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Development of a health related lifestyle self management (HeLM) intervention 

for patients with coronary heart disease  

 

 

ABSTRACT  

Risk factor modification following an acute coronary event is imperative and 

intervention strategies are continuously being developed to assist patients with 

behaviour change and consequently reduce the risk of further coronary episodes. This 

paper describes the development of the health related lifestyle self management 

(HeLM) intervention which is a brief structured intervention embedded within the 

Transtheoretical model of behaviour change. The HeLM intervention was developed 

by undertaking three discrete yet interrelated studies and consisted of the following 

components: goal-setting, the HeLM Booklet, feedback of personal risk, team 

building and communication with the patient’s family physician, three supportive 

telephone calls, a refrigerator magnet, and a health diary for self-monitoring. The 

HeLM intervention has been successfully implemented in 50 patients with acute 

coronary syndrome following discharge from hospital and has demonstrated to be 

feasible and practical and could easily be delivered by health care professionals. 
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Development of a health related lifestyle self management (HeLM) intervention 

for patients with coronary heart disease  

 

Introduction  

Coronary heart disease (CHD) remains the leading cardiovascular cause of mortality 

and morbidity globally.1 The associated costs resulting from the physical and 

psychosocial disabilities places a significant burden on both the patients and the 

community. 2  Failure to modify risk factors contributing to CHD, such as low 

physical activity levels,3 hypertension,3 dyslipidaemia,3 smoking,3,4 hyperglycemia,3 

and obesity 3 are associated with CHD progression and an increased incidence of 

mortality and morbidity. Therefore it is essential for patients with known CHD to 

adopt recommended lifestyle and behavioural changes to ameliorate the modifiable 

risk factors and minimize the progression of CHD.5  

 

Cardiac rehabilitation remains the gold standard for all patients with CHD, as it 

enables returning to an active and satisfying life, reduces mortality by 35% and also 

prevents the occurrence of recurrent cardiac events.6 Despite these benefits, 

participation and adherence to cardiac rehabilitation programs remains low.7,8 Barriers 

to participation in these programs included limited availability and accessibility, 

program length (ranging from 4 weeks to 1 year), distance from home or work, time 

conflicts, lack of physician/ family support and transportation and scheduling of 

classes.7,9 Various strategies to increase participation rates and promote adherence to 

cardiac rehabilitation programs, including  the introduction of evening classes, 

provision of transport and home based cardiac rehabilitation, 9 have been 

implemented with limited success. Poor attendance at cardiac rehabilitation programs 
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clearly indicates that alternate strategies for the delivery of information relating to 

cardiac risk factors and support for these patients is essential.  

 

New intervention strategies are continuously being developed, such as individualized 

coaching10 and modular approaches11 for cardiovascular risk factor modification.  

Trialling models of interventions that have been demonstrated to be effective in other 

clinical settings is one way of addressing this problem. A brief intervention12,13 is 

another method that has been used to motivate people to adopt healthy behaviours. A 

brief intervention (BI) is a simple and effective tool consisting of a time-limited 14 

structured advice focusing on changing and/or increasing desirable patient 

behaviour.14 The main aim of BI is to impact on patients’ motivation to change, 

following which patients may continue to change their behaviour with minimal 

additional assistance and thereby reduce their risk factors for further CHD. 

Researchers have demonstrated beneficial outcomes of brief interventions for patients 

with alcohol problems,15,16 HIV,17 diabetes,18 and stroke14 related risk behaviours. 

This paper describes the development of the health related lifestyle self management 

(HeLM) intervention which is a brief structured intervention embedded within the 

Transtheoretical model of behaviour change.  

