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ABSTRACT

BARRIERS TO USING MOTIVATIONAL INTERVIEWING
FOR LIFESTYLE COUNSELING

Sannes, Heidi J., RNC, BSN, Minnesota State University, Mankato, 2011, 87pp.

The Minnesota Department of Health has sponsored Motivational Interviewing
Continuing Education sessions for SRlyes providers to increase their knowledge and
skill in the utilization of Ml in their clinical practice. The impact of theskeicational
sessions on skill development as well as utilization of MI by these providers is unknow
The purpose of this study was to determine if healthcare providers percgivaraars

in utilizing MI techniques to do lifestyle counseling with SRlges program particiants.

A descriptive quantitative design was used for this study. Of the 22 healfivoaiders

that were doing lifestyle counseling 16 completed the questionnaires. The Eaovae
asked to complete two questionnaires: A modified version of the Preventativaridedic
Attitudes and Activities Questionnaire (PMAAQ) and a demographic questionrdire

29 potential barriers asked about on the modified PMAAQ were found to have some level
of significance. The five most significant barriers were all cloarsted; lack of client
interest in prevention, the client’s physical and/or financial restrictiocis oiainsight by

the client on the importance of making healthy-lifestyle changes, and thetieduevel

of the patient. There are multiple barriers to using Ml for lifestyle coungselith

Sag®lus participants.
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CHAPTER|

INTRODUCTION

Cardiovascular disease (CVD) is the leading cause of death in women (Centers
for Disease Control and Prevention [CDC], 2010). Coronary heart disease (CHD),
infarctions, and stroke make up CVD. Risk factors for CVD are cigarette smoking
hypertension, diabetes, high cholesterol, and being overweight or obese (Feregu, Zhan
Puumala, Ullrich, & Anderson, 2008). Low income, under- or uninsured, and minority
women have an even higher rate of CVD than Caucasian women with higher income
(Feresu et al., 2008). Often the symptoms of CVD are silent until there isassevent,
including death, thus it is important to screen for CVD in women and counsel them on
how to change their health behaviors that contribute to CVD (Feresu et al., 2008). Thes
low income, under- or uninsured, minority women are more likely to smoke cigarette
have poor nutrition, and engage in limited physical activity as well as have insglequa
access to health services (Finkelstein, Khavjou, & Will, 2006).

One of the objectives of Healthy People 2010 and proposed objectives for Healthy
People 2020 is increasing the number of people who have access to care and to provide
them with counseling on health behaviors (U.S. Department of Health and Human
Services [USDHHS], 2010). It has been shown that lifestyle intervention programs
effective in changing health behaviors that are associated with CVi2l{fedral., 2009).

Congress began funding the Well-Integrated Screening and Evaluation for Women



Across the Nation (WISEWOMAN) program in 1995 under the CDC to provide low
income, under- or uninsured 40 to 64 year old women with the knowledge, skills, and
opportunities to improve their lifestyle behaviors and thus helping to prevent and control
chronic disease, primarily CVD (CDC, 2010; Khare et al., 2009; USDHHS, 2010).
Finkelstein et al. (2006) showed that CVD risk factors were significantly imgrioviae
women who patrticipated in the WISEWOMAN program. The WISEWOMAN program
in Minnesota, established in 2004, is called Pageand is offered at selected clinics
throughout the state for eligible women (Minnesota Department of Health [MDH],.2009)
Providers at these clinics that participate in the Baggprogram encourage
women to make lifestyle changes that will improve their heart health Mstigational
Interviewing (MI) (MDH, 2009). Ml is a “client-centered, directive method for
enhancing intrinsic motivation to change by exploring and resolving ambivalence”
(Casey, 2007, p. 6). MI has been shown to be an effective way to help people make
healthy changes in lifestyle behaviors (smoking cessation, diet, and plagsicey)
(Soderlund, Nordqvist, Angbratt, & Nilsen, 2009). The provider and client work together
to determine the client’s readiness to make lifestyle changes. These enere
counseling on smoking cessation, physical activity, and diet (MDH, 2009). The women
who enroll in this program participate in cardiovascular screening, learn abtibyhea
lifestyles, consider making a few, small, self-selected changesd@\ealthier life, and
return for an annual rescreening (MDH, 2009). Most healthcare providers unddnstand t
importance of providing preventitive health services. However, the actual frgoufenc
lifestyle counseling has been found to be quite low internationally (Duaso & heun

2002; Lambe & Collins, 2009).



Some barriers that have been identified to providing lifestyle counseling in the
general population are lack of time, no reimbursement, lack of training and knowledge,
provider skepticism of clients’ willingness and ability to change healthviets, and
unwillingness of client to participate in a discussion of health behaviors\{C2307;
Lambe & Collins, 2009; Viadro, 2004). Barriers fall into three different caitegor
provider, perceived client barriers by the provider, and practice barriergidér
barriers are when Ml is not implemented either at all or with insuffididelity due
to factors related to the knowledge, attitude, skills, or behavior routines of the provider
(Jansink, Braspenning, van der Weijden, Elwyn, & Grol, 2010). The client barriers
perceived by the provider are when Ml is not implemented either at alllor wit
insufficient fidelity due to factors related to the knowledge, attitude, skillsgloerence
of the client (Jansink et al., 201(ractice barriers occur when Ml is not implemented
either at all or with insufficient fidelity due to factors related to the mmgdion of care
processes, staff, resources, or structure of the practice (Jansink et al.,|18Qjé))eral
practice, the outcomes of lifestyle counseling are poor (Jansink et al., 2010)veafowe
the recent results of Ml for health promotion and disease prevention interventions have

been mixed but overall look promising (Resnicow et al., 2002).

Statement of the Problem



The SagBlus program provides reimbursement for providers to provide lifestyle
intervention (diet, physical activity, and smoking cessation) to an underserved
population: low income, under- or uninsured middle-aged women. However, it has
been shown that people cannot be forced into a lifestyle change that they do not want
(McCarley, 2009). Empowering people to be autonomous and to self-manage their
own care using Ml has been demonstrated to have positive outcomes in lifestyle
changes (Mason, 2008).

The MDH has sponsored MI continuing education (CE) sessions for the
healthcare providers who are providing Salgslifestyle counseling to increase
their knowledge and skill in the utilization of Ml in their clinical practice. past of
any public health program, it is important to evaluate interventions to ensuraethat t
program is making the best use of limited resources (Finkelstein, Wittenboairi&, F
2004). The impact of these educational sessions on skill development as well as
utilization of Ml by these providers is unknown. General providers around the world
have identified barriers to counseling clients on lifestyle change (Jansink&®); it
is important to know if the SaBé&us clinic providers perceive barriers to using Ml in

those interventions.

Purpose of the Study
The purpose of this study is to determine if healthcare providers perceive any
barriers in utilizing Ml techniques to do lifestyle counseling with the pperds of the
Sagé@lusprogram. Barriers to providing lifestyle counseling can be presdmiat t

different levels: provider, client, and practice (Jansink et al., 2010). Infiomgained



from this study can be used to improve the use of MI to guide healthy lifestyd&ibr
changes in the participants of SRgesand to improve the continuing education course

offered to these providers.

Resear ch Questions
The research questions for this study are:

1. Do healthcare providers perceive barriers to using motivational
interviewing techniques when doing SRiss lifestyle counseling?

2. When doing Sa@duslifestyle counseling, what are the five most
significant barriers healthcare providers perceive to using
motivational interviewing techniques?

3. When doing Sa@duslifestyle counseling, what are the five least significant
barriers that the healthcare providers perceive to using motivational

interviewing techniques?

Definition of Terms
e Barriers: Barriers are defined as any factor that compromises adéeoeor

integrity of the MI spirit.

e Low Income: Annual income of less than $27,075 for household of one,
$36,425 for household of two, $45,775 for household of three, $55,125 for

household of four, $64,475 for household of five, $73,825 for household of



six, and an additional $9,350 for each additional member of the household
beyond six (MDH, 2010).

e Motivational Interviewing: A “client-centered, directive method for erdag
intrinsic motivation to change by exploring and resolving ambivalence”
(Casey, 2007, p. 6).

e Ml Utilization: Providers are delivering Ml in a respectful and nonjudgmental
manner and at the client level of understanding. They are staying true taithe spi
of Ml and using the five methods of MI: open questions, affirmations, reflecting,
summarizing, and eliciting client change talk (Berger, Otto-Saleffeht
Hernandez-Meier, & Gromoske, 2009).

e Uninsured or Underinsured: Uninsured is when the women do not have
health insurance. Underinsured is when the women have insurance that
does not cover screening or they have insurance with unmet deductibles or
copayments (MDH, 2010). Women are also underinsured when they have
Medicare with uncovered expenses associated with the visit, Pap smear, or

mammogram (MDH, 2010).

Statement of Assumptions
The assumptions for this study are:
1. Mlis an effective counseling method for preparing people for healthy

behavior change.



2. Providers know how to use Ml in clinical practice.
3. Providers are attempting to use Ml techniques withHagearticipants.
4. There are barriers present that prevent or make it difficult for previoleise

MI techniques with Sadus participants.

Summary

It has been shown that lifestyle counseling in general is not often done by
healthcare providers for a variety of reasons. Low income, under- or uninsured,
minority women are at an even higher risk for unhealthy lifestyle behavidr€¥D
than the general population making lifestyle counseling a high priority. The MDH is
providing reimbursement to Sdges clinics for providing lifestyle counseling to this
population, thus it is important that the healthcare providers who are providing the
Sagé®luslifestyle counseling interventions that are trained in Ml are doing treyliée
counseling. These healthcare providers need be proficient at Ml and beffect
collaborating with the client to assist them for heathy behavior change. Knaevatg
barriers are preventing Ml from being used correctly is important sthieyacan be
addressed and eliminated. Eliminating these barriers will result in noonemvmaking

healthy lifestyle changes.

