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The Committee
Mission

The Advisory Committee on Interdisciplinary Community-Based Linkages (the ACICBL)
provides advice and recommendations to the Secretary of the Department of Health and Human
Services (Secretary) concerning policy, program development and other matters of significance
related to interdisciplinary, community-based training grant programs authorized under sections
750-759, Title VII, Part D of the PHS Act, as amended by the Affordable Care Act. As
amended, Part D of Title VII of the PHS Act includes the following sections/programs:

750 — Genera Provisions

751 — Area Health Education Centers

752 — Continuing Education Support for Health Professionals Serving in Underserved
Communities

753 — Education and Training Related to Geriatrics

754 — Quentin N. Burdick Program for Rural Interdisciplinary Training

755 — Allied Health and Other Disciplines

756 — Mental and Behavioral Health Education and Training Grants

757 — Advisory Committee on Interdisciplinary, Community-Based Linkages

759 — Program for Education and Training in Pain Care

The Committee prepares an annual report describing its activities conducted during the fiscal
year, including findings and recommendations made to enhance these Title VII programs. This
annual report is submitted to the Secretary of the United States Department of Health and Human
Services and ranking members of the Senate Committee on Health, Education, Labor and
Pensions, and the House of Representatives Committee on Energy and Commerce. In addition,
the ACICBL.: 1) develops, publishes, and implements performance measures for programs under
this part; 2) develops and publishes guidelines for longitudinal evaluations (as described in
section 761 (d)(2) of the PHS Act) for programs under this part; and 3) recommends
appropriation levels for programs under this part.

Report Development Process

The Committee's annual report includes findings and recommendations focused on a selected
topic regarding a particular aspect of interprofessional education and training for healthcare
providers covered in sections 750-759, Title VI, Part D of the PHS Act. Thisannual report is
prepared by the Committee after conducting an independent search of published literature on the
selected annual topic, hearing testimony from experts in various areas relevant to that topic, and
engaging in dialogue with each other utilizing individual expertise and experiencesin this area.
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reflected in the Patient Protection and Affordable Care Act, Title XlI11-Health Information
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four overarching goals in the upcoming national health agenda as outlined in Healthy People
2020, which isto attain, high-quality, longer lives free of preventable disease, disability, injury,
and premature death.

The recommendations highlight patient-centered communication and shared decision making,
interprofessional collaboration, community engagement, and healthcare policy |eadership. Each
recommendation discusses funding requirements, interprofessional education and training
protocols designed to enhance clinical competencies for addressing health behaviors,
programmatic evaluation, or broader policy-based approaches that can influence community and
population health.
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Executive Summary

This Tenth Annual Report of the Advisory Committee on Interdisciplinary, Community Based
Linkages (ACICBL) focuses on the importance of providing interprofessional education and
training for all healthcare providers to effectively address health behavior change at the
individual, family, community, and policy levels. Health Behavior Change, the topic of this
annual report, istimely and relevant given that individual health behaviors significantly affect
the development and outcome of chronic diseases, which have far surpassed infectious diseases
as leading causes of death and disability in the United States (U.S.).?

The importance of focusing on health behaviors can be found within the Patient Protection and
Affordable Care Act and is reinforced further by testimony to the Committee by Carter Blakely,
Acting Deputy Director of the Health and Human Services, Office of Disease Prevention and
Health Promotion.® Ms. Blakely noted in her testimony that improving health behaviorsis one
of four overarching goals in the recently completed Healthy People 2020 nationa health agenda.
Specifically, the topic relates to the goal of promoting the quality of life, healthy devel opment,
and healthy behaviors across all life stages. In addition, the 2009 Health Information
Technology for Economic and Clinical Health (HITECH) Act includes provisions for financial
incentives to providers who show evidence of outreach to patients for the provision of preventive
services and chronic disease management, which are hallmarks of health behavior change.* This
attests to the timeliness of this year's topic and assures that these recommendations are and will
continue to be aligned with the most important issues facing the health of individual citizens and
healthcare organizations at the local, state, and national levels as these organizations strive to
provide high quality, cost-effective care.

Both health and illness behaviors affect morbidity, mortality, and healthcare costs. Smoking
cigarettes, leading a sedentary lifestyle, eating high caloric and high fat foods, and not following
prescribed health regimes are examples of detrimental health behaviors that interfere with health
maintenance, significantly increase the risk for many chronic diseases, and interfere with
recovery fromillness." Health behaviors can be defined as the actions, habits, and decisions of
individuals or communitiesthat are related to health maintenance. Health behaviors are
sustained by the particular beliefs, perceptions, and values of those individuals and communities.
I1Iness behaviors can be defined as the actions, habits, and decisions of individuals or
communities that are related to health restoration after illnessis diagnosed. These behaviors are
also sustained by the particular beliefs, perceptions, and values of those individuals and
communities.? Not attending recommended healthcare visits and non-adherence with prescribed
healthcare regimens and medications are also examples of detrimental illness behaviors.
Managing one's own illness and illness-related behaviors are critical keysto assuring one's
return to health and wellness.

This report presents specific education and training recommendations which, when
implemented, will improve the readiness of the healthcare workforce to promote positive health
behaviors and provide clinical interventions to enhance quality care and a more cost-effective
health services system. Testimony to the Committee about health behavior change was provided
by nine experts from avariety of perspectives including population health, health promation,
disease prevention, and health behavior change interventions at the individual, family, and

10



community levels. The experts concurred that healthcare providers can help patients improve
their health by actively encouraging specific behaviors using patient-centered approaches and by
taking leadership rolesin fostering supportive health policies that affect not only health provider
practices but also behaviorsin the broader community. It isimportant that healthcare providers
facilitate patient participation in building aresponsive, quality-focused, and financially efficient
healthcare system by addressing health and illness behaviors. There was strong consensus across
these testimonies which led the Committee to organize the recommendations in this report. The
recommendations to Congress, the Secretary of HHS (the Secretary), and the Health Resources
and Services Administration (HRSA) are presented in this Executive Summary and are later
expanded upon with supporting rationales. The overall importance of addressing health
behaviorsin the U.S. healthcare system are further detailed in an invited concept paper (see
Appendix) which was prepared as part of this report by Bonnie Spring, PhD, Professor of
Preventive Medicine, Psychology, and Psychiatry; Behavioral Medicine Director and Co-
Program Leader for Cancer Prevention at Northwestern University.

