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ABSTRACT

BACKGROUND: As chronic disease continues to weigh more heavily on
health care resources, lifestyle management and compliance to treatment
become paramount to patient care and care coordination. Although a
wealth of information is available to the public regarding the basic tenets
on exercise, nutrition, weight management, power of medications, and so
forth, patients do not always modify their behavior accordingly to improve
their overall health. Motivation seems to be both the key element as well as
the central puzzle in efforts to change behavior.

OBJECTIVE: To identify several strategies, including motivational
interviewing, that can be used to reduce resistance and improve the odds
of achieving positive clinical outcomes among noncompliant/resistant
patients.

SUMMARY: Providers once thought the following about nonadherent
patients: They don’t see (are in denial or lack insight), they don’t know,
they don’t know how, and/or they don’t care. However, instead of focusing
on the reasons why people do not change, researchers in behavior change
science recognize that the best questions to ask are: “Why do people
change?” and “What can we do to help?”

A worst-case scenario undermining positive clinical outcomes is one in
which the provider is arguing for change while the patient argues against it.
It is, therefore, more effective to enlist strategies that address the complex
interaction of motivations, cues to action, perception of benefits and conse-
quences, expectancies, environmental and cultural influences, self-efficacy,
state of readiness to change, ambivalence, and implementation intentions.
Motivational interviewing is one such approach that is evidence based and
increasingly well proven. Motivational interviewing is a client-centered,
goal-oriented method for enhancing intrinsic motivation to change by
exploring and resolving ambivalence, and it offers more than simply well-
intentioned advice or scare tactics.

CONCLUSION: A client-centered approach is the most important component
of a health coaching skill set. Patients can ascertain whether you are truly
attempting to understand their situation instead of merely trying to manipu-
late them into change. Respecting each patient’s autonomy, drawing out
ambivalence about change, evoking change talk, and allowing the patient to
develop and/or own the treatment plan greatly improve the odds of achiev-
ing positive clinical outcomes.
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enough to persuade a man to change his diet, exercise

more often, and take his medication. You would think that
hangovers, damaged relationships, an auto crash, and memory
blackouts would be enough to convince a woman to stop drink-
ing. You would think that coughing bouts and severe shortness of
breath would dissuade those with chronic obstructive pulmonary
disease from smoking or that the very real threats of blindness,
amputations, and other complications from diabetes would be
enough to motivate weight loss and glycemic control. And yet, it
is not enough.

As chronic disease continues to weigh more heavily on health
care resources, lifestyle management and compliance to treat-
ment become paramount to patient care and care coordination.
We are well acquainted with behaviors and treatment guidelines
that prevent and help to manage chronic conditions. The public
has access to a wealth of information regarding the basic tenets on
exercise, good nutrition, weight management, power of medica-
tions, and so forth. The provider has a plethora of materials from
which to choose. So why don't people change once they know
what they should do, especially in life-threatening situations?
Why don't they fill their prescriptions and take their medication
as prescribed? Motivation seems to be both the key element, as
well as the central puzzle, in efforts to change behavior.

You would think that having had a heart attack would be

El Why Don’t People Change?
Historically, providers believed in 4 popular notions concern-
ing their patients’ struggles to adhere to their treatment plans.
Providers thought the following about their nonadherent patients:
They don't see (are in denial or lack insight), they don't know,
they dont know how, and/or they don't care. Operating under
these assumptions, it made sense to apply the corresponding
common solutions:
e Give them insight: If you can just make people see, then they
will change.
e Give them knowledge: If people just know enough, then they
will change.
e Give them skills: If you can just teach people how to change,
then they will do it.
e Give them a hard time: If you can just make people feel badly
or afraid enough, then they will change.
Yet, we know that this, too, is not enough. Researchers in
behavior change science recognize that the best questions to ask
are: “Why do people change?” and “What can we do to help?”

