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Background: Self-care is an integral component of successful heart failure (HF) management. Engaging patients

in self-care can be challenging. Methods: Fifteen patients with HF enrolled during hospitalization received a

motivational intervention designed to improve HF self-care. A mixed method, pretest posttest design was used to

evaluate the proportion of patients in whom the intervention was beneficial and the mechanism of effectiveness.

Participants received, on average, 3.0 T 1.5 home visits (median 3, mode 3, range 1Y6) over a three-month period

from an advanced practice nurse trained in motivational interviewing and family counseling. Quantitative and

qualitative data were used to judge individual patients in whom the intervention produced a clinically significant

improvement in HF self-care. Audiotaped intervention sessions were analyzed using qualitative methods to

assess the mechanism of intervention effectiveness. Results: Congruence between quantitative and qualitative

judgments of improved self-care revealed that 71.4% of participants improved in self-care after receiving

the intervention. Analysis of transcribed intervention sessions revealed themes of 1) communication (reflective

listening, empathy); 2) making it fit (acknowledging cultural beliefs, overcoming barriers and constraints,

negotiating an action plan); and, 3) bridging the transition from hospital to home (providing information,

building skills, activating support resources). Conclusion: An intervention that incorporates the core elements

of motivational interviewing may be effective in improving HF self-care, but further research is needed.

KEY WORDS: heart failure, mixed methods, motivational interviewing, naturalistic decision-making,
patient education, self-care

Self-care is a critical component of therapy for
persons with heart failure (HF). Patients must

manage numerous medications, follow a low sodium
diet, and routinely monitor their body weight to
detect early signs of fluid retention. Those who do
not follow the treatment plan and initiate self-care
remedies for early signs and symptoms are more
likely to be hospitalized for an acute exacerbation.1,2

In spite of the effectiveness of self-care in main-
taining patients in a stable state, few master HF self-
care. It may be that HF is too complex; understanding
the diagnosis and treatment regimen requires that
patients learn the links between behavior and physi-
ology. Illness factors may impair their ability to learn
HF self-care; many persons with HF have some
impairment of cognition.3 Depression is now recog-
nized as exceedingly common in this population.4

Most have other comorbid illnesses, and many of
these illnesses cause the same symptoms, making it
difficult for patients to distinguish symptoms of HF
from those of other illnesses.5
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Another reason why so few patients excel at HF
self-care could be the manner in which self-care is
taught. The didactic educational approach used in
routine clinical practice may be insufficient to
encourage patients to undertake the level of HF
self-care required to influence outcomes. Based on
this premise, we hypothesized that a motivational
counseling approach would effectively stimulate
patients to engage in HF self-care. In a pilot study
of intervention efficacy, we identified individual
patients in whom the intervention produced a
clinically significant improvement in HF self-care.
A qualitative assessment of taped interviews was
used to identify the mechanism by which the
intervention produced its effect. The purpose of this
article is to describe the intervention and the
mechanisms by which it influenced HF self-care.

Background

Patient education is acknowledged as an essential
component of chronic HF management.6 However,
increased knowledge is not necessarily associated
with improved treatment adherence and those who
comply with recommendations are not necessarily
knowledgeable about why they do so.7 This conun-
drum may reflect the varied goals of and methods
used by the clinicians who educate patients.

A review of the published studies of HF patient
education interventions reveals that most were
designed to enhance self-care by increasing HF
knowledge and understanding,8Y10 changing percep-
tions about the costs and benefits of self-care,11 and
helping patients to identify and achieve their per-
sonal goals.12Y14 The technique used to achieve these
goals was usually individualized patient or patient
and family teaching,8Y11,14 but group educational

sessions12,13 and mailed written materials15,16 were
also used.

Although most of these interventions have proven
to be effective in clinical research, there remains a
significant subset of patients with HF in whom such
approaches are ineffective. Counseling techniques
such as motivational interviewing have been shown
to produce potent behavioral change even in chal-
lenging substance abuse and dependence populations
as well as those with health problems requiring modi-
fications in diet and exercise.17,18 Motivational inter-
viewing emphasizes the humanistic proposition that
people are naturally motivated for growth and self-
direction. With unconditional positive regard (accep-
tance), accurate empathy, a collaborative approach,
and genuineness, people will eventually actualize
their full potential to live a fulfilling life.19Y21 Using
an adapted brief form of motivational interviewing,
we developed an intervention intended to motivate
self-care even in patients with significant barriers
and little inherent motivation. In this study, we as-
sessed the mechanisms by which this intervention
created behavioral change or ‘‘change talk,’’ the con-
ceptual opposite of resistance to change.

