
Clinton Presidential Records 
Digital Records Marker 

This is not a presidential record. This is used as an administrative 
marker by the William J. Clinton Presidential Library Staff. 

This marker identifies the place of a tabbed divider. Given our 
digitization capabilities, we are sometimes unable to adequately 

scan such dividers. The title from the original document is 
indicated below. 

Divider Title: 



itc House Commission on Complementary and 

Alternative Wleaicine Policy 

Meeting on the Access and Delivery of 

Complementary and Alternative Medicine Services 

Decemter ^-5, 2000 
H u t e r i H . Humpkrey Building, Room 8 0 0 , W a s K i n g i o n , D C 

FINAL AGENDA 

^AY ONE: MONDAY, DECEMBER 4,2000 

8:00 a.m. 

9:15 a.m. 

9:25 a.m. 

10:00 a.m. 

Registration 

Welcome and Introductions 
• Dr. Stephen C. Grojt 

Executive Director, White House Commission on Complementary and Alternative Medicine Policy 

• Dr. James S. Gordon 
Chair 

Session I: Overview of CAM Utilization 
• Drjflmes S.Gordon 
• Commission Discussion 

Session 11: Clinical and Cost-Effectiveness of Selected CAM Services 

• Mind-Body Approaches 

• Chiropractic Practice 
Mlliam Meeker, DC, MPH 

• Naturopathic Medicine 
KonradKaiI,ND,PA 

• Acupuncture 
Patricia CwIIiton, LAc 

• Homeopathy 
Joyce Frye, DO, MBA, FACOG 

• Massage Therapy 
Ti//an}'Field, PhD 



11:00 - 11:15 a.m. 15-MINUTE BREAK & PANEL CHANGE 

11:15 a.m. • Herbs/Botanicals 
Dennis Awang, PhD, SCIC 
Christopher Hobbs, LAc, AHG 

• Dietary Supplements 
Alan Gab}', MD 

• Nutrition 
Patsy Brannon, PhD, RD 

• Integrated Overview 
Harley Goldberg, DO 

• Panel Discussion 

12:15 - 1:35 tb.m. LUNCH BREAK (405A) and PRESS CONFERENCE (634F) 

1:35 - 2:35 p. m. Public Comment (Open Session, as pre-registered) 
1. Francine Butler, Association for Applied Psychophysiology & Biofeedback 
2. Nancy Dolores Kolenda, Center for Frontier Sciences 
3. Diana Chambers, Friends of Health 
4. Rustum Roy, University of Arizona-PIM 
• Panel Discussion 

5. David Murray Blalwas, Maryland Acupunture Society 
6. Kathleen Golden, Acupuncture Society of New York 
7. Natalia Egorov, California Oriental Medical Association 
8. David Edgar Molony, American Association of Oriental Medicine 
• Panel Discussion 

9. Elaine Marie Wallzer, Henry M.Jackson Foundation 
10. Bhavna P Bhut, OJAS Cancer Care Institute 

<^!^eeta Kunai Suryavanshi, Aspen Systems 0 ^ : ^ ^^U '̂-^.o-^ 
12. Salvatore A. D'Onofrio, Natural Health Practitioners Board 
• Panel Discussion 

2:35 -2:50 pi m. 15-MlNUTE BREAK &r PANEL CHANGE 



2:50 p.m. Session III: Use of CAM for Selected Health Conditions 

Addiction &r HIV/AIDS 
Howard]oscphcr, CSW 
Denise Drayton, Patient 

Cancer 
Written testimony submitted by Barric Cassileth, PhD. 
Jeanne Andrews, Patient 

Heart Disease 
Richard Collins, MD 
Walter Cî apliewic;̂  Patient 

Hospice Care 
J. Donald Schumacher, Ps>'D 

Panel Discussion 

3:55 - 4:10 p.m. 5-MINUTE BREAK & PANEL CHANGE 

4:10 p.m. Session IV: Issues in Integrating CAM in Service Delivery 
Richard Miles 
Health Frontiers 

The Honorable Berkley Bedell 
The National Foundation/or Alternative Medicine 

Paul Kurtz, MA, PhD 

Committee for the Scientific Investigation of Claims of the Paranormal 

Panel Discussion 

5:00 - 5:10 p.m. 

5:10 p.m. 

BREAK (Panel Change only) 

Donald KendaU, OMD, PhD, LAc 
Office of Professional and Employees International Union 

Candace Campbell 
American Preventive Medical Association 

Michele Forzley, JD 
American Bar Association 

Panel Discussion 

6:00 p.m. ADJOURN 



DAY TWO: TUESDAY, DECEMBER 5^2000 

8:00 a.m. Charge for the Day 
Dr. James Gordon, Chair 

8:05 a.m. Session V: Meeting Public Needs/Systems of Delivery 

• Private Practice 
Robert Athins, MD 

• Nursing 
Charlotte Eliopoulos, RNC, MPH, PhD 

• Stand-Alone CAM Center 
Mort Rosenthal, MBA 

• Hospice Care 
Dannion Brinklcy 

• Panel Discussion 

9:00 - 9:15 a.m. 15-MINUTE BREAK & PANEL CHANGE 

Community Health Clinics 
Tom Trompcter, MPA 

Hospital-based Centers 
Ŝ 'lver ̂ uevedo, MD 

Academic Centers 
Woodson Mcrrell, MD 

Panel Discussion 

10:00 - 10:15 a.m. 15-MINUTE BREAK & PANEL CHANGE 

10:15 a.m. • Managed Care Organizations 
James Dillard,MD, DC,CAc 

Lori Bielinfesi, LMP 

Anna Silbcrman, MPH 

• Panel Discussion 

11:00 - 11:05 a.m. BREAK (Panel Change Only) 



11:05 a.m. • Ayurveda 
Robert Schneider, MD 

• Naturopathic Medicine 
Tori Hudson, ND 

• Traditional Chinese Medicine 
Robert Duggan, MA, MAc 

• Panel Discussion 

12:00 - 1:30 p.m. LUNCH BREAK 

1:30 p.m. Public Comment (Open Session- as pre-registered) 
I . . Bruce Nordstrom, American Chiropractic Association 
2. Neal D. Barnard, Physicians Committee for Responsible Medicine 
3. Doreen Chen, Chinese Medicine Council, AAOM 
4. Gary Sandman, Integrative Medicine, LLC 
• Panel Discussion 

5. Danny Freund, Pennsylvania State University 
6. Melinna Giannini, Alternative Link 
7. Jane Hersey, Feingold Association 
8. Boyd Landry, The Coalition for Natural Health 
• Panel Discussion 

9. Lawrence Auburn Plumlee, National Coalition for the Chemically Injured 
10. Michaeljohn Rohrbacher, Certification Board for Music Therapists, Inc. 
II. Andrew L. Rubman, American Association of Naturopathic Physicians 
12. Marshall H. Sager, American Academy of Medical Acupuncture 
• Panel Discussion 

2:30 - 2:45 p.m. 15-MINUTE BREAK &t PANEL CHANGE 

2:45 p.m. Session VI: CAM Integration in Existing Delivery Systems 

• Alan Trachtenberg, MD, MPH 
Substance Abuse and Mental Health Administration (SAMHSA) 

• Milton Hammerly, MD 
Catholic Health Initiatives 

• Panel Discussion 

3:30 - 3: 45 p.m. 15- MINUTE BREAK 

3:45 p.m. Session VII: Commissioners' Discussion 

5:00 p.m. WTIAP-UP AND ADJOURNMENT 
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Tab 2: Session Overview and Commissioner's Notes 

SESSION I SPEAKER/PANEL FOCUS 

Overview of CAM Utilization Dr. James Gordon This is a "snapshot" over\'iew of: 

(1) utilization data 

(2) cost and clinical effectiveness of CAM 
interventions for various Ufe stages and 
health conditions 

(3) physician knowledge/ 
attitude/use/referral 

(4) CAM practitioner demographic data 

^ Your Notes: 
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SESSION II SPEAKERVPANEL FOCUS 

Clinical and Cost-Effectiveness of Selected CAM 
Serxaces 

Mind-body: 

Chiropractic: William Meeker 

Sets the stage by providing evidence of 
the Clinical Effectiveness and Cost-
Effectiveness offered by CAM services. 

Naturopathic: KonradKail 

Acupuncture: Patricia Culliton 

Homeopathy: Joyce Fryc 

Presenters have been asked to focus on 
data that provide a solid rationale for 
WHY access and delivery of CAM 
services is worthwhile. 

Massage Therapy: Tiffany Field 

Herbs/Botanicals: Dennis Awang, Christopher Hobbs 

Dietar}' Supplements: Alan Gaby 

Nutrition: Patsy Brannon 

Integrated Over\'iew: Harlcy Goldberg 

^ Your Notes: 
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SESSION III SPEAKER/PANEL FOCUS 

Use of CAM for Selected Health Conditions Addiction & HIV/AIDS: 
HowardJoscpher, Denise Drayton 

Cancer: Jeanne Andrews 

Heart Disease: Richard Collins, Walter Czaplicwicz 

Hospice Care: DonaW Schumacher 

CAM providers and patients/consumers 
illustrate how CAM therapies are already 
being used as a primary defense against or 
treatment for disease or illness. 

^ Your Notes: 



^ Your Notes: 



SESSION IV SPEAKER/PANEL FOCUS 

Issues in Integrating CAM in Service Delivery Richard Miles This is a "think tank" session, designed to 
provoke a thoughtful discussion on the 

Berkley Bedell impact of integration of CAM sen.'ices 
into mainstream health care. Encourages 

Paul Kurtz "out of the box" consideration of the 
diverse and numerous policy issues 

Donald Kendall involved. 

Candace Campbell 

Michele Forzley 

^ Your Notes: 
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SESSION V S P E A K E R / P A N E L F O C U S 

Meeting Public Needs/Systems of Delivery Private Practice: Rohcrc Atkins 

Nursing: Charlotte Eliopoulos 

Stand-Alone CAM Center: Mort Rosentlial 

Hospice Care: Dannion Brinkley 

Community Health Clinics: Thomas Trompctcr 

Hospital-Based Centers: S}'lvcr5ue\'CcJo 

Academic Centers: Woodson MerrcH 

Managed Care Organizations: James DillarcJ, Lori Biclinski, 
Anna Silverman 

A}airveda: Robert Schneider 

Naturopathic Medicine: Tori Hudson 

Traditional Chinese Medicine: Robert Duggan 

Presentations wil l focus on the unique 
challenges of delivering CAM ser\'ices, 
and address the question of CAM 
Integration or CAM Separatism: Should 
or shouldn't CAM be integrated... and 
lessons learned: What worked &t 
why/why not? The goal is to learn what 
are the potential implications of policy 
recommendations on these various 
models of delivery systems. 

^ Your Notes: 
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SESSION VI SPEAKER/PANEL FOCUS 

CAM Integration in Existing Deliver)' Systems Alan Trachtenberg 

Bridget Duffy 

Milton Hammerly 

Focuses on the efforts of organizations to 
weave unconventional health care into 
existing systems. As a member of this 
panel, you are invited to discuss the 
operational and policy obstacles faced by 
large organizations or bureaucracies 
trying to integrate CAM services. 

^ Your Notes: 
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Decemter ^ » 5, 2( 
Hubert H. Humphrey Building, Room 800 

Washington, D.C. 

Jeanne Andrews 
7701 Zulima Court 
Bethesda, MD 20817 

Robert Atkins, MD 
Executive Medical Director 
The Atkins Center for 

Complementary Medicine 
152 East 55th Street 
New York, NY 10022 

Dennis Awang, PhD, SCIC 
President 
Medi Plant Consulting Services 
15876 Thrift Avenue 
White Rock, BC B4B 2M8 
Canada 

Speakers Roster 
(alphabetical order) 

Berkley Bedell 
Founder & President 
The National Foundation for Alternative 

Medicine 
1807 Snook Drive 
Naples, FL 34102 

Lori Bielinski, LMP 
Senior Health Care Policy Analyst 
Office of the Washington State Insurance 

Commissioner 
Insurance Building 
PO Box 40255 
Olympia, WA 98504-0255 

Patsy Brannon, PhD, RD 
Dean & Professor 
College of Human Ecology 
ComeU University 
Ithaca, NY 14853 



Dannion Brinkley Denise Drayton 
200 Park Avenue SW Ex'ponents, Inc. 
Aiken, SC 29801 151 West 26''̂  Street 

New York, NY 10001 
Candace Campbell 
Executive Director Charlotte Ehopoulos, RNC, MPH, Ph.D 
American Preventive Medical Association Incoming President 
9912 Georgetown Pike, Suite 0-2 American Holistic Nurses Association 
Great Falls, VA 22066 11104 Glen Arm Road 

Glen Arm, MD 21057 
Richard Collins, MD, FACC, FACCP 
Medical Director Tiffany Field, PhD 
Heart Disease Prevention Director 

& Reversal Program Touch Research Institutes 
Allegent Health Heart Institute University of Miami School of Medicine 
6828 North 77 2"''Street P.O. Box 016820 
Omaha, NB 68122 Miami, FL 33101 

Patricia Culliton, MA, LAC Michele Forzley, JD 
Director Director 
Alternative Medicine Division Forzley & Co. 
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MinneapoUs, MN 55404 

Silver Spring, MD 20910 
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Director of Integrated Medicine 
Catholic Health Initiatives 
950 East Harvard Avenue, Suite 470 
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Director 
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Executive Director 
Exponents, Inc. 
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Konrad Kail, ND, PA 
13832 North 32"̂ * Street 
Suite C2-4 
Phoenix, AZ 85032 

Deke Kendall, OMD, PhD 
Board of Directors 
National Guild of Acupuncture 

& Oriental Medicine 
Education & Research 
6105 Lake Undero Drive 
Agoura Hills, CA 91301 

Paul Kurtz, BA, MA, PhD 
Professor Emeritus, Philosophy 
Columbia University 
Chairman, Committee for the Scientific 
Investigation of Claims of the Paranormal 
State University of New York - Buffalo 
P.O. Box 703 
Amherst, NY 14226 

William Meeker, DC, MPH 
Executive Director 
Palmer Center for Chiropractic Research 
741Brady Street 
Davenport, lA 52803 

Woody Merrell, MD 
Executive Director 
Continuum Center for Health and Healing 
245 5'*' Avenue 
2"̂* Floor 
New York, NY 10016 

Richard Miles 
Health Frontiers 
29 Silverwood Drive 
Lafayette, CA 94549 

Sylver Quevedo, MD 
Medical Director 
Center for Integrative Medicine 
455 O'Connor Drive 
Suite 170 
SanJose,CA 95128 

Mort Rosenthal, MBA 
Chairman & CEO 
WeUspace Inc. 
One New Street 
Cambridge, MA 02138 
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President & CEO 
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Medical Director 
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Executive Director 
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Speakers' Questions for Session II: 
Clinical and Cost Effectiveness of Selected CAM Services 

10:00 a.m. - 12:00 p.m. on Monday, December 4. 

1. Please provide references that best describe the clinical and cost-effectiveness data for access 
to and delivery of [CAM service]. 

2. Relative to the clinical effectiveness of [CAM service], please summarize data regarding the 
following measures: 

• Specific health conditions 
• Populations (age, sex, occupation, etc) 
• Practice setting, including whether [CAM service] only, or in conjunction with 

conventional medicine 
• Type of Practitioner 

3. Describe the cost-effectiveness of [CAM service] provided as a stand-alone therapy with 
[CAM service] that is provided in conjunction with conventional medicine as part of an 
integrative approach. 

4. Compare the costs of [CAM service] with those of conventional medicine for the same or 
similar health conditions. 

5. Summarize patient satisfaction data, if available. 

6. Describe current significant barriers to the access and delivery of [CAM service]. 

7. Discuss whether [CAM service] should be delivered as stand-alone care or should be 
integrated with more conventional therapies. 

8. Please suggest specific policy recommendations that would improve the access and delivery 
of [CAM service] to consumers, including legislative or regulatory recommendations. 



Speakers' Questions for Session II: 
Clinical and Cost Effectiveness of Selected CAM Services (Integrated Services) 

10:00 a.m. -12:00 p.m. on Monday, December 4. 

Based on your experience at Kaiser-Permanente of Northern California, how did you integrate 
the various CAM products and practices? Please paint the big picture. Specifically: 

1. How, for which conditions, and by whom were the CAM practices and products selected? 
Please include mind-body approaches. 

2. How was it decided where (practice setting) and by whom these CAM products and practices 
should be delivered? Please include mind-body approaches. 

3. How did you satisfy the needs of your MCO administration, physicians, and consumer 
demand of your members? 

4. How did you handle integration in the absence of published research? 

5. Have you collected any cost-effectiveness, clinical effectiveness, and/or customer satisfaction 
data? If so, what did those data show? 

6. What policy recommendations do you have for the Commission? 
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R E V I E W 

y\Aind Matters, AAoney Matters: 
The Cost-effectiveness of Mind/Body Medicine 

David S. Sobel, MD, MPH, Regional Health Education, Kaiser Permanente Northern California, Oakland. Calif 

WHAT IF THERE WAS A NEW MEDICAL TREATMENT THAT HAD 

been shown in clinical trials to improve health outcomes in 
a number of illnesses, speed postsurgical recovery, reduce un­
necessary procedures, decrease medical costs, and improve 
patient satisfaction? And what if its major sequelae were that 
patients felt less isolated, more conhdent, satisfied, and hap­
pier, all without adverse effects? These benefits (and many 
others) result from a variety of nonpharmacologic mind/ 
body and behavioral medicine treatments. 

An increasing number of studies, including randomized 
clinical trials, point to safe and relatively inexpensive in­
terventions that can improve health outcomes and reduce 
the need for more expensive medical treatments.' Con­
sider the following mind/body prescriptions: 

Heart Disease. A study of patients v^th heart disease found 
that psychosocial interventions can reduce the risk of further 
cardiac events by 75% compared to those given only usual 
medical care and medications.^ A sample of 107 patients with 
heart disease was randomly divided into 3 groups (usual care, 
exercise, and stress management) and followed up to 5 years 
for the incidence of myocardial infarction, bypass surgery, and 
angioplasty. The stress management group showed a marked 
difference when compared with the other 2 groups: only 10% 
experienced these clinical endpoints, vs 21% in the exercise 
group and 30% in the usual-care group. 

Chronic Illness: The Chronic Disease Self-management Pro­
gram, developed jointly by Stanford University and Kaiser 
Permanente, includes educational group sessions for pa­
tients with chronic disease. The intervention consists of a 
patient handbook and 7 weekly 2-hour small group ses­
sions that focus on developing practical skills to cope with 
common symptoms and emotions. In a randomized clini­
cal trial of 952 patients, those participating in the course, 
when compared with wait-listed control subjects, demon­
strated significant improvements at 6 months in weekly 
minutes of exercise, self-reported health, health distress, 
fatigue, and disability. They also had fewer hospitaliza­
tions and spent an average of 0.8 fewer nights in the hos­
pital. Assuming that a day in the hospital costs $1000, the 
health care expenditure savings (savings in hospital visits 
minus program costs) approximated $750 per participant— 
more than 10 times the cost of the program.' 

Surgical Preparation; An important component of psycho­
logical preparation for surgery involves giving patients posi­
tive physiological suggestions and imagery. In a randomized, 
placebo-controlled, double-blind clinical trial, 335 pabents were 
given 1 of 4 different audiotapes to listen to before and dur­
ing surgery. A placebo group listened to a tape with a neutral 
white noise. Only 1 of the experimental tapes produced sta­

tistically significant benefits. This tape contained guided im­
agery, music, and specific suggestions of diminished blood loss 
and rapid healing. Patients who listened to this tape experi­
enced a 43% reduction in blood loss and were able to leave 
the hospital more than a day earlier than the other groups.'' 

Premature Injants: Certain types of pleasurable sensory stimu­
lation are associated with positive health and cost outcomes. 
Pleasurable sensory stimulation can be used to improve mood, 
decrease recovery time, and foster healthy growth and devel­
opment. Tactile stimulation appears to be vital to infant de­
velopment. In 2 randomized trials premature infants who re­
ceived comforting physical contact and massage 3 times a day 
for 10 days had 47% greater weight gain and were discharged 
from the hospital 5 to 6 days earlier, resulting in savings of 
more than $10000 (adjusted for inflation) per infant.' 

If the case for mind/body medicine seems so strong from 
both a clinical and cost viewpoint, why has there been little 
investment in such integration?' One reason is that the data 
are incomplete. However, even when there are good data, 
providers of medical and mental health services are often 
unaware of them. Mind/body medical interventions are of­
ten held to a higher standard of evidence than are tradi­
tional, and must justify themselves not only by improved 
health outcomes and quality of care, but also on the basis 
of cost alone. Both medical and mind/body health interven­
tions should be judged by a similar set of criteria, and the 
beliefs and biases that delay the use of psychosocial inter­
ventions need to be challenged.' 

While the health care system cannot be expected to ad­
dress patients' every psychosocial need, clinical interven­
tions should better reflect the emerging evidence on the 
efficacy and cost-effectiveness of mind/body interventions. 
Mind/body medicine is not something separate or periph­
eral to the main ,t3sks of medical care but should be an inte­
gral part of evidence-based, cost-effective, quality health care. 
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CHAPTER 28 

The cost-effectiveness of mind-body medicine 
interventions 

David S. Sobel* 

Kaiser Permanente Nonhem California. Regional Health Education. 1950 Franklin. I3th Floor, Oakland. CA 94612. USA 

Introduction 

The health care system is reeling under the impact 
of escalating costs, emerging expensive technolo­
gies, rising public expectations, limited access, and 
an aging population with multiple chronic illnesses. 
The effort to address these problems has focused 
primarily on issues of financing, regulation, and 
reorganization of professional health care 
resources. Little has been done to understand the 
psychosocial factors that are driving the need and 
demand for health care services. 

Thoughts, feelings, and moods can have a 
significant effect on the onset of some diseases, the 
course of many, and the management of nearly all. 
Nearly a third of patients visiting a doctor develop 
bodily symptoms as an expression of psychological 
distress. Another third have medical conditions that 
result from behavioral choices such as smoking, 
alcohol and drug abuse, poor diets, etc. Among the 
remaining patients' with medical disease such as 
arthritis, heart failure or pneumonia, the course of 
their illness can be strongly influenced by their 
mood, coping skills, and social support. Yet, the 
predominant approach in medicine is to treat 
people with physical and chemical treatments that 
neglect ment̂ . emotional and behavioral dimen­
sions of illness. This critical mismatch between the 
psychosocial Keaith needs of people and the usual 

•Corresponding author. Tel.: 510-987-3579; 
510-873-5379; e-mail: David.Sobcl@kp.org 

Fax: 

medical response leads to frustration, ineffective­
ness, and wasted health care resources. 

More and more studies point to simple, safe and 
relatively inexpensive interventions that can 
improve health outcomes and reduce the need foe 
more expensive medical treatments. Far from a new" 
miracle drug or medical technology, the treatment 
is simply the targeted use of mind-body and 
behavioral medicine interventions in a medical 
setting (Sobel, 1994; Sobel, 1995; Sobel and 
Omstein. 1998). 

By helping patients manage not just their disease 
but conunon underlying needs for psychosocial 
support, coping skills, and sense of control, health 
outcomes can be significandy improved in a cost-
effecdve manner. Rather than targeting specific 
diseases or behavioral risk factors, these mind-
body interventions may operate by influencing 
underlying determinants of health such as attitudes, 
beliefs, and moods that predispose toward health in 
general. While the health care system cannot be 
expected to address all the psychosocial needs of 
people, clinical interventions can be brought into 
better aligiunent with the emerging evidence that 
mind-body interventions can improve health out­
comes while helping to control health care costs. 

Understanding the need and demand for health 
care services 

Most recommendations offered to reduce health 
care costs involve 'supply-side' strategies such as 
altering access to health care, improving the 

Sobel DS. The cost-effectiveness of mind-body medicine inteiA^entions. In: Mayer 
EA, Saper CB, eds. The Biological Basis of Mind Body Interactions: Progress in 
Brain Research, vol 122. Amsterdam: Elsevier Science, 2000: 393-412. 
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efficiency of services, reviewing utilization, capitat-
ing payments, decreasing practice variation, and 
limiting technology. Seldom is the 'demand-side' 
of the healthcare equation given equal considera­
tion (Fries et al., 1993). Why do people visit the 
doctor in the first place? What determines the 
demand and need for medical services? How can 
the need for medical services be reduced through 
strategies that empower patients, strengthen mind-
body coping skills and enhance their adaptation to 
illness? 

It is often assumed that people go to the doctor 
because they are sick and have symptoms. But the 
presence or severity of symptoms accounts for a 
surprisingly small portion of the variability in 
health care use. Studies have found that only 
12-25% of utilization can be predicted by objective 
disability or morbidity alone (Berkanovic et al., 
1981). Many patients with severe symptoms are 
low utilizers of medical services while some with 
relatively minor complaints seek care often. It 
appears that health care seeking is a complex 
behavior that is influenced strongly by psychoso­
cial factors such as individual attitudes, 
perceptions, cultural norms, and levels of psycho­
social distress. Lynch (1993) has conceptualized 
the demand for health care as having four compo­
nents: morbidity (the presence or absence of 
illness); perceived need (individuals perceptions of 
the severity of a given problem^ patient preference 
(patients differ in the treatment options they choose 
based on their knowledge and beliefs about risks 
and benefits); non-health motives (patients may 
manipulate the system just for benefits such as time 
off from work). 

Behavioral and psychosocial variables signifi­
cantly influence the need and demand for health 
services (Fries et al., 1993). lUnhealthy behaviors, 
from smoking to diet, drug use to a sedentary 
lifestyle, are the major contributors to morbidity. 
But people access the health care system for many 
reasons: preventive services, medical illnesses and 
physical diseases, psychiatric disorders, life stress 
and emotional distress, and information needs. 
Many visits to physicians are prompted by somatic 
symptoms which are a final common pathway 
through which medical illness, psychiatric dis­
orders, and emotional distress are expressed. While 

10-20% of patients presenting in a primary care 
setting have a diagnosable psychiatric disorder, 
upwards of 80% have evidence of significant 
psychological distress (Stoeckle et al., 1964; 
Barsky, 1981). Physical discomfort resulting from 
psychological distress is one of the more common 
reasons people seek medical care. A 20-year study 
by Cummings and VandenBos (1981) at Kaiser 
Permanente, a large health maintenance organiza­
tion (HMO), concluded that more than 60% of all 
medical visits were by the 'worried well' with no 
diagnosable disorder. Other estimates are that 
25-50% of visits to doctors are for problems 
primarily with psychosocial origins. 

Yet the pursuit of organic etiologies and treat­
ments more often than not falls short. Kroenke et 
al. (1989) analyzed the records from over 1000 
patients in an internal medicine clinic followed 
over three years. They selected the 14 most 
common symptoms: chest pain, fatigue, dizziness, 
headache, edema, back pain, dyspnea, insomnia, 
abdominal pain, numbness, impotence, weight loss, 
cough, and constipation. In less than 16% was the 
probable etiology established as organic while 74% 
were of unknown etiology. Although only 10% 
were clearly identified as psychological, the 
authors reported that "it was probable that many of 
the symptoms of unkno\yn etiology were related to 
psychosocial factors". 

Health status, quality of life, and functional 
status are often better correlated with psychosocial 
factors than physical disease severity. Some 
patients with abnormal X-ray, lab, and physical 
impairments function quite well while others with 
similar physical findings are debilitated. For exam­
ple, in patients with osteoarthritis of the knee, 
disability and pain was better predicted by the 
patient's levels of anxiety and depression than by 
the extent of anatomical damage to the knee as 
evidenced on radiographic studies (Salaffi et al., 
1991). In patients with documented coronary artery 
disease, measures of anxiety and depression better 
predicts the patient's level of physical functioning 
one year after cardiac catheterization than does the 
severity of narrowing of the coronary vessels 
(Sullivan et al.. 1997). 

