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Behavior Change 
and Motivational 
Interviewing:
UNDERSTANDING ALL DIMENSIONS OF YOUR PATIENT

LEARNING OBJECTIVES
· Define the meaning and purpose of wellness coaching in your job. 

· Assess the patient’s stage of change for fitness and nutrition.

· Help your patients identify their motives, motivators, and barriers for change. 

· Use behavior change theory to help your patients identify strategies for change.

· Apply coaching psychology and positive psychology to help patients achieve their 
goals.

· Identify useful resources and tools that will help your patients achieve their goals.
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Addressing a patient’s lifestyle will be a critical component of your clinical practice be-
cause the leading causes of death for Americans are lifestyle-related: tobacco use, poor 
diet, physical inactivity, and excessive alcohol consumption.1 Consider, for example, that 
in a recent prospective study that followed over 88,000 young women for 20 years, ap-
proximately 73% of coronary heart disease cases could be attributed to poor adherence to 
a healthy lifestyle, which was defined as having a normal body mass index (BMI), being 
physically active, eating a healthy diet, drinking alcohol in moderation, limiting TV view-
ing, and not smoking.2 Similarly, nearly half (46%) of the clinical cardiovascular disease 
risk factor cases (i.e., diabetes, hypertension, and hyperlipidemia) were attributable to an 
unhealthy lifestyle. Among a sample of 434 primary care patients with hypertension or 

diabetes, over 96% had three or more health behavior risks,3 
which is an all too common finding among overweight pri-
mary care patients.4

Evidence Shows that a Healthy 
Living Reduces Risk
In contrast, a healthy lifestyle can reduce the risk of disease 
and extend life expectancy. The results of an 11-year pro-
spective study of over 20,000 male participants indicated that 
as many as 4 out of 5 myocardial infarctions in men are pre-
ventable if patients consume a healthy diet, consume alcohol 
moderately, are smoke-free, maintain a healthy weight, and 
engage in adequate physical activity.5 In another large lon-
gitudinal study involving 23,153 adults ages 35-65, the risk 
of type 2 diabetes, myocardial infarction, stroke, or cancer 
decreased progressively as the number of healthy lifestyle 

factors increased.6 Other studies have replicated the finding that abstinence from smoking, 
eating five servings of fruits and vegetables each day, adequate physical activity, and striv-
ing to maintain a BMI of less than 25 can increase life expectancy up to 14 years.7-9 Not 
surprisingly, Tsai et al. (2010) found that the number of healthy behaviors was also linked 
to optimal self-reported health.10

Healthy Behaviors May Mitigate Some Genetic Risk
The influence of managing lifestyle on chronic disease risk may even extend to the expres-
sion of genetic risk for various conditions. Preliminary studies11 (e.g., Ornish et al., 2008) 
indicate that intensive lifestyle modification among men with prostate cancer can in fact 
significantly modulate gene expression in the prostate. Several processes implicated in 
tumorigenesis were affected, including protein metabolism, modification, and phosphory-
lation. Findings from a more recent study demonstrated that engaging in multiple healthy 
behaviors (i.e. regular exercise, healthy diet, and adequate sleep) may be protective against 
stress-induced acceleration of cellular aging.12 The investigators followed 239 healthy, 
post-menopausal, non-smokers for one year. The primary outcome of stress was short-
ening of telomeres, the protective caps at the ends of chromosomes that determine how 

Figure 8.1: Most coronary heart disease is caused by 
lifestyle, such physical inactivity, poor diet, and smok-
ing.

Renowned Yale University physician, David Katz, M.D., contends that the current knowledge we have about 
health promotion and lifestyle as medicine could prevent 80% of all chronic disease and premature death.
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quickly cells age. Shorter telomeres have been asso-
ciated with several diseases including cardiovascular 
disease, stroke, vascular dementia, obesity, osteopo-
rosis, diabetes, and cancer. The results revealed that 
while each major life stressor resulted in shortening 
of telomeres, the effect was moderated by engaging 
in multiple healthy behaviors.

