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Introduction

“Motivational Interviewing is a collaborative, goal-oriented style of communication
with particular attention to the language of change. It is designed to strengthen
personal motivation for and commitment to a specific goal by eliciting and
exploring the person’s own reasons for change within an atmosphere of
acceptance and compassion.”

Miller and Rollnick (2012)

Since 2011, Motivational Interviewing (MI) has been a key focus within CCNC —
engaging, educating, and empowering the patients we serve is a core value.
Each network has MI Champions who are focused on supporting the continuing
roll-out of Ml into the networks. As a part of that effort, the Ml Champions have
developed this Ml Resource Guide specific to CCNC Care Managers. We know
that attending a one-day training is a step in the right direction, but that it takes
time for MI to become a part of how we operate. Ml is not “just one more thing to
learn,” but is a way of doing care management more effectively, leading to more
sustained patient outcomes and less care manager burn-out. It's a freeing feeling
to realize that a health behavior change is not up to you as the care manager but
Is in fact up to the patient.

There are many tools and techniques included within this guide. Don't feel like
you have to use them all, but pick and choose what works best for you. Enjoy!

2013 CCNC MI Champions
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The Spirit of Ml

“People may not remember what you say, but
they remember how you made them feel.”




The “Spirit” of Motivational Interviewing:

e Collaboration
0 Ml is a collaborative partnering with patients
0 See the patient as the expert on themselves
0 Ask for permission
0 Avoid premature focus
o Focuses on mutual understanding versus the care manager being right
e Acceptance
0 The care manager is a guide, but the patient must make their own
decisions to change
0 Respect patient autonomy — whether or not they change
o Inform and encourage choices without judgment
0 See ambivalence as normal
e Evocation
o Instead of telling patients what to do, MI evokes the patient’'s own
motivation and resources for change
o Trust patient to be motivated for something
o Asking versus telling
o Avoid expert trap
e Compassion
o Genuine care and concern

o Understand and validate the struggle

You may not remember all of the processes and techniques of M, but if you
incorporate the Spirit of Ml in all of your interactions with patients, you would

have gone a long way in making a difference.
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Key Principles

“People are usually better persuaded by the reasons
which they have themselves discovered than by those
which have come into the minds of others.”

- Blaise Pascal
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1) EXPRESS EMPATHY: Understand where the patient is and then convey that to them.
Guide people to understand and listen to themselves.
e Acceptance facilitates change.
o Skillful reflective listening is the essence of motivational interviewing (the concept
and practice the clinician can return to over and over again).
¢ Ambivalence is normal and a critical element for all human growth.

‘ “Those are a lot of medications. | can see how it would be hard to
7> 3 keep all that straight.”

“What you are saying is really important to me, tell me more
about ”

“Okay, | hear you...l would like to back up a bit. What do you think
about talking about what concerns you the most about your
condition?”

2) DEVELOP DISCREPANCY: Change is motivated by a perceived discrepancy between
present behavior by a patient and their important goals and values. Developing
discrepancy should be done in a non-judgmental way.

Common techniques used to create or develop discrepancies include:

e Asking the patient to look into the future and imagine a changed life under certain
conditions (i.e., condition is well managed) or to look into the past and recall
periods of better functioning.

e Ask the patient to consider the worst possible scenario resulting from not
changing behavior or the best possible consequences resulting from trying to
change. Repeat back pros and cons as stated by patient.

e Ask questions about behaviors that don’t support goals set by the patient.
Present discrepancies as legitimate conflicts or mixed experiences rather than as
contradictions or judgments that prove patient has a problem.

e Use clear and articulate statements that capture the divergent elements a patient
has said. Integrate the patient’s specific
discrepant statements using a supportive, ’1
non-judgmental tone.

“On one hand | hear you saying that you would
like to walk your grandson to the bus stop in the
mornings, and on the other hand you said it is
hard for you to get up in the morning if you
haven’t been taking your medications regularly.” [/,_:’

“It may be that the freedom to do is so important to you right now that you
are willing to deal with the consequences, no matter how severe.” (Clinician’s tone is
validating patient’s right to choose.)

“As | listen to you reflect on what challenges you will face if you make changes in
, | am curious what strength you believe you showed the last time
you faced sudden, unexpected changes.”
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3) ROLL WITH RESISTANCE: The resistance or disconnect a person offers can be turned
or reframed slightly to create a new momentum toward change. The object that is in
motion here, expressed as resistance, is not a person but a perception. So, roll, flow
with it; no need to oppose.

¢ Avoid arguing for change (unnecessary stress for you and stress for the patient).
It is a signal to RESPOND DIFFERENTLY, slow down...listen...breathe.
New perspectives are offered, after patient grants permission, but they are not
imposed.

¢ Remember and rest in the fact that the patient is the PRIMARY RESOURCE in
finding answers and solutions. Validate and express empathy.

“It is hard to imagine how | could possibly

' understand.”
“It sounds like you don't think that this

medication will work for you.”

“On the one hand, it seems you recognize

3 ,/ there are some real problems here I'm trying to
oy - help with, and on the other hand, what | am
-1‘__\_;4__,_ . suggesting is just not acceptable for you right

now.”

4) SUPPORT SELF-EFFICACY: It refers to a person’s belief in his or her ability to carry
out a task and succeed. It is a key element for change and can be a good predictor of
treatment outcome. It is the hope that the patient holds that there is a possibility for
change.

e A person’s belief in the possibility of change or even a willingness to contemplate
a different vision for themselves is a powerful motivator.

e Itis the person, not the care manager that will choose which change to make and
will carry it out. Each person is an expert in his or her own life. The care manager
offers a possibility which may or may not fit where the person needs or desires to
be.

e The care manager’s BELIEF in the person’s ability to change, move, consider
new possibilities is a powerful resource for the patient to choose to utilize and
becomes a self-fulfilling prophecy.

e Confidence is a predictor of change.

“What is it about you that can help move you towards
taking the next step in making this change?”

“May we take things one step at a time? If so, what do
you think is the first step?”

“May | share with you what others have taught me? There is a variety of possibilities
that people have used successfully to deal with what you are facing. (Share the
information after permission is granted). Which of these do you prefer or speaks to
you? Which do you think may work best for you?”
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Four Processes and
Practical Stage-based
Techniques
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M| Processes

1) Engaging — empathetic listening
2) Focusing — targeting change
3) Evoking — client’s ideas

4) Planning — getting to change

* Change is a process, not an event. There are
different stages along the change continuum. Where
a patient is on the continuum determines what
process and what interventions make the most
sense. Oftentimes the processes overlap, so use
what works with a given patient at a given time.
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Engaging

Relational Foundation — establishing a helpful

connection and working relationship
Goal:

e Establish rapport and build trust
e Focus more on process vs. outcome
0 Key: process is a predictor of outcome
e Orient provider to patient’s concerns and patient
to provider’s role and function
e Promote patient’s buy in and agreement to

process, structure, and limits

Techniques:

1) Agenda Setting
2) OARS

9 o LI
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Agenda Setting (1% Contact)

¢ \Welcome and “settle” in the patient

e Ask about patient’s concerns and priorities

e Fit the assessment into the interview — conversational vs.
guestion/answer

e Be honest regarding any limitations; clarify role as care manager

e Review plan for next session

“As we have about 15 minutes together, I'd
like to be sure to understand what brings you

i} L
‘ ak accomplish today.”

here and what you would like to be sure we

Agenda Setting (Follow-up Contact)

e Start with small talk

e [ et patient know your goals for the visit; ask patient what they want to
cover

e Follow up from last visit

e Review plan for next time

“Last time we talked about your concerns about how smoking might be

affecting your child’s health. What would you like to talk about today?”

il ]
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e Evocative and inviting
e Can'’t be answered with “yes” or “no”
e Probing (rely on your curiosity)

o “Explain”

Open-ended o “Tell me about’
questions 0 “Say more about”
o “Clarify”
o “How,” “what” vs. “are,” “do,” “did”

and “could”

e Recognizes and reinforces success

0 Key: needs to be expressed with

genuineness

Offers perspective in face of difficulties
Expresses optimism
Sees any progress as progress
“It takes a lot of strength to go through all
you have been through.”

Affirmations

OARS

e Mirrors what patient is saying
] e States what the patient is meaning
Reflective |« Shows collaboration and equity
Listeni ng e Should be done frequently — try to offer two

reflections for every question you ask
(see example

reflection stems
on next page)

e Lets patient know you're listening and
understanding

e Pulls together and links relevant
information

e Allows patients to hear their own

Summaries motivations and ambivalence

e Helps to clarify any disordered thinking or
communication

e Helps to bridge and transition between
topics

e Focuses on priority content and feelings

O
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MI Reflection Stems

Sounds like...

You're saying that...

You're feeling like...

This has been totally for you.
Almost as if...

Like a...

Asif ...

For you, it's a matter of...

From your point of view...

You...

You are...

Must be...

You really ...

Through your eyes...

You believe...

Your concern is that...

Your fear is that...

It seems that...

You’'re not terribly excited about...
You're not much concerned about...
This really...

Itis so...

You feel so...

It's really important to you that...
You're not really...

You feel as though...

What | heard you say was...
Empathy is saying more than the client said but not more than the client
meant.