Conceptual Model

Decision-making is a critical component of HF self-
care. Daily decisions are needed about lifestyle
choices, symptom management, and treatment
options. The intervention developed for this study
was based on the naturalistic decision-making
framework, which explains that in real world set-
tings people make decisions that are meaningful and
familiar to them based upon the interaction between
the person, the problem, and the environment.22

Naturalistic decision-making is a sequential process

FIGURE 1. Conceptual model of the manner in which laypersons make decisions regarding self-care.
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whereby decision rules are used to match a context
specific problem with a decision and an action.

Self-care, according to a naturalistic decision mak-
ing framework, is situation and context specific, in-
fluenced by knowledge about and experience with
decision-making in the particular context, skill to act
on the decision made, and the compatibility of the
decision and action with values. Facilitating self-care
involves exploring how the empirical information
available at the time shapes self-care decision-making,
presumably through its influence on decision-making
knowledge, experience, skill and values (Figure 1).

The intervention tested in this study can be linked
to the naturalistic decision making framework by its
specific effect on the patient’s knowledge about and
experience with a decision making situation, skill to
act on the decision made, and the compatibility of
the decision and action with values. The interven-
tion, described below, was designed to strengthen
decision making about self-care. A motivational
approach was augmented by engaging the family as
supporters in behavioral change whenever possible.
Once engaged, participants were taught essential
self-care skills and helped to overcome barriers.

Methods

A mixed methods, pre-test posttest design was used
for this study. Self-care was defined as a naturalistic
decision-making process involving the choice of
behaviors that maintain physiologic stability (self-
care maintenance) and the response to symptoms
when they occur (self-care management).23 Using
both quantitative and qualitative data, we identified
individual patients in whom the intervention pro-
duced a clinically significant improvement in HF
self-care (Figure 2). Then, qualitative methods were
used to assess the mechanism by which the inter-

vention influenced HF self-care. These procedures
are detailed below.

Study participants were screened and enrolled
during an acute care hospitalization. Baseline data
were collected within 5.7 T 4.6 days (range 0 to 19)
after hospital discharge and before beginning the
intervention. All participants received the counseling
intervention during the first three months following
hospital discharge. The intervention was provided
primarily during home visits and augmented by
telephone calls as needed. The number of interven-
tion sessions needed was estimated to be 6 to 9 but
the number actually provided was left to the
discretion of the nurse providing the intervention.
Intervention sessions were audiotaped.

Sample

To be included, patients had to have a confirmed
diagnosis of HF, be able to speak and read English,
and be cognitively oriented as measured with the
Clock Drawing test.24 Those with a severe, uncor-
rected hearing impairment were excluded because of
anticipated difficulty with the intervention. A sample
of 24 patients was enrolled during a HF hospitali-
zation but only 15 patients completed the 3-month
study. Nine patients were lost to follow-up due to
death (n = 2), admission to hospice (n = 3), with-
drawal (n = 1), and inability to contact (n = 2); one
other patient developed idiopathic intracranial hy-
pertension and was withdrawn by the investigator.
All of these losses occurred early after hospital dis-
charge. Audiotaped interview data were unavailable
from one patient due to tape recorder malfunction.

Intervention

The intervention was designed to emphasize motiva-
tion, skill building, and support as the prime

FIGURE 2. Timeline of the research method used.
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methods of influencing self-care behavioral inten-
tions. Motivation for self-care was enhanced through
the style of communication used and by decreasing
barriers. Skill building was developed with knowl-
edge and practice. Support was enhanced by engag-
ing the family in the intervention.

