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BEGIN TRANSCRIPT:
LAURA GALBREATH: Good afternoon everyone, and welcome to the SAMHSA-HRSA Center for Integrated Health Solutions first in a series of webinars on motivational interviewing titled “Engaging People in Discussions About Health-Related Changes.” My name is Laura Galbreath, Director for the Center for Integrated Health Solutions here at the National Council for Community Behavioral Healthcare, and I will serve as your moderator for today’s webinar. As you may know, the Center for Integrated Health Solutions promotes the development of integrated primary and behavioral health services to better address the needs of individuals with mental health and substance use conditions, whether seen in specialty behavioral health or primary care provider settings. In addition to national webinars designed to help providers integrate care, the Center is continually posting practical tools and resources to the CIHS website, providing direct phone consultation to providers and stakeholder groups, and directly working with SAMSA primary and behavioral health integration grantees and HRSA-funded health centers. [1:00] 
Your presenter for today’s webinar is Jeremy Evandon, a Master’s in Social Science Administration and consultant and trainer for the Center for Evidence-Based Practice at Case Western Reserve University in Cleveland, Ohio. The Center promotes knowledge development and the implementation of evidence-based practices for the treatment and recovery of people diagnosed with mental illness or co-occurring mental illness and substance use disorders. It’s a partnership between the Mandel School of Applied of Applied Social Sciences at Case Western Reserve and the Department of Psychiatry at Case Western School of Medicine. The Center functions as an umbrella entity also for the two State of Ohio Coordination Centers of Excellence initiatives, the Ohio Substance Abuse and Mental Illness CCOE, and the Ohio-supported Employment CCOE. We’re very happy to have Jeremy with us today. 

And before I turn it over to him, just want to give you a couple housekeeping. Do note that the webinar is being recorded and that all our participants are in a listen-only mode. [2:00] You will need to type in any questions that you have during the webinar and we will be stopping periodically during today’s presentation to pose questions to our presenter. Also, PowerPoint slides are available on the website currently, so if you’d like to access those to print and walk through as the presenter gives those, those are available on the webinar section of the CIHS website. Lastly, please take a moment at the end of the webinar to provide your feedback by completing a short survey that will help inform other CIHS webinars and activities. With that I’d like to turn it over to our presenter.
JEREMY EVANDON: Thank you very much, Laura. It is a pleasure to be here with you all to discuss this valuable topic that we have onboard today. Here to talk to you about engaging people in discussions about health-related behaviors. [3:00] If we can get my slides to move forward here we’ll be doing that shortly. There we go. I’m sure many of us have struggled at one time or another with engaging people in discussions that they don’t necessarily want to have. And so I’m hoping that the information that I provide you today can give you some useful tools to open up these discussions and engage people in conversations related to health behaviors. [4:00] Many of us are, while we’re not necessarily involved in behavior change as a profession, we are involved in the process of behavior change no matter what we do. If we’re involved with people we are involved in the change process. 

There’s three things that I’d like to talk to you about today, three objectives. The first one is to explore the basic philosophy and understanding that we have for how people begin to consider behavior change. What is it that leads up to a situation where they’re planning on moving forward and considering different ways of living? The second thing I want to talk to you about is aspects of the motivational interviewing models, some of the things that we’ve learned from the motivational interviewing model developed by Bill Miller and Steve Rollnick that influences how we think about the change process and how we engage people on the front end even before they’re ready and committed to a particular change. [5:00] And then finally I’d like to talk to you about some behaviors that we all can engage in, many times because we care about the person, we care what happens to them, and we’re concerned for their well being or the well being of others.
So first, why do people change? What leads them to changing their behavior voluntarily on their own? First off a person needs to become interested or concerned in the need for change. It needs to be something that connects with—that they’ve noticed that this behavior is getting in the way of certain values that they have, certain things that are important to them, and that develops an interest or a concern about the change. [6:00] They need to become convinced that it’s in their best interests. They need to weigh the pros and the cons, the not so good things and the good things about changing. And when they do that, their analysis in order to consider change needs to come out on the side of it being more beneficial to change and more costly to stay the same. They need to organize a plan of action that they’re committed to implementing. Many times we will develop treatment plans or we’ll develop care plans for individuals that we serve. [7:00] [45 second segment of talk here from two participants of the webinar who don’t realize they’re audible] Hello? 
MALE VOICE: Hello, Jeremy, are you there?
JEREMY EVANDON: Yes.
MALE VOICE: There’s some feedback, was that coming from your end?
JEREMY EVANDON: I don’t believe so, no.
MALE VOICE: Okay. 
JEREMY EVANDON: We had— No, I was hearing other people on the call, but— [8:00] Experiencing technical difficulties. But are we good to go?
LAURA GALBREATH: We’re going to continue.
MALE VOICE: Yeah, I think so. I think you’re good to go.
JEREMY EVANDON: Okay. Sorry about that everyone. So many times we develop treatment plans, we develop care plans for individuals because we are aware of what is needed in order for them to improve their health condition. And oftentimes the person is not an active participant in that process. So they may very well have a plan of action, but many times they don’t believe that they can follow through with that plan of action. They don’t believe that it’s possible, or they’ve tried it many times before and they’ve found that it’s not particularly effective or helpful in them moving towards change. [9:00] 

And finally, this last point here seems a little bit obvious to many of us that are involved in the change process, that people need to take the actions necessary in order to change initially and sustain the change over time. But in reality many times this is what people struggle with, this is their sticking point. They may feel that it’s really, really important to change, that they need to change. There may be plenty of people behind them saying that it’s important for them to change, but they’re not sure if they can, they don’t know how, they don’t know if it’s possible. And so taking the actions can be a significant sticking point for people.
Three components of change that I would like to talk to you about. These components of change are natural parts of any change process. [10:00] And so I just want to go through very quickly and describe each one of these. Everybody will experience these as they move through a change process. You may have experienced them yourself. 

The first one is resistance. And resistance, as we talk about motivational approaches, is slightly different than what we typically think of resistance being in everyday conversation. It’s not just that the person is not willing to follow through with the plan that we’ve established, or that they’re fighting against what we’re asking them to do. Resistance is more than that. It signals a problem in the relationship. Bill Miller talks about it being discord in a relationship between two people. The two individuals aren’t seeing eye to eye, in this case a professional and a person seeking change, and many times resistance is a reaction to feeling pushed into a particular change that the person may not be ready or willing to pursue. [11:00] And so in that sense, in order to have resistance, many times we need some pushing from another source, whether that be a family member, friend, or a professional that they’re working with, telling them that they have to change or they need to change. And resistance then becomes a push back to regain control and autonomy over their own lives. They feel like they’re losing control. It’s a reaction.
Ambivalence then is feeling two ways about something. I want to change and I don’t want to change. There’s reasons why I’m engaging in this behavior, why it’s important to me, and I want to hang on to it. And at the same time I’m recognizing there’s some significant consequences that I want to try and avoid. [12:00] And so ambivalence is feeling two ways at the same time within the same person.
And then motivation is this natural drive to want to move towards a particular change, behavioral change. And the person very often has developed the reasons why they want to pursue this change for themselves internally, and they’re moving towards change as a result. 

