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Why are we here? 
Patients get 

overwhelmed and 

depressed 

Patients start 

ok but fall 

off 

Easier for patients to 

avoid 

I get frustrated that 

patients don’t seem 

to want to follow 

through 

Patients say: 

Just tell me what I 

should do! 

Lack of 

motivation to 

follow through 

Lack of family 

support 

Lack of access to 

HCPs 

Patients 

worried 

about side 

effects 



• Health was advanced in the 19th 

century due to significant 

advances in hygiene.  

• Health advancement in the 20th 

century is largely associated with 

advancements in medicine.  

• Advancements in the 21st century 

are based on behaviour change.  

Why we are here? 
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Treatment persistence: a significant issue in chronic 
disease, including diabetes 
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Yeaw et al. J Manag Care Pharm 2009;15:728–40; Roussel et al. Diabetes Ther 2016;7:537–49. 
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Needs and concerns analysis 

Assess the patient’s view of the needs for medication 

Assess their concerns about the potential side-effects 

Horne R, et al. Inflamm Bowel Dis 2009;15:837–44 

Concerns 

High Low 

Needs 
High Ambivalent Accepting 

Low Sceptical Indifferent 



Your Turn to Practice 

Break into pairs: 

 - To what extent do you think you need this medication to 
benefit your health? 

 - To what extent do you have concerns about taking this 
medication? 

Concerns 

High Low 

Needs 
High Ambivalent Accepting 

Low Sceptical Indifferent 



Decision aid: SURE test 

Légaré F, et al. Can Fam Physician 2010;56:e308–14 

Yes equals 1 point 

No equals 0 point 
 

If the total score is less than 4, the patient is experiencing 

decisional conflict 

Yes 

[1] 

No 

[0] 

Sure of myself 
Do you feel SURE about the best choice for 

you? 
□ □ 

Understanding 

information 

Do you know the benefits and risks of each 

option? 
□ □ 

Risk-benefit 

ratio 

Are you clear about which benefits and risks 

matter most to you? 
□ □ 

Encouragement 
Do you have enough support and advice to 

make a choice? 
□ □ 



What Needs to Change? 

 





What is the difference between Inspiration and 
Motivation? 

• Most of the time motivation is only shortlived. Why? 



What is the difference between Reinforcement 
and Cheerleading? 

•  Why are clinicians so focused on getting to behaviour so quickly? 



I think, I probably should, stop smoking 

• What are the typical clinician responses to statements such as this? 

 

• If you had to wager $1000 of your own money, would you predict this person will be successful or unsuccessful? 

 

• If the person were unsuccessful what is the most likely word that they would use to describe this unsuccessful outcome? 

 

• How many times can a person have a failure experience before they conclude that they are incapable – the opposite of self-

efficacy 



Degree of Self-Care 
100% 
 
 
80% 

Time 

This is what happens when 

expectations are set too 

high 

Learned 
Helplessness 



How old is a child when they first declare: 

YOU ARE NOT THE BOSS OF ME! 

 

What are amongst a 

child’s first words: 

NO! 

ME DO! 

The more you tell 

someone what to do, 

the more they 

……….. 



Psychological Reactance 

• The tendency to act the opposite to what one is asked to do 

• Reactance is related to the issue of control and self-determination 

• If a person feels that control is being taken away from them, or 
free will is limited it is NORMAL to resist 



Core 
Principles   

Change-
Based 

Relationships  

Getting to 
Behaviour  

Behaviour 
Modification  

PsychoSocial 
Context 

Within these core 
principles, what are 
the knowledge and 
skills gained? 
 
What do I need to 
know? What do I 
need to do?  

