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Abstract

Poor health behaviors (e.g., smoking, poor diet, and physical
inactivity) are major risk factors for noncommunicable chronic
diseases (NCDs). Evidence supporting traditional advice-
giving approaches to promote behavior change is weak or
short lived. Training physicians to improve their behavior
change counseling/communication skills is important, yet the
evidence for the efficacy and acceptability of existing training
programs is lacking and there is little consensus on the core
competencies that physicians should master in the context of
NCD management. The purpose of this study is to generate

an acceptable, evidence-based, stakeholder-informed list of
the core communication competencies that physicians should
master in the context of NCD management. Using a modified
Delphi process for consensus achievement, international
behavior change experts, physicians, and allied health care
professionals completed four phases of research, including
eight rounds of online surveys and in-person meetings

over 2 years (n= 13-17 participated in Phases |, Ill, and

IV and n=39-46 in Phase II). Eleven core communication
competencies were identified: reflective listening, expressing
empathy, demonstrating acceptance, tolerance, and respect,
responding to resistance, (not) negatively judging or blaming,
(not) expressing hostility or impatience, eliciting “change-talk”/
evocation, (not) being argumentative or confrontational, setting
goals, being collaborative, and providing information neutrally.
These competencies were used to define a unified approach
for conducting behavior change counseling in medical settings:
Motivational Communication. The results may be used to
inform and standardize physician training in behavior change
counseling and communication skills to reduce morbidity and
mortality related to poor health behaviors in the context of NCD
prevention and management.
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INTRODUCTION

According to the World Health Organization
(WHO), nearly 71% of deaths worldwide are the re-
sult of noncommunicable chronic diseases (NCDs),
including cardiovascular disease, cancer, chronic
lung disease, diabetes, and obesity [1-5]. NCDs are
heavily influenced by a cluster of common health

Implications

Practice: “LEARN THE BASICS” proposes a
simple way to introduce behavioral change coun-
seling (BCC) in a fast-paced, time-efficient clinical
setting and suggest that its successful application
could significantly improve patient-provider re-
lationships, chronic disease management, and
health outcomes.

Policy: Implementing this training within
Continuing medical education (CME)-accredited
programs is expected to improve patient care and
reduce morbidity and mortality related to poor
health behaviors in noncommunicable chronic
disease (NCD) patients.

Research: This study responds to the need for the
development of an evidence-based, stakeholder-
driven, and time-efficient communication style
that may be used to improve BCC in the context
of NCD management, and results from this study
will be used to develop, in collaboration with
stakeholders, an innovative Sequential Multiple
Assignment Randomized Trial (SMART) that will
allow to pragmatically test the clinical effective-
ness of these BCC competencies to ensure longi-
tudinal research engagement, which is critical for
the future success of “LEARN THE BASICS”.

risk behaviors, that is, smoking, poor diet, and phys-
ical inactivity [2,5-8], which have become the focus
of treatment efforts among primary care and spe-
cialist physicians [9-11]. Traditionally, physicians
have relied upon giving “persuasive information,
education, and advice” as their primary approach to
encourage patients to change health risk behaviors
[12,13]. While well intentioned, this approach is met
with low success rates [12,14], probably, because it
fails to address issues related to motivation and con-
fidence, both of which are critical for successful be-
havior change [15].
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Despite the urgent need to address health risk be-
haviors in the context of NCD management, training
in evidence-based behavior change counseling
(BCC) techniques is not routinely offered as part of
standard medical curricula [16-19]. This has led to
an increased demand for BCC training through con-
tinuing medical education programs. Results from a
recent systematic review focusing on the efficacy of
BCC training programs for physicians in the context
of NCD management suggests that these programs
have been generally successful [20]. However, this
review highlighted several important limitations
of this literature, including the largely atheoretical
nature of the training programs, as well as significant
heterogeneity in terms of training structure and con-
tent. For example, 28 skills were taught across the
nine studies reviewed; programs taught an average
of 12 skills (range 6—21), and no study assessed the
same training program or skill set more than once.
Reporting quality was also very poor, which under-
mines reproducibility and hinders our ability to de-
fine appropriate “core” BCC training content and
modalities for physicians. Furthermore, the studies
reviewed did not appear to adhere to recommenda-
tions regarding stakeholder engagement and an inte-
grative knowledge translation approach to program
design, which may have led to the development of
competencies that are of limited relevance to the
end user [21,22]. Emerging evidence suggests that
engaging relevant stakeholders play a key role in
improving the translation and uptake of the results
of interventions into clinical practice [23], a major
criticism of BCC interventions for NCD manage-
ment [24,25]. While existing programs may have
demonstrated efficacy to improve BCC skills, the
lack of stakeholder involvement in the development
process (combined with no consensus on core con-
tent) will likely perpetuate the failure to translate ef-
fective BCC strategies into clinical practice as target
audience “buy-in” is key to implementation success.

