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It is safe to say that there is a gap betweenphysician skill in the diagnosis and treatment
of patients with chronic cardiac disease on the
one hand and skill at helping the patient change
their behaviours on the other. Yet, the failure or
limitations of medical interventions are often
due to problems in patient adherence.
Unfortunately, nonadherence to medical man-
agement and risk-reduction strategies is a signif-
icant concern.
While challenging, there are things that can

be done to improve patient adherence. These
activities cluster around three themes:
1. Motivation enhancement
2. Behaviour modification
3. Emotion management
Patient counselling is not necessarily a major

interest and in-depth counselling is rarely a pos-
sibility for many physicians. At the same time,
because it is the patient who must make the
behavioural changes, all medical encounters in
which behaviour is discussed are actually coun-
selling sessions. Nonetheless, incorporating the
basics of motivation enhancement, behaviour
modification and emotion management into the
patient treatment routine will go a long way to
improve the likelihood of long-term change.

Behaviour Modification:
Addressing Chronic Cardiac Disease
Often, physicians find it difficult to help their patients modify their negative behavioural patterns
when it comes to treating chronic cardiac disease. In this article, Dr. Vallis addresses how to best
facilitate motivation in one’s patient towards change to ensure their continued adherence to the
recommended risk-reduction strategies.

Jane, 47, has a BMI of 36. She has struggled
with weight loss for the past 20 years and has
never been happy with her body. In her early 20s
she was concerned about her appearance when
she was approximately 20 lbs overweight.
Although she has been able to lose significant
amounts of weight on several occasions over the
past 20 years, she has not been able to maintain
the weight loss for > 6 months. After the weight
loss, she generally regains more than she had
lost. Jane has been unable to lose > 5 lbs on any
occasion over the past several years.

She has:
• hypertension,
• angina,
• elevated cholesterol and
• chronic low back pain.

She is depressed, in a rocky marriage and
describes herself as an emotional eater. She has
asked you about any new medications that might
help her lose weight.

For more on Jane, turn to page 26.

Jane’s case



Chronic Cardiac Disease

Motivational issues in behaviour
change

Long-term change is more likely when the indi-
vidual:
• accepts personal responsibility for change,
• has personal reasons for changing and
• is willing and able to do the work involved to
make a change.
Physicians can help facilitate patient motiva-

tion in a number of ways. First, assessing readi-
ness to change is an important starting point.
This could involve categorizing the patient
(based on patient self-report and clinician
knowledge of the patient) into stages of change:
• precontemplation (not thinking about
change),

• contemplation (thinking about change but
not ready to act in the immediate future),

• preparation (wanting to change and willing
to begin the first steps),

• action (having recently begun to change
behaviour) and

• maintenance (successfully maintaining the
change of behaviour for some time).

Alternatively, readiness could be assessed using
a visual analogue scale. This is quite easy to
incorporate into clinical practice and involves
specifying a specific behaviour (such as accu-
mulating 150 minutes of walking per week by
going for five 30 minute walks) and then having
the patient rate the strength of their readiness on
a 10 cm line.
Second, promoting readiness to change is a

skill that can be learned. It requires a shift in
mindset, away from of a directive approach
(education and advice giving) to a reflective
approach characterized by nonjudgmental
curiosity and questioning. A core aspect of pro-
moting motivation is to help the patient to accept
the fact that they must find reasons why they
want to change and to stay committed to making
a change.
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When I assess readiness, the patient
always tells me, in a convincing way,
that he/she is ready to change. Yet
whenever he/she returns, no change
has happened. We seem to go
through this cycle over and over.
What do I do?

This is a common experience and it reflects
the nature of the change process. It is best
to take the perspective that there are
advantages and disadvantages to any
choice a person makes, both healthy as
well as unhealthy choices. In your office
visit, which is focused on health, the
advantages of healthy behaviour are
stronger than the disadvantages, so, the
patient truly believes that they are ready to
change (so they appear to be in action or
preparation). Yet when they are out of your
office, in their own world, the disadvantage
of healthy behaviours are often stronger
(think about the emotional eater who is
distressed after an argument with their
spouse; or the person who has trouble
resisting temptations watching late night
television with all the food ads) so they go
in the unhealthy direction. When you see
this, it is important for you to use this
knowledge (in a collaborative way), convey
the message, “you are ready in the office,
but not when you are home” to appropriately
re-stage the person, not in action or
preparation but in contemplation. Then you
can ask the patient “how can you maintain
the motivation you have in here when you
are at home?”

FAQ
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Here are two sets of questions that will help
promote motivational readiness. The first
includes:
• Do you think your behaviour (specify the
behaviour) is a problem?

• How distressed are you about your
behaviour?

• Are you interested in doing anything to
change this behaviour?

• Are you ready to take action now?
These questions will encourage the patient to
move to a state of readiness to change (prepara-
tion or action to use the language of the stage
model). If the patient cannot answer “yes” to all
of these questions, that tells us that they are not
ready. In Jane’s case, the clinician should not
expect to focus on behaviour as much as on the
reasons for and against change, barriers and
temptations, as well as confidence issues.
This second set of questions are also geared to

promote readiness to change:
• Do you want to change your behaviour
(specify the behaviour) to improve your
health?

• Why do you want to change?
• How hard are you willing to work to promote
change?

• Are you willing to do things that might cause
some short-term discomfort, stress or
challenges in order to benefit in the long-
term?

These questions focus beyond the simplistic
desire to change and encourage the patient to
more realistically address three main compo-
nents of motivation. Change is more likely if:
• patients are clearly aware of why they want to
change,

• they are able to actively commit themselves
to the work involved and

• they recognize that healthy behaviours, at
times, make things harder in the short-run in
order to make things easier in the long-run.