And these three components are overlapping here, because we can experience them at any time. There are times where we’re dealing with multiple behavior targets, and if I were, as the professional, to make the assumption that because somebody is doing a really good job with diabetes for instance—taking medications and checking their blood sugar, and they’ve made some significant changes in their diet, and they’ve reduced their alcohol intake—[13:00] if I were to assume that this person now wants to stop smoking because they’ve done so well in all of those areas, and I were to talk to them about that in a way that interacts with them something like this: “You’ve done really good with maintaining your diabetes, and your blood sugar’s under control, and there’s something else that is really important that I need you to do. I need you to stop smoking at this time. And we’ve got you set up with some nicotine replacement therapies in order to do that, we’ve got a group that you can go to to get some added support, we’ll have a physician that you can go see on a regular basis. And so I really need you to stop smoking.” If I start pushing at that moment with the motivated person, I can experience some resistance around that behavior. [14:00] 

This slide depicts the stages of change of the Transtheoretical model developed Prochaska and DiClemente, and it involves five main stages: Precontemplation, Contemplation, Preparation, Action and Maintenance. The idea behind this model is the conceptualization of the process that people go through when they enter into a change process, and different stages that they go through along the way along that spectrum of moving towards stopping a behavior, from not being interested to maintaining behavior change over time. 

And so our first stage is Precontemplation. Precontemplation is not being interested in change at this time for this specific behavior. They may be interested in changing other behaviors, but for this one specifically they’re not interested, they don’t see a need for it, it’s not particularly important to them at this time. [15:00] It doesn’t mean that they never will change, it just means that at this time or within the next six months they’re not interested in changing.
Contemplation. The person is thinking about change. Perhaps they’ve experienced some consequences of the behavior and they don’t like that particularly. They’re beginning to tie that in with the behavior that they’re engaging in, but they’re not yet ready to let go of this behavior, they’re not yet ready to commit to changing the behavior. They’re still thinking about it. This is the person that’s experiencing ambivalence, as I talked about before. They feel two ways about it. 

In Preparation stage they’re getting ready to change. They’re beginning to ask questions about what the change would be like. They might be imagining what it would be like to make that change. [16:00] They’re gathering resources to get ready to change, and they’re considering how they might go about doing that. They may even be planning out some steps that they could take in order to do it, or taking some initial steps in the change process.
In Action they’re ready to go, they’re committed to the change process. They don’t yet have the skills necessarily that they need in order to enact change and maintain it over time, but they are committed to it and they’re sponges, they’re soaking in any type of information or skills that they can get in order to help them along the way.
And in Maintenance they’re trying to maintain the change over time. It’s a very different set of skills to be able to sustain change, versus being able to enact it initially. And so this person likes what they’re seeing from the change process, that doing that—typically we’d think of that within the last six months—they’ve been enacting this change in their lives, and how do I keep this good thing going is the question there. [17:00] 

Now, Relapse seems to be a separate stage here in this depiction. It actually can happen at any point in time, and it’s something that many people experience as they think about changing their behavior or actually try to set out the changed behavior. Or recurrence in this behavior. They go back to the behavior that they’ve attempted to change. And we all have experienced that in our own lives in our change process as well. The idea with the Transtheoretical model is that this is a learning process, this is something that we can learn from and explore ways that we can avoid it in the future. 

So we’re really good at—skillful at as professionals—helping people in Action and Maintenance stage. [18:00] Were not so good at helping people that are thinking about change or not thinking about it, or getting ready to do it but not willing to commit yet. And that’s where motivational approaches can really help us engage them in the process and work towards committing to change. 

So what is motivational interviewing exactly? Motivational interviewing is a collaborative, person-centered form of guiding to elicit and strengthen motivation for change. We’re going to talk about characteristics of this in a second. This was a definition that Miller and Rollnick offered up in a 2009 article, “Ten Things That Motivational Interviewing Is Not.” They also set forth and identified some essential characteristics of motivational interviewing. These are not mutually exclusive to the model of motivational interviewing, they’re just things that need to be in place in order for MI to be the model, be what it is. [19:00] 

First and foremost, motivational interviewing is a conversation about change. It shouldn’t feel like some technical process, it shouldn’t feel like some clinical process. It’s truly us beginning to understand or trying to understand where the person is coming from in relation to not wanting to change or wanting to change, their experiences with the change process. But that conversation does have a particular purpose. We have a focus, we have a direction that we’re going. We’re constantly focused on things that relate to this person wanting to make a change in their lives. So it might be statement that they make, or actions that they take in relation to making a change. [20:00] It’s collaborative, it’s a person-centered partnership, we’re working together. It’s been said that motivational interviewing is like a dance, not like a wrestling match. I’m not trying to get this person to submit to our plan for their lives, we’re trying to work with them. And we bring some very good ideas and expertise to the table that are important for this person to be aware of, but at the same time we need to understand that they are experts in their own lives in what has worked and what hasn’t worked for them, and that’s important information for us to have as we help them continue to pursue this change process.
Ultimately motivational interviewing honors autonomy and self-determination. We want people to have control over their own lives. And in fact, when we really think about it, they are in control of whether they change or not, so we need to recognize that in order to reduce resistance, as I indicated before. [21:00] Why is that important? Because we find in the research that when increased resistance is in play in a helping relationship that the person is less likely to change the more resistance that’s in play. And conversely, the more a person talks about change, and is committed to a particular change process, the more likely they are to actually follow through with change.
There’s three core communication styles that Steve Rollnick, Bill Miller and Chris Butler identify in their book Motivational Interviewing in Healthcare, a book that I would highly recommend for those of you that are involved in healthcare behavior change. And in this book they talk about directing, guiding and following, three styles that we use in everyday conversations, and also in fact we use them in our professional conversation. [22:00] 

The first one, directing, involves us telling somebody what they need to do in order to change a particular situation. Very often we’re targeting the behavior and we’re coming up with solutions and we’re telling the person what they need to do in order to change. It’s very directive, very focused, very connected with problem and solution. We’re informing the person about what they need to do. And there are times in our everyday work where we need to become more directed. For instance, if a person is—we’ve recognized or realized that this person has a life-threatening illness in which they’re in imminent danger of losing their life, we would need to be directive at that point and inform them what they need to do in order to save their own lives. And whether that be a surgical situation or something else. [23:00] Another situation in mental healthcare we run into is when a person is thinking about committing suicide and they have a specific plan of action, and their plan is terribly risky and terribly life-threatening. We might then need to be much more directive in our approach.
A following type of approach might be used in a situation where perhaps a person has gotten this information that they have a life-threatening disease, and maybe they’re coming to the realization that there’s not a whole lot that can be done and they’re terribly distraught over that. We might choose at that point in time to listen more than we direct them what to do. [24:00] To be there with them, to help them, allow them to experience what they need to experience and what they need to process through this new knowledge and understanding. But we’re not pushing them in any particular direction. 

