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Introductions

i Name

U Location

i Share one waywlhave motivated others or
have been motivated other® make a change



Group agreements

i Take responsibility for your own learning
i Limited confidentiality

i Listen respectfully and consider the opinions c
others

i Turn off cell phones and pagers or put on
vibration mode

i Minimize side conversations
i Additional agreement(s)



Case Study

i Is this client motivated to change?
i How do you motivate this client?

i How do you know when or if this client Is
motivated?



5 Rules for Being Human

1.You will learn lessons.
2. There are no mistal@esnly lessons.
3. A lesson is repeated until it is learned.

4 | f you didnot | ear |
hardeilPain is one way the universe gets your
attention.)

5. Youol | Know youoOve
actions change.
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What IS
Motivational ' Interviewing?
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What it 1sr0ot.

Motivational Interviewing is not a magic bullet.

It IS not mysterious.
It will not make you better at what you do

overnight.
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What it Is:

i A way of working with a

éall ows the patient to
want to make.

éputs the burden of <ch

éemphasi zes the relat.
means of making effective and lasting change.

u A frame of mind, rather than a concrete tool.

i A collection of skills and ideas you might already be
using, with your patients and in your own life.



Peopl e change

éehurt enough that the"
él earn enough that t h

érecel ve enough that
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6 Stages of Change
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Action
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(Prochaska and DiClemente, 1994)



Stages of Change

i Precontemplation & Maintenance:

Client is not even aware of problem, or does not think _ . o :

it is a problem Client maintains new, desired change.
Providerds role is to i nPcrrOeVvalsde® rcsi ernotlaes 1aSwalrOe nheesl .
o Contemplation: strategies to prevent relapse.

Contemplation: Client begins to think about problem U  Relapse

Providerds role is to ¢t iGlentrdveststp pravigus lebavier ardunconinge n gt
c | i e nefficasy fos ahdnge Providerds role is to hel

0 Determination: beginning with whatever stage client is in

following the relapse. RELAPSE IS

Client Decides that he/she wants to make a change and EXPECTABLE AND NORMAL .

MAKES A PLAN FOR CHANGING. (It is very

important not to skip this stage.) i Termination
Providerds role is to hel p..client determine best
of action. C!Ilé%t is no longer concerned aeboumelapse, and does
> . not have to work at maintenance. Many people
G Action: never reach this stage,
Client begins to institute change. role is to acknowledge all the work client did, and

Providerds role is to supp-elabrateasuqcessiulchangeeftotangi ng.
make the mistake of jumping to this stage too
quickly.)

(Adapted from Miller and Rollnick; 2002 )



S

Exercise
4 &n
i How did you come to decide this was a change you
needed or wanted to make?
i Who and what influenced your thinking?

i If you made incremental changes, what were they?

i What did you need to put in place before you could
make those changes?

i Who did you tell?
i Who supported you? Who was not supportive?



Survey Results

Main oral health issues:

i Oral health care T flossing, brushing
i Return visits once pain is alleviated

i Behavioral iIssues i smoking, alcohol use,
poor eating habits

i Fear of procedures/pain/discomfort



Motivational Interviewingnot only a techniqu
but a set of basic assumptions that inform how we w
patients

i Ambivalence Is normal, healthy, and universal

i People are the experts in their own lives, and
coping skills and strategies that work for them

i People are strongly motivated by what is
Important to them, and our job Is to help client
tap into that motivation.



Motivational Interviewiniga patiecentered

approach to counseling to elicit behavior change by e
resolving ambivalence

i The patient works to articulate and resolve
ambivalence.

i The provider Is active and supportive, and doe
not persuade or coerce, but listens, affirms ant
redefines success.



A . 300 batting

Two ways to look at it:
1) 70% of the time you fail. ™ —
A
OR *

2) You need 3 hits and you get 10 chances!



Motivational Interviewing

consists of five general principles

Express empathy
Develop discrepancy
Avoid argumentation
Roll with resistance
Support seléfficacy



Expressing empathy
engages the patient

i Acceptance is key

Accept the patient for whom, what, and where they are, without trying to
change them.

Acceptance does not necessarily mean agreement or approval.
Paradoxically, acceptance of peaplbey drees them to change.

i Empathy is not sympathy

The provider does not join the patient in his or her perspectives, but rathe
responds to them as understandable, comprehensible, and valid.

i Change is difficult

Provider recognizes (and helps the patient to recognize) that if change we
easy it would have happened long ago.



Developing discrepancy
allows the patient to make informed decisions

Highlight discrepan®gtween where the patient is and where the
patient wants to be, usinch e [statémemtsn t 0 S

Use ambivalen@er]em the patient move through the process of
change. Ambivalence is normal, and is a valuable tool.

! Acknowledge and SUPPGIE arguments for change as the patient
has expressed them.

Gently point out consequene@esaintaining status quo. Ask
how this behavior (or action) will hinder or help the patient in moving

towards his or her stated goals.



Avoiding argumentation
Instills trust

i Arguments are counterproductis@irontation builds

defensiveness, and people tend to dig in their heels further. If you make a
statement to a patient about his/her behavior you are in effect asking
him/her to argue the other side.

i Resi stance I s the provi

If you encounter resistance, it signals that you are not doing work appropr
to the identified stage of change, and you are not accepting thé/fagient.
you meet resistance, do not try to overpower it. Change strategies.

i Do not label patientsis unnecessary, and counterproductive, to

label patient®(@o al cohol i c6, Osmoker d, oOad
important; labels are not.



Rolling with resistance
makes room fods&rmination

i Use the patientos ener g\

advantage-ollow them to an outcome that works for the
patient in that particular moment.

i Offer new perspectivesvite the patient to take what works
and leave the rest.

s Uti 1 ze the Ipfatybe ngnkc®ueht
but €6 ask the patient what



Supporting sekfficacy

actualizes-dellermination

i Selfefficacyefers not only to the ability to do something for
oneod0s s bdidhat onk lias the ahilgy to carry out and
succeed with a given task.

i People with chronic diseass be particularly at risk for
low selfefficacy, and often feel powerless to change their lives
as well as hopeless about the outcome. People cannot chang
their behaviors until they fully believe in their ability to do so.

i The pr ovi de tadhave agowefd imdacaoh |
the outcome. Avoid a sdlilfilling prophecy of failure. Instead,
build a collaborative, mutual experience of success.



Supporting seHfficacy

actualizes-dellermination

i Use the success of othets model for positive change,
and to encourage patients. Do not use these examples to
pressure patients, but rather to support them.

i If a particular approach fails, try anotheride range of
options and approaches to change are available. As long as
patients keep trying, they have not failed.

i No one can change anyone &smind patients that if
they want to change, only they can do it. The work is hard, bu
the rewards are great.