Psychosocial distress may have a greater impact 
on health status than many common chronic 
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illnesses. For example, depressive symptoms were 
more debilitating than diabetes, arthritis, gastro­
intestinal disorders, back problems. and 
hypertension in terms of physical functioning (e.g. 
ability to engage in vigorous acuvities. climbing 
stairs, walking, dressing, and bathing), role func­
tioning (e.g. interference with work, housework, or 
schoolwork), and normal social functioning (Wells 
et al., 1989; Wells et al., 1991). Only advanced 
coronary artery disease resulted in more days in 
bed than depressive symptoms and only arthritis 
causes more pain. Greenberg et al. (1993) esti­
mated the economic costs of depression to 
American society at a staggering $44 billion per 
year. 

The health care system can ill afford to ignore 
psychosocial distress and impaired functioning in 
its singular focus on organic disease. Realigning 
health care services, and integrating mind-body 
approaches can help improve overall effectiveness 
in preventing disease, managing illness, and con-
troUing costs. 

Scope of chapter 

This chapter will address the question, "What is the 
evidence that mind-body medicine intervendons 
are cost-effective?" The field |of behavioral inter­
ventions is quite broad. This discussion will 
highlight some of die most significant studies of 
mind-body interventions for which there is dau on 
cost and utilization. For some of the interventions 
described below cost-effectiveness data is pro­
vided. For others, the potential for cost-savings 
must be inferred from reduction̂  in medical or 
hospital udlization or decreases in other medical 
services. There is unfortunately an absence of data 
on measures of work loss, productivity, and disabil­
ity which can significantly change the cost 
equation. 

This chapter will focus on mind-body inter­
ventions that address medical problems in a clinical 
setting. It will not discuss interventions targeted 
specifically at mental health outcomes, drug and 
alcohol treatment, worksite health promotion, or 
preventive services such as screening, immuniza­
tions, and lifestyle risk reduction, all of which have 
significant behavioral components and can them­

selves yield cost savings. Further, we will focus on 
interventions that emphasize stress management, 
coping skills, biofeedback, relaxation, imagery, and 
odier behavioral strategies diat enhance self-regula­
tion and a sense of control radier than traditional 
psychotherapy. 

The evidence of cost-effectiveness can be sorted 
by condition or disease category (Sobel. 1994, 
1995), presumed pathway or mechanism (Friedman 
et al., 1995), or by type of intervention or modality. 
In this chapter the discussion will be organized by 
type of intervention or modality: mental health 
interventions, group iriterventions, computer sup­
port, preparation for surgical and medical 
procedures, and sensory stimulation. In practice, 
however, many of the interventions combine 
modalities and, dierefore, overlap. 

Mental health treatment and consultation 

Physical discomfort resulting from psychological 
distress is one of die more common reasons people 
seek medical care. Many people develop physical 
symptoms ranging from headaches to sleep dis­
orders to gastrointestinal disturbances as 
expressions of psychological distress. Several 
reviews suggest Uiat providing mental health serv­
ices to address the psychosocial causes of these 
symptoms sometimes results in reduced medical 
utilization. An early meta-analysis by Mumford et 
al. (1984) combined results from 58 controlled 
studies of the impact of mental health treatments on 
medical utilization and costs. In 85% of die studies, 
after brief psychotherapy, medicaT^ utilization 
decreased from 10-33%. Hospital lengdi of stay 
was down on average by 1.5 days. The costs of the 
mental healUi treatment were more than offset by 
the savings in medical care utilization. 

Even when organic chronic illness is present, 
psychological distress can exacerbate die symp­
toms and interfere with effective coping. A 
meta-analysis by Schlesinger et al. (1983) meas­
ured die effect of mental health treatment on 
patients with one of four chronic diseases - chronic 
lung disease, diabetes, ischemic heart disease, and 
hypertension. By die diird year following diag­
nosis, those who had seven or more outpatient 
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mental health visits a year beginning within 12 
months of their diagnosis had overall lower cost for 
medical services - specifically inpatient services. 
The savings from reduced medical utilization often 
appears to offset the additional cost of the mental 
health services - a finding that has been called "the 
medical cost-offset effect" (Von Korff et al., 1990; 
Cummings et al., 1993). 

These cost-saving results are echoed in the 
findings of a more recent study of the Medicaid 
population in Hawaii (Pallak et al., 1995). Over 
1000 high-utilizing Medicaid patients were fol­
lowed over a 3.5-year period. The group initially 
used medical services at a rate 2.5 times greater 
than an employed comparison group. 

All enrollees were eligible to receive usual 
mental health treatment in a traditional, fee-for-
service setting. About two-thirds were randomly 
assigned to be eligible for a special, additional 
managed mental health treatment benefit. This 
focused mental healdi treatment (FMHT) consisted 
of brief, targeted counseling with an emphasis on 
rapid alleviation of die principal distress radier dian 
on more elaborate evaluation, history-taking, and 
long-term dicrapy. Patients who needed longer-
term dierapy appropriate to their condition received 
it. Specific outreach strategies were used to offer 
services especially to die distressed, high medical 
utilizers. 

Four groups of enrollees were tracked: diose 
who received no mental health treatment (No-
MHT), diose who received usual mental health 
treatment (usual MKT), diose receiving the special 
focused mental healdi treatment (focused MKT), 
and those who received both types of-mental health 
treatment (boUi MHT). Medical utilization and 
costs were compared for each group, 6, 12, and 18 
mondis before and after the mental health treat­
ments were made available. Medical costs of those 
not receiving any mental health' treatment con­
tinued to climb diroughout the study reaching a 
22% increase by 18 mondis. Those receiving die 
usual MHT saw a 5% increase at six months 
followed by declines in costs of 12% by 18 mondis. 
Patients who received die special, focused MHT 
did best of all widi a decline in costs of 9% at six 
mondis, 21% at 12 mondis, and 22% at 18 mondis. 
Those receiving bodi MHT demoristratcd an inter­

mediate overall decrease in medical costs of 
approximately 10% through die study period. 

If only the patients receiving the focused MHT 
are compared to those receiving no MHT, the 
difference in medical costs is 44% at 18 months. 
The costs of providing the special, focused MHT 
were recovered in terms of reduced medical cost in 
just die first six mondis, 

Access to appropriate, focused mental health 
treatment appears to reduce medical care costs. 
Addressing die emotional distress of patients, 
whether due to psychological problems or medical 
illness may decrease die utilization of costly 
medical services. Since nearly 80% of medical 
costs arc accounted for by 20% of high utilizing 
patients, it makes health and economic sense to 
offer high medical utilizers die benefits of focused 
mental health services dirough referral and out­
reach. 

Another way in which psychosocial issues of 
patients can be cost-effectively managed is through 
a brief, focused consulution. Typically die psycho­
logical specialist, often a psychiatrist, performs an 
evaluation of the medical patient and offers recom­
mendations for management of the psychosocial 
and psychiatric problems concurrent with medical 
management. 

For example, consider somatization, one of die 
most costly clinical conditions encountered in the 
medical care system, as illustrated in die following 
case: 

Mrs. G. had visited her physician nine times in 
the past year. Her complaints varied - dizzi­
ness, joint pain, difficulty swallowing, 
gaseousness and bloating, palpitations, and 
shortness of breath. Her physician discussed 
every symptom in detail, examined her care­
fully, and ordered appropriate laboratory tests 
and X-rays. Her test results and examinations 
were always completely normal. No physical 
cause or explanation was ever identified. 

Mrs. G. was not imagining or faking her troubling 
symptoms. She was truly suffering; her life was 
significandy disrupted. And she is not alone. People 
widi bodily complaints for which no physical cause 
can be found are an estimated 20% to 84% of all 
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patients seeking care in a general medical setting. 
Many of these patients suffer from somatization 
widi recurrent unexplained physical symptoms 
amplified by psychosocial distress. 

Somatization is quite common: an estimated one 
in ten people would qualify. While die symptoms 
are not life threatening, they can be even more 
disabling than many major medical conditions such 
as diabetes and hean disease. Somatizing patients 
may average up to five days per month in bed while 
most patients with major organically identifiable 
medical conditions average just one day or less. 

Healdi care costs and use of medical services are 
also much higher Somatizing patients spend more 
dian twice as many days in die hospital. Typically 
fearful diat dieir symptoms represent a serious, 
organic condition, they tend to move from one 
physician to another Each time complex, cosdy 
tests and procedures are ordered, dieir belief in 
some elusive physical cause is reinforced. The 
result is often friistration for bodi patient and 
physician and a waste of vital healdi care resources. 
Most unfortunately, die patient continues to suffer. 

When confronted widi unexplained physical 
symptoms, physicians are prone to pronounce 
"diere's nodung else diat can be done". This is not 
actually die case; a recent report suggests diat a 
simple intervention widi physicians can signifi­
cantly improve healdi and reduce costs. 

In a study by Smidi et al. (1995), 56 patients widi 
a history of multiple unexplained somatic symp­
toms were identified and interviewed. Half of die 
patients' physicians received letters confirming die 
diagnosis of somatization syndrome. The physi­
cians were advised to regularly schedule brief 
appointments every four to six' weeks. They were 
encouraged to watch for signs of physical disease, 
but to odierwise try to avoid hospitalization, 
diagnostic procedures, surgery, and laboratory 
evaluations unless clearly indicated. Healdi cai« 
utilization was tracked for 2i years before and after 
the consultation intervention. 

After one year, die patients of die physicians 
receiving die consultations reported significandy 
improved physical functioning. They were better 
able to cany out dieir daily activities widi less pain, 
distress, and limitation. In fact dieir improvement 
was comparable to diat of a patient widi mild 

anhritis. back problems, diabetes, or stomach 
problems whose medical condition completely 
disappeared. No significant improvements in emo­
tional or social functioning were noted. However, 
overall annual medical charges decreased $289 - a 
33% reduction in annual median charges for 
medical care.The savings resulted primarily from 
fewer days in die hospital. 

Group behavioral medicine interventions 

In addition to individual psychotherapy, counsel­
ing, and consultation, group interventions for 
medical problems have been developed and eval­
uated. These behavioral medicine groups are 
typically based on an educational model, helping 
patients gain new information as well as leam and 
practice new psychosocial coping skills such as 
relaxation, imagery, cognitive restructuring, com­
munication, and physical reconditioning. Some 
examples dut follow demonstrate die potential for 
health improvement and cost-effectiveness. 

Psychosomatic complaints and stress-related 
disorders 

One study at die Harvard Community Healdi Plan 
focused on high utilizing primary care patients who 
experienced physical symptoms widi significant 
psychosocial components (Hellman et al.. 1990). 
The study investigated die effectiveness of beha­
vioral medicine group interventions aimed at 
helping patients change dieir attitudes, beliefs, and 
moods. The interventions focused on die mind-
body relationship and offered patients educational 
materials, relaxation-response training, and aware­
ness training. They included special techniques for 
recogiuzing and changing distressing diought pat­
terns. These groups were compared widi a 
randomized control group receiving only informa­
tion about stress management. The behavioral 
medicine groups met once a week for six weeks in 
90-min sessions in which the skills were practiced. 
The information-only group held just two 90-min 
sessions, two weeks apart. 

Patients in the information-oidy group experi­
enced no significant changes in physical symptoms, 
levels of psychological distress and number of 
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visits to the HMO before and after treatment. After 
six months, patients in the behavioral medicine 
groups reported less physical and psychological 
discomfon and each had roughly two fewer visits to 
the health plan than the patients did in the control 
group. The estimated net savings to die HMO 
above the cost of the intervention for the behavioral 
medicine patients was $85 per participant over the 
six-month follow-up. 

Heart disease 

The usual management of patients with known 
coronary anery disease focuses on cholesterol 
reduction, blood pressure management, smoking 
cessation, exercise, heart medications, and some­
times angioplasty or bypass surgery. But stress 
management and relaxation should also be con­
sidered in reducing heart disease risk and costs. 

A meta-analysis of 23 randomized controlled 
trials by Linden et al. (1996) evaluated die 
additional impact of psychosocial treatment as part 
of rehabilitation for documented coronary artery 
disease. The psychosocial treatments included 
group psychotherapy, relaxation, individual dicr­
apy, cognitive-behavioral dierapy, stress 
management, music therapy, and group education. 
Patients who received such psychosocial treatments 
showed reduced risk of mortality and recurrence by 
70-84% during die first two years. The addition of 
psychosocial treatments also reduced psychological 
distress, systolic blood pressure and cholesterol 
levels. 

A recent smdy of patients wiUi heart disease 
found that relaxation, lowering hostility, and help­
ing people change die way they look at life's 
challenges can reduce dieir risk of having further 
heart problems by 75% compared to people given 
only usual medical care and medications. Reducing 
stress proved even more beneficial dian getting 
exercise. In diis study by Blumendial et al. (1997) 
at Duke University Medical Center, 107 heart 
patients were randondy divided into diree groups. 
The control group of forty patients received usual 
medical care. Another 34 engaged in a vigorous 
exercise program for 35 min du«e times a week for 
16 weeks in addition to their usual medical care. 
And 33 patients along with their usual care from 

physicians also participated in a stress management 
program that included weekly group sessions, 
educational information on heart disease and stress, 
and muscle relaxation practice and biofeedback. 
Patients were taught skills to monitor automatic 
irrational diought patterns and to develop alter­
native interpretations of situations and diought 
panems. They were also instructed how to recog­
nize signs of stress and manage moods such as 
anger and depression. 

The patients' medical records were tracked for 
the next two to five years for heart attacks, bypass 
surgery, and angioplasty. In the control group that 
received usual medical care, 30% had additional 
heart trouble compared to 21% in the exercise 
group (not sigiuficandy different from usual care). 
But the stress management group showed a marked 
difference - only 10% had further heart problems. 
This translates into roughly one-quarter the cardiac 
risk compared to those not receiving the additional 
psychological skill traiiung. Using these data, we 
can project the costs and benefits of the stress 
management intervention. The estimated cost of the 
stress management intervention is $300 per panici-
pant and the estimated savings from avoided 
nonfatal myocardial infarctions, coronary artery 
bypass grafts, and angioplasties is about $2100 per 
patient yielding an estimated 7:1 return on invest­
ment. The stress management training also resulted 
in lower levels of psychological distress, less 
hostility, and fewer episodes of ischemic chest 
pain. 

Arthritis 

Lorig and colleagues at the Stanford Anhritis 
Center developed a g)t)up arthritis self-manage­
ment course that was designed to help patients cope 
better with the pain, disability, fear and depression 
often associated with arthritis. The group program 
consisted of six weekly two-hour sessions attended 
by patients and their families and led by instructors, 
many of whom had arthritis themselves. They 
learned basic information about the pathophysiol­
ogy and treatment of arthritis, strengthening and 
endurance exercises, relaxation techniques, joint 
protection, nutrition, and die interrelationship of 
stress, pain, and depression. 
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Compared to a control group (who had to wait 
four months before beginning die course), the 
participants demonstrated significantly greater 
knowledge, self-management behavior, and less 
pain. But why? The usual assumption would be that 
knowledge increased, leading to behavior change 
(e.g. they performed more exercise and practiced 
the cognitive pain management techniques) and 
which then resulted in improved health outcomes 
(e.g. reduced pain). The data, however, did not 
support this conclusion (Lorig et al.. 1989). The 
people who improved clinically were npt neces­
sarily the ones who knew more about arthritis or 
changed dieir behaviors. What did predict diose 
who would improve? Careful interviews widi 
participants suggested that those who improved had 
a positive outlook and felt an enhanced sense of 
control regarding their arthritis. Those who failed 
to improve, even if diey exercised, practiced 
cognitive pain management, or changed their diet, • 
felt "there was nodiing diey could do about dieir 
arthritis". 

The key difference appeared to be die person's 
perception of his or her owns capability to control 
or change arthritis symptorns. This perception of 
self-efficacy reflects a person's own judgment and 
conviction that he or she can perform a specific 
action. The critical feature is die person's belief in 
his or her capacity, not what skills or capacities die 
person actually has. With regard to the improve­
ment in arthritis symptoms, the best predictor was 
how likely die person diought he or she would be to 
improve. The arthritis self-inSnagement classes 
were accordingly reorganized to maximize this 
sense of self-efficacy. The participants were 
encouraged to set dieir own goals, breaking them 
down in very small achievable steps to ensure 
success. Feeling confident diat one is able to walk 
up two steps may be more helpful dian being able 
to walk up a whole flight but diinking oneself 
incapable of doing so. Successfully changing a 
self-selected behavior, any behavior, becomes a 
means to foster a sense of increased confidence. It 
may not matter as much what behavior a person 
changes, as long as they are successful. 

At four-year follow-up participants in the arthn-
tis self-management program experienced a 
marked increase in self-efficacy, a 19% reduction in 

pain, and a 43% decrease from baseline in 
physician visits. The improvements in symptoms 
were significandy correlated widi perceived self-
efficacy. The cost of die intervention was $54 per 
person. Based on die reduced physician visit rates, 
adjusted four-year healdi care savings were $648 
per person with rheumatoid arthritis and $189 per 
person widi osteoarthritis. Given diese figures, if 
only 1% of die patienu in die United States with 
moderate-to-severc osteoarthritis of die hand 
(103 000) and only 1% of die patients widi 
classical or defiiute rheumatoid arthritis (21 000) 
participated in the group arthritis self-management 
program, total discounted savings over four years 
would equal $19.5 million for osteoarthritis and 
$13.6 million for rheumatoid arthritis (Lorig et al., 
1993; Kniger et al., 1998). 

Chronic disease self-management 

Four oiit of five people over die age of 65 have one 
or more chronic conditions. Chronic diseases such 
as heart disease, diabetes, arthritis, and chronic 
lung disease account for 90% of all illness. 80% of 
all deadis, and 70% of ail healdi care dollars. 

The promising findings from the Arthritis Self-
Management Program described above have been 
extended in die Chronic Disease Self-Management 
Program developed by die Stanford Patient Educa­
tion Research Center and Kaiser Permanente 
Northern California. The groups are comprised of 
patients with one or more chronic diseases such as 
heart disease, lung diseasê  stroke and arthritis. The 
intervention consists of a patient self-management 
handbook (Lorig et al., 1994) and seven weekly 
two-hour small group sessions led by lay leaders 
most of whom dicmselyes have chronic conditions. 
The focus of the group sessions is not on the 
specific diseases or conditions. Rather, it is on die 
shared determinants of functioning and living well 
widi a chronic condition. The program content 
concentrates on patient's perceived needs and self-
management options for common problems and 
symptoms such as pain, fatigue, sleeping problems, 
anger and depression which cut across specific 
diagnoses. Patients leam skills to maximize dieû  
functioning and ability to cany out normal daily 
activities. Relaxation and imagery are taught and 
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practiced within the group sessions. They also leam 
how to manage the emotional changes brought 
about by illness such as anger, depression, uncer­
tainty about the future, changed exp>ectations and 
goals, and isolation. 

A significant pan of learning and benefit comes 
from being able to share and help other patients, 
which reduces a sense of isolation and shifts the 
focus from one's own problems to helping others. 
Even patients with high levels of social support 
may feel isolated within their life role as a person 
with a chronic disease. The group interaction also 
improves the panicipant's sense of their own 
capabilities by putting their disabilities in per­
spective through the process of social comparison -
"Things could be worse. I could have. . ." 

Rather than providing solutions for problems, the 
sessions are highly interactive involving practice 
and feedback in decision-making and problem-
solving skills. Similarly, the focus is on increasing 
patients' self-efficacy and confidence in their 
ability to manage their condition. Patients also 
develop skills to enhance physician/patient parmer-
ship by monitoring and accurately reporting 
changes in their condition and actively sharing 
concerns, questions, and treatment preferences. 
While health professionals are primarily responsi­
ble for medical management of the disease, the 
patient is primarily responsible for the day to day 
management of the illness. In the domain of living 
with a chronic disease the patient becomes the 
expert. 

The desired outcomes of the intervention focus 
on quality of life, functional statiis, emotional well 
being, and health care utilization rather than 
disease specific outcomes or i prescribed health 
behaviors. In a randomized clinical trial of 952 
patients, those participating in the course when 
compared to wait-listed contit)ls demonstrated 
significant improvements at six months in weekly 
minutes of exercise, communication with physi­
cians, frequency of use of cogiutive symptom 
management strategies, self-reported health, health 
distress, fatigue, disability, and social/role limita­
tions. They also had fewer hospitalizations and 
spent on average 0.8 fewer nights in the hospital. 
Assuming a cost of $1000 per day of hospitalr 
ization, the health care expenditure savings 

(savings in hospital nights minus $70 in program 
costs) approximated $750 per participant - more 
than 10 times the cost of the group program (Lorig 
et al., 1999). 

Chronic pain 

Every year, millions of people with chronic pain 
make repeated visits to doctors at great expense to 
themselves and the health care system. They hope 
for a definitive diagnosis, relief from pain, and 
improved function. They are often disappointed. 

A systematic behavioral group program designed 
to help people cope with die physical and psycho­
logical stress of chronic pain appears to make a 
difference - at a fraction of the cost of the 
unproductive medical visits. One study by Caudill 
et al. (1991) focused on the effects of a group 
intervention with 109 patients who had been living 
with chronic pain for an average of 6.5 years. Their 
pain conditions included headaches, backaches, 
stomachaches, and neck pain. The patients attended 
a 90-nun group meeting led by a physician and 
psychologist once a week for 10 weeks. 

During the 10 sessions, patients learned atwut 
the physiology of pain, medical and behavioral 
treatment approaches, the relaxation response, 
yoga-type exercises, communication skills, goal-
setting strategies, problem-solving skills, and how 
to avoid distress-producing thoughts (Caudill. 
1995). Homework entailed keeping daily pain 
diaries, assessing medication use, practicing the 
relaxation response, listening to a relaxation audio­
tape, and scheduling pleasurable activities. 

In reviewing patients' status and clinic visits one 
year before the program and one to two years after, 
it became apparent that behavioral intervention did 
not make the pain go away but did decrease 
negative psychological symptoms such as anxiety, 
depression, and hostility. Furthermore, clinic visits 
decreased by 36% in die first and second year after 
the program. The program cost about $1000 per 
group. However, the net savings in chnic visits 
alone was estimated to average $110 per patient in 
die first year and an additional $210 per patient in 
the second year after the behavioral intervention. 
And diese estimates do not include savings from 
reductions in prescription drugs and 'reassuring 
diagnostic tests. 
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Cancer 

There is little doubt that psychosocial support 
groups for patients with cancer can reduce 
emotional distress and pain, and' enhance coping 
and quality of life. But whether these interventions 
can influence physical health - i.e. decrease cancer 
progression, recurrence, and survival - is still 
actively debated (Spiegel et al., 1991; Spiegel, 
1993). 

A study by Fawzy et al. (1993) at UCLA 
provides additional evidence for the impact of 
psychoeducation on cancer survival. The study 
involved 68 patients with malignant melanoma all 
receiving standard initial surgical treatment. Half 
were randomized to a control group while the other 
received, within several months of original diag­
nosis and initial surgical treatment, a structured 
psychiatric group intervention. Groups of seven to 
ten patients met in 90-min sessions once a week for 
six weeks to focus on four components: (a) 
education about melanoma, sun protection, and 
healthy nutrition; (b) stress management, including 
personal stress awareness and relaxation tech­
niques; (c) coping and problem-solving skills; and 
(d) psychological support from staff and other 
patients. 

At six months, die group of participants had 
improved coping ability, reduced psychological 
distress, and improved immune function. The most 
striking results appeared six years after the initial 
diagnosis and treatment. Only diree of the 34 
patients in the psychosocial group died, compared 
to ten of 34 in the control group - a_60% reduction 
in death rate. The group patients also tended to 
have fewer instances of recurrence - just seven of 
34 experienced recurrence compared to 13 of 34 
control patients. 

The costs and savings of this psychoeducational 
group intervention have not been calculated. How­
ever, savings would be likely since managing 
recurrences and deaths from malignant melanoma 
is extremely costly while die estimated cost of a 
6-week, time-limited intervention is comparatively 
low. 

There are a number of possible explanations for 
these positive results. Intervention may have fos­
tered improved healdi habits - more careful sun 

protection, better nutrition, and regular exercise. 
Effective coping may have improved physician-
patient communication and adherence to treatment 
and follow-up regimens. Patients may have learned 
to manage stress more effectively through problem 
solving, changing anitudes towards minor daily 
stressors, or altering their physiological response to 
stress, dirough relaxation techniques. Group 
patients also received a great deal of social support. 
They could express their feelings freely to an 
understanding and sympathetic audience and hear 
how others were dealing with the same disease. 
Survivors also showed more active coping skills. 
They attempted to change some aspect of their 
illness with exercise, relaxation techniques, and 
regular follow-up visits with their physicians. 
Those patients who used avoidance coping such as 
avoiding others, hiding feelings, or refusing to 
think about their illness tended to have more 
recurrence and lower survival rates. 

The study revealed one unexpected finding. 
Patients who reported higher levels of emotional 
distress at the time of diagnosis and treatment had 
lower rates of recurrence and death. The highest 
risk patients were diose who minimized and 
expressed litde distresses. Distress in the face of 
life-threatening illness is appropriate and may help 
motivate patients to mobilize coping resources and 
behaviors. Denial may t>e helpful immediately after 
diagnosis, but persistent denial may interfere with 
this essential mobilization process. These findings 
suggest the need to tailor intervention strategies to 
the specific psychosocial needs of patients. Patients 
with high emotional distress but low active coping 
need help to improve dieir coping skilfs. Those 
with high distress and high levels of coping need 
reinforcement of die positive role of distress. The 
most difficult challenge will be designing inter­
ventions for the highest risk patients - those with 
low levels of distress and coping. These patients are 
the least prepared to deal with life-threatening 
disease. They are also least likely to see the need 
for psychosocial interventions. 

Group visits and group appointments 

Most medical care today is provided via the brief, 
individual office visit. Clearly appropriate in some 
circumstances, this one-to-one model of care often 
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falls short of meeting patients' real needs — 
especially patients with multiple chronic illnesses 
and psychosocial problems. 

The typical bnef office visit rarely provides 
enough time to uncover psychological and social 
factors that may be causing symptoms or be key to 
the solution. There is also little time for the patient 
to leam about the disease and how to manage it. or 
for exploring how the disease may be affecting the 
patient's moods, emotions, and ability to function 
at home or work. Brief office visits do not provide 
much social support or the opportunity for patients 
to experience how others cope \yith day-to-day 
challenges. In fact, both patient and physician often 
emerge from traditional visits feeling time-pres­
sured and shortchanged — a situation getting worse 
as pressures to reduce costs force doctors to serve 
more and more patients. 

What if patients could have a full two-hour visit 
with their physician every month? And what if 
during that visit they could leam not only from 
dieir doctor, but also from other members of the 
health care team as well as from odier patients widi 
similar problems? 

Scott and colleagues at Kaiser Permanente in 
Colorado developed and evaluated a pilot project 
around group appointments. The 'Cooperative 
Health Care Clinic' involved group meetings of 
approximately 20 elderly, high utilizing patients 
with multiple chronic conditions. The patients met 
once a month for two and a half hours with their 
personal physician, nurse case managers, as well as 
some of the patient's spouses, odicr family mem­
bers, and caregivers. At some of the group 
appointments psychologist, social workers, health 
educators, and pharmacists were invited to work 
with the patients. 

The group appointments allowed time for social­
izing, interactive educational sessions, extensive 
questions and answers, blood pressure checks, X-
ray and lab test ordering, review of medications, 
and discussion of preventative medicine, nutrition 
and exercise, living wills and advance directives, 
stress and relaxation, coping with grief, loss, and 
chronic pain. Time was reserved (but not always 
needed) for brief, one-to-one visits with the 
physician for physical exams and symptom evalu­
ation. 

