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Introduction

F or many clinicians, the prospect of bringing up the
topic of body weight and the associated behaviors
of eating and physical activity can be daunting. On

one hand, the clinician risks alienating the patient by
bringing up a potentially sensitive subject; and on the
other hand, given the limitations of time and the difficulty
in making behavior changes in the best of circumstances,
this can feel like a futile effort. 

A July 2000 analysis of 55,858 adult physician office
visits suggests that physicians reported obesity in only
38% of their obese patients. Physicians provided counsel-
ing only for weight loss (35.5%), exercise (32.8%), and
diet (41.5%) in their obese patients. Although patients
with obesity-related comorbidities were treated more
aggressively, weight-loss counseling still only occurred at
only 52% of the visits in these patients.1 In a 1999 survey
of nearly 13,000 obese adults, only 42% reported that
their health professional advised them to lose weight dur-
ing a routine physical examination.2

In a recent survey on the attitudes and practices
regarding pediatric obesity, only 3.6% of physicians in
New England (N = 1243) reported feeling “quite confi-
dent” in counseling their obese patients.3 Poor patient

motivation, patient noncompliance, and treatment futility
were perceived as the most frequently encountered barri-
ers to pediatric obesity treatment among 339 pediatric
and family physicians (Table 1). Less than half reported
having even an “average” ability to counsel4 (Table 2).

Yet, given the well-understood relationship between
excess body weight and many chronic diseases, it is a
topic that cannot be ignored by medical professionals.
This article provides a brief description of Motivational

Only 3.6% of physicians in
New England report feeling

“quite confident” in counseling
obese patients.

Interviewing (MI) and some of the tools and techniques
that may provide effective strategies for addressing issues
of body weight in brief counseling sessions in a medical
setting.
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Table 1. Barriers to Treatment 
of Pediatric Obesity 4

Family Practice Pediatricians
Physicians (n=74) (n=213)

Lack of patient motivation 99% 97%
Poor patient compliance 96% 95%
Lack of effective therapy 83% 78%
No insurance for referrals 74% 67%
Lack of availability of  65% 64%
referral services
No insurance for in-office  60% 51%
counseling
No time for frequent 56% 49%
follow-up
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The Spirit and Process of MI
MI is a counseling technique that was initially devel-

oped to treat addictions. It has increasingly been used
to modify diet and physical activity behaviors. Emerg-
ing evidence shows that MI may be effective in modi-
fying chronic disease behaviors.5–8 An essential
element of MI is assisting individuals to work through
“ambivalence” about behavior change and helping
them to explore how their current health behavior
affects their ability to achieve their goals or to live out
their “core values.” MI appears to be particularly
effective for individuals who are initially less ready to
change.9–13

The spirit of MI is a nonjudgmental, empathetic, and
encouraging approach whereby patients feel comfortable
expressing both the positive and negative aspects of any
current behavior. Unlike traditional patient education that
focuses on providing information, in MI the patient is
expected to do much of the work and to do most of the
talking. Physicians, nurses, and dietitians have tradition-
ally been trained to provide expert advice about the bene-
fits of health behavior change;14 however, in MI, little

The spirit of MI is a 
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effort is made to dismantle denial, to confront irrational
beliefs, or to convince or persuade. Instead, the goal is to
help patients to think about and to verbally express their
own reasons both for and against change; how their cur-

rent health behavior may conflict with their health goals;
and how their current behavior or health status affects
their ability to achieve their life goals or to live out their
core values. The spirit of MI is that behavior change
should be “negotiated” and not prescribed. Advice, per-
suasion, and even information can elicit as much resis-
tance as they do change.

The mixture of pros and cons felt about making any
behavior change is defined as “ambivalence” and is con-
sidered to be a normal state for most individuals as they
contemplate behavior change. It is the challenge of the
practitioner to facilitate the expression and eventual reso-
lution of this ambivalence. A core principle of MI is that
individuals are more likely to accept and to act upon that
which they voice.15 The assumption is that behavior
change is affected more by motivation than by informa-
tion. A goal of MI is to encourage patients to make fully
informed and deeply contemplated life choices, even if
the decision is not to change. To achieve these ends, MI
practitioners rely heavily on a number of core techniques,
some of  the most  important  of  which are brief ly
described below.