RECOMMENDATIONS

1.The ACICBL recommends that the Secretary and HRSA support curricula development that
will increase professional education and training in patient-centered communication and shared
decision making. These curriculawould encourage addressing healthy behaviors, monitoring
patient responses to their acute and chronic illnesses, and assisting patients in managing their
own health behaviors. These curricula should include information about health determinants
(e.g., ethnicity, environment, economics, family, genetics, and health systems) and health risk
behaviors (e.g., tobacco use, alcohol and other drug abuse, sedentary lifestyle, and unhealthy
eating) in the context of individual and population level health assessments and health
improvement. Thisincludes the clinical treatment of health behaviors to assure areturn to health,
relapse prevention, and patient involvement in the future maintenance of healthy behaviors.

2. The ACICBL recommends that Congress appropriate and HRSA fund interprofessional
education and training demonstration projects designed to prepare interprofessional healthcare
faculty and providersto work in collaborative teams to address health behavior assessment,
treatment, and the enhancement of patient health behavior self-management across the lifespan.
Projects should address interventions that are strategic and effective in promoting healthy
behavior, intervening against risky health behaviors within diverse populations or addressing
ongoing clinical interventions focused on health behaviors which are designed to restore
individualsto health. Thisfunding should include support for program eval uation of
interprofessional, competency-based educational outcomes that include practice improvement,
clinical health outcomes, and patient satisfaction.

3. The ACICBL recommends that Congress appropriate and HRSA increase its funding of
existing successful, interprofessional healthcare education and training programs such as the
Geriatric Education Centers, Graduate Psychology Education, and Area Health Education
Centers all centered on community engagement and preparation for interprofessional, team-
based practices but with an expanded focus on health behavior assessment, treatment, and
enhancement of patient self-management. This effort will enhance and increase opportunities for
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college, university, and academic health science center faculty, staff, and studentsin all
healthcare disciplines to participate in community-engaged scholarship (CES), including
academic service learning programs and community-based participatory research designed to
address health behaviors of individuals and populations. This expansion of funding should
specifically focus on health behaviors including ongoing clinical interventions to help restore
individuals to health, illness prevention, evaluation of health determinants (e.g., ethnicity,
environment, economics, family, genetics, and health systems), and interventions for health risk
behaviors (e.g., tobacco use, alcohol, and other drug abuse, sedentary lifestyle, unhealthy eating,
and non-adherence to treatment regimens) in the context of both individual and population
health. In addition, these expanded funding opportunities should require that institutions of
higher education align faculty incentives and rewards for CES through a review and modification
of policies, such as promotion and tenure policies.

4. The ACICBL recommends that Congress direct the Centers for Medicare and Medicaid
Services (CMS) to work with the American Medical Association’s (AMA) current procedural
terminology (CPT) editorial panel to provide CPT codes for brief and ongoing intensive
prevention counseling. Further, the ACICBL recommends that Congress appropriate and CMS
fund the reimbursement for individual and interprofessional team assessment and counseling
across all health professions for health promotion/disease prevention and ongoing intensive
health behavior treatment interventions. This reimbursement will promote prevention practice
through the alignment of a payment system that supports practice improvement. Prevention
counseling CPT codes would increase the likelihood that all health professionals would address
health behavior practicesin disease prevention and health promotion activities and provide
referrals as necessary.

The Committee recognizes that the four organizational categories (Patient-Centered
Communication and Shared Decision-making, Interprofessional Collaboration, Community
Engagement, and Policy Leadership) repeatedly emerged from an array of expert testimony
because they reflect important, recurring themes in national discussions on healthcare. These
categories provide a framework for reviewing healthcare’ s interprofessional education, training,
and practice in order to better meet the evolving requirements of today's healthcare landscape.®®
’® Finally, they serve to structure the Committee' s recommendations in away that assures the
healthcare workforce' s recognition of the importance of health behaviors. Additionaly, the
workforce will be prepared to address health behaviors with arange of health promotion
activities and connect community wellness with clinical assessments and ongoing interventions.

Nongovernmental organizations with a mission to improve health professions education and
healthcare delivery concur that essential changesin the current healthcare system framework are
necessary to improve health outcomes. Both the Josiah Macy Jr. and Carnegie Foundations have
recently emphasized the need for greater attention to community engagement and policy
leadership in the education and training of all healthcare professions.®® " A 2008 Josiah Macy
Jr. Foundation report recommended that health professionals' training should, "place less
emphasis on hospital venues and more on community settings as ‘classrooms' and prepare
students to work effectively as members of interprofessional teamsin order to broaden their
understanding of public health and the non-biologic determinants of illness."® A 2010 Carnegie
Foundation report underscores the importance of strengthening connections between formal
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knowledge and experiential learning and observes that this problem is compounded by lack of
attention to the characteristics of the population being served.” These and other authors also
find that learners entering the healthcare workforce do not have adequate opportunities to work
with patients in all stages of illness and recovery and have a poor understanding of the roles and
scopes of practice of others within the healthcare system.™ 7

The Committee has integrated expert testimony and areview of published, evidence-based
literature into this report and its recommendations. The Committee strongly believes that
implementing the recommendations and respective strategies presented herein will effectively
improve the collective ability of the U.S. healthcare workforce to assess, treat, and enhance
patient self-management of health behaviors. This, in turn, will contribute to improving
individual and population level health indicators throughout the healthcare system.