Despite the limitations highlighted by our pre-
vious review [20], results suggested that the most
frequently taught BCC skills included the use of
open-ended questions, eliciting “change-talk”, and,
more broadly, using “motivational interviewing
(MI) like” techniques (which includes the use of
open-ended questions and eliciting “change-talk”,
as well as reflective listening and collaborative
goal setting). Despite its popularity and efficacy,
there has been some resistance among physicians
to undergo training in MI due to it being viewed as
an “interviewing” technique that falls within the do-
main of psychosocial counseling, psychology, psych-
iatry, and “self-help” approaches [26]. MI has also
been criticized as being too rigid, time consuming,
and impractical for use in busy medical settings [27].
Finally, there is little research on the long-term up-
take and maintenance of these techniques among
physicians’ postmotivational interviewing training,

and evidence suggests that even with ongoing
training, supervision, and follow-up, proficiency
levels rarely exceed beginner level [28].

There are a number of established theories that
underlie BCC and motivational interviewing [15,29-
31], and a systematic integrative knowledge transla-
tion approach could leverage these to determine the
core set of BCC competencies that physicians should
acquire to, then, define a new BCC approach for
medical settings. In this study, the Canadian Network
for Health Behavior Change and Promotion (CAN-
Change, www.can-change.ca) has endeavored to
make BCC training more appealing and acceptable
to physicians by defining a new approach called
Motivational Communication (MC). The purpose of this
study was: (a) to determine the core content of a BCC
training program in terms of the specific communi-
cation competencies to teach physicians and (b) to
determine expert consensus on the definition of MC
as an evidence-based communication approach for
improving BCC in the context of NCD management.

METHODS

We conducted an international, modified Delphi
study to determine expert consensus on the core com-
munication competencies that physicians would need
to acquire to effectively deliver BCC in practice. The
Delphi method is a widely accepted group commu-
nication process for gathering information within a
domain of expertise for the purpose of achieving a con-
vergence of opinion on a specific issue [32-34]. The
modified Delphi process is similar to the full Delphi
in terms of procedure and purpose, the major differ-
ence being that the modified process begins with a set
of carefully selected questions [32]. The advantages of
this approach are that it improves the initial response
rate and provides a solid theoretical grounding in pre-
vious work [32,35]. The present study was conducted
as part of a larger program aimed at determining the
core set of BCC competencies that physicians should
acquire in the context of NCD prevention and man-
agement, which will form the basis of a training pro-
gram that will undergo formal efficacy testing. This
study represents the initial competency definition
phase (consistent with ORBIT Model Phase I: define
and refine phases) [36].

