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The Plan
Basic info about the HM / HG / HP 

What is the evidence for it?

What is it

How is it used ? 

What are the main elements

The theory? 

Some pictures 

The materials

Practice?  Role play – yes YOU

Feedback

Home based post MI rehabilitation programme 

A work book, diaries, record sheets and information 

Relaxation programme on tape

A specially trained ‘Facilitator’

The evidence for the Heart ManualThe evidence for the Heart Manual

Initial RCT less anxiety & depression: better quality of life: 30% fewer 
readmissions to hospital: fewer visits to GP in first 6 months
Lewin, Lancet, Lewin, Lancet, 1992;  339:10361992;  339:1036--10401040

Also randomised trials by Also randomised trials by -- Linden B, 1995:  OLinden B, 1995:  O’’Rourke A, 1999: Dalal HM, Rourke A, 1999: Dalal HM, 
BMJ 2003, Jolliffe J, 2006 (in press)BMJ 2003, Jolliffe J, 2006 (in press)

Approx 15,000 patient a year using it across UK and Ireland   

Many patients don’t want to be in a group and may not take part in CR if it is the
only method on offer. 

Heart Manual patient activity diary used to measure adherence
Hospital Based attendance at ≥4 sessions
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Dalal HM, BMJ 2003

Increasing attendance at CR Increasing attendance at CR -- CHARM study CHARM study –– Dr Hayes DalalDr Hayes Dalal

ConclusionsConclusions

HomeHome--based cardiac rehabilitation with the based cardiac rehabilitation with the Heart ManualHeart Manual was as effective was as effective 
as hospitalas hospital--based rehabilitation for patients after myocardial infarction. based rehabilitation for patients after myocardial infarction. 
More patients wanted to practice rehabilitation at home than in More patients wanted to practice rehabilitation at home than in the the 
hospital, more home patients than hospital patients kept up theihospital, more home patients than hospital patients kept up their new r new 
lifestyle to 12 months. lifestyle to 12 months. 

HomeHome--based versus hospitalbased versus hospital--based rehabilitation based rehabilitation 
after myocardial infarction: A randomized trial after myocardial infarction: A randomized trial 
with preference arms with preference arms —— Cornwall Heart Attack Cornwall Heart Attack 
Rehabilitation Management Study (CHARMS)Rehabilitation Management Study (CHARMS)

H.M Dalal, P.H. Evans, J.L. Campbell, R.S. Taylor, A. Watt, K.L.H.M Dalal, P.H. Evans, J.L. Campbell, R.S. Taylor, A. Watt, K.L.Q. Read, A.J. Mourant, J. Wingham, Q. Read, A.J. Mourant, J. Wingham, 
D.R. Thompson and D.J. PereD.R. Thompson and D.J. Pereira Gray



Increase in fitness is the same as Hospital based Increase in fitness is the same as Hospital based 
rehabrehab
Andrew Coats, Jenny Bell, RCT vs. Hospital based 
rehabilitation, main outcome physical fitness

6 weeks hospital based CR       2 METs increase

6 weeks Heart Manual 2 METs increase

Recommended by – WHO

UK Department of Health: 

Scottish Office

Scottish and UK CR Clinical Guideline

The UK National Institute for Health and Clinical Excellence (NICE)

The National Institute for Health and Clinical The National Institute for Health and Clinical 
Excellence: NICEExcellence: NICE

The National Institute for Health and Clinical The National Institute for Health and Clinical 
Excellence: NICE.  Post MI Clinical GuidelineExcellence: NICE.  Post MI Clinical Guideline

The Role of Home Based or SelfThe Role of Home Based or Self--
Management Programmes is Management Programmes is …………
NOTNOT to replace hospital based rehabilitation but to replace hospital based rehabilitation but another another 
tooltool to use in rehabilitation.to use in rehabilitation.

NOTNOT as a lowas a low--cost or lowcost or low--quality version of Centre Based quality version of Centre Based 
rehabilitation it often costs the same because it may involve rehabilitation it often costs the same because it may involve 
more 1 to 1 than conventional CR programmes.more 1 to 1 than conventional CR programmes.

NOTNOT a threat to the jobs of rehabilitation teams whose a threat to the jobs of rehabilitation teams whose 
expertise is still essential and requires at least  8 hours expertise is still essential and requires at least  8 hours 
additional study.additional study.

NOTNOT just about secondary prevention.just about secondary prevention.



Comprehensive online and Comprehensive online and 
written training in CBT written training in CBT 
techniques and how to use techniques and how to use 
them.them.

