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Preface

This book is for any health care practitioner who spends time encourag-
ing patients to consider behavior change. The list is quite a long one:
nurses, doctors, dieticians, psychologists, counselors, health educators,
dentists, dental hygienists, social workers, physical and occupational
therapists, podiatrists, and sometimes even people who answer the office
telephones. The list of behaviors that might need to be changed is also
long: smoking, diet, exercise, medication changes, alcohol consumption,
fluid intake, the learning of new procedures, use of new aids, uptake of
services, and so on.

It was health care practitioners who brought the potential for moti-
vational interviewing in health settings to our attention. Each day they
see patients whose health could be greatly improved by behavior change.
Usually, their patients are not asking for help with this. The practitioners
do their best to encourage, persuade, cajole, counsel, or advise their pa-
tients to make changes. They have seldom received training and prepara-
tion in how to promote health behavior change, and often have only a
few minutes per patient to do so in the face of many other competing
clinical imperatives. We have listened to the problems, frustrations, and
practical constraints of frontline health care practitioners:

“I tell them and tell them what to do, but they won’t do it.”
“It’s my job just to give them the facts, and that’s all I can do.”
“These people lead very difficult lives, and I understand why they

smoke.”
“I’m not a counselor; I diagnose and manage medical conditions.”
“Some of my patients are in complete denial.”

We found that passion (and compassion) ran high about patient predica-
ments and how best to respond to them.
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When we first wrote about motivational interviewing we had coun-
selors in mind, and we focused on patient problems with alcohol and
other drugs. These patients had tough behavior change problems and
their lives frequently lay in ruins. Despite the devastating consequences
of their drinking or drug use, their ambivalence about change was strik-
ing. We quickly learned that lecturing, arguing, and warning did not
work well with ambivalent people, and over time we developed the more
gentle approach that would come to be called motivational interviewing.
The focus was on helping these people talk about and resolve their am-
bivalence about behavior change, using their own motivation, energy,
and commitment to do it.

Soon after publication of the first edition of Motivational Inter-
viewing (Miller & Rollnick, 1991), it became apparent to us and oth-
ers that this method could be useful outside the addiction field. In-
deed, struggles with ambivalence about change are not at all unique to
addictions, but are characteristic of being human. Presently, much of
health care involves helping patients to manage long-term conditions
where outcomes can be greatly influenced by lifestyle behavior change.
Yet patients often resist well-intentioned efforts to persuade them into
change. There are certainly limits to what a practitioner can do, but
there is also great potential for change. Certainly, motivation to change
is better elicited than imposed. Humane, respectful, and effective con-
versations about behavior change clearly have a place in many health
care settings.

Within a few years, publications were appearing on the use of moti-
vational interviewing in managing hypertension, diabetes, obesity, heart
disease, medication adherence, and a range of psychiatric and psycho-
logical problems. There are now over 160 randomized clinical trials of
motivational interviewing, with publications on the method doubling ev-
ery 3 years (see www.motivationalinterview.org).

We have now taught motivational interviewing to a diverse range of
practitioners. It is being used by providers in family practice, cardiac and
cognitive rehabilitation, renal medicine, diabetes care, physical therapy,
fitness coaching, dental care, mental health counseling, vocal/speech
therapy, and public health education. The challenge for us has been to
find a way for health care practitioners to use elements of motivational
interviewing in the “hurly-burly” of everyday clinical practice.

A first step in this direction was a book called Health Behavior
Change (Rollnick, Mason, & Butler, 1999). Cautious about diluting and
simplifying motivational interviewing beyond recognition, we all but
avoided any reference to it. The book merely described some useful,
practical strategies, many of them developed in health care settings that
adhered to the essential spirit of motivational interviewing—using good
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rapport to help the patient explore and resolve ambivalence about
change.

Teams of researchers followed a similar path, developing and test-
ing a variety of adaptations of motivational interviewing that spanned
many settings and problem areas. By the time the second edition of Mo-
tivational Interviewing (Miller & Rollnick, 2002) was published, adap-
tations had emerged with names such as brief negotiation, behavior
change counseling, a behavior “check-up,” and brief motivational inter-
viewing. Behind them all was the same idea about evoking patients’ own
motivations for change.

This book is a new synthesis on how to bring the heart of motiva-
tional interviewing into everyday health care practice. Few practitioners
have the time, need, or inclination to become counselors. Our goal here
is to convey just enough of the essential method of motivational inter-
viewing to make it accessible, learnable, useful, and effective in health
care practice.

We have tried to capture the essence of the approach without resort-
ing to foreign-sounding technical jargon. In this book we use the meta-
phor of a guide. We suggest that a guiding style is something used natu-
rally in everyday life to help other people, particularly with changing
their behavior or learning new skills. We contrast it with two other ev-
eryday communication styles: directing and following. Directing has
come to predominate in health care practice, precisely as it did in addic-
tion treatment during the 1970s and 1980s, and with the same predict-
able problems and limitations. The art of skillful guiding is all too often
lost in the hectic pace of modern health care. Some think that there is no
longer time for it in health care. But we believe that when time is short
and behavior change is vital, a guiding style is most likely to efficiently
produce better outcomes for patients and practitioners alike.

From this simple starting point come a number of implications for
training and practice. Motivational interviewing is a refined form of the
familiar process of guiding. The skillful practitioner is someone who can
shift flexibly among directing, guiding, and following styles in response
to patients’ needs. In other words, motivational interviewing does not
displace, but rather complements, the communication skills you have al-
ready developed.

This method is something that you can continue to learn and refine
throughout a lifetime of practice. This is so precisely because you can
learn it from your patients. Once you know what to listen for, every pa-
tient consultation becomes a source of learning and gives you feedback
about how you’re doing. When you finish reading this book, you won’t
be proficient in this guiding style of motivational interviewing. Instead,
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if we have written well, you will know how to learn it from your own
patients.

In Part I we begin by offering an overview of motivational inter-
viewing, its evidence base, and how it fits within the broader context of
health care. We then describe the three communication styles of direct-
ing, guiding, and following, and present three specific core skills: asking,
informing, and listening. In Part II we show how these skills can be
refined and used in the service of the guiding style of motivational inter-
viewing. Finally, in Part III we offer some practical examples and guide-
lines for improving your comfort and skill in using motivational inter-
viewing in practice. A final chapter looks beyond the individual
consultation to how the service environment might also enhance health
behavior change.

STEPHEN ROLLNICK, PHD
WILLIAM R. MILLER, PHD
CHRISTOPHER C. BUTLER, MD
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BEHAVIOR CHANGE AND MOTIVATIONAL INTERVIEWINGPrinciples and Evidence

C H A P T E R 1

Motivational Interviewing
Principles and Evidence

During the 20th century remarkable advances occurred in curing acute
illnesses. The successful treatment and control of infectious diseases sig-
nificantly prolonged life expectancy. Traumatic injuries that were once
fatal or permanently disabling are now treatable. Some forms of organ
failure can be addressed through dialysis, transplantation, and bypass
surgery. From the perspective of health care capabilities, populations in
developed nations should be healthier than ever before.

Yet there are signs that today’s young adults may be the first genera-
tion in modern history to be less healthy than their parents. Respiratory
diseases and cancers, diabetes and obesity, heart and liver disease, and
some psychological problems, such as depression, are all strongly linked
to health behavior and lifestyle. A majority of the maladies that now
cause people to consult health care professionals (e.g., physicians,
dentists, nurses, chiropractors) are largely preventable or remediable
through health behavior change.

In the developing world, and in the underbelly of large cities every-
where, people in inadequate living conditions also struggle against a
level of adversity that threatens their health. They consult health care
practitioners in difficult circumstances in which a similar range of health
behavior concerns arise, and they often feel that their health is not neces-
sarily something they can control. Yet here, too, behavior change is a key
component of many risks to health, from smoking, excessive alcohol
use, and poor diet to water purification, infant feeding practices, and the
prevention of infectious diseases.
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In the 21st century, health care is increasingly about long-term con-
dition management and thus about health behavior change—those
things that people can do to improve their health. And so it is hard to
think of a health care setting or professional role, a clinical diagnosis or
a health care problem, in which patient behavior change is not a poten-
tially important contributor to prevention, to treatment, or to the main-
tenance of health. However, most people who seek health care still seem
to be looking for a medical cure. They expect the practitioner to ask a

series of questions and then pre-
scribe a treatment that will restore
them to health or, at least, alleviate
their symptoms. In other words, no
matter how they may mistreat
themselves, the responsibility for
curing them is seen to lie with the
physician, the nurse, or the overall
health care system.

If you are a doctor, nurse, physical therapist, health social worker,
dentist, dental hygienist, dietician, podiatrist, counselor, health psychol-
ogist, or other health care professional, you probably have many conver-
sations about behavior change in the course of your typical work day.
What is often less clear is how a practitioner should approach this topic.
Should you:

Explain what patients could do differently in the interest of their
health?

Advise and persuade them to change their behavior?
Warn them what will happen if they don’t change their ways?
Take time to counsel them about how to change their behavior?
Refer them to a specialist?

This book was written to help you have productive conversations
with patients about behavior change. In particular, we describe a gentle
form of counseling known as motivational interviewing (MI), which has
been found effective in fostering change across a wide range of health
behaviors.

The clinical method of MI, first described in 1983, was initially de-
veloped as a brief intervention for problem drinking, in which patient
motivation is a common obstacle to change. Starting in the 1990s, MI
began to be tested with other health problems, particularly chronic dis-
eases, in which behavior change is key and patient motivation is a com-
mon challenge. There have been positive trials of MI in the management
of cardiovascular disease, diabetes, diet, hypertension, psychosis, and
pathological gambling and in the treatment and prevention of HIV infec-
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tion. Clinical trials of MI have been published across a broad range of
behavior-change problems.

MI works by activating patients’ own motivation for change and
adherence to treatment. Patients exposed to MI (vs. treatment as usual)
have been found in various clinical trials to be more likely to enter, stay
in, and complete treatment; to participate in follow-up visits; to adhere
to glucose monitoring and to improve glycemic control; to increase exer-
cise and fruit and vegetable intake;
to reduce stress and sodium intake;
to keep food diaries; to reduce un-
protected sex and needle sharing; to
improve medication adherence; to
decrease alcohol and illicit drug use;
to quit smoking; and to have fewer subsequent injuries and hospitaliza-
tions. It is not a panacea, of course; not all trials have been positive, and
the size of effect has varied widely. Readers interested in the research
base can find a bibliography of outcome studies at the back of this book
and also at www.motivationalinterview.org.

THE MYTH OF THE UNMOTIVATED PATIENT

Conversations about behavior change arise within a consultation when-
ever you or your patients are considering their doing something different
in the interest of health. That “do-
ing” might be taking a medication
regularly, using a walker, flossing
teeth, changing diet, exercising, and
so on. It might also involve cutting
down or quitting behaviors that are
harmful to health: smoking, heavy
drinking, drug abuse, overworking,
or eating junk food. Across health care specialties, the scope of possible
health behavior change that can be discussed broadens considerably to
include such subjects as patients’
footwear (in diabetes), fluid intake
(kidney disease), condom use, atten-
dance at a clinic, use of hearing
aids, and so on. For the purposes of
this book, a strict definition of
health behavior might not be neces-
sary.

When a patient seems unmoti-
vated to change or to take the sound
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advice of practitioners, it is often assumed that there is something the
matter with the patient and that there is not much one can do about it.
These assumptions are usually false. A starting point for this book is that
motivation for change is actually quite malleable and is particularly
formed in the context of relationships.

The way in which you talk
with patients about their health can
substantially influence their personal
motivation for behavior change. No
person is completely unmotivated.
We all have goals and aspirations.
You can make a difference and have
a long-term influence on your pa-

tients’ health. How, then, should one respond when what patients need
is behavior and lifestyle change?

THE “SPIRIT” OF MI

MI is not a technique for tricking people into doing what they do not
want to do. Rather, it is a skillful clinical style for eliciting from patients
their own good motivations for making behavior changes in the interest
of their health. It involves guiding more than directing, dancing rather
than wrestling, listening at least as much as telling. The overall “spirit”
has been described as collaborative, evocative, and honoring of patient
autonomy.

• Collaborative. MI rests on a cooperative and collaborative part-
nership between patient and clinician. Whereas the patient-centered clin-
ical method is a broad approach to the consultation, MI addresses the
specific situation in which patient behavior change is needed. Instead of
an uneven power relationship in which the expert clinician directs the
passive patient in what to do, there is an active collaborative conversa-
tion and joint decision-making process. This is particularly vital in
health behavior change, because ultimately it is only the patient who can
enact such change.

• Evocative. Often health care seems to involve giving patients
what they lack, be it medication, knowledge, insight, or skills. MI in-
stead seeks to evoke from patients that which they already have, to acti-
vate their own motivation and resources for change. A patient may not
be motivated to do what you want him or her to, but each person has
personal goals, values, aspirations, and dreams. Part of the art of MI is
connecting health behavior change with what your patients care about,
with their own values and concerns. This can be done only by under-
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standing patients’ own perspectives,
by evoking their own good reasons
and arguments for change.

• Honoring patient autonomy.
MI also requires a certain degree of
detachment from outcomes—not an
absence of caring, but rather an ac-
ceptance that people can and do make choices about the course of their
lives. Clinicians may inform, advise, even warn, but ultimately it is the
patient who decides what to do. To recognize and honor this autonomy
is also a key element in facilitating
health behavior change. There is
something in human nature that re-
sists being coerced and told what to
do. Ironically, it is acknowledging
the other’s right and freedom not to
change that sometimes makes
change possible.

These three characteristics de-
scribe the underlying “spirit” of MI, the mindset with which one ap-
proaches conversations with patients about behavior change.

FOUR GUIDING PRINCIPLES

Relatedly, the practice of MI has four guiding principles: (1) to resist the
righting reflex, (2) to understand and explore the patient’s own motiva-
tions, (3) to listen with empathy, and (4) to empower the patient, en-
couraging hope and optimism. These four principles can be remembered
by the acronym RULE: Resist, Understand, Listen, and Empower.

R: Resist the Righting Reflex

People who enter helping professions often have a powerful desire to set
things right, to heal, to prevent harm and promote well-being. When see-
ing someone headed down the wrong path, they will usually want to get
out in front of the person and say, “Stop! Turn back! There is a better
way!” This is a laudable motivation; it is often what calls people into
service to others. Given this motivation, the urge to correct another’s
course often becomes automatic, almost reflexive.

A problem is that this first inclination can have a paradoxical effect.
The reason is not that patients are flawed, recalcitrant, lazy, or in the
grip of pernicious denial. Rather, it is a natural human tendency to resist
persuasion. This is particularly true when one is ambivalent about some-

Principles and Evidence 7

Often health care seems to involve
giving patients what they lack, be it
medication, knowledge, insight, or
skills. MI instead seeks to evoke
from patients that which they
already have.

There is something in human
nature that resists being coerced
and told what to do. Ironically, it is
acknowledging the other’s right and
freedom not to change that
sometimes makes change possible.



thing. Problem drinkers, for example, often know perfectly well that
they are drinking too much and that it is having some adverse conse-
quences. But they also enjoy drinking and don’t like to think of them-
selves as “having a problem,” and thus they prefer to see their drinking
as reasonably normal. Virtually every problem drinker we have treated,
if allowed to explore it, has felt two ways about drinking.

When a health professional takes up the “good” side of the patient’s
internal argument and tries to set the patient right, what happens? If you
say, “I think you are drinking too much, and should cut down or quit,” the
patient’s natural response is to argue the other side of the ambivalence:
“It’s not that bad, and I’m doing fine.” The temptation then is to turn up
the volume, to argue all the more forcefully that the person is in trouble
and needs to make a change. The patient’s response, again, is predictable.

PRACTITIONER: Well, if you did decide to exercise more, that would not
only help your knee but also help you lose weight and improve your
mood, you know. Exercise makes people slimmer, fitter, and feel better.

PATIENT: Yes, I know all that. But I can’t help thinking that if I exercise
while my knee hurts, even with gentle things like swimming, that I
am doing more damage to it, despite what you say about those stud-
ies you read. . . .

This acting out of the patient’s internal dilemma might be therapeutic in
some way were it not for another well-documented basic principle of hu-
man nature: We tend to believe what we hear ourselves say. The more
patients verbalize the disadvantages of change, the more committed they
become to sustaining the status quo. If you converse in a way that causes
patients to defend the status quo and argue against change, you may

well inadvertently decrease rather
than increase the likelihood of be-
havior change actually happening.

In sum, if you are arguing for
change and your patient is resisting
and arguing against it, you’re in the
wrong role. You are taking all the
good lines. It is the patient who should
be voicing the arguments for change.

MI is about evoking those arguments from the patient, and that means first
suppressing what may seem like the right thing to do—the righting reflex.

On many, if not most, issues of health behavior change, patients are
ambivalent. They want to; they might be able to; they see good reasons
to; they know they need to; and then they hit that “but.” That’s where
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patients’ thinking may stop unless you help them through the ambiva-
lence. Fortunately, there is much you can do to make that happen, start-
ing with the next guiding principle.

U: Understand Your Patient’s Motivations

It is the patient’s own reasons for change, and not yours, that are most
likely to trigger behavior change. And so a second guiding principle is to
be interested in the patient’s own concerns, values, and motivations. In
MI one proceeds in a way that evokes and explores patients’ perceptions
about their current situations and their own motivations for change.
This may sound like a prolonged process, but it need not be. It can be
done within the normal length of your consultation. We believe, in fact,
that if your consultation time is lim-
ited, you are better off asking pa-
tients why they would want to
make a change and how they might
do it rather than telling them that
they should. It is the patient, rather
than you, who should be voicing the
arguments for behavior change. We
address the practicalities, the “how to,” of this and other principles in
Part II.

L: Listen to Your Patient

MI involves at least as much listening as informing. Perhaps the normal
expectations of a health care consultation are that the practitioner has
the answers and will give them to the patients. Often you do have an-
swers, and patients come to you for this expertise. When it comes to be-
havior change, though, the answers most likely lie within the patient,
and finding them requires some listening.

Good listening is actually a complex clinical skill. It requires more
than asking questions and keeping quiet long though to hear patients’
replies. In their book Making the Patient Your Partner, psychologist
Thomas Gordon and surgeon Sterling Edwards discussed how such
quality listening is a vital part of good medical care in general.* It in-
volves an empathic interest in making sure you understand, making
guesses about meaning—a skill discussed in more detail in Chapter 5.

Principles and Evidence 9

If your consultation time is limited,
you are better off asking patients
why they would want to make a
change and how they might do it
rather than telling them that they
should.

* Gordon, T., & Edwards, W. S. (1995). Making the patient your partner: Communication
skills for doctors and other caregivers. Westport, CT: Auburn House.



E: Empower Your Patient

It is increasingly clear that outcomes are better when patients take an ac-
tive interest and role in their own health care. A fourth guiding principle
in MI is empowerment—helping patients explore how they can make a
difference in their own health. Again, the patient’s own ideas and re-
sources are key here. You know that regular exercise is important, but it
is your patients who know best how they could successfully build it into
their daily lives. Patients in essence become your consultants on their
own lives and on how best to accomplish behavior change. An impor-
tant role for you in this process is to support their hope that such change
is possible and can make a differ-
ence in their health. A patient who
is active in the consultation, think-
ing aloud about the why and how of
change, is more likely to do some-
thing about this afterward. You, the
practitioner, are an expert in facili-
tating the patients’ bringing their
expertise to the consultation.

Encouraging health behavior change by applying MI effectively
within the space of a few minutes and in conjunction with other health
care tasks is a highly skillful process. Through working in health care
and listening to countless consultations over the years, we have devel-
oped deep admiration for the level of skillfulness that so many frontline
clinicians already manifest in practice each and every day. Our hope in
providing this book is not to displace these naturally honed skills and in-
stincts but rather to offer what assistance we can in supporting your de-
sire and ability to help patients change.

CONCLUSION

This chapter has described the rationale for using MI when talking to
patients about behavior change. In the next chapters we discuss in more
detail how MI fits into the normal communication processes of health
care. Chapter 2 places the guiding style within a continuum of communi-
cation styles that you normally use in practice. We describe MI as a re-
fined form of guiding. We also discuss three core communication skills
that are also part of normal practice. The purpose of all of this is to help
you place MI within the context of your day-to-day work. In Part II we
explain how these basic skills can be used in the service of guiding be-
havior change.
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C H A P T E R 2

How Motivational Interviewing Fits
into Health Care Practice

How do you take MI, developed by psychologists for counseling, and
use it in your everyday practice? Your time is often short, and we are
asking you to absorb not just technical matters but also a different way
of thinking about promoting change in others. MI can seem both
comfortingly familiar and difficult to integrate. Is it something com-
pletely different from what you do normally? Our answer is no.

This chapter aims to link MI and everyday health care practice
through examination of three com-
mon styles of communication in
health care: directing, guiding, and
following. MI is a refined form of
guiding. In this chapter we also look
at three core communication skills:
asking, informing, and listening.
These skills are simple and basic in
themselves, but, used in combination, they are the tools that make for ei-
ther effective or ineffective directing, guiding, and following.

“BUT I USE THIS METHOD EVERY DAY . . . ”

“This MI method is nothing new. I do this every day.” This is a common
reaction among practitioners who are presented with a description of MI
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for the first time. You may have recognized explanations and even re-
called recent consultations characterized by some of the principles de-
scribed in Chapter 1. Perhaps a patient was talking about behavior
change in a constructive way, and your role seemed almost effortless.
Perhaps you were not trying to convince the patient to change at all.
Your role was a quieter, more supportive one. As the 17th-century
French polymath Blaise Pascal wrote in his Pensées, “People are gener-
ally better persuaded by the reasons which they have themselves discov-
ered than by those which have come in to the mind of others.” Indeed,
eliciting motivation for change from patients themselves is not a new
idea, and neither is the supportive approach that we call guiding. MI is
built on this platform.

THREE COMMUNICATION STYLES

One of the most striking features of MI is a feeling that you get in the
consultation, almost tangible, that your stance in relation to the patient
is easy and less conflict-ridden. As a colleague once remarked, “It’s like
dancing rather than wrestling.” This experience is not just a reflection of
the patient’s attitude and behavior but of yours as well. It is linked to
how you approach the whole topic of behavior change. Shift your style,
and the consultation feels different.

The term “style” captures nicely this strategic approach to helping
patients. In this book a communication style refers to an attitude and ap-
proach to helping patients, a way of talking with them that characterizes
your relationship with them. Different communication styles are used
for different purposes. The guiding style seems particularly suited to dif-
ficult conversations about behavior change. However, other styles are
better suited to other purposes. Here are some concrete examples.

Imagine that you are sitting down with a good friend to talk over
something that is distressing her. In particular, she is torn about whether
to stay in a relationship with someone she has cared about for years. It’s
a decision with far-reaching implications. How will you respond?

One approach is to listen carefully and follow along as she pours
out her story, seeking to be sympathetic and supportive as she sorts out
what she wants to do. By listening and taking the time to understand
what she is experiencing, you are also helping her to voice and clarify
her own feelings. You don’t offer any answers for her. Rather, you try to
be a good companion on this journey that is clearly hers to make.

Suppose, however, that you have a very clear opinion as to what she
should do. A second approach would be to offer your straightforward
advice as her close friend. By telling her how you see her situation, mak-
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ing a clear suggestion, and explaining your rationale for it, you hope to
be helpful in getting her unstuck and moving in a healthier and happier
direction. In this approach you respond to a person in distress by telling
her what she should (or at least could) do, helping her solve her prob-
lem.

A third approach goes down the middle between the other two,
combining some of the better qualities of both. You listen carefully and
empathically to understand your friend’s dilemma. Then you ask her
about the various options she is considering, and you both explore to-
gether the pros and cons of each. Here or there you may offer a bit of
what you know about her or about people and relationships more gener-
ally, recognizing and honoring that ultimately it is her life and her deci-
sion to make. As some clarity emerges, you help her to move in the di-
rection that she has chosen.

These three examples correspond, respectively, to the three commu-
nication styles to be discussed in this chapter: following, directing, and
guiding. All three are legitimate and important methods of communica-
tion. All three are used in everyday life, as well as in health care practice,
and each style has contexts in which it fits and works best. We therefore
make no value judgments about the worthiness of each style. Instead, we
suggest that problems emerge when there is an incongruity between style
and task. One way of thinking about these three styles is to imagine
them along a continuum, with following at one end, directing at the
other, and guiding in the middle. Another is to imagine that you are sit-
ting in the center of a circle, able to reach out to use the appropriate style
as needed (see Figure 2.1).

In a way, each of these styles reflects different attitudes about your
role in the relationship. For a helping professional, they reflect different
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assumptions about how one is to go about the process of being helpful
in different situations.

Following

Everyone likes a good listener, and most people believe that they are
good listeners. A truly good listener suspends his or her own “stuff” in
the interest of giving full attention to understanding the other’s experi-
ence. Good listening does not involve instructing or directing, agreeing
or disagreeing, persuading or advising, warning or analyzing. It has no
agenda to achieve other than seeing and understanding the world
through the other’s eyes.

In the style of following, listening predominates. You follow the
other person’s lead. With regard to
behavior change, a following style
communicates “I won’t change or
push you. I trust your wisdom
about yourself, and I’ll let you work
this out in your own time and at
your own pace.” A patient who is in
tears after you deliver bad news
needs a following style from you.

So, too, at the beginning of a consultation, a brief period of following
helps you to understand patients’ symptoms and how these fit into the
larger picture of their life and health.

Directing

The directing style bespeaks quite a different interpersonal relationship.
In this approach you take charge, at least for the time being. It implies
an uneven relationship with regard to knowledge, expertise, authority,
or power. Sometimes this approach saves lives. A director, in essence,

tells a person what to do, with or
without explaining the rationale. In
everyday life, a director is usually
responsible for seeing that you per-
form your job properly, for judging
your performance, and for oversee-
ing appropriate consequences for a
job well or poorly done. There are,
of course, other styles of manage-
ment, but a clear line of authority is
involved in being a director, man-

14 BEHAVIOR CHANGE AND MOTIVATIONAL INTERVIEWING

Some synonyms for “following”:
Go along with Go after
Allow Attend
Permit Take in
Be responsive Shadow
Have faith in Understand

Observe

Some synonyms for “directing”:
Manage Prescribe
Lead Tell
Take charge Show the way
Preside Govern
Rule Authorize
Reign Take the reins
Conduct Take command
Determine Point toward
Steer Administer



ager, supervisor, or chief. With regard to behavior change, the directing
style communicates, “I know how you can solve this problem. I know
what you should do.” The expected complementary role is adherence or
compliance. Many health care practitioners will recognize this as one of
the cornerstones of their education. A directing style seems appropriate
for countless situations in which a patient depends on you for decisions,
action, and advice. Patients often appear to expect and want this kind of
take-charge approach from you.

Guiding

A guide helps you find your way. It is not within the guide’s authority to
determine what you want to see or do. You decide where to go, and you
hire a knowledgeable guide or travel
agent to help you get there. Con-
sider the guide and director roles in
education. In a director role, medi-
cal faculty determine what their stu-
dents will study, what learning ac-
tivities are required, and what
standards constitute acceptable per-
formance. A more guiding role is that of a tutor, who is a resource to
help students in more self-directed learning. A good guide knows what is
possible and can offer you alterna-
tives from which to choose. With re-
gard to behavior change, the guid-
ing style communicates, “I can help
you to solve this for yourself.”

Mix and Match

All three of these styles—following, directing, and guiding—are used in
everyday life. They are suited to different types of circumstances and re-
lationships, and a mismatch can cause problems. A student who takes a
directing tone with a teacher is stepping out of role and may thereby get
into trouble. A parent who follows
along passively while a wild child
rampages around a restaurant is
likely to be regarded as irresponsi-
ble.

More often these three commu-
nication styles are intermixed, and
skillfulness in communication in-

How MI Fits into Health Care Practice 15

Some synonyms for “guiding”:
Enlighten Look after
Encourage Take along
Motivate Accompany
Support Awaken
Lay before Elicit

With regard to behavior change,
the guiding style communicates, “I
can help you to solve this for
yourself.”

All three of these styles—following,
directing, and guiding—are used in
everyday life. They are suited to
different types of circumstances and
relationships, and a mismatch can
cause problems.



volves flexible shifting among them. Watch a skillful parent and young
child for an hour, and you will probably see all three styles. Good
parenting requires good following—being willing and able to listen to a
child’s feelings and imagination, hopes and fears, successes and adven-
tures. Good parenting also requires some directing, such as when a child
is about to wander out into traffic on a busy street. The setting of consis-
tent limits involves directing: “Get out of the bath now!” “Homework
first, then we’ll play.”

Skillful parents also guide. By the age of 6 or so, children ordinarily
develop the ability to self-regulate, to form a plan and direct their behav-
ior toward it without external enforcement. Children vary widely, how-
ever, in the extent to which they can self-regulate, and parenting style is a
contributing factor. Research shows that parents whose children develop
solid self-regulation skills tend to use a guiding style in helping their chil-
dren to learn. Imagine a parent and a 4-year-old child seated together at
a table. The child’s task is to use the various-sized blocks on the table to
build a tower as tall as possible. What does the parent do? The directing
parent tells the child what to do at every step along the way, immediately
corrects mistakes, and may even take over block placement for the child:
“Let me do that!” The following parent sits back and watches the child’s
trial and error without offering help. The guiding parent does a little of
both: watching patiently and with interest, but also stepping in now and
then perhaps to whisper a tip in the child’s ear—“Try putting the big
ones on the bottom!”—then stepping back again to let the child try.

An art teacher could similarly work anywhere along this contin-
uum. A highly directing teacher might ask the student to copy step by
step or might literally hold and direct the hand that holds the brush or
chisel. A following teacher might provide the raw materials and then sit
back, letting students explore freely without direction. In between is the
guiding style, in which the art teacher walks around the room, watching
attentively, providing encouragement, asking what the student has in
mind, now and then offering a suggestion if the student wants it. The
same teacher may use all three styles flexibly within the same class ses-
sion or may begin with more directing early in the course and then step
back to more guiding and following as students progress.

Think back to your own favorite teacher—the one in whose class
you were particularly motivated and engaged, the one who saw possibil-
ities and brought out the best in you. Though it is not always the case,
this person was probably skillful at guiding you.

Across the wide range of circumstances you meet in everyday health
care practice, there is a place for each style. A skillful practitioner is
someone able to shift flexibly among these styles as appropriate to the
patient and situation. What is described as “an old-fashioned, good bed-
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side manner” is probably a reflec-
tion of much more than a friendly
doctor or nurse. It is someone with
the skill to switch among communi-
cation styles and the wisdom to seek
and understand what style the pa-
tient needs.

The Overuse of Directing

Skillful practitioners abound, and they often seem like the unsung heroes
in the maelstrom of modern clinical practice. Yet a disturbing pattern
seems evident in health care, in both practice and management, with the
balance of communication shifting toward directing while the value of
following and guiding is often ignored. The well-intentioned efforts of
service providers to assess, prioritize, diagnose, provide, measure, pro-
mote, follow up, and reach targets can express themselves in a directing
style that compromises quality care, permeates most conversations, and
all too often renders patients the
passive recipients of doses of care.
Under pressures of time to check off
boxes, conduct standardized assess-
ments, adhere to competency frame-
works, and reduce costs, an action-
oriented culture sometimes prevails,
and directing is the style that ex-
presses this value. The difficulty, however, is that many problems are
more effectively solved by a better balanced mixture of styles. It is often
better to follow and contemplate a little, to support and guide, before
using a directing style.

Stefan is 14-year-old boy who attends the diabetes clinic every few
months, where he goes through a routine of weight and blood glu-
cose testing with familiar, friendly faces. He has failed to bring his
diary along (was he even keeping it properly?). His meeting with the
doctor starts with some friendly chat, then proceeds through a se-
ries of investigative questions to the main concern: a poor blood
glucose test result. He is strongly advised to keep his diary more
faithfully and to maintain a good injecting routine. He leaves feeling
guilty. He did not expect his struggles with puberty and diabetes to
be raised, and they weren’t. But at least on this occasion, he wasn’t
told to watch his diet and get more regular exercise. That was a re-
lief.
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A directing style is appropriate in many circumstances and can be
used skillfully, but it ought not to be the only way you interact with pa-

tients. There are times when it is not
essential or even possible for you to
be the expert director, and that is par-
ticularly true in discussions of pa-
tients’ lifestyle and behavior change,
in which it is crucial to engage the pa-
tient’s own motivation, energy, and
commitment. A guiding style is prob-
ably called for, something Stefan
might have responded to better. If
you want cooperative patients, di-
recting is not your only option.

Guiding, MI, and Behavior Change

Health care ethics emphasize human autonomy, the right of the person
to make informed decisions about the course of his or her own life.
Much as one might like to step in and make the “right” choices for a
patient (or child, or student), the practitioner’s ability to do so is con-
strained. Health outcomes are often highly influenced by and depend-
ent on the patient’s own behavioral choices—on doing something new
or differently. Smoking, drinking, diet, exercise, medication adher-
ence—these are examples of important health behaviors that can have
a major effect on the course of a patient’s health or illness and over
which health care practitioners have little or no direct control. Yet let-
ting go of some control does not mean lack of influence. In human re-
lationships, it is quite possible to influence that which we do not per-
sonally control.

Guiding is well suited to helping people solve behavior-change
problems. MI is a refined form of this guiding style. A practitioner using

MI will conduct the discussion in
line with a guiding style, paying
particular attention to how to help
the patient make his or her own de-
cisions about behavior change.
Thus, although all MI could be con-
sidered a form of guiding, not all

guiding is MI! In contrast to the more general guiding style, MI:

• Is specifically goal-directed. Often the practitioner has a spe-
cific behavior-change goal in mind and gently guides the pa-
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tient to consider why and how he or she might pursue that
goal.

• Pays particular attention to certain aspects of patient language
and actively seeks to evoke the patient’s own arguments for
change.

• Involves competence in a well-defined set of clinical skills and
strategies that are used to evoke patient behavior change.

To help you understand the heart and nature of this way of talking
with patients, we next look at three basic communication skills. Used in
combination, these skills are your tools for creating the communication
styles we have been discussing, including MI.

THREE CORE COMMUNICATION SKILLS

Asking, informing, and listening are three basic but important commu-
nication skills. They are the means by which any of the three commu-
nication styles just discussed can be put into practice. These skills are
observable behaviors, the things that you actually do to implement the
style you are adopting. Health professionals regularly ask, listen to,
and inform patients in their consultations. Using these tools well in-
creases your freedom to conduct the consultation in a time-efficient
and productive manner. They are the communication equivalent of
technical proficiency in music; the more proficient, the wider the range
of application, skillfulness, and enjoyment. Here is a brief synopsis of
each skill:

• Asking. The practitioner’s intent in asking questions is usually to
develop an understanding of the patient’s problem(s). Some nuances,
functions, and consequences of using this tool within a guiding style are
described in Chapter 4.

• Listening. Good listening is an active process. It is a check on
whether you understand the person’s meaning correctly, and it also com-
municates “What you are saying is important to me. I want to hear
more.” Done well, it also encour-
ages the patient to explore and re-
veal more, and it sometimes does so
within a surprisingly short period of
time. In many ways, good listening
is the core skill when using the guid-
ing style.

• Informing. The principal ve-
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hicle for conveying knowledge to the patient about a condition and its
treatment is informing. The practitioner usually informs the patient
about a range of facts, diagnoses, and recommendations. When inform-
ing is not done well it can result in poor adherence or glazed looks from
patients as the practitioner talks to them.

What Is Your Preference?