And then guiding is much closer to motivational interviewing and what we’re trying to do in that approach. And I would encourage you to think about guiding as this collaborative type of approach, that we’re working with the person to come up with potential solutions on something that they’re interested in changing in their lives, and that we’re trying to reach the finish line together. And that if this is our go-to approach, versus directing the person what to do, many times we can be much more successful with these individuals that are not yet ready to change or that are changed. [25:00] So the idea here is to take on a guiding approach as a go-to communication style, and then if we need to—as needed, as the client or situation requires it—we move into a more following approach or a more directive approach.
Some other characteristics in motivational interviewing here. Motivational interviewing evokes a person’s own motivation for change. So you can imagine the direction of information is going from the person that we’re working with to us. We’re learning from the person in that way, we’re learning what it is that’s important to them, so that we can at some point connect that to this particular behavior. The use of specific skills in order to do that. And we’re going to talk about those skills in a moment.
Motivational interviewing is goal oriented. It moves towards a particular change goal that you and the person that you’re trying to help have decided on, decided to work on. [26:00] And it looks for ways to increase discrepancy around that particular goal, because felling ambivalent, feeling two ways about a particular behavior change, is an uncomfortable place to be and the person has a natural desire to want to resolve that discrepancy. And so sometimes we’re exploring that with the person, the discrepancy that always exists. Sometimes we’re increasing the discrepancy by talking to them about how this behavior fits in with their personal goals and values, what they want to achieve in their life.
We also, in motivational approaches, attend to specific aspects of the person’s language that are in favor of change, changing this behavior. [22:00] So as they begin to make statements about, “Boy, I wish I could cut down on smoking, but I’m not really sure if I can,” we’re reinforcing these statements that they’re making related to a change process, and their desire to change, their reasons for change. It responds to this change talk in particular ways. So we don’t just listen to the change talk and enjoy the fact that this person’s actually talking about change where they’ve never talked about it before, but we try and get more of it, we try and elicit more. We affirm the fact that they’re talking about change. We point out that they’re making progress in that area, we reflect it back and we summarize the change that they’re making. And we’ll talk about these different approaches, these ways of interacting with people, in a moment. [28:00] 

Motivational interviewing responds to language in favor of non-change as well in a specific way. We call this “sustain talk.” Whereas we were talking about change talk before, this is sustain talk, language in favor of non-change, or problems in the helping relationship, this resistance that we were talking about earlier. We respond to that in ways that are non-confrontational and that avoid argument with the person. We’ve found in taking a look at motivational approaches versus confrontational approaches that motivational approaches are much more effective in helping the person who’s ambivalent move towards—or not interested in change—move towards thinking about making a change. [29:00] 

And so at this time, before I start talking about ways that we can invite this discussion with a person and develop relationship. I just want to check in and see if there’s any specific questions related to what we talked about before. Laura, do you have anything?
LAURA GALBREATH: Thank you. A lot of great interest here today on the webinar, and then we want to quickly get into the next section. Maybe these two questions apply to what you’ll be talking about. One of them was around those agents of change. And how do you handle that, when someone looks like they may be going through multiple stages during one intervention? I’m not sure if this person is from primary care or behavioral health, but during the one-hour visit or a doctor’s appointment, if someone’s kind of going through multiple stages, how do you kind of work in that situation?
JEREMY EVANDON: You know, that can be particularly challenging. Many times people are different in different stages for different behaviors. [30:00] And so, for instance, in a behavioral health world where somebody has a co-occurring substance use disorder and mental illness, many times somebody will be in action stage for their mental illness. They’re adhering to a particular medication regimen to reduce symptoms, they’re coming in and talking with case managers, therapists, physicians, nurses about their mental health. However, they continue to use substances, and they don’t see that as a problem. And so one of the things that the professional that’s using motivational interviewing needs to be fairly skillful at is shifting between motivational approaches, around in this case substance use, this area that they’re pretty ambivalent about or not interested in changing at all, and more active treatment type of approaches for mental illness in this case, and helping them continue to grow and move forward in that area. [31:00] So it can be very challenging, and it requires a lot of skill to be able to move back and forth during the conversation between motivational approaches and more active types of approaches.
LAURA GALBREATH: Great. And one other question before we continue. Actually two things. One is, maybe at some point when you’re talking about ways to invite discussion you can talk to if there’s any difference about having this conversation with adults versus children or adolescents. So if you could maybe mention that later on. And then—this is a really good question that just came in about—especially as we think about people with [inaudible 31:45] addiction and in terms of hopelessness. You know, how do you help somebody who says, “I don’t want to change, I’m really, really happy with my life the way it is,” whose behavior is a risk for themselves? [32:00] 

JEREMY EVANDON: Yes, we’re noticing that this is a serious issue that we’re pretty concerned about it. They’re not concerned at all, they don’t see a problem with it. We experience that many times in substance use situations, where the person is seeing a lot of upside to it, and they’re getting a lot of benefits out of it, and perhaps they’re not yet realizing the effects that it’s taking on their life. Or perhaps those effects aren’t yet readily noticeable to the person. And so they’re really saying, “This isn’t an issue for me, it’s not something that I’m interested in changing. I know you feel it’s important, I know you realize that it’s going to be a problem, but it’s not important to me.” [33:00] 

The motivational way of exploring that with a person is to get in touch with the part of them that doesn’t want to change, and perhaps even amp that up a little bit. So, “There’s really nothing wrong with this particular behavior. You’ve seen no clear problems with this behavior that you’re engaging in, with your substance use for example.” Many times if we get on the side of not changing with somebody, and begin to understand that a little bit more and add voice to that side, they will bring out some potential problems. “Well, it’s not like it’s all great and everything’s fine. I’ve got issues that I need to deal with. I just don’t think that the substance use is the problem.” Okay. Then we move on to a goal that they are identifying as a problem. [34:00] And because people’s behaviors are interconnected—they affect each other—through the conversation of working on what they view as really important, what they feel they need to change, we will have opportunities to then tie in and connect the dots between the behavior that we’re finding is pretty critical and the behaviors that they want to change. But it’s all about kind of rolling with that and moving with the person so that we maintain the relationship and the connection. If the person leaves our office and never comes back, then we have no more opportunities to engage them around it.
LAURA GALBREATH: Great, thanks. We’ve got other questions, but I know we have a lot of good content to get through while we are together so we’ll go ahead and move on.
JEREMY EVANDON: Yeah. And hopefully I’ll get to those questions as we move some of the additional materials here. So ways to engage people in a conversation, ways to develop relationship with somebody so that you have opportunities to bring up and discuss concerns around a particular behavior. [35:00] These are the person-centered skills that were developed originally by Carl Rogers, and they are the foundational skills that are used in motivational interviewing. In and of themselves they are not motivational interviewing—it’s person-centered approaches, person-centered skills—but they are foundational and we need to understand them in order to be skillful at motivational interviewing. 

