Module: 5. Health Communication and Counselling to Enhance Healthy Weight in Families at Increased Risk of
Obesity
Lead Partner: Prolepsis (collaboration with NTNU)
Module Overview (Please edit accordingly):
 Please add a brief description of the Module (50-100 words) in the box below (what will the Module
cover overall).
Module Overview
Effective patient-provider communication, although acknowledged as a key clinical skill and linked to better
outcomes for patients, providers, and society as a whole, is not a primary focus of many medical schools’
curricula. Motivational Interviewing and Cognitive Behavior Therapy are patient-centered, directive
communication frameworks appropriate for the health care setting with an ever growing empirical evidence
base. On the other side, the Transtheoritical Model of Change focusing on the decision-making of the individual
is imperative to define cognitive and behavioral steps toward successful behavioral change. This module with
focus on ways to effectively communicate with children/adolescents with impaired weight status or at
increased risk of obesity as well as families with obesogenic behaviors. It will train healthcare professionals on
sustainable ways to address weight management effectively and consciously.
Module Objectives/Outcomes
Upon completion of this Module participants should be able to:
 Understand the psychosocial and familial dimensions of childhood obesity
 Understand the key theories behind the motivational interviewing and the cognitive behavioral therapy
 Understand the key theory behind the transtheoretical model of cha nge and recognize the stage of
change for a child or parent
 Use multiple styles of communication strategies and techniques tailor-made to the child or parent
 Organize and appropriately structure a health behavior change and counselling session
Units in the Module:
Please list the Units that your Module includes in the table below:
Module: Health Communication and Counselling to Enhance Healthy Weight in Families at Increased Risk of
Obesity
Unit 1: Communication with a child or adolescent with abnormal weight status and their family: what we need
to know
Unit 2: Communicational Principles and Techniques of Cognitive Behavior Therapy (CBT)
Unit 3: Motivational Interviewing in Health Care: Communication Skills and Techniques for a Health Professional
Unit 4: The Transtheoretical Model of Change and the Structure of a Health Behavior Change and Counselling
Session
Unit 1: Communication with a child or adolescent with abnormal weight status and their family: what we need
to know
Unit Overview (Please edit accordingly):
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●

This unit will provide health professionals with an input regarding common psychological features of
children/adolescents and their families being at increased risk of obesity.
Learning objectives in Unit 1
These objectives must be linked to the objectives/outcomes of the module
Upon completion of this Unit participants should be able to:
● Understand the psychosocial dimensions of childhood obesity
● Understand the familial dimensions of childhood obesity
● Learn about parental styles and their linkage with feeding practices.
Introduction (Topic 1)
Research on childhood risk factors for obesity has focused on energy balance, eating behaviors, physical activity,
sedentary lifestyle as well as exposure to obesogenic environments (e.g., food landscapes, family norms around
healthy lifestyle). To effectively prevent or manage children and their families with impaired weight status or at
increased risk of obesity there are many psychosocial challenges that should be taken into serious consideration.
Conceptual Model for childhood psychosocial challenges predicting adult obesity and extreme obesity

Communication is a key element to ensure strong healthcare systems. Globally there are a wide variety of
communication styles that can be described. There are many factors such as language, culture and values
that can be a barrier for strong communication. Within healthcare communication can be an enabler or a
barrier to strong care. There are many factors one must consider when communicating to certain patients eg
age, gender, culture, education and much more.
Based on the Myers-Brigs model there are 16 personality types (take the test) based on these personalities
types one can also see there are 4 communication styles based on one’s personality.
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There are 4 common communication styles according to Myers- Briggs
1) Thinking Types (ESTJ, ENTJ, ISTJ, INTJ)
- Thinkers are decisive and action oriented. When communicating with others they are systematic and
logical, and freely offer explanations. These four types tend to be expressive and fluent, and adopt a
critical, analytical approach when discussing topics with others. As a result, they can appear as
arrogant, condescending, and aggressive to others.
2) Feeling Types (ESFJ, ENFJ, ISFJ, INFJ)
- Feelers are sympathetic and supportive. Their communication style is warm and sociable, and they
work hard to include others. In order to be accommodating they adopt a style that is diplomatic and
tactful. To others they can come across as overly sentimental, fussy, impulsive and self-dramatizing.
3) Sensing Types (ESFP, ESTP, ISTP, ISFP)
- Sensors are realistic and focus on what is practical. As a result, their communication contains precise
references to who, what, where, and when. They prefer efficient and concise communication, and
are quite aware of current facts. To others, Extraverted Sensors may come across as rigid,
demanding, and unscrupulous.
4) Intuitive types (ENTP, ENFP, INTP, INFP)
- Intuitives are adaptable and versatile. They tend to communicate enthusiasm and curiosity about
situations, and can be quite perceptive. When working with others they are willing to make changes
according to the needs of the moment, and are quite resourceful. Extraverted Intuitives may come
across as restless, impulsive, distracted, and full of unrealistic expectations.
It is important to understand our own personality types and communication styles but by understanding all
types one can better adopt different approaches when communication with other communication styles. This
advanced self-knowledge and learning can help improve one’s own communication.
Psychological features of children/adolescents with increased weight status (Topic 2)
Childhood obesity is a disturbing problem which can lead not only to physical, health-related issues in
children but can also cause psychological and emotional problems.
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Findings according to recent literature