A supporting concept paper is contained in the Appendix to this report.
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Background: The Importance of Health Behaviors

The testifying experts agreed and noted that a substantial evidence base supports them in
asserting that policies at the community, county, state, and national levels which support
healthcare providers in addressing their patients health behaviors can facilitate improved health
outcomes,> > 8 24 48.50,53-57,59-64, 66,67, 7986 peaimpyyrsement for health behavior assessment,
management, treatment and inclusion of these knowledge and skill areas as core competencies
recognized by each health professions accreditation bodies were frequently noted examples of
policies that influence providers perceptions. Providers percelved addressing health behaviors as
valuable for improving both individual- and population-level health indicators, reducing chronic
disease, and lowering healthcare costs. Policy matters discussed in the expert testimony before
the Committee included a recommendation that would target professional behavior such as
provider reimbursement and consumer behavior such as taxes on cigarettes,” 8 82 83.85.8

Some authors disagree that addressing health behaviors can have a positive cost-benefit impact
and further suggest that some providers are reluctant to address health behaviors even when this
is recommended by practice guidelines.”®® In her testimony before the ACICBL, Kate Lorig,
RN, DrPH, Director of the Stanford Patient Education Research Center, noted that many
healthcare providers have historically not been willing to address health behavior change because
they believe that patients should not be encouraged to 'self-manage' their health conditions and
that it is more beneficial for patients to focus on following the medical advice of their healthcare
providers.®* Furthermore, Dr. Lorig testified that healthcare providers have been reluctant to
address health behavior change for multiple reasons including concerns about costs in terms of
the time and money required to address health behaviors; and beliefs that their efforts will not be
effectiv§4due to their own lack of behavior change skills or their patients lack of motivation to
change.

In fact, data indicate that, in the short term, effective efforts to improve health behaviors actually
reduce healthcare resource utilization and, in the long term, reduce the overall burden of
disease.®® ®™®" Evidence further indicates that it is cost-effective for individual health care
providers and interprofessional healthcare teamsto participate in specific, evidence-based efforts
to reduce detrimental health behaviors at the individual, family, community, and policy levels.®
26,29.98-101 Hoyvever, as many of the expert witnesses testified, education about and training in the
use of these evidence-based methods warrants greater attention and enhancement in both
education and training programs as well asin clinical practices.

In order to better align healthcare training and delivery systems with evidence-based 'best
practices, it isimportant to educate both current students who have not yet entered the workforce
aswell as providers with established careers. Continuing professional education and lifelong
learning for practicing healthcare providers addressing ‘why' and 'how' they should address
health behaviors will be particularly important because resistance to incorporating new processes
of careis awell-documented barrier to transforming healthcare systems.’***® |n addition, it is
crucial that students are exposed to faculty role-models and academic frameworks which
encourage, support, and reward the use of evidence-based models of health behavior assessment
and management.
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It iswell documented and undisputed that behavioral risk factors for disease are prevalent and
significantly linked to leading causes of death and disability and that, by contrast, healthy
behaviors are health protective.'* % Over the past thirty years, public, private, and professional
interest in behaviors that influence health outcomes has increased dramatically. This heightened
attention has been largely stimulated by rapidly escalating healthcare costs and by the fact that
chronic diseases have surpassed infectious diseases as |eading causes of death and disability in
the United States.”

Research generated by scientific inquiry into patterns of health and illness has produced a
significant amount of data which irrefutably link specific behaviors to chronic diseases and
associated morbidity and mortality. Cardiovascular disease, hypertension, diabetes, obesity, and
some cancers are more prevalent among individuals who engage in specific detrimental health
behaviors and less prevalent among those who engage in specific beneficial health behaviors.
The increased morbidity and mortality associated with six detrimental behaviors have been
especialy well-studied including: consuming a high caloric, high-fat, low-nutrient diet;**" 1" -
122 smoking cigarettes;***?® being physically inactive;® 2**** abusing substances including
acohol and licit/illicit drugs,™ ***** engaging in risky sexual behaviors;*****! and being non-
compliant with prescribed medication.®* ***>" A preponderance of data show that leading health
indicators such as rates of cardiovascular disease, hypertension, diabetes, obesity, and sexually
transmitted diseases are correlated with these behaviors, ™ 9% 92,107, 117, 118, 121-126, 128-142, 144, 147-
39| n other words, individuals who manifest any of these six behaviors are at significantly higher
risk for developing cardiovascular disease, hypertension, diabetes, obesity, and sexually
transmitted diseases than individuals who do not engage in these behaviors. On a positive note,
data also indicate that reducing detrimental behaviors can significantly lower the incidence of
disease-related morbidity and mortality, even among individuals who already have
manifestations of disease.

Evidence alone, however, is not sufficient to alter health practice or patient behavior change. It
is necessary to develop and implement specific activities across multiple disciplines to create
sufficient momentum to change practice. The recommendations presented in this report offer
specific activities which will contribute to creating a workforce of health professionals who are
better prepared to meet the challenge of addressing health behaviors among their patients and to
provide leadership on policy initiatives which will foster healthy communities.

The Committee's specific education and training recommendations are purposefully organized
under categoriesin order to reinforce four central elements which have been widely and
repeatedly supported as 'necessary’ to transform healthcare delivery and outcomes. These four
categories focus on leveraging health professional education and training to strengthen health
professionals’ relationships with their surrounding communities, colleagues, and healthcare
consumers through partnerships and policies directed toward addressing health behaviors.

15



Recommendations and Rationale for Education and Training
to Address Health Behaviors

I ntroduction

Testimony from nine experts before the Committee in April and August of 2010 confirmed the
effectiveness and importance of addressing detrimental health behaviors to reduce the burden of
disease and increase productive life-years among individuals and across populations. After
hearing this testimony and independently considering other scientific evidence, the Committee
recommends that healthcare professionals receive increased education and training in the use of
specific approaches that have been found effective across a broad range of settings and
behaviors. Each recommendation is presented below with an accompanying rationale
summarizing the evidence base supporting it.

Recommendation #1. The ACICBL recommends that the Secretary and HRSA support
curricula development that will increase professional education and training in patient-centered
communication and shared decision making. These curriculawould encourage addressing
healthy behaviors, monitoring patient responses to their acute and chronic illnesses, and assisting
patients in managing their own health behaviors. Curricula should include information about
health determinants (e.g., ethnicity, environment, economics, family, genetics, and health
systems) and health risk behaviors (e.g., tobacco use, alcohol and other drug abuse, sedentary
lifestyle, and unhealthy eating) in the context of individual- and population-level health
assessment and health improvement. Thisincludes the clinical treatment of health behaviorsto
assure areturn to health, prevent relapse, and patient involvement in the future maintenance of
healthy behaviors.