Few Americans Adopt 
and Adhere to Key Health 
Behaviors
But despite these compelling data about the role of 
lifestyle in the prevention of chronic disease and 
premature death, Americans routinely fail to adopt 
life-saving healthy behaviors.  This is true among 
asymptomatic adults as well as among those with 
chronic illnesses.13 Ford et al. (2012),14 for example, 
examined the co-occurrence of three healthy behav-
iors (regular exercise, healthy diet, and smoke-free living) among 9,471 adults. They re-
ported that 12.6% were engaging in none of the healthy behaviors; 34.8% were engaging 
in only one; and only 15.9% were engaging in all three. When Tsai et al. (2010)10 added 
not drinking excessively to the mix of behaviors, a mere 6.5% of adults were engaging in 
all four behaviors, and almost 25% were engaging in just 1 of the 4. Among adults with 
diabetes or cardiovascular disease, the picture was even more grim: The proportion engag-
ing in all four behaviors was under 4%, and the proportion engaging in just a single health 
behavior was about 33%.

Given the huge divide between the critical need to influence lifestyle and the current 
state of American health, there is an urgent need for health care providers to become propo-
nents for and models of healthy lifestyles. To help address this need, the American College 
of LifeStyle Medicine has emerged in recent years to disseminate and publicize the rapidly 
expanding evidence that lifestyle intervention, including diet and exercise, is an essential 
component in the treatment of the majority of chronic diseases and can be as effective as 
medication. One added benefit is that lifestyle interventions do not confer the risks and 
unwanted side-effects that medications can have.

How Do You Motivate Patients to Change?
The question, then, is how to effectively motivate a patient to change behavior. Decades 
of research on health promotion has consistently demonstrated that providing information 
may be adequate to initiate the behavior change process, but not to sustain it. A more 
systematic and collaborative approach is required to facilitate behavior change. In fact, 
a number of lifestyle medicine competencies have been identified, including knowledge, 
assessment skills, and management skills.13 Physicians, however, often report that they lack 

Figure 8.2: Evidence shows that a healthy lifestyle can reduce 
the risk of disease and extend life expectancy.

“Lifestyle Medicine (LM) is the evidence-based practice of helping individuals and families adopt and sustain 
healthy behaviors that affect health and quality of life.” 

—Lianov & Johnson, 2010
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the confidence and knowledge to intervene on lifestyle. The remainder of this chapter will 
outline a leading theoretical model of health behavior change (i.e., The Transtheoretical 
Model of Change) and a set of general clinical techniques (interpersonal skills and Moti-
vational Interviewing) that will be instrumental in building your confidence that you can 
effectively address lifestyle components of health in your clinical practice.

USING INTERPERSONAL 
SKILLS TO START THE 
COACHING PROCESS
Whether you are working with a patient in the diag-
nostic phase or helping a person cope with the com-
plications of a condition, it is essential that you and 
the patient have an effective relationship. This rela-
tionship signifies a unique bond that is based on mu-
tual understanding and respect. Interpersonal skills are 
necessary not only for developing this bond, but also 
for alleviating the personal anxiety that can interfere 
with the change process.

One of the best known professionals in the coun-
seling field, Dr. Robert Carkhuff, has identified five 

Figure 8.3: A more systematic and collaborative approach is 
required to facilitate behavior change.

Figure 8.4: Connecting and establishing 
a relationship with your patient is import-
ant if you are going to be an effective 
wellness coach.

major sets of interpersonal skills:15

1.   Empathy – the ability to share in another person’s emotions.

2.   Concreteness – the ability to translate the person’s generalized 
feelings into specific examples and problems.

3.   Genuineness – willingness to step out of the detached professional 
role and to disclose personal feelings.

4.   Immediacy – the ability to identify and elicit the person’s current 
feelings.

5.   Confrontation – the ability to tactfully confront inconsistencies 
in the person’s statements or between their verbal and non-verbal 
communications.

Within these broad categories of interpersonal skills are a variety of spe-
cific techniques to help establish an effective relationship:

• Maintain eye contact (if culturally appropriate) – Maintain “friend-
ly” pupil-to-pupil contact; do not stare the person down.

• Assume proper body distance and lean; sitting directly across from 
the person appears confrontational. Sitting across the corner of a 
desk is more appropriate; if the person moves his/her chair away, 
you are sitting too close. Your body’s lean needs to mirror that of 
the patient. Avoid crossing legs or arms because it “shuts out” the 
person.

