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Abstract

Although healthy lifestyles (HL) offer a number of health benefits, nonadherence to recommended
lifestyle changes remains a frequent and difficult obstacle to realizing these benefits. Behavioral
counseling can improve adherence to a HL. However, individuals’ motivation for change and
resistance to altering unhealthy habits must be considered when developing an effective approach
to counseling. In the present article, we review psychological, behavioral, and environmental
factors that may promote adherence and contribute to nonadherence. We discuss two established
models for counseling, motivational interviewing and the transtheoretical model of behavior
change, and provide an example of how these approaches can be used to counsel patients to
exercise and increase their levels of physical activity.
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Introduction to Healthy Lifestyle Medicine

Healthy Lifestyle (HL) medicine (HLM) is an emerging field that refers to a systematic
approach to the management of chronic diseases, including coronary heart disease,
hypertension, arthritis, chronic obstructive pulmonary disease, and even cancer [1].
Although there have been significant advances in the prevention and management of chronic
diseases, it is widely recognized that HL—that is, health behaviors such as smoking, dietary
habits, coping with stress, and physical inactivity—play an important role in the onset and
course of many chronic diseases [2, 3]. Although physicians may prescribe HL changes such
as weight loss, smoking cessation, and exercise/physical activity (PA), getting patients to
actually adhere to these recommendations can be quite challenging [4]. Moreover, even
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when effective pharmacologic, behavioral, and psychological interventions are available,
motivating individuals to initiate and maintain lifestyle interventions can be difficult. This
chapter will: a) define adherence; describe ways of measuring it, and discuss factors
associated with non-adherence; b) describe models for counseling patients in lifestyle
behavior change; and c) discuss how these models can be applied to counseling patients in
order to initiate and sustain exercise and to increase daily PA.

Adherence to Prescribed Medical Therapies and HL Recommendations

Adherence has been defined as “the extent to which a person’s behavior (in terms of taking
medications, following a diet, exercising or making other lifestyle changes) coincides with
medical or health advice” [5], and is also referred to as compliance [6]. Nonadherence, or
discordance between health behaviors and health advice, can adversely affect, and even
eliminate, the effectiveness of medical interventions. Though dependent on the measures
used, some estimates in general medical populations suggest that up to 40% of patients do
not adhere adequately to physician instructions, with the prevalence rate rising to 70% or
more when significant lifestyle modification or complex behavior changes are required [7].
Nonadherence can render treatment ineffective and undermine confidence in the health
provider. Overall annual costs in the United States associated with nonadherence have been
estimated to be in the hundreds of billions of dollars [8], with inadequate PA contributing to
an estimated10% of aggregate health care expenditures [9].

The most common means of assessing patient’s adherence is by self-report. Simply asking
patients about their lifestyle habits is expedient and provides an opening to discuss behavior
change. Beyond face-to-face questioning, standardized questionnaires such as Morisky’s
medication adherence measures [10, 11] and screening measures of alcohol use [12, 13] can
provide reliable estimates of medication and substance use. Psychological factors can reduce
the accuracy of self-report, however, such as limited recall, denial, deliberate fabrication,
and socially desirable responding to providers (e.g., telling the provider what they think the
provider wants to hear). That said, self-report of medication adherence can still be a useful
predictor of risk of cardiovascular (CV) events [14], and self-report is a valid and
appropriate first-line approach to obtaining information about patients’ lifestyle habits.
Providers can also solicit estimates of adherence from patients’ family members or
caregivers, with the goal of decreasing response bias. However, this method may suffer from
similar drawbacks in terms of accuracy and potential response bias.

A number of methods have been employed to assess lifestyle behaviors more objectively.
For example, rather than asking patients to recall their tobacco use, providers can obtain lab
assays from blood or saliva for nicotine or cotinine levels [15]. For medications, providers
can conduct a pill count, and large meta-analyses of adherence have been conducted using
prescription refills as a proxy for adherence [16]. Providers can collect attendance logs for
activities such as exercise programs, nutritional counseling sessions, and smoking cessation
classes.

More recently, technological advances have allowed for fine-grained measurement of patient
adherence. Using technology to track medication adherence has received much attention [17,

Prog Cardiovasc Dis. Author manuscript; available in PMC 2018 March 01.