Of these three core communication skills, is there one that you particu-
larly favor in practice? You do use all three, of course, but perhaps you

tend to rely on one of these more
than others in talking with your pa-
tients. Practitioners tend to develop
consistent habits in health care con-
sultations. Do your consultations
tend to lean more heavily on one of
these communication tools, or per-
haps a combination of two out of
the three? The same question ap-
plies to the three communication

styles described earlier. Do your current consultations lean more toward
directing, guiding, or following?

When we ask which tools practitioners use most, the most common
answer we hear is, “Asking and then informing,” and practitioners re-
port using these skills mostly in the service of a directing style. For exam-
ple, “I find out what’s wrong with the patient [asking and listening],
then I diagnose and recommend treatment [informing].” This one–two–
three combination is obviously useful in practice, but when it comes to
behavior change, it also contains some unintended consequences; more
on this later.

One practitioner we met reacted with consternation to the possibil-
ity of incorporating some new evidence about the management of a par-
ticular problem. “Oh, no,” he laughed. “Now I’m going to have to de-
velop a completely new line of patter.” Then he explained that he had
developed a very comfortable routine for managing his consultations.
He asked a few questions about specific symptoms and then delivered in-
formation, suited to the circumstances, about diagnosis and treatment.
This was his modus operandi. It involved mostly asking and informing,
and he could do it in his sleep. Now he felt obliged to consider broaden-
ing his repertoire. His “line of patter,” as well as his attitude toward
helping his patients, began to change.
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STYLES AND SKILLS:
YOUR ATTITUDE AND YOUR BEHAVIOR

All three skills (asking, listening, informing) are used in all three styles
(following, guiding, directing), but the skill mix in each style may be
quite different. The key difference among the three styles is in the under-
lying attitude and assumptions about how to address a patient’s prob-
lem. Of course, your attitude is not expressed just in the skill mix but
also by complementary signals from your tone of voice, the quality of
eye contact, body language, and such things as the seating arrangement
in your consulting room.

Figure 2.2 presents a model of the relationship between styles and
skills. In general, the directing style tends to be heavy on informing,
whereas a following style relies heavily on listening. All three styles in-
volve a certain amount of asking. The guiding style features perhaps the
most equitable balance in use of the
three tools.

Figure 2.2 describes the fre-
quency with which skills might be
used across styles. However, there is
another important difference across
styles: the way in which they are
used and the purposes they are used
for. Thus asking in the service of directing will often look and sound
quite different from asking in the service of a following or a guiding
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FIGURE 2.2. Styles and skills: How often are skills used within different styles?
Adapted with permission from Barbara B. Walker.

Asking in the service of directing
will often look and sound quite
different from asking in the service
of a following or a guiding style.
Similarly with listening and
informing.



style. So, too, with listening and informing. As an example of the skill of
asking, “How much do you smoke each day?” is often phrased in a way
that’s indicative of a directing style, whereas “What would it take for
you to stop smoking?” might be more indicative of a guiding style. Table
2.1 provides more examples.

Directing and Core Skills

A directing style can be just what patients expect and well suited to the
demands of the clinical situation.
Done well, directing has a quality of
being well timed, personally rele-
vant, clear, and compassionate. To
achieve this, you might have to be-
gin with a following style.

Poor Directing

Directing can also be used with a lack of grace, in a way that leaves pa-
tients feeling unheard and dissatisfied. Here is an example of directing
gone wrong. A patient with a hip problem consults a specialist who has
the latest X-ray results:
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TABLE 2.1. Asking, Informing, and Listening Vary According to the Style
Being Used

Asking

• “How may times has that happened?” [directing]
• “What kind of change makes sense to you?” [guiding]
• “How have you been since your son died?” [following]

Informing

• “Your best option is to take these tablets.” [directing]
• “Changing your diet would make sense medically, but how does that feel for

you?” [guiding]
• “Yes, it’s a common experience; many patients also feel quite shocked and

unsettled about simple things like going to the toilet.” [following]

Listening

• “So you understand what’s going to happen this morning, but you want me to
tell you more about what will happen later on.” [directing]

• “You’re feeling concerned about your weight, and you are not sure where to go
from here.” [guiding]

• “This has been a huge shock.” [following]

Done well, directing has a quality
of being well timed, personally
relevant, clear and compassionate.
. . . It can also be used with a lack
of grace.



PRACTITIONER: How have you been getting along with the hip? [asking]

PATIENT: Well, since that operation its been really hellish, to be honest.
The pain is still really hard to bear and sometimes those pills just
don’t help. I wonder if there is something still wrong with it.

PRACTITIONER: Have you been in to see your family doctor? [asking]

PATIENT: Yes, she’s given me these pills that she said you recommended.

PRACTITIONER: Good, because I think they will help you. I can tell you
that the X-ray shows that you have made a very good recovery and
that your hip appears to be in good condition. [informing]

PATIENT: Well, uh, it still hurts so much, I tell you, doctor, yesterday it
was unbearable.

PRACTITIONER: It will get better with time, if you are doing all the right
things like I told you. Take your medication and take a walk twice a
day. I’d like to see you again in 3 months. [informing]

PATIENT: Yes, OK, but have you any idea why it hurts so much?

PRACTITIONER: Well, my examination of your hip and the X-ray tells
me that the hip is healing, and sometimes this just takes time. [in-
forming]

PATIENT: Is there any other medicine that might help?

PRACTITIONER: Well, we’ve got you on the best medicine we can give
you. The process of mobilization is often painful to begin with. We
could arrange some extra physical therapy for you if you like. I’ll
sort it out. You’ll get a letter or a telephone call within the next
week or so.

In this example, the practitioner exclusively used a directing style,
with a lack of listening. This suggested a lack of interest in the patient as
a person and even communicated disrespect. It also undermined the op-
portunity to gain important diagnostic information.

Better Directing

The habitual use of an “ask–inform, ask–inform” pattern of skill usage
can be quite off-putting to patients. It can be done differently (the same
scenario as preceding):

PRACTITIONER: How have you been getting along with the hip? [ask-
ing]

PATIENT: Well, since that operation its been really hellish, to be honest.
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The pain is still really hard to bear and sometimes those pills just
don’t help. I wonder if there is something still wrong with it?

PRACTITIONER: It sounds like you are going through a difficult time.
[listening]

PATIENT: Terrible. I mean I expected pain, but there’s something about
this that doesn’t feel right, so much so that my son is convinced that
something went wrong in the operation, and he says I must ask you
about this.

PRACTITIONER: I honestly don’t think so, when I look at your hip itself
and the X-ray [informing], but tell me, when and how does it hurt?
[asking]

PATIENT: You see, I have taken the tablets that you and my family doctor
recommended, but it’s no good. When I get up from my chair or
bed, it’s really terrible. I don’t complain easily.

PRACTITIONER: Let’s have a look at the X-ray together. If you look just
here, what we look for is whether the new joint is in the right place
and the bones are all OK, and on this one of yours it looks fine.

PATIENT: So you don’t see a problem there?

PRACTITIONER: No. Mobilization after these operations can sometimes
be pretty tough, but if you soldier on, I think it will get better [in-
forming]. But it sounds like you will feel more reassured if we keep a
much more careful eye on your progress and arrange for some extra
help with getting you properly going again.

PATIENT: I’d really appreciate that.

PRACTITIONER: I will ask for the physical therapist to see you again to
help you more with that. She will be able to guide you about that
tough trade-off between pain and activity. [informing]

PATIENT: So you don’t think there is anything really wrong with my hip?

PRACTITIONER: Based on what I see here, it doesn’t seem like it, but I do
think we need to keep a close eye on your progress. [informing]

PATIENT: Is there any other medicine that might help?
(The patient and practitioner

discuss medicine and physical ther-
apy assessment and support.)

The small increase in listening,
based on a genuine desire to take on
board the concerns and experiences
of the patient, clearly enriches the
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diagnostic task. The use of a directing style in this example leaves the pa-
tient feeling better understood and, indeed, with a more helpful plan for
his or her recovery.

Following and Core Skills

Following and Gathering Information

It is easy to appreciate the value of a following style when working with
a patient facing distressing circumstances. However, probably more
common is the use of this style at the beginning of the consultation:

PRACTITIONER: How are things going?

PATIENT: Well, not so good, to be honest, I’ve been in a lot of pain.

PRACTITIONER: Tell me what’s happened. [asking]

PATIENT: Well it’s one thing to have arthritis, another thing to be having
this. (Bends to one side, rubs left knee.)

PRACTITIONER: I can see that you’re in pain now, as you speak. [listen-
ing]

PATIENT: Yes, I am, and it’s driving me crazy, slowly but surely.

PRACTITIONER: It’s one thing to have the arthritis you’ve had for some
time, but this is something different. [listening]

PATIENT: No, it’s not different, it’s the same damn knee, but the pain is
now too much.

PRACTITIONER: It’s getting hard for you to bear, and it’s dominating
your life. [listening]

PATIENT: Exactly. My wife drove me down here, but you should see how
I hobbled into the clinic.

PRACTITIONER: Tell me about what this pain is like and how it’s affect-
ing you. [asking]

PATIENT: Well, I don’t know. I can hardly get out of the chair. I can’t go
down to the shops any more. Even if I got there, the pain is just eat-
ing me up . . .

PRACTITIONER: Most of the time, this pain is there and it’s gnawing
away at you. [listening]

PATIENT: That’s a good word, because it’s always there, slowly driving
me crazy.
(The discussion continues, and the patient talks about how it’s af-

fecting almost every part of his life.)
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PRACTITIONER: (shifting style to directing) Can I ask you now about
pain relief? Tell me, . . . [asking]

Following a Request for Treatment

Following is also an appropriate style when a patient makes a request
and it is appropriate for you to go along with this.

PATIENT: I’ve heard about those patches to help you quit smoking. I
want to give them a try. Will you prescribe them for me?

PRACTITIONER: You really want to quit. [listening]

PATIENT: I do. I’ve made the decision, and tomorrow is the day, if you
can let me have those patches.

PRACTITIONER: Good for you. You feel that patches is the right way to
go. [listening]

PATIENT: Yes, I cannot go cold turkey without nicotine replacement. I
tried that before. I felt sick, even vomited once, jumpy, I just could-
n’t cope. Another time, I even tried hypnosis. What a waste of
money that was. My partner tried the patches and they worked for
him. I think I want to try them, too.

PRACTITIONER: So it’s worked for your partner and you are determined
to do so as well. [listening]

PATIENT: Yeah. If he can do it, so can I. In some ways he was more ad-
dicted than me. He’s really supportive now, and together I think we
can beat it this time.

PRACTITIONER: Great. I just need to check a few things with you . . . [in-
forming]

Following an Upset Patient

Most practitioners would agree that following is highly recommended
when a patient is distressed, angry, or very anxious.

PATIENT: I’m shattered. I think you know that they told me yesterday
that I will probably die in just a matter of months.

PRACTITIONER: This must have come to you as quite a shock. [listen-
ing]

PATIENT: A terrible shock. I was afraid of this (bursts into tears).

PRACTITIONER: Your worst fears were confirmed. [listening]
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PATIENT: Exactly. It’s not like I hadn’t thought of this before, but to hear
someone actually say it, just like that. I was stunned.

PRACTITIONER: You wish the news had been broken to you more gently.
[listening]

PATIENT: No, I knew, really, as soon as I saw his face. I just keep hearing
him say it over and over again.

PRACTITIONER: You’re lying here, alone most of the time, with this run-
ning through your mind. [listening]

PATIENT: It’s terrible. I just don’t know what to do.

PRACTITIONER: Is there anything I can do to help? [asking]

PATIENT: No, I don’t think so. It’s just such a shock. Thank you for ask-
ing.

PRACTITIONER: Well, I’ll be here most of the day today, and I’ll pop in
and see you a little later. I know that your pain medication needs re-
viewing, and I’d like to talk to you about this. [informing]

Guiding and Core Skills

Next we present a brief example of how the three core skills can be used
in the service of guiding. Parts II and III of this book contain many more
examples of guiding.

Encouraging a Referral

Helping a patient with a referral to another colleague is an example of
behavior change. The motivation to actually attend a new appointment
can be influenced by your communication style. In this case, the practi-
tioner (a social worker, nurse, counselor, doctor) would like to refer a
patient with diabetes to a dietician for consultation about cooking and
eating habits. One approach might be to simply tell the patient, “You
need to go see the dietician for advice about your eating habits. Here is
the number to call.” How might this same task be approached within a
guiding style?

PRACTITIONER: From your lab tests, your blood sugar level is still high,
and that worries me. [informing] If you’re willing to take a few min-
utes to talk about this, could you tell me a little about your eating
habits? [asking]

PATIENT: Well, I try to be careful, and I stay away from sweets and junk
food mostly.

How MI Fits into Health Care Practice 27



PRACTITIONER: You’re avoiding some foods that really drive up
your blood sugar. [listening] What about fixing food at home?
[asking]

PATIENT: I do most of the cooking for the family. Everybody likes differ-
ent things, so it’s a challenge. I could probably do a little better there
in preparing healthier meals.

PRACTITIONER: You see a little possible room for improvement in how
you cook. [listening]

PATIENT: Yes, I think so.

PRACTITIONER: That’s a common challenge for people with diabetes,
and a good place to think about making some changes. Would you
like a little help with thinking about ways to fix food that would
help you manage your diabetes? [asking]

PATIENT: I think I know the basics, but sure, I could learn more.

PRACTITIONER: Good! I can tell you a little here, but we have staff who
really specialize in helping people with diabetes think about how
they cook and eat. [informing] How would you feel about talking
with somebody knowledgeable like that? [asking]

PATIENT: I guess so. I work during the day, though, and I had to take off
time to come see you today.

PRACTITIONER: You’re willing to give it a try, particularly if you
could come in at a time that doesn’t interfere with work. [listen-
ing]

PATIENT: Yes. I mean, I couldn’t get here often during the day, but after
work would help.

PRACTITIONER: OK, good. I know they have some evening times avail-
able. [informing] Let’s call over there and see when they can fit you
in. Would that be OK? [asking]

PATIENT: Sure.

Taking an extra minute to negotiate a referral in a guiding style may
make all the difference in whether the patient actually gets there. Placing
the call yourself or asking a colleague to do it while the patient is still in
the building also significantly enhances a referral. This short exchange il-
lustrated three of the principles of motivational interviewing noted in
Chapter 1: understanding the patient’s motivation, listening, and em-
powering the patient. The outcome, reflected in the patient’s responses,
was change talk, a topic discussed in detail in the next chapter. Atten-
dance at the referral is more likely to take place.
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FLEXIBILITY WITHIN A CONSULTATION

In health care settings the shifting of styles can take place a number of
times within a consultation, and this is one marker of good practice.
Consider this example:

A practitioner has 20 minutes for a consultation, and he decides to
spend the first 5–7 minutes using a following style with an anxious
and distracted-looking elderly woman. The questions are open
ended and give her time to tell a story about what has been going
on. He deliberately slows down the pace of the consultation, and
she calms down and becomes engaged in telling her story. The aim
of his listening is to understand. He occasionally uses informing just
to reinforce what she is saying. He is mostly saying such things as,
“I see, you’re worried about falling over” (listening), or “Tell me
what exactly worries you about this medicine?” (asking).

He then turns quite firmly to a directing style. He signals the
shift by summarizing what she has said. “You are worried about the
side effects of this medicine, and also whether you are taking the
right dose as well. . . . ” The patient feels understood, and this pro-
vides the practitioner with the opportunity to take his turn to be
more actively involved. “I’d like to change direction now, and ask
you some questions about your medicine use and its effect on you.
Is that OK?” He then uses the skills of asking, listening, and inform-
ing to establish how best to make adjustments in the treatment and
medication regimen. The questions are much more pointed, the in-
formation is clear and simple, and listening is used to clarify her un-
derstanding so that he can adjust the content and amount of infor-
mation he provides. “What time of day do you take them?” “What
have you noticed soon after you take them?” He provides advice
and direction. “I’d like to suggest that you try this new medication,
which is slightly stronger, but I don’t believe that the side effects will
get worse” (informing). “Yes, it’s important that you take these tab-
lets at the same time each day” (informing).

Then there is a shift to a guiding style, because he wants to help
her adapt to a new regimen of treatment and consider how she
might cope at home. The purpose and content of the questions
change, and the use of listening and informing reflect a conviction
that motivation will be enhanced if as many solutions as possible
come from her. “How do you see yourself succeeding this time?”
“What’s going to be the best
regimen for you?” “What do
you feel most confused about?”
The other tools are also used.
“Yes, that’s right, and if your
meals are more frequent, it
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might help” (informing), and “You are worried about the change,
but you want to make it work” (listening). He summarizes the plan,
and she agrees to return for a review.

A less flexible approach might affect outcome. If this practitioner
had worked more rigidly within a directing style for most of the consul-
tation and then turned to see what the patient thought and felt, engage-

ment would have been undermined
and commitment to change ren-
dered much less likely. Flexible
shifting among styles is a reflection
of the desire to use your expertise
effectively and to get the best out of
the person you are serving.

CONCLUSION

Patients seldom present with problems neatly wrapped up and respon-
sive to a formulaic approach to communication. Asking, informing, and
listening sound like rather simple tasks, perhaps not deserving of the la-
bel “skill.” Compared with the complex things you need to be sure to
get right in practice, these seem easy.

Yet these simple tasks can be done in very different ways and to dif-
ferent ends, and it becomes a highly skilled business to ask, listen, and
inform in the right way to achieve your goals for the patient in the clini-
cal situation. The precise choice of words, taken together with your
body language, your use of silence, and the overall atmosphere of the
consultation, can be a powerful tool. The way you communicate with

patients can have a real effect not
just on how they feel but on what
they do and on their health out-
comes. Your communication skills
are themselves a treatment toolbox.
The tools of asking, informing, and
listening can be combined in a man-
ner that is more or less efficient, ef-

fective, and skillful. How you use them depends on your purpose, and
they can be used in different ways in the service of a directing, guiding,
or following communication style.
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Practicing Motivational Interviewing

In this section, we present core skills of MI. These are not unfamiliar
skills but, rather, are ones that you use in everyday practice. The differ-
ence is that these familiar skills are used in particular strategic ways in
MI; they have a clear goal of health behavior change. The methods de-
scribed here are for the particular (and common) situation in which the
patient’s path to optimal health calls for personal behavior change, a sit-
uation in which skillful guiding can be especially helpful and effective.
As we discussed in the last chapter, particular forms of communication
are appropriate for guiding, and in this part we devote a chapter to each
of them.

A good guide will:

• Ask where the person wants to go and get to know him or her a
bit.

• Inform the person about options and see what makes sense to
them.

• Listen to and respect what the person wants to do and offer help
accordingly.

As we explained in Chapter 1, the guiding style of MI works by en-
hancing patient commitment to change and adherence to treatment.
Why does this happen? How can a relatively brief consultation trigger
an enduring change in health behavior? A key to understanding this pro-
cess is knowing the phenomenon of ambivalence.
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AMBIVALENCE

People usually feel ambivalent about change. This is particularly so for
change that is “good” for them in some way. Most people want to be
healthy and are willing to do some things in the interest of their health.
Most people are also comfortable with their familiar routines, and there
are disadvantages to change. Some important health behaviors are un-
pleasant or even painful: lancing a finger for glucose monitoring, exer-
cising after surgery, or enduring the ongoing side effects of adherence to
a necessary treatment. Chances are that your patient already knows
some good reasons for the behavior change that you have in mind, such
as exercising more, quitting smoking, or eating healthier food. Chances
are that your patient also enjoys the status quo—a sedentary lifestyle,
smoking, or eating unhealthy food—and anticipates a downside to
change. Conflicting motivations—to simultaneously want and not want—
are normal and common. Consider the ambivalence in these patient
statements:

“I need to lose some weight, but I hate exercising.”
“I want to get up, but it hurts.”
“I should quit smoking, but I just can’t seem to do it.”
“I mean to take my medicine, but I keep forgetting.”

A telltale sign of ambivalence is the but in the middle.
People can and do get stuck in ambivalence. It is as if the arguments

on either side of the but cancel each other out, and so nothing changes.
Ambivalence is often experienced as first thinking of a reason to change,
then thinking of a reason not to change, and then to stop thinking about
it.

However, things can happen to move a person toward or away from
behavior change. Your consultation with a patient can be one of these
things. For some people, just receiving a diagnosis and a bit of advice
can be enough to prompt significant changes in lifestyle. Often, however,
patients go through a process of internal deliberation, conscious or
not—a weighing of the pros and cons of behavior change. You can think
of your patients as moving in one direction or the other during your
health care consultations, as shown in Figure 3.1.

Perhaps your consultations sometimes seem to leave patients to-
tally unmoved: “I’ve told him and told him, but he just won’t
change.” How common this frustration is in health care! You explain
over and over to patients what they need to do, how they could, why
they should, and yet nothing happens. Remember the “righting reflex”
discussed in Chapter 1? When you take a directing style with an am
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bivalent person, you are taking up one side of their own ambivalence—
the pro-change side.

“Exercising and losing weight would decrease your risk of a heart at-
tack.”

“It’s important for you to get out of bed and move around.”
“I want you to stop smoking.”
“This medicine won’t help you if you don’t take it faithfully.”

A common patient response to these pro-change arguments is to fill in
the other side of the ambivalence, to say, “Yes, but. . . .” When this hap-
pens, patients are making the arguments against change and literally
talking themselves out of changing. What you want instead is for pa-
tients to talk themselves into changing, if it is compatible with their per-
sonal values and aspirations. In other words, your task is to elicit
“change talk” rather than resistance from your patients.

LISTENING FOR CHANGE TALK

A first step in helping your patients make the arguments for change is
being able to recognize change talk when you hear it. You already have
an intuitive sense for it, learned from
everyday social interaction.

Suppose you are asking
whether a friend will do something
for you. There is a rich and well-
developed vocabulary for this kind
of negotiation, which is learned from life experience. Consider the fol-
lowing possible responses from your friend whom you have asked for a
favor:

“Yes, I will.”
“I might be able to.”
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“I wish I could.”
“I’ll try to get to it.”
“I’ll help if I can.”
“I promise I’ll do that for you tomorrow.”
“I’ll consider it.”

What does each of these responses communicate? In particular, how
likely is it that your friend will actually follow through on what you
have asked? Each statement signals a different level of intention, and we
understand its meaning from shared experience. These signals are also
quite culture-specific. Someone from a different culture might well miss
the subtleties and misunderstand what is being communicated.

Such communications are useful precisely because they actually do
predict behavior. Not perfectly, to be sure. People may intentionally de-
ceive you or for other reasons say what they think you want to hear, but

within a relationship of goodwill
and trust there is valuable informa-
tion in such statements if you know
what to listen for. By listening to
what your patients say, you can tell
how likely they are to change. Fur-
thermore, when you hear change
talk, you are doing it right. When

you find yourself arguing for change and the patient defending status
quo, you know you are off course.

So what exactly is change talk? When you are speaking with a pa-
tient about behavior change, there are six different themes you may hear,
six different types of change talk. These are listed with examples in Table
3.1. Each type tells you something about the person’s motivation.

Desire

The first theme of change talk is desire. Desire verbs include want, like,
and wish. These tell you something that the person wants. These are de-
sire statements:

“I wish I could lose some weight.”
“I want to get rid of this pain.”
“I like the idea of getting more exercise.”

Desire statements tell you about the person’s preferences either for
change or for the status quo.
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Ability

A second type of change talk reveals what the person perceives as within
his or her ability. The prototypical verb here is can and its conditional
form, could.

“I think I can come in twice a week.”
“I could probably take a walk before supper.”
“I might be able to cut down a bit.”
“I can imagine making this change.”

Notice that ability-related change talk also signals motivational
strength. “I definitely can” reflects much stronger confidence than “I
probably could” or “I might be able.”

Reasons

Change talk can express specific reasons for a certain change. There are
no particular verbs here, although reasons can occur along with desire
verbs.
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TABLE 3.1. Six Kinds of Change Talk

• Desire: Statements about preference for change.
“I want to . . . ”
“I would like to . . . ”
“I wish . . . ”

• Ability: Statements about capability.
“I could . . . ”
“I can . . . ”
“I might be able to . . . ”

• Reasons: Specific arguments for change.
“I would probably feel better if I . . . ”
“I need to have more energy to play with my kids.”

• Need: Statements about feeling obliged to change.
“I ought to . . . ”
“I have to . . . ”
“I really should . . . ”

• Commitment: Statements about the likelihood of change.
“I am going to . . . ”
“I will . . . ”
“I intend to . . . ”

• Taking steps: Statements about action taken.
“I actually went out and . . . ”
“This week I started . . . ”



“I’m sure I’d feel better if I exercised regularly.”
“I want to be around to see my grandchildren grow up.”
“This pain keeps me from playing the piano.”
“Quitting smoking would be good for my health.”

Need

Imperative language bespeaks a need or necessity. Marker verbs here in-
clude need, have to, got to, should, ought, and must.

“I must get some sleep.”
“I’ve got to get back some energy.”
“I really need to get more exercise.”

Ambivalence often involves conflict among these four motivational
themes: desire, ability, reasons, and need. In the following examples, the
first phrase favors change, whereas the second phrase, separated by a
but, favors the status quo:

“I really should [need] but I can’t [ability].
“I want to [desire] but it hurts [reason].”
“I’d like to cut down my cholesterol [desire] but I do love eggs and

cheese [desire].”

These first four kinds of change talk can be remembered by the ac-
ronym DARN—Desire, Ability, Reasons, and Need—and they have
something in common. They are precommitment forms of change talk.
They are leading in the direction of change, but by themselves they do
not trigger behavior change.

To say “I want to” is not to say “I am going to.”
To say “I can” is not the same as “I will.”
To express reasons for change is not the same as agreeing to do

it.
To say “I need to” is still not saying “I intend to.”

For illustration, think of a person being sworn in as a witness in
court*: “Do you swear to tell the truth, the whole truth, and nothing but
the truth?” What is missing in the following answers?
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“I would like to [desire].”
“I could [ability].”
“It would help you if I did [reason].”
“I should [need].”

None of these is a satisfactory answer. What is missing is a fifth form of
change talk.

Commitment

How does commitment sound? The quintessential verb here is will, but
commitment has many forms. Some statements of strong commitment
are:

“I will.”
“I promise.”
“I guarantee.”
“I am ready to.”
“I intend to.”

Do not miss lower levels of commitment, however, because they are also
steps along the way. People signal an opening door with such statements
as:

“I will think about it.”
“I’ll consider it.”
“I plan to.”
“I hope to.”
“I will try to.”

These are meaningful statements to be encouraged. The latter two
(“I hope to” or “I will try to”) indicate a desire to change but signal that
there is some doubt about the ability to do so. The language of conversa-
tions about change is rich with these signals.

Taking Steps

There is a sixth form of change talk you may encounter, particularly
when you see patients repeatedly over time. These statements indicate
that the person has taken, even if haltingly, some step toward change. He
or she has done something that moves him or her in the direction of
change:
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“I tried a couple of days without drinking this week.”
“I borrowed a book from the library about aerobic exercise.”
“I bought some condoms.”
“We went the whole month of February without eating any meat.”
“I quit smoking for a week, but then started up again.”
“I got one of those new test kits.”
“I walked up the stairs today instead of taking the escalator.”

Statements such as these can trigger some skepticism:

“Yes, but did you read it?” [the book on aerobics]
“Well, are you using them?” [the condoms]
“February—the shortest month!” [not eating meat]

What you should not miss is that actions such as these involve taking
important tentative behavioral steps toward change, and such steps
should be encouraged.

Do not worry about classifying change talk into the proper cate-
gory. As you can see, there is some overlap. The same statement can con-
tain two or more of these elements:

“I wish I could stop smoking [desire] because I’d have whiter teeth
[reason].”

“I probably could lose ten pounds [ability] and I’d look better [rea-
son].”

“I’ll try [communicates some desire but uncertainty about ability].”
“I’ve got to do something to get my strength back, and I think I can

[need, ability, and reason].”

The point is to attune your ears to change talk, to recognize and affirm it
when you hear it.

How do these six forms of change talk fit together? The process be-
gins with the precommitment types (DARN). People first talk about
what they want to do (desire), why they would change (reasons), how
they could do it (ability), and how important it is (need). When you
evoke a patient’s own desire, ability, reasons, and need for change, you
are fueling the human engines of change. As DARN motivations are
voiced, commitment gradually strengthens, and the person may take ini-
tial steps toward change. It is commitment and taking steps that predict
durable behavior change. As indicated earlier, DARN statements in
themselves may not trigger change, but they do presage the strengthen-
ing of commitment. Figure 3.2 shows how this looks.

It is worth noting here that when you explore DARN, you are
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touching on the patient’s values and aspirations. When you hear DARN
language, you are learning something about what your patients hope for,
what matters to them. It gives you hints about more deeply held values.
A patient who says, “I want to be there for my grandchildren” or “I
don’t want to be a burden to my family” is telling you something about
the place of family in his or her priorities. These are important themes
worth exploring a bit, rather than just letting them pass. The reason is
that a deeply held value can be a powerful motivation for change. Help
your patients talk about how a behavior change is consistent with what
matters to them. When a behavior such as smoking truly collides with a
more deeply held value, change can result. That is one reason that asking
for DARN statements is a good idea.

“Why would you want to quit smoking [desire]?”
“How would you do it, if you decided to [ability]?”
“What for you are the three best reasons for quitting [reasons]?”
“How important is it for you to quit [need]?”

GUIDING THROUGH CHANGE TALK

Imagine an open meadow in a clearing surrounded by forest. In the
meadow all manner of rich vegetation is growing. There is a carpet of
green grasses, from which colorful wildflowers emerge. There are also
clumps of green plants that in a garden might be regarded as weeds.

Practicing MI 41

FIGURE 3.2. How change talk fits together.



Your color vision allows you to differentiate the flowers from the carpet
of green and from the clumps of weeds.

The carpet of grass is like the background of speech that you will
hear from people when you listen. The person’s own motivations for
change are the flowers that pop up from the grass. The weeds are the
person’s arguments against change that, if encouraged, can choke out
the flowers. The guiding style of MI is a process of gathering a bouquet.
Because it is the patient who should be making the arguments for
change, your task is to collect change talk. Each DARN change talk
statement is like a flower. You collect these flowers into a bouquet that
you periodically show to the patient, then continue to add to.

Here is another analogy: In successful MI, the change talk state-
ments you collect from the patient are like little weights placed on the
“pro-change” side of a balance. Helping patients to voice pro-change ar-
guments gradually tips the balance in the direction of change.

This process of evoking change talk from the patient need not re-
quire a long time. You may be able to elicit significant change talk
within the space of a few minutes of conversation. You also probably
will have other chances when you see the patient for future consulta-
tions. Long-term health behavior change can emerge gradually over time
with your successive guiding and encouragement. Success in evoking be-
havior change has more to do with your skill in the guiding style than
with the length of time that you have to do it.

Listening for change talk offers another important benefit: It is how
you learn to get better at guiding. Although we can give you some guide-
lines for using MI in practice, your real teachers are your patients.

Whenever you try the guiding style,
you get immediate feedback. If you
hear more change talk, you know
you’re doing it right. When you
seem to be eliciting arguments
against change, your patient is tell-
ing you to try a different approach.

CONCLUSION

So far we have summarized, in Chapter 1, the overall spirit of MI (col-
laboration, evocation, and honoring patient autonomy) and its basic
principles, using the acronym RULE (Resist the righting reflex, Under-
stand the patient’s motivations, Listen to your patient, and Empower
your patient). Chapter 2 placed MI within the context of a guiding style
used naturally in everyday life. In this chapter we have explained the role
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of ambivalence and how to help patients get unstuck by listening for
change talk. We outlined six types of change talk and how they fit to-
gether, leading to behavior change. In the next three chapters we return
to the three core communication skills of asking, listening, and inform-
ing for a deeper look at how they can be used to help patients talk
about, commit to, and undertake health behavior change.
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CORE SKILLS OF MOTIVATIONAL INTERVIEWINGAsking

C H A P T E R 4

Asking

Asking seems simple enough. You pose a question and the patient re-
sponds. It’s how you gather information. If only it were this straightfor-
ward!

This chapter is divided into two sections. The first deals with asking
in general, and the second focuses on how asking is used in MI.

ASKING: SOME GENERAL CONSIDERATIONS

Diagnostic decision trees often require that you ask the right questions
in order to make choices and recommendations. It is a familiar routine.
Patients coming for health care expect you to ask a series of questions,
some of which may be unexpected, as you deduce what is happening
with their health. Asking a question places a demand on the other per-
son to provide an answer. But the patient’s expectation is that after you
have finished asking all your questions, you will have the solution. This
is especially true when you ask a series of closed questions, ones that
elicit short answers such as “Yes” or “No” or a simple fact. With ques-
tions such as these, you are taking charge and implicitly taking responsi-
bility to come up with the answer.

Closed Questions

Closed questions are an efficient way to gather specific information. The
expected answer to a closed question is brief. Here are some examples:
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“What is your address?”
“Where does it hurt?”
“Has your daughter had a fever?”
“How long have you been feeling dizzy?”
“Are the letters clearer with lens number one, or lens number two?”
“How often do you floss your teeth?”
“Have you been taking your medication?”
“When you do drink, how many drinks do you normally have?”
“Does it seem worse in the morning or in the evening?”

Open Questions

Open questions allow more room to respond. Whereas closed questions
ask for specific information that the questioner regards as important,
open questions invite responders to say what is important to them.
Using open questions helps you understand what the person is experi-
encing and perceiving. Both closed and open questions elicit informa-
tion. However, open questions often elicit more useful information than
closed questions and also invite relationship.

“How are you feeling today?”
“Tell me from the beginning about how your pain developed.”
“How can I help you?”
“How do you fit brushing and flossing into your daily routine?”

Asking even a few open questions and attending carefully to the
person’s responses can transform the quality of a health care consulta-
tion. Patients rightfully perceive
open questions as showing personal
interest and caring. When practitio-
ners ask a few open questions and
listen, patients tend to appreciate
the amount of time the doctor spent
with them and to be satisfied with
the exchange. The skillful practitioner asking open questions appears to
be taking lots of time yet can actually be making efficient progress.

When you ask open questions, you give your patient more active in-
volvement in and influence over the course of the consultation. Open
questions also allow patients to tell you things that you have not asked
about but that are potentially important. In addition, asking open ques-
tions can give you a chance to catch your breath, to stop, look, and lis-
ten in the midst of a busy day. The social etiquette of open questions is
to make eye contact when asking them (rather than, for example, read-
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ing or writing in a chart) and to listen carefully to what the person has to
say.

Open questions are those to which there is not an obvious short an-
swer. They invite the person to offer their own experiences and percep-
tions. Here are some further examples:

“In what ways has this interfered with your life?”
“Tell me about a typical day when you drink.”
“Tell me about your headache.”
“Before we begin the exam, what are the things that concern you

most today?”
“How are things going in your family?”
“What are you most worried about?”
“What are the things that you like and don’t like about smoking?”
“This diagnosis must have been a shock. How are you dealing with

it?”

Skillful Asking

Consider the difference between the two following consultations. In
both of them, the practitioner is concerned that an elderly patient is not
taking her medicines for asthma according to the prescription. Both rely
on asking—the first through closed questions and the second with open
questions.

Poor Practice: Relying on Closed Questions

The following begins with what we call a “spoiled” open question, evi-
dent later on as well—one that starts out open, but ends up closed.

Practitioner: Doctor, nurse.
Setting: Outpatient, primary care, or asthma clinic appointment.
Challenge: Brief review of medication use; to promote self-

management.

PRACTITIONER: How are you getting on with the medicines? [open ques-
tion] Have you been taking them regularly? [closed question]

PATIENT: I take them most of the time, and I feel OK except when I have
an attack.