• Remember that everyone’s personal space is different. Many vari-
ables such as cultural beliefs and practices will affect an individu-
al’s personal space.
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• Use of touch (if culturally appropriate) – Touch the person’s hand, arm, or shoulder 
to show that you really care. Pay attention to body language. Some people may be 
more comfortable with touch than others.

• Allow silence – Caregivers typically are uncomfortable with silence, but silence can 
be therapeutic.

• Reflect feelings and content – This involves “echoing back” feelings or statements by 
the person, which helps to communicate that you are really listening and understand-
ing the person’s concerns. It helps the individual gain perspective on the problem. 
For example, “You’re saying that since your husband passed away, you’ve found it 
harder to be motivated to manage your diet.”

• Provide reassurance – Give reassurance that is specific and appropriate to the indi-
vidual’s situation, such as: “Being seriously overweight is difficult; it’s normal to feel 
the way you do.” Do not give stereotyped reassurance, such as: “Don’t worry” or, 
“You’ll be OK.”

• Elicit the meaning behind the statement or question – Probe the real basis of the 
problem, for example: “I don’t think I understand what you mean by…”; “Can you 
tell me more about…”; “How strongly do you feel about that?”

• Self-disclosure – Share your own feelings, such as: “I share your frustration that you 
keep hitting this snag with your exercise plan”.

This trust-building process generally takes only a few minutes. Once rapport is established 
and anxiety is reduced, it is possible to proceed with further education and lifestyle inter-
ventions.

HOW READY IS YOUR PATIENT TO ADOPT 
HEALTHY BEHAVIORS?
Promoting the adoption and maintenance of regular exercise, healthy eating, or a healthy 
weight is undoubtedly a significant behavior change challenge. A mere 30% of adults are 
exercising in accordance with the current American College of Sports Medicine (ACSM) 
guidelines,16 and nearly 40% engage in no leisure-time physical activity.17 An even smaller 
percentage of the population eat 4½ cups of fruit and vegetables a day. Perhaps as a result, 
over 67% of Americans are overweight or obese.

The most efficacious strategies for motivating individuals to exercise or eat healthy 
depends in part on where they are in the process of adopting healthy behaviors: Often, what 
motivates people to begin thinking about starting to exercise and/or eat healthy is different 
than what motivates them to actually begin, which in turn differs from what motivates them 
to continue. For these reasons, effective behavior change interventions need to be individu-
ally tailored on constructs from a health behavior change theory and incorporate behavioral 
strategies such as goal setting, social support, and relapse prevention.

The Transtheoretical Model
The Transtheoretical Model of Behavior Change (TTM), also known as the Stages of 
Change model, is one of the most commonly employed health behavior change theories. 
Reviews of interventions matched to individuals’ readiness to change have demonstrated 
that tailoring messages is an extremely effective way to change behavior.18, 19 Furthermore, 
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multiple studies have revealed that tailored, 
TTM-based interventions, including those 
delivered by coaches,20 increase the adoption 
and maintenance of healthy behaviors.20-25 The 
success of those interventions underscores an 
important lesson for health care providers: It 
is crucial to assess each patient’s readiness to 
engage in regular exercise and healthy eating 
and then tailor your interventions to his or 
her stage of change. Recognizing the unique 
needs of individuals in the early stages and 
re-conceptualizing progress as they move to 
the next stage can significantly increase the 
impact of your work with a patient. Given 
the utility of the TTM for assisting a patient 
in adopting and maintaining regular exercise 
and healthy eating, this chapter will provide 
an overview of the TTM and illustrate its 
practical application to assisting individuals 
in adopting and maintaining regular exercise 
and healthy eating.

The TTM conceptualizes change as a 
process that unfolds over time in a series of 
five stages of readiness to change (see Figure 8.6).