In the present study, the Delphi process involved
four iterative phases (see Fig. 1): (a) generation, con-
firmation, and definition of all potentially relevant
BCC attitudes and skills by a core development
panel, culminating in a mid-term meeting with add-
itional stakeholders to achieve consensus on the initial
round of competencies that would be evaluated by an
international panel of experts; (b) a two-round elec-
tronic survey among a larger sample of international
experts to rank the competencies in order of import-
ance for behavior change; (c) a consensus meeting
with an expanded development panel (including
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Phase I
Item generation (sent: May 25" 2016, closed: Oct 2016, n=8)
Item confirmation (sent: Nov 2" 2016, closed: Jan 2017, n=9)
Item definition (Feb to July 2017, n=5)
Mid-term meeting (September 15" 2017, n=13)

Phase 11
Survey 1: Rate items (sent Dec 11%,2017, closed Jan 23™ 2018, n=46)
Survey 2: Rate and Rank items (sent Feb 21* 2018, closed March 215 2018, n=39)

Phase 111
Consensus Meeting (June 15" & 16" 2018, n=14)

Phase IV
Validation of MC Definition (sent September 28" — October 4™ 2018, n=17)
Validation of MC Items (sent November 28" — December 6™ 2018, n=17)

Fig 1 | Delphi process flow.

physician stakeholders) to finalize the list of core
BCC competencies and define a new BCC approach
for physicians: MC; and (d) a final validation phase of
the definition of MC through email correspondence
with consensus-meeting participants. Ethical approval
was provided from the Centre Intégré Universitaire
de Santé et Services Sociaux du Nord-delIle-de-
Montréal, Hopital du Sacré-Coeur de Montréal, and
all participants signed informed consent.

Participants

Allbehavior change expertsincluded in thisstudy were
recruited by accessing relevant research networks and
mailing lists through the International Behavioural
Trials Network (IBTN; https://ibtnetwork.org/) and
Can-Change [20]. In order to standardize the level of
expertise, all behavioral experts were selected on the
basis of being recognized experts in their field (e.g.,
having verifiable experience designing or delivering
behavior change interventions), 27 years of clinical
and/or research experience in the area of health be-
havior change, and selfrating their behavior change
expertise as 27 on a 0 (no expertise) to 10 (expert)
point Likert Scale. Participants were contacted by
email with directions on how to access an electronic
survey platform (Lime Survey). Once they had ac-
cessed the platform, they were invited to provide in-
formed consent and complete the surveys. In total, 46
international behavior change experts and physicians
completed eight rounds of surveys or in-person meet-
ings (5—46 participants per round, 2 completing all 8
rounds; see Tables 1 and 3).

Delphi phases
Phase I: item generation, confirmation, and definition and
mid-term meeting

Item generation. A total of nine behavior change experts
were contacted, of which eight (89% response rate)

participated in the item generation phase of the Delphi
process and formed our core development panel.
Participant characteristics can be found in Table 1. The
aim of the survey was to select the attitudes and skills
that would ultimately form the core content of a BCC
training program for physicians. Respondents were
asked to answer the following question: “In a health
care setting, what are the key attitudes and skills (be-
haviours) of the healthcare provider that facilitate or
inhibit behavior change among patients?” Participants
were invited to draw from the existing literature of
evidence-based competencies for behavior change.
In general, Behaviour change techniques found in
Michie’s Taxonomy [37] and meta-analyses observing
positive effects for MI-consistent communication skills
[20,38] were considered evidence based. All items gen-
erated by the participants were accepted in the first list
without any exceptions. The survey was launched in
May 2016 and was closed in October 2016.

Item confirmation. The same nine behavior change
experts were contacted (100% response rate, eight
of which were continuing from the previous round)
and completed the confirmation round, which con-
sisted of completing a second online survey. This
round was composed of two questions. For the first
question, all the attitudes and skills identified in the
previous round were presented and the participants
were asked to confirm that the list was exhaustive
and that the results reflected their expert opinion
on the core facilitative and inhibitory attitudes
and skills for behavior change. No items were cut
at this stage, only added. For the second question,
participants were asked to rank all the attitudes and
skills in order of their importance in facilitating or
inhibiting behavior change in medical settings. The
survey began in November 2016 and was closed in
January 2017.