In the pilot evaluation die Cooperative Health 
Care Clinic patients when compared to a similar 
group of patients who continued to receive tradi­
tional, one-to-one care, were more satisfied, 
reported that their health care needs were better 
met, and appreciated the improved access to care 
(Scott et al., 1996). Physicians, too, were more 
satisfied, noting diat diey felt diey had more time to 
deal with the patients and that patients were more 
informed, helping the physicians to better diagnose 
and treat their conditions. 

Preventative care also improved. More group 
patients received influenza and pneumonia immuni­
zations. And more group patients had completed a 
durable power of attorney to designate someone to 
make decisions on dieir behalf if diey were too ill 
to do so. 

Medical utilization and costs decreased. Group 
patients made fewer individual doctor visits, visits 
to'the emergency room, and spent fewer days in die 
hospital and skilled nursing facilities. After 
accounting for the costs of the group program. 

' including the project coordinator, the savings were 
calculated at $177 per participant per year (Beck et 
al., 1997). 

Virtual communities and online support 

The group interventions described above rely on 
face-to-face encounters. But can some of die 
benefits of group interaction and social support be 
achieved through the use of computers? Imeractive 
computers can help people: (a) access exacdy die 
information they tieed, 24-hours a day, seven days 
a week (not just during clinic hours); (b) ask 
questions too embarrassing to ask a health pro­
fessional face-to-face; (c) deal with complicated 
decisions about treatment and lifestyle at dieir own 
pace; (d) electronically seek sources of support to 
help them deal with their emotional responses to 
health problems; (e) examine how others have 
coped with similar problems - all at their own pace, 
in their own homes, and with complete confidenti­
ality. 

CHESS (die Comprehensive Healdi Enhance­
ment Support System) is a PC-based computer 
system designed to support people facing life-
threatening illnesses (including breast cancer. HIV 
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infection, heart disease, Alzheimer's disease, and 
alcoholism). Computers are placed in homes of 
patients with recently diagnosed conditions. At 
their own convenience, patients can access timely, 
comprehensible information about their disease and 
take advantage of a variety of non-threatening and 
anonymous support opportunities. 

They can read brief answers to hundreds of 
commonly asked questions, detailed articles at>out 
their health problem and descriptions of services 
available. They can ask questions of experts 
anonymously and receive confidential responses. 
They can read real-life, personal stories of others 
living and coping with similar problems and 
communicate direcdy with these people. Using 
problem-solving tools to monitor their healdi status 
and risk behaviors, diey can think du-ough difficult 
and important decisions, plan how to overcome 
obstacles and implement diose decisions. Facili­
tated, online support groups also help reduce the 
sense of isolation and helplessness for patients and 
their families. 

Preliminary results of die CHESS system - one 
of die few computer-based patient education and 
support programs to be evaluated scientifically- are 
very promising. Women widi breast cancer who 
used CHESS noted diat the system was very 
valuable and easy-to-use. They reported more 
positive emotions and fewer negative emotions. 
CHESS was used extensively by bodi older and 
younger women, as well as by both college- and 
high school-educated women (Gustafson et al., 
1993). 

In controlled studies over a six-month period, 
HIV-infected men and women used the system an 
average of 132 times per person (more than once a 
day on average) for an average total of 39 hours per 
person. Minority subjects used CHESS as much as 
Caucasian subjects (Gustafson et al., 1994). Com­
pared to controls, CHESS users reported 
significantly improved quality of life: improved 
mental functioning, more social support, less 
negative emotion, more active participation in their 
health care, and, in general, a more active life, 
^ i l e die number of outpatient visits did not 
decrease, CHESS users reported spending 15% (6.5 
minutes) less time during visits and having 47% (or 
6 8) more telephone consultations. The CHESS 

group also reported fewer and shorter hospital­
izations. The number of hospital days for CHESS 
subjects was 66% lower than for the control 
patients. Using $1454 per day for AlDS-rclated 
hospital costs, the CHESS group's costs were $483 
higher per month before the trial began, $728 per 
month lower during the implementation, and $222 
per month lower after implementation (Gustafson 
et al., 1999). These savings would more than offset 
the cost of providing such services especially with 
the emergence of Internet-based applications. 

Computer systems can go beyond delivery of 
information to provide decision support and emo­
tional support by connecting people with others 
who share a similar life experience. And well-
designed computer systems such as CHESS may 
measurably improve health status and reduce health 
care costs. 

Preparation for surgical and medical 
procedures 

Surgery, childbirth, and other medical procedures 
offer excellent opportunities to measure the value 
of mind-body interventions. The speed of recovery 
and length of hospital stay or treatment is influ­
enced by many factors including how well the 
patient is prepared to deal with die psychological 
impact of the procedure. 

Surgery 

A meu-analysis by Devine (1992) was carried out 
on 191 studies conducted between 1963 and 1989 
of the effects of psychoeducational interventions on 
the recovery, postsurgical pain, and psychological 
distress of adult surgical patients. The operations in 
these smdies were both minor and major, including 
abdominal (gall bladder, bowel, or gastric) and 
thoracic (heart and lung). The interventions were in 
three broad categories: (1) health care information 
- details about what would be done before and after 
surgery, timing of the various procedures and 
activities, and the functions and roles of various 
health care providers. (2) Skill building exercises 
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for coughing, breathing and relaxation. (3) Psycho­
social support - identifying and attempting to 
alleviate patient concerns, providing reassurance, 
encouraging patients to ask questions throughout 
hospitalization and shaping specific expectations of 
recovery. 

Nearly 80% of die studies indicated beneficial 
effects from the various interventions. Length of 
stay was decreased by an average of 1.5 days even 
in the studies conducted during die late 1980s when 
changes in hospital reimbursement had already 
increased die pressure to shorten hospital length of 
stay. 

Additional smdies by Bennett and colleagues at 
die University of California, Davis, suggest dial an 
important component of psychological preparation 
for surgery involves boosting confidence by giving 
patients specific, positive physiological sugges­
tions. In one study, blood loss was reduced by 50% 
in patients given specific verbal instructions to 
control blood flow during surgery compared to 
those given general relaxation instructions or no 
special preparation (Bennett et al., 1986). The 
significant reduction in blood would be anticipated 
to reduce die risks and costs of transfusions in some 
of the patients. 

A follow-up study of 40 patients undergoing 
abdominal surgery found diat giving patients spe­
cific verbal suggestions before major operations 
can influence physiological recovery, and possibly, 
lengdi of stay (Drisbow. 1993). In< this randomized 
trial, one group was given a 5-min presentation of 
general pre-op instructions and reassurance while 
the experimental group patients received S-min of 
specific instructions, suggestions, and imagery 
about restoring bowel function. Patients receiving 
specific suggestions reported passing first gas after 
only 2.6 days compared to 4.2 days for the control 
patients. Another measurement of die return of 
bowel function, length of time until first meal, also 
favored the preoperative suggestion group. Though 
not statistically significant, the experimental group 
was also discharged from die hospital in 6.S days 
on average, diat's 1.5 days earlier dian the control 
group. If diese trend results are found significant 
with a larger group of patients, the projected 
savings from these brief verbal instructions would 
be over $1000 per patient. 

In a larger study Bennett conducted a random­
ized, placebo-controlled, double blind clinical trial 
of 335 surgical patients (Bennett, 1996). Patients 
were given one of four different audiotapes to listen 
to before and during surgery and compared to a 
placebo group diat listened to a tape widi a neutral 
white noise sound. Only one of the experimental 
tapes produced statistically significant benefits. 
This tape contained guided imagery, music, and 
specific suggestions of diminished blood loss and 
rapid healing. Widi dus upe blood loss was 
reduced 43% and hospital lengdi of stay was 
reduced by over a day resulting in considerable 
savings. 

Psychological support provided after surgical 
procedures may also speed recovery and reduce 
hospital costs. A study at Mount Sinai Medical 
Center in New York and Northwestern Memorial 
Hospital in Chicago evaluated psychiatric screen­
ing and consulution for 452 patients 65 years or 
older admitted for surgical repair of a fractured hip 
(Strain et al., 1991). These interventions led to 
early detection of psychiatric problems, better 
psychological care, and earlier hospital discharge 
by nearly two days on average. The psychiatric 
intervention resulted in cost savings of nearly 
$1300 per patient. 

Childbirth 

Cesarean section is the most common surgical 
procedure performed in die United States, affecting 
about one in every five deliveries. Delivery by C-
section extends die hospital stay of modier and 
child and increases die risk of maternal infection 
and other complications. 

Five studies conducted in Guatemala, Canada, 
die United States, and South Africa have confirmed 
diat the continuous presence of a supportive female 
during labor and delivery can reduce die need for 
C-section, shorten labor and delivery, and reduce 
perinatal problems (Klaus et al.. 1992). In all cases, 
die modiers were healdiy women widi a nortnal 
pregnancy giving birth for die first time. The 
intervention was a doula - a trained lay person who 
provided emotional support consisting of praise. 
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reassurance, physical contact (such as rubbing the 
mother's back or holding her), explanations of what 
was happening, and a continuous presence. Though 
far from ideal, in these studies the women in labor 
met their doulas for the first time only after they 
were admitted to the hospital. 

One of these studies took place at Jefferson 
Davis Hospital in Houston, Texas. Participants 
were divided into three groups: a control group, an 
observed group to measure the potential supportive 
effects of a passive observer, and a group actively 
supported by doulas (Kennell et al., 1991). Of die 
204 patients in the control group, 18% had C-
sections and of die 212 in the group supported by 
doulas only 8% had C-sections - a reduction of 
56%. The presence of a doula also resulted in other 
benefits. Epidural anesthesia was reduced by 85%. 
Labor was an average of 2 h shorter And only half 
as many babies required more than 48 hours 
hospitalization because of neonatal problems. 

A meu-analysis of five doula studies showed 
that the presence of the doula reduce the length of 
labor by 25%; die odds of having a C-section by 
34% to 67%; and the odds of needing analgesia by 
1% to 47%, oxytocin by 43% to 68%, and forceps 
by 35% to 82% (Klaus et al., 1992). The cost 
savings from reduced surgical and anesthesia 
procedures as well as reduced hospitalization 
would greatly exceed die $200 cost of providing 
continuous emotional support from a doula. 

Phototherapy and mindfulness meditation 

The skin has long been known as an organ that 
responds to emotional stress and psychological 
interventions. A variety of skin conditions appear to 
worsen in times of stress and stress even appears to 
slow wound healing. Warts appear to respond to 
hypnosis and suggestion. Now new evidence sug­
gests a new link between mind and skin: using 
meditation and guided imagery can speed healing 
in patients with psoriasis. 

Psoriasis involves an epidermal hyperprolifera-
tion resulting in uncomfortable, itchy, disfiguring 
thickened patches of skin. The cause is unknown 
but appears to involve an abnormal cutaneous 

immunologic/inflammatory response. Psycholog­
ical distress has been linked to die severity of die 
psoriasis in many patients. The treatment for 
patients with extensive skin lesions often involves 
phototherapy: repeated exposure to ultraviolet 
light. Hypnosis, biofeedback, mediution. relaxa­
tion, and psychotherapy have also been tried with 
some success but never formally tested in a 
carefully controlled clinical trial. 

In a recent study. Kabat-Zinn et al. (1998) 37 
patients with moderate to severe psoriasis were 
scheduled to begin phototherapy. Half were ran­
domly assigned to listen to a stress-reduction 
audioupe during their phototherapy sessions. The 
other half did not listen to any upes during their 
treatment sessions. Phototherapy consists of three 
sessions a week in which the patients stand naked, 
with eyes shielded in four-foot diameter cylindrical 
booth. They are exposed to increasing dosages of 
ultraviolet light starting with 30 s exposure and 
gradually increasing to 10-13 min of treatment. 
The patients are usually treated until the skin 
lesions significandy clear. Treatment is typically 
completed in approximately 40 sessions over a 
three to four month period. 

The instructions on the upe included guidance in 
mindfulness mediution. This consists of develop­
ing moment-to-moment, non-judgmental 
awareness of breathing and skin sensations such as 
warmth from the lighu and air currents. In later 
sessions, the upes instructed the patients to visual­
ize the UV light slowing down the growth and 
division of skin cells. After 20 sessions, patients in 
the upe group were offered the option of listening 
to a Upe of harp music while mediuting during the 
phototherapy sessions. Patients in die upe group 
were specifically asked not to mediute outside of 
the light therapy sessions and were not permitted to 
take the upes home. 

The rate of improvement of the skin lesions was 
measured for patients in the upe and no-tape 
groups. Those patients who listened to the audio­
upe guided mediution reached the 'halfway 
clearing point' and 'clearing point' of the skin 
lesions significandy quicker than those in the no-
tape group did. For example, the estimated time to 
achieve a 50% likelihood of clearing was 30-40 
days sooner among those listening to the tapes. 
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While no formal cost analysis was performed, 
savings can be anticipated by reducing the number 
of phototherapy sessions by an estimated 10-12 
sessions with a low-cost audiotape intervention. 
The reduction in the number of photodierapy 
sessions also reduces the amount of exposure to the 
UV light and may yield a reduction in die risk of 
skin cancer developing in the future. 

This study provides a model for demonstrating 
the effects of mind-body interventions. Psoriasis 
represents a specific disease process that can be 
readily observed and measured. The clinically 
improvements in skin clearing demonstrate the 
effect of a psychological intervention on physio­
logical, cellular and immune processes—not just 
subjective improvements in reported symptoms or 
health sutus. Given that phototherapy and the 
audiotaped. guided mediution are performed in 
isolation, the potent effects of social support are 
minimized. Therefore, the improvements can be 
attributed with more confidence to the mediution 
and visualization. One caution: since the control 
group did not listen to placebo instructional or 
music audiotapes, the study cannot exclude the 
possible role of expectancy effects such as the 
positive anticipation of improvement with diose 
assigned to listen to die taped vs. possible dis­
appointment for those in the control group. 
However, these findings provide a clear illustration 
of how mind-body techniques can be used as a 
valuable adjunct to enhance and complement 
conventional medical treatments. 

example, uctile stimulation appears to be a vital 
ingredient for infant development. In two random­
ized trials premature infants who received 
comforting physical conuct and massage three 
times a day for ten days had 47% greater weight 
gain and were discharged from die hospital five to 
six days earlier, saving over $10 000 (adjusted for 
inflation) per infant (Field et al., 1986; Scafidi et 
al., 1990). 

Visual stimulation, in particular looking at 
nature, can also have healdi benefits. When people 
are shown slides of natural scenes, they say they 
have more positive feelings such as friendliness and 
elation. They also have fewer feelings of sadness 
and fear dian when they look at man-made urban 
scenes. Compared to cityscapes, images of natural 
habiuts such as lakes, trees, and vegetation produce 
lower blood pressure, less tension, more relaxation 
and a quicker recovery from stressful events. Ulrich 
(1984) studied die impact of viewing nature with 

. patients recovering from surgery. Half the patients 
,had hospital rooms with a window looking out onto 
a small stand of trees while die matched controls 
had a view of the brown brick wall of another wing 
of die hospital. Patients with a view of nature 
showed less postoperative distress, required less of 
the stronger pain medications, developed fewer 
postoperative complications, and spent nearly one 
day less in die hospital (a 12% reduction). The cost 
savings from such a reduction in postoperative 
length of suy are considerable. 

Sensory stimulation 
Mind-body mechanisms: behavior, mind and 
mood matters 

Many 'mind-body* interventions rely primarily on 
mental and cognitive techniques to influence phys­
iological states and symptoms. However, symptoms 
and menul sutes can also be influenced by 
changing the body. For example, certain types of 
pleasurable sensory stimulation arc associated widi 
positive health and cost outcomes (Omstein and 
Sobel, 1989: Warburton and Sherwood, 1996). 

Pleasurable sensory stimulation can be used 
therapeutically to improve mood, speed recovery, 
and foster healthy growdi and development. For 

The mind-body interventions described above 
cover a wide-range of modalities: from individual 
counseling and consulution to social support and 
group interventions, from print and 'bibliodierapy' 
to audioupes and interactive computers, from 
imagery and relaxation to cognitive restructuring 
and sensory stimulation. Yet all appear to influence 
health and cost outcomes. 

There are several different padiways by which 
such varied mind-body interventions might act 
(Friedman et al., 1995). These include: 
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• An Information and Decision-Support Pathway 
to empower patients with safe, effective self-care 
and self-management strategies. 

• A Psychophysiological Stress Response Pathway 
to decrease the chronic, inappropriate physio­
logical stress response that creates symptoms. 

• A Lifestyle or Behavior Change Pathway to 
support successful behavior change strategies to 
decrease health-damaging behaviors and increase 
health-promoting behaviors. 

• A Social Support Pathway to increase perceived 
levels of social support and reduce social isola­
tion. 

• A Psychiatric Disorder Pathway to improve the 
detection and treatment of unrecognized psy­
chiatric conditions. 

• A Somatization Pathway to identify physical 
symptoms that are expressions of emotional 
distress and help patients develop alternative 
coping strategies. 

Any of these mechanisms may, singly, or in 
combination, provide a mechanism by which 
mind-body interventions can improve health out­
comes while reducing medical utilization and 
costs. 

When behavioral issues are considered within 
mainstream medical care it is usually within die 
context of trying to change unhealthy behaviors 
that contribute to disease and disability. Patients are 
encouraged to stop smoking, curtail alcohol con­
sumption, take their medications, practice safer sex, 
eat a low-fat diet, exercise, and so on. This focus on 
behavior change and risk reduction makes sense 
since all these lifestyle factors, and others, have 
been associated widi health outcomes. However, 
the link between changes in health behaviors and 
improvement in health sutus, especially with 
regard to chronic disease is not as clear as generally 
believed (Lorig and Laurin, 1970; Rybarczyk et al., 
1999). 

The impact on healdi sutus of social support, 
socioeconomic sutus, and personality disposition 
may influence health through mechaiusms other 
than die usual behavioral risk factors. When other 
factors such as beliefs, attitudes, and emotions are 
considered, they are often viewed as determinants 
of health behaviors diat in turn influence healdi. 

However, such beliefs (sense of control, self-
efficacy, and optimism) may themselves have direct 
effects on physiological systems independent of 
dieir effects on health l)ehaviors (Omstein and 
Sobel, 1987; Bandura, 1997). 

For example, a person's perceived health turns 
put to be one of the best predictors of future health 
- even better than the results of laboratory tests and 
medical examination. People who rate dieir health 
poorly die earlier and have more disease than their 
counterparts who view diemselves as healthy. Even 
people widi objective disease seem to do better 
when diey believe diemselves to be healdiy than 
when they believe diemselves ill (Idler and Kasl. 
1991). 

In Manitoba, Canada over thirty-five hundred 
senior citizens were asked at the outset of a seven-
year study, "For your age would you say, in 
general, your healdi is excellent, good. fair. poor, or 
bad?" In addition, their objective health sutus was 
determined by reports from their physicians on 
medical problems and how often diey required 
hospitalization or surgery. The results showed that 
diose people who rated dieir health poor were 
almost three times more likely to die during the 
seven years of the study dian those who perceived 
their health as excellent. Surprisingly, subjective 
self-reported health was more accurate in predict­
ing who would die than die objective health 
measures from physicians. Those who were in 
objectively poor health by physician report sur­
vived at a higher rate as long as they believed dieir 
own healdi to be good. Nearly 15% of die people 
rated their health as fair or poor, even though 
according to the objective health measures it was 
excellent or good. These 'health pessimists' had a 
slighdy greater risk of dying dian die 'health 
optimists' who viewed themselves as . healthy in 
spite of negative reports from dieir doctors. The 
predictive power of self-rated health was die same 
whether one was male or female, older or younger, 
urban or rural, objectively sick or well. Only 
increasing age appeared to have a more powerful 
influence on death rates than self-rated health 
(Mossey and Shapiro, 1982). 

Another study of seven thousand adults in 
Alameda County in California confirmed the 
importance of the way a person views his or her 
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own health. Men with poor self-rated health were 
2.3 times more likely to die than those who saw 
their health as excellent. For women the difference 
was five times greater. The importance of self-
reponed health remained even when health 
behaviors (smoking, drinking, and exercising)! 
social ties (marriage and contacts with friends), and 
psychological state (happiness and depression) 
were controlled for (Kaplan and Camacho. 1983). 

There appears to be a biology of self-confidence 
and a core set of attitudes, beliefs, and moods that 
predispose toward health in general. Variously 
termed hardiness (Kobasa et al.. 1982). optimism 
(Selieman. 1990; Peterson and Bossio. 1991). self-
efficacy (Bandura, 1982. 1997). sense of coherence 
(Antonovsky. 1987). seiise of control (Rodin. 
1986). sense of connectivness (Cohen and Syme. 
1985: House et al.. 1988). happiness (Myers. 
1992). and pleasure (Omstein and Sobel, 1989), 
these core factors are related to a wide range of 
outcomes: improved physical and mental health as 
well as healthier behaviors. They are also often 
associated with lower utilization of health care 
services. Interventions that target a specific disease 
or condition may have broader impact if these 
underiying attitudes, beliefs, and moods are pos­
itively impacted. So even when specific 
information is imparted (e.g. knowledge about 
fevers or asthma) or behaviors are changed (e.g. 
exercise regimens or use of asthma inhalers) the 
impact of the intervention on healdi outcomes, 
quality of life, or medical utilization may be due as 
much to general effects on sense of control, 
optimism, and mood as to changes in specific 
behavioral mediators. 

When it. comes to health promotion, a confident 
attitude may contribute as much or more to healdi 
than specific healdi behaviors. Yet, patients are 
often given prescriptions for behavior change -
plans for new diets, exercise regimens, stress 
reduction techniques, etc. - diat are difficult to 
cany out, leading to poor adherence and feelings of 
failure. What are die consequences of failing at a 
health behavior change? So much emphasis has 
been placed on changing lifestyles, adopting 'the 
good life', that what is often missed is diat the 
feelings of success or failure may be as important 
or more important to healdi dian the actual 

behaviors. 

Barriers to integration of mind-body medicine 

If the case for integrating mind-body medicine 
from both a clinical and cost viewpoint seems so 
strong, why haven't we seen more investment in 
such integration (Friedman et al.. 1995)? One 
reason is that the data are incomplete (Strosahl and 
Sobel. 1996). Although we have highlighted some 
of the evidence supporting the cost-offset effect, the 
majonty of behavioral and psychosocial inter­
ventions have never been thoroughly investigated to 
assess their impact on medical utilization and costs. 
We also lack knowledge in most cases as to what 
mind-body interventions are most cost effective for 
which patients and under what circumstances. No 
intervention works for everyone in every case. 
Admittedly, much more data is required to address 
the issue of specificity. 

Where there is good data, often providers of 
medical and menul health services are not aware of 

,it. Even when 'hard' data on cost and health 
outcomes are reported for 'soft' psychosocial 
interventions, medical professionals too often dis­
miss or ignore such studies. Over the past century 
the medical community has been focused on 
improving technology and clinical services. The 
prevailing attitudes toward the origin of disease 
have emphasized biological explanations. 

Patients also may be resistant to psychosocial 
explanations and behavioral interventions. Soma­
tizing patients, in particular, are often focused on 
finding a medical explanation and treatment to fix 
their somatic concerns. Psychosocial interventions, 
especially diose associated with traditional psy­
chiatric diagnoses and treatment, unfortunately still 
carry with them a stigmatizing shadow. 

There continues to be confusion between beha­
vioral medicine and psychotherapy (Friedman et 
al.. 1994). Patients, third party insurers and policy 
makers still tend to view behavioral medicine 
interventions as the equivalent of psychotherapy. 
The traditional, long-term psychotherapy model 
consisting of several individual-counseling sessions 
per week, which can persist for several years, is 
likely to have quite different outcomes than the 
more efficient and targeted behavioral approaches 
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descnbed above. 
Another practical problem, which must be con­

fronted in order to achieve maximal integration, is 
the issue of cost/benefit accounting and budgeting. 
The Strain et al. (1991) study of a psychiatric 
consultation-liaison intervention for post-surgical 
patients noted earlier is a good example of the 
problem. While medical costs, or more specifically, 
hospital costs, were reduced, the 'bottom line' for 
the provision of psychiatry services was increased. 
An important part of increasing use of psycho­
logical, or in this case psychiatric, interventions in 
medicine is a readjustment of accounting. It is 
usually the case that profits and. losses are inde­
pendently calculated for each clinical service. 
Furthermore, it is also frequendy the case that 
insurance coverage for medical problems are 
handled by one company while mental health 
problems are handled by another. Trying to con­
vince die latter to spend money so diat die former 
would save money is problematic at best. Develop­
ing mechanisms for addressing these problems is 
critical if health policy and die delivering of health 
services is brought into better aligiunent with die 
underlying psychosocial and behavioral issues diat 
determine overall medical utilization and cost. 

Finally, die lack of practical tools, self-help 
materials, training programs and models of effec­
tive mind-body intervention has until recendy 
slowed the adoption and dissemination of this 
infonnation (Benson and Stuan, 1992; Goleman 
and Gurin. 1994; Lorig et al., 1994; Sobel and 
Omstein. 1998; Sobel and Omstein4999). 

Caveat emptor: the limits of cost analysis 

Many studies of psychosocial interventions have 
not included utilization or cost impact in their 
outcome analysis. Often we have to infer or project 
potential savings. For example, psychosocial inter­
ventions diat reduce anxiety and depression, boost 
smoking cessation, or enhance adherence to medi­
cal regimens might be assumed to favorable impact 
health and cost outcomes even though utilization 
may not have been directly measured." For the 
purposes of this review, however, we have pri­
marily drawn on examples where cost-related dau 
is available. 

The primary purpose of psychosocial inter­
ventions should be to improve health outcomes, not 
just reduce medical cosu or utilization. While on 
balance, many psychosocial interventions appear to 
reduce overall health care costs through the 'cost-
offset effect', some may very well increoje costs. 
For example, by extending die life of patients with 
metasutic breast cancer (Spiegel et al., 1991) with 
a support group, die total lifetime medical costs are 
likely to increase. In the rush towards cost-effective 
interventions, we should not lose sight of die true 
purpose of all health care interventions - to 
improve the quality, and when appropriate, quantity 
of life. Fortunately, most of die smdies described 
above yield both improvements in healdi along 
with cost savings. 

Unfortunately, mind-body medical interventions 
are often held to a higher standard of evidence dian 
other medical and surgical treatments. Not only 
must nund-body interventions improve health out­
comes and quality of care, but diey must also 
demonstrate cost savings. Seldom are new drugs, 
diagnostic tests, radiation dierapy or surgical proce­
dures challenged to justify themselves on a cost 
basis alone. They are often accepted even if they 
increase the overall costs of care. Both medical and 
nund-body health interventions should be judged 
by a similar set of criteria. Given a 'level playing 
field' mind-body interventions should fare quite 
well compared to traditional medical services in 
terms of health and cost-effectiveness. 

Summary 

Evidence is mounting that addressing the psycho­
social needs of patients makes economic and health 
sense. If there were a drug or surgical procedure 
that could reduce ambulatory care visits, decrease 
postsurgical length of suy, reduce c-section rates, 
or decrease death rates from cancer, diis medical 
intervention would be widely accepted and utilized 
with litde hesiution. The beliefs and biases diat 
delay and retard the use of psychosocial inter­
ventions need to be challenged (Engel, 1977; 
Williamson et al., 1991). This brief review of 
mind-body interventions suggests diat healdi care 
providers can ill afford to treat patients simply as 
disordered machines whose health can be restored 
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with physical or chemical interventions alone. 
Indeed, a burgeoning interest in alternative and 
complementary medicine with a focus on non-drug, 
non-surgical interventions as well as die exploding 
field of lay literature and self-help groups suggests 
that many patients are ready, willing, and even 
demanding that mind-body health techniques be 
considered as part of health care (Friedman et al 
1997). 