1duosnuen Joyiny 1duosnuey Joyiny 1duosnuen Joyiny

1duosnuep Joyiny

Stonerock and Blumenthal Page 3

18]. For example, medication adherence can be monitored with the AARDEX Electronic
Event Monitoring System, which has become the gold standard for evaluating medication
adherence in clinical trials [19, 20]. The GlowCap monitoring system not only can quantify
medication adherence but also uses daily lights, escalating sounds and interactive reminders
to remind patients to take their medication [21].

Accelerometers, pedometers, and fitness trackers are popular applications of technology for
obtaining reliable estimates of PA. These technologies allow both patients and providers to
collect high volumes of data concerning daily PA.

Factors Associated with Adherence and Nonadherence

When behavioral recommendations are complex, risk for nonadherence increases [7]. HL
changes for the most at-risk patients can involve wide-ranging, comprehensive changes to
their health behaviors. Instructions for these changes can be difficult for patients to
comprehend and remember, let alone to implement. Perhaps unsurprisingly, lower health
literacy is associated with greater risk of medical nonadherence, as are lower socioeconomic
status and educational achievement, though other demographic predictors are less clearly
implicated [22]. Patients are more likely to follow prescribed medical therapies if they
understand the rationale for the treatment, and if the treatment is simple and clear.

Psychological factors also can affect adherence. For example, patients with significant
depressive symptoms are less likely to follow behavioral recommendations to reduce risk
after myocardial infarction [23], take medications as prescribed [24], and adhere to exercise
in cardiac rehabilitation [25]. It is not uncommon for patients who have had a major cardiac
event to experience elevated depressive symptoms, with more than a third of cardiac patients
either diagnosed with major depression or exhibiting significant depressive symptomatology
[26], so many patients are at risk for non-adherence to prescribed therapies.

Patients’ beliefs and interpretations about behavior change can influence their adherence as
well. Patients may not feel an immediate benefit from changes in their medical regimen.
Indeed, when patients try to make HL changes, they may only feel the downsides at first -
blandness in their food choices, pain and fatigue from exercise, nicotine withdrawal
symptoms, cravings for unhealthy foods, and the like. Concerning medication adherence,
patients often cite side effects and costs in their decisions about whether to adhere or
discontinue their medications [27]. If patients are already symptomatic from their CV
conditions, it should not be unsurprising that a patient would think that the additional
burdens of behavior change were too much more to take on. Furthermore, the benefits of HL
behaviors are not immediate, and when patients question whether medications or behavior
change are helping, they are less likely to be adherent [28]. If patients perceive greater costs
of behavior change than benefits, adherence will suffer.

However, patient beliefs also can play a strong role in promoting good adherence. For
example, patients are more likely to sustain behavior change when they perceive themselves
as vulnerable to their disease, see their health concerns as serious, and believe that their
treatment is effective.
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The clinical setting itself can promote stronger adherence by providing a consistent, warm,
and positive environment. Adherence is greater when patients perceive a strong,
collaborative relationship with providers [28]. Clinics can help by ensuring contact with the
same provider regularly across visits, minimizing waiting time, and involving the patient’s
social support system in their recommendations.

Models of Counseling HL Behaviors

Motivational Interviewing

Motivational interviewing (Mol) is a patient-centered conversational approach to behavior
change proposed by Miller and Rollnick [29]. The approach encourages providers to take a
collaborative stance, avoid provoking resistance, elicit the patient’s own maotivations for
change, and focus their attention on resources and planning for carrying these changes out.
Mol was initially developed as a treatment technique for individuals with alcohol abuse.
Miller and Rollnick describe transitioning away from viewing people who abuse alcohol as
disturbed, dishonest, or illogical actors, instead recognizing their autonomy and trying to
understand their behavioral choices. Furthermore, they point out that by giving advice and
assuming that the patient is uninformed or already motivated to change, a provider can
alienate the patient, increase resistance, and make behavior change less likely.

The “spirit” of Mol is considered key to the process. It includes listening actively and
nonjudgmentally, working to understand the patient’s perspective, and helping the patient to
make their own conclusions about why and how to change. The aim is for providers to help
guide a conversation about change, activating patients’ intrinsic motivation. Miller and
Rollnick contrast this “guiding” approach both with directing the patient (imposing new
behaviors, pushing against resistance) and with avoiding the subject of change altogether.

Since its beginnings in substance abuse counseling, Mol has been applied to a wide array of
health behaviors, targeting healthy individuals as well as people with CV disease (CVD). In
one study of 60 patients with congestive heart failure, those patients randomized to
participate in home-based MI sessions (whether alone or combined with standard care)
significantly increased their PA levels compared to patients receiving standard care alone;
however, all groups improved their 6-minute walk times at posttest [30].

