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KATARZYNA SZCZEKALA', KATARZYNA KANADYS?, KRZYSZTOF WIKTOR?, HENRYK WIKTOR?

Significance of motivational interviewing in public health

Abstract

Motivational interviewing (MI) is a specific style of communication based on collaboration, aimed at achieving a goal and
focused on change talk. This is conducted in an atmosphere of comprehension, acceptance and compassion, being intended to
strengthen inner motivation and commitment to attain goals by the search for, and assessment of, the individual’s reasons for
change. Change talk may refer to new behaviours, lifestyles or the introduction of treatment adherence. Therefore, it can be a part
of health care provider — patient communication. The application of MI contributes to an increase in patients’ concordance and
compliance as well as rightness of the therapy prescribed because it heightens an individual’s awareness and eagerness to change
and triggers positive thinking, being focused on resources and values. The aim of this article is to familiarise the MI character
and present some interesting examples characterised by a diversity of ideas in the overall vision of public health concentrated on
health promotion. A non-systematic literature review of the years 2003-2018 on the use of MI in health promotion in PubMed
provided evidence of great interest in MI in such contexts as body weight reduction, an increase in physical activity, or coping
with risk behaviours e.g. addictions. The aforementioned problems are a major cause of non-communicable diseases. The ap-
plication of MI results in health behaviour improvement along with increased self-esteem and self-efficacy, inner motivation and
willingness to change habits.
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INTRODUCTION worth trying out, have been chosen to show the wide spectrum
of MI use and its effectiveness.

Motivational interviewing (MI) is a style of communication
based on collaboration, aimed at achieving a goal and focused
on change talk. This discourse is intended to strengthen inner
motivation and commitment to attain the goal by the search for
an individual’s reasons for change and then their assessment. It
is conducted in the atmosphere of comprehension, acceptance
and compassion [1].

Change talk is of great significance in different contexts
in our lives; it is used to introduce new behaviours, change
lifestyles or adhere treatment. Therefore, this way of commu-
nication plays an important role in health professional — pa-
tient communication since it increases patients’ concordance
and compliance as well as rightness of the therapy prescribed.
In contrast to traditional instructions and advice, M1 is oriented
to heightening an awareness of the individual’s willingness
to change and evoking positive thinking relying on resources,
values and interests [1-4].

The aim of the work is familiarisation of the MI character
and presentation of the vast array of its application in public
health. Due to non-systematic literature review of the years
2003-2018 on the use of MI in health promotion, some interest-
ing examples characterised by a diversity of ideas, presumably

Characteristics of MI

On listening to an interlocution in the atmosphere of MI,
one can think that it is light, casual or spontaneous. However,
it is structured, based on certain rules, and undergoes certain
processes [5-6]. Both mental and emotional attitudes to an
interlocutor are important, and they include such elements
as partnership with compassion, acceptance and evocation
of goals, values, causes and ideas of change introduction,
avoiding deficits and a negative approach [1]. Acceptance is
understood as seeing the speaker as a valuable person, free
from judgement but with empathy (looking at the person’s life
through his or her own eyes), supporting autonomy and bol-
stering confidence via relying on strengths and resources.

Rules of MI consist in expressing empathy; supporting the
individual’s value and self-efficacy by focusing on advantages;
developing discrepancy between the current situation and the
one the person would like to be in; and rolling with resistance
that results from ambivalence towards the change [7].

According to Miller and Rollnick [1], the authors of MI,
a person is able to transcend ambivalence and make a deci-
sion about a change when his or her sustain language shifts to-
wards change talk, namely when arguments against change are
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replaced with auto-motivating assertions. It is feasible when
four key processes occur which can follow, permeate, cover
or coincide with one another and recur. The initial process in-
volves engaging, the second — focusing (setting a goal). Then,
evoking, i.e. bringing out motivation to change, by giving
arguments for change, reinforcing belief and supporting self-
efficacy. Planning constitutes the last process and takes place
when the person formulates a concrete plan.