El Why People Change

Over the last 2 decades, researchers have explained behav-
ior change by exploring the following theories: priorities and
values (Values Theory), perceived benefits and consequences
(Health Belief Model), self-efficacy (Social Cognitive Theory),
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Typical “Yeah-But Dance”

Pharmacist: | “I see that you haven't filled this prescription in quite a
while.”

Patient: “Yeah, I've just been really busy.”

Pharmacist: | “It’s really important to take this medication on a regular

basis. Did you take it as prescribed?”

Patient: “T know. Sometimes I forget. I don't like the side-effects.”

Pharmacist: | “People tolerate this medication very well if they take it as

directed.”

Pharmacist takes a few minutes to cover the proper way to take the medication.

Pharmacist: | “If you keep having problems, I would advise you to talk to
your provider about it. Perhaps he will adjust the dose or

even put you on another type of medication.”

“Yeah, okay.”

“Okay then. Your prescription should be ready in a few
minutes. Any more questions?” Brief pause. “I hope you
take this as directed. It’s really important for your health.”

Patient:

Pharmacist:

self-perception (Bem’s Self-Perception Theory), ambivalence
(Motivational Interviewing), stages of change (Transtheoretical
Model), activation (Patient Activation Model), and planning
activities (Implementation Intentions Model).!® In translating
theory to practice, people change because their values support it,
they think the change will be worth it, they think they can, they
think it is important, they are ready for it, they believe that they
need to take charge of their health, and they have a good plan
and adequate social support.'® This understanding of the reasons
why many people do go on to make difficult lifestyle changes is
critical to shaping our strategies with patients who have trouble
adhering to treatment guidelines.

Hl Why the Traditional Health Education Approach
Engenders Resistance

There is a subset of patients who do embrace the lifestyle changes
and treatment plan that are necessary to manage their conditions.
In these cases, education and follow-up are adequate. However,
many more patients are resistant to treatment regimens. The
reasons given for this resistance vary: they don't like taking medi-
cation, they don't think that their condition is severe enough to
warrant behavior modification, they are too busy or stressed, they
don’t want to make the recommended lifestyle changes, or they
don't think they can.

It becomes quite apparent that knowing what to do and putting
this knowledge into action are very different issues. When a
provider encounters resistance, it seems natural to provide good
arguments in support of the recommendations for the speci-
fied treatment or behavior. Therefore, the provider repeats the
advice and appropriate information or instructions. This evokes
a natural response in the patient to present reasons why they
can’t, won't, aren’t able to, or can't see why they should follow the
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advice. This effect can be seen in what's been called the “Yeah-But
Dance” between the provider and the resistant patient (Table 1).

The most current behavior change research indicates that not
only is this type of exchange ineffective in evoking change, but
studies have shown that it predicts negative clinical outcomes.>!°
Therefore, it is likely that the worst-case scenario undermining a
good clinical outcome is one in which the provider is arguing for
change while the patient argues against it. Rather, a more recent
perspective is that most people need more than well-intentioned
advice or scare tactics to prompt them to adhere to treatment
guidelines. They need an evidence-based approach that is con-
gruent with the theories presented earlier.

It is more effective to enlist strategies that address the complex
interaction of motivations, cues to action, perception of benefits
and consequences, expectancies, environmental and cultural
influences, self efficacy, state of readiness to change, ambivalence,
and implementation intentions. Motivational interviewing is one
such approach.

Il Motivational Interviewing

Motivational interviewing is “ ... a client-centered, directive [goal-
oriented] method for enhancing intrinsic motivation to change
by exploring and resolving ambivalence.”> The motivational
interviewing approach has been incorporated across diverse
populations, settings, and health topics. Its efficacy was first
demonstrated in the treatment of addictions, such as illegal drugs
and alcoholism. Continued research and 2 recent meta-analyses
that include rigorous methodology have reinforced the evidence
for the effectiveness of this client-centered approach.®°