Agenda Setting and Asking Permission
To ensure that patients are active and willing participants

in the conversation about any given topic, they are asked to
help set the agenda. This may include deciding what
behaviors to talk about and what goals they have for the
session or for the intervention in general. If there are multi-
ple behaviors on which to focus, the agenda setting may
prioritize which behaviors to work on and in what order.
Permission is sought at key transitional points to ensure
that the patient is continually engaged. For example, the
practitioner may ask permission to provide information, to
list possible solutions, or to discuss the patient’s next step.
Asking the patient’s permission to talk about a subject is
the equivalent to knocking on the examination room door
before entering and can be an important and easy way to
foster rapport between the patient and clinician.

Reflective Listening
Reflective listening involves “reflecting” back to the

patient an accurate synopsis of what the patient has com-
municated to the clinician without judgment or editorial.
Reflections, particularly by practitioners who are new to
the technique, often begin, “It sounds like you feel....”
More skilled practitioners often phrase their reflections as
more direct statements such as “You are having trouble
with...” and leaving off the assumed “It sounds like….”
The goals of reflecting include demonstrating that the
practitioner has actually heard what the patient is saying
and affirms the patient’s thoughts, knowledge, and feel-
ings. One of the most important elements of mastering

Table 2. Attitudes Toward 
Pediatric Obesity Counseling 4

Personal ability to Family Practice Pediatricians
counsel Physicians (n=74) (n=213)
Poor 11% 6%
Fair 30% 17%
Average 44% 47%
Good 15% 27%
Excellent 0% 3%

Efficacy of obesity counseling 
Poor 11% 23%
Fair 48% 33%
Average 36% 35%
Good 5% 9%
Excellent 0% 0.5%
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MI is suppressing the tendency to respond with questions
or advice rather than with pure reflections. Reflecting
helps to ensure that the direction of the encounter remains
patient-driven. For the patient to hear what he or she has
said is an important part of the process of understanding
that patient’s beliefs, values and motivation.

Allowing the Patient to Interpret Information
In the traditional patient education paradigm, the health

practitioner often provides information about the risks of con-
tinuing a behavior or the benefits of change, with the intent of
persuasion. Statements may include the following: “This is
very important for your health because...”; “This behavior
poses great risk…”; or “It is essential that you change
because....” Implicit in such statements is a judgment that the
patient is doing something “wrong.” In contrast, in MI, infor-
mation is presented in a neutral manner, and the patient is
asked to interpret what it means for that patient on a personal
level. For example, rather than saying that “It is important for
you to lose weight because it places you at great risk of hav-
ing another heart attack”, in MI the practitioner might say,
“You may have heard that excess weight can increase a per-
son’s risk of having another heart attack, and I have seen this
happen to several of my patients. What is important to me is
how you think about this, and what you think the risks are for
you.” MI practitioners allow patients to process information
and to find their own personal relevance.

Rolling with Resistance
Confronting patients often creates an environment of

defensiveness and leads to poor therapeutic outcomes.16

MI practitioners avoid confrontation and attempt to “roll
with resistance” rather than contest it. The MI encounter
is likened to a dance more than to a wrestling match.17

For example, if a patient questions the association
between his or her diet and the risk of disease, rather than
stating facts to counter that belief the practitioner may
simply provide opportunities for the patient to express
any doubts that she or he may have. The practitioner may
use a “negative reverse” and state, “It appears that you
see no benefit in changing your diet.” By exaggerating
slightly the patient’s doubt using a nonsarcastic, neutral
tone, this may serve to “unstick” the entrenched patient
by short-circuiting the “Yes, but” cycle. In any case, even
when the patient is blatantly and factually incorrect, little
gain will be achieved by a direct confrontation. This non-
confrontational approach will lead to the building of rap-
port and eventually to a relationship in which the patient
seeks information from the clinician. 

Assessing Readiness and Eliciting Change Talk
Given that a core principle of MI is that individuals are

more likely to act upon behaviors and beliefs that they

actually voice,15 the more a person advocates for a
behavior, the greater his or her commitment often
becomes. Therefore, considerable effort is made to allow
patients to express their own reasons and plans for
change. This is referred to as eliciting self-motivational
statements or “change talk.” 

In medical practice, one technique to elicit change talk
is to ask, “On a scale from 0 to 10 (with 10 the highest),
how important is it for you to .... [modify target behav-
ior]?” This question is then followed up with: “On a scale
from 0 to 10 (with 10 the highest), assuming you wanted 

The MI encounter is likened 
to a dance more than to 
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to change, how confident are you that you could...?”
These questions are an effective way to gain a quick
insight into the patient’s readiness and efficacy for
change.18,19 The first question could also ask about the
willingness to change rather than the importance. 