Incorporating the basics ofmotivation enhancement,
behaviour modification
and emotion management
into the patient encounter
will go a long way to
improve the likelihood of
long-term change.

Assessing motivation is important for a number of
reasons. Jane is depressed and has not had a lot
of success at losing weight in the past 5 years.
She is looking for medication and is an emotional
eater. Collectively, these facts likely translate into
low motivation to change. Asking the readiness
questions will help to encourage Jane to
personalize her reasons to change. It will also
give you an opportunity to support whatever
motivation she may already have.

How to help Jane succeed

It will be important to focus on small and
manageable goals for Jane. She is depressed
and has struggled for a long time so we can
expect that she has tried many options, only to
end up with more weight on than off. The size of
the behavioural accomplishments will be less
important than the progress of having successive
successes. It will help alleviate her depression
and promote renewed motivation.

Emotion management will also be critical to
Jane’s success. You can help her to see that
eating is one of the ways she manages stress but
that it is also a major source of stress. Help her
to see that other forms of stress and depression
management will provide more benefit in the long
run. You do not have to be the one to do
emotional counselling, but your ability to keep her
aware of the emotional issues that have been
barriers to her success in the past and how she
can overcome these barriers to succeed in the
future will be invaluable to help her improve her
current health and reduce her future risks.

Jane’s case cont’d...
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Behaviour modification

There are four behaviour modification strategies
that can easily be drawn into the clinical interview.
1. Goal setting and monitoring:
Whenever behavioural goals are discussed
use the acronym SMART goals to ensure
that the goals are likely to be met. SMART
goals are Specific (what?, when?, where?,
for how long?), Measurable, Achievable,
Realistic and Timely. Much potentially
effective counselling goes awry because the
patient chooses goals that are too ambitious
or vague.

2. Behaviour shaping:
In the medical context, the tendency is to
identify the most troublesome symptom and
target it first. Behaviour change often works
in the opposite manner. Often the easiest
behaviours to change are less important. But
behavioural change results when a success
experience is followed by another success
experience, which is followed by a success
experience and so on

3. Stimulus control:
Many behaviours are cued by environmental
events. For instance, a lot of eating is
mindless and controlled by availability.
When a clinician becomes aware of
situations, people, feelings, food products,
etc., that elicit unhealthy behaviour stimulus,
control can be used. Encourage the patient to
alter the situation so that the cuing event is
not there

4. Reinforcement management:
In many instances, healthy behaviour is hard
for the patient. If they systematically reward
themselves upon the completion of healthy
behaviour this can be very effective in
promoting change

Is there any sense in wasting time in
an office visit when the fact is that
patients do not really change and if
they can, I certainly do not have the
skill to help them.

Many healthcare providers feel helpless
about their own ability to provide
behavioural counselling. It appears that
change is possible, but only if certain steps
are followed, as illustrated in this article.
Healthcare providers should not feel that

it is all up to them to change the patient (do
not work harder than your patient). If you
can explain why a person does not change,
that explanation points to a solution. Make
the solution clear to your patient and
support them in taking the steps needed to
overcome the problem. It is important to
develop some distress tolerance. If your
patient chooses not to change you can not
force change on them. Making them aware
of how they choose not to change and
inviting them to revise this choice can be
very powerful and confidence-building, both
for you and your patient.

FAQ

Many unhealthy
behaviours are in

fact coping behaviours.
So, while it may seem that
there are no good reasons
why someone might
smoke, a socially-anxious
smoker may find smoking
relaxing as well as one of
only a few sources of
social contact.
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Emotion management

The final counselling issue that needs to be
addressed is the role that emotion plays in health
behaviours. This involves two strategies, coping
behaviours and stress management.

Coping behaviours

Many unhealthy behaviours are in fact coping
behaviours. So, while it may seem that there are

no valid reasons why someone might smoke, a
socially-anxious smoker may find smoking
relaxing as well as one of only a few sources of
social contact. Another coping behaviour in
reaction to emotional distress is overeating. Food
serves the purpose of calming them. If an
unhealthy behaviour serves a purpose for the
patient, it is important to “replace the function”
of that behaviour. So, an emotional eater will
often be unsuccessful at weight loss until they
develop alternative methods of coping with their
emotions other than eating.

Stress management

Stress is associated with reduced self-care.
Patients should be encouraged to develop stress
management as part of their daily lives. There
are no specific stress management techniques
that have been shown to be better than any oth-
ers. With that said, there are four types of stress-
reducing activities:
• exercise,
• relaxation,
• expressing negative emotions and
• seeking social support.
Patients should be encouraged to find strate-

gies from all of these categories and also encour-
aged to find ways of implementing them both
when they are very busy (where they might have
only five minutes to relax) and when they have
time on their hands, such as on the weekends and
in the evenings.
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How can you speed up behaviour
change? When we see people at risk
the consequences of this risk can be
immediate and therefore, change is
needed immediately.

This is one of the aspects of behaviour
change that can be stressful for a
healthcare provider. Change is, in the end,
on the patient’s timetable, not ours. If we try
to force the agenda we could end up with
the patient becoming resistant. If we
explicitly acknowledge that the patient is
free to change when and how they choose,
we can also share with them our concerns
about how and why their pace of change is
slow or insufficient to lower medical risk.
Interestingly, this approach can be helpful in
that when patients do not feel that they are
being controlled by the healthcare provider
may become more motivated by
understanding why you are distressed.

FAQ

PCard

Stress is associated with
reduced self-care.

Patients should be
encouraged to develop
stress management as part
of their daily lives.