Funded training strategies must facilitate interprofessional learning across arange of healthcare
disciplines within the context of a team-based approach to healthcare as applied to integrated
healthcare that includes attention to the behavioral components of health. Additionally, the
Secretary and HRSA should financially support training of faculty, students, direct service
workers, and current health care providers across all disciplinesin the content areas of health
behavior assessment, treatment, and enhanced patient self-management as a strategy to increase
the competencies of health professionals in these aforementioned areas.

Recommendation 1: Rationale

This recommendation focuses on bringing into practice the extensive evidence-base supporting
patient-centered communication and shared decision-making as effective avenues for addressing
health behavior change. For decades healthcare providers have relied upon verbal and written
instructions to assess and help patients manage their health behaviors related to reducing risk
factors for disease, managing health conditions, and taking prescribed medication.

Unfortunately, these communication techniques have been found largely ineffective for changing
health behaviorsin amajority of patients.’®

Health literacy levels among American adultsislow and has not substantially changed during the
past ten years, which means that the traditional reliance on providing only written or verbal
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healthcare information is not effective.’® Furthermore, lower health literacy is associated with
poorer health, greater medication non-adherence, higher medical expenses, and increased rates of
hospitalization.'® Thereisagreat deal of evidence that healthcare providers communication
skills are vitally important in helping their patients adopt positive health behaviors.*® In fact,
many agencies that focus on healthcare quality improvement have recommended increased
communication skills training for health professionals.®® *** At the heart of most current
recommendations for effective patient/provider interactions are a move toward more patient-
centered communication styles. Moreover, studies find that training healthcare providersin

pati ent-centered communication and shared decision-making techniques is successful %% 163

Experiential learning is crucial to embed new communication techniques into daily practice and
to transform healthcare processes. Although patient-centered communication and shared
decision-making are known to be highly effective and have been recommended for many years
by multiple national and international organizations' practice guidelines, there are few
interprofessional training and education opportunities for healthcare providers to explore,
develop, and practice using these approaches. Regarding use of technologically mediated
communication strategies, it isimportant to train and educate healthcare professionals how to
identify and access persons with relevant expertise such as webmasters and information
technology specialists who can assist in designing, implementing, and evaluating technologically
mediated, patient-centered communications related to health behavior change.

BelindaBorrelli, PhD, Professor of Psychiatry at the Center for Behavioral and Preventive
Medicine at Brown University's School of Medicine, testified before the Committee about the
extensive evidence-based use of motivational interviewing (MI).> Thisisawell-known,
scientifically tested, patient-centered communication method that has been found to produce
positive health behavior changes in both adult and pediatric populations.” *** Dr. Borrelli
pointed out that healthcare professionals who have not been trained in patient-centered
communication and shared decision-making techniques commonly attempt to ‘'convince' patients
to adopt a gealth behavior change by giving reasons that do not effectively motivate that
individual.

A patient-centered approach to health behavior assessment and trestment, and a focus on
enhancing patient self-management engages the healthcare provider in alistening role to help
them better assess the patient's stage of motivation to change. From that understanding, the
provider can more effectively begin to move them forward in the behavior change process
through shared decision-making. Among other things, the MI technique has proven effective for
promoting fruit and vegetable consumption, reducing alcohol consumption, reducing illicit drug
use, promoting weight loss, reducing risky sexual behavior, improving medication adherence,
and increasing physical activity.® 1012151821, 22,164

As technologically mediated communications (i.e., voice mail, email, text messages, pod-casts,
telemedicine, electronic health records [EHRS|, and web pages) have become more wide-spread,
interest in using these communication strategies to improve health behaviors has risen.> % The
extent of thisinterest isvividly highlighted by the HITECH Act which provides strong financial
incentives to providers who adopt EHRs and utilize their multiple functionalities to improve
health behaviors among their patients.* Research shows that healthcare providers can reach
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beyond the confines of traditional healthcare settings by using mobile technology to effectively
deliver positive health behavior messages to individuals as they go about their daily lives.*® %
Handheld computers and mobile phones have been effectively used to deliver supportive
interventions for smoking cessation, weight loss, anxiety management, diabetes control, eating
disorder management, alcohol use, medication adherence, healthy food choices, safe sex
behaviors, and physical activity.'®?* 227:1% The emerging science of internet-based health
behavior interventions provides arationale for investing in more technologically mediated
interventions that incorporate multiple health behavior change techniques and various modes of
delivery.”® Finaly, studiesindicate that technologically mediated communications are accepted
by patients and may be cost-saving.'® 2" %°

2. The ACICBL recommends that Congress appropriate and HRSA fund interprofessional
education and training demonstration projects designed to prepare the interprofessional
healthcare faculty and providers to work in collaborative teams to address health behavior
assessment, treatment, and the enhancement of patient health behavior self-management across
the lifespan. Projects should implement interventions that are strategic and effectivein
promoting healthy behavior, intervening against risky health behaviors within diverse
populations or addressing ongoing clinical interventions focused on health behaviors which are
designed to restore individuals to health. This funding should include support for program
evaluation of interprofessional, competency-based educational outcomes that include practice
improvement, clinical health outcomes, and patient satisfaction.

The Institute of Medicine has consistently called for greater use of interprofessional team
approaches and patient-centered communi cation strategies across healthcare settings since the
publication of itslandmark report, Crossing the Quality Chasm: A New Health System for the
21st Century, in 2001.”” More recently, team-based approaches to care and patient-centered
communications were specified as key quality indicators in the 2010 Patient Protection and
Affordable Care Act.”

3. The ACICBL recommends that Congress appropriate and HRSA increase its funding of
existing successful, interprofessional healthcare education and training programs such as the
Geriatric Education Centers, Graduate Psychology Education, and Area Health Education
Centers centered on community engagement and preparation for interprofessional, team-based
practices but with an expanded focus on health behavior assessment, treatment, and enhancing
patient self-management. This effort will enhance and increase opportunities for college,
university, and academic health science center faculty, staff, and studentsin all healthcare
disciplines to participate in community-engaged scholarship (CES), including academic service
learning programs and community-based participatory research designed to address health
behaviors of individuals and populations. This expansion of funding should specifically focus on
health behaviors including ongoing clinical interventionsto help restore individuals to health,
illness prevention, evaluation of health determinants (e.g., ethnicity, environment, economics,
family, genetics, and health systems), and interventions for health risk behaviors (e.g., tobacco
use, alcohol and other drug abuse, sedentary lifestyle, unhealthy eating, and non-adherence to
treatment regimens) in the context of both individual and population health. In addition, these
expanded funding opportunities should require that institutions of higher education align faculty
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incentives and rewards for CES through review and modification of policies, such as promotion
and tenure policies.