The motivational approach used was patient-
centered, directive but non-confrontational, and de-
signed to help patients increase their intention to
change behavior by exploring and resolving ambiva-
lence about change. Change was viewed as a continu-
ous process in which ambivalence and setbacks are
expected and accepted as normal and human.25,26

Through active listening and open-ended questions,
patients were helped to identify the importance of
change and to increase their confidence that they
could achieve it.25

The basic principles behind the motivational
approach emphasized collaboration, identification
of resources, and autonomy (versus provider author-
ity). Emphasizing autonomy was intended to place
patient choice and personal responsibility for change
and outcomes at the center of the strategy.25 Each
patient’s stage of change, readiness, willingness, and
ability to make change was continuously assessed
and clinical interventions were tailored accordingly.
It was assumed that change would be attempted
only if the patient was confident about being
successful.27Y29

Four strategies were used to enhance motivation.
The first approach was to develop discrepancy or
create a state of dissonance between the patient’s
broader goals and values and his/her current behav-
iors. The second was to support self-efficacy or
foster the belief that change is possible and s/he can
succeed. The third was to intentionally and skillfully
roll with resistance and avoid lecturing or arguing by
accepting ambivalence and patient choice. The last
strategy was to express empathy by maintaining a
genuinely accepting, non-judgmental, and curious
stance with extensive use of reflective listening.25

The purpose of these strategies was to help avoid
unwittingly fostering entrenchment in a resistant,
defensive position. Directly confronting patients
leads to resistance.30 So, instead of directly confront-
ing or educating patients about ‘‘realities’’ or
‘‘truths’’ that they may not see, the nurse communi-
cated support and acceptance to generate mutual
trust. The intention was to free patients from the
need to defend against the anxiety created by the
imbalance or discrepancy between their goals and
behavior. This approach was used to provide
patients with an opportunity to work through
ambivalence and make choices as to what should
change and how change should take place. The nurse
was taught to remain a collaborator rather than the

leader of the process. The respect and genuine belief
in the patient’s ability to mobilize resources, inherent
to this therapeutic stance, are thought to foster
intrinsic, lasting motivation for change.

Procedure

A team of experts trained one experienced advanced
practice nurse (APN) in the motivational approach
and family counseling. The training included as-
signed readings, discussions with experts, and eight
intense role-playing sessions. Role-playing in the
motivational approach was used to illustrate the
pitfalls of lapsing into the traditional expert/learner
roles often assumed by nurses. Training with com-
mon scenarios such as resistance to change and
patient priorities other than health built a repertoire
of appropriate responses for use during the inter-
vention interviews. These tutorials were audiotaped
for use after the intervention interviews began.
Training in family counseling emphasized methods
of facilitating constructive, noncritical communica-
tion within families. Role-playing how to respond to
overprotective and critical family members prepared
the APN to deal with well-established interpersonal
dynamics that can sabotage the intervention and
interfere with behavioral change. This process was
used to develop fluid and genuinely patient-driven
responses.

Participants received, on average, 3.0 T 1.5 home
visits (median 3, mode 3, range 1Y6) from the APN
over the three-month period. Most patients also
received a follow-up phone call as the interaction
was winding down. The intervention sessions in the
home were audiotaped, transcribed verbatim, ana-
lyzed by one investigator using Atlas software and
augmented with field notes and personal stories from
the APN delivering the intervention.

Measurement

Self-care was measured using the Self-Care of HF
Index (SCHFI),23 which captures the following
components of self-care (a) maintenance or adher-
ence behaviors that prevent an acute exacerbation of
HF (eg, daily weighing); (b) the patient’s ability to
recognize symptoms when they occur; (c) indepen-
dent and interdependent self-care treatments imple-
mented by the patient (eg, taking an extra diuretic
for shortness of breath); (d) ability to evaluate the
effectiveness of the treatments implemented; and
(e) confidence in the ability to perform self-care.
The SCHFI contains 15 items measured on a four-
point Likert-type scale. Three subscales measure
self-care maintenance or adherence behaviors, self-
care management or decision-making in response to

A Motivational Counseling Approach to Improving Heart Failure Self-Care: Mechanisms of Effectiveness 235

Copyr ight © Lippincott Williams & Wilkins. Unauthorized reproduction of this article is prohibited.



symptoms, and self-care confidence. Self-care con-
fidence items address the patient’s perceived ability
to engage in each phase of self-care (recognize symp-
toms, evaluate symptoms, treat symptoms, and
evaluate effectiveness of treatments tried). Scores
on each subscale are standardized as a percentage to
make intuitive sense to the user. Total SCHFI scores
are obtained by adding subscale scores, so scores can
be as high as 300. Higher scores indicate better self-
care. Coefficient alpha for SCHFI was .77 in a
sample of 760 HF patients23 and .71 in this sample.
Construct validity has been demonstrated through
factor analysis.

