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Evidence-based
Behavioral Counseling Methods

e Each comprised of core elements & steps, but all
based on 4 essential elements

e Stage-based Behavioral Counseling (SBC)

o STD/HIV Prevention Intervention —developed in STD Clinic
setting

o Adapted for Perinatal & Reproductive Health

e Project RESPECT Counseling
e STD/HIV Prevention Intervention — studied in STD Clinics

e Partnership for Health (PfH)

e Sexual Risk Reduction for HIV+ Patients — delivered by medical
providers
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Evidence-based
Behavioral Counseling Methods

e Motivational Interviewing (MI)

e Frequently used & most studied in Substance Use
Treatment settings
e But has increasingly applied in primary care, e.g.,
» Diet & exercise

» Smoking cessation

o Treatment & medication adherence
(including HIV Rx/Med)

e www.chbt.org
S




Evidence-based
Behavioral Counseling Interventions

e Essential elements — identified by the CDC &
SAMHSA (Substance Abuse Mental Health Services
Administration) — include
e Science-based
e Interactive — try “Ask — Don’t Tell”

e Beginning with an assessment of behaviors & intention
(l.e., readiness) that is to be targeted for change/
counseling

e Focusing on patient/client’s individual circumstances
e Directed towards developing a plan, or a first step
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Motivational Interviewing

 First described by William J Miller, PhD in a paper
published in Behavioural Psychotherapy (1991)
based on experience counseling problem drinkers
— based on research starting in the 1980s

e Later, collaborated with Stephen Rollnick, PhD
e Subsequent work by Miller & Rollnick, & others

have shown good evidence that this technique can
be applied to numerous behaviors
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MI - Theoretical Background

» Derived from Social-Cognitive Behavior Change Theory (Albert
Bandura) & Experiential Learning (Carl Rogers) — briefly, these
theorists determined that learning & change occur through
various mechanisms

e SCT - Change happens when there is interaction between a person
& his/her environment (including other people), modeling of
behavior, & enhanced self-efficacy

e Experiential Learning — change happens by experience (addresses
needs & wants, applied learning) — not cognition (academic, e.g.,
math tables)

o Later refined & described in more detailed terms

e Numerous studies in clinical care have been conducted

e The next 2 slides illustrate that studies of the application of Ml have
significantly proliferated
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Number of Studies

MI Outcome Trials
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Motivational Interviewing

e Current Definition

e Motivational Interviewing (MI) is a
directive, client-centered counseling
style used to promote behavior change
by helping them to explore & resolve
ambivalence

A
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Motivational Interviewing

e Ambivalence

e An attitude of thinking 2 ways about something at the
same time

e A form of conflict between 2 courses of action — each
associated with perceived benefits & costs

www.chbt.org 2011




Ambivalence — Being “On the Fence”

* Pros of Change e Cons of Change
e | want to stop eating e Eating sweets at night
sweets at night to help helps me relax & | love ice
me lose weight cream before | go to bed
e | won't have heartburn e S0, If | take medicine, |
after eating at night don’t usually get heartburn

during the night

www.chbt.org 2011
(- y




Motivational Interviewing

e Motivation to change is elicited from the patient/client & not
Imposed from without (i.e., by the provider)

 The provider uses the client’s own intrinsic values & goals
(motivation) to stimulate change

e This is accomplished by having a “change conversation” during
which the provider addresses knowledge, attitudes & beliefs

e This approach, then addresses the facilitators & «
barriers of change/sustaining change /
e Knowledge ~ & ~ Skills
e Attitudes & Beliefs (e.g., Perception of risk or ’ ,
i sk“. P

Perceived social norms)

e Cultural & Social Norms

e Socio-economic status & Laws/Regulations — not necessarily
changing these, but addressing response to these

@ 2011
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Motivational Interviewing

e The provider’s role it to help the patient articulate or
resolve his/her ambivalence

1. What are the patient’s pros & cons towards behavior
change?

2. Support & strengthen the motivation
3. What first step is the patient willing to take?




Motivational Interviewing

e Direct persuasion is not an effective method for
resolving ambivalence

e The provider should try to refrain from solving the
problem & trying to persuade the patient to change to
what the provider believes is the best course