Some person-oriented communication skills are recom-
mended to evoke change talk, for instance a tool referred to as
OARS which consists of asking Open questions, using Affir-
mation, Reflective listening and lastly Summarising [1]. Open
questions refer to a conversationalist’s willingness, skills, rea-
sons and needs for change as well as to his or her commit-
ment. These are essential as they encourage a person to come
to awareness of him/herself and necessity for change. Affirma-
tion shows a person that he/she is effective and directs his/her
attention from problems or difficulties to goals; from his/her
weaknesses to strengths. Reflective listening and summarising
require active listening skills from the person conducting MI
as well as his/her abilities to paraphrase, synthesise and select
the best contents.

MI in public health

The definition of public health is as follows “the art and
science of preventing disease, prolonging life and promoting
health through the organized efforts of society” [8]. It is aimed
at promoting greater health and well-being in a sustainable
way. In order to achieve the aforementioned aim, the public
health approach involves working with other sectors to ad-
dress the wider determinants of health, and with health pro-
fessionals [9]. In observing the challenges of public health,
what is brought to the forefront, is the necessity of dissemi-
nating knowledge about pro-health behaviours to prevent non-
communicable diseases [10]. Health improvement frequently
depends on the introduction of new behaviours. In literature,
there is abundant evidence of MI application in health promo-
tion. Below there are some examples of MI usage that have
been presented in overweight/obesity reduction, improvement
of physical activity level (PAL), addiction and risk behaviour
decline.

MI in overweight and obesity

Overweight and obesity result from considerable weight gain
caused by excessive consumption of food, i.e. calories. Accord-
ing to the WHO, obesity has trebled in the world since 1975.
In 2016, 39% of adults were overweight and 13% of these
obese, which is troubling because overweight and obesity
are major risk factors for noncommunicable chronic diseas-
es. Moreover, they contribute to 10-13% of premature deaths
(approximately 1 million deaths annually) [11]. Literature
review shows MI effectiveness in reducing body weight.

A Welsh and English 12-month randomised controlled
trial (RCT) encompassed 170 adults (18-70 years old) with
BMI >30 kg/m?. After 6 direct and 9 telephone MI sessions in
an intensive group, there was a mean BMI decline of 1 kg/m? in
comparison with a control group (0.2 kg/m?). A similar differen-
ce was found in body weight loss, mean difference of 2.8 kg
compared with 0.5 kg. The results suggest that MI intervention
can facilitate long-term weight loss [12].

A Canadian qualitative research study on 8 females aged
35-55 years old with BMI >30 kg/m? provided interesting
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results. After 6 months, due to 18 MI, there was a decrease in
waist circumference and body weight directly after the inter-
ventions, and after a subsequent 6 months, the highest weight
loss was about 17 kg from 132 kg and the lowest one was
around 1.5 kg from 90 kg. Moreover, other advantages were
found: an increase in self-esteem and self-efficacy, moderate
growth of physical activity level (PAL) as well as substantial
diet improvement (two three-day records of food intake). This
proves that MI is highly effective for individuals who deal
with life factors and stressors that impede weight loss [13].
Similar findings were received by Pearson et al. (2013) as the
MI group revealed better self-understanding and responsibility
for themselves, which explains the incredible phenomenon of
MI [14].

RCT on three groups of 150 obese (BMI 29-35 kg/m?) Irani-
an females also indicated MI effectiveness. One of two groups
with MI (5 MI group sessions with a psychologist and 4 ses-
sions on diet and exercising) had additional goal and deadline
establishment, and obtained a higher anthropometric status
in a 2-month follow-up (the control group showed weight
loss only directly after the sessions) [15]. Another Iranian
single-blind RCT on 100 obese (BMI 25-35 kg/m?) women
showed high MI effectiveness after five sessions delivered for
a 7-10-participant group with the provision of pamphlets on
overweight and obesity as well as advantages of diet change.
This led to significant BMI decrease 2 and 6 months after the
intervention. MI superiority is affirmed by its more durable
effects of weight loss and effective promotion of self-efficacy
[16]. Both studies provided positive results in group MI ses-
sions in health centres.

The systematic review of 1994-2014 included 24 RCTs and
shaped MI effectiveness in body weight reduction this way:
54.2% of the participants had weight loss by at least 5% in
comparison with the initial weight and 37.5% reported sub-
stantial weight loss [17]. Furthermore, MI turned out to be
a useful method for obese pregnant women in Denmark [18].
MI was proved to be an effective technique of behaviour
change, diet improvement and PAL increase with long-term
(> 12 months) effect of change adherence in systematic re-
view of 48 RCTs [19]. Another systematic review of 33 RCTs
on health behaviour change, namely a diet change, increase in
PAL and decrease in alcohol consumption revealed a positive
effect in around 50% of those researched [20].

