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BEGIN TRANSCRIPT:
LAURA GALBREATH: And welcome to the SAMHSA-HRSA Center for Integrated Health Solutions webinar on Enhancing Strategies to Promote Individual Change in Primary Healthcare Settings. Today’s webinar is designed for primary care staff working in an integrated setting. This is part two of our three part motivational interviewing webinar series Helping People Embrace Behavior Change in Healthcare Settings. My name is Laura Galbreath, Director for the Center of Integrated Health Solutions. And co-moderating with me today will be Emma Green, Technical Assistance Coordinator for the Center. As you know CIHS is dedicated to providing primary behavioral healthcare staff strategies to support individual’s readiness for health-related behavior change using motivational interviewing and other resources. Intended to offer participants concrete skills they can use in daily practice, this three-part webinar series is designed to be useful regardless of whether you can participate in one, two, or all three of our webinars. If you did miss our first webinar and would like to access it, it is available online at www.integrated.samhsa.org. We have a recording, pdf of the slides, and transcripts are also available. [0:01:19]
Our presenter today is Deborah Myers, Consultant and Trainer for the Center for Evidence-Based Practice at Case Western Reserve University and it’s Ohio Substitute and Mental Health Coordination Center of Excellence Initiative. She provides technical assistance to service systems and organizations that are implementing evidence-based practices, emerging best practices, and other strategies that improve quality of life and other outcomes for people diagnosed with severe mental illness and substance abuse disorders. Prior to joining the center Ms. Myers worked as a program manager in community behavioral healthcare where she provided leadership for the implementation of the integrated dual disorder treatment model as part of the national implementation supporting evidence-based practice projects which were supported by SAMHSA and coordinated by the Psychiatric Research Center of Dartmouth Medical School. Ms. Myers is a member of the motivational interviewing network of trainers and international association of trainers in motivational interviewing. [0:02:17]
Before I turn it over to Ms. Myers I just want to give you a couple of housekeeping remind you that today’s webinar is being recorded and all participants are in a listen only mode. On the right-hand side of your screen you can type in a question at any point during the webinar, and we’ll get to those when we have breaks and at the end for our Q&A sessions. Today’s slides are actually already posted online at the website. So if you’d like take a moment and go to integration.samhsa.gov. Under the webinar section you’ll find today’s slides that you can print and go along with us with the hard copy. And lastly, I just want to remind you to take a moment to provide your feedback by completing a short survey at the end of today’s webinar. We use that feedback to inform future webinars and really look forward to your feedback and are excited to have Deborah Myers with us. And at this time I’ll turn it over to Deborah to get us started. [0:03:17]
DEBORAH MYERS: All right well Laura and Emma thank you for having me. I’m really excited to do this presentation today for you and the other participants. Today we’re going to be looking at briefly an overview of the behavior change process and some core assets in the motivational interviewing model. We’ll also explain problems encountered when providing health-related information to patients and talk about strategies that can be used to minimize the information overload that the patient may feel. And then also discuss and apply three skills that promote constructive health-related behavior change discussions. For those of you that were on the first webinar, Engaging People in Discussions about Health Related Changes, and for those of you who were not we’ll take a minute to review a bit of the content. [0:04:12]
Individuals change voluntarily only when they become interested or concerned about the need for the change. Our interest in it isn’t necessarily going to promote a behavior change on their part. It’s important that they reach a conclusion that it’s in their best interest to make that change and that the benefits of making the change outweigh the cost of staying the same for them. In order to make the change they’re also going to need to organize a plan of action that they’re committed to implementing rather than one that we may have designed for them without their input in development of that plan. And then lastly they’ll need to take actions that are necessary to make the change and most importantly to sustain that change over time. [0:05:01]
Three elements or components of change that were discussed is resistance, which we refer to ask a disconnect in the relationship between the provider and the patient where disconnect is present and the person doesn’t feel that they are trusting the provider it will be difficult to have conversations about making a health-related behavior change. So first we would want to work on that and build a rapport with the individual before proceeding. Ambivalence is another component that we’re going to want to pay attention to. This is actual helpful. People often feel two ways or more about a particular behavior that they’re engaged in; for instance smoking. If someone’s smoking they may have some positive benefits from that. It helps them calm down. It may prevent them from gaining weight. On the other hand they may feel like I don’t breathe as well as I used to. And this is helpful because then we get to have a conversation with them about how they feel both for the sign of change and how they feel about not making that change. And our goal is to be able to either increase the ambivalence or sometimes even develop ambivalence more than create some discrepancy. It’s an uncomfortable place for people to be and they often have a natural tendency to want to resolve that discomfort and that often can take them towards becoming motivated for a change. What we want to avoid is creating a situation where they’re uncomfortable and they just give up and decide to continue to stay the same and maintain the unhealthy behavior. [0:06:53]
So what is motivational interviewing? It’s a person-centered collaborative form of guiding to elicit and strengthen motivation for change. You know the underpinning really is that it’s a partnership between the provider and the patient in that we’re working with them in a way that helps them develop and maintain their own motivation for change, and consider the possibilities about how they might go about making the change that are the right paths for them as opposed to a path that someone else has chosen for them. [0:07:32]
At it’s core motivational approaches happen within the context of a conversation with an individual rather than sort of this top down me letting you know what’s wrong and what the treatments are for your particular condition. Instead we have a conversation where I listen to the patient and learn from them what their experience is with the illness or the condition that they have and what their environment is. What are the things in their environment that help support a healthy behavior change, or things that actually may be getting in the way and they feel powerless or unable to do anything about. As I listen to them I need to show them that I understand what they’ve said to me. So I want to communicate understanding of that to them and that they have been heard. And also respect that whatever change they make that decision is theirs. It’s up to them that regardless of what I want or the provider may want it’s really going to be the client’s decision or the patient’s decision about moving forward. [0:08:44]
It’s important to make sure that you have a relationship and develop a rapport with that individual. If resistance is present it would be an indication that you need to continue to try and develop that rapport before proceeding, and that we’re always listening for, and encouraging, and reinforcing language that’s in the favor of making that health-related change. 