1]
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Focusing

Strategic Focus — develop and maintain a specific
direction in the conversation about change

Goal:

e Clarify patient’s priorities and readiness

e Use more of a following and guiding vs. directive
approach

e Collaborate on the conversation

e Avoid premature focus

Techniques:

1) Agenda Mapping

2) Top 3

3) Informing and Advice Giving
4) Elicit-Provide-Elicit

5) DARN CAT

6) FRAMES

13 o LI
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Diabetes

Agenda Mapping

Sample Agenda Map

Alcohol use

14
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Template Agenda Map

Fill in the circles with the different patient concerns:

15
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Top 3

e Ask about top 3 health goals
0 Once there are identified problems, ask:
= Are you concerned about...?
» |f so, do you want to do anything
about it, and when?
» If not now, when and how will you
know? ***

» Because people sometimes

change their mind, is it ok if | ask

you about this on our next visit?

*** Patients may recognize a problem but are not always ready to work on
that problem at a particular moment in time. That's ok, but the “if not now,
when and how will you know?” question is a great one to ask to get the

patient thinking and to leave the door open.

il ]
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Informing and Advice Giving**

e Ask for permission
0 “Can | share some information that might explain the difficulty
you’re having sleeping?”
¢ Tie information or advice to patient’s
concerns
e Ask most helpful way to show and
interpret data

0 e.g., numbers, pictures, metaphors

e Offer menu of options
e Check for patient understanding and

reaction

** Informing and Advice Giving can be very effective but should be done

with caution. Remember that the patient is the expert on themselves.

17



Elicit-Provide-Elicit

(It's like a sandwich!)

Elicit — ask permission to provide information or advice
o Elicit - “Would you like to take a look at your lab results?”
Provide information tying in patient’s concerns

o Try not to overload the person but deliver information in smaller
chunks.

o “This might explain the
reasons you've been having
difficulty sleeping.”

Elicit patient’s reaction and

understanding particularly when

giving critical and personal
information and advice
o Elicit for understanding — “I'd like to check on whether this made
sense to you.”
o Elicit for reaction — “What are your thoughts about what you would

like to do with this information?”

il ]
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DARN CAT

Desire: What do you want to do to improve your health?
e “[ want to quit smoking.”
Ability: What do you think you can do?
e ‘[ can quit.”
Reason: Why might you make that change?
e “| want to quit so | can breathe better.”
Need: Why is this important for your health?
¢ “| need to quit so | can be in better shape and play with my
kids.”
Commitment: Will you do it?
e ‘| planto quit.”
Activation: Are you prepared?
e “[ will quit by...”

Taking steps

e “This is what I'm doing to

quit.”

DARN is the heart of “change talk.” When a patient engages in talk, the

change is more likely to be sustained. People tend to take action when the

change is tied to something that is important and matters to them. When

you hear DARN language, you are gaining insight into your patient’'s

values. Help your patient talk about how behavior change is consistent with

what they value most! This can help move the patient towards CAT.

1]
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FRAMES*

e Provide Feedback with permission

e Emphasize patient’s choice and Responsibility
e Offer Advice without judging

e Discuss a Menu of options for taking action

¢ Normalize ambivalence using an Empathic style

¢ Promote Self-efficacy by identifying strengths and accomplishments

A way to remember the essential elements of M.

*Miller & Sanchez, 1993

1]
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Evoking

Meat and potatoes — eliciting the patient’s own

motivation for change (heart of Ml)

Goal:

Explore patient’s motivation, goals and ideas
Helps patients come up with their own reasons for
making a change

Identify and resolve ambivalence

Focus on past successes

|dentify barriers to change

Preparation — target dates, supports, resources

etc.

Techniques:

1)Pros and Cons
2)Rulers
3)Hypotheticals

1]
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Evoking Technique: Exploring Pros and Cons

Advantages of behavior

Advantages of changing
behavior

Disadvantages of
behavior

Disadvantages of
changing behavior

22
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Rulers

When following-up with a patient:

¢ |dentify a problem area — what needs to be worked on?
e |s patient willing to work on the problem? Have they tried to change
before?
e Ask scaling questions—Use ruler to assess:
o Importance
o Confidence
o Commitment
0 Readiness
e Follow-up scaling questions:
0 Please explain your reason for higher vs. lower number
o What would you like it to be?
o What would it take to go from your number to the next higher
number?
o What do you think you can do about that?
Set a patient goal based on patient responses

How important is it to you to make this change?
How confident are you about making this change?
How committed are you to making this change?

How ready are you to change?

o N PR RN U U . S Sy JUE : MU o MU |y

Not at all Somewhat Very

1]
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Hypotheticals

¢ \What do you want to do with this information?

¢ |s there anything from the past that you could draw on to help with this

situation?
e \What do you think might happen if...?

e Suppose you were willing to try to make this change, how would you

succeed?
¢ |f you were to succeed, how did it happen?

e What advice might you give others?

Hypotheticals help people envision change if they are less ready.

1]
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Planning

Bridge to change — developing commitment to
change and formulating a concrete plan of action

Goal:
e Clarify when someone is willing, able, and ready
o Change talk
0 Diminished sustain talk
o Taking steps
0 Questions about change

® Focus less on whether and why and more about
how

e Collaborate on incremental goals

e Develop a plan that includes adequate structure,
accountability, benchmarks and rewards

25 o LI
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Change Plan Worksheet

The change | want to consider is:

My main goals in making this change are:

These are some possible obstacles to change and how | could handle
them:
Possible Obstacles: How to respond:

| plan to do these things to accomplish my goals:
Specific Action When?

Other people could help me with change in these ways:
Person Possible ways to help:

I will know that my plan is working when | see these results:

Motivational Interviewing: Second Edition Miller and Rollnick, 2002

il ]
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Setting Goals: Plan Smart

S — Specific

M — Measureable
A — Attainable

R — Realistic

T — Timely

Sl “Don't set out to build a wall. Just focus on laying

a brick as best you can.”

-Will Smith

27 by LT
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Conversation Flow

and Sample Questions




MI Conversation Flow/Roadmap

Open the Conversation _JES

*Name

*Role

*Time

*Ask permission

Ask Open-Ended Questions

+Invites patient to do most of the talking

*Focuses on strengths and successes :
Assess readiness to
@ change/confidence

a +Invites “change talk”

Negotiate the Agenda +Supports tailoring

.

*Supports autonomy and choice Q
-Facmt_ates conversation Explore Ambivalence
*Less is more!
@ Most common stage of change
*Needs to be addressed for sustained change
Ask about “the next Step” +Invites “change talk”

*Assess impact of conversation
*Perspective often shifts in the

process!
Close the Conversation

o

*Show appreciation
«If appropriate, offer recommendations (ask permission)
*Voice confidence

o Ha
29 SamEpl
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Sample MI Questions and Statements

Statements for Reflective Listening (Express Empathy)

e “You're feeling uncomfortable with your

e “You are angry with/about

e “You've tried to do before, and it has not worked for you.”

e “You are frustrated with trying to

e “So, if | understand you so far, you

e ‘| can see how you might feel at this point.”

Statements and Questions to Develop Discrepancy

e “You have said that you know is the best choice but that it won't fit

your lifestyle. What are some of your concerns about fitting into your

current lifestyle?”

e “Whatis it about your that others

may see as reasons for concern?”
e “What would be the good things about your
child/baby/you being/having ?”

e “How has stopped you from doing

what you want to do?”

e “How do you feel about ?”

e “The fact that you are sharing with me indicates that you are interested in learning

about . Why do you want to learn about ?”

e “What makes you think that you need to make a change?”

e “If things worked out exactly as you like, what would be different?”
e “If you decided to change, what do you think would work for you?”
e “What concerns do you have about making changes?”

e “What things make you think that this is a problem?”

|
m::
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e “What difficulties have you encountered trying to change your ?”

Statements and Questions to Roll with Resistance

e “It's ok if you don’t think any of these ideas will work for you, perhaps you've been
thinking about something that might work instead.”

e ‘“Ultimately, it is your decision. So, what would you like to try?”

e “You are right. | am concerned about your

, but you are the one in

control.”

e “You're feeling uncomfortable with your

e “I don’'t understand everything you are going

through, but if you want to share what

you've tried, maybe together we can find
something that could work for you.”
e “Would you like to talk about some ideas that have worked for others and use what

works for you?”

Questions to Support Self-efficacy

e “How important is this to you?”

e “How much do you want to ?”

e “How confident are you that you can make this change?”

e “What encourages you that you can , if you want to?”

e “l know that it seems like such an uphill battle to , but now that we've

discussed some options that have worked for other participants, which ones sound
like the best fit for you?”

. 5
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e “It sounds like you want to continue to . What personal strengths do

you have that will help you succeed? Who could offer helpful support so you can

continue to ?”

Statements and Questions for Reinforcing Positive Change-talk and

New Behaviors

e “That sounds like a good idea.”

e “That's a very good point.”

e “You are very considerate of how your decisions affect other people.”
e ‘| can see that it's important to you to be a good parent.”

e “You've really changed the way you . How do you feel about that?”

WIC Learning Online: Sample MI Questions and Statements

Y
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Sample Questions to Engage PPL Patients

. “Is it ok to ask some questions to get to know you better before we focus
on your current situation?” If ok, “Can you tell me a little about yourself,
such as who you live with, how you spend your days and what are your

interests?”

. “How is your (name main medical illness) affecting you today?”

. “What makes you feel worried, tense, sad, scared or forgetful?”

. “Can you tell me who you see for your health problems?” Get details.
. “Can you tell me who helps you when you are sick?”