While the health care system cannot be expected 
to address all the psychosocial needs of people, 
clinical intervention can be brought into better 
alignment with the emerging evidence on die healdi 
and cost-effectiveness of mind-body interventions. 
Mind-body medicine is not somediing separate or 
penpheral to the main tasks of medical care but 
should be an integral part of evidence-based, cost-
effective, quality health care. 
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Rethinking Medicine: Improving Health Outcomes With Cost-Effective 
Psychosocial Interventions 

DAVID S. SOBEL, MD, MPH 

Thoughts, feelings, and inQods can have a significant effect on the onset of some diseases, the course of many, 
and the management of nearly all. Many visits to the doctor are occasioned by psychosocial distress. Even in 
those patients with organic medical disorders, functional health status is strongly influenced by mood, coping 
skills, and social support, yet the predominant approach in medicine is to treat people with physical and 
chemical treatments that neglect the menial, emotional, and behavioral dimensions of illness. This critical 
mismatch between the psychosocial health needs of people and the usual medical response leads to 
frustration, ineffectiveness, and wasted health care resources. There is emerging evidence that empowering 
patients and addressing their psychosocial needs can be health and cost effective. By helping patients manage 
not just their disease but also common underlying needs for psychosocial support, coping skills, and sense of 
control, health outcomes can be significantly improved in a cost-effective manner. Ralher than targeting 
specific diseases or behavioral risk factors, these psychosocial interventions may operate by influencing 
underlying, shared determinants of health such as attitudes, beliefs, and moods that predispose toward health 
in general. Although the health care system cannot be expected to address all the psychosocial needs of 
people, clinical interventions can be brought into better alignment with the emerging evidence on shared 
psychosocial determinants of health by providing services that address psychosocial needs and improve 
adaptation to illness. 

Key words: Behavioral medicine, cost-effectiveness, psychosocial interventions, medical utilization, self-care. 

INTRODUCTION 

Social isolation, lower social class, and personal­
ity dispositions have been implicated in the devel­
opment and/or progression of cancer, heart disease, 
immune dysfunction, and other chronic illnesses. 
Because these psychosocial factors have been linked 
with more than one disease, it is increasingly 
thought that they may operate tlirough common 
physiological pathways, i.e., "disease superhigh­
ways." It seems that such psychosocial risk factors 
increase or decrease disease susceptibility in general 
by altering host resistance (1, 2). Psychological and 
social factors also influence adaptation to disease 
and illness in ways that can have a profound impact 
on quality of life and utilization of medical care. 
These findings c:hallenge researchers, clinicians, and 
policy makers to consider the impact of psychosocial 
risk factors on disease and illness more broadly 

rather than focusing primarily on specific diseases 
(3) . 

This article considers some of the implications of 
clinical interventions that address psychosocial 
needs and improve adaptation to illness. Much of 
the current effort in health care reform has focused 
on issues of financing, cost containment, and access. 
Little is said about improving health itself or reex­
amining the content of care. Simply providing access 
to medical care that largely ignores the emerging 
evidence on shared psychosocial determinants of 
health compromises the prospect of signific:antly 
improving the public's health. At the same time, by 
considering psychosocial factors that create distress, 
prompt health care utilization, and influence suc­
cessful adaptation to illness, medical care can be 
reshaped to improve health and quality of life in a 
manner consistent with controlling health care costs 
(4) . 
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BEYOND MEDICAL DISEASE: 
UNDERSTANDING THE NEED AND DEMAND 
FOR MEDICAL SERVICES 

As a discipline, medicine holds an implicit view 
of patients as mindless machines whose health can 
be restored by physical and chemical interventions 
administered by health professionals. In the accep­
tance of this basic assumption of medicine, efforts to 
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RETHINKING MEDICINE: COST-EFFECTIVENESS 

improve iieallli outcomes and to control cost.s liuve 
e'̂ ^oliasized ".supply-side" strategies, i.e., increasing 

miling access to iieaitli professionals, improving 
ciency of services, utilization review, capitated 

payments, and so on. Seldom is the demand side of 
the equation considered. For example, why do peo­
ple seek health care services in the first place? How 
can iheir dernands be managed better? How can the 
need for medical services be reduced through strat­
egies that empower patients and enhance their ad­
aptation to illness (5)? 

People access the health care system for many 
reasons: preventive services, medical illnesses and 
physical diseases, psychiatric disorders, life stress 
and emotional distress, and information needs. 
Many visits to physicians are prompted by somatic 
symptoms, which are a final common pathway 
through which medical illness, psychiatric disor­
ders, and emotional distress are expressed. Although 
10% to 20% of patients presenting in a primary care 
setting have a diagnosable psychiatric disorder, 
more than 80% have evidence of significant psycho­
logical distress (6, 7). The usual medical focus on 
identifying and treating organic causes of disease 
results in inappropriate responses to illness and 
suffering. 

The pursuit of organic causes and treatments more 
'•̂ n than not falls short. Kroenke et al. (8) analyzed 

records from more than 1000 patients in an 
rnal medicine clinic who were followed more 

than 3 years. They selected the 14 most common 
symptoms: chest pain, fatigue, dizziness, headache, 
edema, back pain, dyspnea, insomnia, abdominal 
pain, numbness, impotence, weight loss, cough, and 
constipation. In less than 16% was the probable 
cause established as organic; 74% had unknown 
etiologic factors. Although only 10% were clearly 
identified as psychological, the authors reported that 
"it was probable that many of the sym p̂toms of 
unknown etiology were related to psychosocial fac­
tors." 

Health status, quality of life, and functional status 
are often better correlated with psychosocial factors 
than physical disease severity. Some patients with 
abnormal radiographic, laboratory, and physical im­
pairments fimction well; others with similar physi­
cal findings are debilitated. For exaiaple, in patients 
with osteoarthritis of the knee, disability and pain 
w better predicted by the patient's levels of anxiety 
and depression than by the extent of anatomical 
damage to the knee, as evidenced on radiographic 
studies (9). 

Psychosocial distress may have a greater impact 
^jj^ealth status than many commoh chronic ill­

nesses. For e.xar.iple, only advanced coronary artery 
disease resulted m more days in bed than depressive 
symptoms, and only arthritis causes more pain. 
Depression was more debilitating than diabetes, ar-
Lliritis, gastrointestinal disorders, back problems, 
and hypertension in terms of physical functioning 
(e.g., ability to engage in vigorous activities, climb­
ing stairs, walking, dressing, and bathing), role func­
tioning (e.g., interference with work, housework, or 
schoolwork), and normal social functioning (10, 11). 
A recent analysis demonstrated the tremendous eco­
nomic costs to society of depression—nearly $44 
billion per year (12). 

The health care system can ill afford to ignore 
psychosocial distress and impaired functioning in 
its singular focus on organic disease. This critical 
mismatch between the psychosocial health needs of 
people and the usual medical response leads to 
frustration, ineffectiveness, and wasted health care 
resources. 

BEYOND BEHAVIOR CHANGE AND RISK 
REDUCTION: MIND AND MOOD MATTERS 

When behavioral issues are considered within 
mainstream medical care, it is usually within the 
context of trying to change unhealthy behaviors that 
contribute to disease and disability. Patients are 
encouraged to slop smoking, curtail alcohol con­
sumption, take their medications, practice safer sex, 
eat a low-fat diet, exercise, and so on. This focus on 
behavior change and risk reduction makes sense 
because all these life-style factors, and others, have 
been associated with health outcomes. However, the 
link between changes in health behaviors and im­
provement in health status, especially with regard to 
chronic disease is not as clear as generally believed 
(13). 

The impact on health status of shared determi­
nants such as social support, socioeconomic status, 
and personality disposition may influence health 
through mechanisms other than the usual behavioral 
risk factors. When other factors such as beliefs, 
attitudes, and emotions are considered, they are 
often viewed as determinants of health behaviors', 
which in turn influence health. However, such be­
liefs (sense of control, self-efficacy, and optimism) 
may themselves have direct effects on physiological 
systems independent of their effects on health be­
haviors (14.15). 

For example, a person's pen»ived health tiuns but 
to be one of the best predictors of future health; it is 
even better than the results of laboratory tests and 
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medical examination. People who rate their health 
poorly die earlier and have more disease than their 
counterparts who view themselves as healthy. Even 
people with objective disease seem to do better when 
they believe themselves to be healthy than when 
they believe themselves to be i l l (16). 

In Manitoba, Canada, more than 3500 senior citi­
zens were asked the following question at the outset 
of a 7-year study. "For your age would you say, in 
general, your health is excellent, good, fair, poor, or 
bad?" In addition, their objective health status was 
determined by reports from their physicians on 
medical problems and how often they required hos­
pitalization or surgery. The results showed that 
those people who rated their health poor were al­
most three times more likely to die during the 7 years 
of the study than those who perceived their health to 
be excellent. Surprisingly, subjective self-reported 
health was more accurate in predicting who would 
die than the objective health measures from physi­
cians. Those who were in objectively poor health by 
physician report survived at a higher rate as long as 
they believed their own health to be good. Nearly 
15% of the people rated their health as fair or poor, 
even though according to the objective health mea­
sures it was excellent or good. These "health pessi­
mists" had a slightly greater risk of dying than did 
the "health optimists," who viewed themselves as 
healthy in spite of negative reports from their doc­
tors. The predictive power of self-rated health was 
the same whether one was male or female, older or 
younger, urban or rural, or objectively sick or well. 
Only increasing age seemed to have a more powerful 
influence on death rates than self-rated health (17). 

Another study of 7000 adults in Alameda County 
in California confirmed the importance of the way a 
person views his or her own health. Men with poor 
self-rated health were 2.3 times more likely to die 
than those who saw their health as excellent. For 
women, the difference was five times greater. The 
importance of self-reported health remained even 
when, health behaviors (smoking, drinking, and ex­
ercising), social ties (marriage and contacts with 
friends), and psychological state (happiness and 
depression) were controlled (18). 

It may be possible to improve health perceptions, 
attitudes, and beliefs through health care interven­
tions that target the psychosocial adaptation to dis­
ease. Consider the series of experiments conducted 
by Long and colleagues at the Stanford Arthritis 
Center. An arthritis self-management course was 
designed to help patients with arthritis cope better 
with the pain, disability, fear, and depression often 
associated with arthritis (19). The program consisted 

of si.N weeklv 2-honr sessions attended by patients 
and tlieir families and led b\ lav instructors, many of 
whom had arthritis themsehes. They learned basic 
information about the pathophysiology and treat­
ment of arthritis; strengthening and endurance exer­
cises; relaxation techniques: joint protection; nutri­
tion; and the interrelationship of stress, pain, and 
depression. 

The results were impressive. Compared with a 
control group (who had to wait 4 months before 
beginning the course), the participants demonstrated 
significantly greater knowledge, self-management 
behavior, and less pain. But why? The usual assump­
tion would be that knowledge increased, behavior 
changed (e.g., they performed more exercise and 
practiced the cognitive pain management tech­
niques), and reduced pain resulted. The problem 
was the data did not support this conclusion (20). 
The people who improved were not necessarily the 
ones who knew more about arthritis or changed their 
behaviors. What did predict those who would im­
prove? Carehjl interviews with participants sug­
gested that those who improved had a positive 
outlook and fell an enhanced sense of control regard­
ing their arthritis. Those who did not improve, even 
if they exercised, practiced cognitive pain manage­
ment, or changed their diet, felt "there was nothing 
they could do about their arthritis." 

The key difference seemed to be the person's 
perception of his or her own capacity to control or 
change arthritic symptoms. This perception of self-
efficacy reflects a person's own judgment and con­
viction that he or she can perform a specific action. 
The critical feature is the person's belief in his or her 
capacity, not what skills or capacities the person 
actually has. With regard to the improvement in 
arthritic symptoms, the best predictor was how 
likely the person thought he or she would be to 
improve. The arthritis self-management classes were 
accordingly reorganized to maximize this sense of 
self-efRcacy. The participants were encouraged to 
set their own goals, breaking them down in very 
small achievable steps to ensure success. Feeling 
confident that one is able to walk up two steps may 
be more helpful than being able to walk up a whole 
flight but thinking oneself incapable pf doing so. 
Successfully changing a self-selected behavior, any 
behavior, becomes a means to foster a sense of 
increased confidence. It may not matter what behav­
ior a person changes, as long as they are successful. 

At 4-year follow-up assessment, participants in 
the arthritis self-management program experienced a 
marked increase In self-efficacy, a 19% reduction in 
pain, and a 43% decrease torn baseline in physician 
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visits. The impro\ements in symptoms were signif-
••"antly correlated with perceived self-efficacy. The 

it of the intervention was $54 per person. Based 
1 the reduced physician visit rates, adjusted 4-year 

health care savings were $648 per person with rheu­
matoid arthritis and $189 per person with osteoar­
thritis. Given these figures, if only 1% of the patients 
in the United States with moderale-to-severe osteo­
arthritis of the hand (103,000) and only 1% of the 
patients with classic or definite rheumatoid arthritis 
(21,000) participated in the arthritis self-manage­
ment program, total discounted savings over 4 years 
would equal $19.5 million for osteoarthritis and 
$13.6 million for rheumatoid arthritis (21). 

There is a biology of self-confidence. When it 
comes to health promotion, a confident attitude may 
contribute as much or more to health as specific 
health behaviors. However, patients are often given 
prescriptions for behavior change—plans for new 
diets, exercise regimens, stress reduction tech­
niques, and so forth—that are difficult to carry out, 
leading to poor adherence and feelings of failure. 
What are the consequences of failing at a health 
behavior change? So much emphasis has been 
placed on changing life-styles and adopting "the 
good l ife" that what is often missed is that the 
feelings of success or failure may be as important or 
'ore important to health than the actual behaviors. 

BEYOND MEDICAL INTERVENTIONS: 
DEVELOPING COST-EFFECITVE 
PSYCHOSOCIAL INTERVENTIONS 

What goes on in a person's head—the thoughts 
and emotions—can have a dramatic effect on the 
onset of some diseases, the course of many, and the 
management of nearly all. Nearly one-t£lrd of pa­
tients who visit a doctor have bodily symptoms as an 
expression of psychological distress. Another third 
have medical conditions that result bom behavioral 
choices such as smoking, alcohol and drug abuse, 
poor diets, and so forth. Among the remaining pa­
tients wi th medical diseases such as arthritis, heart 
failure, or pneumonia, the course of their illness can 
be strongly influenced by their mood, coping skills, 
and social support -~ 

More and more studies point to simple, safe, and 
relatively inexpensive interventions that can dra­
matically improve health outcomes and reduce the 

1 for more expensive medical treatments. Far 
from a new miracle drug or medical technology, the 

bment is simply the targeted use of educational. 

behavioral, and psychological interventions in a 
medical setting. 

These interventions require more than just provid­
ing information to patients. Education through bro­
chures, videos, classes, self-help groups, and/or in­
dividual counseling sessions are accompanied by 
strategies that increase confidence, reduce isolation, 
and encourage patients to play an active role in their 
own health care. Patients' psychosocial and medical 
needs are addressed through stress management 
techniques, psychoeducation, psychotherapy, and 
emotional support. 

Rather than targeting specific diseases, these psy­
chosocial interventions may operate by influencing 
underlying, shared determinants of health. For ex­
ample, there seems to be a core set of attitudes, 
beliefs, and moods that predispose toward health in 
general. Variously termed hardiness (22), optimism 
(23, 24), self-efficacy (25), sense of coherence (26), 
sense of control (27), sense of connectedness (28, 
29), happiness (30), and pleasure (31). these core 
factors are related to a wide range of outcomes such 
as improved physical and mental health and health­
ier behaviors. They are also often associated with 
lower utilization of health care services. Interven­
tions that target a specific disease or condition may 
have a broader impact if these underlying attitudes, 
beliefs, and moods are positively affected. So even 
when specific information is imparted (e.g., knowl­
edge about fevers or asthma) or behaviors are 
changed (e.g., exercise regimens or use of asthma 
inhalers), the impact of the intervention on health 
outcomes, quality of life, or medical utilization may 
be due as much to general effects on sense of control, 
optimism, and mood as to changes in specific behav­
ioral mediators. This seems to hold whether the 
intervention addresses acute illness, psychosomatic 
complaints, chronic disease, cancer, surgery, or 
childbirth. Some examples follow. 

Self-Care for Minor Injuries and Acute Illnesses 

Patients have been viewed primarily as passive 
consumers of health care and health professionals'^' 
active providers of services that improve health 
outcomes. The usual image of the health care system 
is a pyramid with subspecialty care at the top and 
primary care physicians at the bottom. This incom­
plete image of the health care system is, in reality, 
only the professional care segment Professional care 
is just the tip of an iceberg with the much larger 
system of lay health care or self-care submerged 
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beneath the surface and hidden from view (Fipure 1) 
(32, 33). 

Consider the fact that, in any month, 75% of the 
general population experiences some kind of physi­
cal discomfort or symptom. Between 70% and 90% 
of these symptoms are self-diaj^mjseH anH coirrriT^-

j i ^ d without the help of heahT'pFoTessiongts-^^ 
_ 3 ^ If only 10% of these individUifi wgfe to f o r i ^ 
self-care and seek professional care, the demand for 
costly medical care would increase by nearly 50%, 
immediately swamping the health care system. 

At the same time, it is estimated that at least 25% 
of physician office visits are for problems that pa­
tients could treat themselves (36). If self-care in­
creased by even a small percentage aLlhic omounf, 
such as 5%, (he demand for expensive professional 
services could he reduced by neariy 25%. This 
suggests that it may be possible to improve health 
while reducing health care costs simply by helping 
patients to care for themselves, i.e., knowing when to 
seek professional advice and when and how to use 
self-care. Once consumers are viewed in their role as 
providers of care, practical and safe methods of 
self-care could be developed and disseminated. A 
vital fiinction of the health care system then becomes 
increasing self-care competence and empowering 
patients to become active partners in health care (37 
38). 

To evaluate whetiier self-care education affects 
how patients use medical services, tiie Rhode Island 
Group Health Association, a healOi maintenance 
organization (HMO), conducted a large, prospective, 
randomized, controlled trial. Patients were offered a 
self-care book, a telephone information service, and 
individual counseling by a trained nurse. The self-
care guide contained algorithms for nearly 100 com­
mon symptoms and problems (39). It informed pa­
tients when to call a physician and when and how to 
provide home b-eatment. The telephone infonnation 

service was hardly used, but the program as a whole 
reduced visits for minor illness hv 35% while total 
use of ambulatory care was reduced by 17%. Fur­
thermore, there was no evidence that the health of 
patients sufTered as a result of following self-care 
information and visiting the doctor less often. The 
program saved $2.50 in medical costs for every $1 
spent on self-care education (40). 

Fever is the chief complaint in nearly 25% of all 
acute pediatric office visits. A study was conducted 
at Kaiser Permanente in Southern California to de­
termine whether an office health education program 
designed to increase knowledge, skills, and sense of 
confidence about fever in children could affect how 
parents use medical care (41). In this randomized 
clinical trial, 500 families who visited the doctor 
with a feverish child younger than 13 years old were 
divided into two groups. Only one group was shown 
a 10-minute slide presentation on fever called "Fever 
in Children: Fears & Facts." This audiovisual presen­
tation addressed not only the factual information 
deficit but sensitively redirected the fear and emo­
tional responses of parents with a sick child. Partic­
ipants in both groups were seen individually by a 
physician. Al l were given a pamphlet covering all 
the major points of the slide presentation and had 
the opportunity to ask questions triggered by the 
pamphlet. Over the 8-month follow-up period, the 
group that watched Oie audiovisual presentation 
made 35% fewer visits for fever and 25% fewer visits 
for all acute illnesses than Uie group that only 
received a pamphlet. Clearly, informing and reassur­
ing parents with an innovative audiovisual approach 
had a significant impact. 

People are not just consiuners of health care, they 
are tiie true primary care providers in tiie healtii care 
system. Increasing tiie confidence and skills of tiiese 
primary care providers can make healtii and eco­
nomic sense. 

Professional Care 
20% 

Fig. 1. The hidden health care cystenL 

Psychosomatic Complaints and Stress-Related 
Disorders 

Physical discomfort resulting fitim psychological 
distress is one of the more common reasons why 
people seek medical care. A 20-year study at Kaiser 
Permanente concluded that more than 60% of all 
naedical visits were by the "worried wel l" with no 
diagnosable disorder (42). Other estimates are that 
25% to 50% of visits to doctors are for problems 
primarily with psychosocial origins. 

Many people have physical symptoms ranging 
from headaches to sleep disorders to gastrointestinal 
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disturbances as expressions of psvchological dis-
'"""s. Several reviews suggest that pro\ iding mental 

th services to address the psychosocial causes of 
-se symptoms sometimes results in .reduced med­

ical utilization (43, 44). The savings from reduced 
medical utilization often seems to offset the addi­
tional cost of the mental health services—a finding 
that has been called "the medical cost-offset effect" 
(45, 46). 

One study at the Harvard Community Health Plan 
focused on high-utilizing primary care patients who 
experienced physical symptoms with significant 
psychosocial components (47). The study investi­
gated the effectiveness of behavioral medicine inter­
ventions aimed at helping patients change their 
attitudes, beliefs, and moods. The interventions fo­
cused on the mind/body relationship and offered 
patients educational materials, relaxation-response 
training, and awareness training. They included spe­
cial techniques for recognizing and changing dis­
tressing thought patterns. These groups were com­
pared with a randomized control group that received 
only information about stress management. These 
behavioral medicine groups met once a week for 6 
weeks in 90-minute sessions in which the skills were 
practiced. The information-only group held just two 
90-minute sessions 2 weeks apart. 

^tients in the information-only group experi-
i no significant changes in physical symptoms, 

^Is of psychological distress, and number of visits 
to the HMO before and after treatment. After 6 
months, patients in the behavioral medicine groups 
reported less physical and psychological discomfort 
and had roughly two fewer visits to the health plan 
than did the patients in the control group. The 
estimated net savings to the HMO above the cost of 
the intervention for the 46 behavioral medicine 
patients was $85 per participant over the 6-month 
follow-up. 

Chronic Pain 

Every year, millions of people with chronic pain 
make repeated visits to doctors at great expense to 
themselves and the health care system. They hope 
for a definitive diagnosis, reUef from pain, and 
improved function. They are often disappointed. 

A systematic behavioral group program designed 
to help people cope with the physical and psycho­
logical stress of chronic pain seems to make a differ­
ence—at a fraction of the cost of the unproductive 
medical visits. One study focused on the effects of a 

o intervention with 109 patients who had been 

living with chronic pain for an average of G.5 venrs 
(48). Their pain conditions included headaches, 
backaches, stomachaches, and neck pain. The pa­
tients attended a 90-minute group meetings led by a 
physician and psychologist once a week for 10 
weeks. 

During the 10 sessions, patients learned about the 
physiology of pain, medical and behavioral treat­
ment approaches, the relaxation response, \oga ex­
ercises, communication skills, goal-setting strate­
gies, problem-solving skills, and how to avoid 
distress-producing thoughts. Homework entailed 
keeping daily pain diaries, assessing medication use, 
practicing the relaxation response, listening to a 
relaxation audio tape, and scheduling pleasurable 
activities. 

In reviewing patients' status and clinic visits 1 
yecir before the program and 1 to 2 years after, it 
became apparent that behavioral intervention did 
not make the pain go away but did decrease negative 
psychological symptoms such as anxiety, depres­
sion, and hostility. Furthermore, clinic visits de­
creased by 36% in the 1st and 2nd year after the 
program. The program cost about $1000 per group or 
$11,000 for all 109 patients. However, the net sav­
ings in clinic visits alone was estimated to average 
$110 per patient in the 1st year and an additional 
$210 per patient in the 2nd year after the behavioral 
intervention. These estimates do not include savings 
from reductions in prescription drugs and "reassiu"-
ing" diagnostic tests. 

Given the potential of such interventions to reduce 
patient suffering and costly, unnecessary, and poten­
tially harmful medical treatments, it is unfortunate 
that so few patients receive this type of treatment for 
chronic pain. 

Chronic Disease 

The promising findings from the Arthritis Self-
Management Program described earlier are now be­
ing extended in the Chronic Disease Self-Manage­
ment Program to mixed groups of patients with a 
variety of chronic diseases such as heart disease, 
lung disease, stroke, and arthritis. This collaborativê ,̂  
5-year trial is sponsored by the Stanford Patient 
Education Research Center and Kaiser Permanente 
Medical Care Program in Northern California. The 
intervention consists of a patient self-management 
handbook and seven weekly 2-hour small group 
sessions led by lay leaders, many of whom have one 
or more chronic conditions (49). The focus of the 
group sessions is not on the specific diseases or 
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conditions. Rather, it is on the shared determinants 
of functioning and living well with a chronic condi­
tion. The program content concentrates on patient's 
perceived needs and self-management options for 
common problems and symptoms such as pain, 
fatigue, sleeping problems, anger, and depression, 

. which cut across specific diagnoses. Patients learn 
skills to maximize their functioning and ability to 
carry out normal daily activities. They also leam 
how to manage the emotional changes brought about 
by illness such as anger, depression, uncertainty 
about the future, changed expectations and goals, 
and isolation. Even patients with high levels of 
social support may feel isolated within their life as a 
person with a chronic disease. Group sharing helps 
reduce feelings of isolation. The group interaction 
also improves participants' sense of their own capa­
bilities by putting their disabilities in perspective 
through the process of social comparison, i.e., 
"things could be worse, I could have. . . . " 

Rather than providing solutions for problems, the 
sessions are highly interactive, involving practice 
and feedback in decision-making and problem-solv­
ing skills. Similarly, the focus is on increasing pa­
tients' self-efficacy and confidence in their ability to 
manage their condition. Patients also develop skills 
to enhance physician/patient partnership by moni­
toring and accurately reporting changes in their 
condition and actively sharing concerns, questions, 
and treatment preferences. Although health profes­
sionals are primarily responsible for medical man­
agement of the disease, tiie patient is primarily 
responsible for the day to day management of the 
illness. In the domain of living with a chronic 
disease, the patient becomes the expert. 

The desired outcomes of the intervention again 
reflect a focus primarily on quality of life, functional 
status, emotional well-being, and health care utiliza­
tion rather than just disease'-specific outcomes or 
prescribed health behaviors. The preliminary results 
frtim this 5-year study are encouraging (50). Despite 
modest increases in disability (i.e., the chronic dis­
eases continue to progress), patients tend to report 
less distress, increased confidence, and fewer days 
of hospitalization. 

Cancer 

There is littie doubt that psychosocial support 
groups for patients vrith cancer can reduce emo­
tional-distress and pain and enhance coping and 
quality of life. Whether these interventions can In­
fluence physical health, i.e., decrease cancer pro­

gression, recurrence, and survival, is still actively 
debated (51). 

A recent study by Fawzy et al. (52) provides strong 
evidence for the impact of psychoeducation on can­
cer survival. The study involved 68 patients with 
malignant melanoma who all underwent standard 
initial surgical treatment. One-half were randomized 
to a control group; the other half underwent a struc­
tured psychiatric group intervention within several 
months of the original diagnosis and initial surgical 
treatment. Groups of seven to 10 patients met in 
90-minute sessions once a week for 6 weeks to focus 
on four components: a) education about melanoma, 
sun protection, and healthy nutrition; b) stress man­
agement, including personal stress awareness and 
relaxation techniques; c) coping and problem-solv­
ing skills; and d) psychological support from staff 
and other patients. 

At 6 months, the group participants had improved 
coping ability, reduced psychological distress, and 
improved immune function. The most striking re­
sults appeared 6 years after the initial diagnosis and 
treatment. Only three of the 34 of patients in the 
psychosocial groups died compared with 10 of 34 in 
the control group, a 60% reduction in deatii rate. The 
group patients also tended to have fewer instances of 
recurrence; just seven of 34 experienced recurrence 
compared with 13 of 34 control patients. 