In today’s webinar what we’re going to do is focus on strategies that actually promote patient change in the primary healthcare setting. There are some unique things that we would to pay attention to. Some complications that we encounter in using a motivational approach in a primary healthcare setting are being the experts, information overload, and demanding change. We’ll take a look at each one of these. [0:09:44]
When we talk about be the expert what we’re referring to is relying on your expertise only in your approach with the individual. So you would be providing information to them about their condition and then also about treatments and what steps they could take to improve their own health without taking into consideration information from that individual and seeing them as a partner in this healthcare journey that they’re on with you. When we take that approach where it’s we have the expertise, and you put a lot of time and energy into developing that expertise and it’s important for the individual to have access to that expertise, providing it to them in a way that makes it accessible to them it allows them to use it in a way that also works with them with what their preferences are. This is how we would want to think about moving in that direction. [0:10:47]
When we don’t, the people that we’re serving become more passive. The patient can just disengage. After all as a healthcare provider you’re the expert. You just tell me what to do. And then we get half-hearted commitments where people say okay sure. If we’re talking about being overweight they may say okay fine I’ll try to exercise more and I’ll try to eat healthier. And they come back in a few months and they haven’t lost any weight, they’re not eating healthier, and they’re not exercising more. It wasn’t based on something that was going to work for them. [0:11:28]
So how do we counter that? One strategy is that when we’re offering information to the patients that we first either seek their permission to give information or we offer the information with permission to disregard. So that might be if someone is overweight and we want to talk with them about strategies that they could lose weight because the overweight situation also influences maybe their blood pressure, it influences their breathing, it influences in their knees, all kinds of other conditions that we know go along with having excess weight. So we might talk about some things that other people have tried such as parking further away from the store, maybe making a list of where they go to the grocery store, reading labels, joining a gym. And when you put multiple options out there it’s easier for them to say well maybe one or two of those would be something that I could use, but those other three things that you talked about are just not going to work for me. And so then we’re going to move in the direction with them on the two things that they decided they would like to give a try. [0:12:46]
It’s their experience. They’re the ones that have to put this into action. And as a partner we can be there with information and resources for them. And, again, knowing that no matter how hard we try we can’t force them to make a change. It’s going to be up to them to chose what’s right for them. 

Information overload is another complication in primary healthcare. You’ve spent years getting an education and you have a lot of information about the conditions and the treatments for those conditions that individuals are facing, and they’re in a different place. They’re experiencing these symptoms or conditions and it’s effecting their life to varying degrees. And we want to share that information with them to help them make the best possible decision and change their behavior so that they can enjoy more health. [0:13:50]
When we provide information we tend to share a lot of information in a short period of time and people become really overwhelmed with that. And they’re unsure like oh my gosh that’s so much. I just don’t know what to do about all this and they become paralyzed and unable to act. The other thing is that they stop hearing what we’re saying. If we are telling someone about some recent tests and the results on the tests are that it confirms that they do have cancer, and we’re sharing that with them, and then we move on to talk about treatment options, and benefits, and complications from those treatments, the person’s still back at the word cancer and they haven’t heard anything beyond that. And in order for them to make an informed decision about their care and what’s right for them in their family, they need to be able to hear the information that we have to give them. [0:14:57]
So the solution that we would offer for that would be to think about what you’re saying, provide small amounts of information at a time trying to avoid the jargon which can be difficult; but trying to avoid that. And then stopping and checking your understanding or their understanding of what you’ve shared with them. Perhaps you just shared a bit of information about the test and the results of the test and maybe that you need to do some further testing. And you stop and check and they say I don’t even know what that test is. What does that mean? It gives you an opportunity to clear up the misunderstanding, give them the information, and then be able to share more information with them. So this periodic checking to make sure that do you understand everything that we’ve gone over so far? Is there anything that you don’t understand in what I’ve said? [0:15:57]
And then the third complication would be demanding change. There are a lot of pressures on healthcare providers to help patients make healthy behavior changes and have good clinical outcomes. And in an effort to do that sometimes we might come across as telling the person that they have to make the change. And when we do that people don’t like it. I mean it’s just human nature. Nobody likes to be told what to do. And it can cause a disconnect in that relationship with the provider that might create a resistance where people push back. It’s like a tug of war and power struggle and nobody’s going to win that. The provider doesn’t win because the patient stops paying attention to what they have to say or doesn’t tell them the truth and starts lying about whether they’re actually exercising or eating properly. And the patient doesn’t win because their health doesn’t get better and in fact it may get worse. [0:17:12]
So when we think about how can we convey to someone that change is important and include them as a partner in the change process we want to look for opportunities to help them create opportunities for the person to voice their own need for a change; for them to tell you doc this weight is just bringing me down. I’m tired all the time. I can’t get up in the morning. It’s hard to get up a flight of stairs. I just can’t take this anymore. I’ve got to do something. That’s ideal. We want them to tell us that rather than us saying to them look there’s all these things that are going to happen in your life if you don’t make a change in your weight. We want to offer options as we help them think about what are ways that they can change this behavior in order to be healthier. Promoting a range of options is an ideal way to go. They get to chose and they feel like they’re in the driver seat then which they are anyways. [0:18:23]
We want to view the person as capable of making change. When we reach a point where we become frustrated with someone maybe they’ve continued month after month, sometimes year after year, continue with the same behaviors. We’ve talked to them about their smoking and their weight and nothing seems to change. We would want to convey to them that we understand that it’s just not a priority for them right now. As a good healthcare provider we’re going to periodically revisit this with them because we’re concerned about them and we want the best for them. Yet they’re not yet ready to make the change. They are able to and you are optimistic about their ability to make the change when they’re ready to do so. Again, always being a resource whether it’s regarding providing information to them, offering different treatment options, things that other people have tried, community resources, that sort of thing. [0:19:30]
Before we proceed into communication skills that are used in healthcare I wanted to check with Laura to see if we have any questions. 

LAURA GALBREATH: Thank you Deborah. We have one question. Shelly’s asking what typically got someone to realize they need to make a change specifically for people suffering from obesity? 

DEBORAH MYERS: Generally human beings are prompted to recognize that they need to make a change when they start experiencing more negatives associated with it than positives. In weight, for example, that tends to creep on slowly and people just kind of don’t pay attention to it. You know you go out and you buy the next size up and then a year later you’re buying the next size up. It’s when they begin to experience more negatives. Not negatives as defined by us but negatives as defined by them. So they may say I just can’t fit in the airline seat anymore. I have to fly for work and it’s embarrassing because I can’t fit in one seat, or I’m spending a lot more on food than I would like to, or I don’t feel as attractive as I used to when I was at a lower weight. And when that starts to become more than the benefits of their weight, enjoying the food that they eat, the wine that they have with their dinner. You know there’s a lot of empty calories in alcohol. So when they begin to see there are more negatives in continuing the behavior than there were in benefits for staying the same. I hope that answers the question. [0:21:31]
LAURA GALBREATH: Yeah, and folks have added others. We’ll go to one more question and then back to the presentation. What do you suggest when someone comes to you with a problem and can’t identify the reasons for the problem and don’t want to really change their behavior but want the problem to change? I don’t want to insulate that I know what the problem is but I know what they need to do in order to change. It’s complicated. 