Stages of Change
Precontemplation (not ready) is the stage of change in which individuals are not intending 
to adopt a health behavior in the foreseeable future (typically defined as the next six months). 
Individuals in this stage are often unaware or under-aware of the benefits of adopting ex-
ercise or eating healthy and are overestimating the costs of changing. They are often char-

acterized by one or more of the three 
D’s: defensiveness, denial, or demor-
alization. Often they are described as 
non-adherent, unmotivated, or diffi-
cult. It is important, however, not to 
confuse lack of readiness with lack 
of desire: Individuals in Precontem-
plation may want to begin exercising 
regularly and eating healthy or wish 
they would, but are not ready to do 
so because of perceived barriers, low 
self-efficacy (i.e., confidence, or the 
belief that they can engage in regular 
exercise and eat healthy), or lack of 
information on how to get started.

Individuals in Contemplation 
are intending to adopt a behavior 
within the next six months. They are 
more aware of the numerous bene-
fits, but are also acutely aware of the 

Figure 8.5: Knowing if your patient is 
ready for change will help you set your 
coaching strategy.

Figure 8.6: Stages of Change



 7

cons, or drawbacks. As a result, they may be ambivalent. At times, the ambivalence is so 
profound that individuals get “stuck” in Contemplation, which is referred to as “chronic 
Contemplation.” These individuals often lack the confidence and commitment they need to 
adopt the healthy behavior.

Individuals in Preparation are ready to exercise regularly or eat healthy in the next 
30 days and have often taken some steps toward their goal, such as exercising on some 
days or increasing the fruits and vegetables they currently consume. They are creating a 
plan for how to move forward and are the perfect candidates for traditional messaging and 
programs that encourage people to take action (e.g., Just Do It!, My Plate). They are also 
more committed and confident about their ability to do so.

Individuals in Action have adopted regular exercise or healthy eating within the past 6 
months and are actively using behavioral strategies to create a new habit. They are likely to 
experience a setback when they experience a challenge (e.g., bad weather, travel, schedule 
conflicts) unless they have planned ahead.

Individuals in Maintenance have been exercising regularly or eating healthy for quite 
some time (typically defined as more than 6 months) and are significantly more confident 
about their ability to maintain the behavior change.

An individual’s stage of change has important implications for selecting intervention 
strategies and messaging. Equally important, though, are the implications the stage para-
digm has for re-conceptualizing what “success” means in working with a patient to help 
them adopt or maintain a healthy behavior. A reasonable goal for each patient is to help 
them move forward one stage of change, as forward stage movement is an important pre-
dictor of later success. In fact, assisting individuals in moving forward at least one stage of 
change (e.g., from Precontemplation to Contemplation) can as much as double the proba-
bility that they will take effective action in the following six months. Helping them move 
two stages can triple their chances of taking action.26 How can you help patients achieve 
that goal? By encouraging them to use behavior change strategies matched to their stage 
of change. 

Behavioral change strategies are derived from other behavior change constructs includ-
ed in the TTM, such as decisional balance, self-efficacy, and the 10 processes of change.

Decisional Balance
Decisional balance represents an individual’s relative 
weighting of the Pros (i.e. benefits) and Cons (i.e. has-
sles, barriers, or drawbacks) of change.27 An extensive 
review of the pros and cons for 48 health behaviors re-
vealed a consistent pattern of the pros and cons across 
the stages.28 The cons are higher than the pros in the Pre-
contemplation stage, while the pros outweigh the cons 
in the Action stage. The relationship between the pros 
and cons across the stages has important implications 
for intervention strategies. The key take away messages 
for health care providers are that: 1) Raising the pros is 
twice as important as reducing the cons; 2) it is crucial 
to raise the pros for individuals in the early stages; and 
3) Contemplation is the time to begin addressing the 
barriers to change. Figure 8.7: The stage paradigm is important for helping 

your patients re-conceptualize their goal. Moving from 
one stage to the next is an important predictor for later 
success.
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Self-Efficacy
Self-efficacy is defined as an individual’s belief about 
his or her ability to do or achieve a specific behavior29. 
Within TTM-based interventions, it is operationalized 
as confidence to make and sustain changes even under 
stressful situations. Confidence is low in the Precontem-
plation stage and increases across the stages.30 Given the 
importance of self-efficacy, it needs to be raised early by 
assisting individuals in setting and achieving small goals 
that will build their confidence for taking on increasing-
ly difficult challenges. If, for example, someone is not 
exercising at all but is intending to do so in the next six 
months, it would be helpful to have them set a reasonable 
and achievable goal to begin exercising slowly (e.g., 10 
minutes 3 times a week) and increase the frequency and 
intensity once that goal has been mastered. For healthy 
eating, a small step would be to make one healthy food 
substitution (such as fruit for a snack instead of chips; 
adding one serving of vegetables per day).

