What's MI?

® A collaborative, person-centred way of guiding the patient
to elicit and strengthen motivation for change

N{ OU\/ GU Ooha { [ H“[G 'V [e\/\/ [Hq e The goal is to increase intrinsic motivation rather than to
- impose it externally

e |tinvolves a blend of informing, asking and listening to
evoke the patient’s own values, goals, insights, motivation
Associate Professor Moira Sim and resources for change
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Ambivalence

e Normal human condition: to want and not to want to
change

e Normal to get stuck in ambivalence, often a long time
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The exercise For the helper

e Think of something you know you should change, Find out what the person is thinking about changing

* you want to change, Give at least 3 specific benefits that would result in that
e you need to change, person making the change

* have been thinking about changing... ) _
X it i Give suggestions as to how they could make the change

® but you're not quiis : . e
% 3 Pick something Emphasise how important it is to make the change
not too

W

Persuade the person to do it.
If you meet resistance, repeat the above.

PS. This is NOT motivational interviewing.




Brief intervention Collision of worlds

It works

Knowledge respected v i H ea ﬁ proe55|ona ' N

righting reflex The patient’s ambivalence

Role expected
Effective at a population level
In many cultures, with many issues

But sometimes it doesn’t work

Continuum of styles The spirit of Ml

® Collaborative: sharing power

Directing — Guidingﬁ Following

e Evocative: from patient

Authoritarian €= M| @) Rogerian e Autonomy: the right not to change

Situations
e patient needs to know how to take warfarin

® patient needs encouragement to exercise Global rating of clinician’s Ml spirit is a strong

. . predictor of patient behaviour change
e patient bursts into tears, love hurts
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Basic principles Back to the exercise
Ambivalence carries the seeds of motivation : ¢ Think of something you know you should change, you

want to change, you need to change, have been thinking
e Focus on understanding the patient’s dilemma ¥ | 4% \ about changing...
ambivalence .
( ) But you're not quite ready to...
e Don't be the one arguing for change
e Evoke the patient’s own argument for change

e Encourage realistic beliefs that change is possible




For the listener

Listen with interest, the goal is to understand the dilemma

Give no advice

4 guestions

* Why are you considering this change?

e If you wanted to succeed how might you go about doing this?
* What are the 3 best reasons to do this?

* On ascale from 0 to 10, how important is this change to you? And
why not zero?

Summarise, reflect the speaker’s motivation for change
What do you think you'll do? (And just listen and reflect back)

Ml in the beginning

Developed by William Miller & Stephen Rollnick, described
in 1983

Evolved from work with alcohol problem drinkers

An accident - surprise results

The evidence for Ml Rubak et al. (2005)

® Systematic review and meta-analysis of randomised controlled
trials using MI as the intervention

Many aspects of behaviour change from ranging from lifestyle
and drug use to self-destructive behaviours involving the law
* Alcohol and drug dependence

Smoking cessation

Weight loss

Increasing physical activity

Treatment of asthma and diabetes

Adherence to treatment and follow up

Criminal activity

A different role

® You don't have to make change happen, you can’t

e You don't have to come up with all the answers, you
probably don't have the best ones

e You're not wrestling, you're dancing

Miller, Benefield and Tonigan (1993)

problem drinkers were randomly assigned to
two different therapist styles (given by the
same therapists)

'

Higher resistance
Less likely to acknowledge problem and need to change
BResistance pattern predictive of less long term change

The evidence for Ml Rubak et al. (2005)

e Performed by clinical psychologist, doctors, nurses, midwives
® In 74% of trials, Ml outperformed traditional advice

e Measures of clinical relevance

* Body Mass Index (BMI), cholesterol, BP, blood alcohol
concentration, blood glucose, length of hospital stay

e Number of encounters, duration, length of follow up

* Number of encounters & length of follow up more
important than length of encounter

* Even brief encounters of 15 mins had an effect




The myth of the
unmotivated patient The role of Ml

e Motivation and readiness to change
® not personal traits
¢ afluctuating product of an interpersonal interaction

Not interested
in change

® Resistance and ‘denial’
* signals to modify strategies

Health worker expertise:

Talking - OARS

e Open-ended questions
CExpress empathy -
o Affirmations

[CIDevelop discrepanc
s 1) * Reflective listening

CAmplify ambivalence eiSiiTI
ORoll with resistance

OSupport self-efficacy

Adapted from Miller and Rollnick, 1993 and D. Rosengren

_ Impact of therapist on
The impact of... change talk and outcomes

Therapists with MI-consistent strategies (affirm, support
autonomy, empathy, reflection) are associated with
increased levels of change talk

e Listening and reflecting

Change talk predicts better treatment outcomes

Affirmation

Support of autonomy
Empathy

Reflection

Types of talk
- Change talk
- Sustain talk




® 4 questions
e Desire: Why are you considering this change?