Miller and Rollnick [29] describe a series of four Ml strategies for practitioners to help
patients make behavior changes:

1. Engaging—In the first step, engaging, practitioners talk with the patient to understand
their perspective in a nonjudgmental way. A key component is avoiding assumptions, for
example, that the patient feels ready to change or thinks the same way as the practitioner
about their current behavior. Instead, providers start by setting an agenda together with the
patient, for example, asking whether they would like to discuss reducing smoking,
increasing exercise, or the like as part of the visit. In the process, providers provide
reflections on what the patient reports, establish rapport, and ensure they have an accurate
understanding of how the patient views the behavior of interest.
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2. Focusing—In this second step, practitioners listen for themes the patient discloses about
change (“change talk™) and gently guide the conversation to stay on these points. Patients at
this early point in the process may also be offering “sustain talk,” that is, talking about why
they might want to keep their lifestyle habits as they are. A practitioner can ensure that the
patient knows that the sustain talk was heard while also helping the patient to think more
closely about change. For example, if talking about exercise with a sedentary patient, a
provider first could ask the patient to talk about what they like about their current lifestyle,
and then focus the patient’s attention on what they might like about exercise/PA.

3. Evoking—In the third step, evoking, practitioners help patients verbalize their own new
goals, desired outcomes, and reasons for change. Rather than prescribing a behavior (e.g.,
exercise three times a week), a provider can encourage a patient to talk through what they
feel would be a good first step (e.g., any amount of exercise/PA) and, importantly, why they
feel it would help. When patients feel stuck, providers can offer information and suggestions
in a nonthreatening way (e.g., describing a step that other patients in a similar situation have
taken), then ask the patient for their thoughts.

4. Planning—At this stage, patient and provider collaborate on how to execute change.
Practitioners help patients to talk through specific, concrete goals, to identify resources
needed to achieve those goals, and to set up ways to evaluate how well their plan worked
after change is attempted.

Mol in the Health Care Setting

For complex behavioral issues such as substance abuse, Mol is often carried out over the
course of multiple sessions, leaving ample time for each of the steps above. However,
logistically this may not prove practical, as providers in medical settings tend not to have the
means or training to provide regular, structured behavioral counseling. Thus, models have
been developed to apply Ml strategies to everyday, and often brief, medical communication.
In one such approach, founded in Mol [31], practitioners can guide a conversation about
change by assessing their attitudes in three areas:

1. Importance—How important is it to the patient to change? For example, one might
expect a patient to view smoking cessation as very important if he or she sees a negative
impact on their breathing, relationships with family, finances, and the like when they smoke.
However, that same patient may not feel that change is important, that change could feel
worse than staying the same, or that change is less important right now than other priorities.

2. Confidence—How confident does the patient feel that they can make a change? A
patient who has had many unsuccessful attempts to maintain exercise may feel demoralized
and unlikely to succeed on another attempt, or may have renewed vigor, information on a
different approach, or simply feel they are in a better position to make sustained change than
in the past.

3. Readiness—How much does the patient feel that they can start the change process
now? Imagine a practitioner asks a patient to rate on a scale from 1-10, 10 being highest,
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how ready they feel to stop smoking now. If the patient is mildly ready, e.g., 3 out of 10, the
provider can ask why the motivation is not lower (1 or 2). The patient then would have a
chance to articulate the motivation that is already present, which can then be explored and
reinforced.

Assessment of all three dimensions can be enlightening. For example, Rollnick, Mason, and
Butler [31] describe the challenges of two different patients who smoke regularly but are not
attempting to quit yet. The first feels it is imperative to quit as soon as possible (high
importance), but concerned that the attempt will fail (low confidence), and thus does not
make an attempt. The second feels entirely confident about quitting, but does not see that
quitting should be important or that now is a good time (low importance and readiness). Mol
strategies could help the former feel more confident, perhaps with planning, whereas the
second could benefit more from earlier phases of Mol (e.g., focusing on pros of change).