 

Theoretical frame work 

Adopting health promoting behaviours is greatly dependent on the patient’s 

motivation, readiness to change existing risk factor related behaviour, and self–

efficacy. 19 In the process of adopting health-promoting behaviours that reduce the 

risk of a further coronary event, such as smoking cessation or participation in physical 

activity, people generally go through several different stages before a new behaviour 
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becomes a habit. 20 Therefore, the HeLM intervention was embedded in the 

Transtheoretical model (TTM) of behaviour change, the core dimensions of which are 

stages, processes, decisional balance and self-efficacy. The stages of readiness for 

change include (1) pre-contemplation: patients are not considering changing 

behaviours that can have a positive outcome on their health; (2) contemplation: 

patients are considering changing their behaviour (3) preparation: patients have 

intention to change and are undertaking behavioural efforts; (4) action: behaviour 

changed (5) maintenance: maintained healthy behaviour for more than 6 months 

(Figure 1) 20.  

 

People are not all at the same stage of readiness to change and some individuals can 

relapse to a previous stage several times before reaching the final stage of behaviour 

modification.21 Overcoming the relapse require the individual to analyse how the slip 

happened and use it as an opportunity to learn how to anticipate high-risk situations 

more effectively. Progression from one stage to another involves decisional balance, 

20 where the individual is required to weigh the positive and negative aspects of a risk-

related behaviour.20  According to the TTM, if the consequences of the risk-related 

behaviour outweigh the benefits, individuals experience less ambivalence and are 

more likely to take action to change the behaviour.20 

 

Processes of change are the activities that people use to progress through the stages 

and reduce the resistance to relapse. These processes involve experiential and 

behavioural activities including increasing awareness, emotional arousal, social 

reappraisal, environmental opportunities, self reappraisal, stimulus control, support, 

rewards and commitment. 21 Self-efficacy involves the confidence of the individual in 
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their ability to change to healthy behaviours. It also evaluates the individual’s 

capacity to relapse when faced with high-risk situations.21 

 

Tailoring interventions strategies to the individual’s stage of change have produced 

improved outcomes.14,22 Intervention strategies directed at behavioural and attitudinal 

change produce greater results than traditional educational approaches to health 

promotion, particularly when tailored to the individual’s readiness to change.21 The 

TTM is well-suited to developing tailored interventions based on individualised 

assessments along with other strategies for behaviour change. 

 

Motivational support 

Motivational support is a method that focuses on the individual involved in the 

behaviour change to facilitate the progress along the different stages of change23 Six 

elements have been identified that summarizes the quintessence of the interventions 

commonly tested under the terms “BI” and “motivational interviewing” 32 and these 

have structured under the acronym FRAMES. These elements include feedback, 

responsibility, advice, menu, empathy, and self-efficacy. The HeLM intervention was 

therefore embedded in the transtheoretical model (TTM) of behaviour change 20 and 

motivational support. 14  

 

Following a review of the literature and interviews with health professionals, three 

key CHD risk factors were targeted for intervention: smoking cessation, physical 

inactivity and fat intake. Smoking was a targeted risk factor because it accounts for 

approximately 13% of Australian deaths annually. 24 Smoking cessation has both dose 

dependent and reversible improvements on endothelial function. 25  Physical activity 
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was targeted because 44% of the Australian adult population do not participate in a 

level of physical activity that is sufficient to achieve a health benefit. 26 There is also 

substantial evidence of a relation between lack of physical activity and increased body 

weight, hypertension and diabetes. 27 Saturated fat intake was targeted due to the 

strong published evidence in a number of studies showing the benefits of healthy 

foods, including low saturated fat diets28,29 and fruit and vegetables, on curtailing the 

progression of CHD.30,31 Numerous studies have demonstrated that dietary pattern, in 

particular dietary fat, is associated with a higher risk of CHD and overall 

mortality.28,29  Interventions based upon theoretical models have a greater chance of 

success in changing behaviour. 