CHAPTERIII

REVIEW OF THE LITERATURE



The purpose of this study is to determine if healthcare providers perceive any
barriers in utilizing Ml techniques to do lifestyle counseling with the pperds of the
Sagé®lusprogram. The online library at Minnesota State University, Mankato wds use
to locate peer-reviewed journal articles pertaining to barriers to stidddsstyle
counseling. The search engines CINAHL Plus, Academic Search PremBC(EB
MegaFILE, Alternative HealthWatch, Cochrane Database of SysteRexiews, Health
Source: Nursing/Academic Edition, and Women'’s Studies Internationalsearehed
simultaneously using the search tdyarriers to motivational interviewing/hich yielded
90 articles. Other search terms that were used inchud8&WOMANmotivational
interviewing andbarriers to lifestyle counselingThe filters2000-2010andpeer-
reviewed journals onlyere used. The review of the literature presents the main findings
regarding provider, client, and practice barriers to successful ldestyinseling

followed by the theoretical framework for the study.

Provider Barriers
The healthcare provider barriers to doing lifestyle counseling are skst(isst.
The areas that were identified are knowledge, attitudes, skills of degjMdastyle
counseling, and behavioral routines (Jansink et al., 2010). The profession of the provider
doing the lifestyle counseling varied throughout the literature among nursescadva
practice nurses, and general medicine physicians.

Knowledge



One type of healthcare provider barrier is the lack of knowledge of the
information provided during lifestyle counseling. Insufficient knowledge of palysic
activity, smoking cessation, and diet guidelines by the provider doing the cagnseli
was identified by several studies as a barrier to a quality lifestyesention (Ampt et
al., 2009; Jansink et al., 2010; Lambe & Collins, 2009). Ampt et al. (2009) interviewed
15 general practitioners and one nurse practitioner in Austrailia to de¢ewhat factors
influenced them to screen and then provide interventions to their clients for behavioral
risk factors. When a client exhibited signs of poor nutrition (ex. obesity), these
providers would usually assess diet and physical activity (Ampt et al., 2009). Some
of the 16 practitioners felt that they lacked knowledge in nutrition, felt that aidreti
would be more effective than they would be at making dietary recommendations, and
thus did not consistently offer this information (Ampt et al., 2009).

Jansink et al. (2010) interviewed 12 nurses involved in diabetes care in Dutch
general practices to ascertain information on the barriers to lifesiyleseling at the
nurse, patient, and practice level that these nurses have encountered. Some of these
nurses felt that they lacked necessary knowledge about physical activity, smoking
cessation, and especially nutrition as the dietician usually gave thig aanetso when
they had to do it, they felt unsatisfactory in this area (Jansink et al., 2010). Thaflevel
knowledge of physical activity, diet, and smoking cessation depended on the training of
the provider doing the lifestyle counseling and what experience they had, andes@the |
of knowledge in each of these areas of lifestyle counseling varied.

Attitudes



The attitude of the healthcare provider is another potential barrier tgléfes
counseling. It has been found that if those providing lifestyle counseling did not believe
that their clients would actually make a change in their health behaviompthders
lacked the motivation to do the counseling due to feeling powerless (Ampt et al., 2009;
Jacobsen, Rasmussen, Christensen, Engberg, & Lauritzen, 2005; Jansink et al., 2010;
Lambe & Collins, 2009; Viadro, 2004). Jacobsen et al. (2005) did a focus group
interview with five Dutch general practitioners to ascertain their viemwlifestyle
counseling and the obstacles to lifestyle counseling. The general pracgitiere
skeptical of their impact from doing lifestyle counseling when theyHattmany
clients have a lack of interest in changing behavior and they will be able tdedtlitt
improve the clients’ life circumstances that are conducive to illnessl{dan et al.,

2005). The feelings of powerlessness, which have been described by some providers,
could be due to lack of confidence in their ability to evoke healthy lifestyle ekang
among their clients (Viadro, 2004).

How effective the healthcare providers feel they are as a motivétotsathe
extent that they will delve into lifestyle counseling (Ampt et al., 2009). dtfaand that
the attitudes of the 16 providers, interviewed by Ampt et al. (2009), strongly influenced
how effective they perceived lifestyle interventions to be. Most of these prevalier
that it was important to do lifestyle interventions, but some felt that oncei¢héisl
educated on lifestyle risk factors then the rest is up to them and they did nat need t
continue to motivate them to makes changes (Ampt et al., 2009).

The healthcare providers attitude regarding what their job is and whatedhat m

to them can be a barrier to effective lifestyle counseling. Berger(@080) led focus



groups with case managers and counselors (n=16) as well as a client group (n¥7). The
also conducted a survey with the 31 case managers and counselors who completed an Ml
workshop to explore barriers to or facilitators of using Ml in the practices of county
employed case managers and counselors who work with clients with severe astdmnersi
mental illness disorders and/or substance abuse disorders. One of the findirgg was t
providers who value professional growth, think that they are effective, andiafiedan

their job may be more willing to include Ml in their practice (Berger et al., 2009).

Lambe and Collins (2009) conducted six different focus group consisting of
primary health care practitioners (general practitioners and practseshum urban and
rural locations in Ireland to identify barriers and current strategiefestile counseling.

This study showed that some general practitioners would only consider doing activities
that would generate money for the practice and lifestyle counseling is not thes®f
activities (Lambe & Collins, 2009). Some of the practice nurses noted that “health
promotion is not actually why we are employed in the practice, | mean it isreessiso

it is what is going to generate money for the practice” (Lambe & CpROR9, p. 221).

Other healthcare providers feared sounding judgemental and thus were hesitant to
provide the lifestyle counseling for fear of jeopardizing their relationsttip tve client
(Jacobsen et al., 2005; Jansink et al., 2010; Lambe & Collins, 2009). Physical activity,
diet, and smoking cessation can all be sensitive topics for people, and if not approached
carefully, there is potential to offend the client (Lambe & Collins, 2009). Some of the
Danish general practitioners that Jacobsen et al. (2005) interviewed feltethatdrk
hard to develop trust and respect with their clients, and they are afraid of jemygardiz

their relationships with them and losing contact.



Empathy is a key aspect of delivering MI; if the provider does not understand why
it is difficult to change a particular health behavior because it is not hatttbfoselves,
then they may not be effective at motivating the client (Berger et al., 200K ahsi.,
2010). For the nurses studied by Jansink et al. (2010), an aspect that reduced the amount
of empathy they had for clients was when they have done lifestyle counsehntpevit
client and yet the client still has not reached the goals they have helped thdmisés
frustruating for these nurses and affected their desire to continue counselalignt on
healthy lifestyle changes (Jansink et al., 2010).

Lastly, lack of time was a common theme in the literature that healthcare
providers identified as a reason they felt they could not do lifestyle counsklings
found that when the nurses studied by Jansink et al. (2010) were stressed for time, they
felt that they could not take the time to listen carefully to the client. Oftérs Mst part
of several interventions that may be occuring during a visit (Resnicow et al., 2002).
When Ml is not the only intervention happening during a visit or Ml is being delivered in
nontraditional ways (such as over the telephone), the depth of the rapport and treatment
may be impacted (Resnicow et al., 2002). The case managers and counselors studied by
Berger et al. (2009) are already feeling overworked and have a skeptiaatious
reaction to anything new and automatically assumed that adopting it into tloticgora
would be too time-consuming, even though Ml is just a type of counseling and not a
time-consuming assessement of the client. As a result, Ml may either naub@gat
all, or if an attempt is being made, the providers may not be staying true to thefspir
MI (Resincow et al., 2002).

Skills



Not having the skills necessary to provide lifestyle counseling can be a major
barrier for healthcare providers. Ml was developed for use in the addictionrfeislees
delivered by individuals with training in psychology or counseling (Miller @&lick,
2002). Training professionals in these fields only required a moderate fine-tuning of
skills (Miller & Rollnick, 2002; Resnicow et al., 2002). In public health and medical
settings, often nurses, physicians, dietitians, health educators, and occasionally
psychologists and social workers are delivering the MI. For these simfsslearning
MI may require more significant training to be able to keep the integrity ohtisitt
(Lambe & Collins, 2009; Miller & Rollnick, 2002; Resnicow et al., 2002). However,
Resnicow et al. (2002) reported that MI has potential application across various
professional and healthcare settings.

Miller and Rollnick (2002) have found that healthcare providers may have a
hard time “buying” into Ml due to limited training in it. Many practices chdosgse
two or three training sessions lasting 1 to 1.5 hours each for their providers and few
providers opt to attend additional training and do not want to participate in role-play
exercises (Miller & Rollnick, 2002). Some providers find that they have limitesl t
to get trained in MI and cited this as a significant barrier to using MI€M8l Rollnick,
2002). As aresult, providers are satisfied with Ml techniques but find them difficult to
implement due to lack of confidence (Miller & Rollnick, 2002). However, in other
studies providers felt that after just one course in Ml they were able toectieigdaily
practice to include Ml techniques (Rubak, Sandbaek, Lauritzen, Borch-Johnsen, &
Christensen, 2005; Thijs, 2007).

The amount of training needed to be able to confidently and skillfully deliver



MI was mixed in the literature. Soderlund et al. (2009) led focus group interviews
with 10 welfare center and school health service nurses that trained andegrititic

for 6 months to identify barriers and facilitators to using Ml with overweight aadeob
children aged 5 to 7 years who were accompanied by their parents. This study faund th
recognizing the advantages and embracing the spirt of Ml is a crititait fadacilitating

its use among providers (Soderlund et al., 2009). Thus, there may be more to getting
providers to use Ml than just the amount of training they have, they have to actually
believe in Ml and be motivated to use it. Miller and Rollnick (2002) suggested that
“providers not primarily schooled in client-centered counseling may be ablgrtothe
basic techniques of MI, but without extensive training they may be unable to attaeve t
whole that is greater than the sum of its parts” (p. 256).