DEBORAH MYERS: Let me see if I have this question correct. What do we do when someone comes in and they identify a concern; they don’t want to make a change. They want things to get better without changing. 

LAURA GALBREATH: They may not realize the reasons for the problem. So like say obesity that they’re coming in with health complications and maybe they’re not making the clear connection between their weight and the health condition. [0:22:30]
DEBORAH MYERS: Yes. Okay, now I get that. So there are things contributing to the weight and they’re not aware of what those would be. And that’s where providing information’s going to be really helpful. We’ll talk about a strategy at the end of the webinar today about gathering information but I would ask them one what they already know so that I could find out what information that they have. And if I’m of the opinion that other tests need to be done or I have already have the information, I know what’s contributing to it, I’m going to ask their permission to share more information with them and then share a little bit of information like we discussed in information overload. And then I’m going to follow-up and ask them what their understanding of what we’ve just talked about is. And I’m going to want to check with them. There’s strategies coming throughout the rest of this webinar that would be useful in evaluating how important it is to them to make a change or not. So we’ll look at those and kind of refer back to this as well. We’re always wanting to be in partnership or wanting to increase their awareness without telling them what to do. Does that get at it at this point? [0:23:57]
LAURA GALBREATH: I think that certainly helped and maybe we can get through a couple of case studies at the end and have the person who typed in the question give us an example.
DEBORAH MYERS: Absolutely. Because it does help to have more context to answer the question fully for the individual. Are we ready to proceed then?
LAURA GALBREATH: Yeah.
DEBORAH MYERS: If we take a look at communication skills in healthcare I want to look at skills and how those skills influence style. So if you look on your screen and on the right-hand side around the middle you’ll see skills and then are listed listening, asking, and informing. And styles on your left-hand side of the screen at the bottom you’ll see going from left to right directing, guiding, and following. [0:24:59]
Each of these styles uses these skills of listening, asking, and informing in a little bit different way and a different amount. So in other words in a directing style we’ll be doing a lot more informing. We’re going to be doing some asking but the kind of questions that we’re asking are different than what we would be doing if we were using the guiding style. And I want to say to you that directing, guiding, and following are all three legitimate styles that are used in your work as a healthcare provider. It’s what’s the situation that you’re in will determine what style you want to use. [0:25:48]
Directing is a very common style and is most appropriate in a situation where you have say a medical emergency or things need to be taken care of rapidly. A trauma comes in through the emergency room or the emergency department and you’re not going to be doing a lot of wanting to learn about the person’s experience. You need to gather quick information, share information with either that individual if they’re conscious, and then the family if they’re present, but you need to make decisions and act quickly. And so directing is going to be a style that you use then. [0:26:30]
On the other end a following style you’re going to not be providing much information or doing a lot of informing. You’re going to be doing a lot more listening to the patient at this point. An example of when that might be appropriate, or useful, or helpful is when say you’ve just given somebody a diagnosis and it’s cancer, or say Lou Gehrig’s Disease, ALS, that sort of thing. That’s pretty powerful stuff for people to absorb and they may not be ready to move on and hear about treatments or what this means for them. They may be wanting to just talk about wow that’s a big deal to me. I just don’t know what I’m going to do. I don’t know what my family’s going to do. They just need to talk it out. And in that case we would be doing much more listening. [0:27:29]
A guiding style which I would say to you is maybe underutilized in primary care and can be a really helpful approach when you’re trying to help people consider making health-related behavior changes. I think about the number of people who show up in doctors offices every day who have multiple behaviors that they could probably benefit from changing in order to enjoy better health and a longer life and that doctors are having conversations and nurses are having conversations with people all the time about this. And if it falls into the following or directly style it may not be getting very far. And so we’ll take a look going forward now about how we use the listening, asking, and informing skills to provide a style that would be more consistent with guiding and hopefully help people move in the direct of making a positive health-related behavior change. [0:28:32]
So, again, the three skills asking, listening, informing you can use these in any combination. I’m not going to sit here and say you have to use them in a certain way. You’re going to be the person who’s in a situation with the patient and you’re going to be able to make the decision about is this time for me to be asking, listening, or giving information. In terms of the asking skills what we’re trying to do is consider is this a situation where we’re using what we would call close-ended questions. Are they designed to get small amounts of information like the number of packs a person smokes in a day, how many years they’ve been smoking, that sort of thing. You’re gathering a very specific information. [0:29:23]
The other type of question that is used less frequently but can net a great deal of information is an open-ended question. And the open-ended question allows us to gather a better understanding of what the person’s experience is. So we not only would learn how much they’re smoking and how many years they’re smoking, perhaps, but we’d also learn what’s going on with that that they are having trouble breathing yet it helps them stay calm and keep the weight off. They’ve tried to stop smoking many times before and haven’t been successful from their perspective. This is all very useful information for us as the healthcare provider in working with them and what’s the next step with them. So we want to look at how do we ask. Do we ask close-ended questions or do we ask open-ended questions? If we want more information we want to ask open-ended questions. [0:30:21]
They also promote a better relationship with the individual, the patient. When we ask the open-ended questions the person actually feels like we’re asking them to talk with us. We’re interested in what they have to say to us and that they matter to us. And so they end up feeling up like they have a better relationship with us and will actually indicate that in follow-up surveys. The open-ended question serves as an invitation for the person to speak and to say more. It also helps us make an assessment about how important it is to that person or to the patient to make a change. So this can be very useful for us. [0:31:14]
When we want to learn about… There’s different types of open-ended questions and so thinking about what types of open-ended questions would help you learn more about the person’s experience. I just listed a few here. There are a hundred of them that you could ask and these aren’t the only three by any means. So an example would be how have you been doing since our last appointment. When you ask that question the person can introduce any information about how they’re feeling physically, any complications they’re having, anything that they’ve tried, things are a success, things that are an obstacle. And they’re going to guide the situation by letting us know this is what’s relevant to me. Whereas if we just start in and ask how’s you’re weight? How much weight have you lost since you’ve been here or I see that you’ve gained five pounds since you’ve been here, we start restricting the amount of information that’s going to be available to you in that appointment. [0:32:19]
Another question that you might ask is what do you like and we use the example here smoking. This is kind of a nice question if you’ve got somebody who is not really interested in making a change because it helps you learn more about what’s maintaining that behavior. It also builds rapport and relationship with that individual. You’re not discounting them and they feel like you actually listen to them which is helpful in having future conversations with them about making a change. They’ll be more likely to talk to you about it. 