In addition to the SCHFI, knowledge about HF
was measured with Representations, which provides
an indicator of patients’ mental image or representa-
tion of HF based on the Common Sense Model of
Illness framework.31 Scores on Representations can
range from 14 to 56; higher scores indicate higher
knowledge.

Analysis

Specific criteria for identifying individual patients in
whom the intervention produced a clinically signifi-
cant improvement in HF self-care were developed
a priori. One investigator evaluated quantitative
SCHFI and knowledge data and another one ana-
lyzed the qualitative data using content analysis
(see Figure 2). The investigators were blinded to
each other’s assessment of intervention effectiveness
until each of their component of the analysis was
complete.

For the quantitative assessment, SCHFI subscale
scores were calculated according to the published
method. Change scores were derived for each
individual participant by subtracting the pretest
score from the posttest score for each SCHFI sub-
scale and the total SCHFI score. Individuals were
classified as having improved if their score on at
least one of the SCHFI subscales increased 8 points
or more from pre-test to post-test, a cut-point based
on the results of prior research.32 Change in group
score over time was not used in this analysis because
the intention was to identify the proportion of par-
ticipants that improved rather than the mean group
improvement over time.

The qualitative data were processed through
careful review of interviews and their verbatim
transcriptions and analyzed to identify themes and
patterns.33 Paradigm and exemplar cases were
identified to illustrate reports of behavioral change
and change talk. Reports of behavioral change re-
flect evidence of new self-care behavior. Comments
about self-care maintenance (eg, daily weight moni-
toring, checking ankles, exercising) and self-care man-

agement practices (eg, decision-making in response
to a change in symptoms) were coded as reports of
behavioral change.

Change talk, the ‘‘conceptual opposite’’ of resis-
tance to change, was coded when comments re-
flected intrinsic motivation for change.25 Utterances
in one of four categories: (a) disadvantages of the
status quo (current, dysfunctional behaviors), (b)
advantages of change, (c) optimism about change (as
opposed to resistance or focusing on the difficulties
of change or lack of confidence about changing), and
(d) intention to change (desire, willingness, commit-
ment to changing) reflected change talk.

To identify reports of behavioral change and
change talk, clusters of data from the interview
transcripts were labeled into brief headings. Codes
derived from this process were linked to intervention
components to obtain the coding categories. In the
first stage of analysis, the coding categories remained
general, descriptive in nature, and linked to items on
the quantitative self-care measure to provide descrip-
tive evidence of intervention effectiveness. In a
subsequent stage of the analysis, new codes emerged
and coding categories were revised after persistent
engagement with the data. Summarization of coding
categories was performed across cases and subse-
quently cross-classified.

TABLE 1 Demographic and Clinical

Characteristics of the Sample (N = 15)

Age 59.7 (T13.3)
Female 9 (60%)
Race

African American 7 (46.7%)
Caucasian 8 (53.3%)

Marital Status
Married 3 (20%)
Single 5 (33.3%)
Divorced or separated 3 (20%)
Widowed 4 (26.7%)

Education
Grade school 2 (13.3%)
High school 7 (46.7%)
Business school 2 (13.3%)
Some college 2 (13.3%)
Graduate school 2 (13.3%)

Heart failure is new (diagnosed e 2 months ago) 3 (20%)
Working outside the home for pay 2 (13.3%)
Annual income G $15,000 (n = 13) 4 (30.8%)
Comorbidity level

Low comorbidity level 5 (33.3%)
Moderate comorbidity level 6 (40%)
High comorbidity level 4 (26.7%)

Systolic HF 11 (73.3%)
NYHA functional class

Class II 10 (66.7%)
Class III 3 (20%)
Class IV 2 (13.3%)
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Methodological rigor of the qualitative analysis
was maintained through an audit trail, periodic
debriefing with the primary investigator and the co-
investigator expert in motivational interviewing, the
APN delivering the intervention, and discussions
with colleagues knowledgeable about HF self-care.
Reliability was measured by consistency of interpre-
tation and coding.34 An audit trail of process and
analytic memos and coding books was maintained to
support the credibility of the analysis. Once all the
quantitative and qualitative data had been analyzed,
the investigators assessed congruence between the
two evaluations.