Recommendations 2 and 3: Rationale

Currently, most health professions education and training curricula do not produce healthcare
providers who have a broad understanding of how health determinants and risk behaviors
influence individual- and population-level health indicators. In order for health professionalsto
function effectively in interprofessional teams, all members should be educated about and trained
to use comprehensive assessment and treatment approaches to address health behaviors.
Coordination of careisrequired. Demonstration projects are needed to provide practical, hands-
on experience to healthcare providers, staff, and students in how to transform existing processes
of careto accommodate team approaches. It iswell recognized that one of the greatest barriers
to healthcare transformation is resistance to adopting new processes of care. Demonstration
projects in which providers must build broad interprofessional collaborations will require health
professions students as well as practicing providers to work within a transformed healthcare
paradigm. Evaluations of these demonstration projects will provide important quantitative and
gualitative data for feedback to participants and other stakeholders regarding how transforming
existing practices into team-based models with specific characteristics can affect practice
improvement, clinical health outcomes, and/or patient satisfaction.

It isincreasingly being recognized that a team approach to healthcare delivery produces more
optimal long-term outcomes across awide range of chronic and acute conditions, ' 3032 34.36.40
More specifically, collaborative models of care are found to result in higher levels of consumer
satisfaction, treatment adherence, team performance, and care coordination.”® An
interprofessional, team-based healthcare paradigm is also encouraged by the HITECH Act which
facilitates and rewards sharing patients goals and progress toward meeting these goals with other
healthcare providers involved in their care.*

Testimony to the Committee by Bonnie Spring, PhD, Professor of Preventive Medicine,
Psychology, and Psychiatry; Behavioral Medicine Director and Co-Program Leader for Cancer
Prevention at Northwestern University, highlighted the benefits of increased interprofessional
collaboration and task sharing which coversthe full complement of healthcare disciplines
including non-clinicians.®® She pointed out that the World Health Organization specifically
recommends using collaborative strategies to reorganize the heathcare workforce in order to
make more efficient use of available human and physical resources. Dr. Spring gave an example
of a diabetes management intervention which realized cost-savings of $1,125-$1,075 per
participant per year when the program was adapted for group delivery at community Y oung
Men’s Christian Association sites compared to costs in the original clinical setting.*

Other experts testifying before the Committee agreed, including Patrick Remington, MD, MPH,
Associate Dean for Public Health at the University of Wisconsin-Madison, and Kenneth Jones,
PhD, the National Program Director for Weight Management in the National Center for Health
Promotion and Disease Prevention of the Veterans Health Administration's (VHA) Office of
Patient Care Services, who both pointed out that patient/provider interactions during office visits
provide only a brief opportunity to address what are often deeply ingrained, habitual health

19



behaviors.®*® Thus, they agreed, it isimportant that healthcare providers adopt a team-based
approach so that patients experience multiple exposures to and reinforcements of positive health
behavior messages. Furthermore, when multiple members of the healthcare team participate in
health behavior change efforts, the burden on time and resources can be more manageable and
responsibilities shared.

Current literature identifies several promising areas in which interprofessional collaborations can
produce positive health behavior change. Evidence indicates that pharmacists, nurses, and social
workers can be trained to effectively intervene with people of all agesto improve smoking
cessation rates.* 3 Other studies find that collaborations between physicians, pharmacists,
psychologists, and social workers can effectively improve medication adherence among people
with chronic conditions such as cardiovascular disease and diabetes.® *** Studies also find that
dieticians and physical activity specialists working in conjunction with primary care providers
(PCPs) can more effectively improve levels of physical activity and reduce coronary heart
disease risk factors among overweight patients than when PCPs intervene alone.*®
Collaborations between different types of physicians such as general practitioners and
emergency department providers have been found useful in producing a more patient-centered
care plan as aresult of their different care-giving styles.*

Notably, Dr. Jones testified about the VHA's recent decision to institutionalize a collaborative,
team-based approach to obesity reduction throughout its facilities, which comprise the largest
healthcare system in the U.S.® He described the evolution of the MOV E! Weight Loss Program
in response to significant rates of obesity and related chronic diseases among the 5.7 million
veterans who are served by the VHA healthcare system. In this population, 77% of patients are
either overweight or obese and 24% have diabetes (compared to ~7% diabetes in the general
population).®® Dr. Jones testified that three-fourths of participants either lose weight or halt
weight gain after completing six sessions of the MOVE! program. In addition, 22% of men and
24% of women achieve a 5% weight reduction within six months of beginning the program and
which, program data show, is stable 18 months later.2® He testified that one of the most
important features of the MOV E! program isthat it is modeled on a team-based, collaborative
approach that incorporates multiple disciplines including dieticians, nurses, psychologists,
physical therapists, and other physical activity specialists who are each trained to be an effective
health behavior change coach for participants.

Community-engaged scholarship (CES) is gaining momentum as a core value and practice at
colleges and universities across the U.S. and abroad. It involves faculty and students working
collaboratively and equitably with community partners to understand health determinants and to
research health behavior change interventions. Ultimately, CES uses the information gathered
and the rel ationships established to bring about transformational change.

Academic service learning can be a credit-bearing, educational experience that integrates
meaningful community service with academic instruction and reflection to enrich the learning
experience and teach future healthcare professionals about civic responsibility. Students, faculty,
and community partners collaborate to enable students to help communities address health
behavior modification, initiate social change, build effective relationships, enhance academic
skills, and develop civic literacy.
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Federal funding from HRSA and institutional incentives and rewards, (e.g., promotion and tenure
criteria) which support CES and academic service learning would increase faculty and student
involvement. This funding could strengthen community efforts to mount health behavior
interventions focused on physical activity, smoking cessation, safe sex, healthy eating, and
substance abuse mitigation.