Another one that you could ask is what are your concerns about and in this example we’re using your breathing. So what are your concerns about your breathing? And in that way you’re getting them to tell you what the not so good things are which is what we want to hear. We want to hear reasons why it would be good for them to make a change and we want them to tell us, again, rather than us telling them why the change would be beneficial to them. [0:33:22]
So when we gather information we start out the interaction and the length of the interaction is going to vary depending on whether you do 15 minute appointments with patients or 30 minute appointments. You may be able to take more time to gather information from them. And as you gather information you learn about what their concerns are what they want to discuss with you in that appointment that day. Generally as a provider we have a number of concerns that we would also like to talk with them about and those aren’t always aligned. The patient may want to talk about three things and you may want to talk about three things and that might mean there are six things to be covered because they’re not the same. [0:34:08]
It’s the patient’s appointment and we want to take a collaborative approach with them. And, again, we’re a healthcare partner so we want to figure out what their concerns are and then balance our own concerns with their concerns. And how would we do that? After we ask our open-ended questions what we would do is then with permission share with them that we also have some concerns. So you might say Joe today you’re wanting to talk about eating healthier, and the problems you’re having with that, and you’re just not motivated to exercise. And if it would be okay with you I would like to talk to you about your smoking today and maybe at the end of our time together I can take some time for that. Prioritize what the person wants to look at and the person says to you well I want to talk about the healthy eating more than I do the exercise. I feel like I could do a better job of getting moving with that than I can with the exercise so I want to start with the healthy eating today, and then we’ll talk about the smoking. [0:35:29]
It may be that during the appointment you hear something or the patient brings up something to you that becomes a higher priority and you need to reprioritize what you were going to talk about in that session. Sometimes people realize that something they’re describing to you is actually a symptom of a medical condition, and you hear it as a pretty high priority one, and you need to bring that to their attention. So you may need to reprioritize. Just be straight forward about it. You know I’m hearing something that’s concerning me. Would it be okay with you if we stopped and I talked with you a little bit about this? [0:36:09]
A way of establishing focus is also agenda setting. There’s a number of ways that you could do this. You could do this verbally like we were just running through. You could have something in your office that has a variety of pictures of health-related changes that people that you see would need to make. In a dentist’s office you might have one set of a pictures. In a cardiologists you’re going to have a different set of pictures. So that’s an option. You could do this in writing. Sometimes just writing down on a piece of paper what the patient says to you as their areas of concern oddly enough people feel like you’re actually listening to them at that it’s important to you when you take the time to note what they’re saying. So it’s just an example you can use. [0:37:06]
Whoops. Sorry about that. Taking a look at open-ended questions that are going to help you… You know initially we were talking about questions that kind of open up the interview. Now we’re talking about open-ended questions that help you help the person give you language in the favor of making a change; this health-related change whatever that would be depending on your discipline. So one question might be why would you want to make this change. If we’re talking about obesity why would you want to lose weight. What are the not so good things about continuing to be overweight would be an example. A third one would be what are some of the benefits you see in changing your weight or losing weight? And all of the things that they say after that are things that are going to be language in favor of making a change. [0:38:12]
It’s important to assess how important a particular change is. Somebody can be talking about a change and it might not be a high priority for them right now or it might be a really high priority for them. And when people have very high priorities you can move onto assessing their confidence in their ability to make the change and doing some change planning. When the importance is lower we want to learn a little bit more and help build the importance. So this little ruler is handy for that and you can actually - we have these in a maybe five inch by two inch. It’s really handy to put in your pocket and pull out when you’re with a patient and just ask them on a scale of zero to ten how important is it for you to exercise more. We’re just using exercise more as an example. [0:39:12]
And so let’s say the person says a four which is sort of in the low middle, we would follow-up and ask why are you at a four and not a zero. And when we ask it that way they’re going to give us all the reasons why there at a four. And as we listen to them we’re hearing language in favor of making a change. I’m at a four because I know that if I don’t I’m just going to continue to gain weight, I’m going to continue to become more tired, my blood pressure’s going to keep going up, I’m just going to develop additional medical problems so this just isn’t good for me. If conversely we would’ve asked why are you at a seven and not a four all the language that we would’ve heard would’ve been reasons for staying the same. I’m not at a seven because it’s not bad enough yet. You know my blood pressure’s not that bad. I can still go for a walk with my wife so it’s not that bad yet. That’s not the kind of conversation that we’re wanting to have with our patients. So the way that we ask these questions is important. [0:40:24]
After we ask why are you at a four and not a zero we would follow-up and ask what would it take for you to be a five instead of a four. And then they would share with us what it would take. So they might say well I guess if my blood pressure continued to go up or if I gained weight instead of staying the same those are things that are going to say to me I need to do something about this now. So in this way we’re learning how important it is and what their motivations are. In addition, I also want to say because you might get stuck here what if they say zero on a scale of zero to ten I’m a zero. It’s not important at all. I’ve encountered this with people and their response would be this isn’t something that’s a priority for you right now. [0:41:22]
Now as healthcare providers I know that one’s a lot of pressure to continue to bring things up to people about their unhealthy behaviors. And so I would say this isn’t a priority for you right now. This has some pretty serious complications going forward and if it’s okay with you I’ll bring this up periodically, but I respect you telling me you don’t want to do anything about this now. That it’s not important right now. If it ever becomes important I’d like to hear about that. And in that way you leave the door open for future conversation without putting the person off. And they’re going to respect you and say yeah I get it. It’s your job to talk to me about this stuff but you’re not pushing me. So you preserve that relationship which is important. [0:42:16]
So if we assess importance we also want to know about confidence. People can have high importance but feel a lack of confidence in their ability to make the change. So we would use this ruler in the same way and this is on the back side of the importance side of this ruler. Zero to ten how confident are you that you can actually exercise more? They might be a two. Well why are you at a two and not a zero? They may say well you know I started parking further away from the store and taking more steps so I can do that. I’ve been able to do that but I joined a gym and I walk the track at the gym so those are some things that I could do. I don’t have a lot of confidence otherwise. What would it take for you to be a three instead of a two? Well maybe if I had a workout partner somebody who was willing to go to the gym with me then maybe instead of just walking on the track maybe I could use some of the equipment, or maybe if I had a trainer somebody who could show me then I’d feel a little bit more comfortable about that. That would be an example of how to use the confidence ruler. [0:43:43]
It’s not uncommon that you’re going to be encountering people on a daily basis to have low readiness for one or many of the health-related changes that you see would be beneficial for them. They may be highly motivated for one and not motivated for others. When people have low motivation we can still have a conversation about change. We could do it in a way that puts it out there as a hypothetical rather than what are you going to do today and putting pressure on them now. So we have some questions here that could help you formulate hypothetical questions for them. [0:44:29]
If you were to - in this is an example - stop smoking, what might be some of the benefits? And they’re going to be able to tell you what some of the benefits would be for them. You’re not asking them to quit today. But the benefits that they list are things that you’re going to be able to talk about later or you then reflect back to them. They might say well I would breath better. I would be able to play with my grandchildren and not run out of breath. I would be setting a better example for my grandchildren if I didn’t smoke because I don’t want them to smoke. Even though they’re not ready these are pieces of information that you’re going to be able to say something about in the future; remind them of. [0:45:16]
Two, how would you know it was time for you to make a change? I love this question because you get people’s kind of bottom line then. Well I know it would be time if I wasn’t able to hike in the mountains anymore. If I had to give that up then - I’d rather give up smoking than give that up so that would be my bottom line. And it’s helpful information to have, and it gets them thinking what their bottom line is. What’s the worst thing that could happen if things stay the same? This is another very good question. It gets people thinking about if I don’t make a change where is this going to go? What’s my life going to look like in a few years if I don’t do anything differently? And those are things that could help spur a person towards thinking about change. [0:46:17]
So let’s consider some open-ended questions that we might use in a scenario here. So the patient says to you I don’t know what’s wrong with me. I have to go to the bathroom all the time. It’s annoying. What are some open-ended questions that we might ask because I can think of a whole bunch of close-ended questions that come to mind here that will give us a little bit of information, but we’re wanting to get more information than that. So some options that you might ask would be tell me more about that, or what other symptoms are you noticing, and then they’ll tell you what else is going on. They might start to describe that they’re thirsty all the time, that in addition to going to the bathroom all the time they may talk about feeling faint. They may introduce other things that give you more information about how they’re functioning than a simple question about how many times a day do you go to the bathroom, or how many times do you drink fluids in a day, or how much fluid do you drink. [0:47:28]
We’ll try another one here. What might you ask if a person says to you that’s a lot to ask me to do, change what I eat, get more exercise, check my sugar. I’d like to but how do you expect me to do all that at once? So you might ask this is pretty overwhelming to you. What seems like a reasonable first step for you or if you were to make these changes how might you go about doing it? In this way you’re taking the pressure off of all of these things have to change at one time which is pretty unrealistic. Even though it’s important it would be unrealistic to be able to expect someone to do all of this well. And so getting them to start by what they think they could do’ what’s the next right step for them. These questions will help you get at that. And then they’ll be able to tell you I don’t know about this exercise thing, but I can watch how much sugar I’m taking in. I can focus on eating more vegetables and those sorts of things right now. That seems like something I could do. Well if you’re getting that response you’re still moving towards engaging in positive health behaviors, and you want to keep the discussion moving in that direction. And so you’re building change over time taking incremental small steps. [0:49:09]
So we have a communication skills now listening. Listening is when people feel heard they’re going to say more to you and listening is how people feel heard. We’re quiet, we hear what they say, and then we say back to them something that they’ve said to us. So we give them some version whether it’s exactly the words that they’ve said or some version of the words that they have used and it let’s them know that we get them. We were listening. It’s important to note here it doesn’t mean that we agree with them if they’re telling us all the reasons why they can’t make a change. They say I can’t lose weight because my wife brings home cakes, and pies, and she’s an excellent cook, and she’s not big on vegetables so we have all this unhealthy food in the house, and I work so many hours a week I just can’t get any exercise in. [0:50:18]
We’re going to say to them you’re finding it really difficult to lose weight. You’re wife’s a good cook. You work too many hours in order to be able to get exercise in and you’re not seeing how you’re going to be able to do something about this. It doesn’t mean I agree that that person can’t make the change. It just means that I am showing my understanding of what they’ve shared with me. It’s critical to building a rapport in creating an opportunity for them to have a willingness to talk with you about making a change as you go forward. [0:51:00]
What I just did the example that I gave you we call that a reflection so we reflect back to them what they’ve said. If you think about it sort of like a mirror a person is speaking to you and you’re holding up a mirror so it just goes back to them. And it helps them hear what they’re saying as well. And when they’re able to hear it sometimes they’re able to start thinking about it in a different way on their own rather than just have it tumble around in their own minds. So we’ll take a stab at this here with this scenario. The person says I know I have trouble breathing but the rescue inhaler helps. I’m just not interested in quitting smoking. Obviously if someone’s using a rescue inhaler smoking is not the best thing. But they’re not interested so what might you reflect? You would like to breath easier and quitting smoking isn’t a priority for you right now. Or you’re satisfied with how things are now since you can breath better with the inhaler. Smoking isn’t something you want to change yet. You’re not agreeing you’re just reflecting what they said to you. [0:52:16]
The next communication skill would be informing. Again, this is a big portion of a healthcare provider’s role sharing information with an individual about their condition, what the diagnosis is, what treatment options are, recommendations or advice that you have regarding those treatment options. The interesting thing is it’s the manner in which we provide the information that influences how well that person receives the information, how receptive they are to it, and whether or not they even understand it. [0:53:07]
And when we’re giving information or advice stopping and thinking about is this an opportunity for me to ask permission. Giving advice without permission is generally ill advised. People tend to disregard it and don’t pay attention to it. Whereas if we ask permission first, would it be okay with you if I shared some things that other people have tried, or shared some thoughts with you about where you might go from here, or would it be okay with you if I shared my thoughts about the best options for you at this point? People will be more likely to hear what you’re having to say and be more receptive to it. They feel like okay he’s not telling me I have to do it, or she’s not telling me I have to do it. They’re giving me the information and it’s up to me to decide. People feel respected and that’s going to promote them feeling like they’re in a partnership with you when considering a health-related behavior change. [0:54:20]
I don’t know if it’s common for you to feel like it would be important for you to specifically say to the person that it’s your decision. We’ve taken a look at a lot of options here or a few options here today and it’s up to you to say which option you feel is the best option for you. But to purposefully bring that into the appointment and say that goes a long way towards building that collaborative partnership with the person as well. Don’t assume that people believe that you feel that they have a choice. You want to give them that information. [0:55:08]
So how do we go about getting permission to give information? One if the person brings it up like if they come in and say to you hey nurse Sally I don’t know what foods are the best foods. I started looking at the labels in the store and my gosh it’s like reading Greek. I don’t understand it. Can you help me out here? Can you give me some information about this? That’s implied permission. The person’s already asking you. Perhaps they come in and they’re talking about their difficulties that they’re having reading the labels, and then you might ask permission. Would it be okay with you if I explained to you how the labels are set up and what the information on the labels mean, and what you would be looking for on the label to suggest that this is a healthy option versus an unhealthy option. 

