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Introduction 

Primary care behavioral health (PCBH) is a relatively newer model being proposed and 

implemented in order to include behavioral health services into primary care settings. This 

specific model is built to strengthen the overall field of primary care rather than just promoting 

mental health. The idea is that by integrating the specialist into primary care, many factors that 

lead to poorer outcomes can be dealt with without increasing the workload of those who work in 

primary care. In a way, the behavioral health consultant works as a care provider, educator, 

advocate, and teammate. These are all critical ideas within the model that boost the efficiency 

and outcomes of these integrated roles. Further because, “effective integration of mental health 

care into primary care requires systematic and pragmatic change that builds on the strengths of 

both mental health and primary care” (Thielke et al., 2007) it is necessary to use the framework 

in a way that fully merges the two fields. Generally speaking, the population that PCBH 

programs look at is whatever is encompassed by the practice the BCH is being introduced to, 

usually either family medicine or pediatric practices.  

One piece of information that is well known is that PCPs in general allow for overall better 

health outcomes (Gunta et al., 2022). The problem with this idea is the fact that population 

growth vs number of PCPs has not been equivalent1 and so there are many predictions of 

shortages of PCPs (Zhang, Lin, Pforsich, and Lin, 2020). Thus, the number of PCPs needed is 

not being reached in a general look at the United States (Petterson et al., 2012). This 

overworking of PCPs can lead to burnout (Patel et al., 2018) and lower quality of care to patients 

across the board and leading to larger problems in the healthcare field as a whole. Classically, the 

solution to this problem was the incorporation of professions such as nurse practitioners (NPs) 

 
1 For more information, discussion of findings in appendix A. 
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that could remove some of the burden from the PCPs, and the results have largely been a success 

with both PCPs and NPs reporting increased satisfaction and perceived quality of care within 

practices (Poghosyan, Ghaffari, Liu, & Friedberg, 2020). 

This background is important because it shows that this solution does in fact work and 

provides a route for PCBH programs to be implemented. Outpatient care is generally viewed as 

an important part of care but in the mental health field many of these issues are overlooked in an 

outpatient setting. By incorporating mental health specialists such as from the PCBH model 

perception of care by patients is increased by significant margins (Leung et al., 2021). This 

important information because not only does a better perception of care lead to better health 

outcomes, but it also leads to increased rapport and trust between patient and physician. Further 

and most important by implementing mental health specialists we can remove stigma that allows 

for that holistic care of the patients (Knack, Mantler, and Szeto, 2017). 

As far as it goes for specificities and technicalities, while mental health as a whole needs to 

be included in holistic care, the PCBH model is designed to be used in primary care to be an 

adjunct to PCPs and has less utility outside of this sphere. Much like NPs, behavioral health 

consultants fill a niche of removing some of the burden that PCPs are faced with by working on 

the aspects of behavioral and mental health that either the PCP overlooks, does not know about, 

or has no time to practice.  

Despite all these benefits and the support in theory, there are still issues that are faced when 

attempting to incorporate these integrated models. One, issue that is faced is the disconnect 

between appreciation of the field and actual usage (Westheimer, Steinley, and Brownson, 2008). 

Another issue that is important to address is the additional training that is needed to allow BHCs 

to work in primary care settings, but the issue with this is that it requires a long-term solution 
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that builds a better foundation rather than creating BHCs at the present moment. The idea is that 

by teaching the different fields that can participate while they are still in school can allow for this 

integration (Dennelly, 2019), but as noted, this is an extremely long-term solution so it will take 

time before true implementation. A final point of discussion for challenges that face these 

integrated models is a potential view of providing substandard care as PCPs may feel they are 

losing autonomy or differing views of what is actually sufficient care and what is not 

(Pomerantz, Corson, and Detzer, 2009). This is more so a barrier to true integration than the 

services in and of themselves, further it seems that at certain levels this issue may be more 

prevalent, which will be seen later on with the description of levels of integration. These are all 

critical issues that must be dealt with in order to allow practical improvement of the models and 

true integration, especially when using a framework such as the triple aim of health outcomes2.  