There are a number of possible explanations for 
these results. Intervention may have fostered im­
proved health habits such as more careful sun pro­
tection, better nutrition, and regular exercise. Effec­
tive coping may have improved physician-patient 
communication and adherence to treatment and fol­
low-up regimens. Patients may have learned to man­
age stress more effectively through problem solving, 
changing attitudes toward minor daily stressors, or 
altering their physiological response to stress 
through relaxation techniques. Group patients also 
received a great deal of social support. They could 
express their feelings finely to an imderstanding and 
sympathetic audience and hear how others were 
dealing with the same disease. Survivors also 
showed more active coping skills. They attempted to 
change some aspect of their illness with exercise, 
relaxation techniques, and regular fqllow-up visits 
with their physicians. Those patients who used 
avoidance coping such as avoiding others, hiding 
feelings, or refusing to think about their illness 
tended to have more recurrence and lower survival 
rates. 

The study revealed one imexpected finding. Pa­
tients who reported higher levels of emotional dis­
tress at the time of diagnosis and treatment had 
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lower rates of recurrence and death. Patients will-
•be highest risk were those who minimized and 

xpressed little distress. Distress in the face of life-
threatening illness is appropriate and may help 
motivate patients to mobilize coping resources and 
behaviors. Denial may be helphil immediately after 
diagnosis, but persistent denial may interfere with 
this essential mobilization process. These findings 
suggest the need to tailor intervention strategies to 
the specific psychosocial needs of patients. Those 
with high emotional distress but low active coping 
need help to improve their coping skills. Those with 
high distress and high levels of coping need rein­
forcement of the positive role of distress. The most 
difficult challenge wi l l be to design interventions for 
the highest-risk patients, i.e., those with low levels 
of distress and coping. These patients are the least 
prepared to deal with life-threatening disease. They 
are also least likely to see the need for psychosocial 
interventions. 

Surgery 

Americans undergo more surgery than any other 
people in the world. Each year surgical procedures 
are performed on more than 25 million Americans. 
The speed of recovery and length of hospital stay is 
influenced by many factors, including how well the 
patient is prepared to deal with the psychological 
impact of surgery. 

A meta-analysis was done on 191 studies con­
ducted between 1963 and 1989 of the effects of 
psychoeducational interventions on the recovery, 
postsurgical pain, and psychological distress of 
adult surgical patients (53). The operations in these 
studies were both minor and major, including ab­
dominal (gall bladder, bowel, or gastric) and thoracic 
(heart and lung). The interventions -were in tiiree 
broad categories: a) health care information, i.e., 
details about what would be done before and after 
surgery, timing of the various procedures and activ­
ities, and the functions and roles of various health 
care providers; b) skill-building exercises for cough­
ing, breathing, and relaxation; and c) psychosocial 
support, Le., identifying and attempting to alleviate 
patient concerns, providing reassurance, encourag­
ing patients to ask questions throtighout hospitaliza­
tion, and shaping specific expectations of Tecoveiy. 

Nearly 80% of the studies indicated beneficial 
effects from the various interventions. Length of stay 
was decreased by an average of 1.5 days even in the 
studies conducted during the late-1980s when 
changes in hospital reimbursement had already in­

creased the pressure to sliorlen hospiinl liMV îli nl 
stay. Additional studies by Bennett et al (54) at the 
University of California, Davis, suggest that an im­
portant component of psychological preparation for 
surgery involves boosting confidence by giving pa­
tients specific physiological suggestions to prompt 
recovery. In one study, blood loss was reduced by 
50% in patients given specific verbal instructions to 
control blood flow during surgery compared with 
those given general relaxation instructions or no 
special preparation. Similariy, in patients undergo­
ing abdominal surgery, those who received specific 
verbal suggestions about restoring bowel function 
recovered more quickly and were discharged from 
the hospital eariier than those who received general 
preoperative instructions and reassurance (55). 

Attending to psychological issues after surgical 
procedures can also pay off. A study at Mount Sinai 
Medical Center in New York and Northwestern Me­
morial Hospital in Chicago evaluated psychiatric 
screening and consultation for 452 patients 65 years 
or older admitted for surgical repair of a fractured 
hip (56). These interventions led to early detection of 
psychiatric problems, better psychological care, and 
eariier hospital discharge by nearly 2 days on aver­
age. The psychiatric intervention resulted in cost 
savings of neariy $1300 per patient. 

Despite the potential for significant savings and 
improvement in outcomes, such programs are not 
routinely provided to surgical patients in most hos­
pitals. 

Childbirth 

Cesarean section is the most common surgical 
procedure performed in the United States, affecting 
about one in every five deliveries. Delivery by cesar­
ean section extends the hospital stay of motiier and 
child and increases the risk of matemarinfection 
arid other complications. 

Five studies conducted in Guatemala, Canada, the 
United States, and South Afiica have confirmed that 
the continuous presence of a supportive woman 
during labor and delivery can reduce the need for 
cesarean section, shorten labor and delivery, and 
reduce perinatal problems (57). In all cases, tiie 
mothers were healthy women with a normal preg­
nancy who were giving birth for the first time. The 
intervention was a doula, i.e., a trained lay person 
who provided emotional support that consisted of 
praise, reassurance, physical contact (such as rub­
bing the mother's back or holding her), explanations 
of what was happening, and a continuous presence. 
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Although far from ideal, in these studies, the women 
in labor met their doulas for the first time only after 
they were admitted to the hospital. 

One of these studies took place at jefferson Davis 
Hospital in Houston, Texas. Participants were di­
vided into three groups: a control group, an observed 
group to measure the potential supportive effects of 
a passive observer, and a group actively supported 
by doulas (58). Of the 204 patients in the control 
group, 18% underwent cesarean sections. Of the 212 
in the group supported by doulas, only 8% had 
cesarean sections, a reduction of 56%. The presence 
of a doula also resulted in other benefits. Epidural 
anesthesia was reduced by 85%. Labor was an aver­
age of 2 hours shorter, and only one-half as many 
babies required more than 48 hours of hospitaliza­
tion because of neonatal problems. 

A meta-analysis of all five doula studies showed 
that the presence of the doula reduced the length of 
labor by 25%; the odds of having a cesarean section 
by 34% to 67%; and the odds of needing analgesia by 
1% to 47%, oxytocin by 43% to 68%, and forceps by 
35% to 82%> (54). This, in turn, reduced the lengUi of 
hospital stay and the rate of complications among 
newborns. Meanwhile, the average cost of the doula 
was $200. This is another striking example of how 
making health care more humane and attentive to 
patient's psychosocial needs may improve health 
outcomes and generate cost savings. 

SUMMARY 

Evidence is mounting that addressing the psycho­
logical and educational needs of patients makes 
economic and health sense. If there were a drug or 
surgical procedure that could reduce total ambula­
tory care visits, decrease postsurgical length of stay, 
reduce cesarean section rates, or decrease death rates 
bom malignant melanoma, this medical intervention 
would be widely accepted and utilized with littie 
hesitation. The beliefs and biases that delay and 
retard the use of psychosocial interventions need to 
be challenged (59, 60). This brief review of psycho­
social interventions suggests that health care provid­
ers can i l l afford to treat patients simply as disor­
dered machines whose health can be restored with 
physical or chemical interventions alone. Indeed, a 
burgeoning field of lay literature and self-help 
groups suggests that many patients are ready, w i l l ­
ing, and even demanding that mind/body health 
techniques be considered as part of the treatment of 
the whole person (61-73). 

Health care can be reformed by helping patients 

manage not just their disease but also common 
underlying needs for psychosocial support, coping 
skills, and sense of control. Patients can be offered 
real choices that build confidence in living with and 
managing illnesses. Patients and health profession­
als alike can develop more realistic expectations 
about the limitations of biomedical cures and a 
better appreciation for the vital role of patient par­
ticipation and responsibility in managing health 
(74). 

Psychosocial interventions can be successfully in­
tegrated into health care as a complement to biomed­
icine. Rather than targeting specific diseases or be­
havioral risk factors, psychosocial interventions may 
influence underlying, shared determinants of health 
such as attitudes, beliefs, and moods that predispose 
toward health in general. Although the health care 
system cannot be expected to address all the psycho­
social needs of people, clinical intervention can be 
brought into belter alignment with the emerging 
evidence on shared psychosocial determinants of 
health by providing services that improve adaptation 
to illness and quality of life. By offering information, 
emotional support, and skill training, people can be 
encouraged to participate as active partners in health 
care. The result seems to be healthier patients and, 
potentially, lower health care costs. 
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O B J E C T I V E S . T h i s s t u d y eva lua ted the effec­
t iveness (changes in hea l th b e h a v i o r s , heal th 
s ta tus , a n d hea l th s e r v i c e u l i l i z a l i o n ) of a 
s e l f - m a n a g e m e n i p r o g r a m for c h r o n i c d i s ­
ease d e s i g n e d for u s e w i t h a he te rogeneous 
group of c h r o n i c d i s e a s e pa t ien ts . It a lso ex­
p lored the d i f fe ren t ia l e f f ec t i ven ess of the in ­
tervent ion for s u b j e c t s w i t h s p e c i f i c d i s e a s e s 
and c o m o r b i d i t i e s . 

M E T H O D S . T h e s t u d y w a s a s i x - m o n t h ran­
d o m i z e d , c o n t r o l l e d tr ial al c o m m u n i t y -
based s i t es c o m p a r i n g treatment s u b j e c t s 
w i th w a i t - l i s t contro l s u b j e c t s . Par t i c ipants 
were 952 pat ients 40 years of age or o lder w i th 
a p h y s i c i a n - c o n f i r m e d d i a g n o s i s of heart d i s ­
ease, l u n g d i s e a s e , s t roke , or ar thr i t is . H e a l l h 
b e h a v i o r s , hea l th s ta tus , a n d hea l th s e r v i c e 
u l i l i z a l i o n , as d e t e r m i n e d by m a i l e d , s e l f - a d ­
min is te red q u e s t i o n n a i r e s , w e r e m e a s u r e d . 

R E S U L T S . T r e a t m e n t s u b j e c t s , w h e n c o m ­
pared w i t h c o n t r o l s u b j e c t s , d e m o n s t r a t e d 

i m p r o v e m e n t s al 6 m o n t h s in w e e k l y m i n u t e s 
of e x e r c i s e , f r e q u e n c y of c o g n i t i v e s y m p t o m 
m a n a g e m e n t , c o m m u n i c a t i o n w i t h p h y s i ­
c i a n s , se l f - repor ted hea l th , hea l th d i s t r e s s , fa­
t igue , d i s a b i l i t y , a n d s o c i a l / r o l e a c t i v i t i e s 
l im i ta t ions . T h e y a lso had fewer h o s p i t a l i z a ­
t ions and d a y s in the h o s p i t a l . No d i f f e rences 
w e r e f o u n d in p a i n / p h y s i c a l d i s c o m f o r t , 
s h o r t n e s s of breath , or p s y c h o l o g i c a l w e l l - b e ­
ing. 

C O N C L U S I O N S . A n i n t e r v e n t i o n d e s i g n e d 
s p e c i f i c a l l y to meet the n e e d s of a heteroge­
n e o u s g r o u p of c h r o n i c d i s e a s e pat ients , i n ­
c l u d i n g those w i th c o m o r b i d c o n d i t i o n s , w a s 
f e a s i b l e a n d b e n e f i c i a l b e y o n d u s u a l care in 
te rms of i m p r o v e d heal th b e h a v i o r s a n d 
h e a l l h s tatus. It a lso resu l ted in f e w e r h o s p i ­
ta l i za t ions a n d d a y s of h o s p i t a l i z a t i o n . 

K e y w o r d s : c h r o n i c d i s e a s e ; s e l f - m a n a g e ­
ment ; pat ient e d u c a t i o n ; cost; u t i l i z a t i o n . 
( M e d C a r e 1999;37:5-141 

As the average age of our popu la t i on increases, 

so does the prevalence of ch ron ic disease, it Is 

n o w es t ima ted that peop le aged 60 years and 

o lder have, o n average, 2.2 ch ron ic cond i t i ons . ' 

Chron ic disease is responsib le for a lmost 70% of 

heal th care expend i tu res . ' 
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There are many examples of h o w pat ient e d u ­

ca t ion p rog rams for specif ic ch ron ic c o n d i t i o n s 

have increased hea l th fu l behav iors , i m p r o v e d 

hea l th status, and /o r decreased hea l th care costs 

of their par t ic ipants. A n excellent b ib l iography of 

more than 400 such pat ient educa l ion studies has 
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been published recently To date, few of the stud­
ies have dealt with more than one disease or with 
the problems of comorbidity. Rather, each patient 
education intervention has been disease-specific. 

With the emergence of chronic disease as the 
largest threat to health status and the largest 
cause of health care expenditures, the potential 
role of patient self-management assumes In­
creased Importance If benefits can be shown 
from an Inexpensive, repllcable self-management 
program, such programs might be a useful part of 
a therapeutic regime. Our study explored this 
possibility. It differed from previous self-manage­
ment studies in that It: (1) placed subjects with 
different chronic diseases and different combina­
tions of comorbid diseases in the same program al 
the same time; (2) utilized a randomized, control­
led design; and (3) measured outcomes in terms 
of behaviors, health status, and health service 
utilization. Although former patient self-manage­
ment education studies had one or more of these 
attributes, none have had all three. 

The objectives of the study were to evaluate the 
effectiveness (changes in health behaviors, health 
status, and health service utilization) of a self-
management program for chronic disease de­
signed for use with a heterogeneous group of 
chronic disease patients and to explore the differ­
ential effectiveness of the Intervention for sub­
jects with specific diseases and comorbidities. The 
experience during 6 months wnth the 952 patients 
with heart disease, lung disease, stroke, or arthri­
tis is reported here 

Methods 

The Chronic Disease Self-Management Pro­
gram (CDSMP) is a community-based patient 
self-management education course. Three princi­
pal assumptions underlie the CDSMP: (1) pa­
tients with different chronic diseases have similar 
self-management problems and disease-related 
tasks; (2) patients can learn to take responsibility 
for the day-to-day management of their dls-
ease(s); and (3) confident, knowledgeable pa­
tients practicing self-management will experience 
Improved health status and wil l utilize fewer 
health care resources. Other assumptions that 
shaped the program were that: (1) patient self-
management education should be Inexpensive 
and widel)' available; (2) trained lay persons with 
chronic conditions could effectively deliver a 
structured patient education program; and (3) 

such lay Instructors would be acceptable to both 
patients and health professionals. There is re­
search evidence that positive role models (In this 
case, lay leaders with similar backgiounds and 
disease problems) Increase patients'self-efficacy 
or confidence in their ability to manage their dls-

Needs Assessment 

The content and methodolog)' of the CDSMP 
were based on two needs assessments. The first 
was a literature review of existing chronic disease 
patient education programs.^ The purpose of this 
review was to identify common topics taught 
across chronic disease courses. In a review of 
more than 70 articles, the authors found 12 com­
mon tasks: recognizing and acting on symptoms, 
using medication correctly, managing emergen­
cies, maintaining nutrit ion and diet, maintaining 
adequate exercise, giving up smoking using stress 
reducftDii techniques, interacting effectively with 
health care providers, using community re­
sources, adapting to work, managing relations 
with significant others, and managing psycho­
logical responses to Illness. 

The second needs assessment sought informa­
tion from 11 focus groups.Fbrticipants included 
people older than 40 years with chronic diseases. 
Participants were invited to: (1) describe their dis-
ease(s) and what they thought caused them; (2) 
explain their feelings and beliefs about getting 
older; (3) describe the physical, social, and emo­
tional impacts of chronic disease on their lives 
and the lives of their families; (4) describe how 
they coped with the problems caused by their dls-
ease(s); and (5) elaborate on their fears, hopes, 
and wishes for the future. Theme analysis from 
these groups'responses was used to shape both 
the content of the CDSMP and the process of in­
struction. 

Chronic Disease Self-Management 
Program Design 

The topics covered in the CDSMP included: ex­
ercise; use of cognitive symptom management 
techniques; nutrit ion; fatigue and sleep manage­
ment; use of community resources; use of medi­
cations; dealing with the emotions of fear, anger, 
and depression; communication with others in­
cluding health professionals; problem-solving; 
and decision-making The content of the course 
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has been published as Living a Healthy Life with 
Chronic Conditions.' This book was used as a te.xt 
for course participants. 

The process of leaching the course Is based on 
Self-Efficacy Theor)'. It incorporates strategies 
suggested by Bandura to enhance self-efficacy'' 
These include weekly action planning and feed­
back, modeling of behaviors and problem-solving 
by participants for one another, relnterpretatlon 
of symptoms by giving many possible causes for 
each symptom as well as several different man­
agement techniques, group problem-solving, and 
individual decision-making. The leaders act more 
as facilitators than as lecturers. For example, 
rather than prescribing specific behavior changes, 
they assist participants In making management 
choices and achieving success In reaching self-se­
lected goals. The process is documented in a de­
tailed protocol, Chronic Disease Self-Manage­
ment Leader's Manual. ' 

Each course had 10 to 15 participants of mixed 
ages and diagnoses, including family members if 
they wished to attend. Each course was taught by 
a pair of trained, volunteer lay leaders. The 87 
leaders received 20 hours of training with the de­
tailed teaching manual. They ranged in age from 
21 to 80 years (82% were older than 40).' Sev­
enty-one percent of the leaders had one or more 
chronic diseases, 23% were health professionals, 
and 15% were students. Few had previous experi­
ence in health education. On average, leaders 
taught 2.4 courses. The program was given In 
seven weeklv 2.5-hour sessions. 

Entry Criteria 

To enter the study, subjects had their physician 
confirm a diagnosis of chronic lung disease 
(asthma, chronic bronchitis, or emphysema), 
heart disease (coronary artery disease or conges­
tive heart failure), stroke (completed cerebrovas­
cular accident with neurologic handicap and nor­
mal mentation), or chronic arthritis. In addition to 
at least one of the above conditions, they could 
have other conditions. Patients with compro­
mised mentation, cancer patients who received 
chemotherapy or radiation within the past year, 
and persons younger than 40 years of age were 
excluded. Subjects'physicians and hospitals were 
not Informed as to their study status (treatment or 
control). 

Recruitment and Randomization 

Subjects were recruited using public service an­
nouncements in the mass media, referrals from 
flyers left In physicians' offices and community 
clinics, posters at senior citizen centers, an­
nouncements in health maintenance organiza­
tion (HMO) patient newsletters, and referrals 
from county government employers. Before fill ing 
out their Initial questionnaire and before ran­
domization, all subjects were told they would 
either receive the course immediately or after 
serving as a control for 6 months. 

To assure that the program would be easily ac­
cessible to patients. It was held In multiple com­
munity' sites In a four county area. Programs were 
held In churches, senior and community centers, 
public libraries, and health care facilities. In addi­
tion, programs were planned at varied times for 
the convenience of patients Including late morn­
ings, early afternoons, evenings, and Saturday 
mornings. The project was approved by the insti­
tutional Committee for the Protection of Human 
Subjects In Research All participants gave written 
informed consent. After each subject's physl-
cian(s) had supplied a diagnosis and after each 
subject had completed a consent form and base­
line questionnaire, participants were randomized 
to treatment or control status. Randomization 
was conducted serially. After all subjects had ap­
plied to a specific site, typically 16 to 30 subjects, 
ihe randomization ratio (treatment versus con­
trols) was determined so as to assure no fewer 
than 10 and no more than 15 treatment subjects. 
Thus, In some sites the ratio of treatmenl-to-con-
trol subjects was 4:6, whereas in others it was 7:3. 
This randomization method resulted in an overall 
6:4 ratio. 

Outcome Measures 

There were three primary classifications of out­
come variables: health behaviors, health status, and 
health service utilization. Data were collected by 
previously tested self-administered, mailed ques­
tionnaires. To minimize acquiescent response, data 
collection was completely separate from the inter­
vention and carried out by persons who did not 
know the subjects or their treatment status. Meas­
ures included the self-rated health scale used in the 
National Health Interview Survey and a modified 
version of the Health Assessment Questionnaire 
(HAQ) disability scale. ' " " The psychological 
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well-being scale, also known as the MHl-5, which 
Is part of the SF-36, as well as the SF-20, was 
u s e d . ' ' T h e pain and physical discomfort scale 
was an adaptation of the Medical Outcomes 
Study (MOS) pain scale; it was modified to in­
clude physical discomfort.'"' The energy/fatigue 
scale was the scale used in the long-form MOS, 
and the health distress scale was a slightly modi­
fied version of the MOS health distress scale. 
The remaining measures (ie, duration of exercise, 
use of cognitive symptom management, commu­
nication with physicians, social/role activity l imi­
tations, shortness of breath, and utilization fneas-
ures) were developed and tested for this study 
Definitions of all measures and information on 
their reliability and valldit)' are presented else­
where.The magnitude of the correlations among 
the health status scales ranged from 0.14 to 0.60 
(median, 0.43). The highest correlation was be­
tween psychological well-being and health dis­
tress (0.60) 

Subjects were assessed for three types of health 
utilization: visits to physicians, including visits to 
the emergency room (ER), visits to hospitals dur­
ing the past 6 months, and the number of nights 
spent In a hospital. For each category, they re­
ported how often they used these health services. 
The self-reported data for 200 subjects who were 
H M O members were validated against auto­
mated medical records. Outpatient self-reported 
visits were associated with the medical record vis­
its {r = 0 64) and ER visits (r = 0.60). We found that 
patients often included urgent care and after-hour 
visits with ER visits Instead of counting these as 
outpatient visits. Thus, Ihe data for all subjects'ER 
visits were combined with data for outpatient 
physician visits When combined, the self-re­
ported data for outpatient visits correlated (r = 
0.70) with medical records. We found errors made 
both by patients and by the automated record sys­
tem. Patients tended to underreport recorded vis-
Its by approximately 17%. Conversely, the system 
sometimes overreported visits. For example, a 
subject who received numerous allergy injections 
from a nurse was reported by the system to have 
had a physician visit for each injection. For days in 
hospital, medical records correlated with patient 
self-report (r = 0.83). 

Analyses 

The primar)' analysis compared 6-month out­
comes betiveen the treatment and control groups 

on each outcome variable using analysis of co-
variance on endpoint scores, controlling for the 
baseline value of the study variable, as well as age, 
sex, education, and marital status The endpoint 
data were examined by analysis of covariance for 
variation among the 108 CDSM programs In 
which participants were taught; between-pro-
gram variation In effects was found to be minimal 
and did not influence overall conclusions. There 
fore, treatment and control data were aggregated 
across programs of instruction. 

The secondary analyses determined if the in­
tervention had different outcomes for those with 
different diseases Two-way analyses of variance 
were utilized, testing for the interaction of disease 
by treatment status (treatment/control). 

Results 

Primary Results 

Of the U 4 0 subjects who entered the study (ie, 
were randomized to treatment [n = 664] or to 
control status [n = 476]), 952 183%] completed the 
6-month study. Of the treatment subjects, 84% 
completed 6 months compared with 82% of the 
control subjects. Treatment subjects completing 6-
month data attended an average of 5.5 of the 
seven program sessions. Of those treatment sub­
jects not completing 6-month data, 1.2% had 
died, 3.4% were too ill tocontlnue, and 11.4% had 
unknown reasons. For the control subjects, Ihe re­
spective percentages were 0.81, 7.8, and 9.4. 
Comparing baseline data for subjects who com­
pleted 6-month data with those who did not, the 
noncomplefers had significantly fewer minutes of 
aerobic exercise per week and higher levels of ac­
tivity limitation, pain/physical discomfort, fatigue, 
and health distress than did those who completed 
the 6 months (P < 0.05); however, there were no 
statistically significant differences between the 
treatment and control subjects at study entry on 
any variable. Table 1 presents the demographic 
and disease characteristics of study participants 
completing the study. Only marital status was sig­
nificantly different (P < 0.05). Table 2 gives base-, 
line data and mean 6-month uncorrected change 
scores for the CDSMP treatment subjects and 
the control subjects As cornpared with controls, 
the treatment group demonstrated significant 
improvement In all four health behavior vari­
ables (P < 0.01; number of minutes per week of 
stretching/strengthening and aerobic exercise; in-
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TABLE 1. Subject Characteristics 

Treatment 

(n = 561) 

Control 

(n = 391) 

Mean age (years) 65.6 65.0 

Age range 40-90 40-89 

Median/Mode 65.5/71 65.5/71 

% Female 65 64 

Mean education (years) 15 15 

% < 12yrs 27 27 

% 13-15 )TS 28 25 

% 16yrs 16 21 

% > 16 yrs 29 27 

% Married 54.1 59.1 ' 

% White 91.4 88.8 

Diseases 

% Heart disease 31 35 

% Lung disease 46 43 

% Arthrit is 56 53 

% Stroke 10 12 

Mean number diseases 2.2 2.3 

Provider 

% Covered by H M O 57 55 

% Private fee for service 35 35 

% Govt, only (Medicare, 8 10 
Medical, and CFIAMPUS 
VA) 

•Z^. P< 005. 

creased practice of cognitive symptom manage­
ment; and improved communication with their 
physician). They also demonstrated significant 
improvement in five of the health status variables 
(self-rated heallh, disability, social/role activities 
limitation, energy/fatigue, and health distress; P < 
0.02). No significant differences were demon­
strated for pain and physical discomfort, short­
ness of breath, or for psychological well-being. 
The treatment group, as compared with the con­
trol group, had fewer hospitalizations (P < 0.05) 
and spent, on average, 0.8 fewer nights in the 
hospital (P = 0.01). There were no significant dif­
ferences in visits to physicians (P = 0.11). 

An Intent to treat analysis also was conducted 
that included 1,128 subjects. Baseline (entry) data 
were used at 6 months for the 176 subjects (drop 
outs) who did not complete 6-month data. (The 
eight treatment and four control subjects who 
died were excluded.) In this analysis, all prob-

ablllts' values remained unchanged, although the 
change scores were reduced slightly for both the 
treatment and control groups. For example, the 
changes In communication with physicians were 
0.22 for treatment subjects compared with 0.09 
for controls, health distress was -0.20 for the 
treatment subjects compared with -0.06 for con­
trols, and nights In hospital was -0.22 for treat­
ment subjects compared with 0.46 for controls. 

Of the 391 control subjects who completed the 
6-montl i randomized study, 283 (72%) chose to 
take the CDSMP Of these, 237 provided 6-month 
post-CDSMP endpoint data. Using matched pair 
/ tests comparing data before starting the CDSMP 
and 6 months after starting the program, this 
group increased their aerobic exercise and use of 
coping strategies (P < 0.05). They also decreased 
their disability and health distress while increas­
ing their social and role activities (P < 0.05). Visits 
to physicians decreased by 0.98 (P < 0.05). The 
group had fewer visits to hospitals and 0.65 fewer 
days In hospital (P < 0.05). Changes in other study 
variables listed in Table 2 were not significant, al­
though all demonstrated a trend toward Improve 
menf. Thus, it appears that by taking the CDSMR 
control subjects reversed many of the trends to­
ward worsening health demonstrated during the 
6-month randomized trial. 

Secondary Results 

Tables 3 and 4 present baseline data and 6-
month change scores for treatment and control 
subjects In the various disease categories: those 
whose only disease was arthritis, heart disease, or 
lung disease, and those with comorbidities. Sub­
jects who only had a stroke were not included in 
this analysis because of small numbers. A two-
way analysis of covariance, controlling for base­
line status, examined main treatment effects and 
interactions among the four disease categories 
and found no significant Interactions for any of 
the 20 outcome variables. Examination of the 6-
month change scores confirmed Ihe tendency for 
the change scores to reflect program effects simi­
larly across all four diagnostic subgroups. 