No one can access the materials No one can access the materials 
without having completed the without having completed the 
training. training. 

REPEAT REPEAT -- this is a tool, only this is a tool, only 
available to proper CR staff.available to proper CR staff.

Not a cheap, low class, ripNot a cheap, low class, rip--off of off of 
CR CR –– it is the Mercedes Class it is the Mercedes Class 
option option –– ‘‘would Modom prefer would Modom prefer 
her rehabilitation at home or in her rehabilitation at home or in 
the hospital?the hospital?’’

Mega bonus Mega bonus -- comes with Multicomes with Multi--
ed Medical Australias interactive ed Medical Australias interactive 
education modules on CD for education modules on CD for 
staff and patients. staff and patients. 

Have you noticed that a lot of Have you noticed that a lot of 
your clients are not keen on your clients are not keen on 
academic pursuits? academic pursuits? 

Have you noticed that they spend Have you noticed that they spend 
less time in libraries than might less time in libraries than might 
be desirable?be desirable?

Have you  noticed that some Have you  noticed that some 
havenhaven’’t read a whole book since t read a whole book since 
they left school?they left school?

Everything they need to read is in Everything they need to read is in 
the very slim Part 1.the very slim Part 1.

Also it is mostly in cartoon Also it is mostly in cartoon 
format.format.

Extensive testing in NZ, UK and Extensive testing in NZ, UK and 
Canada shows it is highly Canada shows it is highly 
acceptable to patientsacceptable to patients

Part 2 is menu based

Patients pick the bits 
that apply to them and 
only need to read that 
part.

For partners and For partners and 
familyfamily

e pocket diary is at e pocket diary is at 
e heart of the e heart of the 
ervention. ervention. 

t patients record t patients record 
ere they are now ere they are now 
d where they want d where they want 
be in the future.be in the future.

u negotiate with u negotiate with 
em the ideal health em the ideal health 
uation and what they uation and what they 
nk they can achieve.nk they can achieve.



What do I do?What do I do?

You meet the patient and if possible their partner, family or carer to 
introduce the programme. 

You assess the patients rehabilitation needs using the diary.

You discuss some goals and negotiate some initial ‘targets’ that the patient 
will practice every day for the next week. 

You have several further meetings when you reward the patient for 
progress and discuss setting a new target.

Written and interactive health education                    Relaxation and stress management CD

Multi-Ed Medical Aus



What does the patient do?What does the patient do?
They read some of the pages you’ve discussed

Every day they practice their goals and tick them off in the Diary.  

All patients carry out a daily walking goal and practice relaxation and 
breathing exercises.  

For the first few weeks they jot down a few notes about what they are doing 
each day in the Pocket Diary.  This allows you to review if they are resting 
too much or, more rarely, doing too much. 

The Theory

Impairment, Disability, HandicapImpairment, Disability, Handicap
impairment = the lesion, the extent of the damage or disease, e.g. the size 
of the infarct, the extent of the blockage of the arteries, the ejection 
fraction, etc.

disability = the difference from age adjusted normal, Vo2 Max at exercise 
testing, report of angina, activities of daily living, pain, sexual problems, 
mobility, depression, anxiety, etc.

handicap = the additional imposition of society, eg. driving licence 
restrictions, health insurance, prejudice of employers, access to sports 
centres, etc.

, International classification of impairments, disabilities, and handicaps: a manual of classification relating to the 
consequences of disease. Geneva: World Health Organization
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The relationship of impairment and disability The relationship of impairment and disability 

If impairment ‘caused’
disability you could predict 
one from the other – like this

Impairment and disability are not relatedImpairment and disability are not related

If we can find out what is different between the people who do mIf we can find out what is different between the people who do much uch 
better than we expect and the people who do much worse we may bebetter than we expect and the people who do much worse we may be
able to help able to help allall patients to do as well as they possibly canpatients to do as well as they possibly can
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Why do these people do so well? Why do these people do so well? 

And these less well than you would expect?And these less well than you would expect?