In the healthcare field, there is an idea which revolves around a framework that separates 

different levels of collaboration and integration. At first, the categorization of the levels came 

from a research paper where they proposed just five levels to use as tools of categorization3. 

These levels encompassed the extent to which integration and collaboration was occurring but 

did not account for the specifics of each individual interaction. This lack of encompassing 

specific situations meant that the framework was meant to be used essentially as a handbook 

would be used to build the foundation rather than rules. The five levels included minimal 

collaboration, basic collaboration at a distance, basic collaboration onsite, close collaboration in 

a partly integrated system, and close collaboration in a fully integrated system. The actual details 

of each category will be discussed more fully with an example later in this paper. Up until 

 
2 Further discussion about challenges and barriers to implementation discussed in appendix B. Espcialy in the 
context of triple aim model. 
3 Doherty et al. Five Levels of Primary Care/ Behavioral Healthcare Collaboration (Behavioral Healthcare Tomorrow, 
1996), 25-27. 
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recently, this was the framework that was used, but U.S. Department of Health and Human 

Services proposed a new framework to measure and identify integration and collaboration4. This 

new system took the first and reformed the last two levels into three modified levels with clearer 

boundaries. The new categories that take levels four, five, and six, follow respectively as close 

collaboration with some system integration, close collaboration approaching an integrated 

practice, and finally, full collaboration in a transformed/merged practice. Ultimately these 

breakdowns are ways that healthcare models can be broken down and understood in terms of the 

depth of interaction between two distinct groups. 

Chosen Disease and Population 

Diabetes is a disease that many people know about misunderstand or have incomplete 

information on. Diabetes has a few different categories that determine different outcomes, 

treatment plans, and mechanisms of pathology. In order to fully understand how this disease can 

be dealt with across different levels, I believe a brief description of the disease is extremely 

helpful. To begin with diabetes can be split into two starting categories that are diabetes insipidus 

and diabetes mellitus5. Diabetes mellitus can be further characterized by types 1 and type 2 

which are prevalent in different ethnicities and locations, usually. This essay will focus on 

diabetes mellitus and specifically type 2 and the effects of the pathology across the different 

levels, treatment plans/goals, and health outcomes. The reason for the distinction is that the focus 

that this essay was intended to take was the population in the Rio Grande Valley. Here in the Rio 

Grande Valley, the population is largely made up of Hispanic background6 (appendix D)7. 

Within the Hispanic population, not just in this region but across the United States, both the 

 
4 Heath B, A Review and Proposed Standard Framework for Levels of Integrated Healthcare (2013). 
5 For a better description of the classification of diabetes see appendix C 
6 To see a better description of the population breakdown and explanation see appendix D 
7 Connect RGV, Demographics of the Rio Grande Valley (2022). 
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prevalence and incidence of type 2 diabetes mellitus is higher than the general population. These 

reasons include many different facets of life, but some extremely important statistics have to do 

with health literacy, cultural factors, education levels, and biological factors8 (Aguayo-

Massucato et al., 2019). Both the breakdown and population and the increased prevalence and 

incidence of this specific diabetes in this population are the reasons for the focus throughout this 

paper. The exact pathological process9 is also important in understanding outcomes and 

treatment goals due to the idea that diabetes and treatment conflict in many ways with cultural 

norms and lifestyle.  

Case Presentation 

For this paper we will walk through the different levels of integration with our imaginary 

patient, Mr. H, who is a 41-year-old Hispanic man, who does not have a high level of health 

literacy. Furthermore, he has been diagnosed as having diabetes, he does not quite understand 

what this diagnosis entails, or the treatment associated. In not understanding, he looks more 

toward alternative treatments such as herbs from a yerbería and has been labeled "non-

compliant" by PCPs. Finally, this patient, being an immigrant from Mexico struggles to pay for 

health services due to both being the provider for the family and not having insurance. 