The spirit of Ml requires the provider to facilitate and collaborate withltaetc
instead of the more prescriptive, provider-based, and instructional methods that
healthcare providers in medical and public health settings use (Miller &i&qlR002;
Rollnick, 2001; Thijs, 2007). This can be difficult for providers who are not comforable
with change or adding something new to their practice, as with the case rsaraper
counselors that Berger et al. (2009) studied. Providers such as nurses, advanced practi
nurses, dieticians, and physicians are deeply based on using instructional madhods a
sharing information or educating about how clients can change a health behavior and
often times use persuasion as a technique to change behaviors (Miller & IR@002).

Ml is much different in that the information is presented in a neutral way, and thie clie

does the work to interpret the information (Miller & Rollnick, 2002). In order to keep the



integrity of Ml intact, providers need to be able to make this change in the walyahat t
do lifestyle counseling.
Jansink et al. (2010) found that nurses found it difficult to adapt their counseling
to the stage the client is in and often had too high of expectations for lifdsaylgec
by the client. Part of Ml is identifying the stage of change the dBantand then
using that information to start applying Ml (Shinitzky & Kub, 2001). The two go hand-
in-hand and so it is essential that providers be trained in how to identify the stage of
change in the client and then also know how to use Ml based on that information
(Shinitzky & Kub, 2001).
Behavioral Routines
The last theme found in the area of provider barriers was behavioral routines. In
general, it is often difficult for people to make a change to their routines. aitesas
true for the nurses that Jansink et al. (2010) interviewed; when doing lifestylelogynse
these nurses have developed and refined their routine for education and preventive care
visits. Changing education or lifestyle counseling visits to involve their sliant
decision-making is a big change in routine for many providers and thus isea foarr
them to stay true to the Ml spirit (Jansink et al., 2010; Lambe & Collins, 2009). Because
providers are used to telling the client what they should do instead of sharing this
responsibility, it was found that providers were inclined to take over the respitiesibil
of the client too quickly when this responsibility should be shared (Jansink et al., 2010).
Litaker, Flocke, Frolkis, and Stange (2005) had 128 primary care physicians rate
the importance of five preventative services and their effectiveness, antig¢lgen t

assessed whether or not their patients had received these services tmndeté¢herie



was an association between physcians attitudes and the likelihood of theispathsant
current for each service. One of the findings from this study was that proviakrs f
themselves having a difficult time doing lifestyle counseling due to the cargpeteds

of the client (Litaker, Flocke, Frolkis, & Stange, 2005; Miller & Rollnick, 2002). Many
of the clients, who providers see, have other concerns that must be addressed beyond
lifestyle counseling and so finding the time and appropriate place in an apgaittnto

Ml can be challenging. Litaker et al. (2005) suggested as a result ofttiusirtisat

several hours of encounter time are needed for preventative care andide lifes
counseling. Thus, helping providers to learn how to capitalize on opportunities during
appointments with clients to do lifestyle counseling can help providers make bettdr us

visits (Litaker et al., 2005).

Client Barriers

The barriers that clients present to using Ml are discussed in this section. The
categories of client barriers are client knowledge, attitude, skill, @mef@ance. The
clients in the reviewed studies consisted of adults of all ages, both men and women, and
of Dutch, Irish, Australian, American (Caucasian and African Americawal) Hispanic
ethnicities. Jansink et al. (2010) found that most of the barriers identified by tlee nurs
that they interviewed were at the level of the client.
Client Knowledge

The level of client knowledge can be a barrier to successfully using Ml to change
lifestyle behaviors. Lack of insight of how their behaviors (diet, physi¢aitgcand

smoking) affect their health was identified as a barrier to clients matestyle changes



by the nurses that Jansink et al. (2010) interviewed. Education is an important part of
lifestyle counseling; clients who understand the reason why they should madstydelif
change will usually be more successful (Jansink et al., 2010).

Understanding other cultures and using interpreters when needed is essential
when providing lifestyle counseling. For clients from other cultures, lgggwas found
to be a significant barrier to understanding the lifestyle counseling (Jansihk2$10).
If the client does not understand what the provider is trying to help them do, they will not
make the changes and an opportunity will be lost (Jansink et al., 2010).

Clients often get “health” information from their friends, family, and cowarker
This information can be incorrect and getting them to abandon these beliefs and make
changes to their health behaviors was found to be a challenge to overcome (Jahsink et a
2010). These clients trust their family and friends, they may not have developed a
relationship with the provider, making them more skeptical of the advice they are
getting from the provider (Jansink et al., 2010). Making a healthy lifestyle chaage
be difficult for a person who is surrounded by people who continue their unhealthy
lifestyle and do not understand the reason for their friend or family membsirs tte
change a behavior (Jansink et al., 2010).
Client Attitude

The attitude of clients can also be a barrier to using MI. The attitude eha cli
toward making lifestyle changes was found to be affected by their culture and age
(Jansink et al., 2010). In the same study, other clients were found to have an aversion
to change and as a result were unwilling to make changes to their lifestgladre

(Jansink et al., 2010). It was felt by the nurses that these clients werggseatases



not to give up habits and thus made it difficult for providers to find an opportunity to
motivate them to change their behaviors (Jansink et al., 2010).

The clients’ expectations about what their visit with their provider should be like
can actually be a barrier to providers using Ml with them. Clients may be seekeng
for managing their hypertension or other chronic health condition and may not be
planning on receiving lifestyle counseling during their visit, being thataheyot the
ones initiating the conversation they may be less interested or willing tesadteir
health behaviors (Miller & Rollnick, 2002). Miller, Marolen, and Beech (2010) led
four moderator-led focus groups made up of African-Amercian patients wh@ivere
to 50 years old who had never particiapted in a Ml lifestlyle counseling visit land w
receive diabetes care in a rural health center and had them watch aneexiampMI|
consultation on DVD to get their peceptions of the technique. The study indicated that
clients were actually more comfortable with more traditional patstiaipproaches
where they felt it was the provider’s job to tell them what they should do than thie clie
centered approach of MI (Miller et al., 2010). However, Miller et al. (2010) efswted
that clients who preferred the autonomy-supported communication style of Ml wexe mor
likely to change their nutrition behaviors. The clients’ expectations and preferesc
influence the effectiveness of Ml; Miller et al. (2010) felt that it wasctexdr from the
focus groups if the reason they felt more comfortable with traditional methditissbfle
counseling was because this what they have become accustomed to over time.

Client Skills



Skills of clients can be a barrier to changing lifestyle behaviors.eTdrer
multiple factors that can contribute to a person’s ability to make lieestydnges.
Clients will have varying levels of skills, and it will be the provider’s job to ifient
them when using Ml so that the provider can individualize the intervention
(Jansink et al., 2010).

Jansink et al. (2010) found that many clients have physical and/or financial
restrictions that make it difficult for them to make healthy lifestyl@nges. For
example, it may not be easy for a client with physical disabilities teasertheir activity
level. Also, it was found that if there is not an affordable option for joining a gym or
fitness center it could make it difficult for a client to increase theisishyactivity
(Jansink et al., 2010).

Befort et al. (2008) studied 44 obese African American women who were
counseled using Ml to examine if Ml has any effect on diet and physical activit
behaviors. They found that they were no more likely to change lifestyle behthaor
those in the control group counseled with traditional methods (Befort et al., 2008). It has
been suggested that Ml may not be enough to facilitate lifestyle behavigesha
groups that face several socioeconomic barriers or life stressorscasiidelors give
little attention to problem-solving around relevant barriers encountered wiiig to
change these behaviors (Befort et al., 2008). Miller et al. (2010) also found that
competing priorites and other medical conditions often take priority over phgsitvity
for many clients. More research is needed in the area of the impact ofdgs$ adferent

ethnic, age, and sociodemographic population (Befort et al., 2008; Resnicow et al., 2002).



Some healthcare providers have reported that a client’s education level influences
their level of motivation to change unhealthy behaviors (Ampt et al., 2009). lbwad f
that clients may be more motivated to make healthy lifestyle chartey understand
the reason behind the need for the change (Ampt et al., 2009). Unfortunately, having less
education is associated with being at higher risk for CVD, thus lifestyieseling is
important for this population (Viadro, 2004).

Not all lifestyle changes are created equally some will be mtireuttito change
than others. Nicotine addiction was found to be a formidable barrier to overcome to
helping clients to make a healthy lifestyle change (Jansink et al., 2010). Hpwever
changing behaviors such as diet and physical activity can be more difficaliehts
because the concepts of abstinence and relapse are less tangible thandiar saihimg
a “quit day” for cigarette use (Miller & Rollnick, 2002).
Client Adherence

Adherence is the last theme found in the literature related to client barriers
Adherence is the client’s ability to stick to their plan for making heaitbstyle
changes. Jansink et al. (2010) found that lack of immediate results, lack of discipline for
maintenance, potential for relapse, and difficult moments such as stréssiibss and
peer pressure to make unhealthy choices all contribute to decreased albeoinnts
to making healthy lifestyle changes.

Some healthcare providers feel that it is difficult for many clients tataiaitheir
commitment to making healthy lifestyle changes, even if they are motivates a
beginning (Jacobsen et al., 2005). Jacobsen et al. (2005) found that providers felt that

lack of client adherence is a serious problem. Litaker et al. (2005) had 128 prarary



physicians rate the importance of five preventative services and howweffiney felt
they were at providing them and then their patients charts were assessed tioegehad
received the preventative services to evalute the association betweenmegparid
perceived effectiveness in delivering preventative care. One of thegsdias that it is
important that providers be trained in strategies such as Ml so that they canartipir
delivery of lifestyle counseling and reduce the number of visits that aresaegeo help

clients be successful in making healthy lifestyle changes (Litakér 2085).