Children’s
perceptions
of childhood
obesity

Overweight and obese
children or adolescents
are targets of societal
stigmatization and
teasing by peers,
educators, and even
parents.

Children as young as 5
years old are aware of
their abnormal weight
status.

Psychiatric
and
psychological
disturbances

Behavioral
problems

Children with disruptive disorders are
found to have a higher BMI than
subjects without disruptive disorders,
and behavioral problems during
childhood and early adolescence may
be associated with a greater risk to
develop overweight and obesity in
early adulthood.
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Signs and symptoms of emotional distress
 The child is unusually sad, withdrawn, angry, or lonely most of the time.
 The child is less interested in activities they once enjoyed.
 The child is resistant to making friends or participating in social activities.
 The child talks negatively about him/herself and seems to have low self-worth.
 The child may think of hurting him/herself or others.
 The child is sleeping too much or not sleeping enough.
 The child may show overeating or binge-eating behavior.
 The child may ask for school leaves or be unable to continue regular attendance.
 Lack of interest in play activities.
The following table summarizes some useful screening tools for the psychological health of children and
adolescents.

Parental influences and attitudes towards child’s impaired weight status (Topic 3)
Parents affect children’s weight and general lifestyle behaviors through various ways:
 Knowledge and involvement of the parents in the selection of food;
 Control over food and the patterns of eating at home (e.g., the provision of healthy food, the insistence on
breakfast, and the family’s meals patterns);
 Acting of parents as role models;
 Satisfaction with one’s body and weight teasing at home.
Several parenting styles have been found more prevalent than others in families of obese children in comparison
to normal weight children.
What is parenting style?
Parenting style is defined as the combination of attitudes and the emotional climate created by parents through
which parental behaviors or practices are expressed.
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What research has shown?
 The parenting style defined as authoritarian seems to be specifically prevalent in families of obese children.
This style is high in parental demanding and control and low in responsiveness, i.e. low in fostering
individuality and self-assertion. As such, it may interfere with teaching the child how to chose the appropriate
food and regulate food choice.
 Parenting styles defined by low demanding and high responsiveness (permissive) and by low demanding and
low responsiveness (neglectful) increase the odds of having an overweight child.
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The linkage with feeding practices

Parental attitudes
Unawareness
Misperception,
disconnection,
underestimation
Low educational level
Boys vs. girls
Parental overconcern

Parental stereotypes

Comments and research findings
Ignoring child’s weight is considerable in parents of overweight children (above
80%) yet less frequent in parents of obese children (less but not 20%).
Seven to ten mothers of overweight children claimed that their child was of
similar weight to their peers, as being equally or more active than other children,
and as having a diet at least as healthy as their peers.
Parents with less education have been shown to associate lower risk to their
child’s overweight.
Parents of boys have been shown to associate lower risk to their child’s
overweight.
One of the most important factors affecting parental attitude toward their child’s
overweight is the manner in which parents perceive and are preoccupied with
their own weight. Parents are more likely to worry about their child’s potential
for future overweight if they or the other parent are, or have been, overweight. In
addition, parents may become over-concerned with their child’s overweight as
the result of problematic consultations they have had with health care
professionals.
Children’s’ perceptions about their own overweight have been found to be
influenced to a greater extent by the manner in which their parents relate to their
overweight than by their actual BMI. For example, for overweight girls, their
mothers’ weight-related over-reacting, likely leading to restriction of food, and
their fathers’ overt criticism about their weight, are among the factors that have
the most detrimental influence on their self-perception, and well-being.
7
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Unit 2: Communicational Principles and Techniques of Cognitive Behavior Therapy (CBT)
Unit Overview (Please edit accordingly):
The method of Cognitive Behavioral Therapy can be used in many areas including counseling and psychotherapy,
health care, social work, corrections, education and sport. This unit will describe and provide an introduction to
Cognitive Behavioral Therapy in case of management of children/adolescents of increased weight status or at
increased risk for obesity. Trainees will learn the principles of this method as well as the communication
techniques that can be used in children/adolescents and their families will be presented.
Learning objectives in Unit 2
These objectives must be linked to the objectives/outcomes of the module
Upon completion of this Unit participants should be able to:
 Understand the concept of the CBT.
 Learn how to evoke appropriate goal setting as well as to suggest the right rewards.
Apply communication techniques and strategies suggested in the CBT theory.
Introduction (Topic 1)
Eating- and weight-related difficulties are characterized by maladaptive daily dietary patterns, involving distorted
cognitions and problematic behavior cycles.
CBT emphasizes the process of changing habits and attitudes that maintain psychological disorders.
Restructuring unhealthy patterns, youth is to be better positioned to lead healthier lives.
AUTOMATIC
THOUGHT