Levels of Integrated Care 

Coordinated Care 

Coordinated care is the first step in explaining levels of integration and how they apply to the 

PCBH model. At the root of the model is the minimal collaboration which as discussed early is 

as basic as different specialties and professions agreeing to work together. At a minimal level 

this just simply occurs disjointed with little to no communication about the care or management 

 
8 Socioeconomic differences in Hispanics and Non-Hispanic Whites can be seen in appendix E. 
9 While the exact pathophysiology is not expressed here, in appendix F, the pathophysiology is explained further. 
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plans. With the next step up, there is at the very least a communication between these professions 

this cooperativity is designed to better serve the patient without being too invasive of the current 

practices of specialties. This can be seen in practices that are disjoint in a way that disallows 

effective cooperation such as a PCP and a counselor both being seen but only being superficially 

knowing that the service is being used. Generally speaking, this is a common model for 

specialties that span the medical field. If you need to see multiple different professionals, each 

may want to know if another is being seen and general documentation but the communication 

ends there.  

At this level the different physicians that Mr. H sees are not in contact with each other 

unless they need information. Mr. H also does not help the communication process due to loss of 

ability to understand certain parts of his diagnosis and treatment goals. For Mr. H this care looks 

disorganized despite using multiple different providers and he sometimes does not know who to 

believe if information sounds contradictory. Further the nuances of each provider and 

professional increase the complexity further inhibiting from even desiring to seek out help in 

treatment plans that are not well understood. In our scenario, Mr. H is receiving care by a PCP 

exclusively for treatment of his diabetes without mental health being taken into account. Mr. H is 

receiving care by therapists about struggles in dealing with diabetes and other stressors in his life 

but other than current medications, the therapists do not fully take into account the depth of the 

diagnosis and the progression on a medical level and how this can interplay with mental health 

outcomes. Each provider knows that the other service is being used but leaves the outcome of the 

disjoint field completely to the other professional.  

This leads to the need to focus on communication in order to build better bonds with 

patients and other providers/BHCs/professionals. Without increased communication, higher 
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levels of integration cannot be achieved. This scenario leads directly into the ethical dilemma 

present at this level, which is providing care in a way that one professional contradicts the other 

which can lead to lack of understanding, poor outcomes, and poor compliance.  

Co-Located Care 

This level of care is the next on the tier list of integration. As the name suggests, co-

located care is the practice of having multiple different types of professionals at the same 

physical location. This can occur either at the same clinic or within close proximity of the other’s 

practice. There is not a necessity to be in the same building but as can be expected, the closer, the 

more intimate the professionals. These levels of integration build on the previous levels of 

coordinated care by using shared locations and dealing with physical proximity to each other. At 

these levels of care, such as between PCP and BHC, can be intermixed with them working 

together to achieve better outcomes. To be explicitly detailed, level 3 is the pure onsite proximity 

or close physical proximity to one another, while level 4 builds on level 3 and adds a bit of 

system integration. At this level, despite there being better communication and physical 

proximity, the lack of union between systems can create points of disjointed and non-continuous 

care. 

In using the close proximity better health outcomes can be achieved simply by the 

accessibility to the other specialty (Richman, Lombardi, & Zerden, 2020). Co-located mental 

health and classical health professions has shown results in pediatric populations that suggest a 

need to make this type of care more accessible (Levy et al., 2017) as well as showing reduced 

depressive symptoms across a population (Blackmore et al., 2018). Another important point to 

note is that not only are there better health outcomes, but patients also see these integrations as 

favorable (Berkowitz et al., 2018). Even with these benefits being shown in the data collected 
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across the different studies, there are still real drawbacks that need to be addressed. Co-located 

care can actually be inhibited by workforce shortages which decreases the amount of integration 

that can occur (Miller, Burke, et al., 2014). Miller in another study explains how there are 

undeniable benefits to this kind of care, but issues arise if practice size does not permit further 

integration, and also that physicians are more likely to be co-located in ‘frontier areas’ rather 

than urban areas (Miller, Levey, et al., 2014).  Finally, there are unique ways of navigating these 

types of care that deviate the textbook cases and each practice will show different methods and 

usage of the resources on hand (Hoff et al., 2020). 

