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Abstract
Introduction: Interacting with patients in a manner that furthers self-responsibility for health is an
important skill for primary care clinicians. Motivational interviewing (MI) is such an approach to patient
engagement, but it remains to be more widely implemented. In a program training health professionals
and health professions students in MI, we examined posttraining attitudes and intentions regarding the
utilization of MI. Of particular interest was how posttraining intentions were associated with self-reported
action 1 month later.
Methods: We obtained immediate posttraining and 30-day follow-up data from 209 participants regarding
intent to utilize the MI approach (self-reported implementation at the follow-up interval), impact on
con\dence with patient interaction, and perceived importance of the training. We analyzied frequencies
and percentages for all categorical/ordinal variables to describe the participants and the survey question
responses.
Results: While 91.5% of participants intended to incorporate MI into their approach with patients (to a
moderate or great extent) at posttraining, only 48.7% reported that they had actually implemented the MI
approach (to a moderate or great extent) 30 days later. However, another 32.1% indicated that they had
occasionally utilized MI. Attitudes toward the importance of MI training and the impact of training on
con\dence remained strong over the 30 days.
Conclusion: Achieving more widespread implementation of the MI approach in the primary care setting is
likely to be less dependent on convincing clinicians about its importance for patient engagement, but
rather on the translation of intent to actual practice and implementation.

Introduction
Morbidity and mortality in the United States is largely due to chronic illness; approximately 60% of adults have
at least one chronic condition and over 40% have two or more.1 Patient ownership for their health is important
for minimizing morbidity and premature mortality.2 Interacting with patients in a manner that fosters such
responsibility is a critical skill for primary care clinicians, as patient behavior contributes more to health
outcomes than does clinical care itself.3,4
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Motivational interviewing (MI) is an approach to patient engagement \rst described in 1983,5 and is de\ned as
“a collaborative conversation style for strengthening a person’s own motivation and commitment to change.”6
With MI, the physician facilitates patient exploration of potential reasons for healthy behavior change in the
context of what is important to the patient, rather than the physician directly telling the patient what to do. MI is
commonly more effective than other approaches to patient engagement and health behavior change,7,8 and
can be effectively taught to medical students and residents,9,10 as well as primary care providers.11,12
In spite of the extensive literature supporting MI’s effectiveness, there is also evidence that it is not widely
implemented, especially in the absence of ongoing feedback or coaching sessions.13 A systematic review
found that the use of MI by practitioners in the substance misuse treatment arena—the setting in which MI was
developed—was not consistently sustained after MI training.14 A recent study examining shared decisionmaking in primary care found that the patient’s agenda was elicited in only 36% of encounters.15 Eliciting a
patient’s concerns, thoughts, and feelings are fundamental to trust-building and the MI approach.
In a program training health professionals and health professions students in MI and two speci\c applications
of MI, we examined posttraining attitudes and intentions regarding the utilization of MI, both at the completion
of the training and thirty days later. Of particular interest was how posttraining intentions were associated with
self-reported action 1 month later.

Methods
As part of a regional educational effort, health professionals and health professions students were invited to
participate in a training module (1-3 hours in length) that focused on MI and how MI is utilized in SBIRT
(Screening, Brief Intervention, Referral to Treatment, https://www.samhsa.gov/sbirt) and PRESTO (Promoting
Engagement for the Safe Tapering of Opioids, a protocol in development by the authors). Twenty-six modules
were conducted in regional health systems’ facilities or area universities. The makeup of participants at each
training event varied upon the settings; participating health professionals predominantly worked in primary care
settings. Participants completed a posttraining survey (PTS) and were requested to subsequently complete a
30-day follow-up survey (30 DS). Our protocol was granted an exemption by our university institutional review
board.
The PTS included three questions: intent to utilize the MI approach, perceived impact of learning the approach
on one’s con\dence, and belief that others in one’s profession should receive such training. The 30 DS included
the same questions, with the exception that the question about intention was replaced with self-reported
implementation.
We analyzed data using SAS version 9.4 (Cary, NC); we conducted frequencies and percentages for all
categorical/ordinal variables to describe the participants and the survey question responses. We conducted
McNemar’s test to examine changes in responses; we used α<.05.

Results
A total of 408 participants completed one of the training modules and the PTS; 209 of these (51.2%) returned a
30 DS. There were no signi\cant differences in PTS responses between participants who did or did not
complete the 30 DS (P=.33, .22, .82 for intent, impact, and belief, respectively). Therefore, we describe data
from the 209 participants completing both the PTS and 30 DS. There were no signi\cant survey response
differences based upon length of the training module. Further details of the participants are included in Table 1.
Immediately posttraining, 91.5% of participants intended to incorporate MI into their approach with patients to
a moderate or great extent. Over 96% agreed or strongly agreed that receiving training in MI would improve their
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con\dence level in discussing health behavior change with patients, and 96.2% agreed or strongly agreed that
others in their profession should receive training in MI. Thirty days later, corresponding percentages for
con\dence and importance of training were 84.1% (13.1% decrease, P<.0001) and 87.1% (9.1% decrease,
P=.0002) respectively, indicating some endurance of con\dence and perceived importance. Only 48.7% (42.8%
decrease, P<.0001) reported that they had actually implemented the MI approach to a moderate or great extent.
Students, compared to professionals, were less likely to implement to a moderate or great extent (35.1% vs
60.4%, P=.0004). However, 32.1% of participants did indicate that they had occasionally utilized MI, albeit not as
extensively as originally intended (Table 2, Figure 1).

Conclusions
Study participants indicated that training in MI is important to learn and to improve their con\dence.
Immediately after training, their intent to implement the approach was strong. Approximately 30 days later,
however, the self-reported degree of implementation of the approach was discrepant with the posttraining
intent.
In many respects, our results are not surprising given that implementation of the MI approach requires
commitment and practice, and that for many health professionals it has not become second nature.
Furthermore, posttraining intentions are not as predictive of subsequent behavior as would be more speci\c
intentions, such as implementation intentions,16-18 which are marked by precise plans, such as “If this happens,
then I will do…”
An important limitation of our study is that the MI training was a single module; substantially more training and
practice are considered necessary to achieve pro\ciency with MI. Another study limitation is that our data were
self-reported.
Achieving widespread implementation of the MI approach in primary care is less a matter of convincing
clinicians about its importance, but rather of translation of intent into actual implementation and ongoing
practice. This will likely require more intensive training, skills practice, coaching and feedback,13 speci\c
implementation intentions,19 and perhaps incentives for busy clinicians to invest the time necessary for this
endeavor.

Tables and Figures
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