TBM
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Table 2 | Phase II: mid-term meeting

Category Communication competencies
Listening Active listening

Reflective listening/using reflections
Empathy Empathy
Nonjudgmental curiosity Evocation

Open questions
Eliciting “change-talk”

Providing information (in Socratic manner)

Providing information

Assess and recognize readiness for change

Responding to resistance
Responding to ambivalence
Goal setting

Behavior shaping

Stimulus control
Reinforcement management

Fostering a change-based relationship

Acceptance, tolerance, and respect

Guiding relational style
Collaboration/working toward a common goal
Willingness to understand

Affirmation

Taking on the expert role

Telling patients what to do (being prescriptive)/advice giving

Manipulating

Guilting or shaming patients

Being argumentative or confrontational
Negatively judging and blaming
Displaying hostility and impatience

Item definition. Our research team (A.LD., K.L.L,,
S.L.B., and G.S.) worked to provide a working oper-
ational definition for each of the attitudes and skills
identified by consulting behavior change theory
and intervention literature [37,39-42]. Items were
removed from the list if the group determined that
their definitions overlapped significantly (agree-
ment achieved by consensus).

Mid-term meeting. A total of 13 behavior change ex-
perts (five of whom were part of the core develop-
ment panel) were invited to attend an in-person
mid-term meeting that was held during September
14-16, 2017 (see Table 1 for participant character-
istics). All participants were supported to attend (if
living outside Montreal) with study research funds.
At this stage, more physician stakeholders were in-
cluded to gather feedback from targeted end users.
The aim of the meeting was to reduce redundancy
between the different attitudes and skills and to
confirm their operational definitions. The meeting
started with a visual presentation detailing the
results from the initial surveys, during which op-
erational definitions of attitudes and skills were dis-
cussed and modified according to the discussion
and validated by the group. Item redundancy was
also discussed, and the panel voted to determine
which items should be retained or removed from
the list. Consensus was obtained for item inclusion
or exclusion for all items discussed.

Phase II: Delphi surveys

This phase was conducted with the goal of distilling
the information generated during the previous phase
to arrive at an international consensus about which
core attitudes and skills should be included in a BCC
training program targeting physicians. In Survey 1,
participants were presented the list of attitudes and
skills (and their definitions) and asked to rate their
importance (low importance = item is helpful but be-
havior change could be achieved without it [bottom
third]; medium importance = item is desired for be-
havior change but not essential [middle third]; high
importance = item is essential for effective behavior
change [top third]). Survey 1 also included a brief
demographic questionnaire, gathering information
on: sex, country of residence/practice, number of years
of research or clinical experience in behavior change,
and selfratings of expertise level (0 = no expertise and
10 = expert). Survey 1 was live from December 11,
2017, to January 23, 2018, and complete data were re-
ceived from 46 participants (see Table 1).

Thirty days after they completed Survey 1, all
participants were contacted by email and invited to
complete Survey 2. Participants were presented with
their previous personal rating, as well as the groups’
average rating from Survey 1 and asked to rate the
importance of each attitude and skill (low, medium,
or high). Participants were also asked to rank each
attitude and skill according to their relative import-
ance to each other. Survey 2 was live from February

TBM
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Table 3 | Ratings of communication competencies cut after Phase Ill, Survey 1 and 2