At the co-located levels of integration, our patient, Mr. H, sees both his PCP and his 

therapist who work together to manage his care but due to the different professions, the systems 

cause a lack of union despite the PCP and therapist communicating and working at the same 

office building. One of the goals here is to remove barriers to patients seeing different 

professions via removing the barrier of travel altogether. At this level the care that Mr. H is 

receiving from his PCP is directly related to the care that is received by the BCH since they are 

able to communicate plans, they have for him. One problem that arises here is that in order to 

actually understand and see the treatment plans communication is needed since the system being 

used operates differently between them. This allows Mr. H to ask better questions and get better 

answers due to the availability of help. This also means that ultimately there will be multiple 

different treatment plans and goals that Mr. H will have to keep track of which leads to a higher 

probability of being non-compliant. 

Without proper care at this level an ethical dilemma revolving around privacy and 

HIPAA issues can occur. Due to the fact that separate systems are being used, care needs to be 

taken to assure that confidentiality is maintained for the patient. There needs to be a way for the 
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two systems to communicate such that nothing is released in a way that violates this trust and 

confidentiality that the patient has. 

Integrated Care 

The final section of levels of integrated care consists of the category of integrated care. 

The explicit levels that make up this category are level 5 – close collaboration approaching 

integrated care, and level 6 – full collaboration in a transformed practice. At this categorization 

level there is a complete modification of both PCP practices and mental health practices. The two 

work together and adapt in order to modify treatment goals and outcomes for individuals. Further 

the system that is used to see and treat patients is blended from both PCPs and BHCs for 

example, to allow both to optimize their ability to perform the functions that the patients need. 

This is a critical distinguishing factor that builds on the previous category, by having an 

integrated system better care is available since there is complete transparency by all 

professionals the entire way through the treatment plan. Further, the entire team works as a unit 

to develop a single treatment plan holistically rather than add-ons or multiple disconnected 

treatment plans.  

At the fully integrated level of integration, it boils down to the simple idea that the 

different professionals are in fact a team that work together to create treatment plans. There is a 

discontinuation of compartmentalization leading to more holistic care that takes into account the 

circumstance of the patient rather than the application of a generic treatment. Data clearly shows 

that integrated personalized diabetes management (iPDM) improved the use of diagnostic data 

and this better usage led to higher levels of glycemic control, speed in which necessary 

adjustments were made, and adherence to treatment (Kulzer et al., 2018 and Jones et al., 2021).  
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 Mr. H in a fully integrated care system, is receiving both mental health services as well as 

classical medical services to manage symptoms, disease progression, lifestyle, and behaviors. 

The way this plays out in a practical way is the single management and treatment plan that was 

created by a team of different health professionals looking at Mr. H’s case holistically rather than 

compartmentalizing different aspects of his life. This holistic view will most probably lead to 

better management of his disease as well as an increase amount of trust and positive perception 

by the patient and his family (Berkowitz et al., 2018 and Klemenc-Ketis et al., 2021).  

With all of the data pointing toward positive results, the fact that the proposed 

mechanism is so new means that there is not as much funding as necessary to sustain these 

practices sometimes. While the data provides support that the fully integrated care leads to better 

outcomes in diabetes management and so by promoting more research data points to be 

collected, better funding can occur (Busetto et al., 2016). This points us toward advocating for 

our BHC and PCBH roles as well as educating the public, physicians, and policy makers as to 

how these integrated roles can truly help the community. Even among the weak points in the 

integrated model proposal and application, the strength of the model completely overshadows 

these drawbacks leading to the push that Busetto discusses in educating policy makers to get 

more funding (Klemenc-Ketis et al., 2021). 

