Behavioral Change in Preventive Medicine
An Efficacy Assessment of a Physician Education Module
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We designed and evaluated a program to teach internal medi-
cine residents behavioral counseling skills for multiple risk
factor modification. Integrating physician-patient communi-
cation, negotiation skills, and the transtheoretical model of
behavior change, we used small group discussion and stan-
dardized patients. The 18 participating residents increased
their ability to modify patient behavior during videotaped in-
terviews, mean pretest/posttest score: 33.1/40.1 (Student’s
paired t test, p < .0001). Physician self-efficacy in screening
for risk factors and effecting behavioral change in patients
was increased (p < .0001), as were positive attitudes toward
psychosocial factors (p < .003). Our teaching effectively in-
creased the residents’ self-efficacy and performance of be-
havioral counseling.
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he habits of smoking, physical inactivity, and a diet

high in saturated fat contribute significantly to the
incidence of coronary heart disease, the most common
cause of death in adult Americans. The U.S. Preventive
Task Force, Healthy People 2000, and others recommend
that physicians screen and counsel all patients for these
risk factors.!"® Nonetheless, the frequency and effective-
ness of patient counseling by physicians for risk factor
modification remain disappointing. Several contributing
themes noted in the literature are pessimism regarding
the ability to effect behavioral change, lack of confidence
on the part of physicians in their own ability to carry out
this task (self-efficacy),*® and very low performance
rates.®7 Studies of this seemingly difficult task have rec-
ommended that the skills required for promoting behav-
ioral change need to be learned during medical educa-
tion.8° Some curricular and educational interventions
have addressed this need.!%-!12 Qur educational interven-
tion addresses physician self-efficacy and ability to per-
form effective counseling for promoting behavioral change.
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METHODS

We developed and pilot-tested a teaching module ad-
dressing the need for primary care physicians to become
competent in counseling for lifestyle modification. The ed-
ucational goals of the training were to increase: knowl-
edge about three major cardiac risk factors; knowledge of
techniques for building rapport between physician and
patient, and promoting behavioral change; skill in coun-
seling techniques; and self-efficacy regarding promoting
behavioral change.

Studies indicate that people pass through a series of
cognitive stages as they change behavior.!® These stages
of readiness to change—precontemplation, contempla-
tion, preparation for action, action, maintenance, and re-
lapse—reflect the intent to consider or attempt behavioral
change, and a stage-matched approach to intervention
has been shown to increase the likelihood of eventual
success. The important principles of decisional balance!4
and self-efficacy!® have been incorporated into our coun-
seling model. Our study was carried out with 18 internal
medicine residents of all three years of training at Memo-
rial Hospital of Rhode Island, a Brown University post-
graduate training program. To teach behavioral counsel-
ing skills and to evaluate competence in this area, we
developed a training program for patient-instructors (PIs)
based on Stillman’s approach.!® We recruited and trained
eight persons who acted as standardized patients and
who were also trained to provide feedback to physicians
concerning use of targeted skills. The Pls were trained to
portray patients requiring modification of at least one of
the following risk factors: smoking, physical inactivity,
and hypercholesterolemia.

Core knowledge of cardiovascular risk factors and the
principles of modifying behavior in patients were taught
to residents in four 45-minute interactive small group
seminars in the context of ambulatory continuity clinic
conferences. We enhanced acquisition of counseling skills
in residents by use of PIs. Each resident spent three 45-
minute sessions with Pls, counseling them for smoking
cessation or reduction of dietary fat. These sessions were
incorporated as clinic visits into each physician’s sched-
ule in the clinic. During these teaching sessions, groups
of two or three residents received constructive feedback
on their counseling skills from the PI, facilitated by a fac-
ulty member.

