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problems in primary care (Goldstein et al., 2004). The specific tasks within each 

of the 5As vary depending on the nature of the problem as well as its severity 

and complexity (Whitlock et al., 2002). Nevertheless, the 5As model can be 

applied to any patient in any clinic with any problem. We have found this flex-

ible patient-centered model invaluable in providing behavioral health services 

in the primary care setting. Figure I.1 provides an overview of how the 5As 

connect and how they lead to a personal action plan.

The assess phase involves gathering information on physical symptoms, 

emotions, thoughts, behaviors, and important environmental variables, such as 

family, friends, or work interactions. From a biopsychosocial perspective, the 

goal is to determine what variables are associated with patients’ symptoms and 

functioning and then, on the basis of patients’ values and what they have con-

trol over, to determine what they could change or alter that would decrease 

symptoms and improve functioning.

The advise phase involves describing to patients their options for interven-

tion, on the basis of the data gathered in the assessment phase. The goal is to 

describe the intervention and the expected outcomes.

During the agree phase, patients decide on their course of action on the basis 

of the options discussed. They also might decide that they do not like any of the 

options, might have other options they would like to pursue, or might take 

more time to think about their options and discuss them with a significant 

other. If the patient does not like any of the options initially presented by the 

BHC or perhaps is ambivalent about moving forward with them, motivational 

FIGURE I.1. The 5As Model of Behavior Change in Primary Care
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