Core Principles of Behaviour Change Counselling  



The HOW of behaviour change: pathway to success 

1. Olander et al. Int J Behav Nutrit Phys Act. 2013;10:29; 2. Teixeira et al. BMC Medicine. 2015;13:84; 3. Burgess et al. Clinical Obesity. 2017;7:105–114 

Evidence-based pathway1,2,3 
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The Patient Journey  

Diagnosis 

Initiation 
of treatment 

Adjustment to 

Disease 

Periods of 

adherence and 

nonadherence 

Opportunities 

for 

TEACHABLE 

MOMENTS 



Turning Back the Clock: Adopting  a Healthy 
Lifestyle in Middle Age 
King, Mainous & Geesy, American Journal of Medicine, 2007, 120,598-603 

Artherosclerosis Risk in 

Communities Study 

15,708 participants 

8.5% Healthy 
91.5% 

Not 

 

 

Not Smoking 

Healthy Weight 

Active 

Eat+ 

91.6% 

Stayed 

Unhealthy 

8.4% 

Became 

Healthy 

-100.00% 

-90.00% 

-80.00% 

-70.00% 

-60.00% 

-50.00% 

-40.00% 

-30.00% 

-20.00% 

-10.00% 

0.00% 

Mortality Cardiac Events 

-0.40 -0.35 

Over a 4 year period! 



Who Needs to Change? 

 



The scientific method 
 

As clinical medicine developed, this led to the 

clinician taking the role of the expert. 

 

The expert clinician with  

the uninformed help-seeker 

Kessler & Glasgow. Am J Prev Med. 2011;40:637-644 



Complexity •Complex systems 

• Fuzzy boundaries 

• Internalized rules 

• Adaptive systems embedded in other 

systems 

• Tension/paradox natural not resolvable 

• Interaction leads to continually 

emerging novel behaviour 

 

• Plsek & Greenhalgh. BMJ. 2003;323:625-628 

 Agreement 
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   Simple 

Complex 



Testimony to Complexity: Foresight Obesity System Atlas 



Choice   

Prediction  

Description 
Diagnosis/ 

assessment  

Treatment/ 

intervention  

Outcomes   

Outcomes are 

dependent on  

how good 

you are 

From Medical 

management… 
…To Clinical management 



36 

OR = 3.85 



Foundations of Behaviour 

Most Common Coping Strategy 



Foundations of Behaviour 

Decisional Conflict 

The SAFEST thing to do…….NOTHING 



Foundations of Behaviour 

The Neurobiology of Behaviour 

• Feeling and thinking: preferences need no inferences1 

• Emotions dominate logic 

• Communication is the bridge 

1. Zajonc, R. Am Psychologist 1980;35:151–75 



Behaviour Change Counselling 
Competencies 

Change-Based 

Relationships 

Motivational  

Communication 

Collaborate & 

Empower 

Bond, Task 

Goal Alliance 

Dangers of 

Teach & 

Tell 

Ask, Listen, 

Summarize & 

Invite 

Nonjudgmental 

Curiosity, 

Ambivalence, 

Avoid 

Argument 



Bond alliance 

Professional, respectful, 

caring and supportive 

connections established  

with patients  

Task alliance 

Distribution of tasks  

and activities to achieve  

a specific goal 

 

 

Goal alliance  

Agreement on the 

specific outcome to be 

achieved 

Collaborating with and empowering our patients  
  



‘Communicate to 

negotiate’  

Ask 

open-ended questions  

Listen 

empathetically and reflectively 

Summarise 

Invite 

Using the patient–provider relationship 



Motivational Communication  

While you ask, listen, summarize and invite, a change-based 

relationship is facilitated by:  

• Nonjudgmental Curiosity 

• Expressing Empathy (Ask, listen, summarize invite) 

• Avoiding Argument 

• Sitting with Ambivalence 

 

 



Ask 

open-ended questions  

Listen 

empathetically and reflectively 

Summarise 

Invite 

Your Turn To Practice – Back to Your Pairs 

Your patient lives with type 2 diabetes 

and is maxed out on oral agents.  

- The MD – recommend insulin 

 

- The Pt – you see the idea of insulin 

as terrifying and a sign of failure; the 

last thing you are interested in 



READINESS TO CHANGE 



Defining Behaviour  

• Behaviour is:  

• Observable  

• Measureable 

• Something that the patient does.  

• Patients and providers need to agree on a behaviour (i.e. exactly 

what the patient needs to do) that is highly specific (when, where, 

what, how) and in the context of the persons life.  