INTERMEDIATE
BELIEF

CORE BELIEF

Overview of Key CBT Theory (Topic 2)
The concept of this theory
 Emotions are difficult to change directly, so CBT targets emotions by changing thoughts and behaviors
that are contributing to the distressing emotions.
CBT is utilizing the accurate understanding of thoughts to purposefully change reactions and behaviors. Internal
thoughts are viewed as mechanisms for change. With a deeper understanding of personal cognition and its
relationship to behavior, people can change their lives through changing the way they think.
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How one feels about a certain situation can cause physical and emotional feelings, resulting in varying
behaviors in response.

Emotions

Thoughts
5 areas
interconnected

Physical
feelings

Situations

Behaviors

CBT breaks problems down into smaller pieces to give detailed attention to each part. The techniques aid children
in disrupting negative, automatic thoughts, and replacing them with more helpful ones.
The overall goal is to teach the skill of breaking down negative thought patterns and changing them into a more
helpful approach to handling daily life.
In general, CBT includes:
 identifying specific problems or issues in child’s daily life;
 becoming aware of unproductive thought patterns and how they can impact child’s life;
 identifying negative thinking and reshaping it in a way that changes how child feels;
 learning new behaviors and putting them into practice.
CBT in dietary practice
CBT is based on the principle that behavior is learned (rather than inherited) and, therefore, as one learns a
problematic behavior, one can also learn what is desired. Behavior is learned in three main ways.
1. Classical Conditioning Theory: Stimulus and behavior are combined after repeated exposure. A common
example is the habit of eating popcorn in the cinema, which happens regardless of whether you are
hungry or not.
2. Operant Reinforcement Theory: To acquire a new behavior through factor learning, this must be
followed by a reinforcing event (reinforcement - reward). For example, some people learn that eating can
10

"soften" unpleasant feelings, making them feel comfortable eating, which increases their chances of
eating whenever things go wrong.
3. Social Learning Theory: Behavior is learned through observation and imitation of patterns. Also called
social learning.
Behavioral Techniques on CBT Theory for Dietary Interventions (Topic 3)
CBT techniques for any dietary/lifestyle intervention to set goals and achieve behavioral changes
1. Collaborative empiricism: A systemic process of therapist and child working together to establish
common goals in treatment.
2. Socratic questions: Socratic questions are based on the principle "You know, you tell me". Health
professional is friendly (no controversy or criticism). The child expresses his own views which lead to
conclusions that he believes and in this way the "resistance" is prevented.
Other techniques in CBT
Goal setting
Setting SMART goals
Reward
Reward is directly related to goal setting. Health professional helps the child
find ways that are not related to diet, to reward himself after achieving
specific goals (effective learning). Emphasis can be placed on even small
target steps. The reward does not refer to food and it is desirable to include
recreational activities, shopping other than food.
Self-monitoring
Self-monitoring has two components i.e. measurement and evaluation: The
child (1) measures and records his or her own behavior (measurement), and
then (2) compares that recorded behavior to a pre-determined standard
(evaluation).
Feedback
Focus should be based on positive changes.
Cognitive
Cognitive restructuring offers an opportunity to notice maladaptive thoughts
reconstruction
as they’re occurring.
Stimulus control
Stimulus control refers to modifying the occurrence or frequency of stimuli /
messages that amplify "problematic" behavior or increase the likelihood of
new desired behavior occurring.
Problem solving
A specific protocol should be followed.
Avoiding high-risk
The primary step here is to make the child identify which are these high-risk
situations
situations.
Relapse prevention
Discussion on future high-risk conditions.
SMART goals, Appropriate Rewarding, Self-Monitoring and Positive Feedback (Topic 4)
SMART goals are:
 Specific: Well-defined, clear, and unambiguous
 Measurable: With specific criteria that measure your progress toward the accomplishment of the goal
 Achievable: Attainable and not impossible to achieve
 Realistic: Within reach, realistic, and relevant to your life purpose
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Timely: With a clearly defined timeline, including a starting date and a target date. The purpose is to
create urgency.