Processes of Change
The processes of change (see Table 8.1) represent both the covert and overt behav-
ior-change strategies that individuals use to progress through the stages of change.31 Re-
search demonstrates that experiential (i.e., cognitive, affective, and evaluative) processes 
of change, which are shown in Table 8.1, are typically emphasized by individuals in the 
earlier stages of change.  Individuals in later stages rely more on the behavioral processes 
described in Table 8.2 (i.e., social support, commitments, and behavior management tech-
niques).32 

Additional research demonstrates that process use differs significantly across the stag-
es of change.33-35 Each process can be activated by various techniques. Consciousness rais-
ing, for example, can be accomplished by reading articles or listening to news stories about 

Figure 8.8: The stage paradigm is important for helping 
your patients re-conceptualize their goal. Moving from one 
stage to the next is an important predictor for later success.
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the importance of healthy eating, talking with a health care provider about what modes 
of exercise best suit a person given their health history and physical limitations (if any), 
asking friends what types of healthy recipes they enjoy, checking out the website of a local 
gym or fitness facility to see what types of programs they offer, or keeping a diary (paper 
or digital) of how many fruits and vegetables a person is eating during the week. The first 
column of Table 8.1 and Table 8.2 include both the official and (parenthetically) a more 
informal name of each process of change, as well as examples of each. 

Table 8.3 illustrates the stages in which various principles and processes of change are 
most relevant.
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STEP-BY-STEP
The basic assumption of traditional action-oriented interventions is that everyone is ready 
to change. The stage paradigm, however, operates under a fundamentally different assump-
tion—that the majority of individuals are not ready to change. This difference in perspec-
tive allows health care providers to assist patients in employing the most effective strategies 
at the right time to help them get ready to initiate and maintain lifestyle changes. From this 
perspective, encouraging the use of specific principles and processes at the appropriate 
time facilitates forward stage movement.

Step 1: Assess Readiness to 
Change
One of the core competencies for lifestyle medicine 
is assessing the patient’s readiness to make a be-
havior change.13 For example, you can assess how 
ready each patient is to exercise and eat healthy at 
public health criteria levels (e.g., in accordance with 
the ACSM guidelines for an accumulated weekly to-
tal of at least 150 minutes of moderate exercise, 75 
minutes of vigorous exercise, or some combination 
of these; eating at least 4½ cups of fruit and vege-
tables a day). It is crucial to know how ready your 
patient is to meet the rigorous gold-standard public 
health recommendation, which is the ultimate goal. 
If a patient has physical limitations that prevent him 
or her from achieving that level of exercise, you can 
assess their readiness to engage in whatever level of 
physical activity is safe for them based on your rec-
ommendations.

Exercise Staging Algorithm
For exercise, ask the patient’s readiness to participate in regular exercise defined as:

• Moderate-intensity aerobic or “cardio” activity that increases your breathing rate and 
causes you to break a light sweat (such as brisk walking) for at least 150 minutes (2 
hours and 30 minutes) each week.

OR

• Vigorous-intensity aerobic or “cardio” activity that causes big increases in your 
breathing and heart rate and makes conversation difficult (such as jogging or run-
ning) for at least 75 minutes (1 hour and 15 minutes) each week.

OR

• A mix of moderate and vigorous aerobic activity that is equal to at least 150 min-
utes of moderate activity, such as 90 minutes of moderate activity and 30 minutes of 
vigorous activity each week. (Keep in mind that 1 minute of vigorous activity equals 
2 minutes of moderate activity.)

Figure 8.9: A core competency is assessing if your patient is 
ready for exercise.
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After reviewing these recommendations with the patient, ask them: “Do you engage 
in regular exercise according to any of these definitions?” Record their response according 
to the following indicators:

• Yes, I have been for more than 6 months.

• Yes, I have been, but for less than 6 months.

• No, but I intend to in the next 30 days.

• No, but I intend to in the next 6 months.

• No, and I do not intend to in the next 6 months.