Program costs versus savings also were exam­
ined. Although the treatment group reduced their 
visits to physicians slightly more than did the 
control group, the difference was not significant. 
The decrease in the number of hospitalizations 
and in the number of nights of hospitalization 
were significant (P < 0.05, Table 2). Assuming a 
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TABLI; 2. Baseline and SLx-Month Changes for Treatment and Control Subjects: Health Behaviors, 

Health Status, and Heallh Service Utilization 

Baseline Six-Month Change 

Treatment Control Treatment Control 

Mean (SD) Mean (SD) Mean Mean 

(n = 561) ' (n = 391) (SD of A) (SDof A) Significance P' 

Health behaviors 

Stretching & strengthening 40 37 13 5 0.005 

Exercise (minutes/week) (54) (54) (56.7) (54.6) 

Aerobic exercise 95 93 16 .2 0.0003 

(minutes/week) (97) (83) (94.5) (87.0) 

Cognitive symptom 1.3 1.3 0.38 .07 0.0001 

Mgml. (0-5, T = better) (0.88) (0.94) (0.77) (0.73) 

Communication w /MD 3.0 3.0 0.26 .11 0.006 

(0-5, T = better) (1.2) (1.2) (0.98) (0.96) 

Health status 

Self-rated health 34 3.3 -009 0.02 002 

(1-5, J. = better) (0.88) (0.93) (0.72) (0.69) 

• DTsability 0.78 0.85 -0 02-—- .03 0.002 

(0-3, J. = better) (0.59) (0.63) (0.32) (0.36) 

Social/Role activities 18 1.8 -0.07 .08 0.0007 

Limitations (0-4, i = better) (1.1) (1 1) (0.92) (0.87) 

Pain/Physical discomfort 58 59 -2.6 -2.2 0.27 

(0-100, I = better) (22.6) (23.6) (194) (17.6) 

Psychological well-being 3.4 3.4 0.09 0.04 0.10 

(0-5, T = better) (0.88) (0.98) (0.69) (0.67) 

Energy/Fatigue 2.2 2.2 0.14 0.02 0.003 . 

(0-5, T = better) (1.1) (11) (0 79) (0.76) 

Health distress 2.1 2.1 -0.24 -0.07 0.001 

(0-5, i = better) (1.2) (1.2) (0.98) ^0.97) 

Shortness of breath 1.3 14 0.02 -0.02 0.56 

(0-4, i = better) (1.1) (1.2) (0.87) (0.78) 

Health senice utilization 

MD & ER visits 6.1 6.4 -0.77 -0.54 0 11 

(limes past 6 months) (5.7) (6.1) (5.6) (6.3) 

Number of hospital stays 0.24 0.30 -0.07 -0.05 0.047 

(past 6 months) (0.69) (0.98) (0 69) (1.1) 

Nights in hospital 1.1 1.0 -0.28 0.56 0.01 

(past 6 months) (4.1) (4.1) (5.2) (7.0) 

"Analysis of covariance on 6 month post-test scores controlling for treatment status, age, sex, education, marital 
status, and baseline status 

(Two-lailed P values.) 

cost of $1,000 per day of hospitalization, the 6-

month health care costs for each control partici­

pant In this study were $820 greater than for each 

treatment subject. The costs of providing the pro­

gram for treatment subjects who completed the 

6-month study were calculated to be $70 per par­

ticipant. This includes $26 for training leaders (as­

suming two leaders teach each course and that 
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TABLE 3. Baseline Scores for Treatment and Control Subjects By Disease: Health Behaviors, Health Status, and Health Sen-ice Utilization 

Arthritis Only Heart Disease Only Lung Disease Only Comorbid Conditions 

Treatment Mean Control Mean Treatment Mean Control Mean Treatment Mean Control Mean Treatment Mean Control Mean 
(SD) (n = 86) (SD) (n = 62) (SD) (n = 45) (SD) {n = 31) (SD) (n = 107) (SD) (n = 60) (SD) (n = 311) (SD) (n = 225) 

Health behaviors 
Stretching/Strengthening 42.4 48.8 47 25.2 30.4 23.8 39.9 37.1 
Exercise (minutes/week) (56 6) (62.9) (61.1) (36 2) (50.7) (45.0) (52 4) (53.4) 
Aerobic exercise 107.4 89.5 122.3 126.8 80 2 67.5 89.1 94.5 

(minutes/week) (103.4) (85.2) (104.2) (80.0) (91.2) (72.0) (91.5) (81.6) 
Cognitive symptom 1.2 1.6 1.3 1.2 1 3 1.1 1.4 1.2 
Mgmt. (0-5, T = better) (0.88) (11) (0.78) (0.96) (0.91) (0.82) (0.88) (0.91) 
Communication with M D 3.0 3.0 2.9 3.0 2.9 2.8 3.1 3.1 

(0-5, T = better) (1.2) (1.2) (1.1) (1.0) (1.2) (1.2) (1.2) (1.2) 
Health status 

Self-rated health 3.1 3.0 3.2 3.2 3.3 3.4 3.5 3.4 
(1-5, i = better) (0.91) (1.0) (6.3) (0.87) (0.90) (0.89) (0.88) • (0.91) 

Disabilit)' 0.98 0.90 0.24 0.34 0.57 0.63 0.87 0.94 
(0-3,1 = better) (0.63) (0.55) (0.37) (0.46) (0.48) (0.55) (0.57) (0.61) 

Social/Role acthaties 1 8 1.9 1.1 1.0 1.8 1.6 1.9 L9 
Limitations ( 0 ^ , i = better) (1.0) (1 2) (1.0) (1.1) (1.1) (1.1) (1.1) (1.1) 
F^in/Physical discomfort 68.6 70.3 40.9 40.2 50.4 50.6 60.8 61.5 

(0-100, i = better) (18.7) (17.8) (18.5) (22 0) (19.2) (23.6) (22.7) (22.8) 
Psychological well-being 3.5 3.5 3.3 3.5 3.5 3.5 3.4 3.3 

(0-5, T = better) (0.92) (0.90) (0.90) (0.78) (0.89) (0 90) (0.87) (1.05) 
Energy/Fatigue 2.1 2.4 2.6 2.6 r 2.3 2.3 2.1 2.0 

(0-5, T = better) (1.2) (1.1) (1.0) (1.1) (1.1) (1.0) (1.0) (1.1) 
Health distress 2.1 2.0 1.7 1.9 2.0 2.0 2.2 2.2 

(0-5,1 = better) (1.2) (1.2) (1.1) (1.2) (1.1) (1.1) (1.1) (1.2) 
Shortness of breath 0.48 0.37 0.94 1.0 2.2 2.3 1.3 1.6 

(0-4, i = better) (0.69) (0.73) (0.94) (0.97) (0.94) (0.97) (1.1) (1.2) 
Health service utilization 

MD and ER visits 4.97 5.37 5.02 5.00 5.98 5.95 6.51 7.08 
(times past 6 months) (4.32) (5.61) (4.51) (3.49) (5.68) (4.63) (6.12) (6.82) 

Number of hospital stays 0.14 0.13 0.42 0 52 0.19 0.28 0.26 0.31 
(past 6 months) (0.47) (0.38) (0.84) (0.85) (5.2) (1 1) (0.75) (1.1) 

Nights in hospital 0.66 0.13 1.2 1.5 0.69 1.3 1.3 1.0 
(past 6 months) (0.26) (0.38) (2.9) (3.6) (2.3) (7.2) (4.9) (3.1) 
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T A B L E 4. S i x - M o n t h Changes for Treatment and Cont ro l Subjects By Disease: Hea l t h Behaviors, H e a l t h Status, and Hea l th Ser^ce Ut i l i za t ion 

Arthritis Only Heart Disease Only Lung Disease Only Comorbid Conditions 

Treatment 

Mean A (SD) 

Control 

Mean A (SD) 
Treatment 

Mean A (SD) 
Control 

Mean A (SD) 
Treatment 

Mean A (SD) 

Control 

Mean A (SD) 
Treatment 

Mean A (SD) 
Control 

Mean A (SD) 

O 

O 
m 
H 

Health behaviors 

Stretching/Strengthening 16.4 5.3 5.7 
E.xercise (minutes/week) (60.5) (55.5) (47.6) 
Aerobic exercise 24.1 11.4 3.3 

(minutes/week) (120.9) (96.8) (92.8) 
Cognitive symptom 0.57 0.03 0.29 
Mgmt. (0-5, T = better) (0.81) (0.64) (0.85) 
Communication w IMD 0.34 -0 03 0.30 

(0-5, T = better) (1.2) (1.1) (12) 
Health status 

Self-reported health -0.08 0.02 -0.20 

(1-5 ,1 = better) (0.80) (0.67) (0.59) 
Disability -0.05 0.00 0.06 

(0-3, i = better) (0.38) (0.42) (0.35) 

Social/Role activities -0.13 -0.13 -0.15 
Limitations (0-4, i = better) (0.97) (0.78) (0.93) 

F^in/Physical discomfort -5.4 -7.5 -4.8 

(0-100, 4-= better) (15.9) (15.2) (17.0) 
Psychological well-being 0.08 0.09 0 36 

(0-5, T = better) (0.73) (0.60) (0.76) 

Energy/Fatigue 0.31 -0.04 0.22 

(0-5, T = better) (0.82) (0.74) (0.74) 

Health distress -0.30 -0.27 -0.20 

(0-5, 4. = better) (1.1) (0.96) (0.84) 

Shortness of breath 0.12 0.00 0.06 

(0-4, i. = better) (0.59) (0.57) (0.87) 
Health service utilization 

M D & E R visits -0.67 -1.69 -0.89 
(times past 6 months) (4.14) (5.51) (3 82) 

Number of hospital stays -0.04 -0.03 -0.20 
(past 6 months) (0.57) (0.48) (0.63) 

Nights in hospital -0.44 0.21 -0.60 
(past 6 months) (2.8) (1.9) (2.5) 

2.9 
(51.4) 
-21.3 
(67.8) 
-0.01 
(0.91) 
0.19 

(0.79) 

-0.06 
(0.63) 

0.10 
(0.34) 

0.19 
(0.87) 

2.7 
(18.5) 
-0 04 
(0.66) 
-0.08 
(0.95) 

0.04 
(0.70) 

0.11 
(0.78) 

-0.52 
(3.45) 

-0.23 
(0.76) 
-0.71 
(3.4) 

10.9 
(46.1) 
21.9 

(85.4) 
0.33 

(0.81) 
0.26 

(0.89) 

-0.11 

(0.83) 

-0.04 

(0.29) 

-0.17 

(1.0) 

-4.3 

(20.7) 

0.05 

(0.70) 

0.1 

(0.92) 

-0.26 

(0.92) 

-0.18 

(0.93) 

-1.44 
(5.77) 
-0.04 
(0.68) 
0 19 

(3.4) 

10.3 
(56.2) 
11.1 

(82.5) 
0.17 

(0.73) 
0.26 

(0.89) 

0.08 
(0 56) 

0.09 
(0.33) 

0.22 
(0.85) 
-3.4 

(20.5) 

0.07 
(0.68) 

0.13 
(0.66) 

0.01 
(0.76) 
-0.19 
(0.77) 

-0 17 
(5.04) 
-0.15 
(1.2) 
0.23 

(11.0) 

13.2 
(60.6) 
12.7 

(89.3) 
0.35 

(0.73) 
0.24 

(0.91) 

-0.08 
(0.68) 
-0.01 
(0.30) 

0.01 
(0.86) 
-1.0 

(20.1) 

0 07 
(0.67) 

0.08 
(0.73) 
-0.23 
(0.97) 

0.04 
(0.91) 

-0.55 
(6.10) 
-0.07 

(0.73) 
-0.25 
(6.3) 

3 3 
(52.2) 
-6.5 

(86.5) 
0.07 

(0.74) 
0.10 

(0.91) 

0.04 
(0.73) 

0.02 
(0.34) 

0.08 
(0.89) 
-0.89 

(17.1) 

0.03 
(0.69) 

0 02 
(0 75) 
-0.07 
(1.1) 
•0.02 
(0 83) 

•0.21 
(7.24) 
0.02 

(1.2) 
1.1 

(6.8) 
n 
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each leader teaches only one course), $14 for vol­
unteer leader stipend (assuming $100 per leader 
per course of 15 participants), $15 for course ma­
terials (book and audio tape), and $15 administra­
tive costs. This analysis does not lake into accouni 
Ihe cost of space (which was donated for this 
study) or Indirect costs. Assuming that these fig­
ures reflect current costs, the heallh care expendi­
ture savings (savings in hospital nights minus 
program costs) approximated $750 per partici­
pant, more than 10 times the cost of the interven­
tion 

Discussion 

This study was an evaluation of a self-manage 
ment education intervention for persons with one 
or more different conditions. The format of the in­
tervention had the attributes of medium-sized 
classes, lay leaders, and heterogeneity of partici­
pants in terms of type and severity of disease(s). 
Overall, the intervention was successful in in­
creasing healthful behaviors, maintaining or im­
proving health status, and decreasing rates of 
hospitalization (Table 2). These results indicate 
that it is possible to educate patients with differ­
ent chronic diseases successfully In the same in­
tervention at the same time Because most 
chronic disease patient education programs have 
not been formally evaluated, it is difficult to deter­
mine if heterogeneous educational interventions 
such as the CDSMP are more or less effective 
than homogeneous, single disease-oriented pro­
grams. Because people 60 years of age and older 
have, on average, two or more chronic conditions, 
it would seem that a program focused on the 
problems common to the various comorbidities 
would be a reasonable substitute for, or adjunct 
to, Ihe more traditional single disease programs. 

One key question concerns the generalizability 
of the findings. As In nearly all such studies, the 
subjects self-selected to be in the study and may 
have been more motivated than most chronic dis­
ease patients. From past arthritis self-manage­
ment studies, we have evidence that when pa­
tients in a closed H M O rheumatology practice 
were repeatedly offered an opportunity to partici­
pate In an intervention similar to the CDSMP, 
47% chose to do so '* Men and non-English 
speakers were less likely to attend. Glascow and 
Li tzelman" '* have found similar participation In 
a diabetes self-management intervention. Studies 
now being conducted with the Kaiser system and 

with Latinos should offer more information about 
the generalizability of CDSMP 

The subjects In our study had a high mean level 
of education It Is noteworthy that approximately 
27% of the subjects had 12 years of education or 
less and 29% had 16 years or more. When educa­
tion was entered into the analysis as a covarlant of 
outcomes,howcver, II did not affect them. 

Because of the heterogeneous mix of patients, 
not all patients had the same symptoms, nor did 
they all need to change the same behaviors. Thus, 
the results of the primary' analysis of specific out­
comes may have underestimated somewhat the 
individual Improvements because they contained 
data from subjects who either did not have a tar-
gel symptom or who already had achieved ac­
ceptable levels on that outcome. Although we do 
not have a definitive answer about clinical signifi­
cance, activity limitation, health distress, and dis­
ability were all Improved This suggests that the 
CDSMP affected important physical and mental 
aspects of participants'lives. 

Tables 3 and 4 explore the effectiveness of the 
intervention for various subsets of patients. Be­
cause these are secondary' analyses, we cannot 
draw definitive conclusions from these data. The 
findings, however, may be helpful in guiding fu­
ture studies. Although all of the subgroups appear 
to have made changes In healthful behaviors, 
these changes varied by group, as might be ex­
pected For example, the group with heart disease 
reported Ihe most aerobic exercise at baseline 
(122.3 and 126.8 minules/week for the treatment 
and control groups, respectively), the lung disease 
group reported the least (80.2 and 67 5), and the 
arthritis group was intermediate (107.4 and 89.5; 
Table 4). The treatment participants with arthritis 
and those with lung disease Increased their exer­
cise more than the control subjects did (Table 4). 
The treatment group with heart disease remained 
the same, and the control group decreased their 
exercise. Thus, for patients with low baseline ac­
tivity levels, the intervention increased activity, 
whereas for patients with relatively high activity 
level, this level was maintained. The results con­
cerning the practice of cognitive symptom man­
agement techniques and communication with 
their physicians were uniform across all sub­
groups. 

That the Intervention had some differential ef­
fects on different subsets of patients is not sur­
prising. Although chronic diseases create similar 
problems, these problems are more or less salient 
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tor an ind iv idua l pat ient at d i f ferent t imes across 

diseases. The CDS.MP was designed to meet such 

a cha l lenge by a id ing pat ients to ident i fy ' the i r 

o w n ind i v idua l needs and prob lems and then as­

s ist ing t hem to work most Intensively in those ar­

eas. In a d d i t i o n . It was des igned to meet the 

needs of the many older pat ients w h o have more 

than one chronic cond i t ion . 

It is impor tan t to note that par t ic ipants in th is 

s tudy were vo lunteers , recru i ted largely by w o r d 

of m o u t h and by var ious fo rms o f pub l i c a n ­

n o u n c e m e n t . A l t h o u g h the i r phys ic ians c o n ­

f i rmed the i r diagnoses and k n e w of the i r par t i c i ­

pa t i on , there was no l inkage be tween the C D S M P 

con ten t and the ind iv idua l t rea tment p lans. The 

C D S M P d id not alter pa r t i c i pan ts ' t r ea tmen t . 

There fo re , the benef i ts that were ach ieved were 

add i t i ona l to those achieved by usual care. C o n ­

ceivably, in legra t ion of a C D S M P w i t h usual care, 

perhaps at the outset of a chronic disease, w o u l d 

fu r ther enhance the benefits. 

Conclusion 

The Ch ron i c Disease S e l f - M a n a g e m e n t Pro­

g ram is a p rog ram des igned speci f ical ly to meet 

the needs of a heterogeneous g roup of ch ron ic 

disease pat ients , i nc l ud ing those w i t h c o m o r b i d 

cond i t i ons . The results of this s tudy suggest lhat 

such an in te rven t ion Is feasible, is benef ic ia l be­

y o n d usual care in terms of I m p r o v e d hea l th 

status, and can decrease hosp i ta l i za t i on w i t h a 

po ten t i a l of substant ia l savings In hea l t h care 

costs. If rep l icated In s imi lar studies, a p r o g r a m 

such as the C D S M P deserves a place In the treat­

ment reg ime of pat ients w i t h chron ic disease. 
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The use of medical services is s function of several interacting psychological and locial variables as 
well as a function of physical malfunction. The clinical significance of addressing patients' 
psychotocial issues has only occasionally been considered. However, the shift in health care 
economici toward hcahh caie maintenance is retponsible for the increased interest in interven­
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The Current health care reform agenda represents both a 
threat and an opportunity for mental health providers and 
behavioral scientists. The health care system is reeling under 
the impact of escalating costs, limited access, and the prospect 
of an aging population with multiple chronic illnesses that will 
increase demand for heallh care. Traditionally, the primary 
focus of most mental health providers has been on the 
diagnosis and treatment of mental illness—an important and 
challenging undertaking in itself. However, the current health 
care debate challenges health care providers to look beyond 
diagnostic categories and disciplinary boundaries, beyond the 
dysfunctional distinction between mind and body, and beyond 
traditional psychotherapeutic interventions. The challenge is 
to most effectively address the true needs that people bring 
into the heallh care system and to do so with maximum 
efficiency. 

Increasingly, the focus of health care reform is controlling 
costs, and the secondary focus is on improving health and 
quality outcomes. Although studies have shown that providing 
psychological services can reduce health care costs (Pallak, 
Cummings. Dorken, & Henke, 1995), the national health care 
reform agenda, driven by a concern for cost containment, 
ensures that medical services in general and ntental health 
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services in panicular will be examined in great detail There is 
reason for optimism, however, partly on the basis of the 
evidence summarized below and elsewhere that psychosocial 
interventions can improve both health and cost outcomes 
(Sobel, 1995). 

Most recommendations offered to reduce health care costs 
invoke "supply-side" strategies such as altering access to 
health care, improving the efficiency of services, examining 
more closely the utilization and capitated payments, decreas­
ing practice variation, and limiting technology. Seldom is the 
"demand side" of the health care equation given equal 
consideration. What determines the demand and need for 
medical service? Patients arc more likely to seek care when 
ihey have symptoms, but the presence or severity of symptoms 
or conditions account for a surprisingly small portion of the 
variability in health care use. Studies have found that only 
12-25% of health care use can be predicted by objective 
disability or morbidity alone (Berkanovic, Telesky, & Reeder, 
1981) It appears that health care seeking is a complex 
behavior that is influenced strongly by psychosocial factors 
such as individual attitudes, perceptions, cultural norms, and 
levels of psychosocial distress. Lynch (1993) has conceptual­
ized the demand for health care as having four components: 
morbidity (the presence or absence of Illness), perceived need 
(individuals' perceptions of the severity of a given problem), 
patient preference (patienu differ in the treatment options 
they choose on the basis of their knowledge and beliefs about 
risks and benefits), and nonhealth motives (patients may 
manipulate the system just for benefits such as time off from 
work). 

Clearly, behavioral and psychosocial variables significantly 
influence the need and demand for health services (Fries ct al., 
1993). Unhealthy behaviors, from smoking to diet and drug use 
to a sedentary lifestyle, are the major contributors to morbid­
ity. In addition to behavior patterns contributing to illness, 
psychosocial variables have increasingly been implicated in 
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health care utilization. For example. Kroenke and Man­
gelsdorff (1989) reviewed the records of over 1,000 patients in 
an internal medicine clinic over a 3-ye8r period. In less than 
16% of cases was the origin of the most common somatic 
complaints identified as being organic. Tlie authors concluded 
that in 74% of the cases with unknown etiology "it was 
probable lhat many of the symptoms . . . were rclaicd to 
psychosocial factors" (p. 265). 

Evidence that attending to the psychological needs ol 
medical patients was advantageous both clinically and economi­
cally was provided by Cummings and FoUette (1968). They 
found that for patients at a large health maintenance organiza­
tion (HMO) more than 60% of all visits were made by the 
"worried well" with no diagnosable disorder. Not only did 
psychotherapy help these patients but the direct costs of 
providing treatment was "offset" by reductions in subsequent 
general medical use. 

Understanding that the demand for medical services is 
motivated not solely on the basis of the physical components of 
disease is crucial to improving medical care and reducing 
medical costs. Managing demand to control costs can be done 
by developing interventions to address the "pathways" by 
which psychosocial factors influence the need and decision lo 
seek medical care. For description purposes we have identified 
six pathways by which psychosocial factors drive medical 
utilization and costs. We also provide examples of the evidence 
that addressing the psychological and behavioral aspects of 
illness can decrease medical utilization and costs. The savings 
from reduced medical utilization can also more than offset the 
cost of providing the behavioral interventions, resulting in total 
cost savings. The pathway categories clearly overlap and 
interact. Patients often present with a combination of psycho­
social factors that motivate their medical utilization. Similarly, 
most of the cost-effective behavioral interventions that we use 
as examples cross over to impact multiple pathways to utiliza­
tion. 

Information and Decision-Support Pathway 

The medical community has traditionally placed patients in 
a very passive role. Patients frequently feel that their only 
responsibility is the selection of a competent health care 
provider who will then diagnose and prescribe. This depen­
dency on health professionals undermines patients' self-
confidence and ability to distinguish symptoms and problems 
thai can be safely self-managed and those that would benefit 
from professional attention. Many unnecessary and costly 
visits to professionals arc occasioned by a lack of information 
and confidence in appropriate self-management and use of the 
health care system. Patients are not just consumers of heallh 
care. With over 80% of all illness episodes self-diagnosed arid 
self-treated without professional consultation, patients are, in 
fact, the true primary health care providers in the health care 
system (Demcrs, Altamore, Mustin, Klcinman, & Leonard!, 
1980; White. Williams. & Greenberg, 1961). 

With both acute and chronic conditions, maximal clinical 
efficacy and economic efficiency require a far more active 
participation on the pan of patients. Teaching patients how to 
effectively distinguish those symptoms and circumstances that 

require professional attention from those that can be self-
treated is becoming increasingly important. For a vanety ot 
illnesses, patients can be taught specific inien^cntion strategies 
that can be safely and effectively applied to remediate symp­
toms. In many cases, the clinician can assume the role oi 
teacher who will naturally want to maintain a sufficiently gooa 
relationship with the patient so that the patient fccU comfort­
able turning to the clinician should the circumstances dictate. 

Empowering patients in appropriate self-care can be en­
hanced through prim and audiovisual materials, professional 
teaching onc-on-onc or in groups, as well as the emergence of 
peer-led support groups. Such interventions are paying remark­
able dividends in terms of improved quality of care, reduced 
symptoms, enhanced satisfaction, and reduced costs (Kemper. 
Lorig, &. Metller, 1993). 

Evidence of Cost Offset 

Parents of children sick with a fever are naturally fearful, 
confused, and concerned. These feelings often result in a visit 
to the pediatrician for reassurance. In nearly 25% of all acute 
pediatric visits, fever is a chief complaint. A randomized 
clinical study was conducted at Kaiser Permanente m southern 
California to evaluate the cost effectiveness of an office health 
education program designed to improve knowledge, skills, and 
sense of confidence about fever in children. At follow-up the 
group receiving the health intervention evidenced decreased 
medical visits for fever and for other acute illnesses (Robinson. 
Schwartz, Magwene, Krengel. & Tamburcllo, 1989). 

In a controlled study, patients were offered a self-care book, 
a telephone information service, and individual counseling by a 
trained nurse. The self<are guide comained information on 
nearly 100 common symptoms and advice about home treat­
ment and when lo call a physician. In patients exposed to the 
intervention, visits for minor illnesses were reduced by 35% as 
a result of the program, and the total use of ambulatory care 
services was reduced by 17%. For every $1 that was spent on 
self-care education in the program, $2.50 was saved in medical 
costs (Vickery ei al.. 1983). . 

Teaching self-management skills is particularly critical for 
patients with chronic illness. Providing paiiems with social 
support, skill building, and accurate information regarding the 
nature and treatment of disease stimulates and engenders 
feelings of self-control, empowerment, and sclf-efficacy. which 
further enhance clinical outcome. The clinical and economic 
importance of self-efficacy was examined in a series of studies 
conducted at the Stanford Arthritis Center (Long ct al., 1989; 
Lorig, Mazonson. & Holman. 1993). Patients and their farnlles 
participated in an arthritis self-management course conducted 
by lay leaders who themseWcs often had arthrilis. Results 
showed that it was not the patients who learned more about 
arthritis that did better but rather those who evidenced a 
greater sense of self-efficacy, or a conviction in their ability to 
manage their arthritis. At 4-year follow-up, in addition to 
participants experiencing a marked increase in »«lf-«ffi«qr 
and a 20% reduction in pain, they also reported a 43% 
decrease in physician visits as compared with pretreatmcnt 
levcU On the basis of the reduced physician visit rates, 
adjusted 4-year health care savings were $648 per person with 
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rheumatoid arthritis and $189 per person with osteoarthritis. 
Given these figures, if only 1% of the patients in the United 
States with modcratc-to-severe osteoarthritis of the hand 
(J 03.000) and only 1 % of the patients with classical or definite 
rheumatoid anhritis (21.000) participated in the anhritis 
self-management program, total discounted savings over 4 
years would equal S19.5 million for osteoarthritis and S13.6 
million for rheumatoid arthritis. 

Psychophysiological Pathway 

Psychological stress itself can generate profound effects on 
the body by stimulating what has been termed the fight-or-
flight response {Cannon, 1941). The fight-or-flight response is 
a heightened state of sympathetic nervous system arousal that 
prepares the body for vigorous muscular activity. Repeated 
exposure to everyday annoyances or prolonged stress can 
trigger the fight-or-flight response, which in turn effects the 
skeletal muscular system, the autonomic nervous system, and 
the neuroendocrine system. Tiie importance of stress in the 
etiology and exacerbation of a wide variety of illnesses is 
documented in an extensive exfierimental literature and a 
growing clinical literature (Gatchel & Blanchard, 1993). 