Or as we talked about a minute ago permission to disregard or disagree providing multiple options and the person can say I don’t like those three things. But these other two things that you mentioned I think those might be an option for me. I’d be willing to learn more about that or give that a try. So they feel like they get to choose. Again, respecting their autonomy. [0:56:36]
Here’s a sample that we gave you for offering permission to disregard. I don’t know if these ideas would be useful for you or not. Some things that other people have tried are… And this is just one thing. There’s a number of ways that you could offer permission to disagree or disregard what you’ve offered to them. And I guess what I would say about any of the things that we have talked about so far when you’re speaking with somebody you want to use your language. So your goal is to maybe ask the open-ended questions, or permission to give advice, or when you’re using reflections be true to yourself and use your language. Don’t try to sound like some automated computer that just uses the same language to everybody and it doesn’t feel genuine or real like it’s you. You’re bringing yourself into this relationship with the patient and don’t underestimate how important that is. So I don’t want you to feel like we’re saying well you have to sound this way or talk that way. [0:57:45]
We talked about the information overload before and it bears repeating that small amounts, checking understanding, goes a long way towards helping the person get the information that you’re sharing with them. Remember that this information that’s not new to you. You understand it well. It’s different for them. They’re not generally going to be medical provider with great understanding of the content. So we need to provide it to them in a way that they’re able to absorb it and use it to their best advantage. [0:58:27]
Some examples of ways that you can check understanding does this make sense to you, would you like me to repeat something, do I need to go over this again, is there something that you don’t understand. So in summary takeaways from today would be it’s important to assess the person’s readiness; how ready are they to make a change, how important is it for them to make a change, and how confident do they feel in their ability to make that change. Where importance is high and confidence is low you’re going to put together a plan for them. Where importance is low you’re going to take a different approach. You’re going to be working with them over time to increase importance. [0:59:18]
We really want to attend to what is the person saying to us and convey to them that we understand what they’ve said to us. Again, not saying that we agree with them, but they need to know that we hear, we understand what their situation is, and we’d like to work with them as a healthcare partner. And today may not be the day that they make the change. Share small amounts of information, check your understanding, and very importantly convey hope and optimism in their ability to change and the possibility of change for them. I would say at this time can open up to questions. Emma or Laura? [1:00:12]
EMMA GREEN: Hi, we do have a few questions that came in through our chat box. The first question has to do with contemplation. Are there ways to move people from the pre-contemplative to the contemplative stage? 

