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Commentary

Family doctors are often involved in assisting patients 
with behaviour change. The 5 As framework has 
become the universal approach to teaching and 

practising the art of encouraging behaviour change 
(Figure 1).1 It is championed for its simplicity and easy-
to-remember acronym. In Australia, it is applied within 
general practice in the prevention guidelines for smoking,  
nutrition, alcohol, and physical activity advice.2

The 5 As model originates from the US Department 
of Health and Human Services, where it was developed 
as a framework for encouraging smoking cessation.3 
The framework is informed by the transtheoretical 
model of behaviour change first proposed by Prochaska 
and DiClemente.4 Its strength is in taking the individ-
ual perceived need as the starting point, which makes 
it possible to direct the process of care toward the 
patient and his or her personal situation. Since being 
developed specifically for smoking cessation, the mod-
el’s approach has been transferred to obesity man-
agement.1,5 This model has served well as an initial 
descriptor of a process that occurs between a clini-
cian and patient for behaviour change. However, the 
5 As model could be further developed to reflect more 
explicitly the complexity of patient behaviour change in 
obesity management.

Further development of an existing approach
The linear, sequential 5 As model implies that assist-
ing patients in behaviour change is a streamlined and 
straightforward process; however, this misinforms both 
learners and experienced clinicians, as assisting behav-
iour change is perhaps the most complicated task that 
a clinician can undertake. It is not simple to help a per-
son identify changes he or she wants to make to his or 
her behaviour, and it is even more complex to deter-
mine appropriate goals for the person and how changes 
should be implemented. The current 5 As model does 
not explicitly acknowledge that some patients will not 
be ready to progress into the assessment phase and that 
this should be respected. A model that better reflects the 
complexities of behaviour change is needed.

The 5 As model has been a helpful approach in start-
ing to understand the process for behaviour change. 
However, the simplistic representation of the process 
has led some research and teaching to suggest that a 
stepwise progression through the 5 As for each patient 
is needed. Experts in the field are aware that this was 
not the intention of the developers of the model. But the 
representation of the model with the 5 As does not make 
this clear for the learner or non-expert in behaviour 
change. To further develop research and teaching in this 
area, we suggest the following changes to the represen-
tation of the 5 As model:
• using patient-centred language,
• taking a person-centred approach, and
• acknowledging the importance of a strong therapeutic

relationship.

Patient-centred language. The importance of patient-
centred language in clinical practice has been linked 
to patient satisfaction and better communication out-
comes.6 Overall, the 5 A verbs in the model are not col-
laborative or patient-centred—they describe processes 
that you “do to” someone rather than “do with” some-
one. When the 5 As in obesity care are particularized, 
the description is collaborative and reflective of moti-
vational interviewing processes.1 For example, the ask 
phase of the 5 As model might be better represented by 
seek permission. This clearly conveys the expectation of 
the initial phase of the process. The simple A verbs do 
not convey the importance of partnership in the process, 
and the model would be improved with the use of more 
collaborative verbs.

Person-centredness. Person-centredness is a con-
cept that was fully explained by Starfield in 2011.7 She 
described person-focused care as a unique concept that 
was different from patient-centred care. With person-
focused care,8,9 the care of a person takes place over 
time, with a focus on the whole person rather than 
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represent slightly different verbs (eg, assist in Canada and the United States is 
arrange in Australia).

Figure 1. The 5 As framework*
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interrelated disease processes, and the person’s health 
beliefs, cultural values, and lived experiences become 
central to the management planning. A person’s exp-
erience of health care and his or her sense of well-being 
is the primary outcome of all care. Placing person- 
centredness at the core of a modified 5 As model high-
lights the importance of this approach when we are aiming  
to improve a person’s sense of his or her own health. 
This is principally important, as person-centredness has  
been related to positive health outcomes.10

Studies in primary health care that correlate consult-
ations with the 5 As process are described as success-
ful only if the practitioner discusses every stage of the 
5 As.11 Studies have repeatedly noted that practitioners 
most often ask and assess, but less frequently move to 
the advise, agree, and arrange or assist phases.12 This 
simplified view of the process does not recognize that 
for some patients, moving beyond the initial phases in a 
consultation is not appropriate. This view also overlooks 
that conversations about change do not need to occur 
in one consultation. Change over time is recognized 
in some research13 but not all, and is often overlooked 
when attempting to simplify the process when teach-
ing learners. If a patient does not wish to discuss obesity 
or there are other more pressing concerns, the prac-
titioner could be practising excellent, person-centred 
health care by not moving forward into further phases.

Therapeutic relationship. The therapeutic relationship 
between a practitioner and client has been well rec-
ognized in psychotherapy as a mediator for behaviour 
change.14 A strong therapeutic relationship is seen when 
there is mutual respect between the parties, an ability to 
collaborate on goal setting, and agreement on the best 
way to achieve the goals.15 There are increasing exam-
ples in the medical literature of a strong therapeutic rela-
tionship being associated with better patient outcomes.16 
The 5 As model could be improved with the recognition 
of the all-encompassing nature of a strong therapeutic 
alliance in assisting patients in behaviour change. The 
current model does not include this concept and gives 
the impression that anyone could ask, assess, advise, 
and arrange with the same success in patient behaviour 
change. This approach is unlikely to be true.17

The current 5 As framework is not reflective of con-
tinuity of care that is central to primary care. A strong 
therapeutic relationship bridges time in that it allows indi-
viduals to adapt to the challenges in their lives, recognize 
their priorities, and temporarily (or permanently) decline 
to pursue an intervention. Continuity of care is associ-
ated with improved uptake of preventive care such as life-
style interventions.18 A model that more closely reflects 
the strengths of primary care, using continuity of care and 
person-centredness, is likely to better reflect the needs of 
the individual rather than the constraints of a framework.

Proposed model
The 5 As model could be made circular to better align 
with the real complexities of patient behaviour change 
(Figure 2). The proposed model is encased in the thera-
peutic relationship recognizing the important strength 
this brings in patient behaviour change. Replacing  
A verbs with actions that are more collaborative and 
person-centred (eg, set goals) is aligned with current 
theories of patient-centred care and shared decision 
making. Explicitly outlining the good practice of desist-
ing in the process if a patient does not give permission 
is essential. Person-centredness is the centrepiece of 
the model, acknowledging the fundamental role of this 
value. By adding the follow-up phase, along with a view 
of the model over time (Figure 3), it is explicit that the 
journey with a patient through behaviour change occurs 
over time, at a pace that suits the patient’s needs.

Conclusion
Moving away from a linear, simplified model will bet-
ter recognize the truly complex nature of assisting 
patients in behaviour change. It is not necessarily a 
“failure” when a consultation does not progress through 
all 5 stages of the 5 As framework and this should be 
reflected in ongoing research in obesity care. By present-
ing the 5 As without reference to the patient’s context, it 
has at times, in research and teaching, been used as a 
simple “tick box” list. By connecting the 5 As to person- 
centredness, more justice is done to the underlying  

Figure 2. Proposed model for the management of 
obesity within each consultation
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strength of the transtheoretical model of behaviour 
change and the actions of the 5 As are explicitly con-
nected to the values of primary care. This modified 

model of the 5 As could be used to inform future obesity 
research and teaching on supporting patient behaviour 
change in primary care. 
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Figure 3. Proposed model for the management of 
obesity in primary care over time
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