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Intensive Behavioral Counseling in
Cardiovascular Care
Opportunities to Improve Health Equity
Alyssa M. Vela, PHD,a,* Allison E. Gaffey, PHD,b* Allison J. Carroll, PHD,c Casey E. Cavanagh, PHD,d

LaPrincess C. Brewer, MD, MPH,e,f Laura L. Hayman, PHD, MSN,g Matthew M. Burg, PHDb,h
A s stated by the American College of Cardiol-
ogy, diversity and inclusion are issues that
are central to quality patient care, and inno-

vation and advancements are essential to improve
health equity and ensure equitable cardiovascular
care and cardiovascular health for all.1 Yet, in the
United States, health and well-being are limited by
profound social, environmental, and systemic ineq-
uities. Historically excluded people, including men
and women of under-represented races and ethnic-
ities are more likely to experience extreme disadvan-
tages, including structural racism, food deserts and
insecurity, unsafe neighborhoods, and difficulties
accessing and maintaining routine health care. These
barriers are routinely encountered throughout the
lifespan, contribute to a greater confluence of cardio-
vascular risk factors—tobacco use, obesity, physical
inactivity, poor sleep quantity and quality, high blood
pressure, high blood sugar, and high cholesterol—
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leading to greater cardiovascular morbidity and
mortality.1

In a global case-control study from over 50 coun-
tries, behavioral and lifestyle factors together
accounted for at least 90% of population attributable
risk for a first acute myocardial infarction among men
and women.2 Thus, attenuating cardiovascular risk at
large, and particularly among the groups that are
most vulnerable to cardiovascular health inequities,
requires addressing these factors. Intensive behav-
ioral counseling (IBC) is an empirically validated,
evidence-based approach for primary and secondary
cardiovascular disease prevention that applies the
science of motivation and behavior change to support
cardiovascular health through group or individual
interventions over the course of 6 to 18 months.
Given the high prevalence of cardiovascular risk fac-
tors in the United States, most adults would likely
benefit from IBC. Furthermore, as demonstrated in
the primary care context, the inclusion of IBC as part
of an integrated treatment approach to care, can
improve the equitable provision of care to members
of historically excluded and minoritized groups.
Thus, to promote health equity, IBC for cardiovascu-
lar risk reduction must be available and accessible to
all, adaptable to various health care settings, and
sustainable.

IBC interventions, as defined by the United States
Preventive Services Task Force (USPSTF), are pre-
ventive services designed to promote health behav-
iors. More specifically, IBC interventions are intended
to change and improve health behaviors regarding
diet, physical activity, and other cardiovascular
health metrics. Importantly, IBC is also safe and
effective for members of historically excluded and
minoritized groups. A recent systematic review of
U.S.-based clinical trials examining IBC to improve
https://doi.org/10.1016/j.jacadv.2023.100678
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FIGURE 1 Intensive Behavioral Counseling for Cardiovascular Health Equity

CVD ¼ cardiovascular disease; FQHC ¼ Federally Qualified Health Center; IBC ¼ intensive behavioral counseling; PT ¼ physical therapist;

RD ¼ registered dietician; RN ¼ registered nurse; SDOH ¼ social determinants of health; USPSTF ¼ United States Preventive Services Task

Force.
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diet and physical activity among diverse participants
with elevated lipids and blood pressure found prom-
ising effects of IBC, with no differences in outcomes
by race or ethnicity.3

In 2020, the USPSTF expanded prior recommen-
dations concerning IBC to include adults at increased
risk for cardiovascular disease, even if weight status
is within the normal range, with a focus on diet and
physical activity.4 This recommendation was based
on a systematic review of 94 randomized controlled
trials that represented over 50,000 patients. The re-
view indicated that behavioral interventions reduced
the risk for incident cardiovascular events by 20%,
changes that were commensurate with small but sig-
nificant reductions in cardiovascular risk factors,
including blood pressure, cholesterol, blood glucose,
and adiposity.5 The behavioral counseling in-
terventions reviewed were delivered in either group
or individual sessions, at a medium-to high intensity,
for a median of 12 appointments over the course of
12 months, and with an average of 6 hours over 6 to
18 months. Interventions included motivational
interviewing and standard behavioral change tech-
niques (ie, goal setting, problem-solving, and self-
monitoring). As important as the primary results,
this report also revealed that IBC resulted in little to
no risk of serious harm.5