Practice Barriers

The barriers to using Ml that are created by the practice where thiedagalt
provider works are discussed in this section. The categories of practiezsare
organization of care processes, staff, capacities, resources, and stiJetiosex et al.,
2010). The practices in the reviewed studies consisted of Irish, Dutch, Australian, and
American general medicine practices and a Swedish welfare centermptartant that
providers doing lifestyle counseling be aware of potential barriersmiess by the
practice where they work so that the providers can help identify ways to keep them
from being a barrier.
Organization

The organization of care processes, staff, and capacities was found es an ar
where barriers exist that prevent providers from doing lifestyle coung@angink et al.,
2010; Soderlund et al., 2009). Among the barriers that were identified in this area are
lack of time during scheduled appointments and lack of cooperation between the provider

doing the lifestyle counseling and the other health providers or ancillaryAutaft et



al., 2009; Jansink et al., 2010; Litaker et al., 2005; Miller & Rollnick, 2002; Resnicow et
al., 2002). Berger et al. (2010) found that not having adequate computer equipment was
associated with providers being less willing to embrace new reseaet-teehnologies

such as Ml into their practice, having adequate computer equipment contributed to them
feeling valued by their administrators and they would then come to expect the
introduction of other new technologies.

Lack of time due to heavy workloads was found to be a barrier by Lambe &
Collins (2009). Rubak, Sandbaek, Lauritzen, and Christensen (2006) did a randomized
controlled trial at general practice’s in Denmark where 36 generaltjmaets were
assigned to a control group and 29 were assigned to the group that was trained in Ml to
be used with clients how were newly diagnosed with type 2 diabetes mellitse$s as
how well the general practitioners stuck to the Ml techniques after a coutsd ey
found that providers did not think that using Ml techniques took more time than
traditional methods (Rubak et al., 2006). Lambe and Collins (2009) found that clinicians
felt that lifestyle counseling caused little or no increase in the lengthanftine visit.
VanWormer and Boucher (2004) reported that Ml can be used successfully in brief,
convenient forms of delivery.

Another aspect of time that was found to be a barrier to clients being sucaessful i
changing their health behaviors is the number of sessions they have with theirrprovide
(Ampt et al., 2009; Miller & Rollnick, 2002; Resnicow et al., 2002). The greater the
depth of the rapport of the client with the provider the more successful the counseling
will be, if providers only get one or two sessions with their client, this may nendegh

to maximize the effect of the intervention (Miller & Rollnick, 2002). Litakeal. (2005)



felt that it is important for providers to be well-trained in lifestyle coungdkechniques,
such as Ml, so that the number of visits clients needed to be successful in making

changes is decreased.

Resour ces

It is important for providers doing lifestyle counseling to have access to cesour
Having resources to give clients as an adjunct to the lifestyle counsepag of helping
clients be successful. An example of resources that were found to be helEonsinkJ
et al. (2010) is a list of local schools and/or physical activity facilitieksaratea that
have exercise programs. It was found that the lack of high-quality elieration
materials to be able to provide effective lifestyle counseling was a b@aesink et al.,
2010). The absence of these practice tools was found to be an important obstacle to
preventative service delivery (Litaker et al., 2005).
Structures

Structure is the last category under practice barriers. An examplérottasl
barrier is the lack of on-going supervision in practice settings where providerbdwve
trained in MI; the supervision may not be very intensive or rigorous which can result in
the incorrect or insufficient use of MI (Miller & Rollnick, 2002). Also, the location of
the office where the lifestyle counseling is conducted was found to be acsighifarrier
by Berger et al. (2010), as there office was on the edge of town where clientsrdon’
can’t go to. According to Resnicow et al. (2002), “mastering deeper levéleuttian,

handling resistant statements or clients, and applying Ml across a ramegdtbf



behaviors often require a degree of training, practice, and supervision notgbractic

most health care settings” (p. 449).

Theoretical Framework

The Transtheoretical Model (TTM) and MI form the conceptual framework for
this study. The elements of TTM and MI helped to determine where the potential f
barriers to using and being successful with MI might exist. Understanding md Mk
played a critical role in being able to identify and understand why barrigrexis.
Transtheoretical M odd of Change

The TTM, developed by Prochaska and DiClemente, consists of five stages that
move along a continuum of an individual's desire to change a current behavioy, (Case
2007; Shinitzky & Kub, 2001). It is the responsibility of the provider to determinehwhi
stage of change the client is in to be able to determine the next plan of actidirstThe
stage is precontemplation; at this stage either the individual is not tetereshange or
they are not aware of the need for change and does not plan on changing behavior in the
next 6 months (Shinitzky & Kub, 2001). Contemplation is next, here the individual is
contemplating change and weighing the advantages and disadvantages of changing
behavior and is open to collaboration with a healthcare provider and to making change
within the next 6 months (Shinitzky & Kub, 2001). Preparation is the stage where there
is a commitment to change in the near future (usually within one month) as they have
determined that it will be more beneficial for them to make a behavior chagéothot

change and are starting to do something about it (Shinitzky & Kub, 2001). Action is



next, and this is where the individual is actually making the behavior change (8hinitz

& Kub, 2001). The last step is mainentence; this starts after 3 to 6 months of suiccessf

change in behavior and the individual is now determining how to avoid relapse and
stay in this stage (Shinitzky & Kub, 2001).
Motivational I nterviewing

MlI, developed by Miller and Rollnick, is used once the provider has determined
what stage of change a client is in to help them move along the continuum (Rubak et al.,
2006). This nondirective counseling method works by helping clients examine and
resolve ambivalence about making a change in their health behaviors (Rualack et
2006; White, Gazewood, & Mounsey, 2007). There are two phases to MI: Phase |
consists of building a therapeutic relationship and Phase Il consists of helping the
client move along the stages of change to ultimately changing their behavio
(Shinitzky & Kub, 2001).

There are five general principles of MI. The first is expressing dmtey
understanding, accepting, and by being a reflective listener (Casey, 200%kSH&ni
Kub, 2001). Next is to develop a discrepancy between the client’s current behavior and
their desired goals: the goal is to get the client to identify the reasorisafuyec (Casey,
2007; Shinitzky & Kub, 2001). Argumentation, the next principle, should be avoided by
not judging and viewing resistance as a signal to change strategiesz{yhsnKub,
2001). Rolling with resistance is the next principle; it is important to collabanate

welcome new perceptions or solutions (Casey, 2007; Shinitzky & Kub, 2001). Lastly,



the provider should encourage and support self-efficacy; they should do this by being

optimistic and hopeful that change is possible (Casey, 2007; Shinitzky & Kub, 2001).

Summary of Themes, Strengthsand Gapsin the Literature

Research identifying barriers to lifestyle counseling to helptsiimake changes
to diet, physical activity, and smoking has been done using mainly qualitaiaeaies
methods. Some studies interviewed clinicians with sample sizes of 5 to 185, while other
studies interviewed clients with sample sizes of 31 to 44. There was a good amount of
research assessing the barriers that providers perceive to doing litestykeling but
the research assessing the clients view of what barriers theresalieniked.

Many of the same provider, client, and practice barrier themes emergesddn the
studies. The majority of the barriers that the providers identified wer@-tased, such
as lack of knowledge on healthy lifestyles, cultural or ethnic barriers, angetiogn
financial or physical demands (Ampt et al., 2009; Berfort et al., 2008; Jansink et al.,
2010; Miller et al., 2010). More research is needed in the area of the impact obsH acr
different ethnic, age, and sociodemographic populations (Befort et al., 2008; Rednicow e
al., 2002). Being aware of the barriers to using Ml to help clients make hetdttylé
changes will help providers to be able to prepare for the session and hopefully be more

successful at maintaining the spirit of MI.



CHAPTER 11

RESEARCH DESIGN AND METHODOLOGY

The purpose of this study was to determine if healthcare providers perceived any

barriers in utilizing MI techniques while doing lifestyle counseling with thrégaants
of the SagBlusprogram. The research questions for this study were:
1. Do healthcare providers perceive barriers to using motivational

interviewing techniques when doing SRfeslifestyle counseling?
2. When doing Sagpus lifestyle counseling, what are the five most significant

barriers healthcare providers perceive to using motivational

interviewing techniques?
3. When doing Sagpus lifestyle counseling, what are the five least significant

barriers that the healthcare providers perceive to using motivational

interviewing techniques?

This chapter presents the design, sample and setting, ethical consideraisns, t
data collection, data analysis, and limitations to the method for determining theeprovi

identified barriers to using Ml.



Design
This study utilized a descriptive quantitative design that guided data collection
and analysis. Descriptive studies are designed to learn about an areasf orter
specific topic as it is currently and can be used to identify any problems (8@mnsve,
2009). The strength of a descriptive design is that it allows a researgahér data
that provides a picture of the phenomena of concern; this data can then be used for further
research (Burns & Grove, 2009). The weakness of a descriptive design is that it can only

describe the data that it does not allow for testing so there is no stiasigticéicance.

Sample and Setting

The sample consisted of the healthcare providers (physician, NP, PA, or RN) who
agreed to participate in the MDH S&esprogram at their respective clinics. These
providers should be doing lifestyle counseling while attempting to use anaustdy the
spirit of MI with the Sagelusclients. It is assumed that these providers attended the
MDH MI continuing education training sessions to become and stay proficient in Ml.
Based on a list prepared by the MDH of providers who participate irP&esginics,
the goal was to assess up to 22 providers.

The setting was the 14 clinics throughout Minnesota that were participating in the
MDH Sagélusprogram. Of the 14 clinics, 11 were selected by the MDH for inclusion.
There were 22 healthcare providers (physician, NP, PA, or RN) who were engaging

lifestyle counseling in these selected clinics during this time. Taetgopulation that



was seen by these providers in the $ageprogram were women between the ages of

40 and 64 years old, who were enrolled in the Baggprogram.