Few individuals can develop and maintain positive health behaviors while living in communities
that promote detrimental health behaviors. It iswidely accepted that communities must be
engaged in health improvement effortsif we hope to produce significant improvementsin
population-based health indicators. Testimony to the Committee by Patrick Remington, MD,
MPH, Associate Dean for Public Health at the University of Wisconsin-Madison, and Bernard
Guyer, MD, MPH, the Zanvyl Kreiger Professor of Children's Health at Johns Hopkins
Bloomberg School of Public Health, particularly emphasized the importance of building
community capacity to address health behavior change by engaging the broader community (i.e.,
the context in which all individuals live, work, and play) in health behavior change activities.®* %
According to one concept analysis, "Community health is achieved through participatory,
community development processes based upon ecological models that address broad
determinants of health."'®® Thus, the importance of community engagement in local health
improvement effortsis clear and requires healthcare providers who can effectively communicate
and collaborate with a broad array of partners.*®

Thereis substantial evidence that forming community partnershipsto carry out health behavior
change interventions can produce positive results among large groups within that community.**
43-46,99.51, 52 By nerts testifying before the Committee concurred that, in order for sustained health
behavior improvement to occur, it is necessary to engage the broader culture in supporting
positive behaviors. Community partnerships between healthcare professionals and local
businesses, Y M/WCAS, schools, and even scout groups are well documented to have carried out
effective health behavior interventions in diverse areas including physical activity, smoking
cessation, safe sex, healthy eating, and substance abuse mitigation.*" 446 49 51. 52, 167

Some researchers in the field assert that schools, in particular, should be centrally involved in
promoting healthy behaviors.*® ' In addition, engaging employersin supporting positive health
behavior changes through worksite health promotion programs was encouraged in the previous
national health agenda (Healthy People 2010) and continues to be supported in the Healthy
People 2020 document.*® The rationale for thisinclusion was based on research indicating that
worksite health promotion efforts can be highly effective and substantially reduce costs for both
the healthcare system and the employer.**"*"

Multiple strategies to promote health behavior change through community engagement have
been proven effective. An analysis of published interventions to increase physical activity
identifies several ‘'exemplary' approaches to community engagement including informational
approaches (e.g., mass media campaigns or delivering short behavioral messages at key
community sites), socia interventions (e.g., organized walking clubs), and policy leadership
(e.g., increasing access to exercise opportunities through community planning). * Researchersin
the area of community engagement emphasi ze that the specific type of intervention that will be
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most effective in a given population largely depends on the community partner(s) involved, the
intervention setting, and participant preferences.?

4. The ACICBL recommends that Congress direct the Centers for Medicare and Medicaid
Services (CMS) to work with the American Medical Association’s (AMA) current procedural
terminology (CPT) editorial panel to provide CPT codes for brief and ongoing intensive
prevention counseling. Further, the ACICBL recommends that Congress appropriate and CMS
fund reimbursement for individual and interprofessional team assessment and counseling across
all health professions for health promotion/disease prevention and ongoing intensive health
behavior treatment interventions. This reimbursement will promote prevention practice through
the alignment of a payment system that supports practice improvement. Prevention counseling
CPT codes would increase the likelihood that all health professionals would address health
behavior practicesin disease prevention and health promotion activities and provide referrals as
necessary.

Recommendation 4: Rationale

Therising prevalence of chronic diseases poses important policy considerations at every level of
the U.S. healthcare delivery system from the federal government to state health agencies, health
insurance companies, employers, all healthcare professionals, and individual healthcare delivery
systems.®® Unfortunately, providers currently receive little training and few incentives to assess
and manage health behaviors among patients although these activities have been proven to
reduce chronic disease risks. The recommendation to provide CPT codes and reimbursement
supports the Patient Protection and Affordable Care Act of 2010 in which prevention counseling
and health promotion are named as key quality indicators.”® The recommendation for CPT codes
and reimbursement also supports the most recent revision of the national health agenda, Healthy
People 2020, in which health behavior assessment, treatment, and patient self-management of
health behaviors are central elements.®

Charging health professional organizations and accreditation bodies with developing
interprofessional core competencies around health behavior assessment, treatment, and patient
self-management is necessary to embed health behavior change in the culture of health
professions education and training. These recommendations emphasize the idea that there is
value in addressing health behaviors because these activities can improve both population- and
individual-level health indicators and the overall burdens of chronic diseases and healthcare
costs.

Inviting industry leaders to participate in discussions about their roles and responsibilitiesin
reducing poor population-level health indicators will contribute to broadening the dialogue and
developing novel approaches to health behavior change. In addition, thereis a great deal that
healthcare providers can learn about successfully ‘'marketing' healthy behaviors from industry
partners who have long known how to capture the public imagination viatargeted marketing
campaigns for their products.

Public and private policies are highly effective tools for encouraging healthy behaviors and
discouraging unhealthy ones. Similarly, public and private policies are powerful levers for
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motivating health professionals' behavior in practice settings. For example, research indicates
that the most effective intervention to reduce second-hand smoke exposure is to implement and
enforce 'no smoking' policies.®® Additionally, state |aws regarding mandatory minimum cigarette
prices effectively prevent trade discounts from eroding the positive public health impact of
tobacco excise taxes.>®

David Abrams, PhD, Executive Director of the Schroeder Institute for Tobacco Research and
Policy Studies, testified to the ACICBL that stronger policy leadership among healthcare
professionals is needed to press for full reimbursement of tobacco cessation counseling and
interventions.®* He explained that this is especially important in light of other data showing that
insurance companies medication reimbursement policies significantly affect prescription
adherence among patients with awide range of chronic and acute conditions.”® Kate Lorig, RN,
DrPH, Director of the Stanford Patient Education Research Center, made this point very
succinctly in her testimony saying, "payment for services drives whether services are offered in
the U. S. healthcare system."®*