The Transtheoretical Model of Behavior Change

The ‘transtheoretical model’ (TTM) of behavior change [32] was originally proposed by
Prochaska and DiClemente in the 1970s as a way to better understand, and treat, addictive
disorders such as smoking and later alcohol abuse. Over the past 4 decades, the model has
been applied to a wide range of health behaviors ranging from substance abuse to overeating
and physical inactivity with the goal to help health professionals to design, implement, and
evaluate health-promoting interventions delivered at the population, community, and
individual level. TTM assesses an individual’s readiness to initiate healthier behaviors and
provides strategies to guide individuals through a series of ‘stages of change’ to achieve HL
behaviors. Because TTM uses a temporal, ‘stage” model, to integrate processes of change
from a number of diverse theories of intervention, the approach is considered
‘transtheoretical.” [33]. It should be noted that the model is not without controversy. Critics
suggest that the model oversimplifies behavior [34, 35]. Moreover, empirical evidence
supporting stage-based interventions is mixed [36—38]. Nevertheless, TTM has stimulated
much research and is considered to be a valuable vehicle for behavior change by many
practitioners.

There are four central concepts to the TTM of behavior change: 1) stages of change; 2)
processes of change; 3) self-efficacy; and 4) decisional balance.

1. Stages of change—The TTM proposes a five-stage model of change to help health
care providers better understand their patients’ readiness for making lifestyle changes. TTM
considers change as a process involving progression through a series of stages. Underlying
this model is the assumption that understanding patients’ readiness to change will help guide
health professionals to select the interventions that are most likely to be successful. The five
stages of change include:

Precontemplation: Individuals in the precontemplation stage have not considered changing
their health habits and may not consider their behavior to be a problem. These individuals
may lack knowledge about the deleterious effects of their behavior or have a fixed set of
beliefs that exclude behavior change. They also may be resigned to not being able to modify
their behavior or have given up hope that they will be able to successfully make lifestyle
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changes. They also may have a set of rationalizations about why their lifestyle habits are not
a problem. Some may be rebellious and simply maintain their poor health habits as an act of
defiance. These are the kinds of patients whom health providers consider unmotivated and
represent some of the most difficult challenges facing health providers.

Contemplation: Individuals in this stage are willing to consider making HL changes but, for
a variety of reasons, are unable to take the first step. They have some appreciation of the
benefits of making lifestyle changes (which may be referred to as the “‘pros’), but also are
acutely aware of the disadvantages or negative aspects of making behavioral changes (i.e.,
the ‘cons’). Many may be ambivalent because of low feelings of self-efficacy or a reluctance
to give up old habits. Regardless of their motivation, these individuals are not willing to fully
embrace the commitment to change their behavior.

Preparation: In this stage, individuals intend to change their behavior and have made an
initial effort to make lifestyle changes. Not all of their ambivalence has been resolved and
they have developed an initial, albeit tentative, plan of action. For example, they might have
joined a gym, bought a self-help book, or met with a counselor. Individuals in this stage have
begun to put their thoughts of changing into action, but have not sustained their behavior
consistently.

Action: Individuals in this stage have now put their plan into action and they have actually
demonstrated their ability to adopt healthy habits on a consistent basis. These individuals are
on the road to making lasting behavior change, but they have not engaged in the new
behaviors for an extended time period (i.e., less than 6 months) that would suggest that the
behaviors are now ingrained and permanent.

Maintenance: This stage of enduring behavior change is referred to as “maintenance” and
involves consistently engaging in the health behavior for at least 6 months. In this stage, HL
is becoming firmly established, and the threat of relapse, i.e., reverting back to old,
unhealthy patterns becomes less frequent and intense. Individuals in maintenance typically
have a plan for coping with relapse to prevent a prolonged period of non-adherence to the
new healthy behaviors. Relapse can occur at any stage, but typically describes individuals
who move from Maintenance or Action to less persistent health behaviors better
characterized as Preparation or Contemplation.

A sixth stage, ‘Termination’, also has been described, but it is seldom used and is more
aspirational than practical. It refers to a stage in which the individual has no temptation to
revert to past behavior (e.g., to resume smoking or drinking, stop exercising, not practicing
weight control or not adhering to prescribed medications) and has full confidence in the
ability to maintain the behavior change regardless of life circumstance.

2. Processes of change—Process of change refer to the covert and overt activities that
people use to progress through the aforementioned stages. The process of change construct
provides strategies for patients and guidelines for interventionists to help patients transition
from one stage to the next. The key processes include Consciousness Raising (to increase
awareness about the causes and consequences of poor health behaviors); Dramatic Relief (to
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generate emotional responses to motivate action such as providing inspirational anecdotes
about how people have changed and addressing feelings of fear or anxiety about unhealthy
behaviors); Self-revaluation (combines both cognitive and affective self-evaluations with and
without such behaviors and helping patients realize that the healthy behavior is an important
part of who they are --and who they want to become); Environmental Revaluation (involves
cognitive and affective assessments about how the behavior affects the social environment
and helping patients realize how their unhealthy behavior affects others and how they could
have more positive effects by changing); Self-liberation (the belief that behavior change is
possible and the individual is committed to it); Social-liberation (requires an increase in
social opportunities); Counterconditioning (requires the learning of healthier behaviors that
replace unhealthy habits); Stimulus Control (removes cues for unhealthy behaviors and adds
prompts for healthier alternatives); Contingency Management (provides consequences—
both positive and negative—for health behaviors); and Helping Relationships (which
combine caring and support for health behavior change). As people move toward Action and
Maintenance, they rely more on commitments, conditioning, contingencies, environmental
controls, and support [39].