. “Tell me about whether you have difficulty in getting the health care that

you need.”

. “Is there a symptom that affects your quality of life? If so — what? How

does it affect you?”

. What things did | not ask about you that you think are important?”

= mi
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Sample MI Transitional Care Script

B=l=
. .. |
Community Care Plan

of Eastern Carolina
Community Care of North Carolina

By Rebecca Harris, RN, TC, CM

Hello, my name is . I'work with a program called Community Care Plan of

Eastern North Carolina. We work with your Carolina Access Il Medicaid Insurance and

along with your Primary Care Provider , and the hospital. The doctor

that is taking care of you wanted me to drop by to meet you while you are here in the
hospital. Community Care Plan is an important part of the Medicaid Program here in
NC. Our program consists of a team of Nurse Care Managers, Pharmacists, and Social
Worker Care Managers who can help you understand how to better take care of
yourself once you go home from the hospital. Our goal is to make sure you are getting

the best care possible. Case Management is a part of your Medicaid plan.

Can you share with me what concerns/questions you might have today? , our
Nurse Case Manager, can help you with (repeat back to patient) when you
are discharged from the hospital.

| would like to confirm your address and the phone number we can reach you at when
you leave the hospital. Is there any other number we can have in case of emergency?

When is the best time for us to call you?

| would like to leave some Educational Materials with you about our services. | will have
our Nurse Care Manager/Social Worker Care Manager call you when you are
discharged from the hospital. If you think of anything else before you are discharged,
please feel free to call me. My number is on the back of the card at the bottom. (If
patient already has a CM, can add CM name and number here also.) Thank you very

much for allowing me to speak with you today.

[
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Advance Care Planning Script

Y Commurury Care
of North Carolina

Community Care of Wake/Johnston Counties
What is it?
Advance care planning is making decisions about the care you would want to receive if
you happen to become unable to speak for yourself. These are your decisions to make,
regardless of what you choose for your care, and the decisions are based on your

personal values, preferences and discussions with your loved ones.

Where are we now and where do we want to be?

As a network we ask questions regarding advance care
planning to approximately 25% of our patients. If you have a
case load of 60 patients, this means 15 patients have been
asked about advanced care planning. We are hoping to
achieve a modest increase to 35% which would calculate to 5

additional patients each month or approximately 1 per week.

How do we get there?
By asking three simple questions:
1. If you were unable to speak for yourself, who would make your healthcare
decisions for you?
2. Thinking about the future, what are your thoughts about having your healthcare
decisions put in writing?
3. We have someone on staff that is willing to talk with you about this process, how

do you feel about them calling you?
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Why is it important?

Advance care planning keeps the patient involved in medical decisions, both now and in
the future, whether they are healthy or have an illness. Advance care planning is
especially important when a patient becomes so unwell that they can no longer speak
for themselves, because, having created a plan in advance, the doctors and family can
understand how they would like to be cared for. Research also shows patients who
participate in advance care planning are more likely to utilize palliative and hospice
care, plus data has recorded a decrease in Medicaid/Medicare cost.

How do | make a referral?

Simply send a referral to social work via outlook or CMIS.

[
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Chronic Pain Intervention Model

Brief Motivational Interviewing Oriented
Primary Care Chronic Pain Counseling Model

Pain Stages of Change Model:

Precontemplation stage: not motivated to
adopt self-management skills;

|| Healthy Life [

Contemplation stage: thinking about it; NEXT EXIT

Preparation stage: planning to change :
and are already trying some (parts) of the
skills;

Action stage: actively learning to engage in self-management; and

Maintenance stage: working to stabilize the new behavior pattern

Assessing Pain Patients’ Readiness to Change with regards to:

Exercise & physical conditioning (stretching, walking, swimming, yoga,
etc.)

Relaxation techniques (deep breathing, progressive muscle relaxation,
biofeedback, guided imagery, meditation, tai chi and yoga, sleep hygiene).
Relaxation is a skill which gets better with practice; can also help chronic
pain sufferers to improve their ability to sleep. (Winterowd et al, 2003)

Maintaining daily activities (housework, cooking, attending family events,
shopping, etc.) Chronic pain sufferers often get into an over- and
underactivity cycle where they do more activity on their “good days” when
their pain is lower, but then they spend a day or more resting and
recovering from their burst of activity which has flared up their pain. Pacing
techniques aim to spread activities evenly over the day and week so that
flare ups in pain are minimized and the pain sufferer can gradually
increase the amount of activity performed. (Nicholas et al, 2000)

. 5
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Medication use (They see medication as only one part of a larger pain
management program, they follow the prescription and wish to use only
the minimal amount necessary. Or, do they use medication without the use
of any other self-management techniques? Are they taking only prn; are
they taking medications in excess of the prescribed dose; are they
resistant to trying non-opiates? Are obtaining medications a main focus in
their life?)

Step One: Assess the Pain Patient’s Beliefs about Each of the Above Self-
Management Techniques:

Open-ended question: “How do you feel about as a way to
manage pain?”

o This activity would not be
helpful to manage pain.
(precontemplation)

0 They are uncertain that this
activity could be helpful to
manage pain. (contemplation)

0 They believe it would be helpful and would like to do it. (preparation)

0 They are already participating in this activity and are starting to
believe that it's helpful. (action)

* Frequency and period of time using it is less than six months

o0 It's already an important part of their self-management regimen and
has now become a part of their lifestyle. (maintenance)

» Frequency and period of time using it is more than six months
0 Used to do this, but no longer. (relapse)
Use Open-Ended Questions, Affirmation, Reflection and Summary (OARS)
0 Make reflective statements about what you just heard them say.

0 Use affirmations to support what they are already successfully doing.

. 5
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Step Two: Use Importance & Confidence Scales:

e From 0-10, how important do you feel
that this activity is to helping manage
the pain? (Ex. patient answers “5.”
What would it take to get you closer to
107?)

e From 0-10, how confident do you feel
that you can engage in this activity and
maintain it? (Ex. patient answers “5.” What would it take to get you closer
to 10?)

e Summarize your understanding of how important and confident they feel
about each of the above behaviors.

Step Three: Provide Feedback and Appropriate Referrals Using FRAME

F: Feedback: Involves discussing assessment results with the patient and may
include such items as laboratory results, x-rays, PT reports, and/or pain
pharmacology information.

e Use Elicit-Provide-Elicit
e Examples:

0 “You said that the only thing that helps is Vicodin, yet your overall
pain remains 8-10. Do you know how Vicodin can worsen pain
overall?” (interdose withdrawal, NMDA hypersensitization, tolerance,
addiction)

o “PT says these stretches would be of help, but you fear that they will
worsen your back problems. Do you understand why PT feels these
stretches can help the type of back pain you have?”

R: Responsibility: Emphasize the patient’s autonomy and need to choose for
himself/herself what is the best course of action.

A: Advice: Based on M and E.

. 5
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M: Menu of options of self-management strategies that you and the patient
collaboratively come up with.

e Start with their ideas, ask them to
brainstorm ideas that they might not
yet feel ready to do yet, or what
they’ve heard others with chronic
pain do.

e Refer to the Chronic Pain Resource
list and offer up what has worked for
your other patients.

E: Self-efficacy enhancement strategies.

e Examples:

0 Pace changes one-step-at-a-time to promote successful lifestyle
integration.

o0 Review how they’'ve overcome other life adversities.

0 Review how they've already succeeded with other pain self-
management techniques.

0 Assess what type of support they need to make the changes:
=  Family involvement

= Support groups

Loosely adapted from Preparing for Pain Management: A Pilot Study to Enhance Engagement
Suzanne Habib, et al
The J of Pain, 6:1, 48-54, 2005
RCT. N=78, 2 session MI intervention before offer of pain management workshops, intervention group significantly
more likely to attend workshops (p<.01) b/c they have had someone empathically engage with their beliefs about pain
self-management, better understand its value & feel more confident that they can succeed.
A T
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Dancing, Not Wrestling

Dancing, not wrestling:

Mofivational inferviewing helps case managers
culfivate relationships and elicit change

You cannot “fix” a client.

Of course, every professional case manager knows people cannot be
“ixed.” Sometimes, we think we can. But we can't,

Mo matter how skilled, passicnate and talented board-certified case
managers are, they cannot solve all their clients” problems; patients
need fo be part of the process. And case managers possess fhe
expertize to guide clients toward finding their own solutions, o give
them the fools o seif-manage and o make fransformative changes.

This fruth lies at the heart of motivational infernviewing (MD—collaborative,

client-centered comversation fhat sirenginens the client’s own motiva-
fion to change. Uimately, it's about effective, two-way communicaticn.
Communicaticn includes falking and listening.

"Communication is an essential skill for all health care professionals
imvolved in the provision of case management services...and it's at

IssueBrief

VOLUME 2. ISSUE 2

—

"Communication Is an essential
skill for all health care
professionals invoived in the
provision of case management
senvices...and It’s af the heart
of this relationship-based
model of care.”

—CATHERINE M. MULLAHY, RN,
BS, CRRM, CCM, PRESIDENT OF
MULLAHY & ASSOCIATES, LLC.
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Why it matters

Communication 15 essenfial

fo effective cose manaogement,
Mullahy exploined. As defined by
fhe Commission for Cose Manager
Cerffication, cose management

I5 @ collaborative process that
ossesses, plans, Implements,
coordinates, monifors and evalu-
afes opfions and senvices raquired
fo meet the client's health and
human service needs. (See figure
on page 7.3 It 1s charocierized by
odvococy, communicaiion and
resource management, and
promotes quality and cosi-efiective
Inferventions and outcomes.