A wide range of policies beyond those which directly affect healthcare services can also affect
health behaviors. Urban plans for designing the built environment in cities and suburbs can have
a substantial impact on the physical activity levels and, thus, on other health indicators among
residents.”” Employer initiated drug-screening policies can effectively reduceillicit substance
use among employees.®” Policies at healthcare facilities and medical schools can also create
programs and incentives that nurture positive health behaviors through interprofessional models
of patient-centered care. One example of thisis adoption of referral policies that steer patients
with poorly controlled chronic conditions such as diabetes and cardiovascular disease to
pharmacist-led health promotion teams which have been shown to improve medication
adherence rates.® *** Furthermore, several experts testifying before the Committee, including
Dr. BelindaBorrelli, Dr. Bonnie Spring, and Dr. Bernard Guyer, discussed the importance of
including participation in interprofessional models of patient-centered care in tenure and
promotion guidelinesin order to raise awareness of the value of these aspects of the healthcare
paradi gm.5' 82, 86

As Patrick Remington, MD, MPH, Associate Dean for Public Health at the University of
Wisconsin-Madison, pointed out in his testimony, in this technological age, health data
assessment tools such as state- and county-level health rankings are widely available and can
attract media and policy-maker attention as well as stimulate public discussion about health
issues.*® %0548 Thjs heightened attention can then be used to catalyze existing community
health é(r)nsarovement efforts and to devel op new ones aimed at addressing the most critical local
issues.”™

In his testimony, Bernard Guyer, MD, MPH, the Zanvyl Kreiger Professor of Children's Health
at Johns Hopkins Bloomberg School of Public Health, discussed the fact that although the
current U.S. healthcare system is under-performing in areas such as child health compared to
other industrialized nations, policy leadership for reforming and transforming these aspects of
the U.S. healthcare system is lacking.”™ "8 It isimportant that healthcare providers are
prepared to contribute to long-term policy formation which will capitalize on opportunities to
address systemic short-comings and improve population-based health indicators.®> ®* The
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testimonies of Kenneth Jones, PhD, who directs a system-wide weight loss initiative at the
Veteran's Health Administration, Carter Blakey, who directs the Healthy People initiative at the
Department of Health and Human Services, and Vincent Fusca, who directs Dartmouth's
Institute for Health Policy and Clinical Practice, discussed the importance of developing strong
|eaders within healthcare agencies.® 8% They agreed that thereis a pressing need for leaders
who can assess risks, build consensus, and implement broad-reaching policies that support
transformative healthcare delivery paradigms especially in areas related to health behaviors.
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I mpact of Implementing the Recommendations

Implementing the recommendations for interprofessional education and training in health
behavior assessment, treatment, and enhancement of patient self-management including
addressing the need for supportive policy changes will clearly communicate the value of
focusing on health behaviors to reduce chronic diseases and improve individual- and popul ation-
level health indicators. Implementation of these recommendations will also contribute to
increasing momentum to transform existing healthcare systems to better reflect the known
evidence-base regarding effective healthcare delivery processes for addressing health behaviors
among both individuals and the broader community.

The recommendations in this report support recent activity at the national level regarding
healthcare delivery including but not limited to the goals of Healthy People 2020, the Patient
Protection and Affordable Care Act, and the HITECH Act.®>* " However, barriersto
transforming healthcare delivery remain. It isan ongoing challenge for faculty members across
all healthcare disciplines to continue addressing the preparation of the healthcare workforce to
value health behavior change among their patients via education and training programs without
strong support for thisas aclinical competency and funding to support development and
implementation of new interprofessional curricula. In addition, the need remains for practicing
health professionals to embrace new practice styles which reflect the changing knowledge-base
on how to most effectively assist patients in making positive health behavior changes.

The Committee believes that implementing the recommendationsin this report will make
substantial progress toward accomplishing two goals. First, implementation will provide
experiential learning opportunities for the next generation of healthcare providers. Second,
implementation will help health professions students, practicing providers, and healthcare
workforces shift away from the old paradigm based on ‘silo’d’ discipline-specific care to anew
one based on patient-centered communication and shared decision-making, interprofessional
collaboration, community engagement, and policy leadership to support addressing health
behaviors. These recommendations approach healthcare from a perspective of developing the
competencies needed by the healthcare workforce to restore health while promoting healthy
behaviors through health behavior change.

Vision for the Future

The Patient Protection and Affordable Care Act focuses on “... improving health outcomes,
efficiency, and patient-centeredness of healthcare for all populations...” including identifying
areas in the healthcare delivery system for rapid quality improvement.”® The Act specifically
supports addressing “wellness and prevention” related to health behavior issues such as smoking
cessation, weight management, stress management, and healthy lifestyle support by integrating
these services into the patient-centered healthcare home (primary care) and community-based
services in order to promote positive health behaviors and outcomes.”™

The Act also proposes the use of “innovative approachesto clinical teaching using models of

primary care” that include a patient-centered medical / healthcare home.” This healthcare home
concept will serve asthe nexus of integrated, team-based, interprofessional healthcare where
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patient-centered communication and shared decision-making will be used to empower patients
and their families to increasingly manage their health behaviors. Further, Title XII1-Health

Infor mation Technology of the “ American Recovery and Reinvestment Act of 2009” states that
enhanced federal funding for information technology “improves the coordination of care ....
(and)... promotes early detection, prevention, and management of chronic disease.”* Once again
it has been recognized that enhanced communication among all healthcare providers and their
patients and patients familiesis part and parcel of an evolving healthcare system that must focus
on health behaviors to assure quality of care.

Supporting education and training of the healthcare workforce in health behavior areas including
population health, health promotion, and behavior change interventions focused on individual
and family behaviors and their many attendant challenges (e.g., adherence to healthcare regimes,
tobacco and weight control, chronic illness management, and children’s healthy development)
will facilitate broader adoption of healthy behaviors across the lifespan, increased disease
prevention, and enhanced restoration of health. The recommendations in this report focus on
patient-centered communications and shared decision-making, interprofessional collaboration,
community engagement, and encouraging supportive policies at the local and national levelsto
assure a high quality, efficient healthcare system. The Committee looks forward to the
implementation of these recommendations as key steps to enhancing the patient-centered,
interprofessional healthcare system of the future.