3. Decisional balance—According to TTM, interventions to change behavior are more
effective if they are “stage-matched,” i.e., matched to each individual’s stage of change.
TTM considers the decision to make lifestyle changes a largely conscious and deliberate
decision based upon a careful weighing of the advantages (the “pros”) of changing behavior
and the disadvantages (the “cons”). TTM calls this decisional balance, which can be
quantified such that as the individual progresses through each stage, the ‘pros’ are believed
to increasingly outweigh the ‘cons’.

4. Self-efficacy—This concept refers to the situation-specific confidence that an individual
has in the ability to engage in the healthy behavior in the face of high risk situations without
relapsing to their previous unhealthy habits.

Counseling Patients to Increase PA and to Engage in Exercise

Combining Mol and the TTM strategies to increase PA is an approach to maximize the
likelihood that the patient will initiate or increase their level of PA. A first step is to
determine the patient’s stage of change. A list of potential questions for providers to ask
themselves prior to offering behavioral counseling is provided in Table 1. Conducting this
type of self-assessment helps to fine-tune the agenda setting and rapport building needed for
successful counseling. Furthermore, using more structured instruments, such as an exercise-
specific survey [40], can give providers a more quantifiable assessment of the stage of
change.

If the individual is in the “pre-contemplative’ stage, he or she will not even have thought
about exercise. At this point, the “eliciting’ and “focusing’ steps of Mol can help the
individual to consider making a change and the provider to suggest changes that are realistic.
An initial step would be to educate the individual on the health benefits of exercise and
provide a rationale for the recommendation. Providers may wish to approach the discussion
of lifestyle change in a structured fashion, assessing motivation before moving on to other
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steps, such as addressing barriers to change [41]. A health provider can play a critical role by
increasing patient awareness through information, education, and personal feedback. A
collaborative approach is recommended, in which patient and provider form a partnership in
developing a plan for behavior change.

Similarly, information can be valuable for individuals in the ‘Contemplation’ stage. For
patients who are chronically in contemplation (e.g., procrastinators or ruminators),
information may help to motivate them to the Preparation stage. Inquiring about patients’
prior exercise history, what they may have tried in the past, and what they know about
exercise is a good starting point. While discussing these points, a provider can help the
individual to focus on why they made the past attempts, evoking more of their intrinsic
motivation. At this point, helping patients to develop a specific plan can also be helpful:
when they might exercise, where, and how much.

An exercise prescription typically involves 4 elements: Mode (what kind of exercise/PA),
Frequency (how often to exercise), Duration (how long to exercise), and Intensity (how
intense to exercise). The specific details would depend on the person’s health (e.g., whether
they have CVD or CVD risk factors, are overweight, have musculoskeletal limitations, etc.),
and may require a formal exercise stress test to establish a safe “training range” as a target
for heart rate. Generally, organizations such as the American Heart Association, the
American College of Sports Medicine, and the Centers for Disease Control generally
recommend moderate-intensity aerobic (endurance) PA for a minimum of 30 min on five
days each week or vigorous-intensity aerobic PA for a minimum of 20 min on three days
each week [42].

One approach at this stage is to encourage contemplators to become more mindful of their
decision making and more conscious of the multiple benefits of changing an unhealthy
behavior. Review of pros and cons can also be useful, as can discussion of issues
contributing to ambivalence about making behavior change. However, this type of review
should be done carefully. From an Mol perspective, ideally the individual can be helped to
articulate pros and cons actively on their own. When providers ‘prescribe’ certain behaviors
directly to the individual, this can invite resistance and passivity, leading to a disappointing
and frustrating exchange for both parties. One more collaborative approach is to describe
steps others have tried for starting exercise/PA, so that the individual can talk through which
option could be most realistic for them. Seeking social support can also be beneficial, as
others can influence and help effectively at this stage by encouraging them to work at
reducing the cons of changing their behavior.