Ethical Considerations

Institutional Review Board (IRB) permission was obtained from the MDH
and Minnesota State University, Mankato (see Appendices A and B) prior to data
collection. A minimum of three days before data collection potentiatpaatits
were sent two copies of the informed consent form (see Appendix C). Potential
participants were encouraged to review the informed consent prior to the date of data
collection. The informed consent described the intent of the study, benefits,glotenti
risk to them, and their rights regarding participation. If the potential particygaeed
to participate in the study, they signed one copy of the informed consent and returned it
to the researcher while retaining the other copy for their records. On the dizty of
collection, the researcher verbally reviewed, in detail, the informed consbraagit
potential participant.

To protect confidentiality an alpha-numeric code was used for data iddrdifica
With MDH'’s desire to track Sagdus providers’ use of Ml, the alpha numeric coded
information carried the risk for individualized data disclosure and has the potential f
negative ramifications by MDH. The key to the alpha numeric code will be kept on a
password protected computer by the researchers. Consent forms will berstheed |

primary researchers’ locked office for two years following completiahisfstudy.

Collected data will be stored in a password protected computer by the hesgarc



Only the researchers and the MDH will have access to the collected aatag®lus

client data was collected.

Tools

The tool used for this study was the Preventive Medicine Attitudes and Activities
Questionnaire (PMAAQ) developed by Yeazel at the University of Minnesota
Department of Family Practice and Community Health. Permission wasexbfeom
Yeazel (see Appendix D) to use the PMAAQ and to use only the items pertinent to this
study, add more items that were needed to answer the questions in this stedlyagas w
to make changes to the wording in the questions. The purpose of the PMAAQ is to
obtain information about the knowledge, attitudes, and beliefs of clinicians’ about
preventative medicine activities (Yeazel, Bremer, & Center, 2006).

The original questionnaire contained 85 items. For this study, 21 relevant items
were selected from the PMAAQ and 15 other items were added that werecdpecif
barriers to doing lifestyle counseling (see Appendix E). Items 7, 11, 12, 15, and 16 used
a 5-point Likert scale ranging frostrongly agree= 1 tostrongly disagree= 5. Items 8,
9,10, 13, 14, 17, 18, 19, and 20 used a 5-point Likert scale rangingthamgly
disagree= 1 tostrongly agree= 5. Items 21 through 36 used a 5-point Likert scale that
ranged frommot significant= 1 tovery significant=5. All of tool’s original eight
subscales were internally consistent. Reliability measured by the Choobefficient
alpha was 0.74 to 0.98 (Yeazel et al., 2006). This evaluation of PMAAQ'’s reliability and

validity testing was conducted by Yeazel et al. (2006) and was found to be aeeeptabl



A barrier to using Ml to do lifestyle counseling is any factor that comiz&sn
adherence to or integrity of the Ml spirit. A barrier to using Ml was definedewa s
of 2 or higher on a 5-point Likert scale on theriers and on theo whatextent do you
agreesubscales of the PMAAQ, the higher the score the more significant the bagier wa
In addition, providers were given a demographic questionnaire with 11 questions (see
Appendix F). The demographic questions were age, sex, educational level, years of
experience, employment information, profession, use of MI, and length and type of

previous Ml training.

Data Collection

This study was part of a larger project evaluating the use of Ml in théb@ge
lifestyle counseling appointments. Data collected for this study whergd at the same
time as data for two other branches of the overarching study. The team of student
researchers collected data for each other. Each researcher colleataetthiege or four
clinics from a list of clinics and potential participants that was receiogal tihne MDH.
Clinic managers were contacted to schedule dates and times that weaéynagfreeable
to the clinic, clinic providers, and researcher when Bag@appointments were
scheduledThe student researcher identified themselves as a graduate nursing student
from Minnesota State University, Mankato to the clinic manager when the@asamade
to schedule a time to come. The student researcher explained that the resdmsh st
that were being conducted were for the MDH and would include a demographic
guestionnaire, the modified PMAAQ, and observation of providers doing th@lBage

intervention appointments. If the healthcare provider chose to participate, theeithform



consent, demographic questionnaire, and modified PMAAQ were sent to them a
minimum of three days prior to scheduled data collection. They were encouraged

to complete the demographic and modified PMAAQ questionnaires at their convenience
and to insert them into the provided envelope prior to the scheduled data collection time.
If the providers were unable to complete the requested demographic and modified
PMAAQ questionnaires prior to researcher’s scheduled visit, thd*&egjeealthcare
providers were given the opportunity to complete the questionnaires either while the
researcher was there or at a time of their convenience within the nextysrarth

then insert, seal, and mail them in the addressed and stamped envelope provided

by the researchers.

Data Analysis
Data was analyzed using Statistical Package for the Social Scemftesre
(SPSS), version 12. Frequency counts, means, minimums, maximums, and standard
deviations were calculated for each item on the modified PMAAQ questionnaire to
determine which barriers interfered the most and least with the providéity tbi

use MI techniques.

Limitations
A limitation to this study was the sample size of up to 22 potential participants
Another limitation was that the validity and reliability of the modified PAMAwas

unknown due to the modifications made to it for this study. Also, the PMAAQ was



developed to be used with physicians in preventive medicine in primary care. In this
study the PMAAQ was given to a range of healthcare providers in addition tciphgs

it was also given to advanced practice nurses, registered nurses, licenseal prases,
dieticians, and social workers who were providing SagePlus lifestyle counseastly,
the culture of each individual clinic could affect which, if any, barriers aceped by

the healthcare providers using Ml for lifestyle counseling.

CHAPTER IV

ANALYSISOF DATA



The purpose of this study was to determine if healthcare providers perceived
any barriers in utilizing Ml techniques to do lifestyle counseling with tleaits in the
Sagé@lusprogram. The MDH generated a list of healthcare providers who are doing
lifestyle counseling in the clinics that are participating in the Blagg@rogram. This
chapter has a demographic profile of the healthcare providers and the rethéts of
modified PMAAQ that was administered to the participants from March 4th, 2011

until March 17", 2011.

Description of the Sample
The sample was comprised of 16 healthcare professionals who providduSage
lifestyle counseling interventions in clinics that participate in the MDHddnSagelus
program. Over two weeks of data collection, 16 of the potential 22 healthcare provider
participants carrying out Sagkis lifestyle counseling interventions completed the
guestionnaires. There were two providers on leave during the data collectiptwiime

that declined to participate, one that was unable to get a time scheduled fodéms s

researcher to come to gather data, and one that did not return calls or electssages.
These 16 providers who participated in this study provideBagkfestyle counseling
at 8 of the 11 clinics selected by MDH to be evaluated in this study.

The healthcare providers had a wide range of ages and years of exparience

health care. The age of the providers ranged from 25 to 66 with a mean age of 45.



There were 15 females and 1 male. The highest degree completed by each provider
ranged from an associate’s degree to a master’s degree. Employmesnitestged

from volunteers to paid employees and casual on-call to full-time; with 6.3% being
casual on-call, 12% were volunteers, 31.3% being part-time, and 50% being full-time.
The number of years working in healthcare ranged from 3 to 35 years with a mean of
18 years. The number of years working with $dgeclients ranged from 0.5 to 10

years with a mean of 3 years. The number of years that the providers have bden at the

current clinics ranged from 0.75 to 16 years with a mean of 5 years.

Table 4.1

Participant Demographics

N % Mean SD Range
Age 15 - 45 13.73 25-66
Years working in Healthcare 16 - 18 11.27 3-35
Years working SadelLUS 16 - 3.01 2.69 5-10
Years at current clinic 14 - 5.01 4.46 .75- 16

Gender



Male 1 6.3 - - -
Female 15 93.7 - - -

Employment
Full-time 8 50 - - -
Part-time 5 31.3 - - -
Casual Call 1 6.3 - - -
Other 2 12.5 - - -

Highest Degree Completed
RN (baccalaureate) 5 31.3 - - -
RN (diploma/associate) 1 6.3

LPN 1 6.3 - - -
CHW 1 6.3 - - -
MPH 1 6.3 - - -
BA 3 18.8 - - -
BS 1 6.3 - - -

Resear ch Question 1

The first research question was: Do healthcare providers perceivedtriising
motivational interviewing techniques when doing S#gslifestyle counseling? The
modified PMAAQ listed 29 possible barriers. The providers indicated whether or not the
barrier was significant, and if it was significant, they indicated to wkint it was a
barrier. The answer to this question would be yes if the mean of the scoreglveas hi
than a 1.00, indicated that the barrier had some level of significance. The providers do
perceive barriers to using MI when doing lifestyle counseling; all 29 gidksible
barriers had a mean score over 1.00. The mean scores of the barriers to using Ml to do
lifestyle counseling ranged from 1.25 to 4.06.

Item 36 on the modified PMAAQ was a place for the healthcare providers to write
in any other barriers that they have identified in using Ml to do lifestyle etingghat
were not asked about in the PMAAQ. Additional barriers listed on the PMAAQ by the

providers were mainly client-based. The main themes of barriers identifibe by



providers are: that SaBtis participants need to overcome other obstacles in their lives
in order to be able to make lifestyle changes, cultural barriers, and inadegoatees.
They felt that the other problems in the lives of their clients take prioréytheir

concern for a healthier lifestyle; some examples given were a loss of ijoblaph of
resources, and lack of money for food and walking shoes. Other providers felt that the
language and cultural barriers were the biggest challenge, one provideatfshe had

little credibility in eyes of women from Latin America because “thieyv registered

nurses as experts in the areas of glucose and cholesterol and they will thihk that t
provider does not know anything if we ask they ask questions as and do not instruct”.
It was also noted that it is often hard to follow-up with clients because theyritgque
move, don’t always have a phone, and occasionally get sent back to their countries that
they have moved to Minnesota from. Lastly, it was felt that Ml doesn’t work &s wel
with low income and minority clients; they would benefit from simple teaching aids

more Spanish education materials, and more smoking cessation resource

Table 4.2 Ranking of Barriers to Lifestyle Counseling

Rank [tem Mean




o O1 A WNBE

o ~

9
10
11

12
13

14
15
16

17
18

19
20

21
22
23
24

25
26

27

28

13.
23.
27.
24,

28.
19.

