulted in only brief Informational Advice for 2/3 cases.

The second most frequent pattern of patient-initiated talk of health behaviors was Requests.

These included requests for information and specific requests for help to change behavior,

(e.g. “I was wondering about what type of a physical activity program that I could get

into…”). Another type of inquiry was a specific request for a prescription, e.g., “And I also

would like a prescription for diet pills” or “I want you to give me something to help me stop

smoking. I’m really at the point now”. Asking questions and specific requests resulted in a

range of depth of health behavior change discussions, but were never ignored by the

physician. There are several common patterns among this group. First, a high level of

readiness to change was implicit in the way that the patient raised the topic. Second, they

were all treated by the patient and the physician as a separate topic for discussion, that is, the

talk transitioned and focused on that topic.

The next most common pattern of patient initiation (four cases) occurred when patients

related their behavior to a health condition that was currently being discussed. In these cases

the patient volunteered the health behavior information as relevant to the topic being

discussed. This method of patient initiation had the lowest rate of advice. In two of the cases

(50%), the health behavior comments were not addressed by the physician at all or were

only acknowledged by the physician. In one case, the physician response was confined to a

warning about the risk of continuing a behavior. In one case, the physician gave Active Help

in the form of detailed advice and the offer of a referral.

The final manner in which patients initiated health behavior discussions was by an

expression of concern or worry about symptoms and proposing the health behavior as a

potential explanation. When the patient was at risk for the health behavior, this method of

patient initiation always led to advice and/or Active Help. In these cases, it was the patient
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who expressed the connection between the symptom they were experiencing and the

concern about their health behavior.

In summary, patient methods of integrating health behavior topics into the visit involved

reporting efforts, asking for information or help, or linking the health behavior to the

problem being discussed. About half of the patients who initiated a health behavior topic

were at risk. Those not at risk who initiated a topic predominately did so by reporting a

successful change (67%). Among patients who initiated a health behavior topic, patient risk

status was not strongly associated with physician provision of advice and/or Active Help.

However, patients who were at risk and initiated the health behavior topic indicating their

readiness to change were two times more likely to receive Active Help than those patients

who were unclear about their readiness. Likewise, expression of concern or worry about the

effects of the health behavior was associated with greater likelihood of advice and Active

Help.

4. Discussion and conclusion

Half of the observed routine primary care visits included an initiation of a health behavior

topic and patients initiated the health behavior topic in one-third of those cases. This

analysis the initiation of health behavior topics led to two main insights. First, physician use

of opportunities for health behavior discussions is frequent and regardless of risk status,

typically involves informational advice or Active Help. Second, physicians were most likely

to provide advice and assistance when the patient’s initiation of health behavior topics

indicated readiness to act or an expression of worry about the effects of the health behavior.

4.1. Physician use of opportunities for health behavior discussions

We found that physicians had multiple ways to routinely incorporate health behavior topics

into specific types of visits. The main function of the structured approaches was to screen

for risk and in this corpus of cases the overall yield of identifying patients at risk was low.

Others have shown that those with poor health behaviors (smoke, sedentary, excess alcohol

or have excess weight) are less likely to come in for a well care visit [35–37]. Thus,

assessing health behavior risk during well care or new patient visits may not be a good use

of physician time. The task of systematically identifying patients at risk could more

efficiently be addressed with a health risk assessment conducted by other practice staff

members or by the patient him or herself. The use of electronic medical records (EMRs) to

document and prompt physicians’ behavior has expanded dramatically in the past decade

[38,39]. While EMRs have great potential to assist in health promotion, prompts are not

necessarily a panacea for addressing risky health behaviors [40]. How and when prompts

about risk status information are used and the nature and quality of the advice that may

follow deserves more thorough investigation.

Others have suggested that physicians should use illness visits to discuss disease related

poor health behaviors [5]. Indeed in this sample, we observed the Opportunistic approach to

initiating health behavior discussions had the greatest yield of identifying patients at risk.

This approach included a trigger to create an opening for the physician to position the health

behavior as relevant to the current topic. Others have identified this ‘stepwise’ move as a
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way to transition to a prevention or health behavior topic [29,41]. Cohen et al, report that

such an approach was used to address smoking counseling in 8% of visits with smokers

[41]. Among our purposive sample of physicians, the opportunistic approach was used to

initiate 45% of health behavior discussions and 50% of those were among patients at risk.