The first one is asking open-ended questions. Trying to stay away from short answer, the yes or no, or the rhetorical types of questions that we ask people. And I’ll illustrate that with some examples, with some close-ended question examples here. “Who referred you here?” Specific content information. We’re going directly for a piece of information. We may need that information, but there might be an open-ended question that we can ask that give us that information, and much more that we didn’t anticipate that’s particularly important for this process. [36:00] “What would be easier for you, stopping drinking, stopping smoking or changing your diet?” We’re giving the person choices here, which is really good. However we’re directing them in a particular area of change, and so they’re losing a bit of control over this situation. It’s good to give people choices, and in fact we’re going to talk about this more in the second and third webinars when we talk about agenda setting and what that’s all about. There is a way to do this so that it continues to maintain the connection but we’re focused on a particular group of behaviors that were changing. And then, “Don’t you think you ought to consider taking your meds?” This is kind of this directive rhetorical type of closed-ended question that we might use. [37:00] The person gets the feeling that the answer to this should be yes, and so they might be going along with us simply because they know that that’s what we want to hear, but we lose an opportunity to understand their perspective when we ask a question like this.
So open-ended questions, such as “What you brings you here today?” might incorporate where the referral came from and a lot of useful information about how this particular health concern came to be. “Tell me about your health concerns” is a statement, it’s not a question. But again, this opens up the conversation for the person to begin to talk about details of the situation. All useful information that we need, all useful information that we need in order to be successful in helping this person change. “If you were to change, to make this change, how would you go about it?” [38:00] This helps guide the person towards a conversation about what’s doable, what they feel they can do, and the process of changing this behavior. But it’s all coming from them, it’s all saying—so, when I talk about developing a change plan, a treatment plan, a care plan that a person is committed to and can relate to, this is an important question in that process.
Affirmations then are another aspect of person-centered skills. Affirmations point out a particular strength that the person has, an action or value or a trait that’s going to be helpful in this person making the change long-term. And so we’re deciding to point that out. An earlier question talked about how a person has lost hope that they can change. [39:00] This is a way that we can begin to build hope and optimism within a person so that they can believe that they can actually follow through. A person will not follow through with change if they don’t believe that they can actually do it.
We want to focus on descriptions, not our evaluations. So I’m not trying to say something like, “I feel like the things that you’re bringing up are really important things for us to talk about.” I want to try and stay away from my own evaluation of what they’re saying and try and stay as objective as possible. It’s not that that’s not an affirmation, it’s just not as meaningful to the person.
Ultimately think of it as a way to point out an interesting quality, something that makes this person unique. And many times we need to reframe. If all we see are problems in this individual, because we’ve been working with them for so long and we’re a bit biased in that way, many times it helps to reframe a problem as a solution. [40:00] So a person who has lost everything, who’s living out on the streets and has very few resources, we might say, “You’re a real survivor. You know where to go to get your needs met, and not a lot of people can do that.” Affirming the person though reframes.
And these statements, we want to try and stay away from “I” as much as possible. So you’ll notice some examples here. I won’t go through with these in the interests of time, but you’ll notice that all of these examples don’t include the word “I”, and don’t focus on the clinician, they focus on the person. We’re trying to help.
Reflective listening is another key skill. And this is not a part of our normal communication approach as we interact with people on the streets or in our personal relationships. We don’t tend to use reflective listening an awful lot. [41:00] But these are critical skills for motivational approaches in helping to get on the same page with the person, collaborate with them and understand where they’re coming from. We are, through making a statement that’s based on something that they’ve said, showing that we understand where they’re coming from, showing that we understand their perspective. And in that sense they feel like we can be trusted, they feel understood, and they’ll begin to say more. Very often reflections can be more effective in getting the person to talk and open up than open-ended questions can be. And these can be used for adolescents as well as adults, or children as well as adults. Children may not understand it as well, depending on their age, but reflections can be very helpful in connecting with the child or adolescent and helping them realize that somebody is listening to them. [42:00] 

You’re less likely to be judgmental with reflections than you are with other types of approaches. And we want to try and use more reflections than questions. Don’t be afraid to throw something out there, throw a guess out there of what a person means by a particular statement. If you’re wrong—and many times you are,—they will say that you’re wrong. But the important thing is that you’re trying to understand them.
There’s different types of reflective listening. That’s important for us to know. And I’ve got some examples here based on a statement that a person who we’re working with regarding a health-related behavior might say: “I saw my doctor last week, and if I don’t stop smoking I might have another heart attack.” [43:00] A content type of reflection might be: “You see a connection between your smoking and the possibility of having another heart attack.” Pretty much what the person’s saying. If we go deeper than that, we might connect with some feelings that the person has around this situation. “You’re scared that if you continue smoking you’re going to have another heart attack.” This can be very helpful if the person is having difficulty expressing how they feel, or they very often don’t talk about that, this is a good way to get at feelings, to imagine what it might feel like for this person to be going through this.
And then meaning-level reflections go even deeper into important values that the person has, very often connecting something that’s really important to the person with this present behavior. “Your children are important to you and you want to be there for them.” [44:00] This can really help—this type of reflection can really help the person to move towards changing a behavior when they realize, yes, this is connected with something that I don’t want to lose because it’s important to me. In order to do this type of reflection we need to know something about the person and what’s important to them. And so we need to have that conversation and ask questions about that earlier in the conversation. 