30.
20.

21.
22.
9.

29.
17.

15.
35.
10.

31.
25.

32.
18.

33.
26.
34.
14.

11.

8.

16. I am able to identify the stage of change the patient is in to start

It is difficult for patients to make lifestyle changes
Lack of patient interest in prevention

The patient’s physical or financial restrictions

Lack of insight of patient on importance of

making healthy lifestyle changes

Education level of patient

It is difficult for patients to adhere to their commitment

4.06
3.94
3.8

3.56

3.56
3.5

To making lifestyle changes, despite being motivated at the start

Cultural differences between doctors and patients
Doing lifestyle counseling using Ml takes longer
than traditional methods

Lack of time

Personal motivation

| am less effective than professional counselors

in getting patients to quit smoking

Communication difficulties with patients

It has been difficult to change my routine of

lifestyle counseling to include Ml

| feel | have had a sufficient amount of training in Ml
Number of visits with each patient

Patients without symptoms will rarely change

their behavior on the basis of my advice

Lack of knowledge on how to use Ml for lifestyle counseling
Patients belief of what their friends & family and family
tell them over what you say

Insufficient training on how to use Ml

Patients prefer being told what to do over helping
to come up with a plan themselves.

Insufficient knowledge of nutrition

Lack of proper patient education materials

Fear of sounding judgmental

It is difficult to understand why patient can’t meet
the goals they have set with you.

3.5
3.44

3.44
3.33
3.31

3.31
3.13

3.00
2.75
2.73

2.69
2.67

2.67
2.47

2.44
2.38
2.31
2.25

Most patients try to change their lifestyle if | advise them to do s02.13

For most patients health education does little
to promote their adherence to a healthy lifestyle.

applying Ml.

7. Smoking cessation counseling is an effective use

of my time as a provider.

29 12. | am satisfied in my current job.

2.06

1.81

1.56

1.25

Resear ch Question 2



The second research question was: When doingPBagjdestyle counseling,
what are the five most significant barriers that healthcare providersiypeto using
motivational interviewing techniques? Table 4.3 lists the five most significamtigan
descending order with the most significant barrier listed first. TheNadbarriers in the
top five are tied with the mean of 3.56. For item 13 a score could range from a 1, which
meant that the provider strongly disagreed with the statement, to a score offb, whic
meant that they strongly agreed. For items 23, 24, 27, and 28 scores could range from a
1, which meant that the provider thought that the item was not significant as atioarrie
effective use of MI, and a score of a 5, which meant that the item was a vefigangni
barrier. For all item’s scores could range from a 1, this meant that ther lveas not

significant, to a 5, which meant that the barrier was very significant.

Table 4.3

Top 5 Significant Barriers to Lifestyle Counseling



Rank ltem N Minimum Maximum Mean SD

1 13. Itis difficult for 16 2 5 4.06 799
patients to make lifestyle
changes

2 23. Lack of patient 16 3 5 3.94 .854
interest in prevention

3 27. The patient’s 15 1 5 3.8 1.265

physical or financial
restrictions

4 24. Lack of insight of 16 2 5 3.56 1.209
patient on importance of
making healthy lifestyle 16 1 5 3.56 1.263
changes

5 28. Education level
of patient

Resear ch Question 3

The third research question is: When doing Bagdifestyle counseling, what
are the five least significant barriers that the hgehealthcare providers perceive to
using motivational interviewing techniques? Table 4.4 lists the five leasficagi
barriers in ascending order with the least significant barrier liattd For item 8 a
score could range from a 1, which meant that the provider strongly disagrbetewit
statement, to a score of 5, which meant that they strongly agreed. The oppositewas
for items 7, 11, 13, and 16 where scores could range from a 1, which meant that the
provider strongly agreed with the item, and a score of a 5, which meant that thglystron
disagreed. For all items scores could range from a 1, this meant thatribevisas not
significant, to a 5, which meant that the barrier was very significant.
Table 4.4

Least 5 Significant Barriers to Lifestyle Counseling

Rank ltem N Minimum Maximum Mean SD




1 12. | am satisfied in my 16 1 2 1.25 447
current Job
2 7. Smoking cessation 16 1 3 1.56 .629
counseling is an
effective use of my
time as a provider
3 16. | am able to identify 15 1 4 1.81 .834
the stage of change the
patient is in to start
applying Ml
4 8. For most patients 16 1 4 2.06 1.124
health education does
little to promote their
adherence to a healthy
lifestyle
5 11. Most patients try to 16 1 3 2.13 .619
change their lifestyle if
| advise them to do so

Summary

Although the goal sample size of 22 was not met, 16 questionnaires were
completed for a return rate of 73% during the 2-week data collection period. Tdesese w
wide range in age, educational preparation, and years working in health can¢hathe w
Sagé@lusprogram. The frequency counts, means, minimums, maximums, and standard
deviations calculated from the PMAAQ indicate that the healthcare proddersrceive
barriers to doing lifestyle counseling and that some are more signiti@anothers. The
most significant barriers all being client-based barriers; Bagelients have difficulty
making lifestyle changes, have little interest in prevention, have phgsiddinancial
restrictions, lack of insight on the importance of making healthy lifestylegesa

and the education level of the patient.



CHAPTER YV

SUMMARY, CONCLUSIONS, RECOMMENDATIONS



The purpose of this study was to determine if healthcare providers perceived any
barriers in utilizing Ml techniques to do lifestyle counseling with the pperds of the
Sagé@lusprogram. The research questions for this study were:

1. Do healthcare providers perceive barriers to using motivational int@rgiew
techniques when doing S&jes lifestyle counseling?

2. When doing Sa@duslifestyle counseling, what are the five most
significant barriers that healthcare providers perceive to using motiaht
interviewing techniques?

3. When doing Sadduslifestyle counseling, what are the five least
significant barriers that healthcare providers perceive to using maotigat
interviewing techniques?

This chapter presents the background literature, method, results, discussion and

conclusions, limitations, implications for practice, and implications folarebe

Discussion and Conclusions
In this section each research question will be presented along with a disafission
the findings that pertain to that question as well as the conclusions that were forimed. A
the end the theoretical framework of Ml is addressed.

Resear ch Question 1



The first research question was: Do healthcare providers perceiveshtrmsing
motivational interviewing techniques when doing Jlgslifestyle counseling? It was
found that the Sadpus providers do perceive barriers to doing lifestyle counseling. All
of the barriers listed in the PMAAQ had some level of significance, with meagssc
ranging from 1.25 to 4.06, where 1nist significantand 5 isvery significant(see
Appendix H).

The range of barriers to lifestyle counseling in the Bagsprogram fell into
the categories that were identified in the literature as provider, clre@hpractice
barriers. All of the literature reviewed indicated that there weréebsithat needed
to be overcome in order to effectively deliver lifestyle counseling in thetyarie
settings where the studies occurred. Thus, it was expected that the healthadexgr
would be able to identify barriers to using Ml to do lifestyle counseling. Whahaota
expected was that they would all hold some level of significance. It is possible tha
because the Sagkrisclients are a low income and ethnically diverse population the
number of barriers for the providers to overcome is larger than it would be for an
educated middle-class population.

The healthcare providers were able to write in other barriers that they have
identified to using Ml to do the Sagkislifestyle counseling. There were three common
themes that were identified; the clients have too many financial and/acghyarriers
and stressors that take priority for them over healthy lifestyle elsacgltural barriers,
and the need for different educational resources for the clients. It wdsaféMitmight
not be the best method of doing lifestyle counseling for theFBagelients. It appears

that the majority of the barriers identified by the providers are centeréxd ¢eck of



ability of the clients to overcome the barriers in their lives that aregett the way of

them to be able to make the healthy lifestyle changes, rather than a tackwattion by

the client. This sentiment was echoed by Befort et al. (2008) and Jacobsen et al. (2005),
providers in these studies also felt that the circumstances in clients’ lexenpthem

from making lifestyle changes despite being highly motivated at the beginfimg is

different than what was found by Jansink et al. (2010) and Miller et al. (2010), in these
studies the providers felt that the clients lacked the motivation needed to msielife
changes. Both Befort et al. (2008) and Miller et al. (2010) both looked at the African
American population yet came up with different conclusions.

Resear ch Question 2

The second research question was: When doingP8agjdestyle counseling,
what are the five most significant barriers that healthcare providersiypeto using
motivational interviewing techniques? The top five most significant barriemngfidd
by SagePlus providers doing lifestyle counseling had a mean score of 3.56 to 4.06, where
1 isnot significantand 5 isvery significant Thus, the top five barriers ranged from
somewhat significant to very significant.

The top five most significant barriers were all at the level of the clieims Was
expected as the majority of the studies in the literature also found that provadgrs m
commonly identified that the most significant barriers for them to overcome whem doin
lifestyle counseling were also at the level of the patient. ThePBagjaroviders
indicated that the most significant barrier was that it is difficult f@ntd to make
lifestyle changes. According to the literature review, this could be due ¢k eflansight

into how their behavior affects their health, their attitudes toward wanting to make



lifestyle changes, cultural differences, lack of education, physidadaorcial restrictions,
and competing priorities such as managing other medical conditions (JanginR @@
Miller at al., 2006; Miller & Rollnick, 2002). The other four barriers in the top five
provide some insight into why the S&es providers feel that it is difficult for their
clients to make lifestyle changes: Lack of client interest in preventioc|iém’s
physical and/or financial restrictions, lack of insight by the client on tpertance of
making healthy-lifestyle changes, and the education level of the clieatedtingly,
these agreed with prior research.