• The behaviour should be meaningful to the patient rather than 

solely the provider.  

 

 

 



Assessing Readiness  

• Readiness for change is a 

state that fluctuates over 

time.  

• The purpose of assessing 

readiness is to tell you  

how to get started.  

 

 

 

 



Assessing Readiness  

 A person’s readiness can be 

categorized as red light, yellow 

light or green light for a certain 

behaviour. 

 

  

1. “Do you consider [the behaviour] a 

problem?” 

2. “Are you bothered by [the behaviour]?” 

3. “Are you interested in changing [the 

behaviour]? 

4. “Are you ready to change now?” 

 

 



Assessing Readiness  

 Readiness is a state, not a trait.  

  

1. “Do you consider [the behaviour] a problem?” – Frontal 

lobe engagement   

2. “Are you bothered by [the behaviour]?” – Limbic 

system engagement  

3. “Are you interested in changing [the behaviour]? – 

Identifying the goal  

4. “Are you ready to change now?” – Action  

• You are trying to be transparent with the process in 

order to give feedback to patients. 

• Aim is to obtain buy-in.   

 

 



Readiness assessment is the beginning, not the end  

Confirm that the person 

is not ready and ask 

permission to keep the 

conversation going 

Not ready 

Go right to behaviour 

modification 

Ready 

Begin working on 

behaviour and 

encourage a focus on 

personal meaningful 

reasons to change 

Ambivalent  



Assessing Readiness  

Proceeding Under a Green Light: 

• First step action plans/SMART goals.  

• Next step goals (behaviour shaping).  

• Personalized re-built environments (stimulus control).  

• Turning external into internal motivation (reinforcement 

management).  

 

 



Goal Setting:   



Shaping 

• Sequence SMART goals such that the person experiences: 

–Success…followed by 

–Success....followed by 

–Success....followed by 

–Success....followed by 

–Success....followed by 

• Following sufficient successes (varies but commonly 

5-7) the person develops self-effiacy.  

–This self-efficacy is based on past behavour 

 



Stimulus Control  

• Stimulus Control is about recognizing that a strong 

determinant of behaviour is environmental cues.  

• Recognition that the built environment is an important 

determinant of behaviour.  

• May want to focus on environmental factors that make it 

difficult to stay on track. 

• Stimulus control is about identifying the cues that elicit 

unhealthy behaviour.  

Example:  

• Despite being outrageously priced, many people eat food 

at a movie when they are not hungry  



Behaviour will be repeated when:  

• It is reinforced or rewarded.  

- Something valued or desirable is added  

- Something negative is taken away  

• It happens at the same time as other behaviour that is rewarded.  

 

Behaviour will extinguish (stop) when:  

• A reinforcer or reward is taken away.  

• The reward value ends or is faded out.  

• A punishment is applied 

Reinforcement Management 



PROMOTING READINESS  
This is what we would do for 

red and yellow light behaviours 



Assessing Readiness  

Yellow Light:  

• The person is ambivalent. They can see the pros and 

cons of changing.  

• They are pulled in two directions.  

• You can have opposite opinions at the same time.  

• You will hear “Yes,…But”  

• “Yes,…But” actually means “No,…Because”  (Avoiding 

argument).  



Decisional Balance  

  

Pros 

 

Cons 

 

 

Of staying the same 

 

 

 

 

Of changing 

 

 

 



Assessing Readiness  

Red Light:  

• The clinician needs to communicate that the expectation of 

change is off the table.  

• Keep the conversation going.  

• The patient is not receptive to change and is resistant to what 

you have to say. This does not mean that the relationship 

stops. 



Assessing Readiness  

Proceeding Under a Red Light:  

• This is the most challenging situation for us.  

• Find a way to keep the dialogue going.  

• Intervention is maintaining the relationship.   

• Take the expectation of change off the table.  

 



Assessing Readiness  

Steps for Proceeding Under a Red Light:  

• Ask yourself if you notice an urge to fix the problem or set the patient 

straight.  

• If so, this involves you (as the provider) managing your own 

reaction so that it doesn’t come off as judgmental).  Maintaining the 

relationship at this point is critical.  