PRACTITIONER: The preventor inhaler is most important to take every
day. Do you take that one regularly? [closed question]

PATIENT: Yes, most of the time.
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PRACTITIONER: And what do you mean by most of the time? Is that ev-
ery day, or do you miss days at a time, because that can be a prob-
lem. [closed question]

PATIENT: I wouldn’t say that I miss many days, but it’s not always so
easy.

PRACTITIONER: You’re on the high-dose regimen here, and it’s impor-
tant to take it every day, OK?

PATIENT: Yes, I know it’s important, and I do try, honest I do.

PRACTITIONER: And what happens when you have your attacks [open
question]? Does using your other inhaler help? [closed question]

PATIENT: Sort of. My husband gets scared.

PRACTITIONER: Well, it’s good that you have him to help you like
that. Will you remember to take your preventor inhaler every day,
and not just the reliever when you have an attack? [closed ques-
tion]

PATIENT: Yes.

The practitioner in this example was clearly capable of formulating
useful open questions but managed to carelessly tag on it a closed ques-
tion, which “spoiled” the value of the open question. A good illustration
of this needless use of extra words is “And what happens when you have
your attacks [open question]? Does using your other inhaler help [closed
question]?” If the second question had been omitted, the first open ques-
tion would have elicited how the inhaler was used and probably more
information about other things, as well. Practitioners in training often
make an interesting observation when reflecting on their use of closed
questions: “Its exhausting, I feel rushed, and I always have to come up
with the next question.”

Better Practice: Carefully Chosen Short Open Questions

PRACTITIONER: How have you been doing? [open question]

PATIENT: Not too bad, thank you. I feel OK most the time, but when I
have an attack it’s different, you know.

PRACTITIONER: What happens? [open question]

PATIENT: Well, my husband gets really scared, and he yells at me to take
my inhaler. He says that one of these days he’s going to phone you
up because he gets so scared.
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PRACTITIONER: So what do you do then? [open question]

PATIENT: I use my reliever inhaler and things calm down, so I suppose
we sort of manage, if you know what I mean. I’m not too worried,
so I have to calm him down as well!

PRACTITIONER: And are you using the preventor inhaler? [closed question]

PATIENT: Yes, sort of.

PRACTITIONER: How are you getting on with it? [open question]

PATIENT: I don’t really like it, to be honest, because I don’t like the
thought of taking all that steroid into my body. I get bruises from
the steroid, which I find embarrassing. My hands look frightening
and the bruises scare my grandchildren and my skin tears easily. But
I know I should use it and my husband nags at me when I don’t take
it. You can imagine what goes on.

PRACTITIONER: And how can I be most helpful to you today? [open
question]

PATIENT: Well, can you tell me what would happen if I didn’t take the
preventor in such high doses? Is it really essential, every day, to use
the high dose? How about if I try the lower dose one if I guarantee
to take it every day?

A number of qualities characterize skillful asking, many of which
are apparent in the preceding example: The questions are short and the
phrasing of them is simple; it feels to the patient as if it’s a normal con-
versation connected to her experience. Important information (e.g.,
about the embarrassment at her bruised hands) is elicited via open ques-
tions, which do not necessarily have to extend the length of the consulta-
tion. Above all, open questions allow a practitioner to convey genuine
interest in the patient. The practitioner in the first example might well
have been interested in the patient, but poor communication skills pre-
vented him or her from expressing this.

Most consultations, of course, call for both open and closed ques-
tions. A common approach is to build the exchange around initial key
open questions, with closed questions being used only to funnel down
and elicit specific information as necessary.

Some Useful Open Questions

If you need simply to obtain a few facts, such as whether certain symp-
toms have been experienced, then asking can be quite a simple matter. A
few closed questions will suffice. Often health care is more complicated
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than that. Good open questions can serve multiple purposes. In addition
to clarifying patients’ symptoms, you might also want to know about
their degree of discomfort, about their experience of something (e.g.,
pain relief), about their explanation for what happened (e.g., change in a
child’s condition), or about their concerns at quite a deeply personal
level (e.g., after breaking bad news).

Here are a few examples of questions that cover multiple purposes,
that are brief, and that, if accompanied by skillful listening (Chapter 5),
can serve your purposes much more efficiently than asking a string of
closed questions.

1. “What’s worrying you most today about this illness?” This is a
useful question for locating the patient at the center of the consulta-
tion. Responding respectfully to this concern will improve your rap-
port and provide a good platform for dealing with topics on your
agenda.

2. “What concerns you most about these medicines?” If this patient
is not taking her medicines properly and seems unhappy with them, a
question like this will reveal a lot about her attitude, her behavior, and
where the problem lies.

3. “What exactly happens when you get that pain?” Here, the door
is open for the patient to tell a story. The use of the word exactly signals
an intention to get to the bottom of the patient’s concern. If you listen a
while to the account, the answers to all sorts of factual and other ques-
tions may emerge.

4. “What did you first notice about your child’s condition?” The
word notice can be very useful. People usually respond well, because this
word invites them to be the expert commentator about their experience
of events and behavior. Information often comes flooding out, and they
feel heard.

5. “Tell me more about. . . .”

An open question is an invitation. “May I ask you . . . ?” is a ques-
tion that captures very well the polite and respectful quality of a service
that is designed to meet the needs of the patient.

The Question–Answer Trap

It’s easy to forget how anxious, bewildered, or preoccupied patients can
be when they enter the consultation. Combine this with your own feel-
ing of being tired or bored or going through a familiar routine, and the
potential is there for a dysfunctional consultation. It can result in a pat-
tern that we have called the question–answer trap.
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Asking questions is easy; it can become routine, controlling, and
overused to the exclusion of informing and particularly of listening.
Your agenda predominates, and the patient can become a passive recipi-
ent of an investigation. It also sets you up to be the answer-giving expert.
That can be quite appropriate in many forms of acute health care. How-
ever, as we shall see, when the subject is patient behavior change, a dif-
ferent and less directing style is needed.

One common manifestation of the question–answer trap in consul-
tations about health behavior is the quantity–frequency investigation,
which starts with “How much do you smoke?” and is followed by a
family of questions such as “When did you start smoking?” and “Does

your boyfriend smoke?” This ap-
proach tends to evoke resistance in
the patient and frustration in the
practitioner. It can feel like hard
work because the onus is on you to
think of the next question for the
passive patient. Serial questions also

tend to evoke defensiveness, often leading to answers that are half-truths
as a means of protecting self-esteem.

In some circumstances, of course, you do need to ask many ques-
tions, and patients are often quite tolerant of this. If you do have a series
of questions to ask, you can alert your patient beforehand, explaining
that a rather question-ridden conversation is about to unfold, for partic-
ular reasons. This signals that the question–answer pattern is not your
normal way of relating to people.

Routine Assessment: “Can I Just Ask You . . . ?” (Yawn)

One of us (Rollnick) went to a family physician with a distressing acute
problem, and the consultation began thus: “How long ago did you stop
smoking?” Asked the purpose of this question, the practitioner became
slightly defensive and said with a wry smile: “It’s not me who really
wants to know, it’s the computer!” This doctor was obliged to conduct
routine assessments of lifestyle behaviors.

A familiar situation that can generate a stream of questions is the
use of a standardized assessment form or intake procedure. There are
usually good reasons for such procedures, but, when they are institu-
tionalized, they can result in interviews that ignore the needs and con-
cerns of the patient. When asked why patients in a diabetes clinic were
stripped seminaked, weighed, and processed with questions before re-
ceiving any more conventional consultation, a service manager said,
“Well, that’s the way we have always done things around here.” The
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familiarity of routine can cause one to overlook the social impact of
the experience.

Even when routine questions are required, services can be designed
to avoid institutionalized questioning as the dominant style in practice.
When a standard questioning format is being used, one can still start in a
natural manner with a series of open questions, acknowledging that
some more specific questions will follow. The patient’s responses to open
questions often provide the answers to specific closed questions. Then
you can use closed questions to fill in other needed information that did
not emerge in response to the open questions.

There are more structured ways of avoiding what one practitioner
called, perhaps unfairly, “death by assessment.” One especially useful
way of conducting a routine assessment is to use the “typical day” strat-
egy as a framework for completing a form. Table 4.1 describes its use.
Of course, with practice, the framework could be used at any point in a
consultation when you want information, not just at the beginning. It
can be used to ask about a “typical episode of pain,” the “recent use of
medication,” or other things.

Summary

The ability to use asking thoughtfully and effectively is close to the heart
of good quality patient care, whatever the problem being discussed and
whatever communication style is being used. The tone, pacing, wording,
and clarity of questioning, combined with a sense of curiosity and good
listening, are some of the building blocks of quality communication. We
turn now to how asking is used specifically within the guiding style of
MI.

ASKING IN MI

Carlos, a seasoned professional football coach, was in the park with
his 4-year-old daughter. She fell over on her bicycle on the grass and
burst into tears. He went down on one knee to comfort her, stayed
in that position, and asked her a series of questions, waiting pa-
tiently for her to make up her mind each time.

“Why did you fall over?”
“I was going slow.”
“Yes, that’s right, you went too slowly. And how could you go

quicker?”
“On the pavement.”
“And what could happen then?”
“It would hurt if I fell over.”
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TABLE 4.1. Routine Assessment Using a “Typical Day”

Aims

To initiate an assessment that is lively and patient-centered in which many of your
standard questions are answered. To have a normal conversation lasting 2–10
minutes in which rapport is enhanced, patients do most of the talking, and you
learn a great deal about their personal and social context (including readiness to
change). The formal assessment can be completed immediately afterward.

Principles

1. Convey acceptance. Do not pass judgment. Consider anything the patient says
or does as acceptable, or at least as something that does not surprise you.

2. Know your assessment schedule. As the conversation unfolds, make a mental
note of which areas of assessment are being covered and which are not.

3. Fit the assessment into the interview, not the interview into the assessment. It
helps to place the paperwork aside, on the table.

4. Stay curious. Don’t hesitate to interrupt with a request for help with more
detail.

5. Resist the investigative impulse. Invading the patient’s account with questions
about problems can kill off the atmosphere of acceptance and curiosity.

6. Focus on both behavior (“What happened then?”) and feelings (“When you
closed the front door, heading for the shops, how were you feeling?”).

Practice

1. Acknowledge assessment and ask permission. “I have a whole lot of questions
on this form here, but I find it much easier to put this to one side and ask you
to spend 5 to 10 minutes just taking me though a recent typical day in your
life. I might go back to the form once we’ve done this to fill in the gaps; is that
OK?”

2. Locate a day. “Can you think of a recent day that was fairly typical for you,
an average sort of day?”

3. Go through a “typical day.” Be mindful of time and the pacing. Slow it down
if the patient runs too quickly through the story. Speed it up if you think it
might take more than about 10 minutes.

4. Check whether the patient wishes to add anything. “Is there anything else
about yesterday you want to say more about?”

5. Ask any questions of your own.
6. Go back to your assessment to fill in the gaps, or do this later on. Most

patients do not mind your doing this after you have gone through a “typical
day.” In fact, if you remember to keep the form off your lap and avoid
entering an investigative mode, many patients will actively help you complete
the gaps quite willingly.

7. Practice. You know you are getting better when you interfere less and less with
the “typical day” story. The patient’s degree of comfort in telling the story is
your indicator of success.

Note. Data from Rollnick, S., Mason, P., & Butler, C. (19990. Health behavior change: A guide for
practitioners. Edinburgh: Churchill Livingston.



“So what do you feel like doing?”
“I am going on the pavement, bye, Papa . . . ”

Carlos showed that the solutions should and could come from his
daughter. He asked questions as Socrates did, leading his daughter to a
solution. He created a supportive atmosphere, avoided the inclination to
solve the problem for her, and elic-
ited an informed choice by asking a
series of purposeful questions. This
is what we mean by asking in the
service of a guiding style. It is one of
the cornerstones of MI. It is an invi-
tation to weigh the choices and to
consider change. By asking such questions, you are evoking the person’s
own motivations, and by listening you come to understand the patient’s
perspectives—two of the core principles described in Chapter 2.

Agenda Setting

A good guide first finds out where the person wants to go. This can be
particularly important in health care consultations, in which there may
be many possible behavior changes that a patient could make to achieve
better health. When there are multiple possible paths toward better
health, who chooses what path to discuss?

We use “agenda setting” to refer to a brief discussion in which the
patient is given as much decision-making freedom as possible. There
might be topics that you are particularly concerned about, and a good
guide will not hesitate to say what these are. But if you charge in, having
decided about the topic yourself without consulting the patient, you lose
an opportunity to learn what behavior change the patient is most ready
to discuss. Consider the following example of a practitioner in a consul-
tation about heart disease:

“OK, it sounds like you’re doing well with the medication. Now can I
ask you now about smoking? Any thought of giving it up?”

This is what we call the premature focus trap. The practitioner did
not give the patient a chance to consider talking about other lifestyle
changes.

In another form of premature focus, the practitioner, within a dis-
cussion about a specific behavior, focuses too soon on action. Let’s as-
sume that the patient in the preceding example was happy to talk about
smoking. The practitioner’s question, “Any thought of giving it up?”
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contains an immediate focus on a
particular action, which might be
premature for the patient, who is
not all that ready. It might have
been better to ask, “How do you
feel about your smoking at this
point?” This at least gives the pa-
tient a chance to get going and to
feel comfortable talking about a dif-
ficult addiction.

Usually it is wise to start with understanding the patient’s perspec-
tives and preferences. Starting with patients’ own concerns also tends to
increase their willingness then to listen to yours. Often, as in the case of

preventing or reversing disease,
there is a menu of options to con-
sider. Health-threatening behaviors
tend to cluster in individuals. The
patient might make healthful
changes in diet, exercise, smoking,

alcohol use, medication adherence, stress, anger, or social activities.
Guiding questions, accompanied by listening, are a key to solving this
problem.

It is possible to provide a finite set of topics from among which pa-
tients can choose. One simple way to do this is with a “bubble sheet”
that has a series of shapes, each containing one possible topic for conver-
sation, including blank ones that the patient might like to fill in. In an
outpatient cardiac clinic, for example, such a sheet might contain the
bubbles shown in Figure 4.1, as well as a few empty bubbles (the ones
with question marks in them).

Offering such a sheet, the practitioner can say, “If you like, we can
talk about some changes you could make to improve your health. Here
are some areas that can be important in controlling this illness that we
could talk about, where people in your situation often consider changes.

Are there any of these areas that
you would like to talk about today?
Or are there perhaps other things
you want to raise that feel more im-
portant right now?”

Then, after a few moments, it is
usually feasible to mention those
topics that you want to talk about,

as well. Agenda setting is working well when the patient chooses one
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topic about which you have a constructive conversation and when you
have also aired your view about the topic. If your topic does not coin-
cide with that chosen by the patient, a good general guideline is to start
with the patient’s priority. Agenda setting works well when the patient
feels free to say, “No, thanks, not today.”

This brief strategy usually takes a minute or so to complete, before
you and the patient settle down to talk about an agreed focus for be-
havior change. With practice, you might not need a sheet of paper to
guide you. Not every patient likes a visual aid. Agenda setting can be re-
turned to at any point in the consul-
tation if you get a bit lost or if you
reach natural closure in discussing a
particular change in behavior.

You might feel concerned that
allowing patients to choose topics
for discussion is risky because you
are, after all, best placed to know
which behaviors carry the greatest threats to health. Might you end up
“letting the patient off the hook” by talking about something the patient
chooses (e.g., exercise) but that you feel is less a problem than something
else (e.g., smoking)? Many patients have been hearing the same talk
about smoking over numerous years, with little benefit. If they make
progress in one area, no matter how apparently unimportant, they might
begin to learn the habit of success in a context in which failure is often
the norm. Small successful steps in one area may lead to progress in an-
other.
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FIGURE 4.1. Sample agenda-setting sheet for use in a cardiac outpatient clinic.

eating ?

exercise

? alcohol

stress

smoking medicine

Agenda setting can be returned to
at any point in the consultation if
you get a bit lost or if you reach
natural closure in discussing a
particular change in behavior.



PRACTICAL SUGGESTIONS
FOR ASKING THE RIGHT QUESTIONS

How do you decide which questions to ask in order to promote health
behavior change? What question would be really helpful for this person?
What will give a helpful perspective on his or her dilemma? What will
elicit defensiveness versus change talk? It is a bit like finding the right
path through a forest. Some paths lead in circles, go nowhere, or even
lead one over the edge of a cliff; get it right and you can save a lot of
time. Consider the difference between these two examples on the subject
of diet:

Example 1: Policing “Bad” Behavior

PRACTITIONER: I need to ask you now, have you been keeping to the diet
sheet you were given?

PATIENT: Yes, uhm, well, sometimes, but I forget, and its hard making
separate meals from the rest of the family.

Example 2: A Helpful Guiding Question

PRACTITIONER: You’re working on changing your diet. What would be
most helpful for us to talk about today?

PATIENT: Its been really hard. I want to find meals that are good for me
and the family, so that I don’t have to make separate food for my-
self.

The first example has a policing tone to it, introduced by the closed
question, which was in essence: “Have you been good?” Closed ques-
tions can elicit a feeling of being interrogated. The second consultation
begins with an invitation in the form of an open question, giving the pa-
tient room to choose what to discuss. The question is delivered using a
guiding style and helps the patient to take center stage. Change talk
emerges right away.

How you respond to change talk is one of the core challenges in MI.
In the preceding example, each of the four principles (RULE) discussed

in Chapter 1 is relevant when con-
sidering what to say next. You
would want to avoid the Righting
reflex by not jumping in too soon
with practical suggestions and to
Understand this patient’s motiva-
tions so as to elicit solutions from
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him or her. Listening might be the most productive next step (see Chap-
ter 5), and you would want to Empower the patient by conveying a
belief that change is possible and that together you can locate workable
solutions.

The rest of this chapter focuses on providing some maps for locat-
ing useful guiding questions, which effectively open the door to change
talk.

DARN!

One simple guideline is to ask open questions that can be answered with
change talk. Remember the types of change talk discussed in Chapter 3?
The DARN acronym can help you generate questions that elicit change
talk.

• Desire. “What do you want, like, wish, hope, etc.?”
• Ability. “What is possible? What can or could you do? What are

you able to do?”
• Reasons. “Why would you make this change? What would be

some specific benefits? What risks would you like to decrease?”
• Need. “How important is this change? How much do you need

to do it?”

Here are more generic questions about change, phrased to elicit all
six types of change talk.

“Why might you want to make
this change?” [desire]

“If you did decide to make this
change, how would you do
it?” [ability]

“What are the three most important benefits that you see in making
this change?” [reasons]

“How important is it to you to make this change?” [need]
“What do you think you will

do?” [commitment]
“What are you already doing to

be healthy?” [taking steps]

Each of these questions pulls
for an answer that involves change talk. Questions such as these tend to
activate the patient toward change, eliciting his or her own motivations
and creative ideas. You do not really know the answer ahead of time,
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unlike Carlos, who led his daughter to a conclusion he clearly foresaw.
For example, the most important reasons (benefits) that occur to you
may not be the ones that most motivate the patient. The kinds of ques-
tions that frustrated practitioners sometimes want to ask elicit defensive-
ness:

“Why don’t you want to ____________?”
“Why can’t you ____________?”
“Why haven’t you _______________?”
“Why do you need to ____________?”
“Why don’t you _____________?”

The answer to each of these questions is a defense of the status quo. Ask
people why they do not change and they will gladly tell you, and, in the
process of telling, they reinforce the status quo.

The guiding questions that we present in this chapter are just exam-
ples. The underlying principle (Chapter 2) is to understand and explore
the patient’s own motivations for change. Our experience is that patients

tend to move in healthy directions
when offered this guiding style,
much more so than when they are
directed to do so.

You know you are asking good
guiding questions when some or all
of these things happen:

• You feel connected with patients and interested in their answers.
• Your patients are talking about behavior change in a positive

way.
• Your patients are wondering aloud about why and how they

might change.
• A patient looks puzzled and engaged and is trying to work things

out.
• A patient asks you questions about how or why he or she might

change.
• Even when time is short, the consultation seems unhurried.

Using a Ruler

A ruler, or rating scale, from 1 to 10 can come in handy. These are al-
ready used in health care to ask for subjective ratings of, for example,
the amount of pain a patient feels. Within MI, rulers have a dual pur-
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pose. They not only tell you about
the patient’s motivation but can also
elicit change talk. A 1–10 ruler can
be used to ask about various moti-
vational dimensions, including readiness, desire, or commitment. Most
patients are able to do this in a purely verbal form, although it is some-
times useful simply to draw a line on a piece of paper, place 0 and 10 at
either end, and ask the patient to tell you where he or she is along this
dimension.

For example, you can take the first step by asking such questions as:

“How strongly do you feel about wanting to get more exercise? On a
scale from 1 to 10, where 1 is ‘not at all,’ and 10 is ‘very much,’
where would you place yourself now?”

“How ready do you feel to make this change? On a scale from 1 to
10, where 1 is ‘not at all ready,’ and 10 is ‘completely ready,’
where would you place yourself now?”

“How important would you say it is for you to stop smoking? On a
scale from 1 to 10, where 1 is ‘not at all important,’ and 10 is ‘ex-
tremely important,’ what would you say?”

A second step is to ask the patient why he or she has given you one
particular number, say 5, and not a lower number. The answer to this
question is change talk, and you are now able to explore this in some de-
tail. Another useful variation is to ask what would have to happen to
make the chosen number go up. But beware—frustration or the righting
reflex might lead you to ask the opposite question: “Why are you at 5
and not 10?” The answer to that question is defense of the status quo.

One other warning about using rulers: They are only as good as the
quality of rapport between you and the patient. If you launch into this
assessment in an investigative manner, too soon, without genuinely
wanting to understand and encourage the patient, you might well elicit a
defensive rating of some kind. “Oh, yes, I’m very ready to stop smoking
. . . ” might come from a patient who is really just telling you what she
or he thinks you want to hear. The fact that you are using a ruler does
not mean that the answers are always reliable. Good rapport and the use
of a guiding style can help enormously to improve the reliability of the
exercise.

Some practitioners and services keep a record of the results of this
kind of assessment. You might find this particularly useful when you see
the same patient again, just to remind you (and the patient) about how
things might have changed.
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Assessing Importance and Confidence

Among the most productive questions are two simple ones about the
importance of change to the patient and his or her confidence in suc-

ceeding. Here the ruler can be very
useful. The goal is to use these ques-
tions as a platform for developing
understanding and for eliciting
change talk and to make sure that
you efficiently focus your energies
on the area of greatest need. If your
inquiry is a genuinely curious one,

and if your rapport with the patient is good, a patient’s own motivations
arise in the conversation with ease.

The first step is to ask about the importance of change and then,
if it seems appropriate, to elicit a numerical rating. “How important is
it for you to ____? Could you tell me, on a scale from 1 to 10, where
1 is ‘not at all important,’ and 10 is ‘extremely important,’ how im-
portant is it for you to __________?” Ask 100 overweight patients this
question about weight loss, and you’ll get numbers all along the scale,

but mostly between 3 and 7. The
second step, just like that men-
tioned earlier, is to ask: “Why did
you give yourself a score of ____
and not 1?” The answer to this
question will be the reasons that
the patient sees the change as im-
portant (i.e., change talk). You

learn not only how important the change is subjectively but also why
it is important to the patient.

The same questions can be asked about confidence in his or her
ability to change: “On a scale from 1 to 10, where 1 is ‘I’m certain that I
could not,’ and 10 is ‘I’m certain that I could,’ how confident are you
that you could __________ if you decided to? What number would you
give yourself right now?” Then, after getting the rating, you ask, “And
why did you give yourself a ____ and not 1?” Here, the basis for the pa-
tient’s confidence in his or her ability to change will be expressed. It can
also be helpful to look up the scale and ask questions such as “What
would help you to get a higher score?” or “How can I help you to move
higher up the scale?”

Patients can need different kinds of help from you depending on
their ratings on these two scales. Consider these two patients: Both lie
somewhere around the midpoint of a readiness-to-change continuum;
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both express ambivalence and reluctance to quit smoking; but they have
very different underlying motivations.

Smoker A: “Here I am, 55 years old, and I’m diagnosed with emphy-
sema. I really need to quit smoking, but how? I’ve tried so many
times and failed. It just seems pointless to try.” [Importance: 9
Confidence: 2]

Smoker B: “Sure, I know you think it’s bad for me, and in the long
run it probably is, but smoking is part of my social life. I tell you,
I’ve been in international competition as an athlete, and if I de-
cide to do something, I know I can succeed. This just isn’t a prior-
ity for me right now.” [Importance: 2 Confidence: 9]

Patients who are high on importance but low on confidence, like
Smoker A, need encouragement that change is possible and some spe-
cific ideas about how to do it. They are quite different from patients
who are high on confidence but low on importance, such as Smoker
B. If you talked about the why of change (importance) with Smoker
A, and the how of change (confidence) with Smoker B, you would
probably be wasting your time, because these are not the areas in
which they need your help. Assessing your patients on these dimen-
sions allows you to use the precious time you have in the consultation
in a way that is most congruent
with their greatest need. If the ma-
jor obstacle to change is low im-
portance, using these questions will
allow you to understand that and
efficiently address the issue of im-
portance. The same is true for
confidence. Far from adding to the
length of consultations, substitut-
ing this kind of approach for a “one size fits all” style of intervention
allows greater efficiency and patient engagement, with added opportu-
nities for eliciting change talk.

Pros and Cons

Asking about the pros and cons provides you with a set of key guiding
questions that are particularly useful if someone seems uncertain about
change. This gives you the opportunity to explore ambivalence. It gives
the patient time to come face-to-face with uncertainty in an accepting at-
mosphere in which his or her inner motivations are free to surface. This
lies at the heart of MI.
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First, ask your patient what is good about the way things are now.
Asking this gives you some momentum to ask about the not-so-good

things about the status quo. These
two general questions can be ap-
plied to any change topic. Notice
that the first question elicits argu-
ments for not changing, and the sec-
ond elicits change talk. The most
common effect of asking either one

of these questions is that the patient will present you with both sides of
his or her ambivalence.

With regard to smoking, the first question might be: “What do you
like about smoking?” Note that this question is asked without any shade
of disapproval or sarcasm. If your voice tone implies “What could you
possibly like about smoking?” you will elicit defensiveness. The question
is asked with honest interest and curiosity about the perceived benefits
of continuing to smoke. Once you have elicited the patient’s perceptions
of the good aspects of the behavior, you can follow up with a second
question. For example, “And what’s the downside for you? What are the
not-so-good things about smoking?”

A useful way to conclude this conversation is for you to summarize
briefly your understanding of the patient’s account of pros and cons of
the behavior as he or she sees it, using his or her own words whenever
possible. Asking a key question such as “Where does this leave you
now?” often provides patients with an invitation to take things a step
further, to be in the driver’s seat of change in their lives.

Key Questions: What Next?

A “key question” is one that tests the patient’s level of commitment to
change. A key question is a good follow-up after any of the preceding
discussions: DARN motivations, rulers, importance and confidence, or
pros and cons. The essence of a key question is “What next?” Here are
some examples of key questions:

“So what do you make of all of this now?”
“So what are you thinking about smoking at this point?”
“What do you think you’ll do?”
“What would be a first step for you?”
“What, if anything, do you plan to do?”
“What do you intend to do?”

Notice that the normal answer to any of these questions would be com-
mitment language. The strength of commitment expressed by the patient
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gives you a read on how likely the change is to happen. Low commit-
ment suggests a need for further exploration of DARN themes in this or
a subsequent visit.

As a patient expresses some intention to change, it can be useful to
get more specific. When will the patient make or begin this change? Ex-
actly what will the patient do? How will the patient succeed? Research
shows that people are much more likely to carry through with behavior
change when they express their intentions in more specific terms of
what, when, and how. But do not press for a commitment that the pa-
tient is not ready to make. The question is, what is the person ready,
willing, and able to do now?

Using Hypotheticals

For patients who are less ready to change, it is less threatening if you
take one step back with them and talk in hypothetical language. This al-
lows them greater freedom to envision change. Here are some guiding
open questions phrased in hypothetical language:

“What might it take for you to make a decision to ______?”
“If you did make a change in __________, what might be some of the

benefits?”
“Suppose that you did decide to _____________. How would you go

about it in order to succeed?”
“Let’s imagine for a moment that you did ____________. How

would your life be different?”
“What would it take for you to go from a 5 to an 8 [on impor-

tance]?”
“How would you like things to

be different?”
“Suppose you continue on with-

out making any change in
___________. What do you
think might happen in 5 years?”

Imaginative leaps are also possible if you have good rapport with
the patient and if she or he is clearly comfortable with the discussion.
Consider the use of this kind of question:

“What currently impossible thing, if it were possible, might change
everything?”

“If you were in my shoes, what advice would you give yourself
about_______?”
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“How has [this behavior] kept you from growing, from moving for-
ward?”

“What do you most want to be happening in your life a year from
now, 5 years, or even 10 years down the road?”

CONCLUSION

This chapter has outlined the use of questions both in general and in the
service of a guiding style. When it comes to the latter, taking your time
often leads to faster progress. Consultations about behavior change call
for this attitude. A few well-spent minutes can sow the seeds for change
later on. Many practitioners have had the experience of a returning pa-
tient saying something like: “There was one thing you said that made all
the difference. . . .” At the heart of your use of MI is a conviction that
patients have most of the answers within them. Once you enter this
frame of mind, the right questions usually follow.
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CORE SKILLS OF MOTIVATIONAL INTERVIEWINGListening

C H A P T E R 5

Listening

Long before there was any scientific basis for health care, there were
healers who had learned to listen carefully. There is something about be-
ing heard and understood, about being the focus of full compassionate
attention, that is in itself healing. Such listening is, we believe, one rea-
son why patients so frequently seek out and appreciate the services of
alternative healers and those health care practitioners who listen well.
Although some people seem to have an almost innate talent for listening,
the outcome of our research efforts matches our experiences in training:
You can become more skilled and efficient with this tool, and it makes a
difference to the outcome of the consultation and beyond.

This chapter takes you through the skill of listening in some depth.
We begin with some general considerations and then turn to the use of
listening within a guiding style, a skill that lies at the heart of MI.

THE CASE FOR LISTENING

To be sure, the pressures of practice can discourage taking such appar-
ently “unproductive” time. Yet there are some good reasons to hone
your listening skills.

• Listening helps you to gather important information that you
might otherwise miss.

• Even a little high-quality listening can greatly promote your rela-
tionship with a patient. It can take as little as 1–2 minutes. Long after
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the specifics have faded, patients often remember that nurse, doctor, or
social worker who really listened to them.

• Patients whose providers listen to them are more comfortable and
satisfied with their care, more likely to be open and honest, and, we be-
lieve, more likely to adhere to advice.

• When you take time to listen, patients feel as though you’ve spent
a longer time with them than you actually have. On the other hand, a
consultation that is limited to asking and informing often feels shorter
than it really is; patients tend to underestimate how much time you spent
with them.

• Perhaps most important, there is something very helpful about
good listening itself. You may have the impression that you are “not do-

ing anything,” but good listening is
a large component of those impor-
tant “nonspecific” aspects of heal-
ing. Just listening can foster change.

Beneath all the technical aspects
covered in this chapter is a simple
notion: Listening involves an atti-
tude of curiosity and acceptance of
the patient while you are engaged in
this process. The more skilled you
become, the easier you will find it to
integrate brief episodes of listening
into routine practice. This can save
you time, because you develop an

ability to quickly grasp the essence of the patient’s concerns. This allows
you to move on to another topic more easily.

LISTENING: SOME GENERAL CONSIDERATIONS

A practitioner who is listening, even if it is for just a minute, has no
other immediate agenda than to understand the other person’s perspec-

tive and experience. There is no in-
tent to intervene or fix things. The
practitioner is simply present with
the person, open to whatever he or
she is experiencing and wishes to
say.

When might you use listening?
Quite simply, at any point in the consultation. It can and should be inte-
grated into routine practice and form a normal part of whatever assess-
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ment, diagnostic, or management task you are carrying out. It is a tool
that can be used very effectively in the service of a directing style, com-
bined with asking and informing. Here are some key situations for use of
listening:

• The first part of a consultation. In fact, it’s risky not to listen at
the start of consultation. Interrupt this activity and you can sow the
seeds of dysfunction quite rapidly. The patient might withdraw, become
frustrated, or bring you back to the concerns that you ignored in the first
place. Often patients have plucked up some considerable courage to
come for a health care appointment and to tell their story to their practi-
tioner. One of the commonest patient criticisms of consultations is not
being allowed to tell this story. An early interruption sets the scene for a
developing sense of not being heard.

• Brief episodes throughout the consultation. Patients signal the
need for this when they seem confused, anxious, disengaged, upset, or
annoyed. For your part, when you are not sure about a diagnostic or man-
agement matter, listening is a powerful way of unraveling what is going on.

• After you ask an open question. It is an invitation to the patient
to speak, and your opportunity to listen and understand.

There are other situations in which a directing style can be put to
one side and a following style is called for, in which listening is para-
mount. Here are some specific examples.

• You walk into the examining room, and the patient says, “I have
just had a terrible experience this morning.”

• You have had to break some bad news to a patient, and now it is
time to let him or her absorb it and respond.

• You sit down at the bedside of a dying patient who is just awak-
ening. He or she smiles and says “Hello.” There is nothing that
you need to ask or do immediately.

There are times when the most important and the most healing
thing you can do is simply to be there with your patients, to take the
time to listen and understand. Here you would use a following style.
You might provide information and ask questions, but your primary
purpose is to follow the needs of the patient—for example, when break-
ing bad news or when talking to someone who is particularly distressed
or anxious.

The next sections discuss some practicalities of listening in health
care. We explore some uses of listening, provide some tips, and touch on
some pitfalls to avoid.
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Opening the Door

You open the door to listening by extending an invitation. Most often
this takes the form of an open question, accompanied by signals that you
intend to listen. “How are you?” has become a superficial greeting, of-
fered in passing without the expectation that the other will actually elab-
orate. What, then, distinguishes a disingenuous “How are you?” from a
real invitation to talk and be heard? How do we tell the difference in
normal conversation?

Two key signals are eye contact and lack of distraction. Consider
the differences in the meaning of “How are you?” when asked by:

• A person while passing in the hallway without pausing or mak-
ing eye contact.

• A nurse who is paging through a medical chart and readying a
blood pressure cuff.

• A physician who walks into the examining room, makes eye con-
tact, smiles, sets aside whatever she or he is carrying, and pulls
up a chair.

The latter is communicating not only verbally (“How are you?”)
but also nonverbally that right at the moment listening is the most im-
portant thing on the agenda. These nonverbal cues are even more impor-
tant than the words of invitation. One commonly used training exercise
requires a speaker to talk about a topic on which he or she can continue
for some time with minimal support from the listener. The listener’s task
is the harder one: to communicate to the speaker that he or she is listen-
ing, hearing, and understanding but without speaking a word or even
making vocal sounds, such as “uh huh.” The listener has only nonverbal
cues to communicate listening and understanding, such as eye contact,
facial expression, head movement, and so on.

The verbal part of the invitation to be listened to is a simple open-
ing. Here are a few examples:

PATIENT: I just had a terrible experience this morning.

PRACTITIONER: Tell me about it.

PRACTITIONER: (coming bedside) Hello, how are you feeling this eve-
ning?

PRACTITIONER: (entering the consulting room) Good morning! Tell me
what’s on your mind today.

PRACTITIONER: (with some standard questions to ask) In a little while
I’ll need to get some specific information from you, but before we do
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that, let me just take a few minutes to hear about what made you de-
cide to come here today.