Some of these then are reflections, but they gather a bunch of information over the course of a period of time that we’re talking with the person. Again, helping the person feel understood, like we’ve got it, we’ve got their perspective, we understand where they’re coming from. In motivational interviewing we use this very purposefully. Bill Miller said it’s like gathering a bouquet of flowers. We are looking for the statements that the person makes in the direction of change. “I really wish I could do this. I want to be there for my kids. My kids are important to me.” [45:00] And we’re gathering all of this information together for a summary so that we can show the person all of the reasons and all of their desires to move towards a particular change. And in that way this can really drive the bus and get us focused in on creating change with a particular behavior.
Okay, so we’ve got another stopping point here, and so I’d like to open it up again to questions and see if anybody has a question that they want to ask about that material we just covered.
LAURA GALBREATH: Thank you. We did have a question about tobacco. And I think as more and more places go smoke-free, and we talk about specifically behavioral health side. And I think you gave us an example around the issue of smoking. But I think that’s a big concern that someone was expressing, in terms of how do you use motivational interviewing to help people to stop smoking, especially when that facility has gone smoke-free? [46:00] I don’t know if you have an example of how folks have used this successfully in addition to just kind of what you just articulated in a moment ago.
JEREMY EVANDON: Sure. Well, many times agencies that have decided to go smoke-free start with cessation services. So they’ve got groups going on, either for staff or for clients, patients, people who are serving, that are focused on quitting smoking, stopping smoking as quickly as possible, setting stop dates—quit dates, rather. And while that’s extremely helpful for somebody who’s ready to go and committed to stopping smoking, it can be counterproductive for somebody who’s just kind of thinking about it, not really sure whether they want to change, or not interested in changing at all. [47:00] And so motivational interviewing can help fill that gap where we struggle, and help people move toward getting committed so that they can engage in a cessation group or cessation services that help them actually quit smoking. So we talk to agencies quite a bit about, how can you help your staff understand motivational approaches to use them with individuals that are saying, “Nah, it’s not really a problem for me right now”? — “Well, tell me more about that. How is it not affecting your life? Or what do you like about smoking? What are the benefits of smoking for you?” Amping that up a little bit. You know, “There’s really no problem in smoking, you don’t see any reason why you’d want to change.” Helping the person to begin to see the other side. — “Well, I know that it’s bad for me, but I still can’t see how I would live without it.” [48:00] — “So tell me about what you’ve learned about how it affects a person’s health and well being.” And then you begin to have a conversation, and you’re drawing out all of these reasons why they might want to change their smoking habits, and we’re getting the person to consider change and to move a little bit closer to committing to a cessation group, rather than losing the person by engaging them in cessation services when they’re not yet ready.
LAURA GALBREATH: Great, thank you. Another question is, “During the affirmation questioning, would it be okay to ask a direct probing question that may put the person on the hot seat?” [49:00] 

JEREMY EVANDON: Mm. I’m not sure what exactly is meant by that in terms of an example. But I know that when using motivational approaches, we want to try and steer away from putting the person on the hot seat, and rather we want to develop discrepancy. So, “Tell me about how—you know, help me understand how this behavior that you’re engaging in, your substance use, is helping you achieve your goal of finding a job. Help me understand that.” So we take a more inquisitive approach, and so in that sense it becomes uncomfortable for the person. But we’re not putting them on the hot seat, confronting them, and potentially destroying a relationship with them that we need in order to continue to help this person move towards change. [50:00] 

Affirmations are more intended in drawing out strengths that the person has, and pointing that out so that they believe that they can change. And many times people are not expecting to hear an affirmation out of our mouths, and so it kind of catches them off guard and it really helps set a clear path towards developing a trusting relationship. The more people trust us, the more they feel a connection, the more honest they’re going to be and open about their behaviors. And in that sense we can be much more effective in the change process.
LAURA GALBREATH: Great, thank you.
JEREMY EVANDON: So I hope that answered the question.
LAURA GALBREATH: Yeah, no, it definitely, certainly. We have some other questions, but I know we have some other content, so let’s go ahead and move forward and we’ll come back to some additional questions a bit into the next section. [51:00] 

JEREMY EVANDON: Good. So there are things, there are ways and behaviors that we engage in as professionals when we’re trying to help somebody, to help somebody change. We’re really trying hard, we care about them, we care what happens to them, we see a lot of potential. Or we’re just getting frustrated with the situation. We’ve seen this particular behavior over and over and over again and we’re beginning to get frustrated. And so many times we engage in certain behaviors at that point that really increase resistance in the individual, make it less likely that the person will actually follow through with change. And oftentimes that damages the relationship. Remember I talked about resistance as signaling a problem in the relationship, in the helping relationship? So I want to talk to you about some behaviors that we engage in as professionals that all of us have done, including myself, and some strategies of how to avoid these things. [52:00] The interesting thing about all of these behaviors is, the more that we’re able to avoid them, the closer to the motivational interviewing model we’re actually able to get. So professionals helping professionals can get much closer to using motivational interviewing approaches through reducing some of these behaviors that increase resistance, as opposed to trying to do more and more skills related to motivational interviewing. And this will become clearer for you as we move through 

So six things that you can do to make your life more difficult, if you happen to be interested in doing that in your professional life. Here they are all listed, and I’m going to talk about them individually. Just remember that all of these can increase resistance in the individual or make it less likely that they’ll change.
So first off, questioning and answering the person. Engaging in a question and answer session, whereby we ask a question and they answer, we ask a question, they answer, we ask another question, they answer. [53:00] It becomes a little bit like Twenty Questions, if you did that game as a kid. You’re just back and forth in a ping-pong match here, and oftentimes you don’t feel like you’re really getting anywhere with that. The person becomes passive, because what’s happening here is you’re taking more and more control away from the person, more and more responsibility for the conversation, because you need to come up with that next question in order to continue to analyze the situation. And they become passive. They start thinking, “Well, all I need to do is answer this person’s questions and I’m out of here.” They’re not taking an active, responsible role in the communication that’s happening. And very often this happens with closed-ended questions. We’re just firing away at closed-ended questions and the person’s trying to answer them the best they can. [54:00] 

So ways to avoid the question and answer trap, if you will, as professionals. Use open-ended questions, open it up. That way the person has to really think about the answer and take some responsibility for the conversation. You want to reflect more than you ask questions. So more open-ended questions than closed-ended questions, more reflections than questions that you’re asking. Because reflections develop trust, they help the person open up and say more, and they will develop even more responsibility for the situation that way and more trust of us.

We might ask, “What is it that concerns you about this situation?” That’s an example of how we can open it up, have a broader conversation. [55:00] And it’s likely that we’re going to get information that we didn’t anticipate, a question to gather that information or to draw up that information. Just have a conversation with the person, just interact with them in away that’s low key. And sometimes it takes a lot of practice of these skills in order to get it to sound like a conversation, because not all of it’s natural when you’re first learning it. 