Results

The sample of 15 was predominately female (9/15,
60%), white (8/15, 53.3%), high school educated
(7/15, 46.7%), and experienced with HF (80%),
defined as having been diagnosed with HF more than
2 months prior (Table 1). Functional limitations
were mild in most (NYHA class II 10/15, 66.7%).
There was quantitative evidence of improvement in
HF self-care in 12 of 15 (12/15, 80%) (Table 2) and
qualitative evidence of behavioral change or change
talk in 12 of 14 (86%) participants (one tape mal-
functioned). Congruence on the categorization of
having improved or not, based on the quantitative
and qualitative evidence, was found in 71.4% (10 of
14). Three with evidence of significant improvement
in their SCHFI subscale scores failed to verbalize
either behavioral change or change talk. One partici-
pant who reported self-care behavioral change had
no change in his SCHFI scores over time.

Mechanisms of Intervention Effectiveness:
Communication Style

In analyzing how the intervention was effective and
what strategies were most successful in stimulating
self-care behavioral change and change talk in these
participants, core communication skills of motiva-
tional interviewing (eg, reflective listening) were
identified in the taped interventions.

Reflective listening was used to understand how
patients viewed HF, their motivations for change, the
effects of the illness on their lives: ‘‘I’ve always been a
mover. I’ve always been shakerI and it’s just
reallyIit bewilders me right nowII don’t know what
my future is and I don’t know where I’m going...’’
explained a 54-year-old man. Reflections were used
by the APN to acknowledge the impact of HF: ‘‘You
have been given a big bomb shell in your life.’’

One 61-year-old women described her life-
threatening experience of pulmonary edema (‘‘flash
flood’’): ‘‘Ithey told me, Fthis time you might not
make it’IYou can feel the fluid comingIIt is the

TABLE 2 Individual Level Change Scores Over the Three Month Interval (N = 15)

Participant
Self-Care

Maintenance
Self-Care

Management*
Self-Care

Confidence Total SCHFI scores* HF Knowledge

1 16.68 y 33.36 y 7.0
2 29.19 y 12.51 y 6.0
3 8.34 29.19 16.68 54.21 j1.0
4 16.68 16.68 12.51 45.87 1.0
5 8.34 12.51 j4.17 16.68 2.0
6 4.17 y j4.17 y y
7 j8.34 y 12.51 y j1.0
8 00 j29.19 j8.34 j37.53 2.0
9 j12.51 12.51 j8.34 j8.34 00
10 j8.34 y 8.34 y 5.0
11 20.85 y 12.51 y j2.0
12 j8.34 29.19 8.34 29.19 2.0
13 8.34 00 00 8.34 00
14 j4.17 12.51 j4.17 4.17 j2.0
15 j12.51 j12.51 j12.51 j37.53 00

*Scores on this subscale are not computed if patients report no shortness of breath or ankle swelling in the prior month.
yFirst or last score in the pair missing.

TABLE 3 Summary of the Intervention

Communication
Reflective listening
Expressing empathy

Making it Fit
Acknowledging cultural beliefs
Overcoming barriers and constraints
Negotiating an action plan

Bridging the transition from hospital to home
Providing information
Building skills
Activating support resources
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most frightening thing you have ever gone through
in your lifeI Suffocating, like really dying.’’ She
acknowledged, ‘‘I don’t ever want that to happen
again so if I have to change my whole way of
eatingI I am living with it.’’ ‘‘II want to get
better. Get back to my old selfI This is for my
benefit. My benefit’’ (exemplary of change talk).
Reflective listening helped the APN to understand
fears and provide affirmation: ‘‘You have already
become aware that, when you get those symptoms,
you need to take care of it and you have I You are
in charge now.’’ The collaborative style of motiva-
tional interviewing was made explicit with com-
ments such as: ‘‘I really am very honored that you
trust me to speak so frankly with me.’’