Survey 1 Survey 2

Rating

Low Low High
Communication competencies (%) Med (%) High (%) (%) Med (%) (%)
Negatively judging or blaming 10.9 0.0 89.1 0 0 100
Active listening 2.2 10.9 87.0 0 12.8 87.2
Displaying hostility and impatience 10.9 2.2 87.0 0 0 100
Acceptance, tolerance, and respect 6.5 13.0 80.4 2.6 2.6 94.9
Empathy 2.2 19.6 78.3 0 7.7 923
Setting goals 0.0 28.3 71.7 0 154 84.6
Willingness to understand 6.5 21.7 717 0 25.6 74.4
Responding to resistance 6.5 239 69.6 0 10.3 89.7
Eliciting “change-talk” 2.2 30.4 67.4 0 12.8 87.2
Collaboration/working toward a common goal 4.3 28.3 67.4 2.6 20.5 87.2
Guilting or shaming patients 13 26.1 60.9 0 25.6 74.4
Evocation 43 39.1 56.5 0 20.5 79.5
Responding to ambivalence 4.3 39.1 56.5 0 10.3 61.5
Being argumentative or confrontational 15.2 28.3 56.5 2.6 20.5 76.9
Reflective listening/using reflections 2.2 47.8 50.0 0 10.3 59.0
Open questions 0 50.0 50.0 0 43.6 56.4
Affirmation 6.5 435 50.0 0 53.8 46.2
Guiding relational style 10.9 413 47.8 - - -
Reinforcement management 23.9 32.6 43.5 - - -
Providing information (in a Socratic manner) 6.5 543 39.1 - - -
Behavior shaping 10.9 52.2 37.0 - - -
Stimulus control 21.7 47.8 30.4 - - -
Telling patients what to do (being prescriptive)/advice giving 19.6 67.4 13.0 - - -

21 to March 21, 2018, and 39 participants completed
the survey (85% of which also completed Survey 1).

For both surveys, cutoff scores for the inclusion
of the attitudes and skills into the next round were
established prior to examining the data. There is
no universally accepted standard for the minimum
percentage of agreement. Consensus, which can be
either agreement or disagreement with a statement,
is defined as a percentage higher than the average
percentage of majority opinion, where majority is
defined as a percentage above 50% [43,44]. In this
study, it was determined that attitudes and skills rated
“high” less than 50% of the time in Survey 1 and less
than 75% in Survey 2 would be excluded from the
final list. Consensus thresholds chosen are similar
to those adopted in other Delphi studies [45,46]. In
Survey 2, a more conservative threshold was chosen
to maximize the degree of stakeholder endorsement
of the items present on the final list (see Table 3).

Phase III: final consensus meeting

A total of 14 participants (including 12 who attended
the mid-term meeting and 5 from the core develop-
ment panel) met in person from June 15 to 16, 2018
(see Table 1 for participant characteristics). All parti-
cipants were supported to attend. Data from all phases

of the process was presented and discussed until con-
sensus on the final core list of attitudes and skills was
achieved, and a working definition of MC was drafted.
An independent qualitative research expert acted as a
moderator for the meeting in order to ensure that all
meeting objectives could be discussed within the avail-
able timeframe and all participants had an opportunity
to share their views regarding every discussion point.

Phase IV: definition validation

Following the consensus meeting, the core list of
communication competencies and the final defin-
ition of MC were emailed to all consensus-meeting
participants for validation. All participants had
2 months (September 28-December 6, 2018) to
provide feedback. Consensus was achieved on the
core list of competencies and MC definition before
concluding this phase of the research.

RESULTS

Phase I: item generation, confirmation, and definition

The item generation and confirmation rounds

yielded 47 items (13 facilitative interpersonal at-

titudes, 10 inhibitory interpersonal attitudes, 15

facilitative communication skills, and 9 inhibitory
page 647 of 652



PRACTICE AND PUBLIC HEALTH POLICIES

page 648 of 652

Ranked Facititative Attitudes

Ranked Inhibitory Attitudes

Fig 2 | Results from Phase | Rank of each facilitative and inhibitory attitudes and skills, where the smaller the number, the higher the item

was ranked on average.

communication skills; see Fig. 2). Following these
two rounds, results showed that “Listening,”
“Collaboration,” and “Tolerance” were the most
highly endorsed attitudes considered to facilitate
behavior change. Moreover, adopting a “Patient-
centred counseling style,” “Understanding pa-
tients’ values,” and “Responding to ambivalence”
were the most highly endorsed skills considered to
facilitate behavior change. Regarding inhibitory
attitudes, “Being judgmental” was the most highly
endorsed inhibitory attitude, while “Shaming the
patient,” “Doing all the talking,” and “Using a pre-
scriptive counseling style” were the most highly
endorsed inhibitory skills. Some items appeared
as both “attitudes” and “skills” (e.g., “Listening,”
Taking an expert role,” and “Guiding relational
style). Though the distinction between “interper-
sonal attitudes” and “communication skills” was
useful in the Generation and Confirmation rounds,
following the Definition round, duplicate items
were removed from the list in order to avoid re-
dundancy and the “attitude versus skill” distinction
was eliminated, with all items being, henceforth,
referred to as communication competencies. Thus,
following the Definition round, 39 communica-
tion competencies remained (see Supplementary
Tables 1 and 2).