And be person-centered versus organization-centered. So one of the primary situations where we run into the question and answer trap is when we’re assessing a situation. When we’re doing an assessment and we’re asking these closed-ended questions that are on our form and we’re trying to get all of the information that we need in order to open services and help this individual. But when we’re doing that we’re focused on what the organization wants, not what the person wants. [56:00] And so find ways to be more person-centered and ask them what’s going on with them.
Arguing for change is another thing that we do. Very often, when we hear a person talking about not wanting change or feeling ambivalent, we make the assumption that the reason why they’re ambivalent is because they don’t have all the information or the knowledge that they need in order to decide to change. And many times that’s really not the case. People are ambivalent because they feel stuck. They have weighed out much of the information and it looks pretty balanced to them. And so they get stuck between wanting to change and not wanting to change. We’re trying to fix the problem when we’re arguing for change. We’re giving all the reasons why this person needs to change. “Look at the way that this is destroying your life, look at all the things that you’ve lost. You really need to make a change in this area of your life so that you can improve yourself and reach your goals and do what you want to do with life.” That’s trying to fix the problem. [57:00] In motivational interviewing, or with motivational approaches, we’re trying to draw out all of those reasons from the person why they would want to change, versus giving into them.
If you’re hearing a lot of “yes but” — “Well, that sounds great but I don’t know if I can,” or “That sounds great but I tried that before and it didn’t work” — you’re likely engaging in the arguing for change trap here. It places you and the person you’re trying to help at odds. You begin to get into a tug of war, where they’re arguing for not changing, which they’re likely to do if you’re verbalizing the side of them that wants to change. They’re not going to say more about why they would want to change, they’re going to start arguing for not changing. And that’s a problem because you’re in this tug of war. And also, the more a person talks about not changing, the less likely they are to actually follow through with change. [58:00] And so the opposite effect actually happens. We set out to convince this person to change, and they are, through talking about not changing and through verbalizing the other side, reinforcing not changing, and less likely to change as a result. It’s a power struggle that you won’t win because ultimately they are in control of their own life.
So some solutions to that. Understand the person’s dilemma. Get on the side of not changing. Reflect back the part of them that doesn’t want to change. And the interesting thing here is the opposite actually happened, the opposite of the situation we were talking about before. If we summarize all the reasons why they don’t want to change, many times the person will start to talk about changing, and argue for the other side because that’s not being voiced. And then they’re much more likely to change the more they talk about doing it. Ask them about what worked, what didn’t. Learn from the person, become the student and they become the teacher for a while. [59:00] Allow them to be in control of the situation for a second so that you can learn more about their experiences. Help them to identify the benefits of the behavior and the costs of changing, and the costs of the behavior and the benefits of changing. And look at both sides of it so that you can stay objective and they are feeling like they’re being heard.
Only offer advice to the person with their permission. Or give them the option to take it or leave it. You know, “I want to share some information with you. You can take it or leave it, I just want to make sure you have it in case you need it.” Permission’s really important in maintaining that feeling of autonomy, like they have control over their own lives. [1:00:00] And so saying something like, “I’ve got some ideas about this area of your life that you were talking about. I’m wondering if it would be okay if I share those with you.” And getting their answer and then providing the advice that way can really save you some time so that you’re not fighting the person.
Being the expert is another way that we get in the way of changing. We kind of take over the situation. This is that directive communication style that I was talking about earlier. In many respects, for many behaviors we can be an expert for the best treatment and what works best and the treatment plan that works best for most individuals. The problem with that is we’re missing information about what works for this individual. And so it’s far better if we can understand their experience first, add to that some of our experiences, and then we can really work together to develop a plan that works for them and is more successful in helping them change. [1:01:00] When you’re the expert, you’re taking control over the situation, the person again becomes passive, and they have no commitment to the plan that’s in place. If something goes wrong you’re to blame, not them, because they have not committed to this plan that you developed. And it results many times in half-hearted commitments, people not following through or adhering with the treatment regimen because they had no say in the plan. 

So some solutions. Offer advice with permission, as we said before. Remember the person is the expert regarding their own experience, and it’s important for us to understand that in order to be successful. Be a resource for them. When they are ready for information, be there for them to share that information. [1:02:00] Be the encyclopedia or the website that they can go to, the person that they can go to to get more information when they’re ready or when they’re interested. Collaborate with them rather than direct. That’s the dance that we were talking about earlier. And offer choices whenever possible. So arrange it. If you have to direct them in a particular area, at least offer a range of choices that they can choose from to respect autonomy.
Labeling is something else that we do. Diagnosis can be a label. Particular types of individuals can be a label, and calling that person a particular type. Essentially the idea behind this is we’re putting the person into a box as if that’s all this person is and they’re nothing more. And people in general, people in everyday society, will resist labels. They don’t like being called labels or being associated with labels in general. [1:03:00] It’s really problematic for the person, because they begin to believe that there’s no part of them that can help them with this situation. All they are is their diagnosis, all they are is their condition. All they are is this problematic child that their parents or their teacher or whoever has been talking about. And so it can become a self-fulfilling prophesy that way. It affects their outlook on their own change process, it also affects our outlook. And there’s been a lot of research that’s been done around the importance of hope and optimism in the professional, that that can actually influence outcomes in the change process. That people are more likely to be successful in the change process if in fact they have a helping professional that has hope and optimism that they can recover or change their behaviors. [1:04:00] 

So some solutions here. Ask yourself, what’s behind the label? Why am I using this label, what’s the purpose of it? Is it to bill for this service? That I need a diagnosis in order to bill for this service? Or is it something more, that I’m trying to explain something that’s really frustrating to me? Or that I’m trying to vent about an interaction that I just had? Am I focused on myself, or am I focused on the individual that I’m trying to help? Am I seeing the bigger picture of the person? One way to avoid labels is to use the person’s own language, how they describe themselves and their situation. At least then, even if they’re using labels, you’re connecting with their own experience. Be person-centered versus treatment-centered, focus on the individual. [1:05:00] And realize that change actually can be achieved without the acceptance of labels. That a person doesn’t need to say “I am mentally ill” in order to begin the process of improving symptoms that they’re having in their life, or begin to make some changes that improve their symptoms. The idea of accepting a label really doesn’t help us connect with the person, and it doesn’t help the person be hopeful that they can achieve their goals.
Premature focus. In this situation we’re going after something that we view as the problem, and we’re taking an active approach. So again, we might be going after, “Tell me about your substance use and how that’s an issue in your life.” Or, “Tell me about the consequences that you’ve experienced as a result of your substance use.” [1:06:00] “Tell me about the problems that you’re having at school.” All of these things focus primarily on the problem that we’ve identified, but it doesn’t open it up to discuss the problems that the person has identified for themselves. We’re going straight for what the agency views as the problem, or the organization views as the problem, versus the individual.
Also, be aware of your desire to want to demonstrate that you’re competent and that you have insight into a particular behavior. While you may understand that fully, and you may have been educated about that, and understand the behavior and the ins and outs of that, it’s important that that person that you’re working with goes through their own process of understanding and moving towards why they would want to make this change in their lives. [1:07:00] 

So the solutions here. Understand the person’s own goals, open it up to them. Understand the person’s dilemma that they’re having, which may not be related to your focus. And you can look for opportunities to then talk about your focus within the context of what they view is most important. Collaborate with them, work together rather than direct. And evaluate where the person’s at in terms of importance that they changed this behavior to them, how important they feel it is, how confident they are that they can change, their readiness to change and their willingness to change. And we’ll talk about some specific skills that you can use in the next two webinars to continue to evaluate importance, confidence, readiness and willingness.
And lastly blaming. The blaming trap. Getting into pointing fingers at folks. [1:08:00] Very often we start to do this because the person’s pointing fingers at us, or pointing fingers at our team or our organization. We’re trying to find who’s at fault so that we can solve the problem again. We might be blaming the person for getting themselves into this mess, we might be blaming the people around them that they care about for being unhealthy relationships. The issue here is not who’s right or who’s responsible, the real issue is what we can do to connect with this person, what we can do to maintain the relationship. What will increase resistance and increase barriers. And in this sense, the more we blame, the more barriers we have in the helping relationship, the less likely the person is to connect with us. The saying “you need to accept some responsibility” is not particularly helpful for the person that is not interested in changing this particular barrier. [1:09:00] So find out what it is that they are concerned about and switch directions, shift your focus a little bit to another particular area. 