Self-disclosure was used by the APN to establish rap-
port, express empathy, and build the relationship.35

The APN revealed feelings and personal elements of
her own life relating to the patient’s issue at hand:
‘‘I cooked myself some soup the other dayI. I love it
(soup) tooI I try to practice what I preachI’’ To
another patient she said: ‘‘It’s hard to do (not worry).
And I see it both on a professional and a personal
level because there’s a member in [my] family who’s
got serious heart problems.’’

Strategies unique to this nursing intervention were
making it fit and bridging the transition from
hospital to home (Table 3). The specific approaches
were individualized based upon the participant’s
knowledge, experience, skill, and values.

Mechanisms of Intervention Effectiveness:
Making It Fit

Making it fit involved helping patients adapt to life
with HF using mutually agreeable, practical and
often creative solutions. Three major approaches
were used to achieve this goal: acknowledging
cultural beliefs, overcoming barriers and constraints,
and negotiating an action plan.

Acknowledging cultural beliefs occurred when the
APN worked to understand how patients’ beliefs and
behavioral norms influenced their self-care practices.
For many of the African Americans (AA) in this
study, spirituality was an essential part of their life.
A direct connection between God’s plan and their
health was expressed in several ways: ‘‘I am never
going to put the doctors over the Lord. Just like I tell
them, the medication helps, or therapy, it helps but it
is still God’s grace that I am still hereI’’

The barriers and constraints that these patients
faced were daunting and sometimes overwhelming
and exhausting to the APN. For example, one
patient had no heat in her home in the winter.
Helping patients overcome their barriers communi-
cated true concern, which facilitated the interven-

tion. For example, one patient feared missing her
appointment at the HF clinic because the taxi failed
to arrive, so the APN drove her to the clinic. Another
patient was in respiratory distress when the APN
arrived but refused to go to the hospital because the
visiting nurse was coming to give her an Epogen
shot. The APN administered the injection and then
was able to convince the patient to seek care for her
respiratory distress.

Unfulfilled basic needs presented barriers to many
patients and the APN helped patients get their
medication prescription refills, schedule appoint-
ments, and procure supplies (eg, glucometers, blood
pressure monitors, scales). ‘‘There are (internet
sites)[that can] put you in touch with the manu-
facturersI the manufacturers have really good
programs [to get low cost prescription refills].’’ To
another patient the APN said: ‘‘I got you a blood
pressure cuff. I was cleaning out some of my stuff
and I found one I had gotten from a drug company
so I have it in the car for you.’’ Ensuring that basic
needs for HF self-care were met allowed the patient
to concentrate on behavioral change.

Depression emerged as a recurrent barrier to
active self-care, so empathy was an especially critical
component of the intervention. The APN said to one
patient:‘‘It [depression] just sucks the life right out
of youI It’s hard to find the energy just to deal with
everyday life. And you’ve got a lot on your plate.’’

Negotiating an action plan often involved the low
sodium diet. A 70-year-old woman lamented at the
beginning of the intervention: ‘‘The food, the food,
oh lord, I just can’t get used to not seasoning this or
seasoning that, now that is really hard because when
you get used to eating one way, it is hard to
changeIEverything I want to eat, they are like you
can’t eat this, you can’t eat that and that is what
discourages youII can’t eat greensI’’ The APN was
able to negotiate a diet plan that included the
patient’s favorite foods. ‘‘Would you have the self
control to have a really small portion?’’ And the
patient agreed: ‘‘II could have some, that would be
fine. I think it would do me just fine if I could just
have someII think it will go a long ways to keep me
on the right track.’’

Mechanisms of Intervention Effectiveness:
Bridging the Transition

Techniques used to bridge the transition from
hospital to home were information giving, building
self-care skills, and activating support resources.