 

Development of the HeLM intervention  

Effective interventions are those developed based on evidence obtained from research 

literature, experts and patients. Therefore for the development of the HeLM 

intervention, a systematic review of brief structured interventions for lifestyle 

modification for patients with CHD was undertaken. 32 The systematic review 

undertaken according to guidelines set out by the Cochrane Collaboration 33 and the 

Joanna Briggs Institute.34 Cardiac rehabilitation coordinators (n=20) from across 

NSW were interviewed to identify barriers to participation in cardiac rehabilitation 

programs. 35 Also as an important step participants were surveyed to profile their 

cardiac risk factor status, knowledge relating to CHD and its risk factors and 

participation in cardiac rehabilitation programs following an interventional cardiology 

procedure.36 The findings from these studies that were used for the development of 

the HeLM intervention are presented in Table 1. 
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The HeLM intervention 

The HeLM intervention was developed based on findings presented in Table 1 and 

was embedded within the TTM of behaviour change20 and motivational support.14 The 

intervention consisted of the following components: goal-setting, the HeLM Booklet, 

personalised risk factor card and patient feedback form, team building and 

communication with patients family physicians, three supportive telephone calls, a 

refrigerator magnet, and a health diary. Each of these is described below. 

Goal-setting 

Goal-setting is an established strategy used both explicitly and implicitly in behaviour 

modification programs where the patients set optimistic yet realistic goals that 

facilitate health behaviour change and maintenance.37 In the HeLM intervention, goal-

setting was undertaken according to the SMART principles, which have been 

demonstrated to enable individuals to stay motivated and achieve their goals.38 The 

acronym SMART stands for Specific, Measurable, Achievable, Realistic and Time. 

 

Patients were asked to write down specific goals they would like to achieve. For 

example, losing weight was considered as a general goal and a specific goal would be 

a target weight of 65 kg in one month. They also had to maintain a record of their 

current smoking, physical activity and dietary habits for a week is so that they could 

measure the difference at follow-up. Patients were instructed to set goals that were 

flexible in order to accommodate any unexpected challenges. Setting realistic goals is 

the key to goal attainment. Patients were instructed to set a goal that they believed 

they could accomplish and to identify the conditions necessary to achieve the goal. 

Setting a deadline for the achievement of a goal demonstrates a sense of urgency 

therefore patients were encouraged to set realistic timelines to achieve the goal.  
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Take the HeLM booklet 

The Take the HeLM booklet was based on the TTM 21 of behaviour change and was 

developed as a self-help resource to provide skills training for modification of health 

risk-related behaviour relating to smoking, physical activity and saturated fat intake. 

The 50 page booklet was designed to have a colour-coded section corresponding to 

each of the five stages of change for each of the health risk-related behaviours. 

Specific strategies that the patients could activate in order to progress to the next stage 

were listed in each stage of change section. This method ensured that the information 

in the booklet was tailored to the patient. 21 

Content of the booklet  

The first section of the booklet covered the meaning of and the risk factors for 

coronary heart disease. Patients were asked to identify the risk factors that applied to 

them. The second section of the booklet was a short quiz that enabled the patients to 

identify their stage of change. The third section of the booklet was related to 

information and strategies corresponding to the stage of change for each of the health 

risk factors, namely smoking, physical activity and fat intake. This section was 

designed to enable the individual to weigh the positive and negative aspects of a risk-

related behaviour (decisional balance). It also included experiential and behavioural 

activities (processes for change) that individuals could use to progress through the 

various stages of change. Content validity of the booklet was assessed by a reference 

group consisting of experts in cardiac rehabilitation, smoking cessation, 

physiotherapy, dietetics and clinical cardiology. Comprehensibility of the information 

was assessed by calculating the Flesch Reading Ease score39and the Flesch-Kincaid 

Grade Level score. The readability of the HeLM booklet was targeted at a 6th Grade 

level as findings from a previous study demonstrated that the majority of patients had 
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left school before secondary education and 47.8% had neither completed secondary 

school nor attained any subsequent qualifications. 36 The HeLM booklet was 

subsequently given to a 6th Grade student aged 13 years and three patients for 

assessment of readability. With the assistance of a graphic designer, the visual aspects 

of the HeLM booklet including the length, format, graphics and layout were refined.40  

 

Feedback of personal risk 

Risk factor card  

Based on the patient’s physical and laboratory data individual risk factor cards were 

generated that included the values for all their cardiovascular risk factors along with 

the normal values for comparison. All abnormal values were highlighted. A five year 

mortality risk score and the risk of developing CHD or having a recurrent CHD event 

was calculated and presented from the results obtained using a cardio risk calculator 

provided by Merck, Sharpe & Dohme.  

