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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 determine the feasibility and effectiveness of linking rural practices with an established telephonic counseling service housed at an academic medical center. Although studies have documented the effectiveness of telephonic interventions for both smoking cessation and exercise promotion, targeting small, rural practices is unique to this study.  
Methods:  We enrolled 32 rural, primary care clinicians (14 practices) from the Kentucky Ambulatory Network and educated them about the counseling services available to their patients through the Behavioral Health Improvement Program (BeHIP).  Clinicians referred their patients for smoking cessation or exercise counseling by giving them a prescription printed with the Program contact information.  Once patients called, they were consented and matched with a personal health counselor who engaged in behavioral assessment, staging, goal setting, and scheduled telephonic follow-up.  

Lessons Learned:

1.  Rural, primary care clinicians are eager for external resources that can assist their patients in behavior change, and are willing to refer their patients to such programs.  Of the 34 clinicians initially contacted, only 2 declined to participate.  Of the 32 clinicians who consented to participate, 25 actively referred patients during the 8-month study period.  These clinicians generated just over 3000 referrals (self-report of used prescription pads), with half of the practices referring 100 or more patients.  For those physicians who did refer, post-study interviews indicated a high level of satisfaction with the program.  
2.  Although this telephonic counseling Program appears to have utility for those enrolled, a single physician referral was clearly not enough to motivate most patients to initiate behavior change.  Calls in to the Program from physician referrals numbered 293 for the 8-month study period, with 119 patients enrolling.  Seventy-one patients enrolled in the exercise program and 48 in the smoking cessation program.  All of these enrollees have continued in scheduled telephonic counseling with 3 achieving maintenance (smoking cessation for 3 months or performance of 1000 Kcal of exercise per week for 3 months) at this time.  Such persistent participation by the enrollees in this study suggests a relatively high perceived utility with the Program.  More formal satisfaction data will be collected when all participants either reach maintenance or opt to end the program.  A cost-effectiveness analysis is planned.

Conclusions:  Linking a telephonic counseling program to rural, primary care practices to assist patients in behavior change was well accepted and welcomed by clinicians.  Additional strategies, beyond one-time physician referral, are needed to increase patient participation.
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