Information giving involved providing essential
information when needed and correcting misconcep-
tions. Patients described how the exhaustion, fear of
dying, and powerlessness over even basic needs such
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as bathing and toileting during hospitalization left
them unable to focus on in-hospital instructions.
Others reported inadequate discharge instructions:
‘‘They just give me the pills and said, ‘‘Here take
these’’II did not get the Lasix right away and it
was only 20 mg anyway.’’ After another admission,
this patient stated: ‘‘They told me not to have any
canned foods, no canned soups and no lunch meats...
I didn’t have any canned foods and lunch meatsI
I had pizza and hot wings and Pepsi ColaI’’ After
discussions with the APN, this patient relayed, ‘‘I am
reading the labels and everything and Dr. (name)
told me that if I did go out, because I watch
everyday with the salt and sodium, and if I do go
somewhere and eat one day, it won’t be that bad
because I am taking my LasixII will go on watch-
ing everything that I eat and drink.’’

Misconceptions about HF were common. Some
patients thought that exercise was harmful or that
increasing fluid would help ‘‘flush them out’’. Others
pondered their symptoms, attributing feelings of
fatigue, sleepiness, and difficulty breathing to ‘‘old
age’’ or ‘‘being out of shape’’. One patient had been
‘‘fired’’ from her cardiologist’s practice for non-
compliance. In reality, she had written the word
‘‘sodium’’ on her shopping list and told her children
to watch out for it, not understanding that sodium
was salt. Information giving focused on these mis-
conceptions, explaining things in a neutral, under-
standable manner. Consistent with the motivational
approach, after information was delivered, conclu-
sions and choices about the next course of action
were left up to the patient. In a discussion about low
salt cooking, the APN suggested: ‘‘One thing you can
do to reduce it (salt) is to just run some water over
itI and rinse it (salt) off that way.’’ The patient was
amenable to this option: ‘‘yeah.. I can rinse them
offI.’’ She instructed her children to buy frozen
vegetables in the future.

Skill building was an essential component of bridg-
ing the transition across settings: ‘‘Let’s go into your
kitchen and read some labelsI’’ This approach often
resulted in reports of behavioral change: ‘‘Well, I got
rid of those can goods. I don’t eat that anymore,’’
reported a 70-year-old woman at a follow up visit.
Affirmation was used to encourage new skills: ‘‘You
are the expert on you’’ and ‘‘You had the courage to
call the doctor.’’

Role-playing was used sometimes to practice
using newly acquired information, sometimes to help
problem solve, and sometimes to enhance skills and
confidence in those skills by providing familiarity
with a helpful course of action. For example, in the
case of a 61-year-old man who described an increase
in weight and a sensation of abdominal fullness in
the prior week but failed to take action, the APN

first described the mechanisms behind fluid accumu-
lation, diet and sodium restriction, and what hap-
pens with symptoms that are ignored. Then they
role-played a future scenario (‘‘What if you (had)
those same symptoms (another) day, what would
you do?’’) where the patient was able to perform
self-care based on the information previously pro-
vided. Role-playing was used with this patient be-
cause he had demonstrated readiness to change and
now he needed skill in doing so.

In another situation, a patient wanted to discuss
how to tell his friends and family about his de-
teriorating heart condition, a priority for him. The
APN asked: ‘‘Suppose I was one of your close
friends, what would you say to me? What could
you say to me?’’ The patient tried to explain his
condition, ‘‘Well, I think I would start first with
explaining the extentIthe significance of (HF)Iand
because of (these reasons)I there isn’t a whole lot
they can do about it...the fact is that you are at risk
and there’s not a lot that can be done to change that
situation.’’ The APN responded: ‘‘So, (patient name)
are you telling me that you’re dying?’’ Then the APN
worked through additional dialogue as the ‘‘friend,’’
responding: ‘‘I don’t want to talk about it’’. The
patient was given options on how to keep the con-
versation going rather than his initial response: ‘‘You
don’t want to talk about it. Well, alright we won’t
talk it then.’’ The APN suggested: ‘‘Could you come
back and say, but I have a need to talk about it?’’

Activating social resources involved encouraging
family members to join intervention sessions. ‘‘Who
is around the house or the neighborhood to give you
a hand with things?’’ When social norms interfered
with patients’ intentions to engage in self-care,
family counseling skills were used to negotiate a
plan that would increase support and decrease
overprotection. For example, one wife discussed her
fears of allowing her husband to engage in exercise:
‘‘It’s hard on him. This house isn’t low to the ground
like most homes. It’s got whatIfive, six steps out
back and four out front and I think that it’s too
soon... to go up and down the stepsI’’ In subse-
quent sessions the APN negotiated a compromise
that would alleviate the spouse’s fears enough to
encourage the patient to increase his exercise:

APN: Is there anything he could do I and not
have you so worried?