Residents were trained to provide brief counseling
with a patient-centered approach. The model addressed
the need to develop skills for building a good physician-
patient relationship,!?” employ negotiation with patients
while addressing their needs,'® educate the patient re-
garding the benefits of change and the risks of not chang-
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ing,'* increase patient self-efficacy,'® and tailor the inter-
vention to the patient’'s readiness for adopting the
behavioral change.!®> We taught residents 12 skills that
encompassed the concepts of our counseling model
within a stage-matched approach (Table 1). The task of
the resident was to help advance the patient to the next
stage of change. The 12 skills are equally applicable to a
diverse range of risk factors and incorporate strategies
found to be effective in promoting behavioral change. A
validated rating scale evaluates use of each of the skills.!!
The scale has a 5-point Likert format, in which 5 denotes
explicit and regular use of the strategy and 1 denotes that
the interviewer failed to demonstrate use of the strategy.
An interviewer demonstrating use of all 12 strategies opti-
mally could thus score a total of 60 points. We assessed
pretraining/posttraining counseling competence by video-
taping the residents interviewing a PI with the risk factor
of physical inactivity. The same two faculty members and
two PIs each independently reviewed and rated both the
pretraining and posttraining videotaped interviews. Be-
fore the study, all raters were extensively trained to en-
sure rating uniformity. No data were excluded because of
lack of uniformity. Weighted kappa (x} and percent agree-
ment were calculated for five subjects for each of the two
pairs of raters: For pair one, k = 0.6, agreement 90%; for
pair two, k = 0.7, agreement 93%. The mean scores for
each of the 12 skill items and the changes between pre-
training and posttraining subscale scores were deter-
mined.

RESULTS

Physician self-confidence in ability to screen for risk
factors and to effect behavioral change in patients was
significantly increased. Using a 5-point Likert scale,
where 1 indicated not confident and 5 indicated very con-

Table 1. The Process of Interviewing for Risk
Factor Modification

General interviewing techniques
Organizing the interview
Developing rapport with the patient
Closure and follow-up

Creating a positive focus
Reinforcing effort to change
Highlighting positive consequences
Reframing past failure

Relationship-forming skills
Demonstrating support and partnership
Showing empathy for the difficulty of the task
Confidence in necessity of change and in ability of the

patient to change

Instigation of behavioral change
Identifying a primary target with the patient
Negotiating the first step of change
Using a specific behavior change technique

fident, the mean difference between pretraining and post-
training self-efficacy scores was 0.45 for screening and
0.40 for effecting change (Student’s paired ¢ test, p <
.0001). On a validated instrument that measures atti-
tudes toward psychosocial factors,!® increased recogni-
tion of the importance of emotional factors and interper-
sonal relations between health professionals and patients
was found. Using a 5-point Likert scale, where 1 indicated
strong agreement and 5 indicated strong disagreement,
the mean difference between pretraining and posttraining
scores was 0.2 (Student’s paired ¢ test, p < .003). During
videotaped PI interviews, residents demonstrated signifi-
cantly increased ability to modify patient behavior. Post-
training total scores were significantly increased, as were
all of the subscales (Table 2).

DISCUSSION

Most smokers, sedentary people, and those accus-
tomed to a high-fat diet are not ready to actively change
their behavior. Despite this fact, most community preven-
tion programs are designed for people who are in the
preparation stage of change. Prochaska and Goldstein es-
timated that 60% of smokers are precontemplators and
only 10% are preparing to stop smoking.?’ Hence, most
smokers will neither attend nor be able to benefit from in-
tervention programs. The unreadiness of patients to
change risky behaviors underlies the need for competent
counseling by physicians when patients visit for any rea-
son. Knowledge of the transtheoretical model'® allows
physicians to lower their expectations appropriately in
terms of immediate change in patient habits and to recog-
nize progression along a continuum of change as a suc-
cessful short-term outcome.

Our educational intervention incorporates principles
of adult learning theory and teaching in small groups with
patient-instructors and videotaping, which enhance learn-
ing and increase enjoyment in learning. Learning was car-
ried out in the context in which it would be applied (the
clinic). Interacting with Pls, the residents practiced newly
learned skills, such as creating a positive focus, and ap-
preciatively received immediate feedback. We did not
measure long-term effects of our intervention. A strength
of our module is its applicability to brief encounters with

Table 2. Measurement of Ability fo Modify
Patient Behavior

Mean Difference
(Posttest Minus

Measure Pretest) p Value
Total subscale score 7.044 <.0001
General interviewing techniques 1.603 <.0001
Relationship-forming skills 6.25 <.02

Creating positive focus 1.853 <.0001
Instigation of behavioral change 1.824 <.0001
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patients. Even more promising is the possibility that the
module teaches a set of generic counseling skills for be-
havioral change that will be effective at changing a variety
of behaviors.
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