 Healthy Eating Staging Algorithm
Fruit and vegetable consumption is a marker behavior for heathy eating. For healthy eat-
ing staging, we recommend asking the patient’s readiness to eat 4½ cups of fruits and 
vegetables per day. (A cup is equal to 1 cup 100% fruit or vegetable juice, 1 cup cooked 
vegetables, 2 cups raw leafy vegetables, 1 piece of fruit, 1 cup of sliced or diced fruit, or 
½ cup dried fruit.)

After reviewing these recommendations with the patient, ask them: “Do you eat at 
least 4½ cups of fruits and vegetables per day?” Record their response according to the 
following indicators:

• Yes, I have been for more than 6 months.

• Yes, I have been, but for less than 6 months.

• No, but I intend to in the next 30 days.

• No, but I intend to in the next 6 months.

• No, and I do not intend to in the next 6 months.

Step 2: Tailor Interventions to the Patient’s Readiness 
to Change
Once you have assessed a patient’s readiness to exercise regularly or eat healthy, you can 
employ the strategies in Chapter 9 to assist them in moving to the next stage. Matching the 
intervention program or message to the needs of your patient increases the likelihood that 
they will successfully adopt and maintain the healthy behavior.

If, for example, your patient is in the Contemplation stage, you will want to work with 
them to identify and create a plan for overcoming barriers that could interfere with their 
behavior change efforts. You can then encourage them to shrink the cons by 

• comparing them to the long list of the benefits of physical activity.

• re-framing them by asking how important they are relative to the potential pay-offs. 
For example, asking “How does finding the time to exercise compare to the time you 
could be adding to your life by doing it?”

• countering them with practical alternatives or challenges, such as trying different 
classes if they are easily bored, watching a favorite show or listening to good music 
while doing cardio to make the time pass more quickly, joining a class for begin-
ners or going to the gym when it is not crowded if they are self-conscious, or taking 
advantage of low-cost or free forms of exercise if money is tight.
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Patients in Contemplation also benefit from committing to small steps they could take to 
increase their self-efficacy. You could share success stories of other patients to inspire your 
patient and/or discuss how their behaviors impact their health, their family’s health, and 
others in their social network. For additional suggestions about how to effectively intervene 
with patients in Contemplation, please review the intervention strategies described in the 
Contemplation section in Chapter 9.

As you work with your patients, they will hopefully move forward through the stages, 
becoming more ready to adopt and maintain regular exercise or eat healthy. Re-ask the 
stage of change assessment questions periodically so you can continue to use behavior 
change strategies that will be most effective as they progress through the stages of change.

PAIRING MOTIVATIONAL INTERVIEWING 
WITH THE TTM

Motivational Interviewing (MI) is a set of general clinical 
techniques aimed at addressing ambivalence toward change, 
overcoming resistance to change, and building a patient’s 
motivation. Rather than using more directive or coercive ap-
proaches, MI works from the perspective of the patient by 
aligning behavior change goals with the patient’s broader 
goals and values. Although it originally emerged out of ad-
diction treatment, MI has since been used to modify a range 
of health behaviors relevant to chronic disease prevention and 
management, including healthy eating, physical activity, and 
weight management. MI is a “way of being” that uses strate-
gies such as reflective listening, shared decision making, and 
eliciting change talk.

MI was developed by clinical psychologists William 
Miller and Stephen Rollnick. They viewed low motivation for 
change as a “state” that fluctuates over time and that can be 
influenced rather than as a stable, negative personality trait. 
They turned to the TTM and the stages of change to under-
stand and describe the different states of motivational readi-

ness. They proposed that the health care provider’s primary job is to elicit motivation to 
change by helping the patient explore and resolve ambivalence about change, which can 
lead to progress through the stages and to positive changes in behavior.

MI concepts, techniques, and skills complement the TTM principles and processes 
of change and provide additional tools that health care providers using TTM may find 
helpful. MI and TTM both provide strategies for meeting patients where they are in their 
readiness to change without pressuring, confronting, or coercing. Collaboration is a key 
component of MI. Providers using MI avoid an authoritative stance and instead seek to 
foster a partner-like relationship. The MI approach involves exploration and support rather 
than persuasion and argument. It is more like dancing than wrestling.