Communicafion IS necessary o
1ssess needs; establish goals;
creaie an efieciive care plan;
collaboraie with clients and fhelr
families, providers and payers and
ofhers Involved In the care; and fo
optimize pofential for Inmproved
outcomes and enhanced client
safisfociion, Mullahy soid.

Poor communicaiion, however,
Impalrs outcomes and INcregsas
costs, |t cregies o siressiul
emvironment for clients and thelr
families; It leads fo confusion,
anger and frusiraiion, and to
fragmeniad care—Including unsafe
discharges and transition-of-care
fallures. Poor communication
Incregses emors and complications;
It resuifs In less-than-desirable

or unanficipated outcomes, all of
which resulf In Incregsad costs due
fo hosplial readmisslons, ER vislis
and ofher negafive oulcomes.

the heart of this relationship-based
model of care,” explained
Catherine M. Mullahy, RN, BS,
CRRN, CCM, president of Mullaiy
& Associates, LLC. if comes down
to engaging clients one individual
at a fime, Mullahy said. But that
doesn't happen naturally; cose
managers need to master
effective communication
techniques and one of the

most important, she says, s
rmofivational interviewing.

Motivational interviewing is a
clinical method, a guiding process
that seeks to bring forth and
strengthen a person’s own

M1 Is client-cenfered, collaborative and fully respeciful
of the client's autonomy and preferences. It helps cllenfs
sort through thelr thoughts, ideas and offen ambivalent
feelings about thelr cument situation and possibilifies

for change.

motivation for change, explained
Michael &. Goldstein, MD, associ-
ate chief consultant for preventive
medicine, Vieteran's Health
Administrafion (VHA), National
Center for Health Promotion

and Disease Prevention.

Wl is client-centered, colloborative
and fully respectful of the client’s
autonomy and preferences, he
said. It helps clients sort through
their thoughts, ideas and offen-
ambivalent feelings about their
current siteation and possibilties
for change.

The fechnique has gained accep-
fance across various fields, includ-
ing public health, health promo-
fion and caze management. [T is
not an infervention iself, but an
amalgam of principles and
techniques drown from existing
models of peychotherapy and
behavior-change theory !

Mlwas first developed to work with
substance abuse, Goldstein said.
Evenitually, it became clear that the
st of skills sed in the techinique
wias aessociated with better oul-
comes, regardless of inferventions.
A 2005 literature review found signifi-
cant support for M's efficacy.®

That study found the greatest
impact came when Ml was
brought to bear immediately fol-
lowing treatment; the effect was
less obwious—but sfill significant—
when used during follow-ups affer
about a yvear. Of parficular signifi-
cance, outcomes wens better
when no manual was used. “The
checklist method doesnt work as

'Resnicow, at. al. Motivational
Inferviewing in Health Promation: It
Sounds Lika Something s Changing
Health Psychology 2002 Vol 21, No. 5,
A44-451

THattema, J., et al., Annu Rew Clin
Psychol, 1, 91-111, 2005
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wiell,” Goldstein explained. MI
miust be tailored to the needs of
a parficular client. And that, he
said, gets to its spirit.

The spirit and principles
of MI

To practice M, one must
understand its spirt; Goldstein
identified three core elements
of that spirit;

Collaboration: Collaboration is
key 1o both communication and
client-centered care. The convear-
safion is non-authoritarian and
nonjudgmental. “We want fo
support them even when they
are not following through the

wiy wie wiould like them fo”

Evocation: The client is the
expert, and the case manager
st explore what is important to
that client. When clients express
their reqsons for change, they ars
more likely to take action. One fest
of how well yvou are doing this, soid
iZoldstein, is fo ask, “Who is doing
most of the talking?” If it is not the
client, you may not be doing M1,
he coutioned. The client’s own
experence may be the answer

fo helping enhance motivation.
"After all, it is their health.”

Learning Motivational Interviewing

Skills and Techniques

-

COURTESY OF: Michoel G. Goldstein, MDD, associole chisf consubiant for prevenive medicine,
Vielaran's Healfh Adminisirgfion, Nofional Canfer for Heolth Promation ond Dissase Prevantion.

Autonomy: It is the client who is
in charge. The encounter doesn't
invalve cosncion or angument.
Clinicians rermain nonjudgrmental
about whether their clients choose
to change, ond the case managsr
seeks client permission before miov-
ing forward, Any decision is entirely
up to fhe client. This approach
acknowledges a basic fruih,
Goldstein said; "Clients will end

Up doing what they want to do.”

This spirit informs the principles and
practice of MI, from listening and
understanding fo planning and

"If we are fo help gulde the clent to make thelr own decisions
in their best selfdnterest, we have fo avold correcting the

cllent’s behavior.”

—MICHAEL G. GOLDSTEIN, MD, ASSOCIATE CHIEF CONSULTANT
FOR PREVENTIVE MEDICINE, VHA, NATIONAL CENTER FOR
HEALTH FROMOTION AND DESEASE PREVENTION

“change talk.” (For more on
change talk, see sidebar
Listen to the "change talk.”)

The basic principles of M reflect
its spirit; they are summarized with
the acromym RULE:

Resist the "righting reflex.”

It Is easy to assume the role of
the expert in exchanges with
clients.™We sometimes fall into
the frap of frying fo fix fhem
rather than help fhem under-
stand fhemselves,” Goldstein
50id. But even though you may
indeed be the expert and
have the client’s best intersst
at heart, " people just do not
like to be told what to do,” he
warmed. " If we are to help
guide the client fo make their
own decisions in their best
self-interest, we have fo avoid
comecting the client’s behay-
ior” Instead, seek to ...

Understand your client’s
motivations. Work from where
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the client is now, not where you
want the client fo be. Under-
stand wihat the client thinks
and feels about the issue of
hand. What is important to
them? What are their feelings
and concerns? Ask, Goldstein
said. Don't tell....

Listen fo your client. Specifi-
cally, engage in reflective lis-
tening: Listen, then reflect back
what you think the client said
or meant. This is how you find
out why the client might—or
mighit not—want to change a
particular behavior, This can
help you...

Empower your client. Buid
confidence. Suppart the
client’s ability o change or
improve health behavior,
Make it Cclear you have every

Listen fo the "change talk"

"One of the hardest things for us Is recognizing that change

doesn't occur overnight.”

—MICHAEL &. GOLDSTEIN, MD, ASSOCIATE CHIEF CONSULTANT
FOR PREVENTIVE MEDICINE, VHA, NATIINAL CENTER FOR
HEALTH PROMOTION ANL INSEASE PREVENTION

confidence in their ability fo
change, and review and

emphosize post sUCCesss,
This must be genuine and
sincere, not patronizing.

The motivational
interview process

Goldstein wamed there’s no short-
cut to the Ml process. He acknowl-
edged that case managers offen

*Change falk” 15 an Imparfant element of M and, when exprassed by the
client, a strong predictor of subsequent change, Goldstedn said. He identified
five elements of change talk; fhe acronym for these elements |5 DARN-C:

u Desire—the client’s expression of wanting te change.
For exarmple: ™1 wiant fo stop coming fo the hospiial over and over.”

u Ability—the confidence for change.
*| con foke better care of my dicbefes. | hove done it before.”

= Reasons—why the client wants fo change.
*Drinking gets me In frouble, makes my blood pressure higher and makes

my fomily not want fo be with me.”

mNeed—taking the desire and reasons to the level of high priority.
*| need o foke my meds so | can stay healtfy ond be fhere for my family.”
"W really like hearing siolements fhaf reflect need,” Goldsfein said.

m Commitmeni—verbs associated with action.
*lwill plan the meals | eat.” ™ will guit smoking on a certoin dafe.”
This 15 the highest level of chonge falk and most lkely to be ossocioted

with change, he soid.

have limited time with a client, but
emphasized that the M process
cannot be rushed. ™| wish we could
make the change happen foster.
Cne of the hardest things for us is
recognizing that change doesn’t
ocour overnight.”

Rushing the process can backfire,
*If we try to push foo hard when
the (client] is not ready, we end up
going backward,” he said. One
strategy to try fo move the process
forward is fo ask the client about
prior successas, and fap info that
response for ideas fo engage and
motivate. But change happens in
its own firne, he said. "l wish | could
sy there is a fast way it really
requires a period of knowing one
another and building relationships.”

The proceass has four stages:

1. Engaging.To get the client
engaged iz essential, and a
prerequisite o evernything else.

2. Focusing in on something
the client is willing to work
on. This process includes col-
laborating on an agenda,
finding a strategic focus,
addresging ambivalence and
fhen sharing information and
advice,

3. Evoking the client’s motiva-
tion. This is where the desire for
action begins fo be expressaed.
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This imvohees listening, selective
responding and selective
sumMariss.

4. Planning. The lost phase.
It imvolves moving to an action
plan that addresses bamiers.
It also involves obtaining
commitment.

Although each phase is important
to the process, the first is both fun-
damental and essential: Mothing
hoppens without engagement.