The physiological opposite of the fight-or-flight response is 
the relaxation response. Whereas the fight-or-flight response 
involves central and peripheral nervous system changes that 
prepare the organism for action, the relaxation response 
involves central and peripheral nervous system changes that 
prepare the organism for calmness and behavioral inactivity. 
The same physiological relaxation response pattern (Benson & 
Stuan, 1992) can be achieved in numerous ways, including 
progressive muscle relaxation, focused attention, yoga, medita­
tion, prayer (Benson, Beary, & Carol, 1974), or even repetitive 
exercise (Benson, Dryer, & Hartley, 1978). There is a substan­
tial literature that documents the significance of the control of 
stress in the treatment of many diseases such as arthritis (Lorig 
ct al., 1993) as well as hypertension, cardiac arrhythmias, 
insomnia, premenstrual syndrome, infenility, and the nausea 
and vomiting associated with chemotherapy (Benson & Stuart, 
1992). There is a growing literature suggesting the efficacy of 
stress management in the treatment of cancer (Fawzy el al., 
1993; Spiegel. Bloom, Kraemer, & Goltheil, 1989). To the 
extent lhat stress plays a role in either etiology or exacerbation 
of disease and to the extent that increased disease is costly to 
society, it is economically reasonable to include stress manage­
ment in comprehensive treatment. 

Evidence of Cost Offset 

The impact of modifying and controlling autonomic reactiv­
ity through biofeedback and relaxation albeit considerable can 
only be estimated. As Schneider (1987) has pointed out in her 
review, there arc no studies that examine the cost effectiveness 
of biofeedback alone because biofeedback is generally admin­
istered as pan of a clinical package. Several studies have 
attempted to estimate cost effectiveness by examining reduc­
tions in physician visits and medication use. 

A study of medicated and nonmedicated patients with 
hypertension conducted at the Mcnninger Qinic (Fahrion, 

Norris, Green, Green, & Schnar, 1987) reported decreased 
medication use as well as lowered blood pressure readings 
following a multi-modal biobehavioral treatment that included 
biofeedback-assisted training to regulate the vasodilation in 
patients' hands and feet. Over half of the medicated patients 
were able to eliminate hypertensive medication and reduce 
their blood pressure after treatment. Of the unmedicated 
patients in the sample, 22% showed clinically significant 
reductions in blood pressure readings. Fahrion et al. estimated 
that the cost savings for medication over a 5-ycar period would 
be $738. This savings was assuming that the group treatment 
cost was $600 per patient and that the average 5-year medica­
tion cost was $U38 per patient. 

ShcUenbcrgcr, Turner, Green, and Cooney (1986) reported 
that physician visits were significantly reduced among a group 
of individuals who participated in a biofeedback and stress 
management program. Participants received a stress profile 
and 10 weeks of biofeedback-assisted relaxation training. 
Control participants received only a stress profile. At 2-year 
follow-up, the stress management group reported a 70% 
reduction in visits to physicians, whereas the control group 
reported a 26% increase. 

Numerous studies have attempted to reduce the acute stress 
of hospitalization and surgery. The effects of psychoeduca­
tional interventions on postsurgical outcome was examined 
through a meta-analysis on 191 studies conducted between 
1963 and 1989 (Devine, 1992). Seventy-nine percent to 84% of 
the studies indicated that there were beneficial effects from 
interventions, such as providing heallh care information, skill 
building, and psychosocial support. Length of hospital stay 
following surgery for patients given such interventions was 
decreased by an average of 1.5 days. Using a conservative 
estimate of S200 in savings from hospital expenses and S20 In 
educational costs, $10 would have been saved for every $1 
invested in patient education. 

Behavior Change Pathway 

There is little doubt that overt behavior patterns have a 
great impact on disease. How a patient eats, drinks, smokes, 
takes prescribed or illegal drugs, and exercises has profound 
implications for health. Those with higher health risks do tend 
to have higher medical costs. To the extent that diet, smoking, 
and exercise patterns could be positively modified, rates of our 
most widespread illnesses, heart disease and cancer, would be 
reduced (Ornish et al., 1990). Formal behavior modification 
programs make sense both clinically and economically because 
systematic efforts at changing behavior have been shown to be 
more successful than informal unsystcfî atic efforts (Black &. 
Bruce, 1989). 

Along with efforts to change behavior patterns such as 
smoking, drinking alcohol, and overeating, it is also imporuni 
both clinically and economically to establish ways to maintain 
healthy habits and reduce relapse rates. For many patients 
stressful events can increase the likelihood that they will 
reengage in anxiety-reducing behaviors that Ihey have used in 
the past, such as smoking and eating high-fat foods (Heather-
ton & Renn, 1995). This common pattern has been termed the 
stress-disinhibition effect (Marlail, 1985). Coping with stress 
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and anxiety has a "psychic cost" that takes the fonn of lowered 
self-regulatory capacity (eg.. Glass. Singer, & Fnedman, 
1969). Relaxation training has been demonstrated to be a vciy 
effective acute coping strategy for anxiety reduction (Ameri­
can Psychiatric Association. 1989) and for mainUining absti­
nence among ex-smokers (Wynd, 1992). Health care utiliza­
tion rates can thus be reduced by incorporating strategics that 
assist patients to Stop engaging in unhealthy behaviors and can 
be funher reduced by integrating strategies that help patients 
maintain their healthy habits. 

Attempts to fully integrate systematic behavior modification 
programs into medical care have been hampered to a signifi­
cant degree by the reimbursement policies and health plan 
contracts of insurers and providers. However, it is clear that 
such behavioral interventions would pay economic dividends 
to the extent that they obviate the need for more expensive 
interventions. 

Evidence of Cost Offset 

Ornish and his colleagues (1990) provided a good example 
of how an intensive lifestyle change program consisting of 
maintaining a low-fat diet, exercise, yoga, meditation, and 
group support can reverse the effects of heart disease and 
potentially save money. It was widely publicized that Mutual of 
Omaha would reimburse patients who chose to participate in 
the program, and it was the first time that such a «x)$tly, 
nonpharmacologic intervention program for heart disease 
reversal had received such coverage. On the one hand, the 
motivation on the part of the insurance company to cover the 
costs of the program, about $3,500 per year, could have been 
based on the clinical results reported by Ornish and his 
colleagues that program participants showed reductions in the 
narrowing of coronary arteries. On the other hand, given the 
average cost of coronary bypass surgery, about $35,000, the 
motivation for covering the costs may have made good eco­
nomic sense as well. If by vinue of participation in behavioral 
medicine intervention programs only a few bypass operations 
could be prevented, such programs become cost effective. 

Less intensive, low-cost programs to support positive life-
Style and behavior change also appear lo have favorable effects 
on the bottom line. For example. Fries et al. (1993) conducted 
a study with 4,712 senior citizens in which information was 
mailed to panicipanu about ways to improve health habits, 
increase feelings of personal self-efficacy, and increase the 
appropriate use of health care services. Participants in the 
experimental group received books and newsletters on health 
care, a health habits questionnaire, a computer-based personal 
health risk report every 6 months, and individualized recom­
mendation letters from a physician. Results showed that 
compared with controls who received only mailed question­
naires, ihose who received the intervention had overall health 
risk scores 20% lower than baseline. Improvements were seen 
in blood pressure, body weight, seat belt use. dietary intake of 
salt and fat, alcohol use, exercise, smoking, cholesterol levels, 
and stress leveU. Health care expenditures were reduced by 
10-20%. The cost of the program was approximately $30 per 
person per year and reduced health care expenditures by an 

average of $164 in the 1st year alone. In the control groups, 
average costs increased $15. 

Behavioral medicine interventions can be quite noninirusive 
and not labor intensive. They need also not be restricted to the 
clinic environment. Several studies have demonstrated that 
behavior modification and stress management programs pro­
vided directly at the work site reduce clinical symptoms in 
targeted populations and reduce use of health services (Pel-
letier, 1993). These work site studies also afford the opportu­
nity to suggest additional economic advantages of providing 
behavioral medicine services. The interventions tend lo gener­
ally increase health and result in positive psychological changes. 
Most studies have also rcponed increases in worker produaiv-
ity and decreases in absenteeism. These effects further in­
crease the economic viability of behavioral medicine above 
those ascribed to decreased clinic utilization. 

Social Support Pathway 

Many patients feel isolated and confront perceived or real 
medical problems without social support. These patients 
frequently enter the health care system to obtain social support 
as well as traditional diagnostic and therapeutic services. Even 
patients who have high levels of social support under ordinary 
circumstances may develop feelings of isolation when they 
experience chronic Ulness. There is evidence that providing 
social support not only results in increased psychological 
benefits but may reduce physical symptoms as well. Most 
studies on social support have not focused on reduced costs as 
an outcome measure. However, some studies allow economic 
conclusions to be drawn. 

Evidence of Cost Offset 
A good example of a positive impact of social support in 

medical settings was reported by Frasurc-Smith (1991). Male 
patients with myocardial infarction (B » 461) were examined 
over a 5-year period. Participants completed a 20-item Gen­
eral Health Questionnaire (GHQ) a few days before hospital 
discharge, and those assigned to an experimental group 
completed the GHQ on a monthly basis through telephone 
interviews. Participants assigned lo a control group received 
routine medical care. Experimental group patients were sup­
ported by nurses' visits when they reported high GHQ stress 
scores. Patients receiving routine care exhibited an increased 
risk of cardiac events relative to those receiving the suppon 
visits. Although this study demonstrates the important clinical 
impact of providing social support, it did not directly address 
economic outcomes. However, by reducing the frequency of 
nonfatal myocardial infarctions some cost savings may be 
inferred. 

Emotional support during labor and deliveiy also appeare to 
have a positive effert on health and cost outcomes. Cesarean 
senion (C-section) is the most common surgical procedure 
performed in the United States, affecting about one in every 
five deliveries. Delivery by C-section extends the hospital stay 
of mother and child and inaeascs the risk of maiemal 
infection and other complications. 
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Five studies have confirmed that the continuous presence of 
a supportive woman during lat>or and delivery can reduce the 
need for C-scction, shorten labor and delivery, and reduce 
perinatal problems (Kennell. Klaus. McGrath, Robertson, & 
Hinkley, 1991; Klaus, Kennell. Berkowitz, & Klaus, 1992). The 
intervention was a doula—a trained lay person who provided 
emotional support consisting of praise, reassurance, physical 
contact (such as rubbing the mother's back or holding her), 
explanations of what was happening, and a continuous pres­
ence. In one study of the 204 patients in the control group, 
18% had C-scctions, and of the 212 in the group supporttd by 
doulas only 8% had C-sections—a reduction of 56%. The 
presence of a doula also reduced rates of epidural anesthesia 
by 85%, labor was an average of 2 hr shorter, and only half as 
many babies required more than 48 hr of hospitalization 
because of neonatal problems. The cost savings from reduced 
surgical and anesthesia procedures alone would greatly exceed 
the $200 cost of providing continuous emotional support from 
a doula. 

Undiagnosed Psychiatric Problem Pathway 

In many cases, patients present with somatic symptoms but 
have undiagnosed psychiatric illnesses. The problems that are 
increasing medical utilization in this case are not related 
entirely to physical symptoms but rather to problems such as 
depression (Jacobs, Kopans, & Rcizcs, 1995) and generalized 
anxiety disorder (GAD; Carter A Maddock. 1992). Failure to 
appropriately diagnose these conditions can have profound 
clinical and economic implications. 

A recent study examining acute chest pain typifies the 
problem. Patients with acute chest pain {n = 334) were 
prospectively evaluated for panic disorder and depression over 
an 8-week period. Panic disorder was identified in 17.5% of the 
cases, and depression was identified in 23.1% of the cases. 
Importantly, the likelihood of an emergency room visit for 
chest pain in the previous year was significantly higher for 
those patients identified as panic disordered and depressed 
than for those patients without psychiatric disorder. This 
suggests that psychiatric variables may identify frequent utiliz­
ers of emergency room services for chest pain (Yingling, 
Wulsin, Arnold, & Rouan, 1993). The authors postulated that 
a third of all patients with chest pain making emergency visits 
have a current psychiatric disorder. Because the prevalence of 
psychiatric disturbance is so high, and because it is so clearly a 
contributor to the unnecessarily high utilization of medical 
services, careful assessment of psychiatric disorders is required 
in patients with coronary artery disease (Wulsin & Yingling, 
1991). These examples regarding anxiety, depression, and 
chest pain are indicative of a widespread but poorly defined set 
of relationships between medical symptom reports and under­
lying but underdiagnosed psychiatric conditions. Because most 
physicians are not trained in diagnosing and treating these 
widespread conditions, an expanded role for experts in psycho­
logical and behavioral issues may result in better diagnosis and 
treatment and also save money. 

Although the importance of diagnosing psychiatric problems 
within the medical population is recognized, standardized 
psychological screening inventories and interviews arc often 

lengthy and thus impractical for clinical use. Recently, how­
ever, Spiizcr et al, (1994) developed the Primary Care Evalua­
tion of Mental Disorders (PRIME-MD), a 30-iiem sclf-rcpon 
inventory that assesses four groups of mental disorders (mood, 
anxiety, somatoform, and alcohol) commonly seen in the 
clinical settings. The inventory was tested among 1,000 adult 
patients, and on average it took approximately 8 min for 
clinicians to complete an evaluation. Spitzcr ct al. found lhat 
48% of the patients who, through the use of the PRIME-MD, 
were diagnosed as having a disorder and who had been fairly 
well-known by their physicians had not had the disorder 
detected by the physician prior to the assessment. Of more 
relevance to the cunent discussion, it was also found that 
compared with patients without PRIME-MD diagnoses, those 
diagnosed with disorders had significantly {p < .005) lower 
functioning, more disability days, and higher health care 
utilization rates. 

Evidence of Cost Offset 

A particularly good example of how the treatment of 
psychiatric disorders can reduce health care costs was reported 
by Strain ct al. (1991), who studied a group of elderly patients 
with hip fractures who had been admitted to the hospital for 
surgical repair. Strain and his colleagues had noted that 
relatively few such patients were sacencd for psychiatric 
problems before surgery. To determine the degree to which 
depression and other psychiatric disorders occurred in this 
population. 452 consecutive patients who were admitted to the 
hospital received a psychiatric screening consultation. Sixty 
percent of the patients met diagnostic criteria and received 
treatment. The control group in this case consisted of a cohort 
of patients admitted to the hospital under normal circum­
stances. For this cohort, the average length of the postsurgical 
hospital stay was reduced by 2.2 days. However, the experimen­
tal cohort, consisting of the 452 screened patients, had a 
reduction in mean postsurgical stay of 1.7 days. This reduction 
in postsurgical hospitalization translated into a significant net 
savings for the hospital of nearly $1,300 per patient. This study 
provides a good example of the need to look at total reduction 
in cost. Although the cost for psychiatric and psychological 
services in this study was $40,000, medical expenses were 
reduced by $270,000. Thus, the intervention was cost effective 
from an institutional perspective. 

Another example was reported by Carter and Maddock 
(1992), who studied Ihe relationship between chest pain and 
GAD. They found that among 50 patients with GAD 48% had 
a history of chest pain. Sixteen of the GAD patients associated 
episodes of excess worry with their chest pain. Seven of the 
patients also reported having had panic attacks. However, of 
these 7 patients, 4 reported that their pain vyas not associated 
with their panic attacks. The Yingling et al. (1993) study 
described previously is also relevant. The results do not 
directly address the issue of cost offset. However, they do 
indicate a need for evaluating and treating atuucty disorders 
among patients with chest pain. In an environment that readily 
provides access to medical services but restricts access to 
psychological services, such patients are more likely to receive 
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expensive electrocardiographic evaluations than psychological 
evaluations. 

Somatization Pathway 

Patients presenting vvith somatic complaints may have an 
organic disease, a psychiatric disorder, or significant emotional 
distress being expressed through somatic symptoms (Barsky, 
1981), Although some somatizing patients qualify for a formal 
psychiatric diagnosis, a far greater number are expressing 
psychosocial distress in bodily terms. In either case, the 
medical system is overused by some patients who complain of 
physical symptoms lo their physicians but who are primarily in 
need of relief from emotional distress (Smith, Monson, & Ray, 
1986), Physicians trained primarily to diagnose and treat 
somatic complaints will typically respond with tests and inter­
ventions that may fail to produce symptom relief. This may in 
turn magnify symptom reporting, initiate a round of more 
exotic and more expensive tests to find "the problem," or 
trigger a round of doctor shopping, all which increase costs. A 
recent review by Ross, Hamilton, and Smith (1995) has 
suggested that a simple screening procedure, which involves 
counting the number of symptoms presented, may help physi­
cians detect this disorder. With early diagnosis and recognition 
regarding attention to the emotional needs of the patient the 
primary care clinician can alter their treatment accordingly. 
Although referral to a mental health professional may be 
appropriate in many cases, Ross ct al. suggested that physi­
cians can forestall excessive medical utilization and reduce 
costs by providing services directly appropriate to the emo­
tional problems at the root of the patient's complaint. 

Evidence of Cost Offset 

Some patients arc particularly sensitive lo changes in physi­
cal sensations and arc quick to seek medical attention. Organic 
causes for physical symptoms are generally not discovered for 
these patients, and for the majority of this group emotional 
distress appicars to aggravate their sensitivity. Psychological 
interventions before or in conjunction with treatment have 
been found to reduce medical utilization. 

Smith el al. (1986) studied 38 patients who had been 
diagnosed with somatization disorder prospectively for 18 
months. Patients in the treatment group received a psychiatric 
consultation, and treatment recommendations were given to 
the patients' primary physicians. The control group received 
the same intervention after 9 months. Results showed that the 
quarterly health care charges in the treatment group declined 
by 53% (p < .05), and the control group showed no overall 
change. However, after the control group was crossed over and 
received treatment, their quarterly charges declined by 49% 
ip < .05). The authors concluded thai psychiatric consultation 
reduced medical costs significantly in patients with somatiza­
tion disorder. 

More recently Smith, Rosi, and Kashner (1995) reported the 
results of a randomized intervention for somatizing patients 
who had a history of seeking help for 6 to 12 lifetime 
unexplained physical symptoms but who did not meet the 
formal diagnostic criteria for somatization disorder. Physicians 

in the intervention group received a consultation letter recom­
mending specific behavioral strategies for managing their 
somatizing patients. Patients of physicians who received the 
consultation letter reported significant increases in physical 
functioning and had reduced annual medical charges of $289, 
which equated to a 33% reduction in the annual median cost of 
their medical care. 

The largest study to date of ihc cost-offset effect of mental 
heahh treatment involved an examination of a group of high 
utilizers of Medicaid services. This study found lhat 80^ of 
medical costs were distributed in 15% ol the Medicaid popula­
tion (Pallak et al., 1995). Although no specific attempt was 
made to determine the degree to which the utilization patterns 
of this high-use group were due to somatization. Ihe results of 
previous studies suggested that it was likely that a significant 
percentage of medical visits were prompted by psychological 
distress. 

On Ihe basis of this presumption, an intervention study was 
initiated. Two thirds of the high-use group were offered and 
received brief psychological intervention, and one third were 
assigned to a control group and did not receive therapy. Those 
patients who received brief psychotherapy showed significant 
reductions in medical costs. Differences were found depending 
on the length of time patients had been enrolled for Medicaid 
services. For those enrolled 6 months, medical costs declined 
by 20-23%. For those enrolled 12 months, costs declined by 
36-25%. 

Access to appropriate, focused menial health treatment 
clearly reduces medical care costs. Addressing the emotional 
distress of patients, whether because of psychological prob­
lems or medical illness, decreases the utilization of costly 
medical services. It makes heallh and economic sense to offer 
high medical utilizers the benefits of focused mental health 
services through referral and outreach. Health care systems 
that make use of appropriate expertise directed at both 
medical and emotional distress can provide superior patient 
care and medical cost reductions. 

Psychosocial interventions do not always have to consist of 
individual counseling. A study at the Harvard Community 
Health Plan investigated the effectiveness of two group behav­
ioral interventions among high-utilizing primaiy care patients 
who experienced physical symptoms (e.g., palpitations, short­
ness of breath, gastrointestinal complaints, headaches, sleep­
lessness, musculoskeletal complaints, malaise, etc.) with signifi­
cant psychosocial comjxjncnts (Hellman, Budd, Borysenko. 
McClelland. & Benson. 1990). Both interventions offered 
patients educational materials, relaxation-response training, 
and awareness training, and both included cognitive restructur­
ing. These groups were compared with a randomized control 
group that received only informaiion about stress manage­
ment. The behavioral medicine intervention groups met for 
90-min sessions once a week for 6 weeks. The information-only 
group met for just two 90-min sessions. Six months after 
treatment, only patients in the behavioral medicine groups 
reported less physical and psychological discomfort and aver­
aged nearly two fewer visits lo the heallh plan than the patients 
in the control group. The estimated net savings to the HMO 
above the cost of the intervention for the 46 behavioral 
medicine patients was $85 per participant in the first 6 months. 



SPECIAL SECTION: COST OFFSET 515 

The implications of these representative studies are clear. 
For many patients who are heavy utilizers of the medical 
system, psychological interventions pay economic dividends. In 
the Smith et al. (1986) study, the patients were identified on 
the basis of a psychiatric diagnosis. In the Medicaid (Pallak et 
al., 1995) study, patients were identified on the basis of 
utilization patterns. The former strategy is more effective for 
smaller studies, whereas the latter strategy is more effective for 
larger studies. It is also worth emphasizing that the cost offset 
associated with these studies is realized immediately. Further­
more, these cost savings arc real and not a function of cost 
shifting from one clinical service to another. 

Chronic Pain Management: 
An Example of a Cost-EfTectivc Intervention 

The arbitrary distinction between mind and body under­
mines clinical efficacy and economic savings. Psychiatric, 
psychological, behavioral, and biomedical evaluations and 
interventions should be integrated- Although such combina­
tion makes it more difficult from a research point of view to 
tease out the active ingredients, more often than not effective 
clinical care of patients will involve a multidisciplinary ap­
proach. Multidimensional back pain centers are a good ex­
ample of successful integration of behavioral medicine interven­
tions with biomedical treatment. Such centers generally treat 
patients who have been unsuccessful with the use of usual 
medical and surgical treatments. Relaxation, cognitive restruc­
turing, exercise, and nutritional counseling are integrated with 
physical, occupational, and vocational therapy, as well as 
pharmacological and surgical interventions. 

Several Studies have now demonstrated that muhidimen-
sional pain centers arc a cost-effective way to treat patients 
with chronic back pain. As an example, Simmons, Avant, 
Dcmski, and Parishcr (1988) compared the medical costs for 
patients in the year before treatment and the year after 
treatment in a multidimensional pain center. In the year 
before treatment at the pain center, medical costs averaged 
$13,284 per patient and in the year after averaged $5,596. For 
the 16 patients sampled, this represented a total savings of 
$123,000 in medical costs. Turk and Staccy (in press) extrapo­
lated the savings reported by Simmons el al. to a much larger 
sample. Specifically, they estimated the savings that would 
occur if the 2,318 patients successfully treated in pain centers 
as reported in a meta-analysis by Flor, Fydrich, and Turk 
(J992) exhibited reductions similar to those in the Simmons ct 
al. study. With a 3% correction for inflation, Turk and Stacey 
estimated a cost savings of $20 million in medical expenses in 
the 1st year following treatment. They further extrapolated the 
cost savings that would occur if disability payments could be 
eliminated. The Flor et al. meta-analysis estimated that 50% of 
patients treated in pain centers receive some form of disability. 
Turk and Stacey calculated that if 1,544 patients, half the 
patients in the cohort described by Flor et al., were to stop 
receiving disability payments, the savings in reduced disabiUty 
payments would be over $90 million. 

Caudill, Schnable, Zuttermeister, Benson, and Friedman 
(1991) also investigated the effect of a behavioral group 
intervention on clinic usage in an HMO for patients with 

chronic pain. One hundred nine patients who had been 
suffering with chronic pain for an average of 6.5 years 
participated in the study. The patients attended 90-min group 
sessions once a week for 10 weeks. The behavioral medicine 
intervention resulted in decreases in negative psychological 
symptoms such as anxiety, depression, and hostility. In addi­
tion, clinic use decreased by 36% among patients who had 
received the intervention in the Isi and 2nd year after the 
program. The program cost $1,000 per group of 10 patients. 
However, Ihe net savings in clinic visits alone was estimated to 
average $110 per patient in the 1st year and $210 per patient in 
the 2nd year after the behavioral intervention. These estimates 
do not include possible savings from reduced prescription 
drugs and reassuring diagnostic tests. 

Barriers to Integration of Behavioral Medicine 
and Biomedical Interventions 

If the case for integrating behavioral and biomedical inter­
ventions from both a clinical and cost viewpoint is so compel­
ling, why has there not been more investment in such integra­
tion? One reason is that the data arc incomplete. Although we 
have highlighted some of the evidence supporting the cost-
offset effect, the majority of behavioral and psychosocial 
interventions have never been thoroughly investigated to 
assess Iheir impact on medical utilization and costs. Along with 
the message that incorporation of mental health services into 
routine medical care can save money comes the responsibility 
to define what mental health services arc most cost effective 
for which patients and under what circumstances. No interven­
tion works for everyone in every case. Admittedly, much more 
data is required to address the issue of specificity. 

It is unlikely that the incorporation of behavioral medicine 
into the treatment of all chronic disease would have equally 
profound cost savings. Where there is good data, often 
providers of medical, and even psychological, services are not 
aware of it. Even when hard data on cost and health outcomes 
are reported for soft psychosocial interventions, medical pro­
fessionals too often dismiss or ignore such studies. For one, 
over the past century, the medical community has been 
focused on improving technology and clinical services. The 
prevailing attitudes toward the origin of disease has empha­
sized biological explanations. 

Patients also may be resistant to psychosocial explanations 
and behavioral interventions. Somatizing patients, in particu­
lar, are often focused on finding a medical explanation and 
treatment to fiat iheir somatic concerns. Psychosocial interven­
tions, especially those associated with traditional psychiatric 
diagnoses and treatment, unfortunately still cany with them a 
stigmatizing shadow. 

There continues to be confusion between behavioral medi­
cine and clinical health psychology on the one hand, and 
psychotherapy on the other (Friedman, Vasile, Gallagher, & 
Benson. 1994). Patients, third-party insurers, and policy mak­
ers still tend to view all behavioral medicine interventions as 
Ihe equivalent of psychotherapy. The traditional, long-term 
psychotherapy model consisting of several individual counsel­
ing sessions per week thai can persist for several years is likely 
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lo have quite different outcomes than the more efficient and 
targeted behavioral approaches described above. 

Another practical problem that must be confronted to 
achieve maximal integration is the issue of cost-benefit account­
ing and budgeting. The Strain et al. (1991) study of a 
psychiatric consultation-liaison intervention for postsurgical 
patients noted previously is a good example of the problem. 
Although medical costs, or more specifically, hospital costs, 
were reduced, the "bottom line" for the provision of psychiatry 
services was increased. An important part of increasing use of 
psychological, or in this case psychiatric, interventions in 
medicine is a readjustment of accounting. It 1$ usually the case 
that profits and losses are independently calculated for each 
clinical services. Furthermore, it is also frequently the case that 
insurance coverage for medical problems is handled by one 
company, whereas coverage for mental health problems is 
handled by another. Trying to convince the latter to spend 
money so that the former would save money is problematic at 
best. Developing mechanisms for addressing these problems is 
critical if health policy and the delivering of health services is 
brought into belter alignmeni with the underlying psychosocial 
and behavioral issues that determine overall medical utiliza­
tion and cost. 