PCBH Model 

 With all the discussion of levels of integration and care, using a patient example. The 

PCBH model can be better understood and explained on a foundational level. The theory behind 

the model is shooting for the integrated care subgroup containing levels 5 and 6. As discussed, 

these levels allow for more holistic care for patients across the board, using a model that looks at 

the patient as a whole person rather than using the disease model. In having this level of 
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integration better health outcomes are not only expected but actually seen. Despite there being 

initial barriers and challenges, with relatively simple solutions arrival at these levels is possible. 

In order to navigate the blending of two practices certain logistics need to be worked out such as 

the layout of the practice, the role boundaries for PCPs and BHCs, communication systems such 

as EHRs, and a few others that can cause tension and bad-blood if not dealt with early on. 

 Luckily, most of the logistics have been worked out by previous BHCs, PsyDs, and 

PhDs. While not a complete solution to these issues, the book Behavioral consultation and 

primary care book by Robinson and Reiter provides a general handbook for these common 

problems. The solutions and advice in the handbook can be adapted to the unique circumstance 

of the new BHC allowing for smoother integration of services. 

 To conclude this paper, it seems clear that while more data and treatment outcomes are 

needed to effectively prove the point being made, there is more than sufficient data to create an 

overwhelming argument for the good of the model. This data needs to be used in order to 

advocate, not just for the sake of the PCBH model, but for the sake of the patients of the 

community that we intend to practice in. We need to push the education onto the population, 

onto physicians and other medical healthcare workers, and onto policy makers. This will 

effectively allow us to make a positive change on the healthcare field and change patient lives for 

the better.  
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Appendices 

Appendix A 

Discussion on General Population vs Number of Primary Care Physicians 

 

As can be seen in this chart provided by AAMC and the U.S. Census Bureau, in many states 

such as Texas, there is a small number of physician to patient ratio. Which would mean that if 

the physicians were in fact spread across the state evenly and all were general practitioners, each 

physician would be responsible for between 440 and 530 patients. This is an absurd number so 

just looking at this data point is concerning, especially as we live in a location that has an 

unconcentrated ratio of population to physicians. The disparity is only expected to get worse as 
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the population grows and the incoming physician population only grows marginally (IHS, 2021). 

Part of this issue revolves around the idea of a bottle neck at different points in order to actually 

finish medical school. The first bottleneck is the difficulty to even enter into medical school, the 

second bottleneck is the difficulty in matching into a residency program, and the third bottleneck 

is the job search that can offer decent lifestyle separate from work. These three issues are huge 

problems and one work around is hiring more nurses and physician assistants to extend the 

number of patients that a single physician can manage. This is the idea of clinical mental health 

entering into clinics as well. “Comparing projected supply and demand for Primary Care 

physicians (Exhibit 3) predicts a shortage by 2034 of between 17,800 and 48,000 physicians 

(Exhibit 4). This range for 2034 is lower than the 2020 report shortage projection of between 

21,400 and 55,200 Primary Care physicians by 2033.” 

 

Figure 2. Graph showing projected shortage of general practitioners by 2034. 
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Figure 3. Graph showing shortage of specialist physicians by 2034. 

 As we can see this becomes a huge issue especially in low-income areas such as the Rio 

Grande Valley where we already are at a disadvantage in terms of aiding those where physicians 

are needing more help not less. One distinction that has aided in relieving this discrepancy is the 

“hospitalists over the past decade has grown rapidly, reflecting a shift in how care is provided 

rather than in a growing demand for hospital inpatient services.”  

 Essentially the idea that I understand that has been presented is in promoting professions 

that can aid physicians rather than necessarily promoting an increase in physicians themselves. 

This is interesting to me because it points at an attempt not to fix the problem but cover up the 

issue by having more professions to aid the physicians. Luckily, I believe this promotion of other 

professions provides more effective healthcare that works on a holistic level for the patients. 
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Appendix B 

Challenges to Integrated Mental Healthcare and Barriers to Incorporation 

 

Figure 1. Demonstrating a questionnaire acknowledging common barriers the BHC usage. 