Phase II: mid-term meeting

During this phase, participants discussed fur-
ther reducing redundancy in the list of commu-
nication competencies by grouping them into
categories according to their definition. The
aim was to ensure minimal overlap between the

different items (i.e., every item is a unique com-
petency not otherwise represented by another).
This phase reduced their number from 39 to 23
(17 facilitative and 5 inhibitory communication
competencies; see Table 2).

Phase Ill: Delphi surveys

A total of 256 behavioral experts were contacted,
90 of whom returned answers (35% response rate).
Of these, 24 were excluded because they did not
meet cutoff criteria for sufficient expertise in BCC
and 20 were excluded because they provided only
partial responses to the questionnaire. Survey 1 was
completed by 46 individuals, and 39 of those (85%)
completed Survey 2. Demographic information
on participants who completed Surveys 1 and 2,
respectively, is summarized in Table 1. Following
the cutoff criteria previously described, 17 com-
munication competencies remained after Survey 1,
and 11 communication competencies after Survey

2 (see Table 3).

Phase IV: consensus meeting
A consensus meeting was held in Montreal on June
15 and 16, 2018, which began with a summary
presentation of the results of the previous phases.
Each of the 11 communication competencies that
were identified in Phases I-III was individually
discussed and a vote was held to determine con-
sensus on whether each item should be included
in the set of core communication competencies
that should be taught to physicians. Consensus was
reached regarding the inclusion of the 11 commu-
nication competencies. However, some participants
BM
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suggested that “providing information neutrally”
was a critical competency that should be returned
to the list, despite it having been excluded during
Survey 1. After a group discussion, a consensus
was reached on readmitting this item to the list.
Then, while discussing the overlapping operational
definitions of “Evocation” and “Eliciting change-
talk”, it was also agreed to merge these items into
“Evocation of change-talk.” Other small modifica-
tions were made to the labeling and definitions of
the different competencies to ensure uniformity of
the list (see Supplementary Table 3). This left the
following 11 items:

Reflective listening

Expressing empathy

Demonstrating acceptance, tolerance, and respect
Responding to resistance

(not) Negatively judging or blaming

1)
)
3)
(4)
(%)
(6) (not) Expressing hostility or impatience
(7) Evocation of “change-talk”

(8) (not) Being argumentative or confrontational
(9) Setting goals

(10) Being collaborative

(11

) Providing information neutrally.

The second objective of the consensus meeting
was to determine and agree upon a definition of
MC based on the core communication competen-
cies identified in Phases I-III. All participants were
asked to suggest elements that should be included in
this definition. The following elements arose:

e “should be a communication style”;

* “developed to enhance the typical provider-patient
interaction”;

* “for multidisciplinary health-care providers”;

* “approach informed by the behavioural sciences”;

* “facilitates a long-term provider-patient relationship”;

* “tailored to and consistent with meeting the patient’s
needs, values, preferences and priorities”;

* “facilitates informed decision-making by patients”;

¢ “is time efficient and not an “add-on” intervention”;

* “focuses on targeted outcomes: long-term behaviour
change promotion/reduced risk behaviours/mainten-
ance of changes/moving patients through the process
of change”;

* “achieves three goals: increases patients’ awareness
of the ‘behavioural’ problem(s); their motivation to
change behaviour; and their confidence in their ability

to change behaviour.”