• Managing your own reaction (“righting reflex”).  

• Reminding yourself that patients have a right to make their own 

choices.  

• Trusting that understanding a patients current choice can be a 

pathway to discussing alternate choices.  

 



Supporting Sustained Behaviour Change 

• This is about emotional, psychological and social issues 

• Provider role and self-efficacy 

• Identify 

• Educate 

• Recommend 

• Support 



Supporting Sustained Behaviour Change 

• The 4 Ss 

• Self-Image 

• Self-Efficacy 

• Social Support 

• Stress Management (discharge, 

calming, expression, connection) 



Replacing the Function 

• Many unhealthy behaviours serve a purpose for the individual 

– Uncovering the purpose or function of the unhealthy behaviour 

is very important (nonjudgmental curiosity) 

• This function is a strong reason not to change 

• Once the function of the behaviour has been understood  

–Focus on healthier alternative behaviours that provide a similar 

function 

• Once a person has an alternative they can choose to give up the 

unhealthy behaviour 



 

Intrinsic Motivation 



Values 

The personal strengths or 

qualities a person most 

wants to express in his or 

her life and daily patterns of 

action. 
 



• The cookie example 

• Scene: 

• You are asked to choose between 2 cookies – freshly baked, warm and 
aromatic versus misshapen slightly burned 2-day-old cookies – which would 
you choose? 

 

 

 

• Punch line 

• You are told your 3-year-old granddaughter came up with the idea and 
worked hard to make this cookie for you, insisting that your son bring it to you 
so it arrived in time for your dinner tonight. Which cookie would you choose? 

Values-driven behaviour 



 



Committed Action 



Ask, Assess, Advise, Agree, Assist  

Vallis et al. Can Fam Physician. 2013;59:27–31 



Persons with chronic disease spend only a small 
portion of their life with Healthcare Providers 

Without a health care 
provider: 525,480 minutes 

With a health care 
provider: 120 minutes 

With a health care provider 
in flare ups: 120 minutes 



 

Change is hard: Ambivalence is normal 

The impulse to seek 

pleasure is tempered by 

human values: 

“Anything worth having is 

worth tolerating distress 

for” 

 

Meaning can balance 

pleasure 



What Do We Know About Those With Chronic 
Conditions? 

• Their symptoms are chronic! 

 

• They function even when they have symptoms 

 

• Healthy people don’t show up when they are ill; those with chronic 

disease soldier on regardless of symptoms 
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They are ALWAYS ill!!! 

You might as well 

dress the part even if 

you feel like 

S*#t! 



Two Take-Aways 

• Listen 

 

• Allow flexibility 
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Why is it easier for a smoker to 

take smoke breaks in the 

workplace than it is for 

someone with, say diabetes, 

take care of their diabetes in 

the workplace??!!!! 



What do we know about Diabetes? 

• Let’s calculate how many years of experience in diabetes we have as a 

group 

 

• How many times has a person come to your clinic to say: 

• “I don’t have diabetes but I’d LOVE to test my blood glucose 4-6/day, 

take insulin and pills multiple times/day, monitor and record everything I 

eat and drink and do”? 



What Do People With Diabetes Experience? 

• The behavioural demands of self-care can be OVERWHELMING 

• Self-testing, healthy eating, exercise/activity, insulin/medication regimen, general health care (feet, eyes) 

• Maintaining glucose control is enormously COMPLEX 

• Managing the behaviours in like thinking in 4-dimensional space - “you cant imagine” 

• Diabetes self-care demands are CONSTANT 

• There are no weekends, summer vacations, retirement packages 

• Diabetes can be UNFORGIVING 

• Diabetes is plagued by UNCERTAINTY 



Healthy Behaviour is Abnormal Behaviour in the 
Current Environment We Live In 

• Approach pleasure and avoid pain 

• Save energy for when we need it 

• Make the most of the moment because the future is uncertain 
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Apple pie or Apple? 

Elevator or Stairs? 

How often did your 

great, great 

grandfather go to 

Goodlife? 

A healthy old age 

requires working hard 

when you are well and 

younger 