There are four broad guiding principles, four basic skills, and four processes for health 
care providers to use with MI. Each of these is discussed in the following sections. Table 
8.2, presented after the discussion, depicts how MI and TTM can be integrated and com-
plement each other in patient care.

Figure 8.10: Identify your patient’s barriers to change 
and then help them come up with a plan to over-
come those barriers.
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MI Guiding Principles
The four guiding principles of MI are:

• Express empathy

• Develop discrepancy

• Roll with resistance

• Support self-efficacy

The first principle of MI is Expressing Empathy. Em-
pathy is critical to the MI approach. The health care 
provider seeks to accept, understand, and support the 
patient’s feelings and perspectives without judging, 
criticizing, or blaming. It is important to note that ac-
ceptance is not the same as agreement or approval. It is 
possible to accept and understand an individual’s per-
spective while not endorsing it. When they feel under-
stood and accepted, patients may be less likely to deny, 
defend, or minimize their behavior; they may be more 
open to exploring their thoughts and experiences and 
the possibility of change. It is important to be able to empathize with people at each stage 
of change. Asking yourself questions such as the following will help you understand and 
empathize with your patients:

• How does it feel to be in Precontemplation if you are demoralized and are giving up 
on your ability to change? Or if you feel pressured to take action?

• How does it feel to be in Contemplation and be plagued with doubt?

• Is change worth it? Is it not? Should I put it off?

The second principle of MI, Develop Discrepancy, involves creating and amplifying a 
discrepancy between present behavior and important personal goals or values. Discrepancy 
is often triggered by an awareness of and discontent with the costs of present behavior and 
the perceived advantages to change. Once a discrepancy is recognized, the patient, rather 
than the health care provider, should present arguments or reasons for change. People are 
more often persuaded by what they hear themselves saying than what others tell them to 
do. Remember, people in Precontemplation are often unaware that they underestimate the 
Pros of changing and overestimate the Cons. People in Contemplation have an equal bal-
ance of Pros and Cons; increasing the Pros and decreasing the Cons produces a potential 
discrepancy.

The third principle of MI is Roll with Resistance. There are many types of resistance 
that can emerge in a therapeutic relationship. Some of the more common types include 
arguing, challenging, negating, blaming, excusing, and minimizing. Research shows that 
increased resistance leads to worse treatment outcomes. In MI, the health care provider’s 
challenge is to roll with resistance when it arises, while maintaining a collaborative en-
vironment. Resistance is not directly opposed or confronted. Rather the provider works 
alongside the resistance by using techniques like:

• Reframing—providing a different perspective.

• Normalizing ambivalence—acknowledging that change has its negatives and can be 
difficult.

• Emphasizing personal control—ensuring that the patient knows that they ultimately 
make the decision about whether, and under what conditions, they will change their 

Figure 8.11: MI works from the perspective of the patient by 
aligning behavior change goals with the patient’s broader 
goals and values.
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behavior.

People in Precontemplation often perceive coercion even when it is not present. Helping 
them appreciate that you respect where they are and can work with them can reduce resis-
tance. Pressuring people to take action when they are not ready creates resistance due to 
perceived or real coercion. Reframing change from taking action to making progress also 
reduces resistance.

The fourth principle of MI is Support Self-Efficacy. Increasing self-efficacy is essen-
tial in the change process. It’s important to remember that the patient, and not the health 
care provider, is responsible for choosing and carrying out change. However, the health 
care provider’s own belief in the patient’s ability to change is critical. People can have 
adequate self-efficacy in their ability to progress from one stage to the next, even if their 
self-efficacy is low for taking immediate action.

MI Basic Skills
The four basic MI skills for health care providers to use when interacting with a patient are 
summarized with the acronym OARS:

• Open-ended questions

• Affirmation

• Reflective listening

• Summaries

Open-ended questions facilitate dialog and invite the patient to give more than simple 
one-word answers. Here are examples of open- and closed-ended questions:

•  “What possible long-term consequences of an unhealthy diet concern you the 
most?” This is an example of an open-ended question. Open-ended questions are 
door-openers that encourage deeper exploration of the issue and encourage the pa-
tient to do most of the talking.

•  “Are you concerned about your lack of physical activity?” This is a closed-ended 
question. Questions that allow a yes or no response can impede further discussion 
and exploration.