A 4-step method to set goals in CBT
1. Identify child’s goal.
2. Identify child’s start point.
3. Identify child’s steps.
4. Get started.
The principles of rewarding
 The reward is given consistently and is predictable.
 Always include praise.
 Make sure the child wants and likes the reward.
 Use different rewards because sometimes they lose their effectiveness.
 The reward must be earned – it comes after a positive behavior.
 Label the behavior -- be descriptive (e.g., Thank you for doing your chores right after you came home
from school.)
 Reward frequently
 Withhold the reward for incorrect behavior.
 Make sure you can control the child’s access to the reward
 Reward behaviors that come close to the behavior goal - it is necessary to reward effort.
 Use age-appropriate rewards
Rewarding to promote healthy eating. What parents should do and what to avoid:
 Verbal and not material rewards;
 Small instead of big rewards;
 Reward for the quality and not the quantity (e.g., rewarding when the child just tried to eat legumes even
if he did not eat all the amount he had on his plate);
 Non-food rewards (e.g., “Once you eat your food we will go to the park to play“ instead of “Once you eat
your food you will eat chocolate);
 No punishment (e.g., “If you do not eat your vegetables you will not seeTV“ or "if you do not eat all your
food, you will not play“);
 No mixed messages (e.g., we do not used unhealthy foods like sweets or unhealthy behaviors like screen
time to reward children since they automatically consider that behaviors as good).
Self-monitoring
 Self-monitoring can be used to record dietary habits, behaviors and / or thoughts.
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With self-monitoring the child perceives his behavior, determines the parameters he wants to change,
identifies problem areas of dietary behavior, high risk situations, negative messages, consciously
regulates food intake and monitors his progress.
Food diaries can be used as self-monitoring tools.

Families should be instructed to partner with their children on maintaining a diary of food, physical activity,
and/or sedentary activities on a daily basis, starting with only 1 or 2 target behaviors and increasing to more
behaviors after the monitoring routine has been established. To maintain monitoring, parents need to
encourage their children in a nonjudgmental way by reminding them to write the target behavior on several
occasions during the day and by reviewing the diary with them at the end of the day. Goals for behavior change
should be made in a small-step manner. They should be unambiguous, attainable, and routinely reexamined.
Positive feedback
 Feedback (how the child ultimately did) on subjective or objective information, observations or
measurements (dietary habits and other behaviors) is important.
 Feedback enhances child mobilization and contributes to the achievement of goals.
Positive feedback, such as pointing out and praising positive behaviors while ignoring or positively addressing
behaviors that should be changed, is critical for success. Parents should be discouraged from using food as a
reward (ie, celebrating with ice cream, going out to eat) or a punishment (restricting food for bad behavior).
Cognitive Reconstruction, Stimulus Control and Problem Solving (Topic 5)
The cognitive-behavioral model suggests that three layers of cognitive dysfunction exist in individuals struggling
with social and/or psychological problems:
Automatic thought
An automatic thought is a brief stream of thought about ourselves and others. Automatic thoughts largely apply
to specific situations and/or events and occur quickly throughout the day as we appraise ourselves, our
environment, and our future. We are often unaware of these thoughts, but are very familiar with the emotions
that they create within us.
Intermediate belief
Intermediate beliefs can often be stated as conditional rules: “If x , then y.” Individuals create these assumptions
by categorizing the information they receive from the world around them.
Dysfunctional core belief
Dysfunctional core beliefs drive dysfunctional rules and automatic thoughts. Core beliefs are often formed in
childhood and solidified over time as a result of one’s perceptions of experiences.
How to achieve stimulus control
1. Limiting exposure to unhealthy foods at home
2. Gradually reintegrating "problematic" foods under "controlled conditions“
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3. Suggest alternate activities like go for a walk with friends and family, play a knowledge game, prepare
together healthy snacks etc.
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Unit 3: Motivational Interviewing in Health Care: Communication Skills and Techniques for a Health
Professional
Unit Overview (Please edit accordingly):
Motivational Interviewing is a collaborative, goal-oriented style of communication with a particular focus on
change. It is designed to strengthen personal motivation for and commitment to a specific goal by eliciting and
exploring person’s own reasons and incentives for change within an atmosphere of warmth and empathy.
Trainees will learn the principles of this method as well as the communication techniques that can be used in
children/adolescents and their families will be presented.
Learning objectives in Unit 3
These objectives must be linked to the objectives/outcomes of the module
Upon completion of this Unit participants should be able to:
● Identify and recognize key components of Motivational Interviewing.
● Use person-centered “OARS” skills to engage children/adolescents and their families in “treatment”.
● Use appropriately communication techniques to evoke a change talk.
Introduction (Topic 1)
Motivational Interviewing is a collaborative, goal-oriented style of communication with a particular focus on
change. It is designed to strengthen personal motivation for and commitment to a specific goal by eliciting and
exploring person’s own reasons and incentives for change within an atmosphere of warmth and empathy.
Focusing on the management of children and their families with obesogenic behaviors, even if there is the
intention to change daily lifestyle habits towards a positive direction, this is not always translated to sustainable
changes or at least to changes of high duration.
Behavioral changes and actions like “following a healthy diet”, “increase physical activity” or “regular selfmonitoring” may seem simple enough to comply with. However, health professionals working with such families
can often find themselves thinking “if only they would just......”, “take more exercise”, “stop worrying” or simply
“just LISTEN”.
What the health professional has to understand is that there is a gap between what people “know” and what
they “actually do”. The process that maintains the gap between knowledge and behavior is ambivalence.
Individuals have to deal with conflicting motivations and pressures. In most cases, the change seems too big, the
rewards too distant, the personal or financial costs too high or maybe it was never their idea to change in the first
place.
Behavioral changes and actions like “following a healthy diet”, “increase physical activity” or “regular selfmonitoring” may seem simple enough to comply with. However, there is what we call “ambivalence”.
 Individuals have to deal with conflicting motivations and pressures.
 In most cases, the change seems too big, the rewards too distant, the personal or financial costs too high
or maybe it was never their idea to change in the first place.
Motivational Interviewing is:
 a directive person-centered approach designed to explore ambivalence and activate motivation for
change.
 A key component of a motivational interviewing conversation is to acknowledge that individuals have
every right to make no change.
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It invites people to consider their own situation and find their own solutions to situations that they
identify as problematic and prevent them from change.
A health professional that talks with a child or his parent has to ELICIT their actual view on the problematic
condition so as to make them understand the situation and to set specific goals.
The Principles, Processes and Spirit of Motivational Interviewing (Topic 2)
The Spirit of Motivational Interviewing
Within Motivational Interviewing, the health professional is viewed as a facilitator rather than expert, who adopts
a nonconfrontational approach to guide the child or his parents toward change. The overall spirit of Motivational
Interviewing can be described as follows:
 Collaboration
 Evocation
 Supporting child autonomy
 Being caring
 Nonjudgmental
 child-centered
 Active listening
 Requiring a mindful act of will for most
Motivational Interviewing
Collaboration: a partnership between the child and
practitioner is formed. Joint decision making occurs.
The practitioner acknowledges the child’s expertise
about themselves
Evocation: the practitioner activates the child’s own
motivation for change by evoking their reasons for
change. The practitioner connects health behavior
change to the things the child cares about
Honoring a child’s autonomy: although the
practitioner informs and advises their child, they
acknowledge the child’s right and freedom not to
change. ‘It’s up to you’