< This approach often increases patient/client resistance
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Motivational Interviewing

e Resistance Is created when the provider moves
ahead of the client’s readiness for change

e The provider must recognize & respond to the signs of
resistance, as these are to be seen as the patient’s
feedback regarding the provider’s approach




Basic Principles of Ml

e Expressing empathy
e Developing discrepancy
e Help the patient see that things do not add up
e Avoid argumentation
e Rolling with resistance
e Supporting self-efficacy
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Ml - Phase 1
e Establishing Rapport & Building Motivation

e Open-ended questions

e Learning about the patient’s knowledge — but more
Importantly experiences, wants/needs, attitudes & beliefs

e Affirming statements

e Summarizing

www.chbt.org 2011




MI - Phase 2
e Eliciting Change Talk

e EXxplore goals & values — identify discrepancies with
current behaviors

e Assess importance (how important is this for the patient?)

e Ask about pros & cons
e Discuss extremes
e | ook forward & look backward

e Respond to resistance

@ www.chbt.org
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Ml - Phase 3

e Commitment to Change

e Support self-efficacy

e Review progress
e Renew motivation

¢ Redo commitment

\'
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Assessment

* Assess the Knowledge about the behavior being addressed
by inviting patient to share his/her current knowledge, e.g., if
addressing sexual HIV risk behaviors

“Tell me what you’ve heard about how HIV is
transmitted? \What have you heard about the

difference between HIV & AIDS? What have
you heard about ways to avoid HIV?”

e Provide clarification as needed as part of the counseling strategy

e Often, patients will have good info about many health issues — they
might only need some clarification
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Assessment

e Assess Perception of Risk regarding the
behavior, by inviting client to share the perception
of his/her own current risk for this problem

» Ask about the rationale for his/her Risk Perception
e Why or why not?

“‘What about you — are you worried about getting HIV?

“Tell me more about that.”
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Assessment
Identifying Target Behaviors

e Target Behaviors (TBs) are what are you trying to help the
patient/client to do

e TBs are specific to the health concern
e Regular Exercise — Target Behavior is specific, e.g., aerobic
exercise for 45 minutes 3 times/week
e For sexual HIV risk reduction, TBs include
e Sexual inactivity (i.e., no sharing of bodily fluids)

e Mutual monogamy with a tested-negative partner (w/in the
context of the relationship)

e Safer sex (consistent correct condom use every time with every
partner)

e www.chbt.org @
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Intention
Readiness to Change

e Ml often is combined with the Stage of Change/

Transtheoretical Model of Behavior Change Theory
(SOC/TTM) — Prochaska & DiClemente

e |dentified phases of readiness to change — the Stages of
Change (SOC), which include

Precontemplation — sees no need to change

Contemplation — sees a need to change, but has barriers
Preparation —really ready to try or has recently started to try
Action — consistently doing the new behavior, but for a relatively
short period of time

Maintenance — consistently doing the behavior, but for a more
sustained period of time
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Stages of Change (Prochaska & DiClemente)

Precontemplation Contemplation Preparation Action Maintenance Relapse
“No way” “Yes, but...” “Ready to do it” “Doing it” “Living It” “Ugh”
Denial Ambivalence Motivated Go Keep Going Cycle back
!,
-«
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Relapse is not a true Stage, but occurs anywhere along the

change continuum — more to follow




Assessment of Staging — SOC

» Assess patient’s readiness by gathering the history
of doing the Target Behavior (TB)

e If doing it consistently — determine how long it has been
practiced

e If <3 months — or if really ready to try — then the stage is
Preparation (also called Ready for Action)

e If 3-6 months —then the stage is Action

e If >6 months —then the stage is Maintenance

Timeframes for these 3 stages will

vary, depending on the TB
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Assessment of Staging — SOC

e If the patient has no history of consistently doing the TB,

then assess his/her readiness by determining the attitude
about it

e Does the individual see a need to the TB consistently?