While this suggests that physicians have the capacity to utilize this approach frequently,

examination of a larger corpus of visits and the inclusion of patient outcome data is

warranted to better understand the typical course and nature of physician–patient

communications during illness.

4.2. Patient-initiated discussions: Explicit readiness to change and topic relevance

Patient initiation of health behavior topics were most likely to lead to Informational Advice

and Active Help from the physician when it was explicit that the patient was ready to make a

change or that he/she was worried about the health behavior. The clarity of intention to

change on the part of the patient alters the physician’s task from one of motivating the

patient to change the behavior to one of addressing instrumental strategies for change

[42,43]. Given the findings of this study, we encourage patients who want to discuss a health

behavior change topic with their physician to (1) introduce the health behavior as a separate

topic that they would like to address and (2) clearly state that they want to change the health

behavior. Likewise, physicians should treat all patient initiations of a health behavior topic

as opportunities to discuss health behavior change.

Some study limitations are worth note. First, the purposefully selected sample of family

physicians from one geographic region is both a strength and limitation. Our selection of

physicians who frequently provide health behavior advice was made to maximize the

number of health behavior initiations and discussions for analysis. We would expect health

behavior discussions to be less frequent among the general population of family physicians.

We do not anticipate that our findings represent all possible ways that health behavior

discussions are initiated in the context of a busy primary care practice. But, the pattern of

approaches is robust across the study physicians and is likely to be observed among other

groups of primary care physicians. At the time of data collection, none of the physicians in

the sample had an electronic medical record. This technology would likely increase the rate

at which health behavior discussions are initiated by the physician. Second, the data

collected for this study are cross sectional and knowledge about prior discussions is limited

to what was verbalized during the encounter. Likewise, follow up data to evaluate the effect

of the advice provided during these outpatient visits on patient health behavior outcomes

should be the focus of further study.

4.3. Conclusions

Physicians and patients utilize a variety of ways to initiate health behavior discussions

during routine patient care. The Systematic approach used by physicians had a low yield of

identifying patients at risk and was less likely to lead to advice compared to the

Opportunistic approach. Patients who raise the topic and are explicit in their desire to make

a change are more likely to engage the physician in a discussion of health behavior change.
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4.4. Practice implications

Physicians are encouraged to focus limited face-to-face time on situations that are likely to

result in productive discussions of health behaviors. The Opportunistic approach appears

feasible, but additional research to evaluate the effect on patient behavior change outcomes

is required. Patients are encouraged to be explicit about their readiness to change, as this is

likely to increase physician advice and assistance.
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Table 1

Methods of physician initiation of discussions of smoking, diet, or exercise.

Physician-initiated discussions Patient health behavior (n)

Not at risk At risk

Structured

 New patient checklist 14 2

 Well care checklist 13 2

 Intake form 3 0

 Physician mental checklist 5 2

 Physician planned to discuss 0 6

 Total 35 12

Opportunistic

 Acute problem 6 3

 Chronic condition 8 10

 Medical record 3 6

 Other 3 0

 Total 20 19

Grand total 55 31
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Table 2

Physician actions that follow physician initiation of health behavior discussion.

n No response Acknowledged
only

Gather more
information

No advice but
encouragement

Informational
advice

Active Help
offered

Structured

 Not at risk 35 19 3 4 3 3 3

 At risk 12 0 3 0 0 2 6

Opportunistic

 Not at risk 20 7 2 2 2 3 4

 At risk 19 0 0 0 0 13 6

Grand total

 Not at risk 55 26 5 5 6 6 7

 At risk 31 0 3 0 0 16 6
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Table 3

Methods of patient initiation of discussions of smoking, diet, or exercise.

Patient-initiated discussions Patient health behavior (n) Physician action

Not at risk At risk Advice or
Active Help

among at risk

Reporting efforts to change

 Successes 14 0

 Failures 0 5

 Neutral 1 3

 Total reporting efforts to
  change

15 8 6

Patient request 4 5 3

Relates behavior to
 health condition

0 4 2

Concern or worry 1 3 3

Other 1 2 1

Total 21 22 13
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