Caveat Emptor: The Limits of Cost Analysis 

Many studies of psychosocial interventions have not in­
cluded utilization or cost impact in their outcome analysis. 
Often we have to infer or project potential savings. For 
example, psychosocial interventions that reduce anxiety and 
depression, boost smoking cessation, or enhance adherence to 
medical regimens might be assumed to have favorable impact 
on health and cost outcomes even though use may not have 
been directly measured. For the purposes of this review, 
however, we primarily have used examples where cost-related 
data are available. 

The primary purpose of psychosocial interventions should 
be lo improve health outcomes, not just reduce medical costs 
or utilization. Although on balance, many psychosocial inter­
ventions appear to reduce overall heallh care costs through the 
cosi-offsci effect, some may very well increase costs. For 
example, by extending the life of patients with metastatic 
breast cancer (Spiegel et al., 1989) by means of a support 
group, Ihe total lifetime medical costs are likely to increase. In 
the rush toward cosl-cffective interventions, we should not lose 
sight of the true purpose of all heallh care interventions—to 
improve the quality and, when appropriate, quantity of life. 

Conclusion 

The economic pressures prompting more consistent incorpo­
ration of cost-effective behavioral medicine into clinical prac­
tice come at a propitious moment. The empirical evidence 
documenting clinical efficacy of behavioral medicine over the 
past 20 years continues to accumulate. There are patient-
specific and disease-specific intervention strategies that can be 
integrated into clinical care with the same degree of scientific 
credibility as pharmaceutical or surgical interventions. Al­
though the current economic climate provides a new impetus 

for integration, practitioners must appreciate the need to 
incorporate only those interventions thai have been scientifi­
cally validated. 

Fortunately, there is growing evidence that attending to the 
multiple psychosocial reasons that prompt patients lo visit 
physicians can be both health and cost effective. Interventions 
can be designed and targeted to address each of six pathways 
lhat reflect the psychosocial drivers of medical utilization and 
medical costs. It is important to emphasize that enhancing 
self-management skills and self-cfficacy, reducing psychophysi­
ological arousal, altering specific behavior patterns while 
preventing relapse through stress management, and enhancing 
social suppon arc not independent interventions but ralher 
components of an overall strategy of psychological and behav­
ioral management. When these four strategies arc combined 
wilh increased sensitivity to psychiatric and somatoform disor­
ders that prompt medical utilization, maximum clinical and 
economic gains are to be expected. Providing behavioral 
interventions belter suited to patient needs can often offset the 
demand for costly medical services. 

The studies cited above have addressed a variety of clinical 
problems and used a variety of interventions to eventuate 
savings. Some of the studies involved mental health interven­
tions that demonstrated cost-offset benefits from individual 
brief psychotherapy or psychiatric consultations for medical-
surgical patients. Other studies invoked multi-faceled behav­
ioral medicine interventions that combined medications, cogni­
tive therapy, group support, biofeedback, relaxation, and 
behavior modification. The incorporation of psychological, 
psychiatric, and behavioral interventions into routine medical 
care has always made clinical sense and is grounded in 
empirical science. The contemporary economic climate now 
makes such an integration essential. 
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Foreword 

The Working Group on the hitegration of Effective Behavioral Treatments into Clinical 
Care was convened in 1997 to address a critical issue: the lack of integration of evidence-
based behavioral approaches into health care. Behavior mediates ahnost every aspect of 
health and health care. Whether we focus on risk behaviors of individuals or the 
appropriate use of the latest biomedical technology, attention to behavior will lead to 
better outcomes. To date, however, what is known about behavior is rarely incorporated 
into the planning and delivery of medical care. What barriers have prevented this from 
occurring? What must happen to ensure widespread integration of evidence-based 
practices and interventions within health care nationwide? What is the role of the 
behavioral science and practice communities in facilitating integration? This report 
reflects the deliberations of the working group as it addressed these questions. 

The recommendations presented are relevant to six audiences, each of which has a critical 
role in advancing the use of evidence-based behavioral approaches in health care: 

Professional societies will benefit from the recommendations that clearly identify ways to 
build the capacity of their members to conduct relevant intervention research and increase 
delivery of effective services. 

/?e5earc/ier$ will find interesting new lines of research that would advance evidence-based 
practice. 

Clinicians who deliver behavioral services will see the important role they have in 
communicating the value of behavioral approaches and in shaping intervention research to 
improve its real-world relevance. 

/Ica</ei»/c/acu7f)'will see new research and training directions for sUidents. 

Entrepreneurs will see new opportunities for the development of products that will 
facilitate the use of evidence-based behavioral approaches in health care. 

Funders will find the recommendations useful for shaping grant initiatives that will 
significantly advance the integration of health and behavior research, thereby leading to 
improved health outcomes. 

I l l 
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Introduction 

Nearly half the nation's premature deaths from the ten leading causes of mortality are 
attributable to behavioral factors. Behavioral health risks — unhealthy diet; lack of 
exercise; tobacco, alcohol, and drug abuse; risky sexual practices; and others are 
associated also with higher ambulatory care and hospitalization costs and account for 
almost three-quarters of all medical care spending. 

Despite abundant evidence showing these risks to be major contributors to chronic 
disease, injury, disability, premature death, and escalating health care costs, behavioral 
interventions and treatments have largely been overlooked as cost-effective ways to 
identify and change health-related behaviors. Why have evidence-based behavioral 
interventions had such limited penetration in health care settings and what can be done to 
facilitate their integration into clinical care? 

In 1997, al the National histimtes of Health, the Office of Behavioral and Social Sciences 
Research (OBSSR) convened a nafional working group of health professionals from 
multiple disciplines to answer these questions and to assist OBSSR in advancing the field 
of health behavior. Specifically, this group was charged with identifying barriers to the full 
integration of behavioral interventions in health care, devising strategies for overcoming 
these barriers, and issuing a final set of recommendafions that can serve as a blueprint for 
action. 

Workmg group members agreed that to address early and unnecessary death and disability, 
behavior must be acknowledged as one of the most important factors in health status and 
behavioral mterventions must be developed and applied accordingly. What follows is a 
plan for achieving these goals and, ultimately, incorporating what is known about 
changing behavior into health care systems across the country. 
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The Value of Behavioral Approaches 

The major health problems of our time carmot be adequately addressed without integrating 
the psychological, social, and behavioral aspects of health into health care. By improving 
quality of life and medical outcomes, preventing disease onset, and decreasing health care 
costs and utiUzation of care, behavioral approaches will help the health care system 
achieve its long-term goals. 

Specifically, behavioral approaches: 

Reduce risky behaviors/increase preventive behaviors. There are now evidence-based 
behavior change interventions available to address most of the behavioral risk factors for 
disease, including tobacco use, obesity, poor diet, sedentary life-style, and alcohol and 
drug addiction. And there are effective interventions that improve diet, increase 
participation in screening programs, and reinforce behaviors that prevent injury (e.g., 
reducing the number of motor vehicle accidents and the incidence of high-risk sexual 
behavior among HTV patients). 

Treat a ranee of defined illnesses and conditions. Behavioral interventions have been 
effective in expanding the functional capacity of people with lung disorders; reversing 
atherosclerosis; decreasing cardiovascular disease (CVD) mortality, pregnancy 
complications, and sudden infant death syndrome (SIDS); and promoting self-management 
of diabetes, cancer, high blood pressure, astlima, psoriasis, stress, anxiety-related 
disorders, and conditions such as insomnia, chronic pain, irritable bowel syndrome, and 
headaches. 

Treat proximal conditions that enhance health outcomes. Behavioral interventions, which 
have been shown to improve health outcomes, can help enhance an individual's sense of 
efficacy and coping skills; reduce the incidence of surgical complications; and prevent 
avoidance behaviors and irrational thinking that may delay disease diagnosis and 
freatment. 

Enhance health care quality and reduce costs. Behavioral interventions can help change 
physician behavior, reduce stress-related visits to providers, and decrease client himover. 
These demand-reduction benefits are increasingly important in today's market-driven 
health care system. 
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The Urgent Need for Behavioral Approaches 

Several recent trends strongly suggest that it may be time for health care systems to take a 
closer look at evidence-based behavioral interventions and incorporate them into their 
service delivery protocols. 

First, a mynad of efforts has been implemented in recent years to control health care costs, 
including managed care. Yet, health care costs have continued to rise, forcing many 
systems to confrol and, in many cases, reduce health care supply. Now, as these cost 
control opportunities rapidly diminish, health care systems must find ways to reduce the 
demand for costly procedures and freatments. 

Behavioral treatments and interventions can reduce health care demand and thus, health 
care costs. Studies have shown that health care utilization is not necessarily related to 
disease frequency or severity, but often depends on patients' individual perceptions and 
attitudes about their symptoms. Patient suffering, for example, has driven health care 
demand, which has resulted in higher costs for both patients and providers. By addressing 
this suffering through counseling, self-care, patient education, and prevention-oriented 
interventions, it is possible to reduce health care utilization, length of hospital stays, and 
the need for more expensive and invasive treatments. Behavioral interventions can also 
help to lessen the burden of chronic disease, which exacts considerable economic and 
human costs, by changing behaviors that contribute to the progression of chronic disease 
and to costly complications. 

Second, consumers — especially those that do not fall under the traditional, acute care 
medical model — are searching for new ways of maintaining and improving health and 
thus, are becoming increasingly more selective about which health plans they choose. In 
turn, consumers' desires are influencing the choices of public and private health care 
purchasers, who are also concerned about the human and economic costs of behaviors that 
contribute to disease and disabifity. 

If market-driven health care systems are to survive, they must meet tlie demands of 
consumers and purchasers, especially the desire for high-quality services, better 
physician/provider-pafient communication, and interventions that enable consumers to 
take greater control of their health. Time-tested and proven behavior change services and 
interventions directly respond to these needs and allow health care plans to play a central 
role in primary prevention to reduce health care risks. 

Third, a new emphasis on accountability has forced many health care systems to reassess 
their health care services in terms of quality and health outcomes. Numerous studies have 
demonstrated the effectiveness of targeted educational, behavioral, and psychosocial 
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interventions in health care settings — nearly all of which are simple, safe, and relatively 
inexpensive ways to dramatically improve health outcomes and reduce the need for more 
expensive approaches. 

Moreover, research on patient satisfaction has found that consumers often define quality in 
terms of the interpersonal nanire of that care. By stressing quality over quantity, 
behavioral approaches not only increase the Likelihood of consumers vievv̂ ng more 
favorably the care they receive, but also foster greater job satisfaction among providers 
who want to offer this kind of individualized and supportive health care. 

Fourth, the health care system is currently in a slate of flux, offering unprecedented 
opporUmilies for innovation. New computer-based technologies, for example, have 
emerged lo facilitate prevenUon and disease management strategies that have long been 
the halhnark of behavioral intervention. Cost-sharing arrangements that shift more 
payment responsibility to consumers mean that health plans will have to become even 
more responsive to consumers' and purchasers' interests in behavior-related services and 
programs. Greater consolidation of health care systems has resulted in less patient-shifting, 
giving plans the opportunity to strengthen the patient-provider relationship through the 
use of behavioral techniques. Delivering effective behavioral interventions to managed 
care enrollees using tailored communication methods, where they are efficient, is 
potentially highly cost effective. As Medicaid and Medicare enrollees increasingly are 
served by managed care programs, behavioral approaches can offer them readily available 
access to informaUon and support lhat will help them better manage and prevent disease. 

Barriers to and Facilitators of Integration into Health Care Delivery 

What are the barriers that prevent fiill integration of behavioral approaches into health care 
systems and what are the carriers that can facilitate this process? This question was posed 
to working group members as well as to the medical directors of several managed care 
systems through a study conducted by the Center for the Advancement of Health. 

Barriers to Integration 

Working group members identified seven major barriers to incorporating behavioral 
approaches into mainstream medicine: 

Lack of Standardization. The health care system demands standardized quality control 
and clinical infonnation systems, evaluation criteria, program accreditation, and pricing, 
but most behavioral interventions arc intrinsically less standardizable than medical 
procedures. Surgery, for example, can be performed, evaluated, pnced, and assigned 
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administrative codes based on standard formulae. In contrast, while there are many 
effective interventions to change health-related behavior, few are converted into climcal 
practice guidelines and integrated thoroughly into standard health care practice. 

Many behavioral interventions are still in the formative stages of mtegration with 
mainsfream health care systems. Adding to this challenge is the perception that health 
behavior research is a relatively "softer" science, which means that the field must produce 
a greater amount of evidence than is usually the case with more procedural interventions. 

Perception of High Costs. Unlike other medical intervendons such as pharmaceuticals and 
surgery, behavioral interventions typically do not yet have powerful financial stakeholders 
who can encourage government and private insurance companies to cover them. While 
the majority of these interventions may pay for themselves over the long-term, insurers 
tend to be primarily interested in evidence of short-term cost-effectiveness, based on their 
awareness that consumers often switch plans before any long-term savings can be realized. 

Lack of Knowledge and Awareness. A knowledge gap exists al several levels between 
what health behavior research can do to help the health care system achieve its goals, and 
how much is known about these interventions. At the consumer level, patients are often 
imaware of behavioral approaches and fail to demand them fi^m their health care plans. 
Health care providers continue to view pharmaceutical, diagnostic, and/or surgical 
interventions as easier, quicker, and more effective than behavioral procedures, or they do 
not expect or trust patients to comply with behavioral recommendations. At the 
organizational level, health care plans have resisted integrating them fully into their service 
regimen because they remain unconvinced of their effectiveness. 

The bulk of health care research—and, by extension, research funding—continues to be 
focused largely on traditional medical models and/or interventions, rather than on 
behavioral or combined bioraedical/behavioral approaches. Moreover, multicultural 
approaches to research (e.g., identifying the best health care sfrategies to use cross-
culturally), have yet to be fully adapted for use in behavioral research. 

Organizational Barriers. Health care plans that acknowledge the value of behavioral 
approaches still face considerable hurdles when trying to integrate them into service 
delivery. The current acute care-oriented health care system is not staffed or organized to 
deliver the planned, supportive care required for behavioral prevention and disease 
management. In addition to lackmg trained and credentialed staff (e.g., nutritionists, 
psychologists, occupational therapists, etc.) that can provide high quality behavioral care. 
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many health care plans simply have not established paymenfreimbursement systems or 
policies for covering behavioral treatments. 

Finally, assessing or evaluating the behavioral treatments offered through health plans is 
often difficult because stringent practice guidelines have yet to be established. To some 
plans, for example, "patient education" means simply giving patients a pamphlet, while 
oUiers include a broader range of educational services (e.g., counseling, biofeedback, etc.) 
under this rubric. 

Lack of Clear Identity. The health behavior research field continues to struggle with a 
lack of clarity as to its goals, parameters, and interests. Specifically, it has yet to 
adequately define what makes it effective and what distinguishes it fi^m other models, 
including those that have been readily embraced by the health care profession, as well as 
the public at large. 

Gaps in Evidence Base. In a number of areas, the health behavior field has yet to gather 
sufhcient empirical evidence that will support fiilly the efficacy of many of its interventions 
and claims, as well as justify the estabhshment of poHcies and processes to identify, train, 
and credential a wide range of health and mental health professionals. 

Few Dissemination Vehicles. There is a dearth of dissemination vehicles for getting the 
data that does exist into the hands of multidisciplinary professionals quickly and efficiently. 
Currently, there are few centralized information and dissemination sources, crippling the 

ability of those in the field to advocate for these approaches in a more concerted, strategic 
way. Further, dissemination efforts have relied on passive, rather than active, strategies 
(e.g., guidelines). As a result, implementation of behavioral interventions continues to be 
scattershot, leaving those in the field and outside it unaware of current research, issues, 
and/or trends. 

Facilitators of Integration 

Strategics that can overcome these barriers include: 

Obtaining better evidence. With more scientific evidence to substantiate the need for 
behavioral interventions and their effectiveness, health care systems will have more 
incentive to incorporate them into their plans. 

Improving standardization. Quality standards, practice guidehnes, decision models, and 
cost-effective analyses will provide legitimacy and also help improve services. Categories 
lhat describe treatments (e.g., short-, medium-, or long-term interventions and group- or 
individual-focused interventions, etc.) must also be developed. 
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Better practice models and training approaches. Practitioners, researchers, and 
proponents need to be more proactive in developing and reporting on model programs 
that can inspire and guide others to develop effective and cost-efficient behavioral health 
programs. In addition, the field must offer better fraining for those who deliver behavioral 
services, which will not only impart a standardized set of skills to professionals but will 
also legitimize and motivate the profession at large. 

Mobilizing pubbc support. Although studies show that consumers have readily embraced 
the notion of "alternative medicine," the public does not appear to include behavioral 
approaches to improving health and preventing and managing disease. It is not clear 
whether this is because they do not understand evidence-based behavioral approaches — 
what they are and how they work — or because the public resists the notion that improved 
health might involve working to change habits when some less laborious herb or 
manipulation might have the same effect. 

The definition, purpose, and outcomes of behavioral approaches must be clearly defined in 
language that is useful to decisonmakers and tlie public. Strategic educational and 
marketing efforts should be targeted toward consumers, policymakers, and others with the 
power to champion behavioral interventions. Messages must be developed that emphasize 
behavioral effectiveness of the interventions and their ability to improve health outcomes, 
expand patients' choices, and enhance quality of life. 

Clear framing of the role of interventions. If behavioral inierventions are to be accepted 
more fully, practitioners and researchers must talk about them differently than they have in 
the past. Specifically, the role of behavioral interventions is neither clear nor vital within a 
traditional medical model, in which the primary goal is to offer a "cure" for an existing 
disease. However, in a risk management model of health care, in which the goal is to 
prevent disease and reduce risk factors for multiple disease, such interventions become 
key. 
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The View of Providers 

What do managed care representatives perceive as barriers or carriers to the integration of 
behavioral approaches into health care systems? Preliminary data from a survey' 
conducted by the Center for tiie Advancement of Healtii (CAH) reveals tiiat tiiere is some 
agreement among healtii care providers, researchers, and clinicians as to barriers and 
carriers, but tiiere is also some disagreement. 

The Center surveyed HMO medical directors licensed in five states (Oregon, Wisconsin, 
Massachusetts, Colorado, and Florida, and the Distiict of Columbia) about the behavior 
change programs their plans provided, their views of Uie scientific evidence supporting 
behavior change interventions, factors that influence the provision of behavior change 
programs in their plans, and the sources of evidence-based uiformation they use to support 
their choices. Fifty (50) of 110 HMO medical directors responded to the survey (a 
relatively high response rate of 46 percent), which defined "behavior change programs" as 
activities that help members modify their behavior to prevent or manage a health 
condition. 

Participants were asked whether tiiey provided any of the following programs to HMO 
enrollees: exercise/fitness, nutrition education, smoking cessation, and alcohol and other 
drug dependency programs. Respondents were also asked whether they provided 
behavioral interventions as treatment for several conditions tiiat have proven to respond 
positively to behavioral approaches: asthma, depression, diabetes, pregnancy, back pain, 
and cardiovascular conditions. 

Of file 50 medical directors surveyed, a considerable percentage reported offering 
alcohoydrug dependency (92 percent) and smoking cessation (76 percent) programs, and 
slightly less said they provide nutrition education (66 percent) and exercise/fitness 
regimens (30 percent). Nine out of 10 HMOs reportedly offer behavioral change 
programs for diabetes, 86 percent for asthma, 80 percent for botii pregnancy and 
cardiovascular conditions, and 76 percent for depression. Only about a quarter of HMOs 
offer such interventions for back pain (26 percent). Altiiough 98 percent of HMOs say 
tiiat tiie scientific evidence now available is sufficient to support tiie behavior change 
programs offered, less than half indicate that such evidence is "most important" to their 
decision to offer these programs. 

According to HMO medical dfrectors, barriers to incorporating behavior change programs 
include concerns about the lack of trained staff people and uneven quality of available 

' The Robert Wood Johnson Foundation funded "Changing HeaJth-Rclatcd Behavior in Managed Care SenLng<s" a 
program of the Center for the Advancement of Health. 
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vendors/services; the perception that these programs are either too costly or cost-
ineffective; and the difficulty of measuring health outcomes when they are used. 
Admirustratively, respondents said that these interventions were still not yet part of their 
organizational culture, which continues to favor an acute-care model. Organizational 
structure is also a barrier; specifically, institutions are not designed to facilitate tiie kind of 
patient-provider contact and communication they associate with behavioral interventions. 
Other identified barriers were fmancial systems (payment and reimbursement), regulatory 
issues (state versus local regulations), and consumer access lo and location of these 
services. 

At tiie provider level, a major barrier to tiie full integration of healtii behavior research into 
managed care was the acute care or biomedical treatment orientation of physicians and 
other providers, as well as providers' negative attitudes toward patient adherence to a 
behavioral regimen. Confidentiality breaches were also perceived as a barrier. 

Further, medical directors sfressed that behavioral approaches were not in high demand 
from consumers/members and purchasers, so they did not feel required to offer them. 
High member turnover rates (12-30 percent) and difficulties involved in documenting tiie 
long-term success of behavioral interventions were also perceived as barriers lo 
integration. 

Factors the medical directors said were most important to their decisions to offer behavior 
change programs fell into two categories: adrainisfrative, such as orgaruzational culture 
and image, and program/intervention, such as quaUty, cost and outcome evaluation. Plans 
stressed that incorporating these programs not only "helps to improve the plan's image," 
but increasingly is required by quality assurance agencies such as the National Committee 
for Quality Assurance (NCQA). At the program level, HMOs perceive the behavioral 
interventions as an opportunity to improve quahty of life, reduce the use of medical 
services, improve health outcomes, and increase treatment compliance. 

Strategies for Change 

A model for translating evidence-based health and behavior research into practice^ serves 
as a useful heuristic through which to organize the recommendations of the OBSSR 
Working Group, 

The model posits three dynamic and interacting kinds of activities that will increase the 
number of systems and providers of evidence-based behavioral interventions and the 

' The model was developed by Jessie Gruman, Center for the Advancement of HeaJth; Tracy Orleans, the Roben Wood 
Johnson Foundation; and Norman Anderson, Office of Behavioral and Social Sciences ResearcK NIH. It was presented at 
the Society of Behavioral Medicine annual meeting in March, 1999. 
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number of individuals receiving tiiem, wiUi tiie ultimate aim of improving population 
healtii and well-being. The three types of activities are: 

Technology Push: Proving or improving interventions for population-wide use. This 
activity includes the development of standards for defining effectiveness, tiie development 
of formal cHnical practice guidelines, and testing/adapting interventions in underserved and 
high-risk populations and settings. 

Research and Clinical Capacity: Building tiie capacity of relevant systems to produce 
stronger and more precise evidence and to deliver interventions. This activity includes 
providing teclinical assistance for the deUvery of evidence-based interventions in real 
world settings, provider training, and clinical improvement/quality control standards and 
packaging interventions to make the best possible use of available technologies. 

Market Pull/Demand: Building a market and demand for interventions, including direct-
to-consumer marketing; increasing market demand through cost-effectiveness research; 
and implementing poUcies that drive demand and implementation, such as Healtiiplan 
Employer Data and Information Set (HEDIS) quality measures. 

It is only tiu^ough a level of simultaneous strategic activity in each of these domains tiiat 
we will realize the promise of behavioral approaches to the prevention and treatment of 
disease. 

The same model can be used to describe the types of actions needed to strengthen 
practice- oriented research. The OBSSR Working Group recommended tiie following 
actions: 

Technology Push 

I . Increase Practice-Oriented Research (POR) 

Make use of all available research-related resources to increase the amount of high 
quahty interdisciplinary research: 

• Seek out and utihze non-ROl research funding mechanisms (e.g.. Small Business 
Irmovation Research, minority supplement, quality of hfe supplement, etc.). 

• Make use of non-Federal research fimds to support pilot interventions and 
intervention evaluations. 

10 
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• Increase the use of Agency for Healtii Care PoHcy and Research grant mechanisms 
to produce cost-effectiveness/cost benefit research. 

• Get end-users involved early as stakeholders and partners in tiie design of 
interventions to be tested. 

II. Improve Research Funding for POR 

Increase commitment and action by fimding organizations to increasing knowledge and 
practice based on an expanded view of healtii: 

• Communicate wifli NIH instihite directors and program officers about the potential 
of evidence-based behavioral interventions to help their public constituencies. 

• Work to ensure that training and research funding mechanisms clearly include 
behavioral and social scientists. 

III. Strengthen Intervention Presentation and Availability 

SuiTunarize, organize, and make widely available comprehensive evidence-based 
interventions: 

• Standardize behavioral interventions for health promotion and disease prevention 
and management. Make those standards widely available to clinicians, training 
programs, health plans, and the public. 

• Develop formal clinical practice guidelines. 

• Test/adopt interventions in new populations and settings. 

• Translate the evidence base of behavioral interventions into language that is useful 
for policy makers, health care decisonmakers, and consumers. 

11 
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Research and Clinical Capacity 

IV. Improve Clirucal Capacity 

Develop and implement strategic approaches to communicate essential research 
findings lo those who will implement them on a day-to-day basis: 

• Train clinicians (biomedical and behavioral) to deliver evidence-based interventions 
in chnical settings. 

• Provide technical assistance to healtii plans and other heallh care delivery 
institutions to ensure access to and implementation of evidence-based interventions 
and practices. 

V. Improve Training in POR and Evidence-Based Practice 

Maximize use of available training resources to increase tiie number of capable 
researchers working on mechanisms and inlervenlion: 

• Build electronic and other vehicles to link behavior change clinicians and provide 
tiiem witii easy access to experienced clinicians and emerging evidence about 
effective treatment. 

• Identify, publicize, and utilize NIH training resources. 

• Develop a network of tiiose receiving NTH training resources in which at least part 
of those fimds are used for intervention development and communication about 
common concerns, core competencies, etc. 

VI. Develop Crcdentialing and Certification 

Improve tiie abiUty of clinicians working to change healtii-related behavior to define 
and deliver high quahty effective services: 

• Define core competencies, fraining requirements, and professional standards for 
the delivery of behavioral interventions. This will involve issues of Ucensing, 
certification, and accreditation. 
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Putting Evidence into Practice 

Market Pull/Demand 

Vn. Increase the Demand for Evidence-Based Behavioral Interventions 

Increase the demand for evidence-based biobehavioral services among individual 
clinicians, health care decisonmakers, policymakers in the Federal, State, and local 
government, as well as the general public: 

• Summarize cost-effectiveness infonnation about standardized behavioral 
approaches and make them available to health care leaders. 

• Ensure that evidence-based behavioral interventions are included as part of NCQA 
and Joint Commission on Accreditation of Healthcare Organizations (JCAHO) 
accreditation for health care delivery, NCQA performance indicators, and other 
quality measurement sfrategies. 

• Develop strategies for keeping interventions to change health-related behavior in 
public view. 

Vin. Encourage Business Development 

Leam from successful ventures to market healtii behavior change interventions: 

• Convene those active in business applications of behavioral approaches to disease 
prevention, freatment, and management. Identify action steps and disseminate 
lessons learned. 

IX. Improve Stakeholder Knowledge 

Increase the visibility and utility of the science base among policymakers, health care 
decisonmakers, ctinicians, the biomedical research commimity, and the general public: 

• Improve the ability of behavioral researchers and clinicians to share information, 
leam across disciplines and fields, and advocate for increased resources. 

• Pubhsh and present reviews and meta-analyses of interventions in 
nonbehavior/social science journals and venues. 

13 



Putting Evidence into Practice 

X, Monitor Use of Evidence-Based Behavioral Interventions in Health Care 

Estabhsh means of monitoring needs and tends among the decisonmakers and 
practitioners and communicate this information to the research, fimding, and quality 
assurance communities: 

• Monitor attitudes, practices, and needs of managed care decisonmakers, healtii 
care purchasers, clinicians, and consumers to discover how behavioral approaches 
are viewed and used. Use this infonnation to shape an ongoing strategy to 
advance evidence-based behavioral approaches. 
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