PHA Healthcare Counseling

4F/4N personnel are expected to be able to provide basic preventive health counseling to patients in accordance with the PHA Implementation Plan.  As the only member of the healthcare team who may see the patient as part of the PHA on many “off” years, this skill is vitally important.  Counseling goals for both the patient and the counselor should remain realistic, reasonable, and achievable.  The message to patients needs to be individualized and should be conveyed in a nonjudgmental manner.  Canned or condescending speeches only result in resentment and anger.  Remember, we’re in the job of caring.  With that in mind, talk to the patients as if they are one of your friends or family, someone whose health you are genuinely concerned about.   

Individualizing the counseling message depends upon knowing something about your patient.  A variety of individual factors help determine a patient’s readiness for change.  These factors include:  awareness/knowledge, motivation, self-efficacy, skills, an action plan, and social support. 

Awareness is the ability to recognize what is dangerous and why.   Motivation will depend on whether the perceived consequences are favorable or unfavorable.  Peer pressure can strongly influence motivation.  External motivation is doing things for others, internal motivation is doing them for yourself.  Self-efficacy is just another term for self-confidence, believing in one’s capacity to change.  Individuals are equipped with different discipline, coping, and organizational skills. Having an action plan with specific goals improves the chances of success in any undertaking, including changing one’s own health behavior.  A social support network can help or hinder one’s efforts to change, depending upon the groups behaviors.  

The stages of change model is widely recognized in health behavior literature.  The terms are fairly descriptive of the major activities associated with each stage.  Because “stages” imply some sort of time sequence to the different steps involved, you should know what these stages are and what order they come in.  They are:  precontemplative (not ready or not thinking about change), contemplative (thinking about change but not yet committed), preparation/action (ready to change and doing it), maintenance (immersed in their new pattern of behavior but struggling with keeping at it), and relapse/recycle (suffered a temporary setback).  

The 4 A’s of Intervention is a way to remember what tools we have available to help our patients.  Knowing those factors which impact upon a patient’s readiness for change, and the different stages of change, you are now ready for the challenge of tailoring the individualized intervention for each patient.  This model is just a simply method to help match up your plan of action (the intervention) to the patient’s readiness for change (factors and stage).

Ask:  Remember to ask open-ended questions. These draw the patients into the conversation and get them involved.  Maintain open, listening, and receptive body language and posture.  Remember to remain non-judgmental.  Even for those folks still in the Precontemplative stage, some carefully worded advice is still in order, and can be accomplished effectively.

Advise:  Possibly the single most important assistance you may provide to a patient is to help them set a firm date to start or stop.  Once they have set a specific date, they’ve already demonstrated a fairly high level of commitment and motivation, and are beginning to work on an action plan in their own mind.  Help them refine their action plan.  Point out efforts and methods which have been most successful with others, as well as those efforts which haven’t proven very beneficial. 

Assist: Discuss the pitfalls and the possibility of setbacks and how to deal with them.  When do they typically occur?  What methods have others used to avoid or deal with them?  And certainly, know when and who to ask for help.  Neither you nor the patient can always be expected to have all the answers or tools necessary to put together the best program.  Consult the available experts at your base.  

Arrange (follow-up):  A gentle reminder just prior to the selected start/stop date lets patients know your interest in their health didn’t evaporate when they walked out your door.  Use of a simple logbook or a computer database to keep track of who you need to call, and when, is essential.  Follow-up again in a few weeks to see how they are doing.  Clearly communicate your support and encouragement.  Positive feedback for success is crucial.  Review setbacks.  Make sure patients don’t interpret setbacks as failure.  Talk about when and where the slips occurred.  Ask the patients why they think the slip occurred.  Work with the patient to come up with a plan to better deal with similar situations in the future.   

Following is a brief discussion of 

specific interventions for each stage of change.  
Precontemplative:  These patients aren’t ready to change, so pushing too hard may backfire. The emphasis in this stage is on education.  First, find out what they know.  Asking is a key intervention method.  Keep the message short and simple.  Make it clear you want them to change, but respect their ability to make their own choices.  Explain the risks in terms that are understandable, and relevant, to the patient.  Leave an open invitation for help.