The results of the aforementioned research conducted
with the application of standardised psychometric tools and
body weight measurement showed that MI is effective since
it boosts self-awareness and motivation, which translates into
undertaking trials of body weight loss irrespective of stressors.
MI in physical activity

Physical activity (PA) is of great significance for health.
However, the WHO reports that 1 in 5 individuals and 4 in 5
teenagers present inactivity. Regular exercise plays a key role
in the prevention and treatment of noncommunicable chronic
diseases. Adults are recommended to have at least 30 minutes
of PA a day. The research carried out in Denmark and Great
Britain show that regular and moderate PA can extend lifespan
as long as 3-5 years [21].

Following four 15-minute sessions of automated MI, 23
adult Americans, most of whom were overweight or obese
(96%), achieved a considerable increase in PA from an aver-
age of 5252.99 steps daily prior to the study to 6425.05 after
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the sessions. Total weekly energy expenditure increased from
1918.33 metabolic equivalent of task (MET) before the study
to 3457.12 MET a month after the intervention. A considerable
growth of variables i.e. readiness, willingness and perceived
ability to change contributed to PA improvement. Such posi-
tive results of the study prove MI’s effectiveness in health pro-
motion [22]. Automated MI provided better outcomes than the
use of an avatar (a virtual person created for the conducting of
MI sessions) in research on 958 Dutch adults (females: 60.4%)
aged 18-70 years old with moderate PAL of at least 30-minute
movement daily on average 4.2 days weekly. A month after the
intervention, the mean moderate PA was 4.4 days weekly with
at least 30-minute movement per day; a group communicating
with an avatar reached mean 4.6 while another group working
with a text 4.7 and the control group 4.0. The participants of
the first two groups increased their PAL from 4.44 to 4.63 days
weekly with at least 30 minutes of exercising. Although some
improvement was noted, no greater differences were found
between MI intervention in the first two groups, probably au-
tomated MI could not cause more impressive changes [23].

Positive effects were achieved in 70 Iranian women of child-
bearing age who were provided with four 90-minute group
sessions of MI to promote PA. The first group was given edu-
cational sessions with MI and pamphlets on PA significance
while the other group received only educational sessions. Fol-
lowing a 4-month period after the intervention, the group with
MI showed an increase in PAL, internal motivation, perceived
competences, autonomy and satisfaction [24]. MI turned out
to be helpful in the study of 80 females and males aged 40-65
years old in Australia who took part in a 4-month intervention
aimed at introducing new habits of PA in order to fight against
sedentary lifestyle. Apart from 20-min MI sessions, the par-
ticipants were provided with weekly text messages from the
research authors so as to reinforce some of the features of MI
such as goal establishment, behaviour monitoring, feedback
and goal evaluation. The participants received points depend-
ing on their involvement in the process: 1 point for their daily
30-minute activity and 30-minute reduction of sedentary life-
style. The aim was to increase PA by150 minutes and decrease
sedentary lifestyle by 150 minutes a week. The participants
were additionally awarded with some souvenirs and vouch-
ers, and after the 4-month intervention they could win a prize.
In the participants’ eyes, the component of MI was of great
significance and the only one that received no negative assess-
ment [25].

Both inactivity and excessive PA can be a cause of health
problems. Critical literature review on compulsive exercising
indicates the need for MI application as an effective approach
to overcoming this addiction. The aim of MI is to accept the
need for change and the reinforcement of motivation in be-
havioural addictions. This problem is concomitant with other
conditions or addictions (e.g. to alcohol, nicotine, drugs, sex,
work, Internet) and typical attitudes like perfectionism, narcis-
sism, neuroticism. Consequences of the addiction are subse-
quent health problems such as trauma, pain, anxiety, depres-
sion and social disturbances [26].