Asking Is Not Listening

What is a good listener? After you open the door with an invitation and
are paying attention, what should you do next?

Many people confuse listening with asking questions, but these
are two different communication tools. A question places a demand on
the person to give you an answer. A question also points the person in
a particular direction, putting the spotlight on one particular topic or
area that is of interest to the questioner. The psychologist Thomas
Gordon called questions “roadblocks” to listening. For the person to
continue down the road they were on before the question, they have
to deal with the roadblock, go around it, and then get back on the
path. Ask two or three questions in a row, and surely the person is de-
railed from his or her original course. You are the one who is in
charge, not the speaker. That is not necessarily a bad thing; asking is
also part of your job. If someone is
acutely ill and you need to make a
diagnosis by working your way
through a mental decision tree, you
probably need to ask a series of
questions. But for pure listening, the only question you need is an
opening invitation.

Silence

Silence is often a good teacher. If you are silent, even for a brief moment,
you are not voicing all of the roadblocks that people normally throw in
each other’s way: agreeing, disagree-
ing, instructing, questioning, warn-
ing, reasoning, sympathizing, argu-
ing, suggest ing, analyzing,
persuading, approving, shaming, re-
assuring, interpreting, and so on. Si-
lencing these spoken roadblocks is a
good start toward real listening.

A next step is to silence your
inner chatter and focus full attention on understanding the person who
is with you. Even without voicing the roadblocks, you may be thinking
them. How easy it is, while seeming to listen, to be thinking ahead to
what you need to do next! To fully listen, even that inner chatter is
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hushed, and you give your full at-
tention to listening, hearing, and
understanding. Here’s a new mean-
ing for attending physician!

Facilitative Responses

Pure silence can also make some people uneasy. Despite your best non-
verbal attending, if you say absolutely nothing, some patients will start
to wonder what you are thinking or whether you are actually listening at

all. A simple step is to reengage the
vocal cords a bit and offer a few
small facilitative responses as simple
as “mm hmm,” or “I see,” or “say
some more about that.” Of course,
responses such as these could be
programmed into a computer, and
thus they are not proof positive that
you are listening.

In Somewhat Different Words: Listening by Reflecting

Proof positive that you are listening, hearing, and understanding is to re-
flect back to the person a short summary of how you understand what
he or she said. Parrots cannot do this—it involves more than repeating.
We have also found that actors cannot do this without special training.
Actors are perfectly good at being silent, attending, and giving facilita-
tive responses, but reflective listening is a skill that takes special practice.
Actors can on demand look like they are listening, but the real thing is
more challenging.

So what is the real thing? Let’s start with an example in which the
practitioner, after asking an open question, and for purely illustrative
purposes, does absolutely nothing but reflective listening:

PRACTITIONER [social worker, doctor, psychologist, dietician, nurse,
physical therapist, counselor]: We’re coming toward the end of our
session, but you said quite quickly a moment ago that there was
something that made you feel not quite right.

PATIENT: Well, yes, I haven’t been feeling that great. It started about a
month or two back, and at first I thought I was just imagining it,
possibly because I was working so hard and hadn’t been exercising
much, you know what I mean?
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PRACTITIONER: You’re working a lot and haven’t been feeling quite
right.

PATIENT: Well, I thought it was just that, but then I sort of felt tired and
weak when I had any kind of exertion, like I was short of breath,
and I have never had that before. Not even when I have been out of
shape. Even walking up the stairs at home, I notice it.

PRACTITIONER: That’s definitely unusual for you.

PATIENT: Yes, that’s right, on the stairs, but also sometimes when I was
just sitting down not actually doing much. At first I thought it was
the stress. Now I wonder if it’s my lungs or heart.

PRACTITIONER: You’re not 100% sure what’s going on, and it’s got you
a little scared.

PATIENT: Yes, it’s been sort of creeping up on me, I mean I’m usually the
rock of the family, and even at work, but now this.

PRACTITIONER: You’re used to being in charge.

PATIENT: Not necessarily in charge, but reliable, you know? But I think
it’s beginning to get too much for me, and I feel like things are get-
ting out of control.

PRACTITIONER: Like there’s not enough time to look after yourself.

PATIENT: That’s exactly right. I have to sort this out.

PRACTITIONER: You want to know what’s going on and do something
about it.

PATIENT: Well, this is the first step, I said to myself, I want to mention
this to you.

What is going on here? This
practitioner is being a very active
partner in the communication pro-
cess and is taking a minute or two
to understand the patient’s own perceptions and concerns. In order to do
this kind of listening, the practitioner must attend to the patient, hear
the words accurately, and then form a hypothesis about (literally reflect
on) what the patient means so as to be able to say it back in somewhat
different words. The practitioner reflects those “different words” back
to the patient, and then something interesting happens. The patient ei-
ther confirms or disconfirms the practitioner’s hypothesis. The patient
either says, in essence, “Yes, that’s right” and continues to elaborate, or
“No, that’s not quite right” and continues to elaborate. There’s no pen-
alty for guessing wrong here. Either way the patient is likely to tell you
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more, as long as you reflect in somewhat different words. Even direct
repetition can have this effect sometimes, but usually parroting falls flat
in short order. Sometimes a reflection takes the form of “continuing the
paragraph,” anticipating what the patient might say next but that is yet
unsaid.

Sound complicated? It is; it
takes practice. The good news is
that it’s a learnable skill, and one
that is clinically quite useful. Fur-
thermore, your patients are your
teachers. Each time you try a reflec-
tion, you get immediate feedback
about its accuracy, and so over time
you get better at it.

Here is a somewhat longer consultation in which, again, just for
purposes of illustration, the practitioner again uses only reflective listen-
ing. If you enjoy a challenge, cover the page with a sheet of paper and re-
veal one line at a time. For each patient response, before you look at

what the practitioner says next,
consider how you might reflect
what the patient has said.

A patient in the hospital needs
to decide whether or not to have an
operation, and your colleague is
frustrated because she cannot get a

clear answer from him. “Every time I ask him, he just breaks down
weeping. Could you talk with him?”

PRACTITIONER: [psychologist, social worker, nurse, doctor, counselor]:
You said you were worried about your possible operation.

PATIENT: Worried is not the word, it’s so complicated I don’t know
where to begin.

PRACTITIONER: And it’s causing you quite a lot of distress. [continuing
the paragraph]

PATIENT: Last night I hardly slept, I was so worried. (Begins to weep.)

PRACTITIONER: (Stays silent, hands him a tissue.) It’s like things are
coming to a head.

PATIENT: It’s not like me to cry like this.

PRACTITIONER: This is really important.

PATIENT: This is the big one. (Continues to weep.)
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PRACTITIONER: It feels like a big decision that you have to make, one
way or another.

PATIENT: That’s right, as every day goes by I get closer and closer to hav-
ing to decide.

PRACTITIONER: But not much clearer. [again continuing the paragraph
with a guess]

PATIENT: That’s the problem, because if have the operation, I know I
might not last long afterward. It’s a big risk. That’s what I’ve been
told, as simple as that.

PRACTITIONER: And if you don’t have the operation, it’s not that easy
either.

PATIENT: Well, not exactly, it’s a question of time, you see. They say I
might have just a few months left, and all I know for sure is that I
want to be there for my family.

PRACTITIONER: That’s the most important thing for you right now.

PATIENT: You should see my son (laughs), he says I’m still the same old
rude rascal, nothing’s changed, even though I am supposed to be so
ill.

PRACTITIONER: Sometimes you almost feel back to normal.

PATIENT: When I’m with him, its great, but then, there’s no escaping
this, really.

PRACTITIONER: You feel trapped.

PATIENT: Yes, that’s it, I lie here and think about taking the chance and
having the operation, then I imagine it going badly, then I try to stop
thinking about it.

PRACTITIONER: You’re just not sure what to do.

PATIENT: Sometimes I think that, well, you people do these operations,
and I should put my trust in you.

PRACTITIONER: If you had the operation and it worked out well, that
would be a good outcome.

PATIENT: I think I’ll probably go along with this, but I just need some
time to get used to the idea, and then I’ll let you know.

PRACTITIONER: You need some time to work through this decision
about the operation.

PATIENT: I will decide soon.

PRACTITIONER: (offering a little longer summary of what has been said)
Let me see if I understand what you’ve been telling me, and do let
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me know if I’ve missed anything. This decision is not an easy one for
anyone to make. Whichever way you go, there’s a risk that you
might not be there for your family. You’ve been told that without
the operation you have only a few months, but the operation is also
risky. You’re getting closer to making the decision, though, and you
just need more time to think it over. You feel especially good when
you see your family, and you are thinking as much about them as
you are about yourself.

PATIENT: Yeah, that’s quite right, I don’t really need any more informa-
tion, and this isn’t a decision you can make for me. It’s just good to
talk this through with you.

Note a few things about the reflections in this example. First, they
are all statements rather than questions. The practitioner is not asking,

“Is this what you mean?” If you
were listening to an audiotape, you
would also hear that the practitio-
ner’s voice inflection turns down at
the end of a good reflection and not
up as when asking a question. This

can feel odd at first, but only to you, not to the patient. Offering reflec-
tions as statements rather than questions makes patients more comfort-
able, and they keep talking. A patient is more likely to elaborate if you
say:

“You’re feeling anxious about this.” [voice inflected down at the
end]

rather than:
“You’re feeling anxious about this?”[voice inflected up at the end]

Also note that the practitioner’s skillful responses in the above exam-
ple sometimes reflected content that the patient had not actually said but
that might be what the patient meant or was thinking. Reflections need not
be restricted to what the person has said directly. Sometimes you are con-
tinuing the paragraph by offering what the next as-yet-unsaid sentence
might be rather than just repeating the one that has gone before.

The Skill of the Summary

In the final response of the preceding case example, the practitioner col-
lected the main themes that the patient had offered and pulled them to-
gether in a summary. In a way, each reflection is a short summary of
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what is happening at that moment,
but this kind of collecting summary
looks back over part or all of the
conversation and offers an abstract.
There is skill to knowing what to in-
clude in such a summary. Later on in this chapter we give you some spe-
cific guidelines for choosing what to include in summaries when listen-
ing is used in MI. Here, however, the practitioner just attempted to pick
up the main themes that the patient had raised.

Summaries can serve several very useful functions:

• A good summary shows in a powerful way that you have been lis-
tening carefully to and remembering what the patient said. This is in it-
self a positive message that can strengthen your working relationship.

• Giving a summary causes you to draw together the pieces of the
picture and to see whether you have missed something important. To do
this, you can follow a summary by asking “What else?”

• A summary allows you to reemphasize certain aspects of what the
patient has said by including and highlighting these themes. This aspect
of summaries is particularly useful within the guiding style.

• A summary frees you to change direction. It is a gentle and posi-
tive way to draw your period of listening to a close and move on to the
next task.

Asking and Listening

Although they do represent two different tools of communication, ask-
ing and listening fit naturally together and complement each other. A
therapeutic approach known as client-centered or person-centered coun-
seling, introduced by psychologist Carl Rogers, relies primarily on a
skillful combination of asking and listening. This is also a natural com-
bination to use in health care.

For most people, asking questions is much easier than reflecting. As
a result, even when practitioners try to be good listeners, it is common
for them to ask a series of questions in a row with little or no reflective
listening in between.

We offer three practical recommendations about questions while
you are listening.

1. Try to ask open rather than closed questions.
2. Try not to ask two questions in a row.
3. Try to offer at least two reflections for every question you ask.
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A resulting rhythm would be an open question followed by reflective lis-
tening to what the patient offers. For example:

PRACTITIONER [nurse, doctor, podiatrist]: So you’ve been having quite a
bit of pain in your feet. Tell me about that.

PATIENT: Sometimes it hurts so much that I have trouble walking. I have
to go up and down stairs at work, and that’s really hard.

PRACTITIONER: And that pain is fairly constant, every day. [reflection, a
guess]

PATIENT: Just about, yes. Less on the weekends when I’m not working.

PRACTITIONER: There’s something different about the weekends. [reflec-
tion]

PATIENT: Well, like I said, I’m not at work, and I stay home more.

PRACTITIONER: What kind of shoes do you wear on the weekend?
[closed question]

PATIENT: I usually wear bedroom slippers or go barefoot around the
house.

PRACTITIONER: And that feels better. [reflection]

PATIENT: My feet still hurt, but not as much. But if I go out on Saturday
night, then I wear spikes.

PRACTITIONER: High heels—higher
than you wear to work. [reflec-
tion]

PATIENT: A little maybe, but I wear
heels at work, too.

Some Concerns about Listening

It is hard to do harm with good listening, in which a sense of genuine
warmth and curiosity is present. If your reflections are too similar to
what the person said, if there is too much a straight repetition, you can
go around in circles.

However, there can be a downside to listening that you will quickly
discover. Most people experience so little good-quality listening in their
lives that they are quite hungry for it. When they meet someone who ac-
tually takes the time to listen, hear, and understand, it is such a reward-
ing experience that they could literally talk for hours. That, we find, is a
great worry among practitioners about listening to their patients. It is an
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understandable worry, but one that is actually quite manageable. Most
practitioners already know good and gentle ways to bring a consultation
to an end when it is time to move on. A closing summary is just one of
these. The truth also works: “Thank you for sharing this with me. What
you have told me today has really helped me get a much better under-
standing of the situation. I wish I could listen longer, but I have to see
someone else now, and I don’t like to keep people waiting. Let’s talk
more about this the next time I see you.”

Some practitioners also worry
that if they pull the cork out of the
bottle, it will overflow: “If I listen to
my patients in this way, will they
fall apart right there in my consult-
ing room? After all, I’m not a psy-
chologist.” And, again, time is often
a concern. It certainly can happen
that when a compassionate listener
takes even a little time to under-
stand, the person can be moved to
tears. It’s a question of balance. No
one would endorse not listening to patients; nor could you justify losing
control of the time and of other tasks that you need to carry out. Pa-
tients also do not necessarily want to experience their fear, anger, sad-
ness, or frustration in large doses.

These concerns about letting the genie out of the bottle are, we be-
lieve, more than offset by the clinical value of spending some time in
pure listening. We have alluded to the healing power of listening for the
patient and its positive impact on practitioner–patient relationships. Lis-
tening in this way can also do much to enrich your own practice. So rare
are good listeners that even a little good-quality listening will open to
you the rich inner experience of the people you serve. Few people are so
privileged to share in the intimate inner world of so many fellow human
beings. One such experience can uplift a day of otherwise routine prac-
tice. Good listening, you see, enriches not only the one to whom it is
given as a gift but the giver as well.

LISTENING IN MI

Reflective listening itself—the pure listening skill—can be surprisingly
effective in helping people change. If all that this book inspired you to
do is to become a good listener in this skillful way, you would have an
important gift to give to others. Once you are comfortable with reflec-
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tive listening, you can become more conscious and intentional about
how you listen, while retaining the warmth and genuine curiosity that
lies at the heart of good listening. In MI, what you choose to reflect back

to a patient can make a difference.
The remainder of this chapter dis-
cusses what to reflect and why,
when your goal is to encourage
health behavior change.

Choosing What to Reflect

When you listen, even for a short time, you quickly discover that you
have some decisions to make. As patients talk to you about their experi-
ence, they typically offer a rich array of material. You cannot begin to
reflect all of it. Which comments will you pick, and how will you decide?
Consider this exchange in which a practitioner opens the door with an
invitation and then follows with pure listening.

PRACTITIONER [pediatric nurse or doctor]: Well, it looks like your boy’s
arm is going to be fine. I’ve patched up the wound and it should heal
quickly. His tetanus vaccination is up to date, and the nurse is finish-
ing up with him next door. Now, you mentioned that you’ve been
more generally concerned about his behavior, and I have a few
minutes before I see another patient. Tell me a little more about
that.

PATIENT [mother]: It just seems that he’s getting harder to control. He
won’t listen to us. Homework, meals, bedtime—it’s all a struggle.
He can’t seem to sit still, and sometimes it seems like he just doesn’t
pay attention to what he’s doing. That’s how he cut his arm this
time, you know. He wasn’t looking where he was going and ran into
our board fence with a rusty nail sticking out. I don’t know how
many times I’ve told my husband to fix that fence. [What part of all
this might you choose to reflect at this point?]

PRACTITIONER: It’s hard for you to manage him. [reflection]

PATIENT: Yes, and my husband and I don’t agree on how to discipline
him. He spanks him, and I think that’s wrong. We’ve had a lot of
fights lately.

PRACTITIONER: You and your husband. [reflection]

PATIENT: Yes. (Tears come.) I’m sorry, doctor. It’s just all been so hard
for me lately. I’ve heard about ADHD. One of the boys in his class
has it, and I wonder if that might be what’s wrong with him.
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In the space of 1 minute of listening, the pediatrician suddenly has a
rich array of issues from which to choose. Should she focus on the
mother’s feelings of distress, the struggles with homework and bedtime,
the concerns about attention or activity level, the spanking, or perhaps
the conflicts between husband and wife? How do you decide what to re-
flect?

For this particular situation, it could be useful to move from listen-
ing to agenda setting in the asking style, as described in Chapter 4. For
present purposes, however, this conversation illustrates that a practitio-
ner who listens must often choose what to reflect from among options.
Within MI, there are some decision rules to help you in deciding what to
reflect.

Reflect Resistance

When talking with a person who is ambivalent about change, you are
bound to hear some resistance, some arguments for the status quo. The
righting reflex is to refute these, to effectively argue against them and set
the person straight. But as we’ve described earlier, if you argue for
change, the patient will tend to voice the arguments against it. Because
people who feel ambivalent have both sides of the argument within
them, they will often back away from resistance when you reflect it
nonjudgmentally. Even if they do not, you will get a clearer picture of
the patients’ reluctance. Here is a typical example from our work with
problem drinkers:

PRACTITIONER: And tell me a little about your drinking. [open question]

PATIENT: Well, I do drink most days, but not that much, really.

PRACTITIONER: You’re a pretty light drinker. [reflection]

PATIENT: Well, I’m not sure about that. I can hold it pretty well, more
than most.

PRACTITIONER: You can drink a fair amount and it doesn’t seem to af-
fect you. [reflection]

PATIENT: Yeah, that’s right. I can drink quite a bit.

PRACTITIONER: And you do sometimes. [reflection, continuing the para-
graph]

PATIENT: Sure, I’ll have five or six beers after work on the way home.

PRACTITIONER: [At this point the righting reflex is screaming, but the
practitioner sticks with a guiding style to see what happens.] What
do you think about drinking that much? [open question]
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PATIENT: I don’t really think about it that often.

PRACTITIONER: Sometimes you do, but not often. [reflection]

PATIENT: Well, sometimes I think, you know, I’m getting older and I
ought to cut back.

PRACTITIONER: What have you noticed? [open question]

PATIENT: These stomach pains, like I’ve been having, and I guess I’m not
as sharp sometimes in the mornings. But don’t misunderstand, I
don’t have a problem with drinking.

PRACTITIONER: It hasn’t really caused any problems for you. [reflection]

PATIENT: Well, I wouldn’t say that. . . .

The temptation is great to jump
in using a directing style, and indeed
it might not be entirely inappropri-
ate for you to do so. Some clear in-
formation and advice from a health
professional can make a difference.
For example, you might well talk

about safe drinking limits with this patient (see Chapter 6 on informing).
We invite you, however, to try out this reflective way of responding to
patient reluctance. Very often, it is then the patient who comes up with
the other (pro-change) side of the argument, sometimes the very points
you were about to voice yourself.

Reflect Change Talk

In the directing style, it is usually the practitioner who presents the case
for change. Within a guiding style, it is the patient who does this.
Change talk emerges, and this is what you reflect.

In Chapter 4 we discussed the strategic use of questions—asking
those questions to which the answer is likely to be change talk. Such
open questions often evoke a mixture of change talk and other language.
Consider the forest meadow image we used earlier in this book. You are
watching for the flowers, and as they appear, you pick some. In other
words, what you particularly want to reflect, when you hear it, is change
talk (statements of desire, ability, reasons, need, commitment, and tak-
ing steps). When you hear change talk, pick it out and reflect it back to
the patient. In the following example, the patient’s change talk is high-
lighted in boldface italic type. Places where the practitioner uses reflec-
tive listening are indicated by [R].
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PRACTITIONER: [audiologist]: Well, Mr. Sanchez, we’re done with your
testing, and there are some clear frequency ranges at which you’re
not hearing as well, which must be what your wife was noticing.
That’s not too unusual for your age, but the fact that there are these
particular gaps suggests that there’s something else going on besides
normal aging. The nerve conductance test was normal, no apparent
problem there. When have you been exposed to loud noises in your
life, and how recently?

PATIENT: When I was younger I used to go trap shooting more, and we
didn’t always use the earplugs. Also I rode motorcycles—still do
sometimes—and they can be loud.

PRACTITIONER: You’ve been around loud noises when shooting and rid-
ing motorcycles, which you still do sometimes. [R] What else?

PATIENT: I use some power tools, like a chain saw and a leaf blower.
They’re kind of loud.

PRACTITIONER: Right. And you don’t always use ear protection. [R]

PATIENT: I never do, really, when I’m using tools.

PRACTITIONER: [resisting the temptation to immediately tell him why he
should, and reflecting instead] It hasn’t seemed important to you.
[R]

PATIENT: I guess I haven’t really thought about it. It’s not all that loud, is
it?

PRACTITIONER: [responding to the invitation to inform] I recommend
that for anything above about 50 decibels people should protect
their ears, and those tools would definitely be in that range. But it’s
kind of a hassle for you to put on ear protection every time you
want to use a tool. [R—still rolling with resistance rather than dis-
agreeing with it]

PATIENT: Well, not that big a deal, really. It’s simple enough if it’s im-
portant.

PRACTITIONER: So popping in earplugs is something that you could do if
you thought it was important enough. [R]

PATIENT: Sure. I could do that. [ability, not yet commitment]

PRACTITIONER: The problem has been that you didn’t think it really
matters that much. [R]

PATIENT: Or I just wasn’t worrying about it, I guess. Didn’t think about it.

PRACTITIONER: Well, while we are thinking about it together, let me ask
you this. In what ways has your hearing loss been inconvenient for
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you so far? [This open question is particularly intended to evoke the
patient’s own motivations for behavior change.]

PATIENT: Not too much, really. My wife gets frustrated with me when I
don’t hear her. [reason]

PRACTITIONER: She gets a little irritated. [R] What else?

PATIENT: It’s embarrassing sometimes when I don’t understand what
somebody said and I have to ask once or twice more. That seems to
happen more often lately. [reason]

PRACTITIONER:Twice sometimes. [R]

PATIENT: Especially if the person has like an accent or something, or if
we’re in a noisy restaurant. Sometimes I just pretend that I under-
stand if I don’t get it the second time, or don’t ask at all, and then I
miss things. I don’t like that. [reason and desire]

PRACTITIONER: You told me that your wife thinks you may need a hear-
ing aid, and perhaps you’re wondering, too. [R]

PATIENT: No, that would really be embarrassing. I don’t want to go
around with hardware in my ears.

PRACTITIONER: You don’t like how hearing aids look. [R—still rolling
with resistance rather than arguing against it]

PATIENT: They make you look old, and also they’re a hassle, the batter-
ies and all that. And sometimes they squeak or screech out in public,
and people look at you.

PRACTITIONER: Sounds like you hope you never have to wear one.
[R]

PATIENT: Well, probably sooner or later I’ll need one, but I’d rather it be
later. [need]

PRACTITIONER: So you might be interested in doings things now to pro-
tect the hearing you have left. [R]

PATIENT: Yes, definitely. [beginning of commitment to behavior change]

PRACTITIONER: And it sounds like not wearing ear protection around
noises—that wasn’t because of embarrassment so much as just not
thinking about it, not realizing that it’s important. [R]

PATIENT: Right. I can do that if it’s going to keep me from needing a
hearing aid. [ability]

PRACTITIONER: It would be worth it to you; seems like a small price to
pay. [R]

PATIENT: Sure, I’ll do that. [commit-
ment]
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Working Through Ambivalence

Why take this time to reflect the patient’s own motivations to change?
The reason is that lifestyle patterns have substantial inertia, and the de-
fault is to continue unchanged. Past behavior predicts future behavior.
We do not mean to be pessimistic about behavior change, because we see
it all the time. It’s just that unless something dislodges a current behavior
pattern, it is likely to continue.

Isn’t that an argument, then, for confronting patients with the con-
sequences of their behavior, to jar them loose and rather forcefully per-
suade them to change? Although that sounds logical, such a frontal as-
sault is actually more likely to entrench than to dislodge an established
behavior, such as smoking, for example. When reflective listening is used
within a guiding style, behavior change is more likely to occur.

Ambivalence can be a muddy meadow. People can stay mired there
for some time. As discussed earlier, it’s common to think about one rea-
son why it might be good to make a
change, then to think about a coun-
terbalancing disadvantage of chang-
ing, and then to shut down and stop
thinking about it. The guiding pro-
cess of listening helps the person
keep talking and moving in one direction toward change. You help the
person keep thinking about and exploring the reasons (and desire, abil-
ity, need) for change instead of bouncing back and forth between pros
and cons and then shutting down.

How does that happen? When you reflect something that a person has
said, you express interest in it and invite the person to say more about it, to
elaborate. By being particularly interested in and focusing on the person’s
own motivations for behavior change—the flowers in the meadow—you
encourage the person to keep on exploring and expanding on those.

You cannot know ahead of time what flowers will pop up, but
bloom they do when you ask and listen. When you ask questions that
elicit change talk, patients voice their own motivations for change and
hear themselves expressing and exploring them. Then, when you reflect
their own change talk, they hear you saying again (in slightly different
words) what they themselves have said, and they explore it further. That
lays the groundwork for yet one more use of listening to facilitate
change.

Summaries: The Bouquet

Remember that in listening you periodically draw together what the per-
son has said into a summary. In MI, these summaries have a particularly
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important function, because they contain the person’s own motivations
for change. You collect these flowers, the patients’ own change talk
statements, into a bouquet and periodically offer it back to them. It is
particularly useful for the person to hear her or his own accumulated
motivations for change collected all together, perhaps for the first time.
This is different from the usual immobilizing process of ambivalence:
thinking of one argument for change, then an argument against it, then

stopping the process.
All of this means that you need

to be able to recognize a change talk
flower when you see it (Chapter 3).
Within MI, asking is used to elicit
change talk (and eventually com-
mitment), and listening is used to
selectively reflect change talk and
draw it into summaries. Here is an

sample summary, following from the audiologist consultation earlier in
this chapter:

PRACTITIONER: Let me see if I’ve heard you right, Mr. Sanchez. You’ve
got some gaps in your hearing, and you’ve told me about past expo-
sure to loud noises that might account for these. You notice that you
are having more difficulty understanding people, especially if they
speak with an accent or you’re in a noisy place. Sometimes you have
to ask people to repeat themselves once or twice, and you don’t like
that. This has also been a source of some friction between you and
your wife, because she gets frustrated at having to repeat herself. She
thinks maybe you should have a hearing aid, but you really don’t
want to do that yet because you would feel embarrassed, it might
make you look older, and there are some practical hassles. You think
you’ll eventually need one, but you want to put it off as long as pos-
sible. So what you want to do is to preserve the hearing you have left
as best you can, and for as long as you can, before it’s time to get a
hearing aid. So far so good?

PATIENT: That’s right, yes. Well done! Nothing wrong with your hear-
ing. (Grins.)

PRACTITIONER: So what makes sense to you is to take care of your hear-
ing by using ear protection whenever you’re going to be around loud
noises. That would protect you from further damage and help keep
these problems and embarrassments from getting worse. Is that
what you’re going to do?

PATIENT: Yes, I’ll start using ear protection. [commitment]
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PRACTITIONER: Great! Makes sense to me. Now how can I help you
with that? Is there any information that would be useful about the
kind of ear protection you can use, how to know when you should
use it, anything like that? [asking permission to inform, a skill that
we take up in the next chapter]

CONCLUSION

This chapter has described some of the breadth and depth of listening,
with an emphasis on its use on the service of a guiding style. It’s a practi-
cal skill that demands alertness, patience, and an ability to capture the
patient’s experience in a few well-chosen words. What you actually do is
quite simple—you make a reflective listening statement—but your atten-
tion to detail and nuances of feeling will be appreciated by patients, and
this allows them the freedom to resolve ambivalence about behavior
change.
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C H A P T E R 6

Informing

Informing is probably the most commonly used tool in health care com-
munication, woven into the fabric of most consultations. This chapter
starts with some general considerations about informing and then turns
to its use within MI.

SOME GENERAL CONSIDERATIONS

Informing is used in a wide range of situations. Here are some examples:

• Telling what has happened
• Explaining what is going to happen or what may happen
• Clarifying what something means
• Breaking bad news
• Sharing evidence
• Obtaining informed consent
• Mastering a task such as using a medical device
• Giving advice

“Some patients seem to hear, but others, I tell them time and again
but it never seems to sink in.” How difficult can it be to give patients in-
formation? Unfortunately, things do go wrong with this task. You may
give what seem to be perfectly clear instructions, yet the patient does not
fill a prescription or follow through with the next appointment. You go
through what is or could be involved with a procedure, but later the pa-

86



tient is dissatisfied and complains that you did not adequately explain it.
Many litigation cases in health care arise from disruptions of communi-
cation. And, commonly, the information you provide does not match the
patient’s hopes or expectations. “So you’re not going to give me any-
thing for this?” says the patient after your long explanation about man-
aging her problem. “Aren’t you going to do anything?”

A common-sense guideline is to be friendly and provide information
in a clear and concise manner. Decades of research on information-
giving and patient compliance have
identified some essential ingredients
of clarity when informing: Do not
overload patients, provide simple
information in chunks, be careful
about using jargon and technical
terms, check back to ensure that the
patient has understood, and so on.
Health care providers with little or no training in how to improve their
informing skills often adhere to these guidelines but then find that things
quickly become more complicated.

Put simply, patients may not be ready to hear what you have to say
or may not agree with you about the importance of the information.
They come from different cultures, backgrounds, and language groups,
and a whole host of forces can affect their interest in and ability to ab-
sorb information you offer. These forces can include the following:

• Bewilderment. You provide information, and the patient just
seems confused or bewildered. Is it the speed of the informing process,
the patient’s cognitive functioning, his or her attitude toward you, the
words you used, or something else?

• Passivity. It seems to be going well until you take a more careful
look at the patient, whose eyes are glazed over in a state of passivity, sit-
ting back in the chair, waiting for you to get through your routine. Your
duties sometimes demand that you get through large chunks of informa-
tion with patients; for example, when you are required to inform pa-
tients for medical–legal and other good reasons. In the process of “get-
ting through,” you may yourself tune out a bit, feeling anxious, rushed,
or bored. In the process it is easy to miss the cues that your patient has
“switched off,” that somewhere along the way you lost him or her. In
the midst of informing, you may discover that your patient is no longer
beside you.

• High emotion. Informing is easier when all is calm in the consul-
tation and you have time to think and to do a good job. High emotion in
yourself or your patient can change all that. Patients can feel angry,
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frightened, or anxiously expectant. You may feel rushed, worried, tired,
or irritated. High emotion blocks understanding.

• Mood and distraction. Relatedly, patients who are depressed may
not hear and understand clearly what you are saying. Others may be dis-
tracted by recent events or worries and have trouble concentrating. (The
same, of course, can happen to you.) The effects of alcohol, age, medica-
tion, or illicit drugs may impair the patient’s ability to understand and
remember.

Working Within a Relationship

Successful communication involves not just the transmission of technical
expertise but interpersonal skills as well. A relationship, even if it lasts
no more than a few minutes, lies at the heart of informing. The other
two tools, asking and listening, are also needed to maintain working
rapport with the patient, whose concerns, aspirations, and confusions
express themselves in the consultation in many forms and affect your
progress. “Information provision” is an inadequate description of what

actually happens in practice. “Infor-
mation exchange” is a more accu-
rate phrase; you become immersed
in improving your understanding,
improving the patient’s understand-

ing, and reaching agreement about the issue at hand. This is a two-way
process.

Here are a few practical guidelines for improving information ex-
change.

Slow Down, and Progress Can Be Quicker

The more hurried you feel, the less likely it is that you will be able to un-
derstand and respond to the challenges posed by patients. A common
and understandable tendency is to hit “automatic pilot” and simply do

the basics, giving patients the infor-
mation that you feel it is your duty
to provide. However, if you slow
down a little and create the oppor-
tunity for both of you to be reflec-
tive, you will find the small silences
very useful for giving the patient
space and for giving yourself the

time to make good judgments about the best way to get information
across.
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Better judgments can save time. Your questions and carefully cho-
sen bits of information develop a quality of gravitas that patients pay at-
tention to. One of us (Rollnick) attended an outpatient appointment
with a worried spouse, in which the obstetrician conducted an examina-
tion and dealt with all of our concerns and questions in an apparently
seamless consultation that lasted a matter of 10 minutes. It felt as
though he had spent a much longer period of time with us. His manner
was slow and thoughtful. A colleague once described this approach as
being like a duck or swan gliding peacefully across the water, with legs
nevertheless working hard under the surface. Skillful informing lay at
the heart of the obstetrician’s repertoire.

It’s a Person, Not an Information Receptacle

This principle is so easily overlooked in the rushed world of everyday
practice that it’s worth the risk of stating the obvious. Well-intentioned
efforts to “get through” and “make them understand” so that informa-
tion “sinks in” often create the unfortunate impression of the patient as
a passive recipient of information. The considerable skillfulness of prac-
titioners who provide information closely tailored to the patient’s per-
sonal needs often goes unappreciated.

Consider the Broader Priorities of the Patient

Inevitably, your concern is with your area of expertise, but the patient’s
priorities are much broader. He or she has to integrate the information
and apply it to everyday life. What may be straightforward information
to you can be much more for the patient. Simply conveying your accep-
tance of this reality can make a substantial difference to the outcome.
How does the information that you are providing fit in with the patient’s
life and perspective?

Positive Messages Matter

Often in health care information can be divided into good news and
not-so-good news. For example, when you are informing a patient of a
new diagnosis, there will likely be a mix of troubling information with
some positive messages. How do you strike the balance between the
two? Some practitioners are concerned that providing positive
messages might “gloss over the hard facts” and compromise frankness.
Including truthful positive messages, however, can actually increase
a patient’s receptiveness to hard facts. Consider the difference be-
tween:
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“If you continue to smoke, breathing is only going to become more
difficult.”

and
“If you stop smoking, you may find that breathing is easier.”

Consider the Amount of Information

People vary widely in their desire for information. When facing a surgi-
cal procedure, some patients want great detail about what will be done.
They want to know exactly what to expect, and having more informa-
tion decreases their distress. Some practices maintain a video library
showing common procedures and lend these to patients who want this
level of detail. Other patients prefer to know as little detail as possible,
and having more information frightens them. It makes sense, then, to
ask patients their preferences about being informed. On a particular
topic, how much do they already know? What would they like to know,
and in what detail? Whether to withhold or provide information is not a
decision to make by yourself. Find out your patient’s wishes.

Deliver Information with Care

Give the message in an accessible way. If the medium of the instruction is
the spoken word, make sure the words are understandable to the pa-
tient. Avoid the abbreviations much loved by health care practitioners.
Avoid technical terms when possible, and, when not possible, check as to
whether your patient knows their meaning. Avoid words your patient
may consider “infantile.” If you use written material, it should be appro-
priate to the patients’ educational level, vision, time, and anxiety state.

Sometimes verbal instruction is best; sometimes a combination of
media will be best. A leaflet, a website, and a book, for example, may
complement an initial verbal instruction. Some patients may value the
opportunity to tape-record your instructions. Check with the patient
about what medium or combination of media best suits him or her.