Personalized letter  

Participants were mailed a personalised letter providing feedback about their existing 

habits relating to smoking, exercise and diet and how they felt about modifying these 

risk-related behaviours. This feedback enabled them to read the appropriate section of 

the HeLM booklet for strategies for risk modification.  

 

Team building and communication with general practitioners  

The family physician of participants received a copy of the Reducing Risk in heart 

disease 41 guidelines, participant’s risk factor status, and the goal that the participant 

has agreed to achieve. The family physicians were required to provide support for 
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these patients and reinforce lifestyle changes and inform participants of the exact 

values of their biomedical parameters to empower them.  

 

Three supportive telephone calls  

The HeLM intervention included three supportive phone calls during the six-week 

intervention period. The phones calls were delivered one week, three weeks and five 

weeks following discharge from the hospital. Each call was limited to 15-20 minutes 

and was  based on the evidence obtained from a systematic review of 17 RCTs 32 In 

this review, the mean length of time and the number of sessions of the BI across the 

trials was 22.6 minutes and 3.2 sessions. 

These phone calls strictly focused on providing motivational support and 

encouragement and to monitor progress. The telephone support was based on the 

participant’s stage of change and was provided using a guide that consisted of 

questions and statements for each of the stage of change. e.g. If the patient was in the 

Contemplation Stage the goal was to assist them in developing intentions to change 

and move towards the Action stage. Therefore the RA reviewed reasons for physical 

activity, provided relevant information on risks and benefits of participation and non-

participation in physical activity and asked patient about their concerns and issues 

related to physical activity. The telephone calls involved  i) Responsibility  Emphasis 

was placed on personal responsibility for change as “perceived control” is an 

important aspect of motivation for behaviour change and maintenance. 32   The 

information booklet also included a log for patients to record their cholesterol and 

blood pressure levels as well as physical activity levels and smoking habits. ii) 

Advice: Participants were provided simple comprehensible advice to modify risk 

factors.  iii) Menu: Patients were provided with a menu of evidence-based self-help 
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resources to prevent relapse and maintain lifestyle management. Patients were given 

information about a cardiac rehabilitation centre nearest to their place of work or 

home. iv) Empathy: Patients were treated in an empathic and understanding manner. 

Feedback and telephone support was not aggressive, confrontational, dictatorial and 

intimidating. v) Self-efficacy: Patients were assisted to identify barriers and facilitate 

the integration of lifestyle change. Feedback was provided through praise, positive 

encouragement, and guidance with problem solving. Rather than emphasizing 

helplessness or powerlessness, self-efficacy was encouraged. 

Training of the interviewer  

Findings from the systematic review32 demonstrated that motivational brief 

interventions can be delivered successfully by trained nurses, dieticians, RAs and 

health care workers. Although it would be ideal to have a registered psychologist 

deliver the intervention given the domain of cognitive behaviour therapy (CBT), in 

order to be feasible in the clinical setting, the intervention was delivered by a social 

worker who had previous experience in motivational interviewing. Each stage was 

linked to a motivational script and stage-relevant clinical content to enable the 

delivery of consistent information42,43  The RA also undertook a comprehensive 

course in motivational interviewing at the Alcohol and Drug Service, New South 

Wales Health.  

 

Refrigerator magnet  

Visual cues have been reported to be an effective method to remind individuals and to 

reinforce the information that is learnt.44 Therefore participants were given a 

refrigerator magnet that provided information on things that needed to be done in an 

emergency  
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Health diary for self-monitoring  

Self-monitoring enables patients to recognise signs and symptoms and triggers, all of 

which assist in self-management. Patients were therefore given a health diary where 

they could self-monitor their results, e.g. blood pressure, cholesterol, weight, and 

physical activity, with room to document subsequent values.  