If sees no need because...... (reason) — then the stage is
Precontemplation

If sees a need, but has ambivalence...... (barriers) — then the
stage is Contemplation
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v' v Assessment of SOC v V'

» Use perception-checking to confirm individual’s readiness
to dothe TB

‘Let me see If | understand what you’ve told me. You
have no regular partner. You see a need to use
condoms, but you find it difficult to bring them up, so you

rely on the partner to use them — or not... So you don't
use condoms if the partner does not, but then you worry
about whether you might've gotten an infection when you
don’t use condoms. Have | got that right?

e Once this is done — you will have the “Behavioral Diagnosis”

@ www.chbt.org 2011
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Behavioral Diagnosis to Treatment

 Now that a Behavioral Diagnosis is made
e A “Behavioral Treatment” can be administered

e Behavioral scientists, including Miller & Rollnick,
Prochaska & DiClemente have identified
different ways to approach such “treatment”

e M & R — Ml approach & technique
e P& D - TTM processes of change

@ www.chbt.org 2011




SOC and the Transtheoretical Model (TTm)

e Prochaska & DiClemente found that — at different
stages (SOC) — people went through different
phases, which they called “processes of change”

e These processes translate to strategies to address
change at the various stages

e 11 processes = 11 counseling strategies

e Mismatching a strategy with a stage can be
Ineffective, harmful, &/or lead to resistance
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Motivational Interviewing and TTM

e Miller identified several ways to approach the
client's TB by using several strategies

e These are similarto TTM

e Like TTM, if the MI strategy is not matched or
applied according to the client’s circumstances &
readiness, then resistance could occur, or it could
be Ineffective

o Applications of MI frequently incorporate SOC/TTM,
iIncluding Miller & Rollnick

e | et's look at how that works

@ www.chbt.org
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SOC/TTM and MI

SOC M
* Precontemplation e Build motivation
e Get a reaction through for change

thoughts or feelings

e Contemplation

e Explore why the client is e Strengthening

ambivalent .
. commitment to
e Help him/her to see the h
barriers change

@ www.chbt.org 2011




SOC/TTM and MI

SOC/TTM M
e Ready for Action e Follow-through &
e Help client get a plan of Support Self-efficacy
action

e Action/Maintenance
e Do it...then...Live it

e Relapse

e Problem solve & try
again

@ www.chbt.org 2011




SAMHSA has Many Toolkits for Ml

e There is a mnemonic — OARS - to help recall the
“steps” of Ml
e Open-ended Questions
o Affirmation Statements
e Reflective Listening
e Summarizing Statements —

W\
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SAMHSA has Many Toolkits for Ml

* Worksheets to help with developing Ml

counseling skills

e A scale to assess MI ski

e QA tools

S

MOTIVATIONAL INTERVIEW RATING WORKSHEET

e See Handouts

Mativations Inter A t: Gpoucins o i MIA:STER
MOTIVATIONAL INTERVIEWING
CLINICIAN SELF-ASSESSMENT REPORT
INSTRUCTIONS: Listed belovw are a var I i di
areas, Please rate the degree t which you i o your sasion

lizne. Fesl fme boutany amas you want  discoss with your
supervisor. For each item please rate your best esimate about how frquently you used the swategy using the
definitions for each scals point.

(NOTATALL).
(A LiTLe)

I Nerer used the strategy
| Used the strategy 1 time brlefly

ITEEIENEM Used the scatsy 2 imes beidly
(Somewa)

B Ued the serategy 3-4 times beisfly or once or twice extensively
TN Uz the srstey 5-G times brlefly or theice exensiely
ST Used the sustegy during more thin half of the sesion
(ERETIEOMN Ue of the srategy almost the entire session

MOTIVATIONAL INTERVIEWING CONSISTENT ITEMS

MOTIVATIONAL INTERVIEWANG STYLE OR SPIRIT: To what acentdid you provide lowkey
foedback, roll with msictas di i
T

g focad), and us a supportive, varm, non-

To you s ity through wordsand tone
3 s padn il
Celead imd a 4 cding 52 yous sgends?
3 T B3 5
WUITLE | DFRGRUENLY | SoMEWRAT  GUTEAT  CONSIOERASY  EXTEX

]

OPEN-ENDED QUES'