Always use informing in combination with asking and listening.
Check: Are the messages being received by your patients? Have they
heard you? Have they understood what you are trying to convey? How
is the pace of information delivery suiting your patients? A simple ques-
tion such as “How are we doing so far?” will often help you to decide
how best to proceed.

Directing with Care

A directing style can be used in routine practice to exchange information
to very good effect. This involves more than just being pleasant and
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clear, and the countless examples of
good practice observable in busy
consulting rooms bear witness to
this fact. It involves attentiveness
and skillful responding to both your
mood and needs and those of the
patient.

INFORMING WITHIN MI

MI is based on a guiding style, and a competent guide provides good in-
formation but does it in a particular way. This section offers some spe-
cific guidelines on how to inform within MI.

Ask Permission

Providing information with permission from the patient is fundamental
to the use of a guiding style. Informing is most likely to go wrong and
elicit resistance when the patient is unready or unwilling to receive it.
Within the principle of respecting patient autonomy (Chapter 2), the
practitioner informs or advises only when he or she has permission to do
so. There are three ways to obtain such permission.

The first and simplest form of permission involves your patient ask-
ing you for information or advice. Here the patient has opened the door
for you. Sometimes we are still a bit cautious under this circumstance
and first ask what the patient already knows (information) or what ideas
the patient may have for how to proceed (advice). In general, though, it
is fine to inform when the patient asks you to do so.

A second way is to ask for permission to inform. This is analogous
to knocking on the door before you enter. Before you charge into in-
forming or advising, ask if that would be all right with the patient.

“Would you like to know some things that other patients have
done?”

“Would it be all right if I tell you one concern I have about this
plan?”

“There are several things that you can do to keep the level of sugar
in your blood under control. Do you want to hear them, or are
there other things that we should talk about first?”

“May I make a suggestion?”

Asking for permission in this way has several good effects. First, it di-
rectly honors and reinforces patients’ autonomy and active involvement
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in their own health care. It emphasizes the collaborative nature of your
relationship. It also lowers resistance. Asking permission to offer infor-

mation or advice often makes the
patient more willing to hear it. Fur-
thermore, it can give you important
information. If there is something
much more pressing on the patient’s
mind, you’re likely to find out
about it.

In most situations, these first
two ways of getting permission will
suffice. That leaves the less common
situation in which you feel impelled

to give information and advice and are not be willing to accept a “no”
answer when you ask for permission. There are several things you can
do in this case:

• Announcing. One good option is simply to tell the truth. “There
is something that I need to tell you here.”

• First choice. Another possibility is to ask the patient whether you
should do this now or whether there is something else that he or she
wants to talk about first. This implies that sooner or later you are going
to do the informing or advising, but it still gives the patient some latitude
about when it happens.

• Prefacing. Another good option is to preface the informing or ad-
vising with a comment that directly acknowledges the patient’s auton-
omy. Telling them that they are free to disregard what you are about to
say somehow makes them more willing to hear it.

“I don’t know if this will make sense to you or not . . .
“This may or may not concern you, but . . . ”
“You can tell me what you think of this idea . . . ”

Obviously these three components can be used in combination:

“I have a concern about your plan that you may or may not share,
but I feel like I need to express it. Would it be all right if I explained
it now, or is there something else that you want to ask about
first?”

Obtaining the patient’s permission in one of these three ways is a
fundamental element when informing within MI.
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Offer Choices

When informing, offer choices when possible. This supports patient au-
tonomy. For example, a rock-climbing guide, committed to helping peo-
ple learn by making their own judgments, might say: “If you look above
you to the left, you will see that pointed rock, which could be unstable.
One option is to reach up and try it. Another is to move over to your
right, where you can stretch across to that ledge. Which move makes
more sense to you?” Expert information is used to help the person make
an informed choice. That’s what we mean by informing in the service of
guiding. You stop short of telling someone what to do; instead, you pro-
vide useful, well-tailored choices.

“It’s a common fear that exercise might actually cause another heart
attack. If you do this gently, there’s no evidence at all that this is
harmful. It’s a question of what will suit you. Some of our patients
walk longer distances each day, some use a machine at home, others
come down here to use our machines. It’s your choice. I wonder what
would make sense to you right now, or is this all a bit too much too
soon?”

This illustrates a broader guideline about offering choices within
MI. When you discuss options, offer several simultaneously. There is an
obvious trap in discussing choices
one at a time. You present one pos-
sibility, and the patient tells you
what is wrong with it. So then you
raise another option, and the pa-
tient tells you why that one won’t work. Suddenly you are back in the
persuasion trap in which you argue for change and the patient argues
against it. Instead, offer a variety of options, and ask the person to
choose among them. “Pick a card, any card” creates a different mindset
from, “What do you think about this possibility?”

Talk about What Others Do

When giving information, particularly if it contains implications for ac-
tion, consider the value of talking about how this has affected other pa-
tients, and avoid suggesting what the patient should do. This is an exam-
ple of avoiding the righting reflex. Patients then have the freedom to say
what might work for them, usually in the form of change talk. This
leaves you in a position of neutrality. In other words, you provide, and
the patient interprets. For example, there’s a difference between:
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“You clearly need to cut down on
your intake of fatty foods, and
stopping smoking is a top prior-
ity as well.”

and
“Some patients in your situation re-

duce their intake of fatty foods,
others tackle their smoking. I
wonder what makes sense to
you? . . . ”

Two Strategies for Informing

Chunk–Check–Chunk

A common exhortation in the teaching of students in health care is to
use the “chunk–check–chunk” approach to providing information to pa-
tients. You provide a chunk of information, check patient understand-
ing, provide another chunk, and so on. Its value lies in respectful check-

ing to see that the patient has
understood before moving on to the
next chunk of information. It is
used most often in the service of a
directing style, in which the “check”
phase is used merely to ensure that
the patient has understood the in-
formation, which is appropriate in
many circumstances. When it comes
to behavior change and the use of a

guiding style, the “check” step involves a bit more than asking, “Got
it?” Rather, you stop to ask for the patient’s perspective. What does the
patient think about this chunk? Is there any part of it that the patient did
not understand or would like to ask about further?

PRACTITIONER: So it does look like you have some nerve damage in
your feet, and there are some things you might want to do to protect
your feet. I recommend that you not walk around barefoot, but
wear slippers, even at home. Be careful about hot water. Use padded
socks, and examine your feet once a day to look for any cuts, blis-
ters, or other injuries. Use a mirror if you need to in order to see the
soles of your feet. [chunk] That’s quite a few recommendations from
me! Do they make sense to you? [check]

PATIENT: Yes, I think so.
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PRACTITIONER: Is there anything in this you want to ask me about?
[checking further]

PATIENT: Well, you said to be careful about hot water. Do you mean that
I shouldn’t take a warm bath? Is hot water somehow bad for my
feet?

PRACTITIONER: Thanks for asking. No, it’s not that warm water is bad
for you. The danger is that sometimes people use their feet to test
the temperature of water in a bath. That can be a problem. I see pa-
tients with diabetes who have burned their feet badly before realiz-
ing that the water was too hot. The feet become insensitive, and peo-
ple get burned before they realize it. [chunk] Does that make sense?
[check]

PATIENT: Oh, I see. It’s just to make sure I don’t burn my feet without re-
alizing it. OK, I’ll be careful. I guess I’ll use my hand or something.

PRACTITIONER: Good! Now if you happen to find any cut, blister, or
other wound on your feet, or if you have any other concerns about
your feet, please come in to see me right away. [chunk] Will you do
that? [check]

PATIENT: Yes. I don’t want to have problems with my feet, so I need to
check them daily and let you know if I see anything.

PRACTITIONER: Right. Very good. And are you OK with the padded
socks idea? [check]

This rhythm of asking for patients’ responses in between chunks is
good for several reasons. First, it continues to actively engage patients in
their own care, even when you are informing. It communicates patience
and respect. It also helps you detect and correct misunderstandings that
you might otherwise miss. Too often the information-giving process in
health care goes primarily in one direction, from the practitioner to the
patient. The patient is rendered a passive recipient, which makes it easy
to overlook miscommunication and inhibits the exploration and expres-
sion of motivation to change. Chunk–check–chunk can turn the inform-
ing process into a conversation rather than a lecture, at least when
“check” means a genuine checking in for the patient’s understanding
and perspectives.

Elicit–Provide–Elicit

This phrase provides a different guideline for information exchange that
is more congruent with the principles of MI. It places considerable value
on drawing from the patients what they need and want to know and,
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critically, what new information means to them. This again emphasizes
patients’ active involvement in their own health care and is intended to
enhance motivation for behavior change. Elicit–provide–elicit (EPE) is
not meant to be a linear sequence of steps but rather a cyclical process of
guiding through information exchange. Although it revolves around in-
forming, EPE also requires both asking (often open questions) and lis-
tening.

In EPE, the information exchange begins with you asking patients
an open question to focus your informing. We suggest two general forms
of this eliciting question. The first is to ask, “What would you most like
to know about ?” Here you invite the patient to tell you what
seems most important to know from his or her own perspective. A sec-
ond form is to ask, “What do you already know about ?” This
latter form has several advantages. It can save you time and prevent you
from lecturing patients about what they already know. It allows you to
correct misconceptions that you might otherwise overlook. Furthermore,
having the patient voice this knowledge often serves as a form of change
talk by at least implicitly stating the need for health behavior change and
the consequences of not doing so.

The second part of the EPE cycle—provide—involves providing in-
formation in a manageable chunk. If you have asked what the patient
would like to know, you already have permission to inform. The second

opening question—what the patient
already knows—also often leads to
a request for you to inform, but if
there’s any doubt you can simply
ask permission: “Would you like for
me to tell you a bit about . . . ?” Fo-
cus initially on information more
than your own interpretation of

what it means for this patient. You may talk about other patients’ expe-
rience as part of this information-providing step.

The third part of EPE is again to ask an open question to elicit the
patient’s response to the chunk of information you just provided. Some
possibilities are:

“What do you make of that?”
“What does this mean for you?”
“What more would you like to know?”

The difference between using a directing style and the elicit–
provide–elicit framework is in your attitude. Often in chunk–check–
chunk, the mindset is that there is a certain amount of information that
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you, the expert, want to provide to the patient. The “check” questions
are mostly to make sure that the patient is getting what you say. You
give the information, and the patient’s job is to understand it.

EPE involves a more collaborative mindset that is appropriate when
the topic is health behavior change. The question in your mind is not so
much how to get information across as how to help the patient make
sense of it and make good decisions about behavior and stick to them.
To do this, you find out about the patient’s own concerns, current
knowledge base, and interests in
knowing more. One way of striking
this balance is to remember the fol-
lowing: You have considerable ex-
pertise in what has been good for
other patients in similar circum-
stances; your patients, on the other
hand, are usually more expert about
what works best for them. Keeping this in mind can be very helpful. Fill
in the information gaps and see what the patient makes of it all.

One of the very first applications of MI involved using exactly this
EPE approach. We advertised the availability of a “free checkup for
drinkers who wonder whether alcohol is harming them in any way.” The
announcement made it clear that this was not a treatment program and
that the person was free to decide what, if anything, to do about the per-
sonal health information provided. A surprising number of people re-
sponded, seeking this “drinker’s checkup,” which included a variety of
measures of physiological and psychological functions that tend to be af-
fected earlier by heavy drinking. A counselor then met just once with the
patient to present the findings of the checkup, comparing the person’s
own scores with normal ranges. Instead of giving advice and concluding
what the patient should do, the counselor asked for the person’s own in-
terpretation of the findings, filling in any further information requested.
Virtually all of those who responded were heavy drinkers and were al-
ready experiencing harmful consequences. In randomized trials, patients
who received the drinker’s checkup showed significant reductions in
drinking without further intervention relative to those assigned to a
waiting list for the checkup. It also
mattered how the counselor pre-
sented the feedback. Within an em-
pathic EPE style, patients voiced
about twice as much change talk
and half as much resistance relative to a more directing and confronting
style. In fact, the more the counselor confronted, the more the client was
drinking at follow-up.
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One useful guideline is to consider the difference between a “teach-
able moment” and a “learning opportunity.” The former is often driven
by an insertion approach to information giving, whereas the latter char-
acterizes many of the qualities embedded in the EPE framework.

Beware the Righting Reflex

Again, it is wise to tame your righting reflex when informing. Some
practitioners believe that if someone is sufficiently scared, he might
change or take greater notice of the information provided. However, fear
is a complex motivation, and scare tactics can backfire. A common re-
sponse to fear is to become defensive and shut down, as illustrated by
some patients whose response to bad news about their health is to have
a drink or light up a cigarette at the first opportunity. One patient we in-
terviewed told us, “Every time I go in there, he tells me that smoking is
bad for me, as if he’s telling me some new breathtaking secret, yet I see
the health warning on the packet every time I light up.” There is very lit-
tle evidence for the belief that people will change if you can just make
them feel bad (scared, ashamed, humiliated) enough. To the contrary, it
is the supportive, compassionate, empathic practitioner who is most ef-
fective in inspiring behavior change.

Another pitfall of the righting reflex is premature focus. It can put
the patient off when you rush in with your perspective or solution:

“You’ve got to take a proton pump
inhibitor to really get on top of your
gastric reflux.” Some problems may
not be major problems from the
viewpoint of a practitioner, but they
are for a patient, and vice versa. In
many situations, the best solutions
come from the patients, not from
practitioners rushing in to solve the
problem: “Well, actually, I don’t
like taking medicine, and I’ve al-

ready started losing weight, and my reflux is already much improved,
thank you!”

PRACTICAL EXAMPLES

Here are a few examples from everyday practice. The chunk–check–
chunk approach is used in the service of a directing style, to highlight its
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vulnerability to the righting reflex when talking about behavior change,
and to provide a strong contrast with the EPE approach.

Promoting Adherence

Research on medication adherence has pinpointed the importance of
clear communication about medicine use and the need to consider the
patient’s concerns. This is particularly challenging when you are pressed
for time, knowing that you have little control over forces outside the
consultation that influence adherence, such as cultural values, social
conditions, personal habits, memory, and so on. The EPE framework is
intended to enhance your ability to absorb and respond constructively to
these challenges. The hypothesis is that adherence will be improved, be-
cause a guiding style and the use of this framework elicit the patient’s
own motivations to address these problems.

Here is an example that illustrates the contrast between the chunk–
check–chunk approach used in the service of a directing style and the
EPE strategy used in the service of a guiding style.

Chunk–Check–Chunk

Practitioner: Nurse, counselor, doctor, pharmacist, or patient advo-
cate.

Setting: Treatment for HIV/AIDS.

PRACTITIONER: It’s very important for your health that you take the
medicines properly. [chunk] Have you been taking them properly?
[check; closed question]

PATIENT: Yes, well, it’s difficult to take everything at the right time, and I
am starting to feel a bit better, so that’s good.

PRACTITIONER: You know that you need to take them every day, at ex-
actly the right time, and you must not miss any, even if you are feel-
ing better [chunk]. How often are you taking the medicines? [check;
closed question]

PATIENT: Yes, but it’s hard, you see. If my mother sees me taking them,
then she will figure out what’s going on, and that will bring bad
things for me. She doesn’t know, you see.

PRACTITIONER: Maybe you could go into the bathroom to take them.
[chunk]

PATIENT: Yes, but I also have the baby, and it gets very busy to do every-
thing just at the right time.
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PRACTITIONER: How often have you been missing your medications?
[check; closed question]

Comment: The righting reflex has its limitations, despite the well-inten-
tioned efforts of a concerned practitioner. Indeed, the more concerned
you feel, the easier it is to fall into this trap. With a shift in style, the
chunk–check–chunk approach could be adapted constructively for use in
this kind of consultation. In this next example, we illustrate the use of
the EPE strategy.

Elicit–Provide–Elicit

Practicer and setting: Same as above.

PRACTITIONER: How are you feeling about the medicines you are tak-
ing? [elicit; open question]

PATIENT: I take them like you told me to.

PRACTITIONER: Many people in your situation find it hard to take them
all at the right time. [provide; what others do] What’s the best way
for you to take them? How do you do it? [elicit; open question]

PATIENT: I try to take them like you said, but it’s not so easy, with my
mother around all the time. She doesn’t know, you see.

PRACTITIONER: It must be hard for you to keep this secret and take your
medicine at the right time. [listening]

PATIENT: That’s right. I can’t tell her now. Is it a big problem if I miss
some of the tablets?

PRACTITIONER: Actually, that is a problem. For these medicines to work,
people have to keep taking them faithfully, and it’s important to take
them right on time. [provide after permission-granting question from
the patient] Does that make sense to you? [elicit; open question]

PATIENT: So you say that even if I feel better I should take the medicines
all the time?

PRACTITIONER: That’s right, it’s very important to take them faithfully
even if you start to feel better. [provide] What’s going to be the best
way for you to do that? [elicit; open question]

PATIENT: It’s my mother always looking at me, and if I tell her I’ve got
HIV it will be bad. She might even kick me out, or try to take away
my baby.

PRACTITIONER: You don’t feel ready to tell her about this. [listening; re-
flecting resistance]
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PATIENT: No, not now. Maybe later, but I don’t feel strong enough.

PRACTITIONER: I wonder how you can manage, then, to take your medi-
cations as you need to? [elicit change talk]

PATIENT: One thing I do is go in my bedroom and close the door when
it’s time for my medicine. [change talk]

PRACTITIONER: That sounds like a possibility. Can I tell you what some
mothers do? [asking permission to provide; talk about what others
do]

Comment: The second example did indeed take a little longer, perhaps a
minute more. However, this does not need to become a protracted coun-
seling process. Most patients understand that you are busy. After a few
minutes of eliciting and providing, you can usually summarize what they
have said and shift to another topic or issue. In this case, it might have to
be the difficult matter of disclosure of HIV status.

Sharing Test Results

Another example of using the EPE framework is in informing patients
about test results. Opportunities for discussing test results exist across
the board in both acute care and long-term-condition management.
These often have implications for medicine use, adherence, and health
behavior change. In Chapter 2 we described the case of Stefan, a 14-
year-old boy who attends the diabetes clinic to receive the news of his
blood test result from a practitioner who feels strongly, and with genuine
concern, that this information could have a bearing on his future well-
being and health. A chunk–check–chunk approach used in the service of
a directing style often restricts attention only to that which is of interest
to the practitioner. The patient usually senses this and responds accord-
ingly. Stefan’s experience of the contrasting approaches is illustrated here.

Chunk–Check–Chunk

Practitioner: Doctor or nurse.
Setting: Treatment for diabetes.
Challenge: The practitioner feels strongly that the test result has im-

portant implications for health.

PRACTITIONER: [after some preliminary friendly everyday conversation]
Now, Stefan, I’d like to move on to the blood test results, if I may,
which have just come in from the lab. I know we have been through
this before, but it’s important to keep an eye on these to see how
you’re doing. [chunk] Is that OK with you? [check]

Informing 101



PATIENT: Yes, OK.

PRACTITIONER: Well it’s 11.5 today, so that’s a rise from last time I
saw you. Let me see, that was 3 months ago, and then it was 9.2,
so that’s quite a big increase. [chunk] Do you understand?
[check]

PATIENT: Yeah.

PRACTITIONER: Now we need to talk about what we can do about this,
because we don’t want to see you back here in the hospital when
you’re older with all sorts of problems. I mean, it’s not that I don’t
like seeing you (laughs), but you know what I mean, this result tells
us that all is not well with your diabetes. [chunk] Do you see what I
mean? [check]

PATIENT: Yeah, well, you know, I do try, like, I do take my injections like
you tell me.

PRACTITIONER: What’s most important is that you really get on top of
monitoring your sugars and giving yourself the insulin exactly like
we agreed, four times a day. Last time we agreed we would go for
tight control because this will give you the best chance of avoiding
problems later on, with your eyes and other organs. [chunk]

PATIENT: Yes, I see, I do try my best.

PRACTITIONER: Well, it’s a bit of a problem. This test result is up from
the last time I saw you. [chunk] Do you understand what that
means? [check]

PATIENT: Yea, sometimes that happens, I guess, but I am trying.

Comment: In this example, a clearly concerned practitioner, pressed for
time, sacrificed a few minutes of listening and rapport building at the
outset (a following style) for the immediate use of an installation ap-
proach to informing. The righting reflex prevailed, however, and the pa-
tient closed right down in the face of a meeting that felt a bit like a visit
to the school principal’s office. Chunk–check–chunk can be used to
greater effect with more listening in the “check” phase. The EPE se-
quence is often more rewarding.

Elicit–Provide–Elicit

Practitioner and setting: Same as above.

PRACTITIONER: [after some preliminary following of the patient’s ac-
count of his everyday life] I’d like to talk about the blood test result,
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but we can first talk about any aspect of your life and diabetes.
School, home, how are things going? [brief agenda setting]

PATIENT: OK. I get by, but I get embarrassed at school, like if I have to
ask the soccer coach to leave to go get something to eat.

PRACTITIONER: I remember you like your soccer. So this is embarrassing
for you. [listening]

PATIENT: It’s OK, most of my friends understand, but the coach, he
makes a thing of it.

PRACTITIONER: He makes you feel abnormal and stand out. [listening]

PATIENT: Yeah. So I try to keep going without doing anything about it.

PRACTITIONER: And that’s not always easy. [listening]

PATIENT: Most of the time it’s OK, but sometimes I just have to stop,
and he makes a big deal of it and embarrasses me.

PRACTITIONER: Would it be helpful for me to have a talk with this
teacher, or would you prefer to handle this on your own?

PATIENT: No, I’ll handle it.

PRACTITIONER: Well, then, what would you like to know about the
blood results? [elicit]

PATIENT: Not much, because I knew it was going to be high today.

PRACTITIONER: You were a little nervous about this one. [listening]

PATIENT: Yeah. (Laughs nervously.)

PRACTITIONER: What would you guess the number is, if it was 9.2 last
time?

PATIENT: 10?

PRACTITIONER: A little higher!

PATIENT: That bad?

PRACTITIONER: 11.5. It’s quite a bit higher than usual. You had been do-
ing quite well in trying for tight control. A useful idea for some
young people is to think of just a few small things that are manage-
able in helping them achieve tighter control. [provide]

PATIENT: Oh.

PRACTITIONER: You’re not too shocked about this. What sense do you
make of it? [elicit]

PATIENT: I haven’t been eating right, and I haven’t been monitoring my
sugars very often. I hate doing it, I hate going off to the toilet in
school to do the monitoring.
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PRACTITIONER: You try to cope with the diabetes, and you want to feel
normal. [listening]

PATIENT: Yeah, I know, its hard, I’m not doing very well, and my eating
is not right.

PRACTITIONER: You know that you haven’t been taking good enough
care of yourself. [listening] How can I help? [elicit]

PATIENT: What do you think . . . ?

Comment: With the patient’s concerns center stage, the practitioner now
has an opportunity to guide him to find ways of managing without
standing out among his peers. There may not be easy solutions here, but
the service being offered to the boy is at least attuned to his needs. Infor-
mation provision was a central part of that process.

What Does This Information Mean for Me?

Sometimes patients feel sufficiently provided with information itself but
are less clear about its personal implications. This is where your ability
to elicit their own thinking about the information is critical, and this can
be done in just a minute or two. The guideline to follow is this: You pro-
vide the information, and you encourage the patient to interpret it:

Practitioner: Doctor or nurse
Setting: Primary care, a cholesterol result
Challenge: Simple solutions in the mind of the practitioner appear

more difficult for the patient. How do you elicit decisions about
behavior change in a brief consultation?

PRACTITIONER: Well, Mr. Brazier, the cholesterol test is back, and it is
still slightly raised. Just so I don’t concentrate on the wrong stuff, I
wonder if I could ask you what you already know about raised cho-
lesterol and what you would like to know? Are you happy to discuss
this now? [elicit] Or would it be better if I gave you something to
read in the meanwhile and we discussed things, perhaps together
with your wife, next time?

PATIENT: No, I’m fine to talk now. Actually I know a quite a bit about
cholesterol already. My brother, as it turns out, had a test, and his
cholesterol was raised a bit, so we looked on the Internet together.

PRACTITIONER: You understand about the problems with high choles-
terol. So what do you think this test result means for you? [elicit]

PATIENT: Well, I’m not really sure what’s best to do about it.
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PRACTITIONER: What is confusing you about this? [elicit]

PATIENT: OK, it’s raised, but how do I get it down, without stopping
smoking or changing my diet, or have I got this wrong?

PRACTITIONER: No, you’ve got it right, those kinds of changes can make
a big difference. [provide]

PATIENT: But I am worried about what effect quitting smoking may have
on my diet.

PRACTITIONER: So you are worried that quitting smoking might increase
your weight and be bad for you [listening].

PATIENT: Yes, that’s it. My weight shot up when I quit last year. Is it
better to quit smoking even if I pick up a bit of weight, or should I
just focus on my eating for now and leave the smoking for later?

PRACTITIONER: Well, on average, the biggest risk by far for most people
of having a stroke or heart attack, especially when they have raised
cholesterol, is smoking. Smokers who have raised cholesterol, even
if they are eating well, have a greatly increased risk of having a heart
attack or stroke. [provide] So what do you make of this? [elicit]

PATIENT: Well, I guess I kind of knew that while diet is important, over-
all, smoking is probably worse than the eating, and even if I gain
some, if I crack the smoking, overall, I will be better off. To be hon-
est, I have been worried about my smoking for a while now. My dad
died of a heart attack. OK, he was old, but now with my brother
also having raised cholesterol and now me. . . .

PRACTITIONER: I can tell you how other patients like you have stopped
smoking, and what might help. Would that be of interest?

PATIENT: OK, I guess so.

Comment: By going back and forth between eliciting and providing, the
practitioner moves the discussion along toward behavior change while
taking into account the patient’s concerns.

Messages of Hope in 60 Seconds*

In the course of everyday practice, there is often much to discuss with a
patient, and you do not want to completely neglect the topic of behavior
change. In Chapter 1 we mentioned four core principles of MI, the last
of which is to support optimism and hope for change. Even when a pa-
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tient is not ready to change, simply talking about what he or she could
do to make a difference can help. You are planting a seed of hope.

Practitioner: Doctor or nurse.
Setting: Primary care.
Challenge: Depression and lifestyle change: A man who lives alone

and works in a job he describes as unbearable presents in primary
care with low mood. He agrees to medication and returns for a
follow-up appointment. You discuss his situation, and because he
is also obese, you decide to provide advice in 60 seconds about
lifestyle change while still using a guiding style.

PRACTITIONER: You were talking about feeling low in energy, and I am
wondering if I could briefly ask you about your diet and exercise.
[elicit]

PATIENT: OK.

PRACTITIONER: Little changes, little new habits in either of these things
will help with mood, and they would also help reduce your weight,
which is a concern for me. [provide] These things are all linked, if
you see what I mean.

PATIENT: Yes, I do see.

PRACTITIONER: This is really your choice, and I hope you don’t mind my
raising it. I’m wondering, how do you really feel about this? [elicit]

PATIENT: I know what you are saying, but I don’t know, really, it’s all I
can do to get out of bed on time and make it through the day.

PRACTITIONER: It takes a lot of your energy just to get through the day.
In fact, you don’t feel like you have lots of choices. [listening]

PATIENT: Yeah, I mean the effort to do all these things. . . . I can’t see
myself changing. . . .

PRACTITIONER: You wish you had more energy, but you don’t. [listen-
ing]

PATIENT: That’s exactly right.

PRACTITIONER: There might well be some things you could do to feel
better and have more energy, but you will know when the right time
is to try them. You’ve agreed to come back and see me, and for now,
you’re not sure how to make changes in diet and exercise. I don’t
want you to feel guilty about not making any changes. We’ve got
time, and perhaps you can just think about what small changes
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might make sense to you. We can talk more about this next time,
and I’ll do whatever I can to help you get through this difficult time.

PATIENT: Thank you very much.

Comment: If you were to take a few more minutes, you could evoke and
explore further some of the patient’s own motivations to improve diet
and exercise, but even planting the seed is helpful.

WITHIN YOUR GRASP

A great deal of modern health care focuses on providing patients with
information, and it often does so in a way that fails to evoke behavior
change. The search is on for new media aids and technologies to convey
information to patients more effectively and efficiently. Meanwhile, an
answer may be right there within your grasp—to mix skillful informing
with listening and asking for the patient’s own perspectives. You have
the potential to shift style from directing to guiding when appropriate.
This requires a shift away from feeling responsible for the patients’
changing behavior and toward helping them realize (and verbalize) their
own reasons and means for change. The prescription that “You have to
make these changes” is an empty one, for, in fact, patients do not have to
do what they are told. They make choices. Informing from your exper-
tise is still an important part of MI, from which you help patients ask
themselves, “What does this information mean for me? What changes
should I and can I make?“ Seen in this light, informing can be a power-
ful tool indeed. The more active the patient is in this discussion, the
better.

CONCLUSION

This chapter has described the rationale for using information close to
the heart of good practice in MI. The elicit–provide–elicit framework
has been presented as one way of conducting the discussion so that the
patient is an active participant in making decisions about behavior
change. In Part III we turn to the integration of these skills in motiva-
tional interviewing (Chapters 7–9) and conclude with attention to how
the method might fit into the broader service you deliver to patients
(Chapter 10).
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C H A P T E R 7

Integrating the Skills

We have discussed how communication skills that you commonly use in
ordinary practice—asking, listening, and informing—can be applied to
guiding patients toward behavior change. We have also discussed how
the righting reflex and the directing style, appropriate in so many situa-
tions, can backfire when you would like a patient to consider behavior
change. A switch to a guiding style allows you to explore the patient’s
own motivations for health behavior change and encourages the patient
to voice them to you. This need not take a long time; it is just a different
and often more effective method of communicating when the challenge
is to encourage behavior change.

Within MI, a specialized use of the guiding style, you set an agenda
and then ask about particular things (Chapter 4), namely, the patient’s
own desire, ability, reasons, and
need (DARN) to make a change,
such as stopping smoking. Instead
of asking patients why they have
not stopped smoking, you are inter-
ested in why they might want to,
how they would do it, what their
reasons would be, and how impor-
tant it is to them.

Each such question is followed by listening, by reflecting back in
somewhat different words what the person has told you and perhaps an-
ticipating what may lie beneath the surface of what you have heard
(“continuing the paragraph”; see Chapter 5). You are listening in partic-
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ular for the “flowers,” the patient’s own DARN statements. Each time
you hear one, you tuck it away in memory, and then you offer them back
to the person in a “bouquet” summary (Chapter 5). You will also still be
using informing but probably less than is accustomed practice. In the
style of a guide, informing is done with permission and by helping the
patient to express what the information means for him or her (Chapter
6).

CREATIVE COMBINATIONS

No one works purely with one communication skill. Consultation in-
volves moving back and forth flexibly among asking, listening, and in-
forming. Consider the following combinations of the three core skills.
The aim here is not to suggest that these combinations are guidelines for
structuring the consultation; rather, it is simply to encourage you to rec-
ognize different patterns of skills usage.

Informing and Asking

Practitioner: Nurse, doctor, counselor.
Setting: Trauma.
Challenge: To encourage the patient, a young woman, to consider

the role played by alcohol in a car accident.

PRACTITIONER: [at the bedside of a young woman] We’ve got you stabi-
lized now, Heather, but you’re going to be in this specialized unit for
a day or two, and then probably in the hospital for a few more days
after that until it’s safe for you to go home. [informing] So tell me
what happened that led to the crash? [asking]

PATIENT: I don’t remember the accident itself. I just woke up here in this
bed with my legs up like this. I remember getting into the car,
though. We were at a party, out meeting guys, and by the time we
headed home it was after midnight. I hadn’t had too much to drink,
just two or three beers all night, but I know Lisa had a lot more. I
should have been the one driving (crying).

PRACTITIONER: You were both badly hurt, but your injuries are worse.
We sent Lisa home, and she’s going to be all right. You have some
internal injuries, though, and your legs are both broken in several
places, so you’ll be on crutches for a couple of months at least after
we get you home. [informing] Is there anything I can do for you?
How is your pain? [asking]
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PATIENT: I’m all right—I feel pretty drugged up. Just get me out of
here.

PRACTITIONER: We’ll get you home as soon as we can. I see this a lot,
you know—people riding with someone who shouldn’t be driving.
[informing]

PATIENT: Yeah. Lisa shouldn’t have been driving.

PRACTITIONER: Did you realize that at the time, when you got in the car
with her? [asking]

PATIENT: I kind of knew. She drank a lot more than I did.

PRACTITIONER: I’m worried about you. Not just because of your inju-
ries. They could have been a lot worse. But of all the people who
come in here, how many would you guess are back within a year, in-
jured again? [asking, implicit permission to inform]

PATIENT: I don’t know. Not very many, I would think.

PRACTITIONER: About one out of four we see here again in this trauma
center within 1 year. [informing]

PATIENT: Wow! Really! Why?

PRACTITIONER: People who drink and drive also tend to take other
risks, but the biggest risk is that they get in another crash. And it’s
not just the drinking drivers. Like you, those who ride with drinking
drivers, even if they were sober themselves, wind up back here at the
same rate as the drivers. [informing] What sense do you make of
that? [asking]

PATIENT: I can see it, really. It could just as well have been me. I’ve been
drinking plenty of nights before driving home.

Asking and Listening

This conversation with Heather continues, with the trauma surgeon now
intermixing asking and listening. Remember that listening, as discussed
in Chapter 5, is not a passive process but one in which the listener ac-
tively reflects back what the person has said. Notice also that this reflect-
ing process is not limited to what the patient has actually said; good lis-
tening statements may continue the paragraph or make a guess about
unspoken meaning.

PRACTITIONER: Tell me a little more about that. [asking; open question]

PATIENT: Well, last night—it was last night, wasn’t it?—I just didn’t feel
like drinking much, so I only had a few brews.
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PRACTITIONER: Just two or three beers, because you weren’t feeling
well. [listening, and a guess]

PATIENT: I didn’t feel bad, like sick or anything. I was just bummed out.

PRACTITIONER: About what? [asking; open question]

PATIENT: About my friend. He’s in trouble because I called the police on
him. He was hurting me.

PRACTITIONER: Beating you up. [listening]

PATIENT: Kind of. He was slapping me and pushing me around, and I
got scared.

PRACTITIONER: Has this happened before? [asking; closed question]

PATIENT: Yeah. He’s hurt me before, but never this bad.

PRACTITIONER: It’s getting worse,
more serious, and that scares you.
[listening]

PATIENT: He drinks, too, and he was
drinking that night when he beat
me up. I didn’t know what he
might do, so I called the cops.

Listening and Informing

Now the practitioner shifts to a mixture of listening and informing.

PRACTITIONER: You did the right thing. I see girls in here who didn’t
draw the line soon enough. [informing] You decided he’d gone too
far. [listening]

PATIENT: I mean, we’re still together, but he’s mad at me.

PRACTITIONER: That must be scary. [listening]

PATIENT: You mean because he’s mad at me?

PRACTITIONER: Well, I’m thinking that this guy was beating you up be-
fore, and now he’s angry because you called the cops on him. That
kind of cycle just tends to keep escalating. It isn’t going to just disap-
pear. [informing]

PATIENT: I know. I ought to break up with him and find somebody who
treats me better.

PRACTITIONER: You’ve thought about it. [listening]

PATIENT: In fact, I was kind of looking around at the bar last night.
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PRACTITIONER: I’d like you to take better care of yourself so I don’t see
you back here again. You’ve been allowing yourself to be in some
pretty dangerous situations. [informing]

PATIENT: Yeah, well this is kind of a wake-up call.