The good newsThe good news



Well educatedWell educated YEARS OF EDUCATIONYEARS OF EDUCATION

The things that predict how well a patient will doThe things that predict how well a patient will do

ANSWERSANSWERS PSYCHOLOGICAL JARGONPSYCHOLOGICAL JARGON

Very  determinedVery  determined HIGHLY MOTIVATEDHIGHLY MOTIVATED

Brave, not afraid of anythingBrave, not afraid of anything LOW ANXIETY   LOW ANXIETY   

OptimisticOptimistic OPTIMISM, NOT DEPRESSED      OPTIMISM, NOT DEPRESSED      

Huge belief in himselfHuge belief in himself HIGH SELF EFFICACY   HIGH SELF EFFICACY   

IntelligentIntelligent INTELLIGENCE   INTELLIGENCE   
Well offWell off SOCIAL CLASS      SOCIAL CLASS      

Help from his friendsHelp from his friends SOCIAL SUPPORT   SOCIAL SUPPORT   

Understanding  Understanding  HEALTH BELIEFSHEALTH BELIEFS

Not modifiableNot modifiable

A A ‘‘good copergood coper’’ COPING ACTIONSCOPING ACTIONS

disability
the extent of the symptoms reported
the success or failure of medical treatment or surgery 
the number of acute medical events and readmissions
medical costs 

anxiety & depression – both prevent good coping and recovery
health beliefs (what caused the illness, what is likely to happen, etc)
patients’ own attempts to cope – some ways are unhelpful
confidence in own ability to cope with or ‘beat it’ - self efficacy     
patients feeling of control over the illness

A cognitiveA cognitive--behavioural understanding of behavioural understanding of 
disabilitydisability

impairment on its own cannot explain 

to predict all of the above you also need to include

6 targets of cognitive6 targets of cognitive--behavioural behavioural 
rehabilitationrehabilitation

Beliefs Beliefs -- misconceptions, frightening and wrong knowledge about the illnemisconceptions, frightening and wrong knowledge about the illnessss

Mistaken coping actionsMistaken coping actions -- over activityover activity--rest trap, symptom scanning, fear avoidancerest trap, symptom scanning, fear avoidance

Motivation Motivation -- ambivalence about making change, unsure of benefits ambivalence about making change, unsure of benefits 

ConfidenceConfidence (self(self--efficacy) efficacy) –– low in confidence to manage the illness or behaviour low in confidence to manage the illness or behaviour 
changechange

ControlControl –– feeling of loss of control over the illness and personal life.feeling of loss of control over the illness and personal life.

Anxiety & DepressionAnxiety & Depression –– fear and hopelessnessfear and hopelessness

Tick to show which are right and which are wrong Right Wrong
It’s a good idea to check to see how you feel before doing 
something
People who have heart problems should never get excited or 
upset
People develop heart disease because of worry in their life
People who have a heart problem should always avoid stress
Rest is the best medicine for heart problems
People with heart problems should live life to the full
Any sort of excitement could be bad if you have heart problems
It is dangerous for people who have heart problems to argue
People with heart disease should take life easy 
One of the main causes of heart disease is stress

Examples  of Cardiac MisconceptionsExamples  of Cardiac Misconceptions

decreasing frequency of decreasing frequency of 
angina, higher angina, higher 
ischaemic thresholdischaemic threshold

Keep active  Keep active  -- repeated repeated 
ischaemic challengeischaemic challenge

development of development of 
collateral blood collateral blood 
supply to supply to 
ischaemic areaischaemic area

“Angina 
doesn’t do 
any lasting 

harm”

How changing a misconception leads to less How changing a misconception leads to less 
disabilitydisability

Result = stronger fitter, less angina, feel got control of the illness, feel illness getting 
better,less anxious, more fun, less misery! 

Spotting cardiac misconceptionsSpotting cardiac misconceptions

Ask the patientAsk the patient what they think caused their heart problem and what 
they thing they should do about it.

ListenListen for any misconceptions behind the patients words.

ObserveObserve the patients behaviour and that of their family. 

Use the Daily DiaryUse the Daily Diary to spot fear avoidance (avoiding activity, work, 
going out etc.) this is usually driven by a misconception. 

Use the GuideUse the Guide encourage the patients and those around them to try 
the quizzes, discuss their answers.



Mistaken coping actionsMistaken coping actions
over activityover activity--rest traprest trap

symptom scanning symptom scanning 

fear avoidancefear avoidance

The overThe over--activity rest cycleactivity rest cycle
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disability less and 
less related to 
impairment

>  anxiety>  anxiety

>  depression>  depression

lower ischaemic 
threshold 

• a loss of physical fitness 
• greater symptom load
• more tiredness and lethargy
• less control over life
• a feeling that their health problem has taken over their life 
• a belief that their illness is getting rapidly worse 
• become more anxious

over activityover activity--rest trap leads torest trap leads to

Disability getting disconnected from Disability getting disconnected from 
impairmentimpairment

Patients who ‘check how I feel before deciding what to do’
become more disabled than patients who plan in advance and carry out that plan 
even if they wake up feeling a bit ‘off’, usually within a few hours they feel OK again.  