Authoritative or paternalistic therapeutic style
Confrontation: the practitioner assumes the child has
an impaired perspective and consequently imposes
the need for ‘insight’. The practitioner tries to
persuade and coerce a child to change
Imposing ideas: the child is presumed to lack the
insight, knowledge or skills required to change. The
practitioner tells the child what to do

Authority: the practitioner instructs the child to make
changes

The principles of motivational interviewing:
• Express and Show Empathy: Counselors start to build trust which, in turn, may help patients to become
more open, sharing more of their personal history, struggles and concerns. This principle also accepts
that clients might be ambivalent during counseling sessions, especially at the start of counseling. Skillful
and active listening that reflects what the client shares is another component of this principle counselors
practice.
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•

•

Support and Develop Discrepancy: Patients give reasons for changing their behavior – instead of viewing
counselors as experts with the right answers. If patients are exhibiting behaviors and making choices that
take them away from their goals, counselors gradually point out this gap between behaviors and goals to
patients.
Role with Resistance: When patients resist changing their behavior, counselors do not confront the
client’s resistance. As discussions continue, counselors work with patients to get them to see and
examine different viewpoints, allowing them to make the right choice
Support Self-Efficacy: Patients need to feel that they are capable of achieving the change they want. This
principle involves counselors discussing and pointing out previous behavioral and life successes patients
have experienced.
Developing Autonomy: Counselors demonstrate to patients that the authentic power for them to change
comes from themselves. Patients are responsible for changing their behavior.