DEBORAH MYERS: So this would be a person who has in pre-contemplation they don’t see that there is a problem with their behavior. So there’s kind of two ways to think about this. One, if they’re not ready to make a change, say they’re at that zero, we want to respect that and acknowledge that and still keep the door open for talking with them about change in the future. That’s when we would use the hypothetical question that we talked about earlier in the asking section. How would you know it would be time for you to consider making a change? If you were to make a change in the future, how would you go about doing that? What would be the reasons for making the change? One that we didn’t talk about would be what might you say to someone else who’s in the same situation? So if this was your brother or your best friend, what advice might you offer them at this point. [1:01:37]
So it keeps it hypothetical and it keeps the door open to continue to discuss change. Excuse me. As soon as someone starts to talk about what benefits there would be to making the change then you can explore that a little bit more and talk about if you don’t make this change what might happen. And you’ve mentioned that your wife doesn’t like you smoking, you’ve got kids in the house and you don’t want to smoke in the house around them because you don’t want them to develop asthma and these sorts of things. What are your thoughts about something you could do even though you don’t want to quite smoking and you’re not ready to quit smoking? Are there some small changes that you could make at this time or what would be some small changes that you could make at this time so that you’re not smoking in the house or around your children since those are things that you’ve identified that are a priority for you? And in that way you’re helping the person consider small changes that they could make even though they’re not ready for that big change to quit. So that’s just one example. [1:02:54]
EMMA GREEN: Thank you. I do have a couple of other questions. What if someone says the confidence level’s a ten but they still don’t actively work to change the behavior? 

DEBORAH MYERS: Let me see if I heard you correctly that their confidence is a ten but they don’t actively seek to change the behavior?
EMMA GREEN: Exactly. 

DEBORAH MYERS: Okay. This is not uncommon. People will come in and say anybody who alcohol and drugs are a big complicating factor with other medical conditions like Diabetes, that sort of thing. And you can ask them how important is it to quit drinking and they’ll tell you zero. And then you can ask them how confident are they in their ability to quit drinking and they’ll you a ten. And often with some bravado I don’t have a problem so there’s no need for me to make a change, but if I wanted to it’s no big deal. I could do that without a problem so I’m a ten. [1:04:05]
It’s the importance that you need to pay attention to. That it’s low importance and so then I would go back to reflecting that. At this point this isn’t a priority for you. It’s not something that’s important and you’re not seeing it as a problem. What would occur that would suggest to you that it could become a problem? So I’d go back to asking the hypothetical questions to keep the conversation moving forward. And take a stance of being patient because as that importance is low I don’t want to push the person away or get them to not come in and tell me what they’re actual behavior is, how much they’re really drinking that sort of thing, because I need that information in order to evaluate the other healthcare issue that they’ve got. Say if it’s Diabetes and the Diabetes isn’t well controlled I’ve got to know what’s going on with the alcohol. So I don’t want to shut the person down. I want to keep the door open, and raise the question, and get them to continue to have discussions about when they would know it was a problem. I mean does that help with that? [1:05:28]
EMMA GREEN: Yes. And a related question what if a zero remains a zero to the point of danger? When do we shift to a directing or do we just continue to allow the patient to determine his or her own destiny? 