PRACTITIONER: This got your attention, being strapped up here like this.
You’re thinking maybe it’s time to wake up. [listening]

The preceding conversation clearly falls within the guiding style
of MI that we have been describing, but other uses of the very same
communication tools would not. Consider this example, also making
use of asking, informing, and listening, but with a skeptical, directing
style.

Practitioner: Doctor, nurse, physical therapist.
Setting: Cardiac rehabilitation or primary care.
Challenge: The patient leads a lifestyle that places him at risk for fur-

ther problems.

PRACTITIONER: Hello, Mr. Bell. It’s been 3 months since we did your by-
pass surgery, and I’m glad to see your test results. It looks like your
heart is working well at this point. [informing] But I see from our re-
cords that you’re still smoking. Is that right? [asking]

PATIENT: Yes, I am.

PRACTITIONER: Well, that’s a problem, because, as you know, smoking
is hard on your heart. [informing] You haven’t quit yet? I’m sure
you’ve been told about this? [asking]

PATIENT: It’s just hard to quit. I’ve tried, really I have, but I just can’t
seem to do it.

PRACTITIONER: Can you see that places you at much higher risk for an-
other heart attack? [asking]

PATIENT: I’ve been walking almost every day, like you told me.

PRACTITIONER:Almost every day. [listening] And yet you’re still smok-
ing. What about the diet we gave you? [asking]

PATIENT: I’ve still got it at home, and I’m trying to eat better.

PRACTITIONER: Aren’t you using it? [asking]

PATIENT: Some, yes.

PRACTITIONER: Are you keeping to the diet? [asking]

PATIENT: I’ve tried some of the recipes, but I just don’t enjoy them, and it
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takes a lot of work to cook that way. It’s going to take me a while to
get used to it.

PRACTITIONER: So you’re making an effort, that’s good. [listening]
There are more changes I’d recommend if you want to keep healthy.
You don’t want to have another heart attack, do you?

PATIENT: No.

PRACTITIONER: Then you should try to quit smoking, use that diet we
gave you, and get exercising as soon as possible. [informing]

This clinician is also asking, informing, and listening, but the tone
of the consultation is distant from the guiding style of MI. It has an ad-
versarial tone, with the clinician in the driver’s seat telling the patient
what to do and why to do it. Though asking questions, the clinician
takes responsibility for making the change happen and does not seem to
be interested in understanding the patient’s own perspectives. The ques-
tions being asked do not elicit the patient’s own motivations for behav-
ior change. The clinician listens only minimally, just long enough to hear
the patient’s reply and then argue with it.

What is missing here is an honoring of the patient’s autonomy,
along with the collaborative, evocative style described in Chapter 1. It is

within this “spirit” of motivational
interviewing that the three commu-
nication tools come together to
guide rather than badger, to encour-
age rather than shame, to negotiate
rather than dictate. The guiding
style is considerably more effective

than lecturing when behavior change is needed, and it’s also a lot more
interesting and enjoyable for the clinician.

RESOLVING AMBIVALENCE

How does collaborative exploration of ambivalence start the process of
behavior change moving? In talking about and reflecting on her or his
own motivations for change, something clicks for the patient. You might
think of it as the tipping of a balance or the flipping of a switch. In talk-
ing about why change is important, patients decide that it really is im-
portant. By voicing the good reasons to do it and how they might suc-
ceed, patients make change seem possible. There’s a spark, and they
quietly make the internal decision that behavior change may be worth
the effort after all. They have literally talked themselves into doing it.
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This is not usually accompa-
nied by any fanfare. In fact, it may
not be apparent to you that any-
thing has happened. We have been
through a guiding process with pa-
tients who seemed not to move at
all, only to have them come back at
the next visit and tell us they’ve made a change. One practitioner told us
this:

“I had been seeing a patient who hadn’t worked for years and was de-
pressed. I had tried just about everything with him: medications, ad-
vice, encouraging him to exercise, get a job, and become active in so-
cial circles. Nothing seemed to help. He just seemed stuck, and I was
feeling rather stuck and discouraged myself. Aware of how disheart-
ened I was feeling, I looked at him and realized that he must be feel-
ing all the more so. Not knowing what else to do, I offered a simple
reflection: ‘You must be feeling pretty fed up with all this.’ All that he
said was ‘Yeah,’ looking sullen as usual, and soon after that he left
the office.

“A few months later I saw him again for a minor medical prob-
lem, and I asked how he was getting on more generally. ‘Wonder-
ful!’ he said brightly. ‘I’ve got a job as a bus driver and I’m feeling
great!’ You could have knocked me over with a feather.

“ ‘What happened?’ I asked.
“ ‘It was something that you said last time.’ I had no idea what I

had said that could possibly have had such an impact. ‘When I left
your office I realized that you were right: I was fed up with my life
as it was, and I needed to do something about it. I saw an ad in the
newspaper that the city was looking for bus drivers to train, and I
called them up, and now I’m working a regular route and feeling
great.’ ”

Listening for Commitment

Such surprises happen, but remember that there are also tangible cues to
watch for as you talk with patients. There is, in particular, one reason-
ably reliable indicator that change is percolating: commitment language,
as described in Chapter 5. It may emerge spontaneously as you practice
MI (“I think I’ll give this a try”), and there is also a way to assess
whether the person is ready to move on. After giving the patient a
summary of his or her own stated motivations for change (that DARN
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bouquet of flowers), ask a simple question the essence of which is, “So
what are you thinking at this point? What are you going to do?”

There is a subtlety here in how you ask. When assessing commit-
ment, use language such as:

“What will you do?”
“What are you going to do?”
“What are you willing to do?”
“What are you prepared to do?”

This is different from asking questions that merely elicit DARN statements:

“What do you want to do?” [desire]
or
“What could you do?” [ability]
or
“What do you need to do?” [need]

Consider this example, described to us by a colleague:

“I was treating a man whose wife was threatening to leave him and
take the children away with her because of his drinking. He was a
committed family man, had a good business, and all in all had expe-
rienced few of the ravages of overdrinking. His liver function tests
were fairly normal except for raised GGT, which is often the first to
go up in heavy drinkers. He was nevertheless drinking an astonish-
ing amount on a daily basis, and it was causing real conflict at home.
I tried motivational interviewing with him, and heard several change
talk themes. His biggest concern, however, was loss of his wife and
children, and as he talked about that possibility he volunteered, ‘I
guess that I just need to quit drinking.’ After a few more minutes of
listening, I offered him this summary:

‘You certainly don’t think of yourself as an alcoholic, or even a
problem drinker. The main trouble has been at home, where
you and your wife have been having a lot of arguments, mostly
but not only about your drinking. It really shook you when she
said she was thinking of leaving and taking the kids. Losing
them, you said, would be the worst thing that could possibly
happen to you. You were also surprised to see how much you
were drinking when we added it all up. We also realized that
you’ve been driving around legally intoxicated most morn-
ings, given how long it takes to break down the alcohol that
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you drink at night. Most of all, though, you want to keep your
family, and that’s the biggest reason you came in. It sounds like
you’ve decided that what you need to do is to stop drinking, at
least for half a year or so, and see how you’re feeling then. So is
that what you want to do?’

“ ‘No,’ he said.
“No? No? Damn! My thoughts were racing. I had just done my

very best guiding summary, using exactly his own change talk, and
led up to what he had told me was his plan. How could he now be
saying no?

“ ‘No,’ he said again. ‘It’s not what I want to do. It’s what I’m go-
ing to do.’

“And he did.”

The answer you are listening for is some level of commitment lan-
guage as a signal of what is going on inside with regard to readiness. In
essence, you are listening for what the patient is ready, willing, and able
to do in the way of health behavior change. Don’t push for it, though.
Just give the patient opportunities to arrive at it. If the patient is not
quite ready, pushing is just likely to
evoke resistance. Instead, if you
have a little more time, continue ex-
ploring DARN themes and leave the
door open. If you will see the pa-
tient again, you can always resume
the discussion at your next visit.

You know that you are doing
well with the guiding style when
your patients happily keep talking to you, when they are expressing their
own desire, ability, reasons, and need for behavior change. Done well,
the guiding style opens patients to consider what they might do differ-
ently on behalf of their own health and to commit to taking such steps.
Clinicians cannot make these decisions for patients; otherwise, many of
us probably would. It is possible, however, to spend some time picking
flowers in the meadow of ambivalence, to share the bouquet, and in the
process to help patients find their own way into a healthier life.

Most likely, in considering this guiding style, you have thought
about some of your patients who “just want to be told what to do.”
There certainly are such patients. They are scared and are ready, willing,
and able to do whatever it takes to get better. What they want is not
counseling but some clear direction about what they can do to restore or
improve their health. It can be counterproductive to spend time discuss-
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In essence, you are listening for
what the patient is ready, willing,
and able to do in the way of health
behavior change. Don’t push for it,
though. Just give the patient
opportunities to arrive at it.



ing why to change with a patient who has already decided to do so.
When someone says, “I need to stop smoking. How can I do it?” the ap-
propriate response is advice about the most effective strategies. Clearly,
that is what the patient is requesting. There are many other patients,
however, who haven’t yet reached that point of committed action. For
every patient who says, “I plan to quit smoking,” there are at least five
other smokers who have not yet reached that point. At some level, pa-
tients know the changes they need to make in the interest of their health,
but. . . .

CONCLUSION

MI is for helping that majority of your patients who are ambivalent to
find within themselves their own motivations to change. In the next
chapter we provide some case examples. We then turn to ways in which
you can improve your MI skills (Chapter 9), and we end the book with
attention focused on improving matters outside of the individual consul-
tation (Chapter 10).

120 PUTTING IT ALL TOGETHER



PUTTING IT ALL TOGETHERCase Examples of a Guiding Style

C H A P T E R 8

Case Examples of
a Guiding Style

In this chapter we offer some extended case studies drawn from our own
clinical experience, to show what a guiding style might look like in ev-
eryday practice. If you like case examples, read on. If not, feel free to
skip ahead to Chapter 9.

CASE 1: “MY STOMACH HURTS”

Setting: A general medical hospital ward.
Practitioner: Doctor, counselor, nurse, social worker, psychologist,

addiction specialist.
Length of consultation: 4 minutes.
Challenge: A 52-year-old married woman is admitted to a hospital

with abdominal pain and vomiting blood. The practitioner no-
tices an elevated GGT value (a liver enzyme that is frequently ele-
vated by excessive alcohol use) on the serum chemistry and sus-
pects that drinking is involved. They have met once before. This
woman might feel challenged and defensive if she were con-
fronted about problem drinking. The prevention of readmission
and promotion of health are worthy goals, but how does one
raise the subject? The practitioner has just completed a review of
her condition and continues . . .
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PRACTITIONER: Well, you’ve had quite a
shock, but I hope you are at least get-
ting a rest here.

Open with an empathic
statement.

PATIENT: Yes, thank you, I am feeling a lit-
tle better. I don’t get much rest at
home—just rushing around in the car,
go, go, go, like I’m on a mission, look-
ing after the kids, the job, the food,
you name it.

PRACTITIONER: You do a lot, and you get
a lot done.

Listening.

PATIENT: Funny that you should say that.
That’s right, they call me supermom,
and at work, I am the one who has to
sort things out when it all goes crazy
with stress and arguments about who’s
going to do this and that, and how
we’ll meet a deadline.

PRACTITIONER: I did want to ask you a lit-
tle about your lifestyle. I’m not sure,
but I wonder if there might be a con-
nection here with what’s going on in
your stomach. Could we talk for a few
minutes about this?

Brief agenda setting;
raises the topic of life-
style in general. Asking
permission.

PATIENT: No, that’s OK. Superwoman has
landed in trouble. What are you think-
ing?

First hint of change
talk.

PRACTITIONER: I’m not sure. Diet, alcohol,
running around too much? I’m not
sure. You’ll be the best judge of this,
but it sounds like you lead a pretty hec-
tic life.

Only gentle informing.
Promotes autonomy
and returns to her story
about her lifestyle.

PATIENT: Hectic’s not the word.

PRACTITIONER: You must enjoy living in
the fast lane.

Listening; a guess.

PATIENT: I do like getting things done. It’s
kind of a buzz, zooming from one thing
to the next.
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PRACTITIONER: Do you ever move over
into the slow lane?

Asking: a guiding ques-
tion, making use of the
driving metaphor.

PATIENT: It’s hard—it’s no joke, there’s so
much to do, I just don’t relax.

She seems much more
emotional.

PRACTITIONER: What things do you do to
take care of yourself?

Asking; a guiding ques-
tion, seeking to under-
stand where alcohol
may fit in.

PATIENT: At night when the kids are in
bed, sometimes I watch movies and
open a bottle of wine. That’s my time.
The only time I get, really.

She raises the topic of
drinking within a nor-
mal everyday context.

PRACTITIONER: That helps you slow down,
maybe relax a little at night.

Listening.

PATIENT: And sometimes on weekends I go
out with my friends and we have a few
drinks.

PRACTITIONER: Drinking is a way you re-
lax. Tell me, what do you know about
how alcohol can affect the stomach?

Listening. Information
exchange: Elicit by ask-
ing what she knows.

PATIENT: It can make you hungry, like an
appetizer. Do you think that’s what’s
causing this? Is that what you’re say-
ing?

A little defensive.

PRACTITIONER: It might be part of what’s
happening. I noticed on your blood
tests that one value was up in the ab-
normal range, a liver function test that
is often elevated by alcohol.

Information exchange:
Provide.

PATIENT: Oh great! The one thing I do for
myself, and you want to take it away.

Defensive.

PRACTITIONER: I don’t want to jump to
conclusions, and in any case, it’s your
choice what to do. I can’t decide that
for you.

Avoids premature focus
and emphasizes choice
and autonomy.
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PATIENT: I just want a normal life. I want
my stomach to stop hurting, and I want
to get out of here.

PRACTITIONER: You’ve had a pretty rough
ride lately. And I want those things for
you, too—a life that works for you and
doesn’t put you back here in the hospi-
tal.

Listening and encour-
agement.

PATIENT: Now what about that blood test
you mentioned? That scares me a little.

Question gives permis-
sion to inform.

PRACTITIONER: It’s one that often goes up
when a person is drinking more than
the body can handle. You’re pretty
slim, which means that a little alcohol
goes a long way. Also women don’t
break down alcohol in the liver as well
as men do.

Information exchange:
Provide.

PATIENT: So are you telling me I need to
cut back?

PRACTITIONER: It’s up to you, but it seems
like that’s what your body is telling
you. Also, a stressful life can be hard
on the stomach, and adding alcohol on
top of that can cause problems.

Emphasizing choice
and autonomy.
Informing.

PATIENT: How does that work? Question gives permis-
sion to inform.

PRACTITIONER: Alcohol itself irritates the
gullet and stomach lining. Have you
ever drunk straight liquor and felt the
burn?

Informing.

PATIENT: Sure.

PRACTITIONER: That burning is alcohol’s
effect. It also releases stomach acid,
which is why it can increase your

Informing.
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appetite, and that can add to the prob-
lem if your stomach is already weak
from stress, and you can wind up with
ulcers. What are you thinking at
this point?

Information exchange:
elicit her personal
interpretation.

PATIENT: I don’t want an ulcer. Do you
think that’s what I have?

Change talk—reason to
do something.

PRACTITIONER: It could be. There are
tests that can look into this. If it is,
what do you think you will do?

Open question.

PATIENT: I assume you’ll have some medi-
cine for me to take. But I guess I also
need to cut down my drinking, even if I
don’t have an ulcer.

Change talk (need).

PRACTITIONER: How hard would that be
for you?

Guiding question—
looking for change talk
(ability).

PATIENT: Not hard, really. I’d just have to
find another way to relax.

Change talk—ability.

PRACTITIONER: So you could cut down
your drinking if you decided to. Even
quit drinking?

Reflective listening.
Guiding question.

PATIENT: I’m not so sure.

PRACTITIONER: So why would you want to
cut down or quit?

Guiding question.

PATIENT: For my health! It sounds like I
might be eating a hole in my stomach,
and my liver is getting abnormal. I
think it’s time.

Change talk.

PRACTITIONER: Seems like it to me, too.
What will you do?

Asking for commit-
ment.

PATIENT: I can just not keep any alcohol in
the house to tempt me. I think that’s
what I’ll probably do.

Change talk.
First indication of
commitment.



CASE 2: PROMOTING SAFE SEX

This next scenario occurs all over the world. In places where the rates of
HIV/AIDS are high, the practitioner is faced with a health promotion
challenge that could be a life-or-death matter not just for the patients but
also for those with whom they have sexual contact.

Setting: A busy primary care clinic in an area with high HIV/AIDS
rates.

Practitioner: Doctor, nurse.
Length of consultation: 5 minutes.
Challenge: A man comes in with a sexually transmitted bacterial in-

fection and is examined and given antibiotics. The practitioner
wonders about him being HIV-positive and about the possibility
of multiple partners and the value of his using condoms. This
man is in his 40s, he’s single, most often unemployed, and lives
with a wider extended family on the outskirts of a large city. The
practitioner uses mostly information exchange to raise concerns
about unprotected sex.
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PRACTITIONER: OK, I think we’ll get this
infection under control if you take this
medicine faithfully for the next 10 days.
Will you do that?

Asking for
commitment.

PATIENT: Sure.

PRACTITIONER: Good! It’s important to
finish it all. I wonder if it would be all
right for me to talk with you for a few
more minutes. I’m interested not only
in helping you deal with medical prob-
lems but also in keeping you healthy.
Would that be all right?

Asking permission.

PATIENT: OK, sure. What do you want to
talk about?

PRACTITIONER: It’s part of my job to talk
with you about avoiding all sorts of in-
fections, including HIV/AIDS. What do
you already know about HIV?

Agenda setting, raising
a difficult subject.
Asking (information
exchange: Elicit).



Case Examples of a Guiding Style 127

PATIENT: If you get it, you die. But I’m
pretty careful. I just didn’t use a con-
dom this one time. Just one of those
things that happens.

PRACTITIONER: Good! So usually you do
use a condom. It just happens some-
times that you don’t, and you caught
this infection.

Affirming.
Reflective listening.

PATIENT: Bad luck, I guess. I just met this
girl, and she didn’t look unhealthy.
Who knows where she got it from.

PRACTITIONER: Makes you wonder. Maybe
she didn’t know either.

Listening.

PATIENT: So I got unlucky and got it from
her. It happens.

PRACTITIONER: You’ve mentioned that sev-
eral times now—that it’s just a matter
of luck or chance. These infections just
go around and around.

Listening.

PATIENT: Yeah, see, I’ve never had a prob-
lem like this before. I have this one
steady girlfriend, and this was just a
one-night thing with this other girl.

PRACTITIONER: I hope you don’t mind my
asking you about this. I really don’t
want to make you uncomfortable by
asking about your personal life, but I
do care about your health.

Asking permission and
respecting autonomy.

PATIENT: No, it’s OK.

PRACTITIONER: So you had unprotected
sex with this one girl, and you have a
steady girlfriend. What kind of protec-
tion do you use with your regular girl-
friend?

Listening.

Asking.

PATIENT: We always use a condom, or
most of the time, anyway.



128 PUTTING IT ALL TOGETHER

PRACTITIONER: Sometimes you don’t, but
most of the time you do. OK. Now, tell
me what you know about how worse
infections like HIV spread.

Listening.
Asking (Information
exchange: Elicit).

PATIENT: Oh, God! You’ve got to be jok-
ing. Do you think I have AIDS?

PRACTITIONER: I have no idea at all
whether you might have picked up HIV
along the way. We can test you to find
out while you are here today, if you
want. What I’m asking, though, is what
you know about how people do get
HIV and AIDS.

Avoiding premature
focus.
Acknowledging choice.

More eliciting.

PATIENT: Well, you get unlucky, and you
get very sick, I’ve seen it, but I don’t
lead that kind of life, sleeping around
with dirty girls.

PRACTITIONER: I don’t know if this will
make sense or matter to you, but I can
tell you that infections like HIV often
spread quietly among all sorts of people
who look healthy for many years before
they get sick. The infection can be
passed without either person knowing
it. What do you think about that?

Asking permission.

Information exchange:
Provide.

Information exchange:
Elicit.

PATIENT: I just had this one night with a
new girl!

PRACTITIONER: And you’re really not at all
worried about that.

Listening, continuing
the paragraph (no tone
of sarcasm).

PATIENT: Well, maybe I have to be more
careful.

First change talk.

PRACTITIONER: In what way? Asking.

PATIENT: Like I guess I shouldn’t sleep
around too much, and be sure to use
condoms if I do.

Change talk.
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PRACTITIONER: It is certainly true that hav-
ing just one partner does decrease your
risk. So do condoms, if you use them
all the time. How important is this for
you?

Informing.

Asking for change talk.

PATIENT: I don’t know.

PRACTITIONER: Let me ask you this. On a
scale from 1 to 10, where 1 is not at all
important and 10 is extremely impor-
tant, how important would you say it is
for you to use condoms every time,
even with your steady girlfriend?

Using an importance
ruler.

PATIENT: Probably 8 or 9. Change talk.

PRACTITIONER: OK—you have a little
doubt, but it’s very important to you,
for your health, to protect yourself.
And you’re protecting other people,
too.

Reflective listening.

PATIENT: Yeah, I hope I didn’t give this in-
fection to my girlfriend. She’d go crazy.

PRACTITIONER: Yes, infections can spread
quickly and quietly among people who
look and feel perfectly healthy. So
you’ve had unprotected sex with your
girlfriend after this other girl.

Informing.

Listening.

PATIENT: Yeah, well, we used a condom,
but they don’t always work, right?

PRACTITIONER: They’re not 100% effec-
tive, but they do give you good protec-
tion. If she develops any symptoms, I
can treat her, too.

Informing.

PATIENT: I just hope that girl didn’t have
HIV.

PRACTITIONER: Me, too. It just takes one
time, as you see. It takes a while to get
the results, but the test for HIV is easy.
Shall we do it?

Informing.

Asking.
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PATIENT: Oh, man. I don’t know. I don’t
think it’s very likely.

PRACTITIONER: Maybe not. You really
can’t tell from looking at someone, and
people can be healthy for a long time
before they get sick. There is much
better treatment available these days,
and knowing early on if one is positive
or not can help plan treatment.

Resisting the tempta-
tion to argue.
Informing.

PATIENT: I guess I ought to know. Change talk.

PRACTITIONER: OK, good. I’ll draw a
blood sample and make an appoint-
ment for you to come back, when we
can have a discussion about what the
test means and that sort of thing.
So to summarize, you have been
using condoms most of the time
but not all the time. You picked up
this infection from one time when
you didn’t, and you hope you
haven’t already passed it on to
your girlfriend. It’s unpleasant to
think about, but you want to be
tested for HIV so you know. And
what about using condoms?

Offering a short sum-
mary.

Asking for commit-
ment.

PATIENT: I need to use them all the time, I
guess.

Change talk.

PRACTITIONER: How confident are you
that you’ll succeed?

Asking for commit-
ment.

PATIENT: Yeah, I’ll try. It’s hard some-
times.

Moderate commitment.
“I’ll try” bespeaks
doubt about ability.

PRACTITIONER: Good for you! I’m glad.
And maybe when you come back we
can talk a little about the times when
it’s harder to use protection.

Affirming. Setting the
stage for discussion to
increase ability in more
difficult circumstances.



CASE 3: A MATTER OF THE HEART

Setting: An outpatient cardiovascular rehabilitation clinic. This same
discussion might also take place in a primary care clinic or an in-
patient setting.

Practitioner: Nurse, doctor, occupational therapist, physical thera-
pist, counselor, psychologist.

Length of consultation: About 20 minutes.
Challenge: The patient had a heart attack 12 weeks ago and is being

seen for follow-up. The practitioner might want to encourage
change in many interrelated behaviors: smoking, exercise, diet, or
alcohol consumption. The patient has a cheerful disposition,
works as a clerk, enjoys life (with cigarettes, alcohol, and good
food!) and is surrounded by a busy family life, including two ado-
lescent children.
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PRACTITIONER: Can we spend some time
now talking about how you are doing
at home, because all sorts of things can
affect the health of your heart. It’s not
just the medication that matters. Would
that be OK?

Asking permission.

Start of agenda setting.

PATIENT: Yes, I suppose I’m due for a lec-
ture about what a bad boy I am and
how I have to stop everything I enjoy.
(Laughs.)

PRACTITIONER: Well, actually that is not
what I’m going to do. I promise. It’s to-
tally up to you what you want to do
about your health. It sounds, though,
like you were hoping the pills would do
the whole trick for you.

She avoids the tempta-
tion to argue for life-
style change, empha-
sizes autonomy, offers
a listening statement.

PATIENT: Well, you said that I’m making a
good recovery and that the medicine
seems to be the right one.

PRACTITIONER: Yes, indeed, I’m pleased
with how you have recovered from the
bypass surgery. What it comes down to
now is what you want to do among all

Informing and agenda
setting.
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the things that can reduce your chances
of another heart attack and help you
have a good quality of life. I could give
you some facts and figures that might
surprise and encourage you, but to start
with let’s take a look at the bigger pic-
ture of your life and see what makes
sense for you.

PATIENT: All right. What do you think I
should do first?

An invitation.

PRACTITIONER: That’s really up to you to
decide. You’re in charge of your own
life. We could talk about exercise,
smoking, diet, monitoring your blood
pressure, decreasing stress, meditating,
or just being faithful about taking your
medications. What makes sense to you?

She declines the initial
invitation, emphasizes
autonomy, and sets an
agenda by offering a
menu of possible topics
for the patient to
choose from.

PATIENT: Well, where do you think I
should start?

Gives permission to in-
form and advise.

PRACTITIONER: I do have some informa-
tion I can give you, if you want, and
my own opinion about what changes
might help most. But you probably al-
ready know the score. What’s your
guess about what I’ll say?

She offers to give infor-
mation and advice but
tries just once more to
elicit it from him first.

PATIENT: I’ll bet you start with telling me
to quit smoking.

And it succeeds.

PRACTITIONER: Good guess! I do think
that quitting smoking is the one thing
you could do that would likely have the
biggest and quickest impact on your
risk of dying prematurely. But what do
you think about that?

Affirming.
Informing.

A key question in the
service of guiding.

PATIENT: Smoking is completely part of my
life.

PRACTITIONER: Smoking is a tough one for
you—a hard place to start.

Reflective listening.
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PATIENT: Well, I know it’s bad for me, and
I did ask you what you think.

Change talk.

PRACTITIONER: You’ve got your own feel-
ings about smoking, though, no matter
what anyone else thinks.

Listening statement.
Avoids temptation
to take up the
antismoking side.

PATIENT: I feel like, look, it’s just not go-
ing to happen right now. I’m having a
hard enough time getting back on my
feet.

PRACTITIONER: Quitting smoking is just
too hard for you right now, and you
have other priorities.

Listening. She resists
temptation to take up
the pro side of quitting.

PATIENT: Right, I’ve got to get back to
work now, for a few hours a week at
least. And I want to get my stress level
down while I get back to normal activi-
ties.

Change talk.

PRACTITIONER: That’s your top priority
right now—to get back to work and
manage your stress.

Listening.

PATIENT: Well, I want to get back to work.
But to be perfectly honest, I do some-
times feel like I could have another at-
tack any moment and whack, I’d be
gone.

Change talk.

PRACTITIONER: So you feel like you just
need to rest right now.

Listening.

PATIENT: Not exactly. I’m not just resting
all the time. I’m moving around, doing
this and that, trying to get a little exer-
cise.

The practitioner’s guess
was not quite right,
and the patient corrects
it.

PRACTITIONER: You’re trying to get the
balance right.

Listening—trying again.

PATIENT: Yes, that’s it. A balance.
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PRACTITIONER: So what you’ve told me so
far is that you’re taking your medica-
tions, resting up a bit, but also trying

Collecting summary,
emphasizing change
talk themes.

to get some exercise, which is good for
your heart. You already knew that quit-
ting smoking is one of the biggest
things you could do for your heart, but
that just seems impossible right now.
And you’re eager to get back to work,
at least part time, as soon as possible,
and get your life back in balance. Did I
miss anything?

PATIENT: Well, not back in balance ex-
actly. I don’t think I ever had a very
good balance before this heart attack,
and that was part of the problem. I’m
just not sure where to start.

Change talk.

PRACTITIONER: You did mention decreas-
ing your stress level, too. How might
you do that?

Asking.

PATIENT: I think this gives me a chance to
do that. I think I need to start turning
some things over to other people. I’m
the kind who always thinks, “If you
want something done right, do it your-
self.” Then I’m stressed out with how
much I have to do.

PRACTITIONER: It could help to take some
things off your plate.

Listening.

PATIENT: Now there you go with lecturing
me about diet! (Laughs.) No, that’s
what I need to do—trust the people
around me to do their jobs, and focus
on what’s really important. I can’t
change everything at once.

Change talk.

PRACTITIONER: If you could do just that
much—reduce the burden of what you
have to do—that would help.

Listening.



A key moment has been reached in the consultation, a crossroads of
sorts. What would you say next? This man has said a lot already, and it
is heartfelt material. Suppose you have a little longer to listen. Where
would you go next? If you look at what he’s said, you could focus on
(1) his gradual return to work, (2) more specific plans about exercise,
(3) when he might be ready to quit smoking, (4) stress management, (5)
how to delegate responsibilities he has been carrying, or (6) pick up on
the passing invitation to talk about diet. Or you could go off in an en-
tirely different direction. Reflecting on any one of these themes will fo-
cus the discussion and lead off in a particular direction. This is what we
mean by listening in the service of guiding. It’s your choice, and it makes
a difference what you choose.

As this example continues, the practitioner does try a different di-
rection, responding to an intuition that this patient doesn’t seem to have
something to live for, except perhaps his work. Its an exploration of core
values. Why then, the practitioner wonders, would he want to make
healthy changes? What would motivate him to do so?
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PRACTITIONER: You know, I really like
your idea that this heart attack is an
opportunity for you to make some
changes and to consider what is really
important. Could I ask you, what are
the most important things in your life?
What are you living for?

Affirming.

Asking permission.

Open question.

PATIENT: Oh, uh, that’s a good question. I
like my work. My family—I want to
see that my kids get started off in the
right direction. In fact, I’d like to be
there for my grandchildren, if we have
them. That looks like fun.

PRACTITIONER: Your work, your kids,
maybe grandchildren some day. What
else? What really matters to you?

Listening.

Open question.

PATIENT: I thought about that in the hospi-
tal bed. Since I’m alive, what do I want
to do with the life I have left?

PRACTITIONER: Yes. What is it you want
to do?

Open question.
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PATIENT: Help others, my family, and be
there for them, if you see what I mean?

PRACTITIONER: That’s what’s really impor-
tant for you, being around for a reason,
and for helping others.

Listening.

PATIENT: To think about someone besides
myself. To remind me what I have to be
grateful for.

PRACTITIONER: You know, you kind of
light up when you talk about this.

Listening.

PATIENT: Well, I’ve been out of touch, and
there’s lots I can do for my family and
other people, even in a club, which I
used to volunteer for.

Change talk.

PRACTITIONER: We’ve talked about a lot so
far, and you’re developing a pretty good
list of things you can do to make your
life longer and happier. Is there any-
thing else from that list I gave you ear-
lier that you’d like to talk about?

Summary. She decides
to change direction and
see where behavior
change might fit into
this bigger picture. Re-
turns to agenda setting.

PATIENT: Maybe diet and exercise.

PRACTITIONER: What concerns you about
that?

Asking a guiding ques-
tion.

PATIENT: I’m not concerned, really. I’m just
wondering what I should be doing in
that area.

The practitioner chose
a word, “concerned,”
that didn’t quite fit.

PRACTITIONER: There’s quite a lot of
things you could do. Making small,
gradual changes in what you eat. In-
creasing fruits and vegetables to five or
so a day. Building some modest exercise
into your regular daily routine. Would
any of that be workable for you?

Offering a menu of
options.

Asking.

PATIENT: Well, maybe the exercise thing,
but I don’t really want to go to a gym
or anything like that. I don’t want to
have another heart attack!

Change talk.
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PRACTITIONER: Adding some kind of exer-
cise might be OK for you, but definitely
not the gym yet. What kind of exercise
do you get at the moment?

Listening.

Guiding question.

PATIENT: Not enough. I just do a bit of
walking a few times a week. Sometimes
when I do that I get these feelings in
my chest, and I worry I’m pushing my-
self too hard.

PRACTITIONER: That’s really a common
worry, and our experience suggests that
as long as people do things gradually,
no harm comes their way. We could
help you develop a gradual, step-by-
step program to increase your exercise.
If you’d feel better about it, you could
even use the facilities here, and we can
monitor your heart rate at first to make
sure it’s safe.

Informing.

PATIENT: That sounds good. But mostly I
think walking is what will work for
me. I could do more of that.

Change talk.

PRACTITIONER: And that’s what’s impor-
tant—to find what you can do that
works for you and fits with your nor-
mal life. And if you do have any of
these feelings while you’re walking on
your own, just stop, rest, and manage
them as we’ve discussed before.

Informing.

PATIENT: OK. Maybe I’ll take you up on a
little monitoring while I exercise here.

Change talk.

PRACTITIONER: Fine! We can set that up.
Well, we’ve covered a lot of ground to-
day in a short time. Help me remember
it all. First and foremost, you are
choosing to think about this heart at-
tack as an opportunity for you to make
some good changes in your life and to
get your priorities straight. You are

Closing summary.

She puts the positive
motivations up front.



CONCLUSION

There’s no single “correct” way to conduct a consultation, so if you have
found places where you might have done things differently, take this as a
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devoted to your work and also to your
family, and you want to be around to
help your children and maybe grand-
children get a good start in life. You’re
also feeling a desire to get more in-
volved in helping others, at home and
in other places like the club. To do
that, there are some lifestyle changes
that you’re planning to make. One of
these, as you gradually get back to
work, is to decrease the volume of
work that you take on and perhaps
find some other ways to decrease your
stress and get your life in balance.
Smoking is something we’ll talk about
later, because right now that seems too
difficult to change. If you decide to
tackle that later, I have some ways to
help you with it. You’re already doing a
good job taking your medications, and
you’re doing at least a little walking,
which you want to increase. We can set
you up for some modest monitored ex-
ercise here—we can do that as you
leave today. That sounds like a lot of
change right there. I look forward to
seeing you over the months ahead to
see how you’re doing with this and
help in any way I can with these or
other changes. Is that what you are go-
ing to do? Anything I missed?

Then she talks about
specific changes they
have discussed.

She accepts and ac-
knowledges the situa-
tion with smoking,
leaving the door open.

Affirming.

Asking for commit-
ment.

PATIENT: That sounds about right. I feel
like I’m headed in the right direction,
like there is something I can do.

Change talk.



stimulus to be creative in your own consultations. Our intention here
was to illustrate the underlying style of MI, difficult when using only the
written word, and to indicate where relevant skills and strategies such as
listening and agenda setting were used. The next chapter turns to some
of the more subtle things to look out for as you refine your skills in MI.
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Getting Better at Guiding

GETTING USED TO GUIDING

Guiding is not just about what one says to patients; it is also about how
one is with them. This was nicely illustrated in a recent workshop with
prison officers. The simulations were going well enough with the partici-
pants standing up, but when it came to a sequence of guiding, one of
them announced, “I can’t do this standing up. I need to sit down with
this person.”

A common observation made by practitioners is “it doesn’t feel nat-
ural.” Indeed, this way of working with patients is often very different

from prior practice, from following
the righting reflex of just directing
someone what to do and why. Try
out this style in easier situations
first, when time feels manageable
and your patient seems engaged. As
you become more proficient, you

can move on to more difficult challenges.
It can take a while for the guiding style to begin feeling natural. It’s

a bit like learning to drive a car. On your first time behind the wheel, you
were probably highly self-conscious, and understandably so. You drove
slowly, with heightened awareness, trying not to stray into the next lane.
You had to focus on tasks inside the car yet also had to keep an eye out
to make sure you weren’t about to run someone over. You had to think
about where you were going and attend to so many new tasks simulta-
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engaged.



neously. But you didn’t give up learning to drive just because it didn’t
feel natural at first.