 

In summary the HeLM intervention was designed to 

1) be a brief structured intervention based on motivational support  

2) have three telephone calls over a 6-week period each lasting 15-30 minutes for 

motivational support 

3) have telephone support delivered by a health professional who received 

training in motivational interviewing.  

4) be delivered through the mail and by telephone so that patients could access 

the intervention in their own time.  

5) be independent of local resources (When implemented in clinical practice the 

HeLM intervention will involve initial set up costs).  

6) provide an avenue for communication between the coordinator and the 

patient’s family physician. 
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Discussion  

This study describes the development of a Health related Lifestyle modification 

(HeLM) Intervention in patients with CHD. A key strength of this study is the 

empirically derived conceptually congruent intervention. The HeLM intervention was 

developed on the principles of evidence-based practice, namely a systematic review of 

the literature, 32 clinician expertise 35 and patient information and preferences36. In 

addition, since the underlying cause of ACS is a chronic disease, namely CHD, the 

intervention was designed to promote self–management, which is an important 

element for the management of chronic disease.45,46 Reviews of the effectiveness of 

chronic disease management interventions indicate that interventions based on 

behaviour change models are more likely to be effective than those that are not.46 

Therefore, the HeLM intervention was embedded in the principles of the TTM and 

brief interventions. The HeLM intervention consisted of the HeLM booklet, goal-

setting, personalised risk factor card and telephone support as vital features to enable 

patients to change behaviour. The HeLM booklet enabled participants to self-assess 

their stage of change and also consisted of strategies to promote behaviour 

modification according to the stage of change for each risk factor. Goal-setting is 

another important element of chronic disease management,47 therefore the HeLM 

intervention involved setting both short- and long-term goals collaboratively with the 

patient. Other effective features of chronic disease management, such as team 

building and communication with GPs,45 providing a written action plan45 (in the 

form of a fridge magnet) feed back of personal risk and the use of health diaries,45 

were also included in the HeLM intervention. Empowering patients about their risk 

factor status using personalised risk factor cards based on scientific evidence has not 

been previously reported and is a promising area for future research.  
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Positive aspects of the HeLM intervention are that it covers smoking, physical 

activity, and diet and offers multiple options which may benefit compliance. In order 

to enhance risk factor related behaviour change interventions need to be tailored to the 

individual. In addition, providing factual information such as the Risk factor card, 

positive encouragement can enhance self efficacy so that patients feel empowered to 

be an active participant in their own healthcare.  

 

One of the greatest challenges of cardiac care is to integrate comprehensive risk factor 

modification strategies into clinical practice. Although various strategies for risk 

factor modification have been demonstrated to be effective in clinical trials,29,48 these 

may not prove equally effective in clinical practice due to a paucity of resources, 

particularly personnel. The HeLM intervention is a short, practical postal-delivered 

intervention combined with telephone support by a trained health professional. This 

intervention can be easily delivered by nurses, GPs or other health professionals who 

have received appropriate training. This study highlights the importance of evidence 

based clinically practical method for the development of evidence based interventions 

for risk factor modification. Although the HeLM intervention appears to be useful, its 

effectiveness needs to be investigated in a larger RCT. Nevertheless, it is crucial that a 

united front among health care workers is maintained to combat this global epidemic 

of CHD. 
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Conclusions The HeLM intervention is highly significant both nationally and 

internationally as it is a sequential and theoretical developed strategy that could reach 

CHD patients who have thus far eluded traditional cardiac rehabilitation programs and 

support them in making the necessary lifestyle changes. The HeLM intervention 

overcomes the traditional barriers to participation in cardiac rehabilitation programs 

as it is brief, motivational, uses limited resources, is able to be used by patients in 

their own time and is delivered in a non-confrontational manner. The HeLM 

intervention may also be an adjunct to traditional CR and have a synergistic effect in 

facilitating health-promoting behaviours in CHD patients. Further research to test the 

effectiveness of the HeLM intervention in risk factor related behaviour modification 

and risk reduction is needed. Findings from this study will help inform future research 

on the impact of individualised support using the HeLM techniques in promoting 

lifestyle changes in CHD patients. 
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Figure 1  The theoretical framework   