DEBORAH MYERS: Wow well this is going to depend in part of whoever’s asking the question. I’m not sure if you’re asking a medical crisis, or if it’s a terminal illness and they’re choosing not to take treatments, or if they’re suicidal. I mean it makes a difference what the situation is. So if it’s an emergent, if it’s life threatening, it’s still the person’s decision whether or not they want to change the behavior or pursue the treatment. And they have the right to decline treatment. [1:06:37]
There are some situations where that’s not the case. If they were determined that they were not capable to make their own decisions and a court intervened that’s a different situation. But people are often going to want to act in a way that we don’t think that they should. We would advise them to act different and all we can do is keep the line of communication open, try to have conversations with them that help them develop motivation for change. But in general we’re not going to be able to force that. [1:07:23]
There are situations though where that’s not the case. Like a said a person’s not competent to make a decision, they’re harming someone else, that sort of thing. You may have situations where, for example, it could be complicated by a mother who’s pregnant and behaviors that she’s engaging in are harmful not only to her but harmful to the fetus and then you would have to make a decision about if you needed to intervene at a different level. Do you need to involve the legal system. But generally I think that the question that the person is really trying to get at is in general if people keep drinking and they’ve got pancreatitis what do we do? We can’t force the person to stop drinking. So I don’t know if you’re able to get feedback from the individual to see if that answers the question or not? [1:08:27]
EMMA GREEN: Yes. The person they clarified is a situation related to alcohol and drug use.
DEBORAH MYERS: Okay. So it’d be closer to the example of someone’s continuing to drink or they’re continuing to use drugs despite severe medical complications. And in general it’s going to be up to the individual patient whether or not they change. We can demand people change and generally people - When we demand that they make a change and sometimes we use coercive measures which can be effective. And a judge someone to treatment if they’ve had a DUI or something like that. How well we engage them when they’re in treatment around their own goals, how does not using alcohol and drugs fit with things that matter to them. [1:09:32]
You know if they want to be around for their grandchildren how does this fit with that. If they don’t want to lose their driver’s license, how does keeping your driver’s license and drinking when you’re driving how do those things make sense? Like I can think of people who continue to drink despite having pancreatitis and wouldn’t stop until the pain ceased, and then after the pain had been gone for a little while would resume drinking and be in pain short order. So it’s tough. It’s really, really, really tough to honor that it’s the patient’s decision; really tough. [1:10:28]
EMMA GREEN: And the person did write back and say thank you. You did answer her question. 

DEBORAH MYERS: Okay.
EMMA GREEN: Next question my experience with different cultures has been that they respond differently to health professionals. Some people seem to be more focused in pleasing the health professional versus changing for themselves. Any thoughts or recommendations on applying what we learned today to this type of individual? 

DEBORAH MYERS: Yeah. It’s interesting that dynamic of culture. When we use a style that’s consistent with a guiding style in this motivational approach we try to open it up so that we open the interview up so that we’re learning about what matters to the person. What their motivations are and what would be their reasons for making this change. And in doing that we keep ourselves out of it and more focused on the person’s motivation. When we do things like say to the person what we want them to do, advise them to make a change, why we want them to make a change we tell them these things and they think oh well I am going to be able to please this person, and keep my doctor happy or keep the nurse happy, and so they try to make changes to keep you happy. And the problem with that is that they’re generally not long term changes. [1:12:05]
And when they’re not successful at maintaining those changes they’re going to have a hard time telling the healthcare provider that they’ve gone back to smoking or they’ve gone back to drinking because they don’t want you to be disappointed in them. So a way to try to reduce the probability or likelihood that would occur is not talk about what change you want for them but talk about what change they want for themselves and why would it be important for them. Ask them to give you the reasons. The less we say to them about what we think is right for them the more likely they are to operate on their own motivations. 

EMMA GREEN: Okay. Thank you. Are there specific strategies other than words that can be used to convey hope and optimism to our clients when there are at times limited resources that do not create meaning for them in their life? [1:13:10]
DEBORAH MYERS: Wow good question. So besides language how else would we convey hope or optimism? Okay. Especially I think the last part was critical. They may not have a lot of other good things going for them in life and facing a lot of obstacles. And I think that when people continue to behave the same, and struggle in making change, and maybe don’t make progress or they make very little progress if we stay open minded and we’re willing to continue to see them that goes a long way. If we don’t judge them that goes a long way towards them continuing to believe in the possibility for change as long as we continue to believe in that. And we demonstrate it by our willingness to see them, and have conversations with them, and often have the same conversation over, and over, and over without the expectation that they’re failing if they don’t do something right the next time. So keeping the door open, always being willing to have that conversation, and being neutral and nonjudgmental with them. When people are at their worst is when they most need our continued steadfast support. [1:14:39]
EMMA GREEN: And someone has chimed in that for most persons a hug shows how much you care. Open your arms and (inaudible at 1:14:53). I work with HIV positive persons. I’ve never been denied a hug. I just wanted to share an insight from one of the participants.
DEBORAH MYERS: Was that a question or a statement?
EMMA GREEN: It was a comment. 

DEBORAH MYERS: Okay. Yes I would think it needs to be up to the provider and the patient in the individual situation. I whole heartedly agree with what they say. [1:15:24]
EMMA GREEN: Okay. Next question some clients have become dependent on the care takers and community mental health workers. How do we use motivational interviewing to reengage them on a self directional path? Using motivational interviewing with some SPMI clients don’t always seem to promote motivation or insights when the benefit seems to be contrary to the help that they have become comfortable receiving. 

DEBORAH MYERS: That certainly is a shift. Historically we have taken a position as the expert and that we know it’s a medical model approach. We’re the expert and we know what’s best for the person and I mean in the old days we didn’t even tell people what their diagnosis was. And I certainly don’t know how you’re supposed to figure out what you need to do to get better if you don’t know what’s wrong with you. So we’ve come a long way in terms of developing partnerships and empowering individuals that live with a severe mental illness. [1:16:35]
And in the process if somebody’s been in the system for a long time as the system has changed or is trying to change to a more collaborative approach with the patient and the client and have a partnership, a client who’s been in the system for 30 years is left scratching their head going what’s changing. What do you mean what do I want to work on? You used to just write down whatever you want to write on that treatment plan; the same thing you’ve written for 30 years. It’s a different conversation and what I have done with folks is reflected that difficulty back to them. When they say to me this is a shift like what are you talking about? I don’t get why everything’s changing. Why do I have to come up with the answers? And I would share with them that this is a big change for you. You got used to how things were, and it made sense, and you knew what to do, and how to go about your day, and now staff are asking you questions that you don’t feel like you have answers to right now, and this is really difficult and unsettling at this time. And then have a conversation and share information with them about the changes that are occurring in healthcare and what this might mean for them, and give them the extra support that they need during that time, during that transition, as they get used to the change. [1:18:07]
If you can imagine any change that you might go through in your professional life or your personal life when that change occurs you probably need more support. A lot of people on this webinar right now are going through electronic health records and that represents a significant change in how you’ve been doing business. So you’re going to need more support from IT people, other staff because it takes longer to get orders entered into the record, and so a lot of things change at one time requiring more support than you may have needed. And that’s what I would do with that individual. Offer them more support, see them more frequently, and slow down and explain things. It’s a very, very common issue right now with individuals who’ve been in the system for a while as things change in healthcare. [1:19:08]
EMMA GREEN: Okay, thank you. There is another question. Is it appropriate to integrate a client’s faith into moving them to change a health behavior? For example, a Christian may be motivated to implement changes if their counseling was approached with a discussion that included their faith scriptural values such as taking care of their temples/body and therefore starting to eat healthier and exercising. 