The patient who has stayed in bed, or got up but sat around doing nothing, often 
feels poorly all day.

An unhelpful remark healthcare staff and well wishers often make to patients  
is ‘listen to your body’

patients often take this to mean don’t do anything if you feel a bit unwilling, low in 
energy, or just ‘not quite right’. 

This automatically leads to being in the over-activity rest trap.

The solution is goal setting which is described later but the motto of goal 
setting is ‘do what you planned to do, not what you feel like’.

Symptom scanningSymptom scanning

Another common but unhelpful coping action is to avoid anything that the patient 
thinks might cause further damage.

In the case of heart problems this often includes

Activity – people often feel that they have caused their heart problem by working 
too hard or too much. The obvious solution is to avoid work or any moderate activity. 
If people have to return to work they often report ‘clock watching’ or doing as little as 
possible.

Stress or worry – also often believed to be a cause of the patients heart problem,  if 
the patient believes this, quite reasonably they will avoid anything that might  
surprisingly they will often avoid all three leading to a fearful and restricted life.

Excitement – things like, fairground rides, rough and tumble with children, sex.

It is important to try and get patients to resume all of the activities they are 
afraid of using small steps at first (goal setting).

Fear avoidanceFear avoidance

Self-efficacy is how much confidence you have in your ability to succeed in 
achieving a goal.

Years of research have shown that if the patient perceives their chance of success 
as low, that is they have low self-efficacy for a task they are less likely to try the goal 
or to persevere with it.

The opposite is also true, the higher a patient’s self-efficacy is the more likely they 
are to try and to succeed.

Self efficacy varies widely from task to task – you may feel very high in self-efficacy 
for shopping but low for working out how much interest you will pay in the next 
month for the resulting loan on your credit card! 

It is important that we work to increase a patients self-efficacy and avoid 
reducing it.

SelfSelf--efficacyefficacy



Even where the disease is advanced patients can get control of the symptoms and 
reduce them to a minimum through good self-management.

Feeling ‘in control’ has a major impact on our well being.  

It is very important to emphasise to patients that they can ‘fight back’ to get control 
over their illness.  

An increased feeling of control will help to reduce anxiety and depression.

ControlControl

Bob
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e

How the Guide tackles misconceptionsHow the Guide tackles misconceptions-- a quiz a quiz 









Build a reward  into a patientsBuild a reward  into a patients’’ goalgoal.

Make sure doing a goal is not punishingMake sure doing a goal is not punishing (unpleasant). If it is reduce it until it 
is ‘just right’.

Verbal rewards are very powerfulVerbal rewards are very powerful. You are a major source of reward.

Self-recording, ticking of targets is rewarding for most people. 

Use Use ‘‘ShapingShaping’’ - reward any move towards a desired behaviour away from a 
unhelpful one - however slight.  As each step becomes established reward only 
for the next step.

Behavioural psychology: using rewardsBehavioural psychology: using rewards

DonDon’’t  reward failuret  reward failure - by showing more interested in problems than the 
successes or good days.  Patients often, quite unconsciously, start to work 
for attention by telling us about problems, not success, they’ve found that 
this seems to interest us more than talking about feeling better.  Carers do 
the same and people can, quite unintentionally, be conditioned into 
increased disability.

So, unless it sounds dangerous, ignore reports of failure, niggling symptoms 
strange new aches or pains, bad days - and  save your attention and 
rewards (congratulations, smiles, etc) for coping statement, optimistic ideas. 

This is called selective attention (or differential reinforcement).

Use shaping - reward any move at all from a current unhelpful behaviour 
towards a more desired behaviour.  As each step becomes established – for 
example, eating one piece of fruit a day, the new threshold for getting a 
reward becomes eating 2 pieces.

Rewards can be counterproductiveRewards can be counterproductive

Goal settingGoal setting
Becoming skilled at goal setting takes time but is very rewarding and is probably 
the single most important skill in helping patients changethe single most important skill in helping patients change. 

DefinitionsDefinitions - Goals, targets

The goalgoal is what the person wished to achieve: e.g., get back to work, lose 20 lbs, 
stop smoking, eat 5 pieces of fruit or vegetables, be able to walk 5 miles, get back 
to playing golf.  

The targettarget is the short term goal that you set with the patient on the way to the 
goal. E.g. walk 500 yards, twice a day every day for a week.