(Adapted from Prochaska JO, Velicer WF. The transtheoretical model of health 

behavior change 
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Table 1 Findings from the systematic review, Interviews with cardiac 

rehabilitation coordinators and surveys of patients  

Findings from the systematic review  

• there was evidence of a benefit of brief structured interventions for risk factor 

reduction. However further investigations are warranted to support the 

evidence  

• three to six telephone support calls over a six month period, each lasting 15-30 

minutes, could be effective in risk factor reduction 

• brief motivational support can be delivered by persons trained in motivational 

interviewing  

Findings from the interviews with CARDIAC REHABILITATION  coordinators 

• CARDIAC REHABILITATION  coordinators face numerous obstacles, 

including health service, professional and patient related barriers to delivering 

services 

• CARDIAC REHABILITATION  coordinators were committed to providing 

evidence-based care through alternate methods of service delivery and 

community engagement  

Findings from the survey of patients post-PCI 

• 70% of participants had at least two modifiable risk factors  

• approximately 80% of participants were classified as overweight  

• participants had limited knowledge relating to CHD 

• there was a lack of awareness regarding modifiable risk factors  

• the accessibility of a CARDIAC REHABILITATION  program were 

important 
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• there were less than optimal participation rates in CARDIAC 

REHABILITATION  programs 

 

 



 19 

REFERENCES 

1. Australian Institute of Health and Welfare (AIHW). Australia’s health 2006. 

Canberra: AIHW, 2006:AIHW cat. no. AUS 73. 

2. Tod AM, Lacey EA, McNeill F. 'I'm still waiting...': barriers to accessing 

cardiac rehabilitation services. J Advance Nurs. 2002;40:421-31. 

3. Yusuf S, Hawken S, Ounpuu S, Dans T, Avezum A, Lanas F, et al. Effect of 

potentially modifiable risk factors associated with myocardial infarction in 52 

countries (the INTERHEART study): case-control study. Lancet 

2004;364:937-52. 

4. Reimer W, de Swart E, De Bacquer D, Pyörälä K, Keil U, Heidrich J, et al. 

Smoking behaviour in European patients with established coronary heart 

disease. Eur Heart J 2006;27:35-41. 

5. Davidson P, Hancock K, Daly J, Cockburn J, Moser D, K G, et al. A cardiac 

rehabilitation program to enhance the outcomes of older women with heart 

disease: development of the Group Rehabilitation for Older Women (GROW 

Program). J Australian Rehabilitation Nurses Association 2003; 6: 8-15. 

6. Sundararajan V, Bunker SJ, Begg S, Marshall R, McBurney H. Attendance 

rates and outcomes of cardiac rehabilitation in Victoria, 1998. Med J Aust 

2004;180:268-71. 

7.  Witt BJ, Thomas RJ, Roger VL. Cardiac rehabilitation after myocardial 

infarction: a review to understand barriers to participation and potential 

solutions. Eur Medicophysica 2005;41:27-34. 

8. Fernandez R, Salamonson Y, Griffiths R, Juergens C, Davidson P. 

Sociodemographic predictors and reasons for participation in an outpatient 



 20 

cardiac rehabilitation program following percutaneous coronary intervention. 

Int J Nurs Practice 2006:in press. 

9. Daly J, Sindone AP, Thompson DR, Hancock K, Chang E, Davidson P. 

Barriers to participation in and adherence to cardiac rehabilitation programs: a 

critical literature review. Prog Cardiovasc Nurs 2002;17:8-17. 

10. Vale MJ, Jelinek MV, Best JD, Santamaria JD. Coaching patients with 

coronary heart disease to achieve the target cholesterol: a method to bridge the 

gap between evidence-based medicine and the "real world"--randomized 

controlled trial. J Clin Epidemiol 2002;55:245-52. 

11. Redfern J, Ellis E, Briffa T, Freedman SB. Modular prevention of heart 

disease following acute coronary syndrome (ACS). BMC Cardiovascular 

Disorders 2006;6. 