Contemplative:  Education continues to play a major role, but primary emphasis is on motivation.  Personalize the risks and benefits.  Set a firm start/stop date.  Support and encourage patients’ plans and begin to help them in formulating an action plan. 

Preparation/Action:  Build an action plan with the patient.  They must be involved for the plan to succeed.  Set specific goals with intermediate objectives.  Keep the plan realistic.  Talk about setbacks and ways to avoid or deal with them when they occur.  Now is a good time to ask for help or refer the patient.  Who are your local resources?  Remain engaged with follow-up calls of support and encouragement.

Maintenance:  Arranging follow-up is your most important task.  Remain engaged to  maintain patient motivation and provide additional advice and assistance if needed.  A fair deal of time may be spent talking about temptations or setbacks.  Let them know what has worked well for others in the past in similar circumstances.  If they are struggling on their own, referral to a local expert may be in order.

Relapse/Recycle:  Go backwards in the process and figure out which stage the patient is now in.  Some may regress all the way to a Precontemplative stage which will change your intervention strategy.  The emphasis of your efforts is to get these folks back on track and not let setbacks become excuses for giving up and failing.  Review relapses:  How?  When?  Why,  With Whom?  Make sure patients know that relapses are extremely common.  

Smoking Cessation

Smoking is a serious and major health problem in this country and is the leading cause of preventable death in the US.  Even though smoking is a major cause of death due to heart disease, those who quit should be encouraged by the fact that within 15 years of quitting, their risk is equal to that of someone who never smoked.  Likewise, within 5-15 years of quitting, the risk of stroke is equal to that of someone who never smoked.  The risk of lung cancer is cut in half within 10 years of quitting.  Smoking is associated with other cancers such as cervical, mouth, throat, and esophageal cancers.  Smoking also plays some role in breast, bladder, and pancreatic cancers, as well as low birth weight, prematurity, and miscarriage.  Nearly all chronic lung disease in this country is due to smoking. 

Reasons given for smoking include social pleasure, relief of anxiety and stress, and weight loss.  As a stimulant, tobacco can improve certain motor and cognitive tasks.  40% of all women (higher in those who are younger) who smoke report weight control as their initial reason for starting.  75% of smokers will gain some weight (5-7 lbs) while trying to quit. 

Few smokers successfully quit cold turkey, but the vast majority are able to quit without using any formal smoking cessation program or medications.  Often this takes repeated attempts and relapses.  Amazingly, just having a healthcare worker, such as yourself, tell patients to quit smoking and providing them with a few, quick useful tips, can achieve quit rates as high as 5-10%!  The only problem is that we take the time to deliver a clear, strong, and personal quit message to our patients only 50% of the time.  

Studies have shown that smoking cessation programs which combine some form of nicotine replacement along with behavior modification counseling are the most effective.  However, even these programs achieve quit rates of only 30-35% at 6-12 months.  All forms of nicotine replacement are equally effective and when used alone without counseling, achieve quit rates of only 10-25%.  Behavioral modification counseling without the use of any medications can achieve quit rates as high as 20-25%.  

Most USAF facilities have a smoking cessation program.  It is run from the primary care/family practice clinic, mental health clinic, or the Health and Wellness Center (HAWC).  All USAF programs use a combined treatment approach with behavioral modification counseling and a medication.  The choice of medication may vary, but success rates are similar for all.  Referral to a patient’s PCM provider is always a good first referral.  That provider should be involved, and will be the one to prescribe any medications.

Diet/Nutrition

Two-thirds of all deaths in the US can be related to diet and nutrition problems.  Obesity (> 120% ideal body weight or Body Mass Index [BMI] in  (weight in kg / (height in m)2  > 27.3 for women and > 27.8 for men) accounts for 30% of heart disease deaths and increases the risks of breast cancer and diabetes.  

High cholesterol is responsible for 40% of heart disease deaths.  For each 1% decrease in cholesterol, the risk of heart disease is decreased by 2-3%.  Cholesterol has also been linked to cancers of the lung, breast, and colon.  Diets high in fruits and vegetables can decrease the risk of lung cancer by 50%.  Osteoporosis affects 20 million adults and is responsible for 1.3 million fractures every year.  250,000 of those are hip fractures which can significantly decrease survival among the elderly. 