Using this list of elements identified, the research
team drafted the following working definition of
MC: “Motivational Communication (MC) is defined
as an evidence-based, time-efficient communication
style used by health care providers to promote sus-
tained patient engagement and self-management of

chronic conditions. It is informed by the behavioural
sciences and emphasizes shared decision-making
that is tailored to patients’ preferences, goals and
values.”

Phase V: definition validation

In the early fall after the June consensus meeting
(September 28, 2018), the working definition of MC
was circulated by email to all consensus-meeting
participants, in addition to three behavioral experts
involved in earlier phases of the study (z = 17) for
final validation. Consensus was achieved on the fol-
lowing definition of MC:

“Motivational Communication (MC) is defined
as an evidence-based, time-efficient communication
style used by health care providers to promote pa-
tient engagement, adoption of healthy behaviours,
and sustained selfmanagement of chronic condi-
tions. It is informed by the behavioural sciences and
emphasizes shared decision-making that is tailored
to patients’ preferences, goals and values.”

Final mnemonic for the MC BCC program

Upon obtaining consensus on the communication
competencies to be included in a definition of MC,
the mnemonic LEARN THE BASICS was gener-
ated by considering the first letters of each com-
petency (see Figure 3) to describe a new physician
training program that would be developed to teach
these competencies to physicians.

DISCUSSION

The purpose of this study was: (a) to determine the
set of core communication competencies that validly
represent MC as a BCC approach that can be used
by physicians (and other health care providers) and
(b) to achieve expert consensus on the definition of
MC as an evidence-based approach for improving
BCC in physicians working in the context of NCD
management.

We sought feedback from an international sample
of behavioral experts using a rigorous, structured
methodology (which included a Delphi consensus
process and several face-to-face meetings) to achieve
consensus on a core set of communication compe-
tencies and a final definition of MC. We were able
to confirm 11 communication competencies con-
sistent with that definition. These competencies can
be summarized by the simple mnemonic LEARN
THE BASICS: Listening, FEmpathy, Acceptance,
tolerance, and respect, Responding to resistance,
(not) Negatively judging, (not) Expressing Hostility
or impatience, Evocation of “change-talk,” (not)
Being argumentative, Setting goals, /nformation,
and Collaboration. To our knowledge, this is the
first study to use a systematic consensus approach
incorporating the views of relevant multidiscip-
linary stakeholders (e.g., behavioral experts, phys-
icians, nurses, and health administrators) to achieve
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Fig 3 | Mnemonic for the 11 motivational communication competencies.

consensus on what core BCC communication com-
petencies physicians should acquire in the context
of NCD management. While this set of competen-
cies was developed to target the promotion of good
health behaviors in the context of NCD, these com-
munication skills may be valuable in the context of
other medical settings and conditions where there
are behavioral issues to address (e.g., vaccination,
medication adherence, and practicing safe sexual
practices).

Training in evidence-based BCC and interest
in patient-provider communication has been
gaining attention in recent years. In 2015, the Royal
College of Physicians and Surgeons of Canada presented
CanMEDS, a framework outlining the core com-
petencies physicians need to acquire to effectively
meet the health care needs of the people they serve
[38]  (http://www.royalcollege.ca/rcsite/canmeds/
canmeds-framework-e). Consistent with this, we gen-
erated a definition of MC that represents the needs
of relevant stakeholders, which emphasizes MC as
a communication (rather than interview) strategy.
MC and its core competencies align with that of the
role of a “communicator” described by CanMEDS.
This provides support for MC’s pertinence and
likely acceptability and suggests that physicians may
be more likely to undergo BCC training if the ter-
minology used to describe the approach is in line
with national training frameworks. Finally, the com-
petencies that make up MC can be used alone or
in combination (depending on the therapeutic
goals). This lends them to be seamlessly incorpor-
ated into practice without increasing consultation
length, which was deemed important to physician
stakeholders and may further increase their uptake
in practice. Although stakeholder (physician) input
does not guarantee widespread acceptance of the
program by physicians, we believe that our stake-
holder engagement approach was a critical first step

to increasing the acceptance and uptake of the ap-
proach in practice.