I began to talk about these already in terms of solutions. “What’s troubling you? What are your goals? What are you interested in?” Acknowledging that change is difficult. No matter who you are or what change you’re trying to make, what behavior you’re trying to change, it’s much more difficult to enact change than to continue to stay the same. And so people are naturally going to want to avoid changing. And just acknowledging that can be an important step in understanding the person.
This is an example, making a suggestion, or shifting focus here: “I’m not interested in looking at who’s responsible, but rather what’s troubling you and what we might be able to do about it.” You get the collaborative feel from that statement, that “I really want to work together with you to find some solutions rather than point fingers.” [1:10:00] 

So in summary then, some things that we’ve talked about today to kind of give you a foundation to hopefully move on to the next two webinars where we’re going to address primary care situations and specific skills that can help in primary healthcare settings, and also in session 3, specific strategies that are useful in behavioral health settings. And no matter where you are, these two other webinars can be useful no matter what your position is to you. So if you have the opportunity or the time to attend both trainings, please feel free to do so, you can get something out of both. And if you’re only able to attend one, then perhaps think about whether you’re closer to behavioral health settings or whether you’re closer to primary health care in choosing which one you can attend. [1:11:00] 

But in summary, listen to the person. Communicate understanding to them. Understand their perspective first before you begin to talk about solutions. Try and guide them, use the guiding style more than the directing style. If you’re going to a foreign country, you don’t want a tour guide that tells you what you’re going to see, and how you’re going to see it, and in what time frame, and when you’re going to come and when you’re going to go home. You want somebody that asks you about your interests, that’s there for you for information if you need it, and helps you through the process of having a good experience in another country, but doesn’t tell you what you’re going to do. And that’s the same for the folks that we serve. 

Respect autonomy. Ultimately the folks that we serve are in control of their lives anyway. They get to decide whether they change or not. [1:12:00] And acknowledging that is important in reducing resistance and making it more likely that they will change. Make your life easier. Make your work easier. Work less hard than you do every day and avoid the traps. Try and stay out, be aware of when you fall into the traps, and try and stay away from that. Find another way to meet your collective objectives than falling into the trap. Just have a conversation with the person. Make it comfortable. Use what laymen refer to as “good bedside manner.” Just be there with the person and have a conversation and understand where they’re coming from. And spend at least a little bit, at least a few minutes, doing that before you embark on the other aspects of your role.
Listen for, encourage, and reinforce language about change. [1:13:00] Even the person that is in Precontemplation stage, who is saying “I’m not interested in changing at this time,” might make the statement, “I really wish I could, but it’s just not possible.” And that’s a statement that’s in line with making a change in their life. “I really wish I could.” And so there’s ways that we can reinforce that and encourage that through use of open-ended questions, affirmations, reflections and summaries that make it more likely that the person will talk about change, get committed to making a change in this area of their life, and actually follow through. 

And then it’s important to remember that, given the choice between changing and proving that it’s not necessary, most people get busy with the proof. It’s extremely difficult for individuals to change areas of their life, change behaviors that they’ve been doing perhaps their entire lives. And recognizing how difficult it is for an individual to do that, it’s an important first step. [1:14:00] And also recognizing that there’s more work, more skills that we need to learn about motivation interventions after this webinar. So I would encourage you to seek out resources that are out there and available to continue to learn more, books that I’ve mentioned. We have some CD tracks that are available online that you can download, share with others if you’d like, or just listen to yourself, related to our experiences here at the Center with motivational interviewing and helping other people change, and I’m hoping that that’ll be beneficial to you. We also have a wealth of other resources that are available on our website, you can see that down below. And it’s a pleasure to be able to talk with you today. And I’m thankful to the Center for Integrated Health Solutions for bringing us in on this process and allowing us an opportunity to help you all learn more about this, so thank you for taking time out of your busy schedules. [1:15:00] And I’d like to open it up again to any questions you might have at this point.
LAURA GALBREATH: Great. Thank you so much, Jeremy, this has been wonderful and I’m glad we’ve gotten some time for questions. I have a lot of people that have typed in, but I am open to taking a few, if people want to click on the hand icon and verbally ask their question, I’ll take a few of those as well. I wanted to know if you have kind of an example, kind of just statement that you would give to somebody around trying to— Sorry, now I just lost the question. Help a client move closer to addressing to addressing the problem. So is there kind of a standard question that you’ve used or that would be helpful for clinicians to kind of avoid them from focusing on the problem and focusing on kind of the solution? Or option? [1:16:00] 

JEREMY EVANDON: Yeah, there’s a variety of different ways you can do that. One way is allowing them to realize that—or showing them that you understand the problem. So sometimes we’re focused so much on moving towards solutions that we forget to reflect to the person that we understand, we get the problem that we’re facing. You know, “It’s going to be really difficult for you to make this change in your life. You’re not sure if you’re going to be able to do it. You’ve tried it before and it’s really difficult. And you’d really like to find some solutions here, but at this point you’re not seeing much that’s available to you to help this change happen.” [1:17:00] So acknowledging where they’re coming from is an important step in them being able to let go of talking about the problem all the time and start to imagine how things might be different. And then I might follow up a statement like that with an open-ended question related to hypotheticals, or past or future that would allow me to draw out some talk about solutions. “So tell me about something that—this change is really difficult for you to imagine happening. Tell me some things that you’ve changed, something that you’ve changed in the past that you were really successful at changing. Help me understand that process. What was useful in the process of changing then. Was there ever a time that you thought that you couldn’t make it and then you realized that you could? How did you get to that point?” Really understanding a past success that they had can build hope and optimism that they can change. [1:18:00] And then connecting those strengths that they have to the current behavior by getting out, getting into hypotheticals versus talking about the present moment, can really help the person begin to see that change is possible.
LAURA GALBREATH: Great. “Would that questioning also be helpful, or that acknowledgement of the problem be helpful?” is the question we have. That question’s about cultural differences among clinicians and clients and how that impacts motivational interviewing.
JEREMY EVANDON: Motivational interviewing has been found to be very useful and successful, effective with folks of various cultures. In fact, there’s an international organization of trainers focused on this very topic, Motivational Interviewing Network of Trainers is international. So there’s people doing trainings in a variety of different cultural settings, different countries, and figuring out how this fits in different areas. [1:09:00] But at the heart of motivational interviewing is this desire of the clinician to understand the person, to connect with who they are, their experiences, what they’ve gone through. And so if you’re being person-centered you’re also attending to cultural aspects of this change process. And so in that way it’s very useful in working with people of other cultures, because you then become the learner and you’re beginning to learn about their culture and how that impacts this behavior.
LAURA GALBREATH: Great. I have a question here from some peers, but I think it’s common across probably many professionals. “I am here with a group of peer recovery support specialists. We are currently in the process of making lifestyle changes. As peers, we are trying to be the role models for consumers that we serve. [1:20:00] I personally find it difficult to talk to someone about, for example, eating healthier, if I am not eating healthy myself. What do you suggest as an approach to talking to someone who is struggling with the same issues that we are struggling with?”