12. Bolman C, de Vries H, van Breukelen G. A minimal-contact intervention for 

cardiac inpatients: long-term effects on smoking cessation. Prevent Med 

2002;35:181-92. 

13. Hajek P, Taylor TZ, Mills P. Brief intervention during hospital admission to 

help patients to give up smoking after myocardial infarction and bypass 

surgery: randomised controlled trial.Br Med J 2002;324:87-9. 

14. Miller ET, Spilker J. Readiness to change and brief educational interventions: 

successful strategies to reduce stroke risk. J Neurosci Nurs 2003;35:215-22. 

15. Fleming MF, Manwell LB, Barry KL, Adams W, Stauffacher EA. Brief 

physician advice for alcohol problems in older adults: a randomized 

community-based trial. J Fam Pract 1999;48:378-84. 



 21 

16. Wutzke S, Conigrave K, Saunders J, Hall W. The long-term effectiveness of 

brief interventions for unsafe alcohol consumption: a 10 year follow-up. 

Addiction 2002;97:665-675. 

17. Baker A, Kochan N, Dixon J, Heather N, Wodak A. Controlled evaluation of a 

brief intervention for HIV prevention among injecting drug users not in 

treatment. AIDS Care 1994;6:559-570. 

18. . Glasgow RE, Toobert DJ, Hampson SE. Effects of a brief office-based 

intervention to facilitate diabetes dietary self-management. Diab Care 

1996;19:835-842. 

19. Johnston D. Lifestyle cahnges after myocardial infarction. Heart 1999;82:545-

546. 

20. Prochaska J, Redding C, Evers K. The transtheoretical model and stages of 

change. In: K. Glanz BKR, & F.M. Lewis, editor. Health Behavior and Health 

Education: Theory, Research, and Practice. 3rd ed. San Francisco, CA: Jossey-

Bass, Inc, 2002:99-120. 

21. Prochaska JO, Velicer WF. The transtheoretical model of health behavior 

change. Am J Health Prom 1997;12:38-48. 

22.  Steptoe A, Kerry S, Rink E, Hilton S. The impact of behavioral counseling on 

stage of change in fat intake, physical activity, and cigarette smoking in adults 

at increased risk of coronary heart disease. Am J Public Health 2001;91:265-9. 

23. Miller W, Rollnick S. Motivational interviewing:  Helping people change. 2nd 

ed. New York: Guilford Press, 2002. 

24. The Cancer Council Australia. Tobacco control. Sydney, 2006. 

25. Puranik R, Celermajer D. Smoking and endothelial function. Prog Cardiovasc 

Dis 2003;45:443 - 458. 



 22 

26. Australian Institute of Health & Welfare. Australia’s Health: The Tenth 

Biennial Health Report of the Australian Institute of Health and Welfare. In: 

AUS73 cN, editor. Canberra: Australian Institute of Health & Welfare, 2006. 

27. Briffa TG, Maiorana A, Sheerin NJ, Stubbs AG, Oldenburg BF, Sammel NL, 

et al. Physical activity for people with cardiovascular disease: 

recommendations of the National Heart Foundation of Australia. Med J Aust 

2006;184:71-5. 

28. Trichopoulou A, Orfanos P, Norat T, Bueno-de-Mesquita B, Ocke MC, 

Peeters PH, et al. Modified Mediterranean diet and survival: EPIC-elderly 

prospective cohort study.Br Med J 2005;330:30. 

29. Iestra J, Knoops K, Kromhout D, de Groot L, Grobbee D, van Staveren W. 

Lifestyle, Mediterranean diet and survival in European post-myocardial 

infarction patients. Eur J Cardiovasc Prevent Rehabil 2006;13:894-900. 

30. Dauchet L, Amouyel P, Hercberg S, Dallongeville J. Fruit and Vegetable 

Consumption and Risk of Coronary Heart Disease: A Meta-Analysis of Cohort 

Studies. J. Nutr. 2006;136:2588-2593. 