OA: Ability Ability: If you wanted to succeed how might you go about
O | can, | could, it's possible, | know | can, | think | could, maybe | could, | doing this?

could try Reason: What are the 3 best reasons to do this?
OR: Reasons Need: On a scale from 0 to 10, how important is this change
[ Because, since, I'm sick of, | hate it, it pisses me off to you? And why not zero?

OD: Desire
O | want, | so want, | wish, I'd love to

OIN: Need ® Summarise, reflect the speaker’s motivation for change

11 must, Lneed importantlosticiealyia eliciipdonti e Commitment: What do you think you’ll do? (And just listen

OC: Commitment and reflect)
I 1 will, I'm going to, it’s time now, I'm going to seriously think about it

How MI is directive ¢and outcon

Selective eliciting questions
Selective reflection

Selective elaboration ® Resistance worsens
outcomes

Selective SRR e Commitment talk predicted

Selective affirming ‘ behaviour change

3 conditions for crossing over Avoiding the tr

® |t's no good here Avoid the righting reflex

e |t's going to be better on the other side Remember you don’t have to:
® | can get to the other side ® have a change plan
e sort things out

e sort things out today

Time and the therapeutic relationship you build is on your side




Summarise and hand it back

o Test the water with a summary and key question
“What will you do?”
“What now?”
“Where does that leave you?”
“Where do you go from here?”

A A A A A G R A c E
Maintanance
Aok Arrange CnDo Empathy
Ask Assist Arrange e T Gy
- Gonarate & ConDs Empatny
Ask  Assess Advse Assst  Amange o

Contemplation
Generstes Rellwith  Avsid CanDo  Empathy
=

Resistance  arguments

Pre-contemplation
Generatea  Rollwith  Avoid Empathy
Gap

Resistance  wrguments

Ak Assess Aovise Assist

Ak Assess  Advise

Encouraging ‘change talk’

Statements reflecting desire to, ability to, reasons for, need for and commitment to change

Easier ‘downhill’ ride

Elicit self-motivating statements,
benefits & plans for change,
commitments and concrete plans

Harder ‘uphill” work

Working against the status quo
Amplifying ambivalence

Care not to increase resistance

GRACE
Generate a gap
Roll with resistance
Avoid arguments
Can do

Express empathy

OARS EARS
Open-ended questions Elaborate

Affirmations Affirmations
Reflections Reflections
Summarise Summarise

Exploring ambivalence
Building motivation

Strengthening commitment

this orief intervention (B} aparoacn, al are screened by as<ing. ff
Ihe unneatny benaviour s identified the stage of change s,
hssessed and advice is given to encourage benaviowr change.
jstance & provided 1o thosa In the process of Change (and ths
Inay invove using mativational interviewing techviiaues| and foliow
/o 18 arranged to support ongaing changa action. There i sirong

Motwational interviewing (M) recognises that motivation to Ghange is a fustuating sroduct
of an interpersenal Interaction. It Ivoives fistening with empatny to understand and explorel
the patent's values. goa's, motvations. insights and resources; resisting giving advice of
‘argung; empewering the patient; and respacting the patients autonomy. The goa s 1o

ncrease intrinsic motivaticn by generating a gao (oetween what the patent wants and whal
'8 rather thanto impose it externaly. It s particuiary useful for those who are reluctant to

idence to supoortthe use of Bl and fts wel with the role of change. The patient is encouraged to vocalise the why and Now of change usng the OARS
aitn professonas. tools {open-ended questions, afirmations, reflective listening, summarise)

Ml is not

The transtheoretical model of change (cycle of change)
A way of tricking people into what you want them to do
A technique

Decisional balance

Assessment feedback

CBT

Client-centred ther

A panacea

What do you like about?
What d you like about?
Add your own concerns

® So where does that leave you?
Summarise

On a scale of 0-10 how much do you want to..?
® \Why so high?

On a scale of 0-10 how confident are yo

* \What can you do to succeed in this?

Summarise, follow up

Motivational Interviewing

Motivational Interviewing article in BMJ by Rollnick et al.
2016

Motivational Interviewing in Health Care: Helping patients change
behaviour. Rollnick, Miller & Butler. 2008. The Guilford Press.



http://www.motivationalinterview.org/
Motivational
http://www.stephenrollnick.com/index.php/all-
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