The US Preventive Services Task Force published basic guidelines for good nutrition.  Objectives target lower fat and cholesterol consumption to decrease the risk of heart disease.  Recommendations also include an emphasis on fruits, vegetables, and cereal/grain products.  The specific recommendations are:  (1)  total fat < 30% of total calories;  (2)  saturated fat < 10% of total calories;  (3)  cholesterol < 300 mg/day;  (4)  five or more daily servings of fruits and vegetables;  and  (5)  six or more daily servings of breads, cereals, grains.


Basic dietary counseling is as effective when accomplished by non-physicians such as yourselves as it is when done by physicians.  Use tools such as the USDA Food Guide Pyramid.  Weighing patients at each visit and promoting physical activity, provide a strong message that weight is an important medical issue.  Behavioral modification counseling is an important tool in helping patients change their eating habits.  Specific diet plans should be discussed and realistic goals should be set.  Aiming for a weight loss of 1 lb per week is a very good rule of thumb.  Most patients have failed multiple previous diets, so support and encouragement are important.  

Specific, targeted recommendations include:  to prevent osteoporosis, calcium for all women over the age of 15 (1200-1500 mg/day for those aged 15-25 and those pregnant/nursing,  1000 mg/day for those over 25);  1 mg/day of folic acid for all pregnant women to prevent congenital spinal cord defects;  low sodium to control high blood pressure is no longer thought to be of benefit.  


New fad diets appear all the time.  Few, if any, work at all, and none have demonstrated long-term weight loss, especially those which promise more than 1 lb/wk of weight loss.  Many of the dietary supplements promise remarkable health benefits, though no evidence supports such claims.  Specifically, high iron intake, beta-carotene, high-dose vitamins, and other anti-oxidants have not been shown to improve health.  The issue of dietary supplements is one in which we must be very careful to remain nonjudgmental in our discussions with our patients.  Many individuals who use these products have strongly held believes about their effectiveness.  However, it is important to encourage our patients to maintain an open dialogue with us, and let us know if they are using these products.  Since many supplements contain medicines within them, it is important to know what they may be using.  An open dialogue is essential and patients should feel comfortable discussing these products and asking any questions they may have.

Referral sources include your medical facility’s dietician/nutritionist and the Health and Wellness Centers (HAWC).  Again, setting up an appointment with the patient’s Primary Care Manager (PCM) is always in order.

Exercise/Fitness

Only 37% of Americans get the recommended level of physical activity (and 25% getting no physical leisure activity at all).  14% of the deaths in this country can be attributed to a combination of sedentary lifestyle and diet.  Risk factors for inactivity include:  female gender,  race (Blacks and Hispanics), increased age, low income and low education.  Inactivity doubles the risk of death due to heart disease, accounting for 35% of all heart disease deaths, and is also associated with increased risks of breast and colon cancers, Type II diabetes, and osteoporosis.  Activity lowers overall age-adjusted mortality, decreases the chances of having a heart attack, lowers blood pressure and cholesterol, and relieves stress and improves mood.

Exercise can cause injuries, sudden cardiac death (overall risk of cardiac death is less), and reproductive changes in women who are highly trained.  It is a good idea to proceed with caution when recommending that older (> 45), sedentary adults begin an exercise program.  Regardless of age, any adult with a history or symptoms of cardiopulmonary disease, or more than 1 cardiac risk factor should be given an exercise treadmill test before beginning an exercise program.  Emphasize proper stretching.  Start slowly with any new program and set some goals.  

Exercise intensity should be maintained in the range of 60-90% of the Maximal Heart Rate (MHR).  MHR is calculated by subtracted the patient’s age from 220  (MHR = 220 - age). Only regular, sustained aerobic activities improves cardiac fitness.  Weight lifting improves muscle strength and endurance, but not aerobic fitness.  Patients should workout for 15-60 minutes, 3-5 times per week.  Choosing activities enjoyable and convenient to the patient is important to maintain long-term commitment.  Even short duration, low intensity activities that are part of our daily routine can help improve our fitness, such as walking and using the stairs. 

Referral sources include the base fitness center, the Health and Wellness Center (HAMC), or a physical therapist. And once again, keep the provider in the loop.  If you are concerned about the safety of having an individual begin an exercise program because of either their age or cardiac fitness, then a referral to a provider is a must.