Wife: He could go walking.
Patient: I keep trying to get her to walk with me.
Wife: Well, I would if I thought I could make it

up there and back, but I can’t.
APN: What about doing part of it?
Wife: IA lot of times I’ll walk halfwayI
APN: I that would be something good for you

both to do (together).
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Discussion

The motivational intervention described in this
article influenced intention to perform HF self-care
by making it fit patients’ lives, helping them
transition from the hospital to the home, and
affirming their ability to become responsible for
and competent in self-care. Although it may seem
obvious that health-related behavioral changes need
to fit realistically into a patient’s life, health care
professionals commonly expect that patients will
instead modify their lives in order to accommodate
their new health needs. In this intervention, instead
of simply prescribing needed changes in a provider-
centered fashion, the APN used a patient-centered
approach. She listened to and empathized with
patients’ disclosures about how HF affected them
and their motivational difficulties. She assessed
concrete barriers that made it difficult to engage in
self-care, brainstormed solutions with patients, and
negotiated plans that accommodated their beliefs,
values, and priorities.

Reflective listening, affirmation, and collabora-
tion were at the core of this intervention. The APN
listened carefully to patients’ motivations, including
their fears, and collaborated with them in the
developmental process of learning how to make
decisions about self-care. The patients led the dis-
cussion; in an empathic fashion, the APN followed
their lead. This type of an approach is unusual in
health care encounters. Paterson36 argues that em-
powerment is a myth in health care, ‘‘disguising and
sometimes justifying paternalistic practices’’ (p.575).
Paterson found, using qualitative data from research
with persons with chronic diabetes, that instead of
truly collaborating with patients, health profession-
als are reluctant to acknowledge patients’ expertise.
They discount experiential knowledge, withhold
information, and expect compliance. Her findings
illustrate the difficulty that busy health professionals
have in accommodating patients as partners. Yet,
true experts in self-care learn to make effective and
astute modifications in their treatment based on their
bodily cues, pattern recognition, and experience.37

This level of expertise is not learned through com-
pliance with someone else’s specific directions, but
through body listening, trial and error.

This component of the intervention was similar to
the mutual goal setting14 and behavioral manage-
ment13 interventions used by others. In those
approaches, nurses help HF patients examine their
values and develop a plan to achieve their personal
HF goals.

Another major component of the intervention
involved facilitating the transition from hospital to
home. Transitional care is recognized as an effective

method of improving outcomes in chronically ill
elders,38 including those with HF.39 In this compo-
nent of the intervention, the APN gave information,
built skills in HF self-care, and activated supporters.
These interventions are consistent with those de-
scribed by Naylor and Bowles40 in a secondary analy-
sis of data from their transitional care studies. In
their research, the APNs emphasized surveillance
and teaching (eg, when to call for help). They
facilitated communication with other team mem-
bers, monitored the diet, and made sure that patients
had their prescriptions, transportation, and follow-
up appointments.

The most obvious limitation of this study was the
small sample size, which was further compromised
by significant loss of participants and recording
device mechanical failure. Most of these patients
had been discharged from the critical care unit of a
major tertiary care center. Enrollment of patients
from less acute settings probably would have mini-
mized the loss of participants. Another limitation
was the use of a single nurse to provide the
intervention. Until the intervention is taught to other
nurses and tested in another sample, we will not
know if it was the individual providing the inter-
vention or the intervention itself that was effective.

Although motivational interviewing has been used
in other areas of health care for several years, this
approach has not been widely adopted in the care
of persons with HF. Only two studies of a motiva-
tional approach, both intended to encourage exercise
in persons with HF, were located.41,42 The results
of the current study exploring the manner in which
the intervention was effective suggest that this moti-
vational approach is consistent with nursing’s phi-
losophy of care and builds upon our long-standing
traditions. Further research is needed to test this
novel intervention.
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