Goal settingGoal setting
The steps in goal setting areThe steps in goal setting are

Establish what patients wish to achieve. This may be health behaEstablish what patients wish to achieve. This may be health behaviour, such as viour, such as 
loosing weight, or it may be to become stronger and have fewer sloosing weight, or it may be to become stronger and have fewer symptoms, ymptoms, 
or it may be to get back to gardening or DIY.or it may be to get back to gardening or DIY.

Set a Target that they agree they could carry out Set a Target that they agree they could carry out even on a bad dayeven on a bad day..

Get agreement that they will do it every day or every time theyGet agreement that they will do it every day or every time they’’ve planned.ve planned.

Meet again several time to reward progress and help the patient Meet again several time to reward progress and help the patient set new goals.set new goals.



Goal setting Goal setting –– S M A R TS M A R T
Goals can be general- ‘lose weight’, ‘get stronger’, ‘do my own gardening’, ‘get back 
to work’, etc. but ‘Targets’ must be -

SSpecific – “I’m going to exercise more” is no good, “I’m going to go for a 30 minute 
walk everyday in my lunch hour” is excellent. 

MMeasurable –“I want to be able to do my own gardening” is a goal, but not specific 
enough for a target. “I’m going to do 20 minutes gardening five times a week” is a 
good target, it is clear if it has been achieved or not.

AAchievable – “I’m going to lose 3 stones in the next 2 months” is unrealistic and will 
be failed which is punishing and lowers self-efficacy. “I’m going to lose 1/2 pound a 
week” is more realistic and if it is exceeded even more reinforcing.

RRewarding – behaviour that is rewarded increases, behaviour that is not decreases.

TTime bound – goals are more likely to be done if a time is agreed in advance.

What does your angina stop you doing that you would like to be able 
to do?

walkingwalking

gardeninggardening

GolfGolf

Week 2Week 3

How much can you do even on a bad day?How much can you do even on a bad day?

Do it every day for a weekDo it every day for a week

raisedraised
ischaemic ischaemic 
thresholdthreshold

Goal setting and pacingGoal setting and pacing

less fearless fear

less depressionless depression

week week week week week
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Goal setting Goal setting –– common problemscommon problems

Complex goals. Many goals have to broken down to a series of smaller targets. 

Falling back into the over activity-rest trap by doing more than the goal that was 
set because it was ‘too easy’ or a ‘good day’. 

Raising targets too quickly. impatience can become a problem it can lead to the 
over activity-rest trap.

Competing. Some people can’t help but compete with themselves or others. 
Competing can end up with patients back in the over activity-rest trap.

Being ill. When the patient has been ill and unable to do their activities, they 
should  resume at a level which they judge will be ‘just right’ i.e. 5 out of 5. 

Going on holiday. Some goals, walking, relaxation should be taken on holiday. If 
there is a prolonged rest treat as for a period of illness. 

Patients with no goals. It is helpful to have a list of activities to offer patients.  

Self recording is intrinsically rewarding and a powerful method for behaviour 
change in its own right. 

This makes Goal setting rewarding.

The Pocket Diary is the main tool for the patients’ self-management.  The patient 
should carry it with them at all times and the goals should be ticked off as soon 
as they are done.  

Patients should be issued with at least 3 diaries as most goals will take months 
to achieve.

SelfSelf--recordingrecording

Subsequent contacts reviewing success and resetting Subsequent contacts reviewing success and resetting 
targetstargets

The most important part of Goal setting is the reward and increase in self efficacy
it brings. 

At every meeting you must look at every goal and reinforce every example of 
success.  

If you do not do this goal setting can become a negative force. 

Ask, “how do you feel the [target] is going, is it getting easier?” The idea is that 
the patient learns to increase targets and add new goals as they become more fit 
and active.



Get into pairs

One person is the patient

One person is the Rehabist

The patient has a number of cardiac misconceptions and a few 
goals, things in their life to change

The rehabist has to 

1. discover the misconceptions and try to correct 
them

2. set Goals and targets 

The patient can use their own life or role play a patient 

Tick to show which are right and which are wrong Right Wrong
It’s a good idea to check to see how you feel before doing 
something
People who have heart problems should never get excited or 
upset
People develop heart disease because of worry in their life
People who have a heart problem should always avoid stress
Rest is the best medicine for heart problems
People with heart problems should live life to the full
Any sort of excitement could be bad if you have heart problems
It is dangerous for people who have heart problems to argue
People with heart disease should take life easy 
One of the main causes of heart disease is stress

Examples  of Cardiac MisconceptionsExamples  of Cardiac Misconceptions

THE ENDTHE END