The Centers for Medicare and Medicaid Services
(CMS) provides reimbursement for behavioral coun-
seling interventions for patients at risk of cardiovas-
cular disease (CVD).6 However, reimbursement is
limited on several fronts: only 1 visit per year is
covered for Medicare beneficiaries, reimbursement
rates for clinicians are low, and counseling must be
performed in a primary care setting. Moreover,
advanced-level clinicians who are not nurse practi-
tioners or physician assistants, most notably
doctoral-level psychologists—the group that has
developed and pioneered these health behavior stra-
tegies—are not included as eligible providers for this
coverage. In contrast to CMS, the USPSTF recom-
mendations indicate that behavioral counseling can
be delivered by a range of health care professionals,
including masters- and doctoral-level counselors,
nurses, registered dieticians, and physical therapists
(Figure 1).3-5

CMS policies concerning behavioral counseling for
CVD prevention are also poised to incur excessive
burden on those groups who experience health in-
equities. Specifically, while CMS expanded payment
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for telehealth services in response to the COVID-19
pandemic, coverage is receding as CMS increasingly
requires co-pays and limited reimbursement for
audio-only services.7 With these rollbacks, which are
contrary to the evidence base supporting the benefits
of telehealth for better health care access, people who
are disproportionately historically excluded or un-
derinsured will suffer undue consequences.

To improve the public health and address historic
health inequities, it is essential that barriers for
accessing this counseling be reduced for all, so that
this approach to CVD risk reduction be more widely
available and accessible, adequately reimbursed, and
conducted by practitioners with the appropriate
training and expertise in using this approach (ie,
psychologists). Clinics, health care systems, and
payers must work individually and together to in-
crease access to IBC for the millions of patients at risk
for or living with CVD.

While CMS coverage has historically limited IBC
use to primary care settings, expanding the settings
in which it is offered is essential to increasing access
and improving cardiovascular disease prevention.
IBC could be expanded to all types of health care and
community-based settings, including specialty care
clinics (eg, cardiology), inpatient settings (eg, hospi-
talization after first myocardial infarction), federally
qualified health care centers, and mental and behav-
ioral health clinics (eg, a hospital-based psychology
clinic). Furthermore, to truly increase access and
reduce disparities, IBC should be offered virtually via
video and phone-only telehealth, modalities that
have a strong evidence base in behavioral in-
terventions. The use of these telehealth modalities
has been associated with increased engagement by
diverse patient groups, including those who are his-
torically marginalized, and is supported by USPSTF
guidelines.3,7

To increase access to IBC, it is also essential that
CMS expand who is qualified to provide and bill for
these services. Consistent with USPSTF recommen-
dations, there is an opportunity to expand IBC service
providers to be inclusive of all master’s and doctoral
level providers trained in behavioral methods. This
includes, but is not limited to, psychologists, coun-
selors, and clinical social workers. Such expansion
could also include other licensed and trained pro-
fessionals, such as registered dieticians and physical
therapists, as indicated by USPSTF guidelines. While
USPSTF indicates that primary care physicians can
provide behavioral counseling or refer elsewhere, a
recent report indicated that the provision of all
expected care by a primary care clinician would take
27 hours per day.8 The expansion of eligible clinicians
by CMS could be a part of significantly reducing this
burden.

Despite this evidence, the USPSTF’s recommenda-
tion for IBC is grade B or of moderate certainty, due in
large part to the significant variability of in-
terventions and inconsistency in measurement and
outcomes.5 For example, reporting of behavioral
outcomes such as physical activity and diet, lack
standardization, which limited the interpretation of
effects. Critically important is the utilization of new
technologies, such as wearable activity trackers,
which may provide more objective data on outcomes.
Furthermore, there are limited data on social de-
terminants of health and other inequities,9 contex-
tual factors which are likely to impact the
effectiveness of these interventions. A better under-
standing of these factors and inequities may inform
the development of low-intensity approaches or
community-informed interventions. For example, the
FAITH! Trial offers an exemplar for how community-
informed interventions may be developed and
implemented to improve cardiovascular health
among African Americans.10 Other limitations relate
to small sample sizes, few replication studies, and
relatively few studies examining long-term out-
comes. Addressing the aforementioned limitations in
research studies will strengthen the evidence base for
behavioral counseling interventions, and even more
critically, enable expansion of these interventions to
address cardiovascular disease-related health in-
equities and elevate the quality of evidence sup-
porting recommendations for IBC.

The American College of Cardiology Health Eq-
uity Taskforce defines health equity in cardiology as
“a human right that allows everyone to achieve the
best attainable cardiovascular health and outcomes
by overcoming all avoidable barriers.”1 Improving
IBC access is a key opportunity to reduce barriers
and support cardiovascular health equity. IBC is an
evidence-based approach for addressing key risk
factors for CVD incidence, progression, and mortal-
ity that has been recognized by USPSTF and CMS.
The significant CMS-imposed limitations on the
settings and clinicians who are eligible to offer this
critical preventive care demonstrate the immense
promise and opportunities for providers and sys-
tems to unite in addressing these restrictions and
using the available evidence-base to meet the goal
of reducing cardiovascular risk and disease
inequity.
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