JEREMY EVANDON: Yeah, there are a lot of unique challenges with peer involvement in the change process, and it’s a really, really helpful aspect. I’ve found that involving peers in treatment settings or just support settings is tremendously helpful. But we can also run into some traps there, right. We can begin to wonder whether we can really help this person if we’re not changing our own lives. So if we’re continuing to smoke, or we’re continuing to eat in an unhealthy way, but we’re trying to help this person eat healthier, that can be a sticking point for us. [1:21:00]
One of the important things to remember is, if you’re being person-centered, truly person-centered, and you’re focusing on what this person feels they can do to improve their lives, you’re not assuming that you have made this change and that you are in an expert role and have all the answers. Motivational interviewing really sets us free from having all the answers and allows us to just explore what the person, what they can do to improve their situation, what will work for them, what they want to achieve. So we’re not putting on the person that they need to eat differently or stop smoking, we’re really trying to help them have opportunities to argue that for themselves. And so in that way our behaviors don’t need to be perfect for us to be helpful for others. [1:22:00] 

We can also get into the trap of thinking that what we’ve done in the past to change a behavior—let’s say that we’ve done it, we’ve achieved this, and we can begin to think that that’s the way that everybody needs to do it because that’s what worked for us. And that also can be problematic, because we’re then—we’re directing the person. So when I talked about the expert trap and a directive type of style and approach, while we bring a lot of really good experiences to the table, we need to respect that the person has autonomy over their own life and it’s important that they make decisions that they’re committed to in order to change.
LAURA GALBREATH: Great, thank you. We’ll see if we can talk to somebody on the phone. Pauli Scholar, your line is open if you have a microphone. Pauli, are you there? Oh, let’s try one other person. Larry Sozer, if you’re on the line you can ask your question. [1:23:00] 

LARRY SOZER: No, I’m sorry, I didn’t have a question.
LAURA GALBREATH: Okay, no problem. So we do have a question, and I think we’ll probably get into this more also in the next one, where we’ll focus a little bit more on a primary care audience. But there is a question about how would you do motivational interviewing while you’re also kind of in the process of doing a standardized form like the PHQ-9 or another screening tool?
JEREMY EVANDON: Yes. Yeah, we’ve got all of these forms and these documents that we have to complete for our work. It’s important for us to be able to bill for services. Or perhaps the organization is collecting data research or something like that and it’s important for us to fill out all of these forms. [1:24:00] One of the ways that folks have found to incorporate motivational intervention into that type of process is by allowing a little a bit of time—we’re not talking about a lot—so five minutes of asking the person about why they’re coming in to see us, what’s most important to them, what they want to achieve as a result of this process, what they’re hoping to gain, what they would like to change in their lives. And connecting with that, reflecting back to them, so that we show that we understand where they’re coming from. And then moving into a standard process of, “You know, I just want to let you know that we’ve got these standardized forms that we need to complete as a result of this process, and I’m hoping that you and I can learn together a little bit more about you through that process. But I’m also going to connect with you at the end about what you think about the process and what we’ve learned and where we go from here.” [1:25:00] So reassuring that person that you’ll get back with them after you’ve completed your standardized form, and then actually following through with that on the end. Providing five to ten minutes if your able, to ask them, so, what do they think about this process, what do they think about all of this? If you end it in a diagnosis, “What’s your understanding of that diagnosis? What’s your understanding of the symptoms that you’re experiencing, and how can we best help you with those symptoms?” Offering a menu of choices that they can engage in that might help them improve their condition at the end is another way to offer them choices in a situation where they might not feel like they’re in control.
LAURA GALBREATH: Great, thank you. I have just time for a few more questions before we wrap it up. What would you say is the difference between motivational interviewing and kind of what’s done with professional counselors learned in basic counseling techniques with Carl Rogers? [1:26:00]
JEREMY EVANDON: Mm-hm. Well unfortunately, because of the timeframe here, we haven’t had a lot of time to expand on what’s different about motivational interviewing. You haven’t learned all of the skills here today, you’ve just learned the basics. And the basics are related to Carl Rogers’ work, that the foundation of motivational interviewing rests on client-centered counseling and what Carl Rogers developed way back in the 50’s. Motivational interviewing is different from that work in that it has a particular focus, a particular direction. We have a change target. We have a behavior that we’re working towards, and we’re working on eliciting and reinforcing anything that the client says related to moving towards that change target. [1:27:00] 
And so that’s a bit different than what Carl Rogers might have done, or was trying to do in his work. He was trying to follow the client and go where they’re going, and relationship was key, and empathy key. And while all of those things are important to motivational interviewing, we add to it with the focus on a changed target.
LAURA GALBREATH: Great. Well, thank you so much. And we do have other questions and we will share those with our presenter so that he can address some of those in one our follow up webinars which we have coming up on motivational interviewing. I want to remind folks that the other two webinars, we do have a lot of folks that are registered, actually over two thousand for the next two webinars. And only first thousand that log on will be able to access this, because the live webinar can only accommodate up to a thousand people. We do have copies of the PowerPoint slides that are already available on the Center for Integrated Health Solutions website. [1:28:00] You can go there now and download those. Later today or tomorrow we’ll have a recording of today’s presentation, as well as a transcript that will be available within the next couple of weeks. Do please make sure to complete the survey at the end of today’s webinar. We welcome your feedback. We do look at it and use it to inform other Center products and webinars, so it’s very helpful to us. And I just wanted to give a big thank you to Jeremy for your presentation. We’ve seen some great ideas and strategies that we can all use in our clinical practice as well as in our everyday life, so very helpful and we look forward to the rest of the series on motivational interviewing from the Center for Integrated Health Solutions. Thank you Jeremy, and thank you everyone. Have a great day.
END OF AUDIO
END TRANSCRIPT
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