Miller and Rollnick have attempted to simplify the practice of Motivational Interviewing for health care
settings by developing four guiding principles, represented by the acronym RULE:
• Resist the righting reflex
• The righting reflex describes the tendency of health professionals to advise children about the
right path for good health. This can often have a paradoxical effect in practice, inadvertently
reinforcing the argument to maintain the status quo. Essentially, most people resist persuasion
when they are ambivalent about change and will respond by recalling their reasons for
maintaining the behavior. Motivational interviewing in practice requires clinicians to suppress the
initial righting reflex so that they can explore the child's motivations for change.
• Understand child's motivations
• It is the child's own reasons for change, rather than the practitioner's, that will ultimately result
in behavior change. By approaching a child's interests, concerns and values with curiosity and
openly exploring the child's motivations for change, the practitioner will begin to get a better
understanding of the child's motivations and potential barriers to change.
• Listen with empathy
• Effective listening skills are essential to understand what will motivate the child, as well as the
pros and cons of their situation. A general rule-of-thumb in MI is that equal amounts of time in a
consultation should be spent listening and talking.
• Empower the child
• child outcomes improve when they are an active collaborator in their treatment. Empowering
childs involves exploring their own ideas about how they can make changes to improve their
health and drawing on the child's personal knowledge about what has succeeded in the past. A
truly collaborative therapeutic relationship is a powerful motivator. children benefit from this
relationship the most when the practitioner also embodies hope that change is possible.
The two phases of Motivational Interviewing
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1. Building motivation to change: four early methods represented by the acronym OARS constitute the basic
skills of Motivational Interviewing. These basic counselling techniques assist in building rapport and
establishing a therapeutic relationship that is consistent with the spirit of Motivational Interviewing.
2. Strengthening commitment to change: This involves goal setting and negotiating a “change plan of action”.
In the absence of a goal directed approach, the application of the strategies or spirit of motivational
interviewing can result in the maintenance of ambivalence, where children and practitioners remain stuck.
This trap can be avoided by employing strategies to elicit “CHANGE TALK”.
Building motivation to change: Person-centered OARS skills to engage children/adolescents and their families
in “treatment” (Topic 3)
The “OARS” acronym means: Open-ended questions; Affirmations; Reflections; Summaries

Strengthening commitment to change: Strategies for Evoking Change Talk (Topic 4)
Strategies for evoking change talk
Ask evocative questions Ask an open question, the answer to which is probably a change talk.
Explore decisional
Ask for the pros and cons of both changing and staying the same.
balance
Good Things/Not So
Ask about the positives and negatives of the target behavior.
Good Things
18

Ask for
Elaboration/Examples
Look back
Look forward

Query Extremes
Use Change Rulers

Explore Goals and
Values

Come
Alongside

When a change talk theme emerges, ask for more details. “In what ways?” “Tell
me more?” “What does that look like?” “When
was the last time that happened?”
Ask about a time before the target behavior emerged. How were
things better, different?
Ask what may happen if things continue as they are (status quo). Try the
miracle question: If you were 100% successful
in making the changes you want, what would be different? How
would you like your life to be five years from now?
What are the worst things that might happen if you don’t make this change?
What are the best things that might happen if you do make this change?
Ask: “On a scale from 1 to 10, how important is it to you to change [the specific
target behavior] where 1 is not at all important, and a 10 is extremely
important?
Follow up: “And why are you at ___ and not _____ [a lower number than
stated]?”
“What might happen that could move you from ___ to [a higher number]?”
Alternatively, you could also ask “How confident are that you could make the
change
if you decided to do it?”
Ask what the person’s guiding values are. What do they want in life? Using a
values card sort activity can be helpful here. Ask how the continuation of target
behavior fits in with the person’s goals or values. Does it help realize an
important goal or value, interfere with it, or is it irrelevant?
Explicitly side with the negative (status quo) side of ambivalence. “Perhaps
_______ is so important to you that you won’t give it up, no matter what the
cost.”

The ELICIT – PROVIDE – ELICIT concept in Motivational Interviewing
How many people do everything their health professional tells them to, no questions asked?
Motivational interviewing has a specific technique that helps counselors share this information without turning
into the expert, and the individual into a passive participant.
The technique is called Elicit-Provide-Elicit (Asking, Listening, Informing).
This technique may be particularly useful when:
 You think the individual is misinformed
 You think the individual lacks information
 You’re thinking of an idea that might be useful to the individual
 The individual is asking for information
References
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Unit 4: The Transtheoretical Model of Change and the Structure of a Health Behavior Change and Counselling
Session
Unit Overview (Please edit accordingly):
This unit will provide specific case-studies and scenarios in which a healthcare provider should communicate with
parents/families so as to motivate obesogenic behaviors or to support them sufficiently to ameliorate their
children’s lifestyle habits.
Learning objectives in Unit 4
These objectives must be linked to the objectives/outcomes of the module
Upon completion of this Unit participants should be able to:
● Identify the behavior change stage at which a child or a parent is according to the transtheoretical model
of change.
● Appropriately use communication strategies in line with the behavior change stage.
● Structure a health behavior change and counselling session.
Overview of Key Theory on Transtheoretical Model (Topic 1)
The Transtheoretical Model (TTM) (also called the Stages of Change Model), developed by Prochaska and
DiClemente in the late 1970s, evolved through studies examining the experiences of smokers who quit on their
own. It was determined that people can quit smoking if they are actually ready to do so.
 The TTM focuses on the decision-making of the individual.
 The TTM is a model of intentional change.
 The TTM posits that individuals move through six stages of change. The steps illustrate a sequence of
cognitive and behavioral steps toward successful behavioral change. Specifically, for dietary
interventions, they refer to the degree of readiness of an individual to adopt the proposed dietary
behavior
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Precontemplation