Models of Integration through a PCBH Framework 24 

Essentially the idea behind this questionnaire is to figure out the root of an issue in terms 

of why the BHCs in clinic are not being used. Further this can generally be used over time to 

allow physicians to note where they need to better hone their skills as well. At the core, most of 

the issues are resolved using some form of education about better ways to bring up the services 

to patients or better explaining the role of BHCs to PCPs. Chapter 16 of the Robinson and Reiter 

book break down every question that could be asked based on the questionnaire. They give 

detailed answers that can allow us to prepare for issues that may arise and better promote the 

BHC services.  



Models of Integration through a PCBH Framework 25 

Appendix C 

Classification of Diabetes by Categories 

Image and caption provided by Ahlqvist et al. 2018. 

 

 

Figure 1 
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Patient distribution according to method of classification 

(A) Distribution of patients (n=8980) according to traditional classification.  

(B) Distribution of patients (n=8980) according to k-means clustering.  

(C) Distribution of patients in the Scania Diabetes Registry (n=1466) according to k-means 

clustering.  

(D) Distribution of patients in the All New Diabetics in Uppsala cohort (n=844) according to k-

means clustering.  

(E) Distribution of DIREVA patients with newly diagnosed diabetes (n=878) according to k-

means clustering.  

(F) Distribution of DIREVA patients with longer-term diabetes (n=2607) according to k-means 

clustering.  

LADA=latent autoimmune diabetes in adults.  

SAID=severe autoimmune diabetes.  

SIDD=severe insulin-deficient diabetes.  

SIRD=severe insulin-resistant diabetes.  

MOD=mild obesity-related diabetes.  

MARD=mild age-related diabetes.  

 

Scania = Diabetes Registry  

DIREVA=Diabetes Registry Vaasa. 
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Appendix D 

Population by Ethnicity in the Rio Grande Valley 

(Connect RGV, 2022) 
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Appendix E 

Demographics of Hispanics in the US 

 

Demographics of Hispanics living in the United States. A, Percentage of Hispanics out of the total US population. B, Rates of 

uninsurance among Hispanics and non-Hispanic white (NHW). C, Comparison of education levels between Hispanics living in 

the United States and NHW 

 

Note: Image taken from Aguayo-Mazzucato et al., 2018. 
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Appendix F 

Pathophysiology of Diabetes Mellitus Type 2 

 Diabetes Mellitus Type 2 (DMT2) is a disease that by name is known by many, or at the 

very least by the name type 2 diabetes. Type 1 diabetes is largely an autoimmune issue while 

type 2 is much less frequently autoimmune in nature. Further the DMT2 is present in many 

clinics across the country and world and can be considered an epidemic. Further, due to the 

nature of the disease, treatment and outcome can be widely scattered. One reason for this is due 

to the fact that in order to receive proper treatment, lifestyle changes need to be made. These 

changes include certain diets or removal of certain foods and exercise. While there is a genetic 

factor at play in the pathogenesis of the disease, few actual genes have been linked (Stumvoll, 

2005). 

 Generally speaking, the problem in DMT2 has to do with either peripheral insulin 

resistance or pancreatic beta cell dysfunction. This first category of insulin resistance is that 

central obesity leads to increased levels of circulating plasma levels of free fatty acids. These 

free fatty acids lead to further impaired insulin-dependent glucose uptake into hepatocytes, 

myocytes, and adipocytes. Therefore, this absence of insulin-dependent inhibition of hepatic 

glycogenolysis and gluconeogenesis further promotes hyperglycemia. The sequalae of these lead 

to an eventual complete or nearly complete insulin resistance with continuously declining rates 

of insulin secretion (Brunton, 2016).  

 Further, while DMT2 is not completely preventable, there are many steps that can be 

taken to remove the burden of DMT2 as well as the incidence. Strategies can also be used in 

clinic at promoting protective lifestyles while also promoting the removal or pro-diabetic 

lifestyles and behaviors (Kolb and Martin, 2017). This is especially true since some of the risk 
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factors are well known and completely preventable including family history, being overweight, 

and physical inactivity (Fletcher, Gulanick, and Lamendola, 2002). 

 

 

 