Engagement: building
a relationship

The goal of engagement is to bulld
a therapeutic relaficnship and
understand the client’s realiby—
feelings, beliefs, valuas, concenms
about change. Engagement pro-
vides the opportunity to identify
whiat’s important fo the client and
his or her level of confidence
about taking action, Goldstein
s0id. Recognize and affirm
strengths and motivation, and
accept without judgment what
you have learmed.

"Distill the motivation that is there,
accept ambivalence when it's
there,” he counsaled. "Roll with
resistance.”

He shared four strategiss that ars
central to engogement—and that

How will you know you're doing MI right?

v Client is doing most of the talking

v Clients are making a lot of "change falk” statements

v Resistance is minimized

v Clients are doing most of the work toward change

are core skills of MI. The acronym
for these four strategies is OARS:

Open-ended questions.

This is keyy to understanding

the client’s perspective and

motivation—and eliciting

"change talk.”

—"What are you cumently

doing thart helps youto
manage your diagbeies?”

—"Tell me more about vour
interest in staving healthy”

—"What worres vou the
most about vour heart
condition?”

The questions go to motivation
and current activity—as well as
to what worries them. Such
questions identify opporunities
for and barriers to change.

Affirmation involves recogniz-
ing and reinforcing the client’s
efforts and sirengths by making
statemnents that support her

"If we try fo push foo hard when the [cllent] Is not ready. we end

up going backward.”

—MICHAEL . GOLDETEIN, MD, ASSOCIATE CHIEF CONSULTANT
FOR PREVENTIVE MEDICINE, VHA, NATIONAL CENTER FOR
HEALTH PROMOTION AND DMSEASE PREVENTION

ability to follow through with
what she wanfs, or recognize
her strengths, post and present.
But the affirmation must be
genuine and real-not patron-
izing. He offered some
examples:

—"l am pleased that you
were wiling to come in
today to check on your
blood pressure, despite
all that is going on.”

—"| appreciate your honesty
about not faking the
medication. Dwould like
to hear more about your
concems or what got in

the way”

Reflection—or reflective
listening—is fhe intenfional
use of listening to sesk, clarify
and deepen understanding.

It allows for hypothesis testing
and creates awarensss of
gaps in understanding for both
the client and the case man-
ager. Ml is built on fhis skill, he
s0id. However, "it is one of the
harder things to leam. Refiec-
tive listening requires not onlby
attention and active listening.
but also refiecting back what
we hear inan effort to confim,
clarify ond deepen our under-
standing of the meaning of

what the person is saying.”
5
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After making a reflection, it is you are frying to please your
important for the listener to spouse.” The latfter is a refiec-
wiait for the speaker fo five staterment of understand-
respond. This allows the ing. It's a statemeant, and the
speaker fo verify, comect and VoiCe Qoes down.

elaborate g needead. Mote the
difference: "50, you are frying
to pleass your spouse?” va. ™50,

Moving beyond frusiration

Sometimes, cose manogers nesd fo deal with fhelr own offifudes that may
creafe barriers fo engogement, Goldstein said. “When we become frustrafed or
Judgmenial, we become less affective.” Remember fhat change 15 chalkenging.

There are various levels of
refiection, he explained:

He oifered these strotegies for moving beyond frustration:

m Ask fhe client what It would toke to be more actively Involved. Ask aboud
what Is going on fhat makes It difficuli o change.

m Sook fo undersiond rother fhan assume.
= Recognize that clients are ofien doing fhe best fhey can.

m Glve up the need fo flx everybody. “We can't fix everybody,” he sald.
But by using sfrafegles that drow ouf the clients own mofivation,
the cose manager can kesp tha focus on the client.

An example of a summary "bouquet”

50, you menfionad several reasons for working
on healthy eafing and meal planning. including
being able fo reduce the number of meds you
are faking for your diabetes. You alko wanf fo
gain beffer confrol over your diabatfes and want
fo avoid the complications that your mother
had. You are frusfrafed by previous affempis fo
work an your welght, buf you have had some
success in the past. | would ke fo help you
develop a plan that will work for you.”

COURTESY OF: Michoel G. Goldsiein, MO, oesocioie chief consuliond for prewentive

— Smple: repeating the
words back to the client.

— Complex: reflecting feel-
ings, concems, values and
desper meaning (2.0, "It's
redlly important for you fo
make sure you are there
for your wife and kids.™).

— Summaries: reflections that
contain a summary of the
speaker’s statements.

Summary. a form of refiective
listening, entails understanding,
eliciting more and reinforcing
“change tall”™ s a way to
begin to move the inferac-
tion—increasing focus and/for
planning (e.g.." 50, where
wolld you like to go from
here? ). It also gives the case
manager a chance to collect
herself and check her
assumptions.

Zoldstein likens summarias fo a
bouguet. The case manoger
qatners flowens—each of
which represents a piece of
“change falk™—fhen puts
them in a bouguet. He offered
the following example:

*50, you mentioned severnal
reqsons for working on
heaithy eating and meal
planining, including being
able to reduce the numiser
of meds you are taking for
your diabetes. You also want
to gain better control owver
your diabetes and want to
avoid the complications
your mother hod. You are
frustrated by previous
attempts to work on your
weight, but you have had
SOMe sUCCess in fhe poast.

| wiould like o help you

medicine, YHA, Nofiana Caner for Heolfh Promodion and Dissase Pravertion. develop a plan that wil
wiork for you.”
L3
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Case Management Process (High Level)

Leval vares by prachics sefing.
Includes gathening dato needed for
Evaluating Outcomes phose.

Screening (mm

\,

The depth of this phose vanes based on the case monogement proclice
seffing. For exaomple, Siratifying Risk 1s 0 major phase In settings such
05 heglih Insurance, chronic care manogement, and population
management. In ofher sstings such os ocute and long-erm care,
Siraffying Risk moy be combined wiih Asssssing phase.

SOURCE: Cose Monogerment Body of Knowledgs(THy. © CEMC 201 1. All rights ressrved.

[}un{;ing, not wr.ggﬂing parmership—it is, Goldsfein with us.” And sometimes, he
explained, like dancing, added, being in o donce means
"Ml s conducted by waorking with, not wresting. following the client's lead fora
rather than af, the client.” The infer while. "It becomes a collaborative,
action represents a collaborative “We are in sync, linked, connected,  even artistic, way of working
gffort in the inferast of the client, moving fogether We take one step  fogether”
and can be viewed asa forward, hoping the client comes
As with dance, achieving this level
of coordination and parinership
takes time and practice. Done well,
"We are in sync, linked, connected, moving fogether. We fake you will have a client who is

engaged, activated, motivated,

one step forward, hoping the cllent comes with us...If becomes empowered and confident, he

a collaborative, even artistic, way of working fogether.” said. " If we dance with the patient
by wiorking with himn or her rather
HEALTH PROMOTION AND DISEASE PREVENTION to promiote meaningful change

and be safisfied with the resulf.” m

T
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About the Experts

Catherine M. Mullahy,
RN, BS, CRRN, CCM,
president, Mullohy & Associates, LLC

With more than four decades of experience
managing health care, Cathering M. Mullahy, BN,
BS, CRRM, CCM is a consultant fo case manage-
ment firms, managed care organizations, hospitals,
health care providers, govemment agencies
including Vieteran's Health Administration and
Indian Health Services.

Mullainy's direct case managemeant experience
spans home, hospital, hospice ond critical care
settings. Her firm, Options Unlimited, provided
utilization managemsnt, case managemeani,
disense managemsnt, employes risk review and
oiher programs to corporations. The firm was
acquired by Mairia Healthcare, Inc. in 2003 and
began serving as its Case Management Division.

She is a past chair of the Commission and served
as its representative to the Foundation for Rehabil-
tation Education and Research and on ongoing
expert panels in connection with the development
of the CCM® credential. She served on the Case
Management Advisory Committee for URAC and
was a board memiber of the Foundation for
Rehabilitation BEducation and Research from

2001 to 2005,

Mullahy was named the Distinguished Case
Manager of the Year by CM3A and received
CMSA's Lifetime Achieverment Award. She served
as president of CMSA's board from 2001-2002. She
is author of The Caose Managers Handbook, now
in its fourth edition. Editor of The Case Manager,
she servies as contributing editor for Case
Management Advisor and other publications.

Michoel G. Goldsteln, MD, ossoclate chief

consultant for preventive medicing,

Veteron's Heaolth Administration (VHA),
 Natlonal Center for Health Promation

/ / and Disese Prevention

&
*

Goldstein supports elements of anew VHA inifiative
to enhance the integration of preventive care
within Pafient Aligned Care Teams the VHA's version
of a patient-centered medical home. He is also

an adjunct professor of psychiatry and human
behovior at Alpert Medical School, Brown University.

He is trained in both primary care infernal medicine
and psychiatny and also comipleted a fellowship

in medicine and psychiatry, all at the University of
Rochester. Throughout his carser, he has worked at
the inferfioce between medicine and psychiciry,
s2ning as a consultation-iaison psychiatrist, a
medical director of a behavioral medicine clinic,
a teacher of patient-cenfered communication
and counseling skills, and as a researcher in the
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Overview

This White Paper defines Brief Action Planning (BAP), describes the eight clinical
competencies to use it effectively, explains the rationale for its development, and
discusses ways to use it in health care and medical education, health care systems, and
Patient Centered Medical Homes. An appendix provides a demonstration clinical
vignette.

What Is BAP?

Brief Action Planning (BAP) is a highly structured, patient-centered, stepped-care,
evidence-informed self-management support (SMS) tool based on the principles and
practice of Motivational Interviewing (Ml).