Motivational interviewing has since been shown to be effec-
tive in improving general health status or well-being, promot-
ing physical activity, improving nutritional habits, encouraging
medication adherence, and managing chronic conditions, such as
mental illness, hypertension, hypercholesterolemia, obesity, and
diabetes.!'! In summary, motivational interviewing has been
shown to be equivalent to more intensive treatment, efficacious at
low doses (2-3 sessions), effective as a pretreatment adjunct, effec-
tive as an approach for less-motivated or prepared people, and
applicable in a wide range of situations for diverse populations.*
(See the Bibliography section at www.motivationalinterview.
org for a complete listing of all published literature using the
motivational interviewing approach, as well as Rollnick et al., for
information on how motivational interviewing has been adapted
to the health care setting.*®)

Motivational interviewing is not based on the information
model; does not rely on information sharing, advice giving,
or scare tactics; and is not confrontational, forceful, guilt rid-
den, or authoritarian. Rather, it is shaped by an understanding
of what triggers change. An interaction that is consistent with
motivational interviewing principles consistently outperforms
traditional advice giving in the treatment of a broad range of
behavioral problems and diseases.*®
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Motivational interviewing has been adapted for brief inter-
ventions and has been successfully used in the primary care
setting. During a typical interaction, the proficient practitioner
emphasizes the 3 underlying assumptions of motivational inter-
viewing—collaboration, evocation, and autonomy—to establish
rapport, reduce resistance, support autonomy, and elicit “change
talk” (i.e., one’s own reasons and arguments for change).>> The
intended outcome of these motivational interviewing sessions
is for clients to resolve ambivalence, move through the stages
of change, and follow through on treatment guidelines, which
would ostensibly result in improved clinical outcomes (Table 2).

Hl Application of Motivational Interviewing in the Primary
Care or Pharmacy Setting

The following scenarios present specific motivational interview-
ing techniques that the provider can use in a brief interaction in a
clinic or pharmacy setting to encourage treatment adherence ”°

Expressing Empathy

Objective: To establish rapport and avoid resistance by demon-
strating your understanding of the patient’s situation.

Example: “It’'s not easy making all of these changes.”

Follow-up: “On the other hand, you did say that you know these
numbers put you at risk.”

Rolling with Resistance

Objective: To avoid pushing against and magnifying resistance
and to allow the patient to simply explore their barriers in a non-
judgmental, supportive environment.

Example: “You really don't want to take the medication anymore.
It is hard to remember to take it, and you are feeling good.”
Follow-up: “I'm wondering where you see yourself in 6 months
after going off the medication.”

Elicit-Provide-Elicit (E-P-E)

Objective: To find out what the patient already knows, fill in the
gaps or correct misconceptions, and explore how this will fit
into the patient’s lifestyle. This is a time-saving strategy that
both validates patient knowledge and allows time to address
barriers.

Example: Elicit: “Mrs. Roberts, can you tell me what you know
about how this medication works and how you're supposed to
take i?”... Provide (after patient answers): “That's great. You've
pretty much got it nailed. I'd just like to remind you about avoid-
ing certain foods when you take it.” ... Elicit: “What do you think
is the biggest barrier for you to take this regularly?”

Supporting Autonomy

Objective: To reduce resistance by assuring the patient that you
know you cannot make them do anything—it is their choice.
Example: “Of course, it’s your choice, but as a pharmacist, I'd be
concerned if you elected not to try this medication.”
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Pharmacist:

“I see that you haven't filled this prescription in quite a
while. I'm wondering how it’s been going for you.”

Patient: “Well, I know I'm supposed to take it every day, but I don’t

like the side-effects.”

Pharmacist: | “Tell me more about that.”

Patient: “Well, I've been getting nauseous sometimes and even

light-headed.”
“That’s not a good feeling. Have you been able to connect
any factors to when it happens and when it doesn’t?”

Pharmacist:

Patient: “That’s a good question.” Pause. “It may be when I skip
breakfast. I guess I'm supposed to eat something with it.