NS: To what extant did you use open-ended questions (1., questions or
requests than o elicit the cliens

motivation, change effort, and plans? Th rin vith the
and “In what'" or lead off with the request, “Tell me.." or “Describe. .

px
W o

3. 1 5, 5
INFREQUENTI  SONEWAA  GUTEABI  CONSIDERABLY

Wt A Al A uTTE Exrensyerr

Comments:

view Rating Gidde & Fo

RATING ITEM

M1 Siyle or Spirt (p.19)

Open-ended Questions (p.

jon of Strengths & Selt
acy (9. 24)

Reflective Statements (p. 26)

ing a Collaborative
onship (p. 28)

F
Rl

Motivation to Change (p. 30}

Developing Discrepant

Pros, Cons, and Ambivalence
©.34)

ADHERENCE:
FREQUENCY & EXTENSIVENESS

COMPETENCE:
SKILL LEVEL COMMENTS.

Change Planning Discussion (p.36)

Cllent-centered Problem
Discussion and Feedback (p. 38)

ORI S3SEY BUMSILIEIN RUORERON

COMPETENCE;
[SKILL LEVEL COMMENTS

T TO RATING FORM, ESPECIALLY
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ADHERENCE RATINGS:
FREQUENCY AND EXTENSIVENESS

NOTATION RATING
None ]
but not in depth
More than once, but not in depih
'] Once and in some depth =

nce and once in depth
0/0 than once in depth Considerably (6)
©00/00) Dominated session, many tmes in depth = Extensively (7)

COMPETENCE RATINGS:

SKILL LEVEL
BEHAVIOR TING
Unacceptabie, unproless:
Lack of expes
Fair; below average =
Average =
Above average
Skill and expertise shown
High level of mastary = Excollent (7)
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Documentation in Medical Records

e Documentation of M| & the TB
should be completed

e However, brevity & clarity are
necessary
e Save time for provider
e Continuity of care for patient

e Setting up standardized
terminology & providing
streamlining shortcuts for MR will
require coordination among all the
site staff

@ www.chbt.org
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Let’s Look at Some Case Examples

e Dr Rollnick placed a nice
worksheet on his website

e Let’s look at that — together —
& see If this looks like a
reasonable approach for
assessing history & attitudes
related to intention to change
(or maintain)

e Let’s consider other TBs

201t “ener o Heabh & Behavioral Training - CHBT - Rocheser, N 1

Liven up Your Assessment
Using a "Typical Day"

| did a demonstration of this strategy in a workshop and a number of practitioners wrote to me asking if anything was
written down on this subject. The piece below was originally written for a new book, but my publisher and co-author felt it
overtapped foo much with other material. So | include here in full. Feel free to copy of distribute i as you wish, and
assume that you will acknowledge its source " Stephen Rollnick, July 2006.

Introduction

Do you often have around 20 minutes or more and a foutine assessment to complete?
Does formal questioning make it difficult to use a guiding style’

Does it terd to dominate the opening exchanges in your interviews?

Do you feel pressure to complete pages of assessment designed by the service?

In our service, we've been told that we must complete the assessment in the first interview. We won't get paid for the
service unless these forms are completed. We need to get basic facts about these patients so we can make sensible
decisions.

One practtioner wo met said that his job invoed a 17-page intako assessment with an averago consulting time of 15 minutos:
and the goal o the exercise was prmardy o encourage betaviourchange. Whde i skr i partaps Lnsual thee's nothng
Kk sn assesment batiery o provoke corflt between the needs of th organisation and your deir 1 work wi ing

The e I chwn the orgonsaten. pactkclarly ¥ You e txcer e proosirs. T skncet i nciation o 8 18 back
ona directing style. and fire the questions at the passive patient

Skilful assessment makes a difference

t can be lively and p: “The aim of thi 810 provide you with guidelines for ensuring that
what one practitioner called ‘death by assessment” is avoided at all costs. It involves the integration of the “Typical Day"
strategy into assessment. \With practice, you can get the assessment done and lots more, without the patient ever feeling
investigated. You can also, with a few minor adjustments, focus the attention not on a typical day, but a typical episode or
experience or problem

1. conv-y acceptance. Keep this as your main priority: these are persons you are talking to, and your role is to serve
ssessment is secondary. Lok for ways of conveying this acceptance to the patient. Try not to let go of
i i a_ you have no desire to pass judgement on them, and you consider anything they say or do as acceptable, or
s at least something that does not surprise you.

iabetes.