As you become more comfortable with the component skills of any
new endeavor—whether driving or guiding—you do not have to think
about them so consciously. The skills become mostly automatic, and you
can concentrate instead on where you are going, how you will get there,
and what you will do when you arrive. Learning is like that, and learn-
ing the guiding style is no different. At first you are self-conscious, par-
ticularly when being observed. Are you asking an open or closed ques-
tion? Are you reflectively listening? Focusing directly on the guidelines is
necessary at first, but it also keeps you from seeing where you are going.
In time, comfort with these skills gives rise to other freedoms. It becomes
easier to notice other things that are also important in skillful guiding.

Think now about the role of the driving instructor. He or she might
take the wheel in an emergency, but, in general, the task is to encourage
the learner to make progress with as little intervention from the instruc-
tor as possible. This is similar to your role in guiding the patient. It is the
patient who has to do the changing; you let go of control more and
more.

As you become more comfortable with the specific techniques in-
volved in MI, your attention is freed to monitor the guiding process it-
self. Your attention can switch between three aspects of the consultation:
your relationship with the patient, what he or she is saying, and where
you might go next. With practice, you can move between these roles
with relative ease. Here are examples of these three processes.

Watching the Relationship

Your awareness of the relationship is a barometer of skill and good out-
come. Keeping a keen eye on the relationship will help you to decide
where and how to proceed. Check in with yourself by asking: How are
we getting on in this discussion? How is the patient reacting? Is she or he
comfortable, or frightened, perhaps? Am I pushing this person too hard?
Am I being genuine and frank?

Staying in the Present

Psychotherapists refer to being “in the moment” with the patient. There
are important periods when your own aspirations, feelings, and personal
reactions are put to one side and you focus your full attention on the pa-
tient’s experience. The more you are able to do this, the more effective
your guiding response is likely to be, whether it is a listening reflection, a
well-chosen question, or offering important information.
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Some commentators say that this attentiveness is in itself a powerful
nonspecific route to healing, leading to an empathic relationship that

frees the person to change. When
patients sense this clear understand-
ing of their experience from you,
things begin to happen, and change
often follows. Acceptance of a
patient’s experience is not the same
as agreeing. It is relatively free of
judgment—whether positive or

negative—and therein lies the potential for you to be a good guide.

Looking Ahead

Sometimes your attention moves ahead to where the consultation is go-
ing, how it will end, and, indeed, what it will be like when the patient
steps back into everyday life. With increasing skill, you find that you are
able to consider the route ahead and watch for obstacles, often during
short pauses in the conversation. At these moments, you can learn to
find the short cuts, the kind of guiding question or reflective listening
statement that gets you closest to what is helpful for the patient and
saves time, as well.

As you trust patients to take control, you give them more room to
talk, and this gives you freedom to concentrate on where you are going.

This letting go of control is not an
all-or-nothing matter. One clinician
emerged from a simulated exercise
and said, “I get it. There’s no need
to worry about control. Instead of
push this way and shove that way,
it’s just nudge, listen, and summa-

rize, nudge, listen, and summarize. . . .” After a while you realize that
you actually don’t lose your capacity to encourage change; quite the op-
posite. Guiding then begins to feel natural.

“But I Can’t Let Go of Responsibility”

Many a discussion about the skill involved in guiding returns to the sub-
ject of responsibility. “It’s all very well,” someone usually says, “but I’ve
got a job to do. I must raise these subjects. It’s my responsibility. I can’t
just let them decide for themselves!” This can lead into the trap of
“either–or thinking,” of the falsely limiting choice between directing or
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Acceptance of a patient’s experience
is not the same as agreeing. It is
relatively free of judgment—
whether positive or negative—and
therein lies the potential for you to
be a good guide.

“I get it. There’s no need to worry
about control. Instead of push this
way and shove that way, it’s just
nudge, listen, and summarize,
nudge, listen, and summarize. . . .”



following. “I either tell them what to do [direct], or leave them to work
it out by themselves [follow].” Sitting in the middle ground between di-
recting and following means taking responsibility for the structure and
direction of the consultation and encouraging patients to come up with
their own solutions to behavior-change problems. As you get better at
guiding, you will be able to sense when it is the right time to move on in
the consultation, to summarize and
shift direction, or even to adopt a
directing style and consider another
topic. When you are listening to pa-
tients, try to focus not on what is
happening to the time but on how
you might capture your understand-
ing of their dilemma in a useful way.
Brief reflections or longer summa-
ries are particularly useful here. Of-
ten, you can emerge from a few minutes of this activity with both parties
clearer about the way ahead. Seen in this light, you are the guardian of
the journey as a whole, much like the driving instructor, but the patient
is the guardian of motives and strategies for changing behavior. A good
guide promotes freedom of choice and provides high-quality support
and advice when needed.

OVERCOMING OBSTACLES

Obstacles to guiding are everywhere! As you become more skillful, you
develop an ability to overcome them not through forceful or clever effort
but by clear agenda setting, curiosity, and a genuine concern and respect
for patients’ ability to clarify what’s best for them, a fertile ground for
the use of listening skills. New avenues open up, and things feel easier.

One of the origins of MI came from the realization that when things
are difficult in the conversation, there is often an unproductive tendency
to blame the patient. When rapport is undermined, which invariably is
the case when things get tough, what can you do to repair this and re-
turn to the kind of constructive conversation described previously?

The following discussion focuses on common challenges from three
overlapping perspectives: that of the patient, that of the practitioner, and
the relationship between the two. Sometimes the way the patient reacts
(e.g., defensiveness) and your response (e.g., irritation) provides a clear
signal that all is not well. Responding flexibly and creatively is a chal-
lenge that can bring rewards fairly immediately.
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The Patients: Their Struggles

Patients can feel bewildered, frustrated, defensive, passive, and over-
whelmed by circumstances. Talking about change can be difficult, and a
temptation to label and blame the person can undermine your best inten-
tions to use a guiding style. Consider the following common scenarios.

“I Can’t See Why I Need to Change”

“They are in complete denial” is a phrase that is used widely across
many health care settings. Patients apparently shut down when faced
with efforts to encourage them to consider change or to consider the se-
riousness of their situation. If you use a directing style in this situation
by arguing for change, progress can freeze entirely. The more you push
someone into looking at something, the more he or she will resist and

defend him- or herself. If you come
alongside him or her, and clarify
what is important to him or her in
some form of agenda setting (see
Chapter 4), the denial will often
subside, and you might be able to
make progress. Denial is not a fixed
property inside someone but a reac-

tion that arises during communication between two people in a particu-
lar circumstance, often when someone’s self-esteem is under threat.

Refusal to consider change can arise even when you use a guiding
style, perhaps because you have prematurely focused on behavior
change. Someone who has just had surgery or an acute medical crisis
might feel so preoccupied that he or she does not want or cannot absorb
even skillful and well-meant efforts to raise the subject of behavior
change. This is common in cardiac rehabilitation, diabetes, and the care
of all long-term conditions. Something else is of greater concern, or the
patient’s experience of illness lies hidden behind whatever conversation
unfolds. Some patients with asthma, for example, resist efforts to en-
courage the use of prophylactic medicine because they do not share your
view about exactly what the problem is. Your use of listening is the key
to unlocking this impasse. Five minutes of seeking clarity can lay open
the path to behavior change and prevent wasted time and visits.

“I Can See What You Mean, but . . . ”

You get so far, and they back off. A moment is reached when patients’
words veer away from talk about change and a voice of defensiveness
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self-esteem is under threat.



expresses precisely the opposite. Subtle moment-to-moment shifts in
willingness to consider change are normal and common when a patient
is feeling ambivalent. At this point just a slight overemphasis on your
part on encouraging change can lead
to a corresponding counterreaction.
If you are prepared for this and ac-
cept it as completely normal, you
can stay calm enough to respond
appropriately—for example, by re-
flecting both sides of the person’s ambivalence. Patience and acceptance
of this seemingly irrational process are usually most helpful.

“Just Tell Me What You Think I Should Do!”

Some patients look up to you for the answer. Perhaps that is the way
people in a particular neighborhood, culture, or language or age group
seem to use health care services. If they do not seem keen to come up
with their own ideas, it is quite feasible to switch from eliciting solutions
from them to providing information and advice, all within a guiding
style. You simply offer one or more suggestions and use a guiding ques-
tion to check that this makes sense, for example, “How will this work
for you?”

“I Really Can’t Cope at All”

A patient is lonely, overwhelmed by poor housing, has no spare money,
has a chronic health problem such as diabetes, and now you want to
raise the possibility of behavior change. All the dangers of not listening
lie before you. Conveying your understanding of his or her predicament
and affirming his or her strengths in coping with these circumstances can
provide the platform for a more focused agenda-setting process that con-
siders ways of enhancing control of his or her situation. A discussion of
genuinely helpful behavior change often follows.

Trouble in the consultation about behavior change often goes both
ways. It is the meeting place for a marriage of sorts between your aspira-
tions and those of the patient. We turn now to what you may feel in the
guiding consultation, sometimes an obstacle to progress as well.

The Practitioner: Your Feelings

It is very common to feel different things about different patients. You
like some, and others less so. You can feel concerned, frustrated, an-
noyed, or even outraged by their predicaments, their attitudes, or the
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pressure you are under to undertake different tasks. The calmness at the
heart of guiding is not always easy to achieve.

You cannot be expected to be in a state of perfect calm in the
midst of busy everyday practice; neither can you become a psychother-
apist, practiced in the art of monitoring feelings and their effects on
the relationship with the patient. Yet feelings can run high, and your
own emotional state affects the process and outcome of the consulta-
tion. One senior physician we worked with threw into a conversation
the following phrase: “If I work on automatic pilot, and I am even a
little bit stressed, I produce tired, automatic responses.” Then he ex-
plained about the importance of awareness and acceptance of what
one is feeling: “After so many years at this, I’ve learned to check on
what I am feeling at any point in time. It’s funny, but I know my
moods. If I realize I am too stressed out to really help a patient, I
don’t get worked up about it, I just accept it. Then I settle down, and
I feel more flexible.”

Aspirations for Behavior Change

Some of the most powerful forces affecting patient progress toward
change are your own thoughts and
feelings about what might be good
for the patient. We have called these
your aspirations for patient behav-
ior change (ABCs). They are com-
mon and perfectly normal, but if
they are allowed to dominate the
consultation, they can make it diffi-
cult to honor the autonomy of pa-

tients to decide what is best for themselves.
You raise the subject of behavior change, and you want to suc-

ceed. Wanting someone to change, however, comes in many colors,
and strong feelings can prevail: hope, enthusiasm, determination, irri-
tation, anger, and even hopelessness can take their own toll on your
well-being and skillfulness. Mindfulness about how you feel before
and during the consultation might provide the key to doing a better
job. Consider these examples, in which most practitioners would want
the patient to change:

• She is working as a prostitute to feed her heroin addiction, and
she is about to lose custody of her child.

• If he does not cut down his liquid intake soon, his heart will be-
gin to fail, and he will die.
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patients to decide what is best for
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Practitioners often have a silent internal monologue going while
in conversation with patients such as these. The monologue often con-
tains what could be called practitioner change talk. “I want to help
him get to the bottom of this, and turn things around” (desire). “I
think I can make a difference here” (ability). “She really must change
because that child is going to suffer terribly” (reasons). “I must raise
the subject” (need). “I’m going to give her the extra time she needs
now” (commitment). These aspirations can reflect deeply held per-
sonal values: “This is why I came into this job, to help people like
this turn their lives around.” They can also have negative aspects:
“Oh, no, the situation just seems hopeless. I don’t know where to
begin.”

Health care is replete with people in predicaments that practitioners
want to change, thus setting up a conflict with practitioners’ simulta-
neous desire to respect patients’ freedom to make their minds up for
themselves. Here is an example of how this conflict appears in a conver-
sation between colleagues:

Practitioner A: “I want to get this patient to change her diet so we
can lower her blood sugar levels.”

Practitioner B: “But you can’t get her to do anything. It’s up to her.”

It is not uncommon for a practitioner to hold both of these views si-
multaneously. Your aspirations for behavior change are high, and you
also respect the patient’s freedom to make up his or her own mind.
These are not necessarily incompatible. They are part of the delicate
challenge that characterizes the behavior-change consultation. An adept
and sure-footed rock-climbing guide might watch the struggle of the
climber and very much want him or her to succeed but will also be very
mindful that he cannot do it for him or her. Allowing the climber to find
his or her own way within clear safety parameters and accepting the out-
come with patience and respect is what makes for a good working rela-
tionship between them.

There are also situations in which these ABCs are not highly
charged and you do not really care whether the person changes his or
her behavior or not; this situation is sometimes called a position of equi-
poise.

• “This is tricky, whether to use this medication or not. It’s his de
cision, the arguments for and against are finely balanced.”

• “I can see problems looming with her feet, but she has other pri-
orities in the control of her diabetes. I don’t mind if we don’t talk
about feet right now.”
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Just as you can view a patient’s readiness to change on a continuum,
you could consider your desire for the behavior change along similar
lines, say from 1–10, where 1 means that you are in equipoise and 10
means that you feel very strongly about the value of change.

How might this help you in the consultation? Simply being aware
that you have high ABCs should help you to back off. The goal is to
avoid letting the ABCs dominate the exchange with the patient. If you
do not succeed, you might fall into any of a number of traps. Here are
some examples.

ABCs and Some Common Traps

The stronger your feelings about wanting the patient to change, the
more mindful you might need to be about your own behavior. There is

nothing wrong with wanting and
hoping for behavior change in your
patients, but strong ABCs can mis-
lead you into the righting reflex and
other difficulties. Monitoring how

you are feeling is the first step. Then you might want to be careful not to
fall into a pattern of responding that strays some distance from guiding.
Here are some examples.

DESCENDING INTO DIRECTING

Sometimes you choose a directing style not because you sense that the
patient expects this but because of your feelings about how important it
is for him or her to change. You might be feeling under time pressure or
simply so keen to promote change that you adopt a directing style. The
outcome is some distance from guiding. This can happen in the opening
seconds of a discussion:

PRACTITIONER: [feeling quite determined] Now I’ve been meaning to
ask you, have you done anything about your smoking, because it’s a
big worry for your health.

PATIENT: [shutting down immediately] Well, I never lasted long when I
quit before, so I am just getting on with my life.

PERSUADING TOO HARD

Your desire to encourage change can lead you into a persuasion–resis-
tance trap: The harder you persuade, the more the patient resists. A
good guide never gets too far out in front.
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PRACTITIONER: [feeling great concern for the patient] Unless you quit
using drugs, you are going to lose your child. Have you thought
about some treatment that might help with this?

PATIENT: My problem is the money, like I take these men in [prostitu-
tion] to feed me and my baby, and the heroin helps me to survive.

RESCUING THE PATIENT

Another common response to strong feelings of wanting patients to
change is to try to rescue them. This can take many forms, from exces-
sive enthusiasm, urging, and pleading to offering lots of support or even
breaking role and visiting them at home to putting your hand into your
pocket to offer money, and so on. Perversely, rescuing can sometimes be
the last thing the person needs, because you might be unwittingly rein-
forcing his or her role as a victim awaiting your solution. Kindness can
be taken too far, particularly when it substitutes for actions that patients
themselves could take.

JUST FOLLOWING THE PATIENT AND GETTING LOST

If someone is struggling with bad news or loss, your heart goes out to
him or her, and you know that just being with him or her and following
his or her struggles can be quite helpful. A similar pattern can unfold in
the discussion of behavior change, when your strong desire to help leads
you to just listen (follow), and you lose control over the direction of the
discussion. In some settings, in which you develop a relationship with
the patient over numerous meetings, this pattern can go on for months
or even years. If behavior change is one of the key issues facing the per-
son, it can be productive to regain a little control over the direction of
the discussion, perhaps by asking a guiding question or two, without
losing your good relationship with the patient. Agenda setting can be a
productive way of helping both of you stand back from the situation and
consider options for behavior change. Being frank about this with the
patient can also help.

OVERLOADING PATIENTS WITH INFORMATION

You feel very concerned; perhaps you don’t have a lot of time, so you
simply launch into providing information. There is a problem, you are
the professional, you right the things that go wrong, and information
transfer is in your toolbox. Combine this with a strong desire for the pa-
tient to change, and this tool can come out of the box in a flood of infor-
mation that soon loses the attention of the passive patient.
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PURSUING PROBLEMS AND WEAKNESSES

You sometimes feel so strongly about getting the job done and about
where you feel the problem lies that you forget the patient’s view and fo-
cus on the troubled zone of problem behavior with a determination that
flattens the patient into defensiveness. Policing “bad” behavior replaces
the opportunity to elicit the patient’s strengths and aspirations.

Your positive aspirations for change in the patient can be a reflec-
tion of considered judgment and genuine concern, or they can be exter-
nally driven by guidelines and service protocols. The former can be used
to good effect; the latter perhaps requires greater watchfulness on your
part. Our aim here is not to turn you into a budding psychotherapist but
simply to encourage you to be mindful of your own emotional reactions
and how they can derail the guiding process.

Behavior-change consultations contain a mixture of your aspira-
tions and those of the patient. How you steer a constructive path
through this challenge is the next topic.

The Relationship: When Agendas Differ

Consider how a consultation might proceed under the circumstances
presented in the simple two-by-two diagram in Figure 9.1. The most dif-
ficult scenarios are those in which there is a mismatch of aspirations (la-
beled with a danger sign in the figure).

When there is a mismatch between you and the patient—most com-
monly when your ABCs are high and the patient’s aspirations are low—
time can be wasted if you proceed as if the mismatch does not or should
not exist. You might even feel that you are quietly trying to get around
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this mismatch, effectively nudging or even manipulating the patient this
way and that. The empathy with and acceptance of the patient that lie at
the heart of MI are soon undermined. In this situation, taking stock with
the patient might help, and agenda setting is designed to do just this. A
similar approach is also called for in the reverse situation, where patient
aspirations are high and yours are low. For example, a patient very much
wants a referral for surgery, while you are not at all convinced about
this. At some point you might need to have an open discussion about
this.

Agenda Setting

Agenda setting, introduced in Chapter 4, is a routine strategy for de-
veloping a compromise between your aspirations and agenda and
those of the patient. The more you feel the need to impose your aspi-
rations on the patient, the greater the need for clear agenda setting of
this kind.

“I want her to get more exercise and prepare for a return to work;
she wants yet another note from me excusing her from work.”

“I want to focus on smoking, and he seems to think that a change in
medication will solve everything.”

“Now he wants yet another referral for a scan, and he knows that I
want him to look at the pressures in everyday life that probably
cause these headaches.”

“She wants more and more pain killers, and I want to her to be more
active.”

Good rapport is invaluable in resolving these difficulties. In Chapter
4 we described a structured process of laying out all the possible topics
one might talk about, providing
both you and the patient the oppor-
tunity at the outset to agree on the
way ahead. However, one can turn
to a less structured form of agenda
setting in the middle of a consulta-
tion in order to tackle a divergence in aspirations between you and the
patient. For example, in the fourth scenario just described, in which the
patient wants more pain killers and you feel that exercise might be
better, you might do the following:

• Summarize how the patient is feeling and your understanding of
her aspirations. This enhances rapport and ensures that the patient does
not feel that you have misunderstood or are ignoring her needs.
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• Proceed with agenda setting; for example:

“Let’s just take a step back for a minute and look at our prog-
ress. We both want you free of pain, that’s for sure, and we can
talk about different ways of getting there. There’s taking more
pain killers, something you want and that I have some con-
cerns about, and then there’s getting more exercise, which I
favor and you have concerns about! So where do we go from
here? Have I missed something?”

It is not advisable to be prescriptive about where you might go next
in a difficult consultation such as this. However, agenda setting does give
you more freedom, for example, to talk about your concerns about pain
killers, particularly if you ask permission first. Conveying concern about
the patient’s well-being and using agenda setting to be open about differ-
ent aspirations often leads to a more productive route through the im-
passe.

Tougher Consultations: Where Directing Seems Essential

Everyday practice yields pressures and predicaments that can confuse
both you and your patient. You might ideally want to adopt a guiding
style, but you have other roles as well, often defined by the service you
work in. This can mean that you must at times depart from guiding and
impose certain topics on the patient. Here are some examples.

• You want to help a troubled mother with behavior change be-
cause she might benefit from more social contact with others, from
drinking less alcohol, and from new approaches to the behavioral prob-
lems of her children; but it is also your duty to consider the welfare of
the children if they are at risk.

• Your service requires you to raise the subject of lifestyle change in
a way that is not easy to integrate with a guiding style. There is a routine
assessment that must be done.

• You feel obliged to warn a patient that a test result has some very
clear implications for behavior
change.

• A patient is in the habit of
driving to the clinic intoxicated and
is clearly a danger to others.

If your service, role, or clinical
judgment obliges you to adopt a di-
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recting style and impose a discussion of difficult topics on the patient,
how might this obligation be integrated with a guiding style to be used
for addressing behavior change? Here are some guidelines you might
find useful, using the first example of the troubled mother.

• Put extra work into rapport building and listening, as close as
possible to the beginning of the consultation.

• Clarify the challenge for both of you as soon as possible, ideally
at the beginning of the consultation. You or your patients might find the
metaphor of switching hats useful. Consider this approach:

“A very important part of my job is to help you, in whatever
way seems right for you. And I’d like to spend some time on
this today [the guiding hat]. Then there’s another part of my
job [the directing hat] that means I must think about what’s
best for the children. So I switch between these two jobs. But
I’d like to start with how I might be able to help you, because I
know that a happier mother means happier children, if you
see what I mean.”

• If the problem arises in the middle of a consultation, take a break.
Summarize where you are, step back with the patient, and address this
problem. Try to be clear and honest, making sure that conveying respect
for the patient is a high priority.

• If possible, start with the patient’s concerns, and use a guiding
style. Work hard on expressing acceptance and on demonstrating, with
reflective listening, that you understand the patient’s predicament, even
if this is done briefly in just a few reflective listening statements.

• Make the changing of roles between guide and director explicit.
This is what we mean by “changing hats.” Try not to fudge or blur the
distinction between these roles by
winding your way through the con-
versation in a manner that might
confuse the patient. For example,
you might say:

“I’ve talked about my differ-
ent jobs, and we have spent
quite a lot of time on how
you might manage the kids
better and get out of the
house more, for your own
sanity. Now I’d like to switch hats and talk only about the chil-
dren, because I do have some concerns I’d like to ask you
about. Is that OK?”
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YOUR OWN HEALTH

Feeling responsible for changing the behavior of others can be wearing.
As you get better at the guiding style of MI, you may find that this
source of stress diminishes and that you learn to care for and about the
patient without necessarily taking on the heavy burden of making be-
havior change happen.

With some release from feeling responsible come other challenges of
a completely different kind: Your good work can take you close to the
heart of the suffering associated with a patient’s efforts to consider

change. This, too, can take its toll
on your well-being. Guiding is a
delicate balance between coming
close enough to your patients to un-
derstand and empathize with their
experiences and retaining your sep-
arate role as a healer. In the biblical
story, Moses finds his calling in life

when his attention is captured by a bush that is burning and yet is not
consumed. That is the healing balance: to burn without being consumed.
A very experienced pediatrician once put it this way:

“Every family that comes to my attention has a story, and every story
is interesting, and every story is different. I am never going to get
burned out because I am interested in their stories. It’s when I start to
treat patients by checklists and formulas that I get bored, and that’s
when I am at risk for burnout.”

LOOKING INTO YOUR OWN CONSULTATIONS

Something else that may help you to get better at guiding is to listen to
recordings (made with patient permission, of course) of your own con-
sultations. It is like an athlete watching a video of his or her own perfor-
mance. You can observe more clearly where things went right and where
they went wrong.

“At first, it felt like I was handing all control over to them, and that
there was no way I could even control the time, let alone get through
what I wanted and needed to do. Then when I was listening to the re-
cording of a consultation, I noticed this one open question that I
asked. I was in control, but the patient was still moving. The consul-
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tation had completely changed. I never knew at the time quite what
had happened.”

PRACTICING YOUR SKILLS IN EVERYDAY LIFE

There is a body of literature on mother–infant interaction that suggests
that guiding is an apparently universal and natural communication style
for helping infants to gain mastery over their new environment. Scaf-
folding or guided participation are terms used to describe how a good
parent or tutor naturally structures a conversation so that the needs and
abilities of the child are carefully addressed. The skillful parent or tutor
does neither too much for the child (direct) nor too little, leaving the
child to flounder (follow). Skillful guiding produces better learning out-
comes.

Opportunities to practice guiding may include a conversation with a
friend talking about a difficult decision. The temptation to leap in with
solutions using a directing style is often strong. Listening, asking, sug-
gesting, supporting, and encouraging are probably more useful and ef-
fective. Toward the end of life, elderly people frequently need to discuss
difficult problems. What combination of listening, asking, and inform-
ing does one use? There is no formula here, but using these skills in the
service of guiding is often more effective than simply directing them
about how to resolve matters.

Listening can be practiced in almost any conversation, not only in
the service of guiding. The first thing you may notice when trying to use
reflections in everyday life is that at-
tending to the wording of your re-
flection can take your focus away
from a genuine interest in what the
other person is saying. It is that ini-
tially clumsy feeling as you acquire
skillfulness, but don’t let it deter you. Keep going, because quite soon it
should feel less contrived, and the reward will be there for you to reap.

Beneath all this focus on your skills lies something more important
that extends beyond the technical. Through skillful listening and guid-
ing, you are conveying a message of acceptance, hope, and compassion.
This cannot be conjured up in an artificial way. In one sense, compas-
sion, acceptance, and hope are your own internal experiences, but they
are not of much use to patients until you communicate them. You can
voice these things directly, of course: “I care”; “I think everything is go-
ing to be fine.” Yet there is something particularly powerful about a
compassionate, listening, guiding style that communicates hope and ac-
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ceptance not just in what you say but in how you are with your patients.
Chances are that the desire to be a healing presence for others is one of
the reasons you chose your profession. The skills of reflective listening
and the accompanying guiding are among the best ways to communicate
your caring and acceptance. Practicing them also builds your capacity
for acceptance and compassion.

CONCLUSION

This chapter concludes the account of the method of MI and how it can
be used in some quite difficult circumstances in everyday health care.
The next and final chapter turns to the application of MI in the wider
clinical environment in which a service is delivered.
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PUTTING IT ALL TOGETHERBeyond the Consultation

C H A P T E R 1 0

Beyond the Consultation

The primary purpose of this book is to define and describe an approach
to one-to-one health care consultations. We have encouraged you to use
consultations to help patients explore their own ambivalence about
change and to maximize their control over their own health. In this
chapter we offer some examples in which MI was afforded a happy mar-
riage with the system within which it was used. We hope they show how
MI can be successfully integrated into services that meet the needs of pa-
tients and also promote behavior change.

Individual consultations clearly have their limits. Forces outside of
the consultation, in the clinic and beyond, pose obstacles to patient
change. Economic and social conditions often hold sway over people’s
efforts to improve their health and lifestyles. Forces within the service
also affect your work. For example, if the service or health care system
reinforces patient passivity, your best efforts to promote change through
individual consultations can be undermined.

“Next, please [after a 1-hour wait in a full waiting room]. Thank you,
Ms. Evans. Can I ask you to please get undressed to your underwear
and put this gown on? I’ll come back and do your vital signs, OK?
Then you’ll see the nurse and then. . . .”

If you have a consultation about behavior change after the patient
has been subjected to this kind of routine, it will be that much harder to
accomplish guiding successfully, with its emphasis on the patient who is
actively considering options and taking charge of changes in his or her
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life. Moreover, if many of your colleagues are not committed to adopting
a more collaborative approach to their communication with patients,
you might well wonder about the impact of your individual work.

These barriers within the health care system and beyond will influ-
ence your patients’ motivations for health change behavior. Can a health
care system be changed so that barriers are removed and practitioners
are better able to integrate a guiding style into their everyday practice?
Our starting point here is that we can and should be doing these things.
Our goal is to identify signposts of change in health service delivery. We
do this fully aware that this challenge of changing systems has been ad-
dressed by others with experience and knowledge far greater than ours.
However, thoughtful changes in a health care practice or system can
make a big difference in what happens in the consulting room and can
make a guiding style easier to use and more effective.

The accounts that follow come from actual clinical practice settings.
We have spoken to the practitioners involved at some length and have
come to know them and their services quite well. The descriptions and
quotations are accurate in spirit but have been adjusted to preserve ano-
nymity where appropriate. The first set of examples focuses on removing
general system obstacles; the second set involves efforts directly to use
MI in health care.

REMOVING BARRIERS TO CHANGE

In these two examples, system changes helped to make the service more
accessible to patients and their needs and encouraged them to make
choices about behavior change whenever possible. Before the changes, it
seemed all but impossible to integrate MI into the system. Afterward, it
became something that the staff was eager to embrace.

1. Redesigning a Service

Setting and problem: Outpatient clinic for detoxification and treat-
ment of substance abuse.

Goals: To improve attendance; to engage patients more actively in
treatment; to promote change in substance use.

Before

The program staff members were competent and well intentioned but
also discouraged and demoralized. Every day they saw people whose
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lives had been devastated and who were dependent on alcohol and other
drugs of abuse. The medical staff provided high-quality outpatient de-
toxification services, after which substance abuse treatment was avail-
able on site. Yet many patients failed to keep their appointments, even
for initial evaluation. Many who did complete the evaluation and detox-
ification never returned for ongoing treatment. Some of them would ap-
pear again months later, once again acutely ill. There was a general atti-
tude of pessimism and helplessness among the staff that these patients
were generally ungrateful, rude, resistant, unmotivated, and in denial.
Staff turnover was high, as was absenteeism. Quarrels among different
members of the team were common.

Now look for a moment through the eyes of a patient trying to get
help through this service. Appointments could not be made over the tele-
phone. Rather, patients, most of whom were poor, had to report by 8:00
A.M., when the intake window opened. The clinic itself was located in a
warehouse district some distance from the nearest transportation line,
and it could be a 2-hour journey to reach the clinic via public transport.
The intake window was literally that: a small glass window in a wall be-
hind which the staff worked. The window opened onto a hallway that
was rather dark and often cold in wintertime. There were four or five
old chairs in the hallway, and other patients had to stand. The normal
morning traffic passed by them: staff members arriving for work, pa-
tients coming in for daily methadone, police and security personnel. By
the time the window opened at 8:00, there was usually a line of people
waiting. Because of the complexity of the intake process, only five or six
could be seen. The rest were told to wait until the afternoon or to go
home and try again the next day. The atmosphere at the intake window
was often surly and chaotic.

Those who stayed were taken, one at a time, back into the medical
clinic area. Some waited 2 hours before being taken inside. They first
saw a nurse, who took vital signs and screened for acute detoxification
needs. Next they spent about half an hour with a case worker, who de-
termined their employment status, examined income verification (such
as a paycheck stub), and asked a series of questions to determine eligibil-
ity for insurance or public support. If they were not screened out at this
step, they next met with a different intake worker to complete a series of
forms and a structured interview that asked a series of highly personal
questions.

After this, they were given an appointment to return for the orienta-
tion, or “O,” group, one of two weekly groups intended to prepare peo-
ple for treatment. It also served as a holding system until patients could
be assigned to a counselor, as well as a screen for “motivation.” The O
group was presented with a series of lectures and films about the harms
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of substance abuse, and patients on average attended 4–6 sessions before
being assigned to a counselor. Then they would be given the name of
their counselor and an appointment time to return to begin treatment.
Only a small fraction of patients who appeared at the intake window
made it all the way to a first counseling appointment. For those who did,
the treatment they received was whatever the counselor deemed appro-
priate.

System Changes

New management offered some new resources and the opportunity to
create changes in this service delivery system. The goal was to create a
clinic that was welcoming and accessible and that delivered effective ser-
vices as quickly and to as many patients as possible. A set of “seven C’s”
was developed as guiding principles for this new patient-centered model
of care:

1. Courtesy: Every patient, caller, and colleague is treated in a cour-
teous and respectful manner every time.

2. Collaboration: Staff members have a sense of common purpose
and cooperation toward shared goals. Most goals are met
through collaborative rather than solo efforts.

3. Contribution: Every person carries a fair share of the work to be
done, looking for ways to make personal contributions to com-
mon mission and goals.

4. Conscientiousness: Every person is committed to promoting ex-
cellence of services and is conscientious with regard to work
schedules and standards.

5. Communication: There is open communication throughout the
clinic. Concerns are raised and information is checked directly
with those involved.

6. Connection: Members of each unit understand their connection
to the whole organization and are committed to the common vi-
sion and mission of the clinic.

7. Community: Every person shares a sense of common responsibil-
ity for the atmosphere, appearance, and services of the clinic and
for the welfare of all patients.

Many practical changes were made over the course of a year. The
intake window wall was torn down, creating a comfortably lighted and
heated waiting area with ample seating, separated from the entry hall-
way. Patients were welcomed and offered coffee on arrival. Both walk-in
and appointment options were available throughout the day. A patient
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feedback box was installed, with encouragement to comment both on
problems and on good service received. The intake system was stream-
lined. Much of the essential information was collected via a question-
naire completed in the waiting room, with help available for patients
who had difficulty reading or understanding it. The first person they saw
was not a caseworker asking them questions but an experienced senior
counselor who said, “I will need to ask you a few questions after a
while, but right now I just want to hear what brings you in today. Tell
me what’s happening.” A half hour of high-quality listening followed,
which usually provided most of the specific information needed. The
goal was to enhance motivation for change and to provide a service that
would likely be helpful even if this were the patient’s only visit.

The clinic also developed a menu of different evidence-based group
and individual treatment options, which were available at various times
of the day or evening. Hours of service were extended without increas-
ing overall staffing. The orientation group was discontinued, and instead
patients were given, at intake, a list and explanation of the services avail-
able and were helped to choose from the menu the services they wanted
and needed. Every effort was made to get each patient connected with a
counselor and started in treatment within 1 week. Often the patient was
able to meet his or her counselor during the intake or detoxification pro-
cess.

The impact on both patients and staff was remarkable. Patient re-
tention increased dramatically, and, after some turnover of staff mem-
bers who preferred the old system, so did staff retention. Instead of
blaming patients for being unmotivated, staff members came to see am-
bivalence as normal and thought of tackling low motivation as part of
their job. The clinic survived through a managed-care era in which many
others closed, and a comprehensive follow-up evaluation showed excel-
lent patient outcomes comparable to those seen in well-controlled clini-
cal trials.

A sense of shared common values runs through the heart of this
story, even though the initial impetus for change came about in a top-
down manner, with a shift in management. The latter is not essential for
redesigning the service. We have encountered a service for adolescents
with diabetes in which a team of practitioners decided to take a new ap-
proach to the problem of poor attendance and low levels of glycemic
control among their patients. The patients were asked what they would
prefer, and the clinic’s hours of service were shifted to late afternoon to
give them time to arrive from school and college. Then a subtler shift be-
gan to take place. The clinic staff moved from a “weight and bloods”
service to something more relaxed, thoughtful, and attuned to patient
needs. This quiet transformation ended up in something very different
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from the starting point: a service in which the young people walked in
and were asked, “Who would you like to see first today?” The atmo-
sphere, the conduct of consultations, and the selection of treatment op-
tions followed a very similar pattern to those just described in the sub-
stance abuse clinic. Attendance improved. The team started with shared
values and a single innovation. This next example illustrates further how
following this principle can bear fruit.