Health care professionals and peers can use BAP in diverse settings to encourage
people to set their own goals to self-manage chronic conditions and adopt healthier
behaviors. Throughout this paper we use clinician to refer to helpers using BAP and
patient to refer to people being helped, recognizing that other terms may be more
commonly used or preferred in different settings.

Using BAP Requires Engagement and the “ Spirit of MI”

Effective use of BAP requires that

clinicians first engage their Spil"it of Motivational
patients by establishing rapport.

Most healthcare professionals do Inte rviewing
this already, but some styles of )
engagement are more supportive * Compassion

of self-management and healthy * Acceptance

behavior change. Engagement

* Partnershi
and rapport are not sufficient P

conditions for behavior change. * Evocation

The Overa” approaCh tO Care that Miller W, Rollnick S. Motivational Interviewing:
. . N Preparing People for Change, 3ed, 2013

most effectively facilitates health il

behavior change is described as
the Spirit of Motivational Interviewing (Stott et al, 1995). Four elements comprise Spirit:
Compassion, Acceptance, Partnership, Evocation (sidebar). Using BAP effectively
requires the establishment of basic rapport and maintenance of the Spirit of Ml
throughout the entire process.
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The Eight Clinical Competencies of BAP: Three Questions and Five Skills

BAP is organized around three core questions and five skills delivered with the Spirit of
MI. The flow chart displayed in Figure 1 presents an overview of the key elements.

The three questions are highlighted in blue and the five skills are shown in yellow and
green. The three questions and the yellow skills are applied during every BAP
interaction, while green skills are used when clinically indicated.

Evidence has informed each question and skill in BAP. The explanations in this paper
provide a brief overview of the rationale for each step and examples of commonly
occurring clinical scenarios. Cited references provide interested readers with links to the
evidence base for each competency.

v v ¥
Have an Not sure? .~ Notat __ Ask permission to
idea? Behavioral Menu  thistime  check next time
; =
SMART Behavioral Plan
v

Elicit a Commitment Statement

!

. :
| Confidence <7,
'. mnﬁd:nce 8 M%SLM&_J

CCMI

Follow-up
Figure 1. Brief Action Planning Flow Chart
= -I;EI-
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Question 1: “Is there anything you would like to do for your health in the next week or
two?”

This broad question elicits a patient’s preferences and desires for behavior change and
functions as a powerful motivator for change. The question encourages the patient’s
interest in personal health or wellness. In some settings a broader question such as “Is
there anything you would like to do about your current situation in the next week or
two?” may be a better fit, or a more specific question may naturally follow the prior
conversation, such as “about your diabetes, asthma, etc.” Responses to this question
generally take three forms (Figure 1).

1. Have an Idea. A group of patients immediately state something they are ready to
do or consider doing. The content, domain, or depth of the plan itself is far less
important than the critical step of initiating a plan for change and experiencing
the success of carrying the plan to fruition. In order to nurture and maintain
momentum for change, clinicians must acknowledge, respect, and affirm the
patient’s own ideas for change, even if they are small and may not be specific to
current health issues. This may require a paradigm shift for both the patient and
the clinician. For example, when asked to think of doing something for health, a
patient with diabetes may think of cleaning up his basement. If a clinician seems
disappointed in the plan or pushes for more, they have missed the point.
Research suggests that once a person makes a statement that he or she is
willing to do something, this initial statement of interest usually leads to a
concrete action plan (Locke & Latham, 2002). Having a respectful conversation
can help patients come up with a specific action plan. Patients who
successfully complete one action plan are more likely to attempt another. For
patients who respond with an idea, clinicians can proceed directly to skill #2,
SMART Behavioral Planning.

2. Not Sure. Another group of patients may want or need suggestions before
committing to something specific they want to work on. For these patients,
clinicians offer a Behavioral Menu (described below).

3. Not at This Time. A third group of patients may decline interest in making a
change at this time. This could be because they are healthy and don’t need to
make a plan, they have other priorities right now, or their situation is complex.
The specifics of managing complex situations is beyond the scope of this paper
and requires additional communication skills and motivational approaches.

n
U F
Y Community Care
of North Carolina

53



Skill 1: Offering a Behavioral Menu

If the response to Question 1 is “I'm not sure,” then offering a Behavioral Menu
(Rollnick, Miller & Butler, 2008) may be helpful. A behavioral menu allows the clinician
to offer some suggestions or ideas that will ideally trigger the patient to discover their
own ideas.

There are three distinct steps to Three Steps of a Behavioral Menu
presentation of a Behavioral Menu 1. Ask permission to share ideas.
which reflect the Spirit of MI:

“Would it be ok with you if | shared some ideas

L that have worked for other patients | work with?
1. Ask permission to offer a

behavioral menu 2. Offer several brief suggestions or ideas.
] “Some patients | work with have tried to modify
2. Offer several ideas or their diet, some have included exercise into their
suggestions in differing domains daily routine, and another patient stopped taking

the elevator.

3. Ask if any of your ideas appeal to 3. Ask if the patient has his or her own idea.

the patient as something that
“Would you like to make a plan around any of

might work for them, or if the ,
’ . - these, or perhaps you have an idea of your own
patient has new ideas of their that would work for you?”

own

Asking permission respects the patient and avoids putting the clinician in the expert
role, consistent with the Spirit of MIl. BAP aims to elicit ideas from individuals
themselves, but some people need or want other ideas to help jumpstart independent
thinking.

- Visual Behavioral Menu Example
An example of how a clinician

might approach offering a
behavioral menu is illustrated in
the sidebar, above.

Increase
physical
activity

Eat 5 servings
of fruit or
vegetables
daily

Reduce
screen
time

Some clinicians have found it
helpful to design behavioral
menus with visual prompts
(Rollnick, Miller & Butler, 2008).
These ideas include those
changes others have made as
well as blank choices to elicit CCMI
additional changes not listed.
One example of a simple visual
behavioral menu is shown in Figure 2.

Avoid sugar-
sweetened
beverages

Adapted from Stott et al, Family Practice 1995; Rollnick et al, 1999, 2010

Figure 2. Example of a Healthy Weight Behavioral Menu
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Skill 2: SMART Planning

BAP works over the long term by building a person’s sense of self-efficacy or self-
confidence through the successful completion of action plans. More specific plans are
more likely to be followed (Bodenheimer & Handley, 2009). By being very specific, the
patient understands what success looks like and thinks through the key components of
what needs to happen for success. Patients often identify potential barriers as they work
to specify what action they will take. By ensuring that an action plan is SMART —
specific, measurable, achievable, relevant, and timed — a clinician can increase the
likelihood that patients will succeed in making the desired change. A common tactic to
gain specificity is to encourage patients to answer these questions (Lorig et al, 2012):

_ What? Guiding to SMART

__ When? Mrs. Jones has diabetes and is obese. She is
worried about her weight and decides that

How much or how long?
g being more active would help herlose

How often? weight. She states that her goal is "l want to
walk more.” The clinician guides herto a
__ Where? specific goal by asking questions about the

plan and she ends with a plan, stating “l will
walk for 20 minutes, in my neighborhood,

Patients often benefit from guidance to | Starting Monday and then on every Monday,

When will they start?

be specific until they have some Wednesday and Friday before dinner.” Mrs.
experience with goal setting. A brief Jones has a much cleareridea of what she is
example (sidebar) illustrates turning a trying to do and will know that she has been
vague plan into a SMART plan. successful eachtime she walks in her

neighborhood as she intends.

Skill 3: Elicit a Commitment Statement

Once the patient has developed a SMART plan, the clinician asks them to “tell back” the
specifics of the plan. This process is called elicitation of the commitment statement. The
clinician might say something like, “Just to make sure we understand each other, would
you please tell me back what you've decided to do?”

A clear “commitment statement” is a predictor of subsequent behavior change. The
strength of the commitment language is the strongest predictor of success of an action
plan (Aharonovich et al, 2008; Armhein, 2002). For example saying “l will” is stronger
than “l will try.” An example is in the sidebar.
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People are more likely to believe what they
hear themselves say, and are more likely to
resist what they hear others say (Miller &
Rollnick, 2013). Saying the plan out loud
may lead to an unconscious self-reflection
about the feasibility of the plan, which sets
the stage for Question #2 of BAP.

Question 2: “On a scale of 0 to 10, where 0
means you are not at all confident, and 10
means you are very confident, how
confident do you feel that you can carry out

your plan?”

Eliciting the Commitment Statement

In the example of Mrs. Jones, she might
have said “| could walk for 20 minutes, in
my neighborhood, every Monday,
Wednesday and Friday before dinner”
which may indicate that she has doubts
about being able to follow her plan.
Instead, Mrs. Jones indicated a higher
level of commitment with her statement
will walk for 20 minutes, in my
neighborhood, every Monday, Wednesday

and Friday before dinner.”

After creating a SMART plan and eliciting the commitment statement, the next step is
to assess how confident patients feel about plans they have made. This scaling
guestion provides yet another opportunity for any uncertainty to surface. The scale of 0
— 10 allows individuals to quantify their confidence and higher confidence levels are
associated with increased likelihood of success in carrying out the plan (Lorig et al,
2001; Miller & Rollnick, 2013). The word “sure” is often substituted for “confident.”