Provider [ have a whole lof of qesTons on this form here, but 1 And It much easier fo put this to one side, and ask
“Script”  you to spend 5-10 minutes just taking me though a recent typical day in your life. This way, many of my
questions are answered. | might go back to the form once we've done this (o fil in the gaps, is that OK?
Then /1l ask you more about the diabetes as well. | hope you won't feel | am being nosy or anything about
your everyday life, is that OK?

« Most patients don't mind this at all if ok set it up clearly and sensitively.

> Place the assessment schedule to one side.

2. Locate a day
Provider  Can you think of a recent day that was fairy typical for you, an average sort of day?

“Seript” o Agree on this, and remember to refer back to this if the patient wanders off into generalisations during
the conversation.

3. Go through a “typical day” — One needs to be mindful of the time and the pacing. Examples of both speeding i
up and slowing it down are included in the dialogue below.

THE BEGINNING
Provider |f we take yesterday. take me through it and just tell me what happened, and feel free to tell me how you feit
“Script”  about things as well, as the day unfoided. You woke up, the
Patient | went straight out becauss there was nothing else to do, you know what | mean? Ve got this routine
because one has to avoid just sitting around all day.
Provider Let me slow you down a bit. Can | ask you, how did you feel when you woke up?
“Script”
Patient  Not good.
Provider In what way?
“Seript”
Patient | was just another day of no work, little money and just my few little things | do. There | am alone In the flat
again.




Case Examples

 What are some common behaviors you need to
address with your patients?

e Sexual health — reproductive health, STD/HIV risk
reduction

e Weight control

e EXxercise

e Chronic diseases — asthma, DM, others?
e Substance use — binge drinking

e Healthcare seeking — getting routine care/screening;
avoiding Emergency Department visits

e Accepting referrals — mental health, others

www.chbt.org
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Let’s Try Some Practice

e Form groups of 3 people QQC
e One to be the patient N

e One to be the provider
e One to observe — use tool to help assess & give feedback

e Time permitting, the group members will switch roles
e Patient
e Provider
e Observer

@ www.chbt.org 2011
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SAMHSA Website

WwWw.motivationalinterview

e MI Tools
e Clinicians
e Patients

e Case Studies
e Videos (http://vimeo.com/20901845)

e Training opportunities
(including Continuing Education
credits)

@ www.chbt.org

Bill Miller and Steve Rollnick

ICMI, Stockholm, June 2010

Handout Two

Getting to change

Peoplefor Change and 2 Relnck, 5. Mikle,W. . & Bute, C.C. (2008, Methational nterviewhng I Hoath

practce

Kinds of change talk: DARN-C

Desire: statements patients make about preference for change

o I would like to..

o Iwish,

o Ireally want to weigh less
Abllity: Statements patients make about self-capablity

o I think | could walk 2 times a week
1 can skip that candy bar at bedtime
1am able to walk from the back of the parking lot

atients make that fi change

o I know | would feel better if | lost 50 pounds
o | would have more energy If | started exercising
© I would worry less about my eyes If | went for regular check-ups

tients ion to change
o | should walk at least 3 times a week
o 1 should do this for my grandchildren
o I have to lose weight if | am going to be able to walk up stairs

Commitment: Statements patients make about the action(s) they will take.
tochange.
Intention o low i tient: to
anintention to take action to change,

o lhopeto.,
o Iplanto..
o lwilltryto..

N __Motivationgl
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Resources and References

* Resources for Ml & other Behavioral Counseling

e Miller, WR & Rollnick, S. (1991). Motivational interviewing:
Preparing people for change. New York: Guilford Press.

www.stephenrollnick.com

www.motivationalinterview.orqg (SAMHSA, as noted)

e Training opportunities for Behavioral Interventions

e CHBT

e Same websites (above) /R
T CHBT

[ mscah”l monroecount .Aaov Center for Health & Behavioral Training
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