Individuals in Preparation are ready to start taking action. Their intrinsic motivation is
higher, and they may benefit more from planning than from focusing further on why they
wish to change their behavior. Individuals in this stage may actually have begun to exercise,
join a gym, or purchase exercise equipment. They take small steps that they believe can help
them make the healthy behavior a part of their lives. They also may have made public
statements that they want to change their behavior. People in this stage should be encouraged
to seek support from family and friends they trust, tell people about their plan to change the
way they act, and think about how they would feel if they exercised regularly. Their primary

Prog Cardiovasc Dis. Author manuscript; available in PMC 2018 March 01.



1duosnuen Joyiny 1duosnuey Joyiny 1duosnuen Joyiny

1duosnuep Joyiny

Stonerock and Blumenthal Page 10

concern is whether they will be able to exercise consistently or will fail. In these cases, one
helpful approach can be to first prompt individuals to reassess their confidence about
changing on a 1-10 scale, then ask what would help them step up to the next number on the
scale. Daily record keeping, goal setting, prompts such as leaving running shoes and
exercise clothes out in the morning, and planning when to exercise are very useful strategies.

Individuals in the Action stage have begun to exercise consistently, but not for longer than 6
months. These individuals need to learn how to strengthen their commitments to change and
to fight urges to slip back. Even though these individuals are making changes, they still may
need intermittent ‘“focusing’ and ‘evoking’ conversations to reaffirm their motivations to
change. People in this stage progress by reminding themselves of the reasons why exercise is
beneficial and by reinforcing strategies for keeping up their commitments such as
substituting activities related to sedentary behavior with positive ones, rewarding themselves
for taking steps toward changing, and avoiding people and situations that tempt them to
behave in unhealthy ways. Discussions that revisit the individual’s motivations can also help
them increase the intensity of exercise/PA over time.

Finally, people in Maintenance have changed their behavior more than 6 months ago. It is
important for people in this stage to be aware of situations that may tempt them to slip back
into doing the unhealthy behavior—particularly stressful situations. It is recommended that
people in this stage seek support from others and talk with people whom they trust, spend
more time with people who behave in healthy ways, and remember to engage in exercise
even when they may not feel like it.

Helping patients cope with relapse

Achieving long-term behavior change often requires ongoing support from family members,
a health coach, a physician, or another motivational source. Lapses are inevitable, especially
when it comes to exercise. Sickness, a new job, added work responsibilities, injury, and even
vacation can help to derail the best intentioned exerciser. It can be useful to help patients
develop a plan for making sure that a lapse does not evolve into relapse. Supportive literature
and other resources can also be helpful to avoid a relapse from happening. When individuals
have relapsed, it can be useful to prompt the individual to reassess how confident they feel
that they can change and how important they feel resuming exercise is. The individual can
then reaffirm their motivations for change and articulate the next step in preparing for
exercise again.

Summary and Conclusions

The importance of HLM to endorse HL and to prevent disease and treat chronic medical
conditions is now recognized and accepted by the medical community. However, even the
best of treatments are only effective to the extent that patients adhere to treatment
recommendations. Adherence to prescribed medical therapies can be especially challenging
when treatment regimens are complex or require adoption of new behaviors. Patients may
have some knowledge about the importance of such lifestyle behaviors as smoking
cessation, healthy eating, and aerobic exercise/PA, but they may not fully understand why
these behaviors are important and how they can successfully convert this knowledge into
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actual behavior change. Counseling patients about lifestyle change may be critical for many
patients to successfully adopt healthy behaviors. M1 and TTM represent two counseling
approaches that can help guide clinicians and health providers to improve their effectiveness
in facilitating and promoting health behavior change. Both approaches provide a systematic
strategy for engaging patients in behavior change and for developing a collaborative
partnership between patient and health provider.
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Table 1

Questions for Providers to Consider Prior to Behavioral Counseling for Increasing PA

Stage of Change

Question for Providers to Ask Themselves Before Counseling Patient

Pre-contemplation

Contemplation

Preparation and Action

. Is your patient ready to consider exercise or increasing PA?

. What goals might your patient have toward becoming physically active?

. How might your patient benefit from exercise/PA?

. What might your patient need to give up in order to become physically active?

. What barriers might your patient face that might discourage initiation of exercise/PA?
. How can your patient become more confident about PA?

. How has your patient successfully changed behavior in the past?

. What might your patient need to give up in order to become more physically active?
. What barriers need to be addressed?
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