The importance of the Committee’s focus on health behaviors in this Tenth Report to the
Secretary of Health and Human Services and the U.S. Congressis reinforced by testimony to the
Committee by Carter Blakely, Acting Deputy Director of the Department of Health and Human
Services Office of Disease Prevention and Health Promotion.® Ms. Blakely noted that
improving health behaviorsis one of four key, overarching goalsin the recently completed
Healthy People 2020 which is the central component of the U.S. national health agenda. Further,
Title Xl11- Health Information Technology of the American Recovery and Reinvestment Act of
2009 states that enhanced federal funding for information technology “improves the coordination
of care .... (and)... promotes early detection, prevention, and management of chronic disease.”*
This legidlation recognizes once again that enhanced communication among all healthcare
providers and their patients and patients familiesis part of an evolving healthcare system that
must focus on health behaviors to assure quality of care.

This report presents specific education and training recommendations which, when implemented,
will improve the readiness of the healthcare workforce, across disciplines, to promote positive
health behaviors and provide clinical intervention that will enhance quality care and assure a
more cost-effective service system. Timely adoption of these recommendations will alow the
healthcare workforce to meet the Patient Protection and Affordable Care Act mandate of rapidly
addressing positive changes to the healthcare system.
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l. PURPOSE / OVERVIEW

Chronic diseases now account for amajority of deaths in the United States and globally[1-2]. It
iswell-established that susceptibility to the major chronic diseases (e.g., cardiovascular disease,
cancers, stroke) is associated with health risk behaviors and can be modified substantially
through behavioral changes[3-4]. Health behaviors are those actions, habits, and decisions of
individuals and communities that relate to attaining, maintaining, or regaining good health,
preventing illness, and assuring overall wellness. Smoking cigarettes, leading a sedentary
lifestyle, eating high calorie, low nutrient dense foods, and not following prescribed healthcare
regimes are examples of detrimental health behaviors. Those risk behaviors interfere with health
maintenance, increase risk for disease, and impede recovery fromillness. On a population level,
40% of premature mortality is due to health behaviors, with the remainder attributable to genetic
predispositions (30%), social and environmental determinants (20%), and insufficient medical
care (10%) [4-5].

In the United States (U.S.), 95% of dollars spent on health care are applied toward the immediate
medical costs of treating sickness [5]. Addressing the immediate, urgent demands of sick care
has distracted us from the need to preserve the public’s health [6]. Investment in health
promotion and disease prevention is vital to keep the U.S. population healthy and stave off
epidemics of chronic disease. Later in thisreport, we review evidence demonstrating that health
behaviors are modifiable cost-effectively and with positive impact on health outcomes.

Although almost no health intervention provides immediate return on investment, payers have a
right to expect good value for dollars spent on the public’s health. Preventive strategies that
keep the population healthy by fostering healthy behaviors are among the most cost-effective
health investments available [7]-[8]. Preparing the interprofessional healthcare workforce
effectively to promote and restore health by addressing health behavior change is necessary to
ensure a high quality and cost-effective healthcare system. We begin this report by appraising
the current status of the nation’ s health behaviors and their associated consequences. Next we
envision the improved, patient-centered, community-engaged, value-oriented health care system
of the future. In that better future, interprofessional health care teams collaborate with patients to
promote health and prevent disease through health behavior change. We recommend specific,
feasible actions needed to equip the health care workforce to attain this vision and improve
public health.

1. RELATIONSHIP BETWEEN HEALTH BEHAVIORSAND HEALTH
OUTCOMES

A magjority of life-threatening diseases around the world are now chronic and linked to health
behaviors[1]. Inthe United States specifically, chronic diseases comprise seven of the ten
leading causes of death [2]. Specifically, heart disease is responsible for 28.5% of all U.S.
deaths and cancer isresponsible for 22.8% [9]. Other major causes of death are cerebrovascular
diseases (5.6%), chronic lower respiratory disease (5.3%) and accidents (5.1) [9]. Susceptibility
to each of these leading causes of death is linked to health risk behaviors. Indeed, it is estimated
that half of all deathsin the United States can be attributed to a select few preventable behaviors.
Smoking and physical inactivity coupled with poor quality diet account for nearly one-third of all
deaths [7] and alcohol abuse isamajor risk factor for accidents [7-8, 10].
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Each decade since 1979, the U.S. Department of Health and Human Services (HSS) has created
national public health objectives focused on disease prevention and health promotion. Theaim
isto achieve public health targets by encouraging collaboration across legislative, community,
health care and consumer sectors. Current goalsin HP 2010 emphasize ways to increase years
of healthy life and eliminate health disparities. As 2010 nears an end, HHS has drafted the next
set of objectives. Healthy People 2020 features an expanded set of overarching, national-level
goals focused on socia determinants of health as well as on health outcomes and risk factors.
Thefour goalsareto: 1) attain high quality, longer lives free of preventable disease, disability,
injury, and premature death; 2) achieve health equity, eliminate disparities, and improve the
health of all groups; 3) create social and physical environments that foster good health for al;
and 4) promote quality of life, healthy development, and healthy behaviors across the
lifespan[11].

Despite the objectives outlined in HP 2010 and 2020, recent data suggest that the U.S.
population continues to fall short of itstargets. Achieving amore consistent population-wide
practice of healthy behaviorsis one of very few viable waysto stem arapidly developing tide of
chronic diseases [7, 10]. Of great cause for concern isthe alarming rise in obesity,
foreshadowing epidemics of diabetes, cardiovascular disease, and other illness. Tobacco use
previously was the main behavioral target of efforts to reverse preventable deaths. Now, poor
quality diet and physical inactivity leading to obesity have become equal, if not greater,
contributors to the burden of disease[7, 12].

Health Risk and Health Protective Behaviors

Several health behaviors are especially well-established to be linked to the leading causes of
death, either negatively or positively [13-26]. These behaviors can be grouped into two
categories. Health risk behaviors are unhealthful, detrimental, risky actions that heighten the
odds of illness or impede recovery (e.g., failure to practice sun protection or get sufficient sleep).
Four health risk behaviors have been especially well studied and consistently found to correlate
with increased morbidity and mortality: (1) consuming a poor quality diet high in calories and
fat and low in nutrientg 27-31]; (2) smoking cigarettes [32-36]; (3) abusing substances in