Results from this study are being used to de-
velop, in collaboration with key stakeholders, a
MC-based BCC training program targeting phys-
icians. This program will be developed to be de-
livered both in person and online to increase reach
and impact. The first iteration of the program will
undergo proof-of-concept testing to determine the
minimum dose of training needed for physicians
to achieve competency in these skills (followed
by pilot testing and efficacy testing as per ORBIT
[36]). Since this is a newly defined approach for
BCC, we are also developing, in parallel, a com-
petency assessment tool to objectively assess phys-
ician competencies in these core skills [47]. We are
also developing this tool using an integrated know-
ledge translation approach that engages relevant
stakeholders (i.e., physicians) in the development
and testing process, which we believe will increase
physician engagement and optimize the efficacy of
these important training programs.

Study limitations and strengths
The Delphi process is an effective and valid tech-
nique to achieve the convergence of expert opinion
on a specific question [33]. However, the results of
this study should be interpreted within the context
of certain limitations. First, the experts included
in the initial Delphi round were selected from a
small group of experts from a single Canadian net-
work (Can-Change). While a limited number of
experts generated the initial list, participants were
from four Canadian provinces (Alberta, Ontario,
Quebec, and Nova Scotia) and were both English
(n = 6) and French (n = 2) speaking, which increases
generalizability. The survey was then extended to
international experts by leveraging the IBTN (343
members across 6 continents), which permitted an
BM
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increase in participant heterogeneity in subsequent
Delphi phases.

Second, the format of the Delphi can be a lengthy
process for participants, who are contacted mul-
tiple times to verify the data collected and offer
their input to further the process. This feature could
impact the retention rate of participants from one
phase to the next (though we only lost seven partici-
pants from Survey 1 to 2). Lastly, there is no stand-
ardized definition of what ‘consensus’ is and when
it is reached. This indicates that there may be some
measure of bias in decision-making as the consensus
moderator must decide when a sufficient level of
consensus has been reached. However, if the mod-
erator is independent of the study and the clinical
question is defined prior to the start of the project
and the criteria for consensus are determined prior
to examining the data, this can minimize bias [34].

Despite some limitations, this study also has a
number of notable strengths. First, the Delphi process
is ahighly structured method providing rigorous guide-
lines for achieving consensus. It offers a convenient al-
ternative to other qualitative research methods, such
as focus groups and in-person interviews, which can
be highly burdensome [48]. Second, the stakeholder
involvement in the development process represents a
major strength guaranteeing successful translation of
BCC strategies into clinical practice. Moreover, the
sampling of views from multiple stakeholders from
around the world and chosen to respond to rigorous
expertise criteria increases both the validity and rep-
resentativeness of the views expressed. Finally, the
Delphi surveys protect the participant’s anonymity
within the group and eliminate the possibility of bias
that can occur in in-person group conversations [34].

CONCLUSION

The burden of NCDs and the role of poor health
behaviors in their development and progression
is well documented as is the role of patient-health
care provider communication. This study responds
to the need for the development of an evidence-
based, stakeholder-driven, and time-efficient com-
munication style that may be used to improve BCC
in the context of NCD management. We used an
international iterative Delphi process to achieve
consensus on the core communication competen-
cies that physicians should acquire to improve BCC
with NCD patients that were informed by physicians
and deemed physician relevant and practice spe-
cific. These competencies were summarized to de-
fine “Motivational Communication.” Results from
this study indicate that there are 11 communica-
tion competencies that represent the basic elements
to master in order to achieve competency in BCC
and represent, by extension, the core content of a
training program for physicians. Maintaining longi-
tudinal physician engagement will be critical for the

future success of the “LEARN THE BASICS” pro-
gram, and eventual implementation of this training
within Continuing medical education-accredited
programs is expected to improve patient care and
reduce morbidity and mortality related to poor
health behaviors in NCD patients.
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