2. A Single Innovation

The following example, which we have tracked for a number of years,
comes from the developing world. The team, working in one of the larg-
est teaching hospitals in Africa, was faced with a desperate situation:
poor adherence to treatment for a life-threatening condition among pov-
erty-stricken patients.

Setting and problem: Inpatient and outpatient service for children
with HIV/AIDS; poor adherence to treatment.

Goals: To promote adherence to antiretroviral therapy; to improve
economic and social integration of mothers; to change the pro-
gram to encourage healthier lifestyles in patients.

Before

More than 150 mothers were registered with the service, and they
needed to give their children a regular regimen of medication for a life-
threatening condition. The team could not stress the importance of ad-
herence highly enough; good timing was essential, each day. The rates
were low, and it was demoralizing for all concerned. The referral rates
were rising. The mothers and their children had HIV/AIDS.

A typical journey for the mothers started in the acute pediatric ad-
mission ward. If the baby or child survived an acute infection, he or she
was transferred to outpatient care. Then the trouble began. Attendance
at subsequent appointments was sporadic, and it seemed difficult to “get
through to” the mothers about the importance of adherence. They had a
bewildered look about them. Communication difficulties abounded, and
staff members regarded many mothers as being “in denial.” Very few
had jobs; they mostly lived in grossly substandard housing; and they
found it very difficult to afford transportation to attend their routine
outpatient appointments. In their culture, HIV was a source of shame. If
they did take Western medicines, many stopped when they or their chil-
dren seemed better, leading to multiple medical and public health prob-
lems. “When the mothers get angry,” one nurse remarked, “we know we
are starting to make progress. It means there is hope.” Mostly, however,
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passivity was the norm. Antiretroviral therapy had recently become
available, but how could adherence be improved?

System Changes

The change in service design and delivery can be described quite well by
following the journey of a new mother. She is literally penniless and lives
with 12 others in a shack in a large township. She is brought by ambu-
lance to the hospital with her very sick child. She spends most of the
next fortnight on the ward, and the child starts to recover from a serious
acute respiratory infection. Soon after arrival, the mother is taken down
the corridor to the outpatient waiting area, where she is introduced to
one of the counselors, who gives her a cup of coffee and a sandwich. She
meets other mothers, who sit around a table. This waiting area is alive
with the atmosphere of a small market. Mothers are making beadwork.
A candle is placed in the middle of the table for cutting the nylon thread
they use. The new mother learns about how she can get work. She starts
to talk with others about the life she leads. Children are playing on and
around the floor, taking turns being seen by a doctor to monitor their
condition and the use of antiretroviral medicine. They seem mostly quite
well.

When the child is discharged from inpatient care, the mother is
given an outpatient appointment and a single bag of beads and some
thread, having been taught to make strings for conference badge holders
by another mother. She returns the next week. She and her child are seen
by a doctor. On either side of this consultation, she meets more mothers,
and the best of her beadwork is bought from her at the nurse’s duty
desk, to be sold by a small charity.

Over the next few months, she learns from other mothers about
antiretroviral medication use. She forms friendships and talks about the
difficult issue of HIV status disclosure. She also has the opportunity to
talk informally or privately with any of the counselors working in the
clinic, many of whom are HIV-positive themselves and have volunteered
to help others. She uses the income from her first bag of beads to buy
more, and she now has full-time work and makes regular return visits to
the clinic, where they have set up a bank account for her.

“Just imagine,” said the lead pediatrician, “the lives these patients
lead. It’s really impossible to imagine. I try, but I cannot.” Looking back,
the change process emerged from an experience of profound empathy.
Glimpses into their lives prompted action.

“We were treating only one part of the problem,” he remarked
some years later. “If people don’t have adequate food in their stomachs,
it impacts on our treatment, and if we do nothing about this, the medical
problems return to haunt us. The point is this: Our responsibilities can

Beyond the Consultation 163



and should go beyond the treatment of the individual. We decided to de-
velop a socioeconomic intervention within the walls of our hospital.”

What started as an apparently narrow innovation designed to pro-
vide work and money for transportation now helps to break down other
barriers: social isolation, difficulty with status disclosure, understanding
how medication works, and overcoming a wide range of personal and
social obstacles. Treatment for the children, if they adhere to their medi-
cation regimens, is starting to look like the management of other chronic
illnesses such as diabetes, rather than like terminal care. This model of
good practice is being replicated elsewhere (see www.kidzpositive.org).
The staff members have now received initial training in MI, which is
entirely congruent with the ethos of the service and the emphasis on
patient empowerment. The counselors are developing a professional
identity, they meet with the pediatrician each week, and they also net-
work with other teams treating children in other African countries
(www.teampata.org).

This kind of innovation is not unique. Simply moving a clinic from
a hospital into the community can make a big difference. Indeed, the
growth of primary care across the world could be seen as an effort to im-
prove access and continuity of care that makes a real impact on people’s
lives. Numerous examples of community initiatives in health and social
care illustrate the value of reaching out to improve awareness, to educate
people about important issues, to provide better care, and even to im-
prove their economic circumstances. Health behavior change is more
likely to occur under these circumstances.

IMPLEMENTING MI

In the preceding examples, the use of MI emerged as a by-product of
more fundamental service improvement. In this section, attention turns
to direct efforts to introduce MI into a system. In the first example,
training in MI led to complementary changes in service delivery. In the
second, MI was used as the framework for health promotion in a water
purification program in a developing country.

Training in MI and Other Changes

Setting and problem: Inpatient and outpatient hospital service; car-
diac rehabilitation.

Goals: To change the program to encourage healthier lifestyles in pa-
tients; to encourage staff to learn MI; to adjust routines and pro-
cedures in line with a guiding style.
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This brief account describes work in progress, which should afford
you the opportunity to get a better feel for the unfolding nature of
change within a system and for the challenges involved. It could be of in-
terest to virtually any team working within primary or secondary care.

Before

By the time the patients had passed through their immediate crises, they
seemed passive, frightened, and sometimes depressed, whether they had
undergone surgery or not. They were used to being told of the need to
get more exercise, to control their diets, to stop smoking, and so on. If
they had had problems before they came into the hospital, they now had
quite a few more to contend with. They came from diverse cultural
backgrounds. On discharge, they were invited back into the cardiac re-
habilitation service as outpatients. Attendance was reasonable, but many
dropped out before completing the program.

Staff morale was low, primarily as a result of feeling the pressure of
working with a high caseload and of feeling that it was their responsibil-
ity to make patients change their behavior. The team, comprising many
nurses, a psychologist, a physiotherapist, and a dietician, offered a
multiphased rehabilitation program, which began with an assessment
and included such components as educational group meetings, relax-
ation training, and individual consultations. The emphasis was on help-
ing people with long-term conditions to learn to make healthier choices
of many kinds, much of the latter being lifestyle changes. Practitioners
were clearly united by values that centered on helping patients to maxi-
mize opportunities for improving their health. The urgency of the need
for changes in the patients’ lifestyles confronted all involved. Education,
education, education seemed to be the modus operandi of the service.
Resistance, denial, and stubbornness were qualities frequently attributed
to their patients. Could a shift in the way they talked with patients about
change improve matters?

After

The team leader, a psychologist, showed an article on MI to a lead nurse,
and they agreed that they were spending too much time deciding pa-
tient’s priorities for them, giving advice and providing them with educa-
tion of all kinds. Perhaps the attendance rates might improve if the team
was offered the opportunity to learn a different approach. They orga-
nized a 2-day workshop on MI. They knew the direction they wanted to
go in but were able to tolerate uncertainty about the pace and outcome
of the change process. The team had never met together before outside
of conventional case management meetings.
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They closed the service for 2 days. Fourteen practitioners turned up
at a country house, the training venue. They were soon engaged in
pretraining simulated consultations, with actors playing roles of typical
patients. Most had never heard about MI, and moving in and out of sim-
ulated exercises was also new to them. Struggles with shifting styles be-
tween directing and guiding were well matched by difficulties in actually
formulating listening statements rather than asking questions. Handing
over elements of responsibility for decisions to the patient seemed to be a
major underlying challenge.

Then reality struck. The pace of routine clinical practice left many
with no apparent alternative to the standard educational approach of
advising patients why and how they should change. Putting MI skills
into practice was clearly quite a challenge. It was not easy to remember
what they had learned in the workshop. With no others around to ob-
serve their practice, or at least to discuss this with them, breaking old
habits was not easy. Yet some had clearly made progress. One said, “I
know sometimes I am talking with a patient and I think ‘Ooooh—that
was MI!’ and I’m thinking I should do that more often. I try to be more
conscious about using it.” Another reported that the coronary care staff
(not part of their team) saw him with patients and asked why he was not
yelling at them about their smoking and telling them to stop eating junk
food. He suggested that maybe these patients got tired of people stand-
ing at the end of their beds telling them that they will die if they do not
do this and do that. One nurse summed it up along these lines: “You
know when you’ve got it right because you get a nice buzz back from the
patient, and you know when you’ve got it horribly wrong because you
get a negative response—it’s the in-between that’s tricky; you’re missing
subtleties, aren’t you?”

Discussion in the coffee room about further learning included sug-
gestions about shorter booster workshops, peer-support meetings, read-
ing transcripts, listening to audio recordings, sitting in on each other’s
consultations, and scoring one’s own consultation using a checklist. Yet
the senior practitioners who had initiated the workshops and had partic-
ipated with enthusiasm were not inclined to follow these ideas. They had
a larger idea: culture change, to examine together the way in which the
service routines reinforced or undermined behavior change.

TEAM MEETINGS

The team was offered a series of 2-hour “team meetings” to consider
how the service might be adjusted in line with the principles of a guiding
rather than a directing style. Initially, the facilitator tried to elicit from
the members what changes they would like to make, after which their at-
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tention focused on two topics, assessment and groups. They had five
meetings in all, spread out over a period of 3 months, and all involved
agreed that it got better as they went along. To begin with, they said,
things seemed a little unfocused. As they got better at working together
and reaching agreement about changes to the service, their everyday
practice became more innovative and mutually supportive. The term cul-
ture change was widely used in their discussions, and they seemed better
able to tolerate individual and professional differences. “Now,” said one
practitioner, “I get e-mails and telephone calls from others in the team
asking for help with problems.”

CHANGING ASSESSMENT PROCEDURES

The first meeting with a new patient involved a lengthy assessment that
took, on average, 30 minutes. The typical pattern was for the practitio-
ner to use a directing style to elicit answers to a sequence of set questions
and to fill this information in as they went along. Initial efforts to make
the changes agreed on in the team meetings were frustrating, because the
practitioners felt that the forms still dictated the course of the conversa-
tion and that the patients merely responded to this process. They wanted
the assessment to have a less “clinical” feel, to be more of a two-way
process, one in which the patient was also given the chance to consider
his or her aspirations for behavior change.

They made more substantial changes to the order of questions.
They inserted some new ones that elicited the patient’s views about the
origins of their heart disease and about their beliefs and aspirations for
lifestyle change. Some questions of a factual nature were left to the end.
The assumption was that if the patient was active in the assessment pro-
cess, answers to these questions would probably emerge in the natural
course of the conversation. A new “crib sheet” was constructed so that
the discussion could flow freely from the patient’s perspective, with the
practitioner making sure that all the topics were being covered. Then the
form was completed.

The assessment process clearly became more interesting for both
parties. One practitioner commented, “I’m astounded at the stories I get
told by people who maybe have had angina for 20 years, but their un-
derstanding of it is really bizarre sometimes.” Another noted:

“I find the new bits of the assessment very useful because asking the
patient what they think happened to them and what brought them
here is just such a useful tool. There was no space for that in the pre-
vious form. And also things like asking them what their primary con-
cern is, which is often not their cardiac condition, but their heart
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attack is meaningless against the fact that their wife is really ill, or
children taking drugs, and it does put it into context—they will come
to our service but they may not find it as interesting as you expect
them to. I find that really useful.”

Getting a feel for the whole person, including his or her views about
where lifestyle change might fit in, made it easier to decide what to focus
on in later consultations. Some claimed that this assessment took longer
than the old procedure; others disagreed and teased their colleagues for
being “slow coaches.”

PATIENT EDUCATION GROUPS

The team ran a sequence of educational topic-driven “talks” each week.
They decided to rely less on PowerPoint presentations, they changed the
order of topics, and they constructed guidelines for handling questions
and observations from patients. The most radical change was a newly
constructed final session with an open-ended format to explore struggles
with behavior change, following the principles of MI.

The groups provided practitioners with their one opportunity to ac-
tually work together in pairs. One of the problems with a less structured
format was letting go of the well-intentioned impulse to provide patients
with every bit of information they felt they needed. The payoff was
greater involvement from the patients.

“It’s difficult. It’s more difficult because I’m so used to just giving the
information and that’s it, and then you ask questions at the end, but
this is almost like open forum and you know what—I think they get
more from it. . . . More people start throwing in their ideas, then
somebody else will and somebody else. The person you would least
expect to say something just comes out and says something and you
think, fantastic. . . . And they seem more enthusiastic about things
then. Instead of just standing up there and giving them the informa-
tion we’re now looking at the patients’ needs and what they need is
not always what you imagine . . . so I think I’ve become more sympa-
thetic toward patients that way, emotionally. Definitely.”

Over the first few months, the team learned about the circum-
stances in which particular questions were useful in group discussions.
Asking about importance and confidence (see Chapter 4) was apparently
very helpful in talk about medication use. Use of a pros-and-cons strat-
egy (Chapter 4) they found more generally applicable and especially use-
ful in talk about exercise: “This is very good for finding gaps in their un-
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derstanding, like it seems that 90% of the patients don’t think of
walking as exercise.” On the subject of feedback, one nurse said, “Well,
I think it’s stopped us pussyfooting around the patients as well. You
know, we allow patients to tell us what they think ought to be the feed-
back, and they allow us to tell them what we think ought to be in feed-
back, and I think we meet in the middle.”

Changes in one part of the program affected others. One practitio-
ner was heard to say, “After trying this out for the first time in groups, I
have this sort of conversation outside of the group as well, so the one
feeds into the other for me.” This process affected even those who had
not attended the initial MI training. “There are some members of the
team who never came into the training, and they’ve learned from the
way we are managing the groups, and they’re changing what they do,
which is really interesting.”

In interviews a year later, staff members agreed that throwing every-
one together in the same workshop on a subject they knew little about
was a great leveler. It brought them together across professional bound-
aries with a legitimate focus. The use of practical exercises was not
suited to everyone’s taste or learning style. One nurse said, “I hated the
groups (simulations), sitting around and dragging things out of people,
but I loved the MI.”

Commentary

With commitment and creativity, change in an organization or service is
achievable and will enhance patient health behavior change. The process
of gradual change mirrors the most frequent pattern of behavior change
among patients. Attention is focused on both the why and the how of
behavior change. In the preceding example, team meetings and training
events served to highlight not just what to do—the how of change—but
also the why of change—their commitment to shifting their service in
line with more effective and respectful ways of promoting health behav-
ior change. Tolerance of uncertainty and ambivalence, setting achievable
goals, and reviewing progress are all individual-practitioner behavior-
change issues that required mindfulness and a firm guiding style from
team leaders themselves. Essentially, the whole team became better at
guiding:

“It’s useful for me to talk to that person as an individual and find out
what is important to them about becoming fitter. It might be some-
thing simple like being able to do the housework, or somebody else
could be wanting to run a marathon, so it’s good really to find out
what that individual’s needs are really and how far they want to go—
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and how far they can go with other problems as well. So that has
helped me as well to sort of relate to them as an individual.”

The interest in using groups conducted along these lines of MI has
grown considerably in recent years. Table 10.1 contains some general
guidelines constructed with two colleagues who have worked on this
topic in a number of settings.

MI and Public Health Promotion

In the developing world, access to safe drinking water is a major health
problem, and diarrhea caused by water-borne organisms is a leading
cause of death for children under the age of 5. Relatively simple and in-
expensive water purification methods are available and effectively re-
duce disease and death from contaminated water supplies. The most
common methods used to persuade families to adopt water purification
methods are educational in nature, passing on “why” and “how” infor-
mation. However, for a variety of reasons, such educational strategies
can be ineffective in promoting this life-saving behavior change.

Such was the case in regions of Zambia. In an attempt to address
this problem, Dr. Angelica Thevos and her colleagues tried a unique ex-
periment. They identified two communities without water systems, in
which utilization of chlorine for water purification remained low. Ten
health promotion volunteers serving these areas were divided into two
teams of five. The team serving one area received no additional training
and continued to use the educational materials (fliers, flip-chart-guided
talks) to introduce families to the chlorination procedures. The team
serving the other area was given 5 hours of training in MI specifically
adapted to the subject of water purification, including role-play practice
exercises.

Over the next 8 months, the team used a simple, unobtrusive mea-
sure to evaluate the adoption of water purification: the number of bot-
tles of sodium hypochloride sold in each locale. They reported a large ef-
fect (p < .001), with chlorine sales being two to four times higher in the
community visited by MI-trained volunteers.* A single study seldom
provides definitive answers. You might wonder, for example, what ex-
actly the trained health promotion volunteers did in their conversations
with people. However, both this example and that of the cardiac rehabil-
itation team strongly suggest that trainers, researchers, and practitioners
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TABLE 10.1. Guidelines for Guiding in Groups

Principles

In addition to the fundamental principles of collaboration, evocation, and
honoring autonomy (see Chapter 1), consider these additional possibilities that
apply specifically to the group setting:
Avoid traps
• Don’t conduct multiple individual consultations in a group setting.
• Avoid question and answer sessions conducted by you, the expert.
• Avoid allowing the group to become either too unfocused or too serious.
Golden rules
• Remember your goal: to bring everyone together to focus on a topic and gain

support from one another.
• Link individual stories to topic and experience of others. Extract the essence of

the patient’s story and broaden it out. A skillful facilitator will reframe
“interrupting” as redirecting.

• Encourage the quiet, soften the loud. For example, you might ask quiet
members to summarize some part of the group discussion and discuss how it fits
for them. You might ask talkative members to summarize their points and pose
a question to the group.

• Minimize negative interactions. Participants can overdo giving advice to others
or even confront their apparent “denial” or excuse for avoiding change. Don’t
let negative interactions escalate. Remain empathic and supportive, but act
immediately to regain control when group processes are going in a negative
direction. Ask participants to reframe their advice to others into statements of
“what has worked for me.”

• Keep the focus of the group on enhancing motivation to change, increasing
hope, and reducing the sense of burden that change imposes. Don’t allow the
groups to become exploratory psychotherapy groups or complaint sessions.

Topics and strategies

• Past successes: Focusing on things that participants have achieved can help to
restore self-confidence and spark creativity in regard to the current change.

• Ambivalence: Focusing on participants’ mixed feelings about change can help
reduce defensiveness while preparing them to both initiate change and prevent
relapse.

• Values: Supporting participants in examining how their current behavior fits
with their core values can enhance motivation to change and help them find an
internal source of direction to rely on when the status quo is threatening to take
the upper hand.

• Looking forward: Helping participants envision a better future, rather than
falling into a pattern of begrudgingly acknowledging and exploring past failures,
can positively affect the relationship between the participants and their struggles
to change.

• Exploring strengths: Eliciting participants’ sense of their own strengths can
enhance their self-esteem and help them find internal resources that can support
their current change effort. With mature groups, leaders can facilitate sharing of
impressions of one another’s strengths. This can be a quite powerful, supportive
experience.

• Planning change: Using discussion and worksheets to plan change alone, in
pairs, or as a large group can help transform vague motivation into concrete
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themselves can explore, evaluate, and implement strategies that are
based on the principles and practice of MI. A listing of research studies
can be found in Appendix B.

CONCLUSION

The preceding examples illustrate various ways in which changes were
made in service systems beyond the individual office consultation to pro-
mote patient well-being and health behavior change. A happy coinci-
dence exists between the goals of patient empowerment initiatives such
as those described in this chapter and the use of MI. The former makes
the latter easier to use. Both need attention to succeed, and both involve
practitioners who respond creatively to patient predicaments, who con-
vey respect, hope, flexibility, and skill inside the consultation and be-
yond. It is one thing to sit with an individual patient and demonstrate re-
straint, tolerance of uncertainty, and trust in his or her ability to make
good decisions; it is quite another to offer a service in which there is col-
lective adherence to these values and skills.

In essence, we encourage you to try this collaborative, empathic
guiding style in your individual practice and to think creatively about
how health care delivery systems can be modified to be more consistent
with this patient-empowering approach. In so many modern health
problems, patient behavior change is a vital component of prevention
and treatment. Practitioners have much control over prescriptions and
procedures but little direct control when it comes to patients’ behavior,
in which a more collaborative approach is needed. MI is often effective
in evoking behavior change when education and exhortation have failed.
It is not every clinician’s cup of tea, but if you like the flavor of it, you
have a lifetime of practice ahead of you in which to try it out. We con-
clude the book with a brief, practical epilogue and two appendices with
information about learning and research.
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TABLE 10.1. (continued)

plans that help in initiating and maintaining change. Encourage participants to
state one small change they are committing to rather than making a grand but
vague plan. Follow up on how these commitments went in the next group
meeting.

• Exploring importance and confidence: Using importance and confidence rulers
to examine the relationship between participants and their change plans helps
participants to see that these internal cognitive and emotional elements can
either support them in their change efforts or hold them back.

Note. Written with Drs. Karen Ingersoll and Chris Wagner. Reprinted with permission from the
authors.



EpilogueEpilogue

Epilogue
Some Maps to Guide You

LEARNING MI

Acquiring skill in MI is more complex and more satisfying than just
learning a few new techniques. There is a more fundamental learning
process in which you become comfortable with a shift to a guiding style,
let go of the righting reflex, and instead trust the wisdom of your pa-
tients. Once you feel comfortable with this shift in approach when talk-
ing about health behavior change, more learning follows.

Oversimplifying a bit, we break the learning process down into
three phases.

Phase 1: Shifting Styles with Comfort

Here you grasp the differences between styles (directing, guiding, and fol-
lowing), and how the three core skills (asking, listening, and informing)
vary in both quality and quantity across them (Chapter 2). You notice
what happens with your patients when you shift styles and develop the
ability to do this comfortably and naturally. When you shift into guiding,
try to retain control of the direction of the consultation, but leave it up to
the patient to voice why and how he or she might change. This lifts from
you the constant burden of being responsible for making change happen.

Practice verbally expressing the four RULE principles (Chapter 1)
with patients during normal consultations. Choose your moment, shift to
a guiding style, and let them know that you don’t want to rush in and pro-
vide solutions (Resist the righting reflex), that you want to know how they
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really feel about change (Understand their motivations) by Listening, and
that you believe that they can find solutions (Empower them). Consider
using practical aids such as an agenda-setting chart or a readiness ruler to
help you (Chapter 4) clarify what the patient wants to talk about and how
ready he or she is to change. Use more open than closed questions (Chapter
4). Practitioners often find that they get quite different responses from pa-
tients when they shift into a guiding style, even early in the learning pro-
cess. You can see the fruits of learning relatively soon, and sometimes con-
sultations take on a dramatically different tone than they have before.

One other technique in this early phase is very useful: the summary
(Chapter 5). When you make the shift to guiding, the patient usually be-
comes verbally more active, and quite a lot is said, often in just a minute
or two. It can feel a little overwhelming. You might wonder whether you
are losing control of both the time and the direction of the discussion.
Offer a summary of what’s been said. You’ll find the patient appreciative
and able to change direction if you so wish.

You know you are making progress when shifting back and forth
between styles starts to feel less like a major event and more like an easy
part of a normal conversation. This kind of experience can provide you
with encouragement to learn more.

Phase 2: Getting Better at Guiding

Once you are comfortable with the value of a guiding style, you start be-
coming more skillful at it. You develop time-efficient ways of setting an
agenda (Chapter 4). This usually ensures that the patient is “on board”
and that good rapport is maintained. Formulate simple open questions
about behavior change (Chapter 4) and use listening statements as a way
of weaving your way through brief explorations of the why and how of
change (Chapter 5). Practice using longer summaries to bring together
what’s been said, encourage progress, and shift direction as needed
(Chapter 5). Through all of this, keep a sense of curiosity and patience,
holding back your righting reflex more consistently. Again, a saving
grace is that practitioners often see significant shifts in behavior-change
consultations when they try out even a few of the skills, such as asking open
questions, reflecting, and summarizing, in the course of daily practice.

Phase 3: Refining Your MI Skills

Once you get comfortable with the appropriate shift of a guiding style
and how to use the basic core skills in this way, the rest is refinement. As
described earlier, you learn to hear and attend to your patients’ change
talk, which tells you when you’re doing it right. Your patients become
your teachers. You find a range of open questions that work for you to
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open up conversations about behavior change and to elicit change talk.
The simpler the better. You begin identifying the rich array of change
talk in patients’ speech. You notice what happens when you make a lis-
tening statement immediately afterward. Try reflecting different ele-
ments of patients’ speech, particularly their change talk. Practice collect-
ing change talk in longer summaries using the patient’s own language,
connected to his or her values and aspirations.

In the course of training and research, we have found that within
the good practice of MI there is a wide range of personal approaches.
The three of us, in fact, practice rather differently, yet we are manifesting
the same underlying guiding style. It is in this third phase that you make
MI your own, finding what works for you in helping your patients make
health behavior changes.

A CONSULTATION GUIDE

No two consultations are alike, yet patterns often arise, for better or
worse, usually highlighted by junctions that signal a shift in topic or per-
haps in the style used by the practitioner. In a constructive consultation
with a patient who has recently received bad news, for example, most
practitioners would use a following style to begin with, and then ask
whether the patient has any questions. Elements of a guideline for good
practice can thus be constructed, as long as they contain flexibility that
allows for the uniqueness of each consultation and the participants
within it.

In the consultation about behavior change the most important ele-
ment we have highlighted in this book is what we called the spirit of the
conversation, where a guiding style is used to elicit from the patient their
own good reasons for change.

Some practitioners report a sort of “freezing” experience, where all
is going well, until they suddenly feel unsure about where to go next.
The guideline that they simply adhere to the spirit of the method seems
insufficient to help them through this kind of impasse. Might a more
concrete guideline be helpful?

We’ve constructed one below, despite concerns about inadvertently
promoting a formulaic approach to behavior change consulting. It’s a
deliberately rough guide, one that is best viewed as an adjunct to the ba-
sic need to keep to the spirit of the consultation emphasized in so many
places in this book.

1. Agree on the Focus

Establish rapport. Fundamental to good practice is the simple no-
tion that the more friendly and supportive the atmosphere, the more the
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patient feels understood by you, the better will be progress within and
beyond the consultation.

Set agenda (Chapters 4 and 9). If there is only one behavior that is
relevant (e.g., smoking), then this task is usually straightforward. You
raise the subject and ask permission to talk about it. If there are a num-
ber of interrelated behaviors that could be addressed, invite the patient
to consider the range of possibilities, paying attention to their prefer-
ences and readiness to change (Chapter 4), while being honest about
your concerns. Reach agreement about a specific behavior on which to
focus.

Emphasize the spirit of your approach to the consultation (Chapter
1). Simple messages can convey a great deal. They also help you to settle
into a guiding style, and to make this clear to the patient. For example, a
single sentence or two can convey quite a lot: “I see my job as not to lec-
ture you about what you could change, but more as guide, using my ex-
perience with other patients to help you make decisions that make sense
to you. I’d like to start by understanding what you really feel about
change, is that OK?”

2. Explore and Build Motivation to Change

This is the heart of the discussion about behavior change, where
you are listening for change talk, and inviting the patient to amplify why
and how they might change. Among the possibilities open to you are:

Exchange information (Chapter 6). Using something like the elicit–
provide–elicit framework can do much to enhance motivation to change.

Ask useful guiding questions (Chapter 4). Combine these with re-
flective listening (Chapter 5), effectively an invitation to clarify how the
patient feels and to consider different perspectives, with a keen eye on
the link between behavior change and their core values.

Consider using structured strategies (Chapter 4). For example,
“Pros and Cons” and “Assessing Importance and Confidence” are de-
signed to open the door to eliciting the patient’s own motivation to
change (change talk).

3. Summarize Progress

Among the possibilities here are:
Provide a long summary (Chapter 5). Follow this by asking the pa-

tient what the next step might be.
Return to agenda setting (Chapter 4). To clarify progress and agree

on the way ahead.
Consider the next step. Clarify any plans for the future that you and

the patient have agreed upon (e.g., follow-up visit, work on a specific
and achievable goal).
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Appendix AAppendix A

A P P E N D I X A

Learning More about
Motivational Interviewing

“Could you come and teach us motivational interviewing over the noon hour? A
drug company is providing lunch.” Such invitations are common, and they be-
speak a misunderstanding of MI as a quick trick, a simple procedure that one
could learn in a few minutes over pizza. Instead, think of MI as a complex clini-
cal skill that is developed and refined over the course of one’s career, much like
learning to play chess or golf or the piano. A 1-hour lecture or even a full day of
training is unlikely to engender much proficiency in such skills. The guiding style
of MI is not a technique but a clinical method, a particular way of being with pa-
tients.

If MI is like chess, golf, or playing the piano, then one can expect at best
modest gains from reading or hearing about it or even from watching videotape
of the skilled practitioners. Practicing the fundamental shift to a guiding style
can be done in everyday practice, in which the patient’s reaction provides imme-
diate opportunity for improving skill. Supporting this kind of learning in every-
day practice is usually the best way to proceed.

It can be quite ambitious to expect practitioners to attend a workshop and
return proficient in MI. We’ve tried. In one study, we randomized practitioners
who wanted to learn MI to one of five training conditions. To one group we sent
our book (Miller & Rollnick, 2002) and a set of training videotapes (Miller,
Rollnick, & Moyers, 1998) and asked them to do their best to learn it on their
own. Four months later, there was no improvement in performance (Miller,
Yahne, Moyers, Martinez, & Pirritano, 2004). Skill improvement was also mini-
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mal in another group, who were given these resources and also received a 2-day
clinical workshop with Dr. Miller (cf. Miller & Mount, 2001). Rather, profi-
ciency in MI occurred only when one or both of two training aids were added:
systematic feedback on performance and personal skill coaching. This makes
sense, because feedback and expert coaching are precisely how one typically
learns to master any complex skill. When we examined patient responses to the
practitioners, the only group showing substantial improvement was the one that
received both feedback and coaching, in addition to training (Miller et al.,
2004).

By implication, we do not expect you to become proficient in MI just by
reading this book nor even by going to an introductory lecture or workshop,
though it can be a good start. You learn this method by doing it in a situation in
which you can get feedback about how you’re doing. Practice without feedback
is not particularly helpful and can easily produce bad habits. It’s rather like play-
ing an electronic keyboard with the sound turned off. You can feel and imagine
yourself performing the operations without the satisfaction (or dissatisfaction) of
hearing the result.

AIDS TO LEARNING

One good aid to learning, then, is access to a clinician who is proficient in MI,
someone who is more skillful at it than you are. You will also need to practice on
your own, but short blocks of time with an expert coach can be very helpful. In
order to help you, the coach will need to listen to your practice (perhaps by au-
diotape), much as a tennis coach needs to watch you and a piano teacher needs
to hear you play. Many health care systems have done this by hiring a supervisor
who is proficient in MI or bringing one of their current staff members up to such
expertise through training. This person then can function as an in-house coach,
helping other staff members to develop and strengthen their own clinical skills.
This is quite different from a one-time training event in that the learning contin-
ues over time. Other systems and programs, lacking such an in-house expert,
have set up ongoing peer consultations and support groups that meet regularly
to discuss MI and listen to each other’s practice.

Another option is to bring in an expert trainer once or periodically to help
clinicians strengthen their practice. Repeated visits give clinicians the oppor-
tunity to try out learned skills in between training sessions and to bring ques-
tions and problems back to the trainer. One list of MI trainers is found at
www.motivationalinterview.org, along with a description of training exercises
often used to help practitioners learn this clinical method.

As discussed in many parts of this book, you also have at your disposal an-
other very reliable source of performance feedback: your patients. Every time
you practice MI, your patients give you clues as to how you are doing. Consider,
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for example, the component skill of reflective listening. Your patient discloses
some personal information, and you do your best to respond with a reflective lis-
tening statement (Chapter 7). You get two immediate forms of feedback. First,
the patient tells you whether or not the content of your reflection was correct:

PATIENT: I’ve been feeling kind of blue lately.

PRACTITIONER: You’re feeling a little sad.

PATIENT: Yes, I can’t really explain it, but I just break out crying over noth-
ing.

Or

PATIENT: No, not sad really. It’s more a lonely feeling.

Either way you get more information, and either way you’re receiving feed-
back about the accuracy of your reflection. Second, if the patient keeps on talk-
ing to you, exploring the topic, and revealing more information, chances are you
are doing it right.

Another important source of feedback is the patient’s change talk (Chapter
5). At first you are asking and listening for DARN talk—desire, ability, reasons,
and need for health behavior change. As you receive and collect these “flow-
ers,” you also reflect them and collect them in summary bouquets that you of-
fer back to the patient. When you do this well, you begin hearing commitment
language (Chapter 5), statements such as “I will” and “I am going to.” These
signal the kind of mental processing that leads, not always but usually, to be-
havior change.

Thus from your patients’ own speech, what they say to you during consul-
tations, you can get feedback about how you are doing in learning MI. It can be
challenging at first to hear this in the midst of a consultation, and this is one rea-
son that it can be helpful to tape-record some visits (with patient permission, of
course) and review them later, either by yourself or with a consultant, trainer, or
peer group. Trainers also sometimes review tapes by using a structured coding
system that can yield a wealth of specific information. Several such systems have
been published (Lane et al., 2005; Madson, Campbell, Barrett, Brondino, &
Melchert, 2005; Miller & Mount, 2001; Moyers, Martin, Catley, Harris, &
Ahluwalia, 2003; Moyers, Martin, Manuel, Hendrickson, & Miller, 2005;
Rosengren, Baer, Hartzler, Dunn, & Wells, 2005).

The essential message here is that it takes time to develop skill in MI.
One does not master it from reading or watching or from a single training. It
can be slow going at first, as with any complex skill. Think of it as a learning
process that happens over time, supported as feasible by feedback and coach-
ing. It is a skill in which you can continue to improve for as long as you prac-
tice.
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TRAINERS

For better or worse, we have made no attempt to restrict the practice or training
of MI. There is currently no formal, accredited route to becoming a trainer of
this clinical method. There is, however, an organization whose mission is to
promote quality in the training of MI: the international Motivational Inter-
viewing Network of Trainers (MINT). MINT operates an informational website
(www.motivationalinterview.org) with a cumulative bibliography, extensive in-
formation about the clinical method, and a geographical listing of its members,
who as of 2007 provide training in at least 27 languages. It also publishes a
MINT Bulletin that is available online free of charge.

It is important to distinguish between teaching about MI (as one might do
in a survey course) and providing clinical training in the method itself. Our per-
spective is that a competent trainer of MI should be quite proficient in delivering
it. The MINT website includes an overview titled “What Might You Expect Out
of Different Lengths and Types of Training?” that provides a good sense of the
range of skills required of a trainer. There is also a manual containing a menu of
exercises that MINT trainers use in various configurations.

If you are seeking a trainer, the MINT website is a good place to start.
MINT periodically offers a 3-day specialized training for trainers that its own
members have completed and that qualifies new trainers for membership in
MINT. This does not in itself guarantee competence as a trainer, of course. If you
are seeking a trainer or consultant, you might ask potential candidates about
how much experience they have had working with practitioners in your area of
expertise and for references from prior training events.
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