The clients receiving lifestyle counseling were low income women battiree
ages of 40 and 64 who were under- or uninsured. Because they are low income, they are
under significant financial restraints making it difficult for them to busithe foods and
even afford to buy decent shoes for walking and exercise. Often, even though these
women probably would like to be healthier, they have so many other competing demands
on them that they feel are more important such as finding a job or a job that pays better
taking care of their families, and finding a way to the pay bills (Millet.ef810).
Lastly, these women may be low income because they have a lack of educatiorswhich i
also a barrier to understanding the importance of making healthy-lifebtjlges. The
reason that the Sagkis providers have indicated that the barriers at the client level are
the most significant is probably due to the characteristics of the population. Another
reason that the Sagkis providers might be placing the most significance at the client
level is because they were not using Ml techniques correctly. Ml is designed to be

patient-centered and is used to help clients resolve ambivalence.



The expectation would have been to see cultural differences between the
healthcare provider and client to be in the top five barriers identified by the pmovide
doing the Sadeluslifestyle counseling. However, it was number 7 out of the
29 barriers identified. The expectation would have been for it to be at the top because
many of the Saddusclients are minorities. In the literature, understanding other
cultures was found to be essential and language was found to be a significant barrier
to the client being able to understand the lifestyle counseling (Jansink et al., 2010)
This could have been because some of the providers are bilingual and are minorities
themselves, allowing them to be more understanding of how to approach the lifestyle
counseling with this population.

Resear ch Question 3

The third research question was: When doing Blagdifestyle counseling, what
are the five least significant barriers that healthcare providers ypetoausing
motivational interviewing techniques? The five least significant bardertified by
providers doing Sadrtus lifestyle counseling had a mean score of 1.25 to 2.13, where 1
is not significant and 5 is very significant. Thus, the bottom five barriers rarayad f
just significant to minimally significant.

There really is no common theme to the least significant barriers iddriithe
healthcare providers doing S&es lifestyle counseling. One study found that if
providers were not satisfied in their jobs that they put less effort into praveriaalth
care and learning new technologies like Ml to do lifestyle counseling (Bergé,

2009). From what the providers indicated on the PMAAQ, they were satisfied in their

jobs and so job satisfaction was the least significant barrier identified widaa of just



barely significant at 1.25. Comparing the results of this study with the diterdt can be
induced that the providers care about preventative health care and should be open to
using new techniques such as M.

It was surprising that among the five least significant barriers faghby the
healthcare providers there were two client-related barriers bechoséhal five most
significant barriers were client-related. The providers indicatedlibgtsomewhat or
strongly agreed that most clients try to change their lifestyle if theig@athem to do so
and that they mostly somewhat or strongly disagree that for most clieritt’ hea
education does little to promote their adherence to a healthy lifestyle. Hofzewbe
latter item the standard deviation was 1.124 because three providers somegdtat agr
with the item. From these results it seems that the providers feel thafigngs have
many barriers to overcome to be successful in making lifestyle behaviggeshaut that
they feel that they at least try to make changes and that they think tirdbth@ation
they provide them is useful.

The healthcare providers agreed that smoking cessation counseling icaveeffe
use of their time as a provider, with only one provider indicating that they naghsed
nor disagreed with this statement. The literature was mixed on this topsinklat al.
(2010) found that nicotine addiction was difficult for providers to help their clients
overcome whereas Miller and Rollnick (2002) suggested that helping clients with
smoking cessation was easier than diet or physical activity changes béeacsecepts
of abstinence and relapse are more tangible, for example setting a Yguitfdae
providers think that smoking cessation counseling is an effective use of theith@ne

they will be more likely to initiate this with their clients. However, one prowidete



on the PMAAQ that they wished that they had more patient education materials on
smoking cessation.
Theoretical Foundation

One of the barriers to doing S&jes lifestyle counseling that landed in the
least five significant barriers identified by the healthcare providessheaability to
identify the stage of change the client is in. Of the 16 providers who answered the
qguestion, 14 either strongly or somewhat agreed that they are able to ithensifgge
of change, 1 neither agreed nor disagreed, and 1 somewhat disagreed. Being able to
identify the stage of change of the client is essential to utilizing Mhigoes, 14 of
the providers felt that they could do this (Shinitzky & Kub, 2001). The two providers
who were unsure of how to do this would benefit from more training in Ml so that they
can be effective in using the techniques.

Other interesting findings in regard to Ml were that: Doing lifestglenseling
takes longer than traditional methods had a mean of 3.44, difficulty changing routine to
include MI had a mean of 3.13, and feeling that they have had a sufficient amount of Ml
training had a mean of 3.00. The mean score of a 3 is right in the middle of the level of
significance of the barrier. It appears that even though the providelsatateir level
of knowledge and proficiency in Ml was somewhat of a barrier, they were not in the top
5 most significant barriers, so the amount of training in Ml could be improved so that it
becomes more natural for them to use the techniques which should help reduce the extra

time they perceive it takes.

Scope and Limitations



The generalizability of these findings is limited. The client population of the
healthcare providers that were studied is limited to specific group of pewptaws the
results can only be generalized to providers who work with this group; low income,
under- or uninsured 40 to 64 year old women. There are WISEWOMAN programs
throughout the United States that have programs similar tdP&egand thus these
findings could be helpful for them when they evaluate their programs. The providers in
this study were diverse but there were no advanced practice nurses or phygima
completed the questionnaires (see Appendix G). Thus, the findings cannot be generalized
to all types of providers.

There are some limitations to this study. One of the limitations is thelesaine
of 16 healthcare providers. A larger sample size would have increased the
generalizability of the study and getting all 22 of the providers to complete t
guestionnaires would have made for a more complete program evaluation of the use of
Ml to do lifestyle counseling with the Sdjes participants. Another limitation to this
study is that the validity and reliability of the PMAAQ was compromiskdmit was
modified by the changing of some of the wording and the addition of new items. Also,
the PMAAQ was not developed to assess specifically the barriers to the uséof M

lifestyle counseling.

Implicationsfor Practice
The information gained from this study can be used to make improvements on
how lifestyle counseling is currently done to help the participants of tebs

programmake healthy lifestyle change$he findings of this study can be used to



improve the continuing education course offered to these providers. The mostangnifi
barriers indentified by the healthcare providers all had to do with the obsteati¢iset
Sag®lusclients had to overcome in order to make healthy-lifestyle changes and not thei
lack of motivation or ambivalence about needing to make changes. Motivational
Interviewing is a good technique to help motivate clients to make lifestyle d)dnde

with this population it would be useful to use it in addition to other techniques that would
help the Sad@lus participants eliminate some of the obstacles in their way of making
changes. Also, extra training in Ml would be helpful for many of the providersito fee
more competent in using Ml and could result in reducing or eliminating some of the
barriers that they have identified to effectively using Ml techniques. rAsudt, the

Sag®lusclients might have more success in changing their lifestyle baisavi

Implicationsfor Research
Future research could look at the ethnicity and languages spoken by the providers

doing the lifestyle counseling and compare it to how effective they are impelpents

make lifestyle changes of their same ethnicity. It would also be usebtdkat the

efficacy of having a provider that speaks the same language as the olepdred to a
provider who needs to rely on the services of an interpreter during the intervention.
Providers of different ethnicities might identify different barriergfestyle counseling,
controlling for this bias would be useful. Data was collected on how effective the
providers thought they were in changing their client’s behavior and how impdrggnt t
thought it was to counsel clients on these behaviors: exercise, healthy diet okimysm

cessation. It would be useful to see if there is a correlation between the mpata



lifestyle counseling to a provider and their effectiveness. It would alasdfal to
compare the proficiency of a provider in using Ml techniques for lifespd@seling and
the number of barriers that they perceive. It would also be interesting to knolw whic
barriers are the most significant for someone who is proficient at Ml.

The ranking of the barriers in this study suggests that despite the client being
motivated to make lifestyle changes they are not able to overcome the numerous soci
economic barriers or life stressors that they are faced with. Furtharates$eoking into
what it is about these barriers and stressors in theP&egmarticipants’ lives that
prevents them from making healthy lifestyle changes, as well as howdagalproviders
can help to eliminate some of these barriers and stressors needey. nhaslresearch
looking into which populations MI would work best with and then looking at what it is

that prevents MI from being useful in certain population would be useful.

Summary

Healthcare providers have identified that there are several bana¢tbey need
to overcome to be effective in using Ml techniques to do agéfestyle counseling.
The most significant barriers identified are at the level of the client.IéHs¢ significant
barriers have to do with the attitude of the provider toward doing lifestyle couggakn
importance of lifestyle counseling, and their satisfaction with their job. Thedersvi
appear to be motivated to do lifestyle counseling; they value the importance of doing
lifestyle counseling, and believe that their clients want to makeyliéeshanges. They
just feel that their clients have too many obstacles to overcome to be alaketo m

lifestyle changes. By giving the healthcare providers more trainikt, in addition to



the use of other techniques or tools to help the Haggarticipants eliminate or reduce
some of the barriers and stressors in their lives that are getting inytteé them being
able to make healthy-lifestyle changes, the MDH can be more successitibaly
helping the providers use the MI techniques more effectively but will also give them

other tools to help the participants make changes.
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Appendix A

Minnesota Department of Health IRB Permission Letter

Sent: Monday, February 28, 2011 11:44 AM
To: Witt, Diane E
Cc: Kowski, Ann (MDH)

Subject: RE: IRB question

Hello, Diane:

Thank you for contacting the Department of HealtRB regarding the study titled "Minnesota Depantine

of Health Sagelus program evaluation: Motivational Interviewing wsed barriers to use in lifestyle



counseling interventions". After reviewing the mi&k we find that the study you are proposing is
program evaluation of a public health program aoelsthot constitute research as defined by federal
regulations. The primary intent is not to createrigralizable knowledge" but to monitor and imprthe
operations and process of a public health progfdmns. study does not need further review by the

Department of Health's IRB.