Skill 4: Problem Solving for Low
Confidence

Since BAP aims to build self-
efficacy, clinicians use methods
to maximize the chances of
successful completion of every
action plan (Lorig et al, 2012).
When a person’s confidence
level is low (<7), the next step in
Brief Action Planning is to
collaboratively problem solve to
make modifications to the action
plan to increase the chance of COMI
success. Figure 3 and the
sidebar illustrate problem solving
for low confidence.

56

Problem Solving

“A ___ (the number they chose) is higher than a zero.

That's good.”

v

“Is there something you could do to
raise your confidence?”

\ v
Yes No
v

Behavioral Menu

+

Restate plan and repeat
confidence measure

Figure 3. Steps to problem solve low confidence.
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Patients may address barriers, modify their expectations, or decide that they want to
focus on something else as a result of the problem-solving process.

Question 3: “Would you like to set a specific
time to check back in with me to see how
things are going with your plan?”

This question or its equivalent reinforces
the idea that the clinician considers the plan
to be important. It also incorporates patient
accountability. People are more likely to do
what they say they will do if they choose to
report back on their progress (Strecher et
al, 1986). This check-back maybe with the
clinicians or a support person of the
patient’s choice. The patient may also plan
to be accountable to themselves by using a
smart phone, calendar or diary.

Skill 5: Follow up

Follow-up communicates
the clinician’s genuine
interest and conveys
acceptance, respect and
concern for the patient’s

Guiding to Improve Confidence

“That's great that you feel a confidence
level of 5. That is much higher than a zero.
| wonder if there are some ways you could
modify the plan so you might getto a
confidence level of 7 or more.” If the
patient doesn’t have ideas, a behavioral
menu is offered after permission is given.
“Perhaps you could choose a less
ambitious goal, ask for help from a friend
or family member, or think of something
else that might help you feel more
confident about carrying out the plan? Or
maybe you have a new idea about your
plan?”

Follow-up

“How did it go with your
plan?”

health. Providing support !
regardless of how

successful the patient has
been in actually completing v
the plan can build self-
efficacy (Artinian et al |

Success

Recognize
success

v
Partial

SuECess Did not try or no

success

v
Reassure that this is
COommon occurrence

Recognize partial
sUcCess

2010). The conversation
during follow-up includes a
discussion of how the plan
went, reassurance and next
steps (Figure 4). The next
step is often a modification
of the current BAP or a new BAP.

CCMI
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b
“What would you like to do
next?”

Figure 4: Follow-Up
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BAP Core Attributes

1. A completed Brief Action Plan has several core attributes:

2. The plan is patient-centered, representing what the patient actually wants to do,
not what the clinician wants them to do.

The plan is behaviorally specific.

The patient’s confidence in the plan is 7 or greater on a 0-10 scale.

5. The plan is associated with specific follow-up.

B w

BAP in Practice

Skilled and experienced clinicians who use BAP routinely report that how often they use
BAP varies considerably from patient to patient, depending on the urgency, complexity,
and severity of the clinical issues at hand; the context of the visit; the amount of time
available; and the specific desires of the patient. Clinicians who use BAP find that the
guestions and skills fit naturally into a typical patient encounter once rapport has been
established.

Learning BAP

Training in BAP typically includes introduction to the Spirit of MI, a description of the
process, explanation of the steps, demonstration, practice and feedback. Training can
be conducted via an online course or face-to-face training. Most clinicians require
additional practice and feedback before becoming proficient. Practice can occur on the
telephone since BAP was developed to be used in virtual interactions. Certification
through demonstration of skills with a standardized patient and independent rating of
the skills demonstration confirms proficiency.

Why Was BAP Developed?

Despite strong evidence supporting the efficacy of Ml and efforts to disseminate Ml into
healthcare systems, motivating busy clinicians to change the way they speak to patients
about behavior change has been challenging. Many clinicians rightly feel that they do
not have time to have motivational conversations, since it takes time to elicit patient
preferences and have collaborative conversations about goal setting. In addition,
learning MI and figuring out how to incorporate it into a short clinical encounter takes
time, practice, feedback and re-practice.
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BAP evolved because of the need for an efficient and effective tool to facilitate patient-
centered goal setting in time-pressured clinical settings. Based on evidence from
multiple theoretical frameworks, including self-management support research,
behavioral psychology, and motivational interviewing, BAP has been tested by many
clinicians in numerous healthcare settings. First developed by Steven Cole in 2002, with
contributions from Damara Gutnick, Connie Davis, and Kathy Reims over the last 10
years, BAP provides a structured approach to behavior change.

How Has BAP Been Used?

Hundreds of clinicians have learned and used BAP in diverse clinical settings with
multiple patients with varying conditions. This includes acute care including emergency
department, home and community care, public health, mental health and substance
use, primary care and specialty care. Peer mentors are also using BAP in community
settings. Several university-based medical training programs integrate BAP education
into core curricula and several large healthcare organizations integrate BAP training and
clinical approaches into routine patient care. Topics addressed include increasing
healthy behaviors such as physical activity, or decreasing unhealthy behaviors such as
a high-fat diet. BAP is ideal for addressing the multiple concerns of patients with chronic
conditions, such as diabetes, depression and asthma.

From a system point of view, organizations adopting BAP decide how they want to use
BAP as a part of their overall self-management strategy, providing training for
designated staff and then designing workflows to ensure patients benefit from patient-
centered practices. Some organizations focus on physician training; others train all
health care team members including nurse practitioners, physician assistants, nurses,
medical assistants, community health workers and health coaches. Some practices
already designated or working toward designation as Patient-Centered Medical Homes
(PCMH) find BAP training helpful for their care teams as they work toward the new self-
management support roles and responsibilities inherent in the PCMH model (Cole et al,
2010).

Summary

Brief Action Planning is a highly structured, patient-centered, stepped-care, evidence-
informed self- management support tool based on the principles and practice of
Motivational Interviewing. It can be used to help clinicians build patient self-efficacy for
healthy behavior change and managing chronic iliness care. It is useful for clinicians
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interested in providing patient-centered care as described in the Patient Centered
Medical Home.

More Information about Brief Action Planning
Publications

Cole S, Gutnick D, Davis C, Cole M: Brief Action Planning (BAP): A Self-Management
Support Tool. In Bickley L. Bates' Guide to Physical Examination and History
Taking, 11th Edition Lippincott, Williams, and Wilkins. Philadelphia, 2013.

Cole S, Bogenschutz M, Hungerford D. Motivational interviewing and psychiatry: Use in
addiction treatment, risky drinking and routine practice. FOCUS 2011;9:42-54.
Available at
http://focus.psychiatryonline.org/data/Journals/FOCUS/4266/foc00111000042.pdf

Cole S, Davis C, Cole M, Gutnick D. Motivational interviewing and the patient-centered
medical home: A strategic approach to self-management support in primary care
(chapter) in Steidl J (ed). Transforming patient engagement: Health information
technology and the medical home. Patient-centered primary care collaborative,
2010. Available at http://www.pcpcc.net/files/pep-report.pdf

Video

Annotated video demonstrating the three core questions and two of the five skills of
BAP: http://www.youtube.com/watch?v=w0On-f6qyG54&feature=youtu.be

Experience using BAP in a busy internist practice:
http://www.youtube.com/watch?v=0z65EppMfHk

Training Resources and Tools

Centre for Comprehensive Motivational Interventions web site: http://www.centrecmi.ca/
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Appendix

This scenario illustrates how a clinician might guide a patient toward an action plan
using Brief Action Planning. The steps BAP that correlate to the dialogue are indicated
in brackets.

Case Scenario

Ms. Simon is a 57 year old woman with hypertension. Recently her blood pressure (BP)
has been poorly controlled and her primary care provider, Dr. James, suspects that
adherence to her medications may be an issue. Ms. Simon also suffers from
depression. In this scenario, Dr. James works with Ms. Simon using Brief Action
Planning as a form of self-management support to help Ms. Simon manage her
depression. Judy, Dr. James’ nurse, provides additional support and follow-up. During
the preceding conversation, it has been established that Ms. Simon sometimes gets so
down that she doesn’t bother to take her BP medicine. She recognizes that her
depression is having an undesired impact on her health and agrees that she would be
open to making some changes.

Dr. James: In my experience, patients who actively try to improve their depression often
have success and get better more quickly. Is there a plan you would like to make about
your depression in the next week or two? [Question 1 of BAP, modified to incorporate
the agreed focus on depression.]

Ms. Simon: | am not sure what you mean by a plan for my depression.

Dr. James: OK, Let me clarify. Would it be ok if | shared with you some examples about
what other patients have done to improve their depression? [Skill 1: Offer a behavioral
menu, asking permission to share ideas.]

Ms. Simon: Yes, of course.

Dr. James: Some of the patients | work with incorporate physical activity into their
routines. Others plan to do something that they enjoy: like being in nature, or spending
time connecting with an old friend either on the phone or in person. Some start up a
hobby again, like gardening. [Skill 1: Offer a behavioral menu, share several ideas.]

Dr. James: Do any of these ideas seem like something that would work for you or
perhaps something else that is important to you comes to mind? [Skill 1: Offer a
behavioral menu; ask if any of these ideas or something else might work.]

Ms. Simon: Oh, | see what you mean. Well, | used to really enjoy knitting and haven’t
picked it up in a long while. | used to carry my knitting everywhere. Why, | even knit this
sweater I'm wearing right now. | used to be quite the knitter.
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Dr. James: Would you like to make a plan around knitting?
Ms. Simon: Yes.