Contemplation

Preparation (Determination)

Action

Maintenance

Termination

In this stage, people do not intend to take action in the foreseeable future
(defined as within the next 6 months). People are often unaware that their
behavior is problematic or produces negative consequences. People in this
stage often underestimate the pros of changing behavior and place too much
emphasis on the cons of changing behavior.
In this stage, people are intending to start the healthy behavior in the
foreseeable future (defined as within the next 6 months). People recognize
that their behavior may be problematic, and a more thoughtful and practical
consideration of the pros and cons of changing the behavior takes place, with
equal emphasis placed on both. Even with this recognition, people may still
feel ambivalent toward changing their behavior.
In this stage, people are ready to take action within the next 30 days. People
start to take small steps toward the behavior change, and they believe
changing their behavior can lead to a healthier life.
In this stage, people have recently changed their behavior (defined as within
the last 6 months) and intend to keep moving forward with that behavior
change. People may exhibit this by modifying their problem behavior or
acquiring new healthy behaviors.
In this stage, people have sustained their behavior change for a while
(defined as more than 6 months) and intend to maintain the behavior change
going forward. People in this stage work to prevent relapse to earlier stages.
In this stage, people have no desire to return to their unhealthy behaviors
and are sure they will not relapse. Since this is rarely reached, and people
tend to stay in the maintenance stage, this stage is often not considered in
health promotion programs.

When an individual is in the Precontemplation stage, the pros in favor of behavior change are outweighed by the
relative cons for change and in favor of maintaining the existing behavior. In the Contemplation stage, the pros
and cons tend to carry equal weight, leaving the individual ambivalent toward change. If the decisional balance is
tipped however, such that the pros in favor of changing outweigh the cons for maintaining the unhealthy
behavior, many individuals move to the Preparation or even Action stage. As individuals enter the Maintenance
stage, the pros in favor of maintaining the behavior change should outweigh the cons of maintaining the change
in order to decrease the risk of relapse. The “relapse” part of the TTM is not a stage. It is a form of regression, in
which the person moves to a previous stage.
Confidence individuals have in maintaining their desired behavior change in situations that often trigger relapse.
In Precontemplation/Contemplation stages, temptation to engage in problematic behavior is far greater than selfefficacy to abstain. From Preparation to Action, the disparity between feelings of self-efficacy and temptation
closes, and behavior change is attained. Relapse occurs in situations where feelings of temptation trump
individuals’ sense of self-efficacy to maintain the change.
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While the Stages of Change are useful in explaining when changes in cognition, emotion, and behavior take place,
the processes of change help to explain how those changes occur. These processes need to be implemented to
successfully progress through the stages of change and attain the desired behavior change.
These processes can be divided into two groups:
 cognitive and affective experiential processes
 behavioral processes
Cognitive and Affective Experiential Processes (Topic 2)
Consciousness Raising: Increase the individual's understanding and awareness of himself and the problem.
Awakening of consciousness refers not only to the revelation of hidden thoughts and concerns, but also to the
provision of information that can increase the degree of awareness of the problem. For example, in many cases,
patients, when informed of some of the effects of their current dietary habits, report: "I did not realize it…".
Dramatic Relief or Emotional Arousal: Manifestation of feelings about the problem and its solutions. Dramatic
relief can be achieved through unpleasant events in a person's life (e.g. the fact that an obese child experienced a
low performance in a basketball game can move him from one stage to another).
Environmental Reevaluation: Discussion on environmental opportunities that exist to show society is supportive
of the healthy behavior.
Self-Reevaluation: Some examples of questions that can help with self-assessment are:
• How would you see yourself if you would lose weight?,
• What would be the pros and cons if you were trying to increase your physical activity?
Social Liberation: Social reappraisal to realize how their unhealthy behavior affects others.
Behavioral Processes (Topic 3)
Self-Liberation: Choice and commitment to action, or belief in the ability to change. The individual accepts his
responsibility in trying to change.
Counter Conditioning: Replacing problematic habits and behaviors with healthier alternatives.
Helping Relationships: Trust and seek support from the environment. In combination with the "Self-Liberation or
Commitment", the individual accepts the responsibility of change, but also the importance of support from
important people in the social environment (family, friends). Support includes understanding, acceptance, effort
enhancement and assistance in practical matters or problems that arise.
Reinforcement Management: Rewarding the positive behavior and reducing the rewards that come from
negative behavior.
Stimulus Control: Re-engineering the environment to have reminders and cues that support and encourage the
healthy behavior and remove those that encourage the unhealthy behavior.
24

