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Overview

& Behavior change Is a major goal in
Primary. care

¢ Vietivational Interviewing (M) 1s
designed! specifically, ter alter client:s
moetvation ier change

¢ Use ot VN IRr primany, cake: Settiings
can IRcrease stcecessitl patient care



Today’s LLearning Objectives

¢ Refresh understanding of the
fundamental principles and! spirit of
M

® Experience directly/ the M appreach
and contrast It to others

& OhSseRverand practicer empatiic
counseling skilis



Health 1s Hard \Work!




Health i1s hard work!

What are we asking our
patients to do at each visit?

. Adhere to self-care, medication, & therapy
l.e. OT,PT, Speech

Exercise & eat right

Show up to all appointments on time

Stop or curb substance use

Use “appropriate” behavior




Why Motivational Interviewing?

With advances in treatment, patients
should be healthier than ever before.
Why then are we seeing the first
generation that may be less healthy
than it's parent’s?

- today’s most prevalent diseases may be linked to lifestyle choices
e these are conditions potentially controlled by behavior change

e MI leads to behavior change



Current Knowledge?

#\/\Vnat do you already.
KNeW! alkeut
Metivational

lRteRIewWIing?



Motivational Interviewing:
A Definition

Metivational Interviewing IS a
collaberative, persen-centered
ferm ol guiding te; elicit and
strengthen motivatien fen
Chiange:



“ If you don’t like something,

change it.

you can’t change 1t, ’,
change your att 1tude

Maya Angelou




Assumptions About Behavior

Change _
Danerous Assumtions About Behavior Chane

*This participant ought to change.
*This participant is ready to change now.

*This participant’s health is her or his main motivator.

*No change means the counselor has failed.

eParticipants are motivated to change or not.

*A firm approach is always best.

eThe counselor is the expert and the participant should follow her advice

o Attitude. is everything: Impart beliefiin the
pPeSSsIIity, eoff change

» Empathy: Create an atmesphere inwhich
the clients salely, explores




Motivation:
Traditional Clinician’s Perspective
¢ Motivation is the

patient’s problem

¢ The patient “just isn’t
ready” to change S A—

: : : MOTIVATING
¢ The patient is getting YOUR STAFF |}

“something” out of
status quo: I.e.; social
security, attention,
relaxed lifestyle, etc.

FRANKLY, T WAS EXPECTING
SOMETHING A EIT MORE SOPHISTICATED...




Motivation: MI's Perspective

+ Motivation Is the
probability that a
person will change*

¢ Motivationis
Influenced by clinician
responses

¢ Low patient
motivation can be
thought of as a
clinician deficit

*Miller & Rollnick, Motivational
Interviewing: Preparing people to
change addictive behavior. New York:
Guilford Press, 1991.



VN

“Spirit” Is the foundation
of MI practice




The Spirit of
Motivational Interviewing

S main; concepits:

—Collaboration
—Evocation
— AUtonemy.



Spirit

sUnderlying assumption that
clients can develop in the
direction of health and adaptive
behavior

sEssential for the full and
effective use of Ml



Introspective Exercise #1 @

¢ Think of a behavior you have tried to
change and write It down

¢ hink aboeut how long It teck you te
make an earnest attempt at change
after neticing the behavier

9 \Whe wash helpiultin that precess, anad
Wihy/2




MI: Four General Principals

#1. Express empathy: (using short reflections)

-Acceptance facilitates change
.Judgment ¥ change

Ambivalence is normal

#2 Develop discrepancy. (good things/not so good
things)

.Client (rather than counselor) argues for change

.Change A when perceived discrepancies in present
behavior = important personal goals & values



MI: Four General Principals

#3: Roll with Resistance:

-giving advice W change and A\ resistance
*New perspectives are invited — with permission

*Resistance = Signal

- DO SOMETHING DIFFERENT!

#4. Support Self-Efficacy:.

*Person’s belief in the possibility of change increases
Initiation & persistence of adaptive behavior



Applications to PC

Lecturing provides little in the way of
motivation

Usual response = Annoyance or guilt
Jensen, 2005

Information is to behavior change

as wet noodles are to bricks
-Wilbert Fordyce



Change Talk

¢Change-talk is
client speech that

| Changes Ffd

a / NEXT EXIT A




What do we know about change talk?