Dr. James: OK, what would you like to plan to do? [Skill 2: SMART Behavioral
Planning]

Ms. Simon: Well...I started knitting a hat and scarf for my husband around a year ago
and then put it down when things got bad and | never picked it up again. | just didn’t feel
like doing anything. | guess | can pick it up and finish it.

Dr. James: When would you start this? [SMART Planning]
Ms. Simon: Well, | can start tomorrow morning.
Dr. James: And how long will you knit for? [SMART Planning]

Ms. Simon: | can knit on my way to and from work on the bus. So | guess that will be
about an hour each day. | see other people knit on the bus.

Dr. James: Would you do it every day? [SMART Planning]

Ms. Simon: Well, weekends are too busy. | have a second job on Saturdays and drive
to work so that wouldn’t work, but weekdays should work.

Dr. James: Just so that we are both clear on the plan, can you repeat your whole plan
back to me? [Skill 3: Elicitation of Commitment Statement]

Ms. Simon: OK. Starting tomorrow, | will knit on the bus on my way to and from work
and aim to finish my husband’s hat and scarf by his birthday next month. He will be
surprised that | made him something. It's been so long since | knitted.

Dr. James: That sounds like something that is important for you. How confident or sure
are you on a scale of 0 to 10 that you will be successful with your plan? [Question 2 of
BAP]

Ms. Simon: Oh...I guess in the middle. Maybe a 5.

Dr. James: A 5 shows confidence and is a lot higher than a 0. People who have a
confidence level of 7 or above are more likely to have success. Is there anything you
can think of that might move your confidence from a 5 to a 7? [Skill 4: Problem Solving
for Low Confidence]

Ms. Simon: Well, the truth is, | am not sure where | put the project that | started last
year. | haven't seen if for a while. Maybe | won’t be able to find it anywhere. If | can’t find
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it when | get home tonight, | guess | could get more yarn and start a new one. There’s a
new yarn shop near my house and I've not gone there yet.

Dr. James: That sounds like an excellent idea. Can you please tell me back your new
plan? [Skill 3: Elicitation of Commitment Statement]

Ms. Simon: OK. | will go home and look for the knitting | started last year. If | can’t find
it, I will go out and get some more yarn and start a new hat and scarf on the bus on my
way to work tomorrow.

Dr. James: And how confident are you now, with this change in your plan? [Question 2:
Scaling for Confidence]

Ms. Simon: Oh. Now | am a 9.

Dr. James: That's great. Would you like to set a specific time to check back in so we
can review how things have been going with the plan? [Question 3 of BAP]

Ms. Simon: Well, I am going to be back here next week to see your nurse Judy. How
about | speak to Judy about it next Tuesday when | come to get my blood pressure
checked?

Dr. James: That sounds like a great idea. | will fill Judy in about your plan.
Follow-up one week later at the BP check with the nurse:

Nurse Judy: Hello, Ms. Simon. Your blood pressure is good today, it's 130/78. Dr.
James also asked me to check in with you about how your knitting plan went. [Skill 5:
Follow up, assessing results]

Ms. Simon: Oh yes, well, it didn’t go so well. | went home and actually found my knitting
and put it in my bag. On Wednesday | knit both ways on the bus to and from work, but
Thursday the bus was crowded and | didn’t have a seat, and the same thing happened
on Friday.

Nurse Judy: So it sounds like you had some success up front and then things
happened that made it difficult. You got a great start on your plan and that’s good. [SKkill
5: Follow up, recognizing partial success]

Ms. Simon: It did feel good to get started on the knitting. | really enjoyed knitting again
and felt like | really accomplished something that one day. | haven't felt that way for
quite a while. My husband will be so surprised.

Nurse Judy: So what would you like to do next? [Skill 5: Follow up, open-ended
guestion to ask about next steps]

[ |
U F
Y Community Care
of North Carolina

63



Ms. Simon: | want to continue knitting on the bus when | get a seat, but maybe | can set
some time aside to knit in the evening on the days that | don’t commute to work when
my husband is out. | don’t want him to know what I’'m doing. Or maybe | can knit on my
lunch break at work.

The nurse continues with Skill 3, SMART planning and completes a revised BAP with
Ms. Simon.
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3)

4)
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7)

MI Video and Audio

Ineffective versus Effective Physician Encounter:
http://www.youtube.com/watch?v=80XyNE89eCs&feature=plcp
http://www.youtube.com/watch?v=URIiKA7CKtfc&feature=plcp

Ineffective versus Effective Pharmacy Encounter:
http://www.youtube.com/watch?v=dmmvARG6K1TQ&feature=plcp
http://www.youtube.com/watch?v=5UU63mfNnD4&feature=plcp

Ineffective versus Effective Dental Encounter:
http://www.youtube.com/watch?v=3xrEaFPbYC8&feature=plcp
http://www.youtube.com/watch?v=f8QSA 5PEFM&feature=plcp

Empathy:
http://www.youtube.com/watch?v=cDDWYv| g-o08&feature=youtu.be

Why is brief Ml the foundation for patient-centered effective care?
https://www.youtube.com/watch?v=nwctPFfyG8M

This particular website has some sound bites with success stories, etc.
surrounding MI. There’s a particular one about Discharge planning- (which
continues to be a target of focus for our networks/program) and the sound bite
talks about using MI approach vs. the directive approach for a frequent ED
utilizer. The reason this sort of “stuck” out as maybe something to use is thinking
about that change or shift in culture (for our networks from the top down) that we
have (in that we know what needs to happen/be put in place for folks not to
continue over utilizing these services, but we may not be approaching it as much
as we could be in the collaborative efforts with patients (i.e., what do they
need?)

http://www.centerforebp.case.edu/resources/tools/the-spirit-of-mi

Mr. Smith’s Smoking Evolution — true story from a primary care provider
https://www.youtube.com/watch?v=0z65EppMfHk
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http://www.youtube.com/watch?v=80XyNE89eCs&feature=plcp
http://www.youtube.com/watch?v=URiKA7CKtfc&feature=plcp
http://www.youtube.com/watch?v=dmmvAR6K1TQ&feature=plcp
http://www.youtube.com/watch?v=5UU63mfNnD4&feature=plcp
http://www.youtube.com/watch?v=3xrEaFPbYC8&feature=plcp
http://www.youtube.com/watch?v=f8QSA_5PEFM&feature=plcp
http://www.youtube.com/watch?v=cDDWvj_q-o8&feature=youtu.be
https://www.youtube.com/watch?v=nwctPFfyG8M
http://www.centerforebp.case.edu/resources/tools/the-spirit-of-mi
https://www.youtube.com/watch?v=0z65EppMfHk

Ml Buzzwords/Catchphrases/Take-Aways

Everybody is motivated for something

Their truth is their truth

Meet patients where they are

Less is more

Any progress is progress

Dance, don't wrestle

We're not in the business of perfect patients
More bang for the buck

Engagement is less stressful

Everybody wins

Whose problem is it?

Keeping the door open

Sometimes it's what you don’t do, rather than what you do that makes
the difference

Let the patient lead

Explore...tell me more

Talk less, listen more

Celebrate success!
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Additional Resources

Miller, William and Rollnick, Stephen, Motivational Interviewing: Helping People
Change. Third Edition. New York: Guilford Press, 2012.

Prochaska, J., Norcross, J. and DiClemente, C. Changing for Good. New York:
Harper and Collins, 1994

Rollnick, S. and Miller, W.R., What is Motivational Interviewing? Behavioural and
Cognitive Psychotherapy, 23, 325-334, 1995.

Rollnick, Stephen, Miller, William, and Butler, Christopher, Motivational Interviewing
in Health Care, New York, Guilford Press, 2008.

Rosengren, David, Building Motivational Skills: A Practitioner Workbook, Guilford
Press, 2009.

Motivational Interviewing Training for New Trainers:

http://www.motivationalinterview.org/Documents/TNT Manual Nov 08.pdf

Also see www.motivationalinterview.org
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http://www.motivationalinterview.org/

Encouraging Motivation to Change
Am | Doing this Right?

[ + Do llisten more than Italk?
X Oram | talking more than | listen?

v Do | keep myself sensitive and open to this
person’s issues, whatever they may be?
X Or am | talking about what | think the problem is?

E + Do | invite this person to talk about and explore
his/her own ideas for change?
X Or am | jumping to condusions and possible
solutions?

v Do | encourage this person to talk about his/her

reasons for not changing?
X Or am | forcing him/her to talk only about
change?

[Ell ~ Dol ask permission to give my feedback?
X Or am | presuming that my ideas are what
he/she really needs to hear?

E + Do | reassure this person that ambivalence to
changeis normal?
X Or am | telling him/her to take action and push
ahead for a solution?

+ Do | help this person identify successes and
challenges from his/her past and relate them
to present change efforts?

X Or am | encouraging him/her to ignore or get

stuck on old stories?

ﬂ v Do | seek to understand this person?
X Or am | spending a lot of time trying to convince
him /her to understand me and my ideas?

+ Do | summarize for this person what | am
hearing?
X Or am | just summarizing what | think?

+ Do | value this person's opinion more than my
own?
X Or am | giving more value to my viewpoint?

+ Do | remind myself that this person is capable of
making his/her own choices?
X Or am | assuming that he/she is not capable of
making good choices?

www.centerforebp.case.edu
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