31. Joshipura KJ, Hu FB, Manson JE, Stampfer MJ, Rimm EB, Speizer FE, et al. 

The effect of fruit and vegetable intake on risk for coronary heart disease. An 

Int Med 2001;134:1106-14. 

32. Fernandez R, Griffiths R, Everett B, Andrew S, Salamonson Y, Davidson P. 

Effectiveness of brief structured interventions on risk factor modification for 

patients with coronary heart disease: A systematic review. Int J Evidence-

Based Health Care 2007;5:370-405. 



 23 

33.  Higgins J, Green S. Cochrane Handbook for Systematic Reviews of 

Interventions Version 5.0.0 [updated February 2008]. In: Higgins JPT GS, 

editor: The Cochrane Collaboration, 2008. 

34. The Joanna Briggs Institute. The JBI Approach to Evidence-based Practice. 

Adelaide The Joanna Briggs Institute, 2007. 

35.  Fernandez R, Davidson P, Griffiths R. Cardiac rehabilitation coordinators 

perceptions of patient related barriers to guideline implementation. J 

Cadiovasc Nurs 2008:in press. 

36. Fernandez RS, Griffiths R, Juergens C, Davidson P, Salamonson Y. 

Persistence of coronary risk factor status in participants 12 to 18 months after 

percutaneous coronary intervention. J Cardiovasc Nurs 2006;21:379-87. 

37. Oldridge N, Guyatt G, Crowe J, Feeny D, Jones N. Goal attainment in a 

randomized controlled trial of rehabilitation after myocardial infarction. J 

Cardiopulm Rehabil 1999;19:29-34. 

38. Armstrong M. A Handbook of Human Resource Management Practice. 10th 

ed. London: Kogan Page, 2006. 

39. Flesch R. A new readability yardstick. J Applied Psychol 1948;32:221-233. 

40. Schriver K. Dynamics in Document Design. New York: Wiley, 1997. 

41. National Heart Foundation of Australia, Cardiac Society of Australia and New 

Zealand. Reducing risk in heart disease 2007. A summary guide for preventing 

cardiovascular events in people with coronary artery disease: 

www.heartfoundation.com.au, 2007. 

42. Miller W, Rollnick W. Motivational interviewing: preparing individuals to 

change. Albuquerque, New Mexico: University of New Mexico, 1998. 

http://www.heartfoundation.com.au/�


 24 

43. Stott NC, Rees M, Rollnick S, Pill RM, Hackett P. Professional responses to 

innovation in clinical method: diabetes care and negotiating skills. Patient 

Educ Couns 1996;29:67-73. 

44. Hunt JS, Siemienczuk J, Touchette D, Payne N. Impact of educational mailing 

on the blood pressure of primary care patients with mild hypertension. J Gen 

Int Med 2004;19:925-930. 

45. Shaw J, Hagger V, Graham M, Keleher H. Systematic Review of Chronic 

Disease Self-Management Programs: a health promotion and determinants 

approach. Melbourne: Int Diabetes Institute, 2006. 

46. Jordan JE, Osborne RH. Chronic disease self-management education 

programs: challenges ahead. Med J Aust 2007;186:84-7 

47. NSW Department of Health. NSW Chronic Care Program: Implementing 

Rehabilitation for Chronic Disease – Volume 2. Sydney: NSW Department of 

Health, 2006. 

48. Aldana SG, Whitmer WR, Greenlaw R, Avins AL, Thomas D, Salberg A, et 

al. Effect of Intense Lifestyle Modification and Cardiac Rehabilitation on 

Psychosocial Cardiovascular Disease Risk Factors and Quality of Life. Behav 

Modific 2006;30:507-525 


	Theoretical frame work
	Motivational support
	The HeLM intervention
	Goal-setting
	Take the HeLM booklet
	Content of the booklet
	Risk factor card
	Personalized letter

	Team building and communication with general practitioners
	Three supportive telephone calls
	Training of the interviewer

	Refrigerator magnet
	Health diary for self-monitoring