MI in addictions and risk behaviours

The term addiction refers to a health disorder, a psychologi-
cal condition or a both psychological and physical condition
requiring a psychoactive chemical agent that needs to be taken
regularly or occasionally to avoid unpleasant symptoms [27].
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Rowicka (2015) [7] describes the difference between behav-
ioural addiction and addiction to a psychoactive substance.
The former is usually a component of normal behaviour, the
latter requires taking of an agent. Despite this difference, bio-
chemical changes including those at the neurotransmitters
level are similar. Another difference concerns abstinence. In
the case of addiction to psychoactive substances, treatment is
based on total exclusion. As far as behavioural addictions are
concerned, total abstinence is almost impossible.

The literature review of 28 RCT of 1997-2014 showed
MI effectiveness in comparison with standard treatment for
smoking cessation where the participants were provided with
1-6 sessions of MI lasting 10-60 minutes. The results are in-
teresting: General Practitioners (GPs) were more effective
than nurses and psychologists; single and shorter sessions
(< 20 mins) were more fruitful; both telephone and face-to-
face sessions were effective [28].

In Switzerland, three 30-minute MI interventions were ap-
plied in RCT on 325 individuals addicted to nicotine and can-
nabis. Self-assessment and personalised normative feedback
were chosen for the first group, MI for the second group and
psychoeducation for the third group. All three of the groups
achieved a considerable increase in motivation for smoking
cessation directly after the interventions and a slight decline
after the subsequent 8 weeks. MI was not more effective than
other methods probably because of its fully-automated charac-
ter restricted to 3 or 4 tasks [29]. The research hypothesis was
challenging because abstinence from one of the substances
(e.g. nicotine) could result in greater demand for the other
substance (e.g. cannabis) as compensation. Simultaneous ab-
stinence from two addictive agents is an enormous challenge
or difficulty. Miller (2015) claims that among all psychoac-
tive substances, nicotine is the most harmful for the addicted
and smoking is associated with high costs of healthcare, high
morbidity and mortality [4]. The results of the aforementioned
study on individuals addicted to both nicotine and cannabis
were not satisfying because MI lacked essential characteristics
that are emphasised by the MI authors.

Other high-risk behaviours such as alcohol or drug abuse,
or risky sexual behaviour lead to many health problems. Some
literature reports show that MI can be applied to different be-
havioural problems restricted to one session or extending in-
tervention to several sessions. Such sessions can be the intro-
duction to other therapies (e.g. hospital treatment), integrated
with other therapies (e.g. with cognitive behavioural one),
or constitute an independent intervention [30].

An American project Choices was completed by 143 fe-
males who participated in four MI sessions and one counsel-
ling session on family planning. Follow-up after 6 months
indicated that 68.5% of the women reduced the amount of al-
cohol consumed, 23.1% used effective contraception, 12.6%
had no risk of alcohol-exposed pregnancy and 32.9% both re-
duced alcohol consumption and used effective contraception
[31]. Another clinical trial on 228 females aged 18-24 years
old with risk of alcohol-exposed pregnancy showed the ef-
fectiveness of one MI session. In the group with MI, 25% of
the women did not drink alcohol compared with 15% from
the control group (follow-up after one month). A total of 64%
of the women with MI used safe contraception in comparison
with 48% in the control group. The risk of unplanned alcohol-
exposed pregnancy did not occur in 74% of the women who
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received MI session and 54% in the control group. The results
are satisfactory, though short-term [32].

Many research studies confirm the efficacy of brief MI
treatment in risk behaviours e.g. only one session or 6 weekly
ones or four 50-minute ones [33]. In the case of individuals
taking methadone, one MI session before therapy decreased
the drop-out rate from 49% to 30%. Moreover, participation in
one MI session resulted in greater engagement in the therapy
process and after completion of three-month therapy, 64% of
the participants maintained abstinence [34].

It is extremely interesting that M1 has turned out to be effec-
tive in difficult work with addicted patients.

CONCLUSIONS

MI is a person-oriented clinical style of communication
about change which is based on collaboration and aimed at
reinforcement of the person, their motivation, and their com-
mitment to change. MI is successfully applied in healthcare
because it results in health improvement by prevention and
effective treatment. Health promotion, the overall vision of
public health, is of great importance. Abundant research of MI
is evidence of vast interest in this communication. The afore-
mentioned studies have been mentioned to make MI better-
known and to show the wide diversity of researchers’ ideas for
achievement and maintenance of health.
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