Figure 8.12: Empathy is critical to the MI approach. Figure 8.13: Your patient must recognize the discrepancy.
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Affirmations are statements of recogni-
tion and appreciation that focus on the 
patient’s efforts and strengths. They help 
build confidence and can strengthen rap-
port. Affirmations help the patient to be-
lieve that change is possible and that they 
are capable of implementing that change. 
Statements such as “That’s a good sug-
gestion,” “It’s good that you are taking 
the time to work on this,” and “You’re 
clearly a resourceful person, to cope with 
such difficulties for so long” are exam-
ples of affirmations.

Reflective listening involves using 
statements that acknowledge and val-
idate what the patient is trying to get 
across. Reflective statements often be-
gin with phrases such as “It sounds like 
you…” “You’re feeling…” “It seems to 
you that…” A general rule of thumb is 
to give three reflective statements for ev-
ery question asked. Reflective statements 

tend to keep the momentum moving forward, while questions tend to cause a shift, or stop 
the momentum entirely. One caution to keep in mind: restating verbatim what the patient 
said makes it sound like an echo rather than a thoughtful response. Often, health care pro-
viders will rephrase what the patient said to make sure they really understand, or will add 
on a new idea to move the discussion forward.

Summaries are used to bring information together at various points. They are a form 
of reflective listening and an effective way to communicate the health care provider’s inter-
est in the patient and build rapport. Summaries also highlight important elements, such as 
concerns of the patient or ambivalence about change. Summaries can also be used to shift 
attention if the interaction is going in an unproductive direction. For example, one might 
say, “Let me stop and summarize what we’ve been talking about….”

MI Processes for Providers
The four MI processes for health care providers to use are engaging, focusing, evolving, 
and planning.

• Engaging to establish a helpful connection and working relationship

• Focusing to develop and maintain a specific direction in the conversation about 
change

• Evolving to elicit the patient’s own motivation for change

• Planning to develop commitment to change and formulate a concrete plan of action

The style and spirit of MI can remain useful while many other clinical skills and tools 
are being used to facilitate the person’s progress through the change process. It is adapted 
from Tomlin & Richardson (2004).36

See Table 8.2 to see how the four MI processes are applied to each stage of change.

Figure 8.14: Negating is a common form of 
resistance.



16    CHAPTER 8 Behavior Change and Motivational Interviewing 

Figure 8.15: Don’t forget to recognize your patient’s efforts 
and their strengths. Your support will help build their confi-
dence.

The MI style is best used to enhance readiness for 
change by helping the patient explore and resolve am-
bivalence. Thus, it is used best in the early stages of 
change—Precontemplation and Contemplation. Mill-
er and Rollnick’s (2012) 3rd edition of  Interviewing 
goes a step further and offers planning guidance to 
those in Preparation.37 In a meta-analysis of 72 clini-
cal trials spanning a range of target problems, MI by 
itself led to significant change at 6 months but not at 
12 months.38 Thus, MI is best when paired with a 
behavior change model like the TTM that can help 
facilitate lasting effects on behavior change. Doing so 
makes more sense to Miller and Rollnick (2012) than 
regarding MI as an alternative stand-alone treatment 
to compete with other approaches.37

The targeted behavior change strategies and 
techniques outlined by the TTM and MI will enable 
health care providers to more effectively practice life-
style medicine. Traditionally, patients who resisted 
pressure to adopt health behaviors were written off as 
unmotivated. But in reality, they were just not ready. 
The bottom line is that wishing you could change or 

wanting to change are not necessarily the same thing as intending to change. And, as you 
may have seen firsthand, the strategies and recommendations you typically use with pa-
tients who are ready to change simply don’t work with those who are not yet ready or who 
are getting ready. The good news is that you can help those patients who aren’t ready yet, 
or who are on the fence, make progress by using the right messages at the right time. Given 
the epidemic of chronic diseases resulting from unhealthy lifestyles, becoming a change 
agent may well be one of your most important clinical skills.



 17



18    CHAPTER 8 Behavior Change and Motivational Interviewing 

Table 8.4. Integrating Motivational Interviewing Techniques with the TTM Stages, Principles, 
and Processes of Change
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