DEBORAH MYERS: Yes. In this way if you’ll recall the definition of motivational interviewing was a person-center approach collaborative and person centered. So we’re always wanting to identify what are the person’s own motivations. What are their goals and values? What’s they’re world view that allows them to understand this issue and any changes they would want to make related to that issue? That’s what makes it person centered. It’s based on their world view, their values, their priorities. [1:20:19]
EMMA GREEN: Okay. Next one, is it not the goal to be there to engage the individual the trusted provider in the beginning as well as move more towards the individual making the choices? I work in a clubhouse model with at SPMI population and now it’s transitioned to a partial hospitalization program. I find individuals want to have more control over their treatment. 

DEBORAH MYERS: I’m struggling to understand the question. So one part it was in the beginning that you would take time to build the relationship with the person and then over time work towards change. However, in their current working environment they’re experiencing a shift where the patient, or the client, is wanting to take more charge of their life sooner. I would offer that follow the patient or client. What’s their readiness in that they’re wanting to be in charge of their own life is a good thing. [1:21:36]
We don’t want to have control over people’s lives. And if there’s a reason why we need to have that, that we would maintain that control for the shortest possible time necessary and that control shifts back to the individual as soon as possible. If people are motivated to be in charge of their own care and decisions about their own life, I’d be harnessing that and using that to move forward to develop health-related changes that are going to be beneficial to the individual. So I don’t know. Does that get it. Maybe the person could let you know if that gets at what they’re asking. [1:22:27]
EMMA GREEN: The person did send a clarification. I was referring to the previous question regarding the SPMI population though on treatment for many years they do not welcome the opportunity to have control. 

DEBORAH MYERS: Right. And that’s what I was talking about earlier in the previous question in that I would reframe that a little bit. Rather that they don’t welcome the opportunity to have control in their lives that it’s unsettling for them. They’ve not had that before and they don’t know what that would mean, or what the benefits would be, or what the limitations would be. They’ve kind of got one view and it’s scary for them. And I would be taking the time to learn about that. What’s their fear about taking control? What’s they’re about making their own decisions? [1:23:24]
EMMA GREEN: I’m sorry I had misspoke. They do welcome the opportunity is what the writer was trying to convey which is wonderful. 

DEBORAH MYERS: Okay. 

EMMA GREEN: Sorry.
DEBORAH MYERS: That’s okay.
EMMA GREEN: I know that we are nearing the end of the webinar. Did you have any final comments before we continue our questions? 

DEBORAH MYERS: Well I do have a resource that I’ll put up here that if you’re interested in learning more about motivational interviewing in primary healthcare that there is a lovely book by Steve Rollnick, William Miller, and Chris Butler, “Motivational Interviewing in Healthcare: Helping Patients Change Behavior”. It’s Guilford Press. Guildford Press has many books on motivational interviewing. David Rosengren has a nice book. It’s a skills workbook that actually has a little bit of information so you read a few pages about a topic and then you can practice. He has ideas in there and skills about practicing. Those skills kind of neat stuff. I think you would like that. Our website’s in here. We’ve got information. We’ve got the rulers on the website; the importance and confidence rulers. And then the motivationalinterviewing.org site will have a lot of information as well. [1:24:48]
And I would just offer that, again, what are opportunities that we could take to identify what matters to the people that we’re serving. Show them that we are hearing and understanding what they’re saying, and helping them have conversations about the possibility of change in their life, and what it might mean for them, and how they might be able to go about that. We’re really figuring out how to be a healthcare partner with them in that journey. [1:25:25]
EMMA GREEN: Okay. I’m going to take a couple more questions.
DEBORAH MYERS: Okay.
EMMA GREEN: If there is limited time in a primary setting, as usually is the case, how does one include motivational interviewing in a very brief intervention/encounter in, for example, two to three minutes? 

DEBORAH MYERS: Wow. Two to three minutes is quick. A couple of things one is that you don’t have to do this whole motivational interview. You could do a bit of it. You may not have time to ask the open-ended questions. It can be that other healthcare providers on that team can take that role. So if a physician has three minutes with the individual maybe the nurse has 10 to 15, and the nurse can take a little bit longer and ask some of the open-ended questions. [1:26:27]
I think that it’s always possible to ask permission even to acknowledge that I apologize I only have a few minutes right now and I’m interested in learning more the next time we’re together shows that you have interest and would be consistent with motivational interviewing. It’s not motivational interviewing itself, but it would be consistent with the approach. So it’s looking to who on the staff maybe could do that. Without knowing the setting of the person who asked the question, it’s harder to give more specific information. So sometimes in a hospital it might not be the emergency department’s staff. It might be the nurses on the floor who’s able to actually gather more information. Sometimes you have a social worker. If you’re in a hospital you have a social worker who can come and take on that role. [1:27:34]
EMMA GREEN: Okay. I think we have time for one more question. What is your recommendation for one action item I can try with a patient this afternoon or one action item to help my colleagues who are not able to participate today? 

DEBORAH MYERS: I would recommend using the open-ended questions and why would this change be important to you, what would be the benefits, and using the importance ruler. I think that’s probably the number one thing that I would recommend. How important is it to you to make this change? That helps you figure out where to go next in the conversation with them. So I would recommend that. That’s one thing everybody could do. [1:28:30]
EMMA GREEN: Okay. Thank you. We are nearing the end of our time. Once again I would like to remind everybody that a recording and a transcription of this webinar will be available on the Center for Integrated Health Solutions website. And the slides should be up on the website as well. Once you’ve exited the webinar you will be asked to complete a short survey. It is a pop-up window that will show up on your screen. Please be sure to offer your feedback on today’s webinar. I would like to extend a thank you to our presenter for joining us in today’s webinar. You provided a lot of really great practical strategies that will help us in our work. I wish to thank all of you for joining us today and to please stay tuned for more webinars from CIHS in the near future. Thank you once again and have a great day. [1:29:24]
END TRANSCRIPT
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