Using the patient’s response, for example, “5” on the
scale, the practitioner then asks: “Why did you not
choose a lower number, like a 1 or 2?” The importance
of choosing a lower number is that this elicits positive
change talk. The practitioner then asks: “Why did you
not choose a higher number?” which elicits barriers.
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When barriers are presented, the clinician prompts the
patient to suggest his or her own solutions rather than
offering solutions. To gain a deeper insight into possi-
ble sources of motivation, the clinician may further ask
“What would it take to get you to a 9 or a 10 from
where you are now”? When the patient responds with a
0 or 10, the respective “lower” or “higher” probes are
omitted.

Identifying Discrepancies and Eliciting Change Talk
Another method for evoking change talk is to help

patients develop a discrepancy between their current
behavior and their behavioral goals. For example, with
patients who have expressed interest in changing a partic-
ular behavior but have not accomplished their stated goal,
the practitioner may “softly explore” this discrepancy.
This is accomplished with a low-key, inquisitive tone
rather than by expressing disappointment or imparting
guilt.

A related strategy is to help patients establish dis-
crepancies between their current behavior and their
“core” values or life goals. An important principle of
MI is that the source of long-term motivation for any
behavior change is in some way linked to an individu-
al’s core values. An abbreviated list of possible core
values for an adolescent patient is provided in Table
3.20 After the values are identified, the clinician
inquires whether the patient sees any connection
between his or her health behaviors and the ability to
achieve these goals or to realize these values. Alterna-
tively, the clinician may ask how changing the health
behavior would be related to these goals or values. The
list of values and attributes can be tailored to the partic-
ular population or the health behavior being addressed.
For example, the list for adolescents may include val-
ues such as “being popular” or “mature,” whereas for
an elder population the list may include values related
to independent living, youth, or vitality. Alternatively,
some practitioners obtain goals and values using open-
ended questions rather than a list.

Summary
The process of changing many chronic disease behav-

iors generally involves modifying rather than eliminat-
ing the behavior—that  is ,  reshaping ra ther  than
abstaining. These changes need to be made long term if
not for a lifetime. An individual’s ambivalence toward
making any behavioral change may center on the long-
term burden of change. Reducing or eliminating a
favorite food or reducing preferred sedentary behaviors
could be perceived as a major sacrifice, with reactions
similar to withdrawal. MI, in such cases, may focus on
helping people come to grips with the chronic nature of
their conditions and identifying ways to reduce what
might be perceived as an overwhelming burden. Thus, a
key goal for an MI practitioner might be to help an indi-
vidual reframe for herself or himself the change in posi-
tive terms (for example, what is gained versus what is
lost) and to identify a source or motivation that can sus-
tain these behavior changes. 

There are important considerations related to feasibility
and efficacy when using MI in medical settings. Perhaps
the greatest challenge in using MI in medical settings is
the limitations on time in settings in which patients are
typically seen for 10 to 15 minutes. In fact, medical prac-
titioners may have only a single contact with a patient to
address that person’s health behavior. Even when care is
ongoing, it can be difficult to be reimbursed for behav-
ioral counseling. For these reasons, in many of the health
promotion and medical settings where MI is being
applied, the quantity and quality of counseling may be
quite different than other contexts. Rollnick et al21 have
delineated a continuum model that delineates three levels
of intervention:

• MI
• Behavior change counseling 
• Brief advice 
These differ not only in the skills involved but also in

the context and purpose of the consultation. Brief
advice can be used in a wide range of circumstances
and with a large number of patients. Professionals can
use this method with l imited skil ls  and training.
Research is needed to examine whether this level of
intervention is more effective than standard care in pro-
moting behavior change. 

Ultimately the essential question may not be whether
MI works in medical settings but rather how well, in what
populations, at what dose, and at what cost. The issues of
which professions are best able to deliver MI with suffi-
cient fidelity, and how much training is needed to raise
competence to adequate levels, should be addressed. The
questions of how different health care delivery systems
(for example, public versus private hospitals; health

Table 3. Possible Core Values for
Adolescents 20

Attractive Independent
Athletic Mature
Competent On top of things
Confident Popular
Disciplined Respected at home
Energetic Respected at school
Good student Responsible
Good to my parents Spiritual
Healthy and fit Strong
In control Successful
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maintenance organizations versus preferred provider
plans) will be willing and able to incorporate MI into
clinical practice, and how practitioners will be reimbursed
for training and delivery of MI, merit examination. ■
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