A Health Behavior Change and Counselling Session Step-by-Step (Topic 4)
What is actually counselling?
There is a big difference between a professional counsellor and a person who uses counselling skills. A
professional counsellor is a highly trained and well-qualified health professional who is able to use a different
range of counselling approaches.
Hence, counselling is:
 The process that occurs when an individual and a counsellor sed aside time in order to explore difficulties
which may include the stressful or emotional feelings of the individual.
 The act of helping the individual to see things more clearly, possibly from a different point of view. This
can enable the individual to focus on feelings, experiences or behavior with a goal to facilitating positive
change.
 A relationship of trust. Confidentiality is paramount to successful counselling.
Counselling is NOT . . .
 giving advice;
 judgemental;
 attempting to sort out the problems of the individual;
 expecting or encouraging an individual to behave in a way in which the counsellor may have behaved
when confronted with a similar problem in their life;
 getting emotionally involved with the individual;
 looking at individuals’ problems from health professional’s perspective based on health professional’s
value system.
The intervention related to nutrition issues needs to follow a specific structure with the aim to:
 exchange information,
 reduce resistance,
 enhance self-efficacy

The following figure summarizes the specific stages of a health behavior change session.
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At this stage a “warm” atmosphere is created between patient and health professional. The general purpose of
the counselling session is defined and agreement is sought on the framework of cooperation. To establish a
heathy relationship three conditions are needed:
 Empathy: Health professional senses accurately the feelings and the personal meanings that the
individual is experiencing and communicates this acceptant understanding to the individual.
 Genuineness: This refers to the health professional’s stage of mind. It means that health professional can
respond to the individual as a human being and not in terms of therapist. Hence, the health professional
has to be congruent, spontaneous, non-defensive, consistent and comfortable.
 Unconditional caring: This indicates to the acceptance of the individual. To achieve this health
professional may use non-verbal behavioral techniques such as smile, tone of voice, facial expression etc.
This stage includes beyond the general physical, dietary and lifestyle assessment of the individual, the assessment
of individual’s knowledge on nutrition- and weight-related issues as well as previous relevant experiences.
 Communication tools: open ended questions, reflections
Intervention is formulated according to individual’s behavioral change stage.

Individuals in the PRECONTEMPLATION phase
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Health professional’s
scope



Strategies





Underscore the fact that the current
situation is problematic or it has
negative consequences.
Make easy for the individual to start
discussing the possibility of change and
finally move on to the next stage.
Provision of information
Empathy
Stimulation of awareness

Techniques







Targeted information
Expressions of empathy
Open-ended questions
Reflective listening
Follow-up



Individuals in the CONTEMPLATION phase
Health professional’s
scope
Strategies

Techniques













To enrich the pros and reduce the cons
of a behavioral change
Understand the reported pros and cons
as well as the strengths and weaknesses
of the individual in relation to a specific
behavioral change
Enhancing self-efficacy
Raising awareness
Use of “Nudge in the Right Direction
workbook”
Use of decisional balance worksheet
Investigate helping relationships
Use of open-ended questions
Use of reflecting listening
Follow-up

Individuals in the ACTION phase
Health professional’s
scope
Strategies





To start the actual intervention with
specific goals
Goal setting
Enhancing self-efficacy
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Techniques













Present different choices
Investigate helping relationships
Counter conditioning
Stimulus control
Rewarding
Positive feedback
Prevention of relapse
Self-monitoring
Use of open-ended questions
Use of reflecting listening
Follow-up

The health professional can monitor the individual either in the form of assessment sessions or in the form of
supportive sessions. Supportive sessions can be done on a monthly basis or less frequently, over time, so that the
individual is gradually "cut off" by the health professional when the main part of the intervention is completed.
Other special communication techniques in a health behavior change and counselling session (Topic 5)
Low risk
 Encouragement
 Confirmation / understanding
 Introductory sentences
Moderate risk
 Questions
 Provision of information
 Non-specific praise
High risk
 Giving advice
 Suggesting solutions
 Reassurance
Very high risk
 Controversy
 Bulling
 Criticism
 Disagreement
 Expression of anger

4 signs of resistance
 To disagree: the individual questions the accuracy, expertise or integrity of the health professional.
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To interrupt: the individual interrupts the health professional defensively.
To refuse: the individual refuses to recognize a problem, to take responsibility, to cooperate, to receive
advice.
To ignore: the individual does not answer or remains silent.

How to deal with resistance
1. Emphasize individual's personal choice and control over his health.
2. Evaluate individual's readiness for change and self-efficacy.
3. Walk “in parallel" with the individual. This does not mean that he listens passively to what the individual
says.
4. Using reflective listening he understands his problem or how he feels about it.
5. Change the purpose of the intervention or the topic of discussion that creates this resistance.
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