But sometimes I'm in too much of a hurry.”

Pharmacist: | “So, when you get really busy, you take it on an empty

stomach and then you feel lousy.”

Patient: “Yeah ... exactly! But | know I should be taking it more

regularly.”

Pharmacist: | “I'm wondering if you have any ideas about how you could

do this even when you are really busy.”

Patient: “Hmmm ... I guess I could just grab something easy to eat

in the car, like a banana or protein bar. Would that help?”

Pharmacist: | “I think it could. But I would encourage you to experiment
with different ways of taking the medication until you
figure out what works for you. And if your side-effects
persist, please do talk to your provider. So, what do you
think?”

“I'm going to give it a try. I guess there’s no reason why

I can’t figure this out. I know I need to take these. Thanks
for helping me figure it out.”

Patient:

Pharmacist: | “I'm happy to brainstorm with you anytime. I really do
think you will be able to figure something out. This will be

ready in just a few minutes.”

In this scenario, do you think the patient will take the medication as
prescribed? If so, what will the patient do if there are continued side effects?

Follow-up: “Again, your doctor or I cannot make you do anything.
I do think it’s important that you consider all of your options and
make the right choice for you at this time. If you do elect to try
this medication, I can assure you that your doctor can monitor
any side effects and tweak the dosage.”

Exploring Ambivalence

Objective: To help the patient consider the pros and cons of change
in a relaxed yet systematic manner.

Example: “So, let’s talk about the pros and cons of taking this
medication for your lipids.”

Follow-up: “Let me see if [ can summarize where you are. On the
one hand, you hate the thought of going on any drug. You also
don't like the copays and the hassle of filling the prescription. On
the other hand, you haven't been able to do much with your diet,
and work is so busy that you haven't been exercising either. You
do see the importance of getting your numbers in line. Did I get
it all? What do you think is the best option for you?”
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Eliciting Change Talk

Objective: To evoke from the patient his/her personal reasons,
desire, ability, and need for change. This “change talk” predicts
increased commitment to the lifestyle change, which in turn is
correlated to good clinical outcome.

Example: “What makes it important to you to start an exercise
program?” “What benefits would come from losing weight?”
“Why do you want to quit smoking?”

Follow-up: “You know that exercise will help you manage your
stress, lose some weight, and lower your cholesterol levels. Plus,
when you did it before, you had more energy and slept better. You
also want to be a good role model for the kids and be able to play
sports with them.”

Developing a Plan of Action

Objective: To evoke from the patient a plan that they feel is realistic
and fits into their lifestyle. By having patients “own” the plan,
they are more likely to follow through.

Example: “So, what's the next step for you?” “What do you think
you could do (and would be willing to do) for your health right
now that would make the most difference?” “What do you think
is your best option?”

Follow-up: “You've outlined a great plan. Youre going to try to
increase the fiber in your diet and cut back on portion sizes.
You're also going to try and walk more often. Lastly, you're willing
to try the medication to see how that works for you. So, you're
going to do this?”

These specific motivational interviewing techniques offer
providers a way to encourage treatment adherence during a
brief interaction with a patient in the clinic or pharmacy setting,
Obviously, these various techniques should be applied in differ-
ent scenarios as part of a tailored approach to increase medica-
tion adherence based on the prevailing patient and situational
characteristics.

Hl Conclusions

The most important first step toward improving your health
coaching skill set is to embrace a client-centered approach.
Patients can ascertain whether you are truly attempting to under-
stand their situation and help them explore their ambivalence
compared with merely trying to manipulate them into change.
By respecting each patient’s autonomy and resisting the urge
to push against patient resistance, you have a better chance to
achieve treatment compliance. Ideally, by evoking reasons, desire,
ability, and need for change, you strengthen the patient’s motiva-
tion to make the lifestyle change. Lastly, by allowing the patient
to develop and/or own the treatment plan, the odds of reaching
positive clinical outcomes are greatly improved.
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