Change talk...
¢Predicts behavior change
¢|s suppressed by confrontation
¢|s enhanced by listening

¢|s under the control of the
counselor



Preparatory Change Talk:

Four Kinds
¢DESIRE to change (want, like, wish . .)

¢sABILITY to change (can, could . .




Ask for DARN to get DARN!

*\Why would you want to make this change? (Desire)
¢How might you go about making this change? (Ability)
*What are the three best reasons to do it? (Reasons)

¢*On a scale of 0-10, how important would you say it is for
your to make this change? And why aren’t you at a
(2 points lower)? (Need)



CAT

sCommitment: What do you intend to do?




Listening Practice to get DARN!




Key MI Skills

¢Open-ended questions

sAffirmations




o

¢ Choose a behavior you are Interested
In changing and willing te share with
a partner 1n| this reem

» Review! the “IDARN™ principles as; they.
relate te this change

9 Rele play Wit 2 pariaer as
“counselor” and “client”

Exercise #2





When do you know It iIs working?

- You are speaking slowly

- The patient keeps talking

- The patient is talking more than you
- You are following and understanding

- The patient is working hard and seeming
to come to new realizations

- The patient is asking for information or
advice



What do we know with reasonable
confidence about MI?

2 [ndividuall Ml impreves treatment retention,
adherence, and outcomes acress a range of problem
ehaviors

b VI generalizes, fairly: welll acress, cultures

b OULCOMES Vanry Widely: acress pPreVIFers, programs,
anE rEsearch Sites

B herapelticrrelationship matters



Efficacy of MI:

Randomized Controlled Trials:

Alcohol Abuse:

— N=13; ES 0.26 (0.18-0.33) — even better with
controls

— Reduced drinkingl and re-injury. (Gentilelle el all.,
19909)

— [Leower frequency and preklems (Varlatt elfal.; 1996)
— Eewer diinks and drinking days, (Miller et al, 1993)
— [Leower Incldences el hsky drving (Menitr elfal., 1999)
Prlg Use

— N=A4180 ESH0, 29101 29 (0- 15, 0.43) better than
controls

SMEKING| CEssalion
— N=A45ES 0014 (0:095 0:20) - better than conitrols



Efficacy of MI: RCTs

HIV risk reduction

- Increased condom USEe (Belcher et al., 1998)

Diet and exercise
- Increased physical activity (Harlan, 1999)
- Better treatment adherence (Smith, 1997)

Public health

- Increased sales of water disinfectant
((Fheves;, 2000)



Patient-centered practice:
Efﬂcacy Of MI Alamo et al. (2002)

Randem assignment of 20
general practitioners to:

- Usual practice
—iEaIRNIRG IR patenRit=
CENLErEd Pracice



Patient-centered practice:
EffICaCy Of MI Alamo et al. (2002)

¢ Listen to patient w/o Interrupting
¢ Ask patient aboeut coamplaints In general

o Ask patients his/her theughts about the
condition

9 EXplore patienits NePES and eEXPECtations
9 SheW sUppoert/ive empatietic
9 Ofifer clear and tnderstandakl e iniermation

» Allevw andiencourage the patienit terask
guestions



Patient-centered Practice
EffICaCy Of MI Alamo et al. (2002)

¢ Try to reach agreements about the nature of the
problem

¢ Eindia common groeund about the management
plan co-created with patients

¢ Name the precess (“a kindl of muscular paln
“fibromyalgia’) and aveld sentences like ‘there
IS RELRING WrenRg With yeu

9 Additien:  Aveld saying, Yeu willfhave terlearirto
Ve wiithr this?



Patient-centered Practice
RESUItS Alamo et al. (2002)

¢ Patients who received patient-
centered care after 1 year

— [mproved psycholegical distress/anxiety.
SCOKES

— [Decreased number off tender pelnits
— frends tewards; impreved: pain Intensity,

— Better results for chrenic pain \Vs.
fivremy2lgja



In Conclusion...

. Motivational iIssues are central to effective
Primary Care

. We cannot make patients change behavior

. We can help to motivate patients in the
direction of positive changes by:

1. Listening rather than lecturing

2. ldentifying the stage of change

3. Matching our response to the stage to
encourage movement to the next stage



For more information...

_ 1 =
Motivational
 MOTIVATIONAL terviewing i <

Health Gare

INTEHVIEW\NG

Steghea Rollaick  William R Mdlier Christagher C. Butier
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