Please feel free to contact me if you want to disahis study further.

Sincerely,

Pete Rode

IRB Administrator
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Appendix C

Consent Form

Informed Consent

Minnesota Department of Health S&fesprogram evaluation: Motivational
Interviewing use and barriers to use in lifestyle counseling interventions.

You are being asked to participate in a research study on the use of Motivational
Interviewing (MI) in SagPluslifestyle counseling interventions. We ask that you read
this form before agreeing to participate in this evaluation. This evaluatiomg be
conducted by Diane Witt, along with three graduate student researcheny Véaédo,
Heidi Sannes, and Joan Grotewold.

Purpose

The purpose of this project is to assist the Minnesota Department of Healthetiaduat
use of Ml in the Sagd@lusprogram and determine if there are any barriers to the use of
MI. This information will be utilized to enhance Ml training and support for health care
professionals who are providing the SRlyss lifestyle counseling interventions.



Procedures

If you agree to participate in this research and sign this consent form we ask you to
complete two questionnaires, which will take about 10-15 minutes of your time,las wel
as allowing direct observation of a minimum of two Slgelifestyle counseling
appointments.

Risks and Benefits

You will be asked personal questions about your age, education, profession, your current
job, how your Ml training, your beliefs about the use of Ml and any barriers you

perceive that impact your use of MI. You can choose not to answer any or all of these
guestions. This information may help to enhance the MDH sponsored MI continuing
education training program to better meet the needs of th&badealthcare providers.

Confidentiality

The records of this study will be kept private. The only people who will see this
information will be the researchers and the MDH. Your information, name andgblace
employment will be kept confidential. There will be no way to identify you or your
individual responses in any report of this study. The questionnaires and lifestyle
counseling evaluations will be kept in a locked office at Minnesota State Ungyersit
Mankato for two years and then destroyed. Only the researchers and MDHwwill ha
access to these files.

Voluntary nature of study

Participating in this study is entirely voluntary. Your decision whether or not to
participate will not impact your current employment or relationship with tB&iMIf
you decide to participate, you may withdraw at any time.

Contact

If you have questions about this study, you may contact Dr. Diane Witt who is the
researcher conducting this study at Minnesota State University, Mankato-28%07
1725. If you have any questions or concerns about the treatment of human subjects
contact: MSU IRB Administrator, Dr. Terrance Flaherty, MinnesotaSdaiversity,
Mankato, Institutional Review Board, 115 Alumni Foundation, (507) 389-2321.

| have read the above information and understand that this survey is voluntary and | may
stop at any time. | consent to participate in the study.

Signature of participant




Date

Signature of researcher

Date

O Participant received a copy.



Appendix D

PMAAQ Approval Letter

Dear Ms Sannes,

I am pleased to learn of your interest in using the PMAAQ and have
attached a copy for you to examine. Please feel free to use any
portions of the tool. I'd be especially interested in knowing if you

find it useful for you purposes since I'm an advisor for the SAGE
colorectal cancer screening portion of the program. Please feel free to

contact me with any questions about the tool.

Mark Yeazel



I consider it absolutely OK to modify the PMAAQ to better fit your

needs. Good luck and please let me know about your results.

Mark Yeazel

Appendix E

PMAAQ (modified)



Modified Preventive Medicine Attitudes and Activities Questionnaire

Preventive Medicine
Attitudes and Activities Questionnaire (modified)
(PMAAQ)

How effective are you in changing your patients’ behavior with respect to:

Very effective Moderately effective Somewbtfective Minimally effective Do not counsel

1. exercise O O O O O
2. healthy diet O O O O O
3. smoking cessation O O O O O

In general, howmportant is it for providers ta@ounsel patients about the following?

Very important Moderately important Sonhavimportant Not very important
4. exercise a O a O
5. healthy diet a O a a
6. smoking a O a a

To what extent do yoagree with each of the following statements:

Strongly Somewhat Neither agree  Somewhat Strongly
agree agree nor disagree disagree disagree



7. Smoking cessation counseling is an O O O O O
effective use of my time as a provider.

8. For most patients health education does O O O O O

little to promote their adherence to a
healthy lifestyle.

9. | am less effective than professional O O O O O
Counselors in getting patients to quit
smoking.
10. Patients without symptoms will rarely O O O O O
change their behavior on the basis of
my advice.
11. Most patients try to change their lifestyle [ O O O O
if | advise them to do so.
12. | am satisfied in my current job. O O O O O
13. ltis difficult for patients to make lifestyle O O O O O
changes.
14. Itis difficult to understand why patients O O O O O
can’t meet the goals they have set with you.
15. | feel | have had a sufficient amount of O O O O O
training in MI.
16. | am able to identify the stage of change O O O O O
the patient is in to start applying Ml.
17. It has been difficult to change my routine [ O O O O
of lifestyle counseling to include MI.
18. Patients prefer being told what to do over O O O O O
helping to come up with a plan themselves.
19. ltis difficult for patients to adhere to thei O O O O O
commitment to making lifestyle changes,
despite being motivated at the start.
20. Doing lifestyle counseling using Ml O O O O O

takes longer than traditional methods.

In your clinical practice, how significant are the following potertigirier s to effective
use of Motivational Interviewing (MI) when doir&agePlus lifestyle counseling?

Not Minimally Sombat Moderately Very
significant significant sigiciint significant significant
21. lack of time O O O O O
22. personal motivation O O O O O
23. lack of patient interest in prevention O O O O O
24. lack of insight of patient on importance
of making healthy lifestyle changes O O O O O
25. patients belief of what their friends &
family tell them over what you say O O O O O
26. lack of proper patient education materialgl O O O O
27. the patient’s physical or financial
restrictions O O O O O

28. education level of patient O O O O O




29. communication difficulties with patients O O O O d
30. cultural differences between doctors and

patients O O O O d
31. lack of knowledge on how to use Ml for

lifestyle counseling O d O O d
32. insufficient training on how to use Ml O O O O d
33. insufficient knowledge of nutrition O d O O d
34. fear of sounding judgmental O d O O d
35. number of visits with each patient O O O O O
36. other (list) O O O O O

Appendix F

Demographic Questionnaire



Demographic Questionnaire

Location: Subject # Student Researcher:
1. Age:
2. Sex: 1. Male ___ 2.Female
3. Highest Degree Completed:
____1.RN(BSN) 4. PA
____2.RN (ADN) ___5.MDorDO
3. APN (FNP, ANP, GNP, etc.) ___ 6. Other
4. Employment:
1. Fulitime 3. Casual call
2. Part-time 4, Other

5. Number of years working in Healthcare:
6. Number of years working with S&jes clients
7. Number of years at current clinic:

8. Do you use Motivational Interviewing (MI) when providing lifestyle coung&li

____1.Yes ____2.No
9. What MDH-sponsored MI training have you participated in? (Check adppét.)
None
One- day Continuing education seminar. Number of hours Year(s)
attended
Two -day Continuing education seminar. Number of hours Year(s)
attended
Video/Self- study Number of hours Year(s) attended

Other Number of hours Year(s) attended




10. What was the format of MDH-sponsored Ml training you attended? (Chétkta
apply.)
____ None
Role play
Lecture
Watching Video
Round table discussion
Other

11. Additional Ml training you have participated in: (Check all that apply.)
_____ Class/Seminar Year(s) attended
_ Self-study Year(s) attended
__ Webinar Year(s) attended
_____ Other Year(s) attended

Appendix G

Participant Demographics



Table 4.1

Participant Demographics

% Mean SD Range
Age - 45 13.73 25-66
Years working in Healthcare - 18 11.27 3-35
Years working SadelLUS - 3.01 2.69 5-10
Years at current clinic - 5.01 4.46 .75- 16

Gender

Male
Female
Employment
Full-time
Part-time
Casual Call
Other
Highest Degree Completed
RN (baccalaureate)
RN (diploma/associate) 1
LPN
CHW
MPH

BA
BS

P WER PP

6.3

93.7

50

31.3

6.3

12.5

31.3
6.3

6.3
6.3
6.3
18.8
6.3




Appendix H

Ranking of Barriers to Lifestyle Counseling



Table 4.2 Ranking of Barriers to Lifestyle Counseling

Rank ltem Mean




o O1 A WNBE

o ~

9
10
11

12
13

14
15
16

17
18

19
20

21
22
23
24

25
26

27

28

13.
23.
27.
24,

28.
19.

30.
20.

21.
22.
9.

29.
17.

15.
35.
10.

31.
25.

32.
18.

33.
26.
34.
14.

11.

8.

16. I am able to identify the stage of change the patient is in to start

It is difficult for patients to make lifestyle changes
Lack of patient interest in prevention

The patient’s physical or financial restrictions

Lack of insight of patient on importance of

making healthy lifestyle changes

Education level of patient

It is difficult for patients to adhere to their commitment

4.06
3.94
3.8

3.56

3.56
3.5

To making lifestyle changes, despite being motivated at the start

Cultural differences between doctors and patients
Doing lifestyle counseling using Ml takes longer
than traditional methods

Lack of time

Personal motivation

| am less effective than professional counselors

in getting patients to quit smoking

Communication difficulties with patients

It has been difficult to change my routine of

lifestyle counseling to include Ml

| feel | have had a sufficient amount of training in Ml
Number of visits with each patient

Patients without symptoms will rarely change

their behavior on the basis of my advice

Lack of knowledge on how to use Ml for lifestyle counseling
Patients belief of what their friends & family and family
tell them over what you say

Insufficient training on how to use Ml

Patients prefer being told what to do over helping
to come up with a plan themselves.

Insufficient knowledge of nutrition

Lack of proper patient education materials

Fear of sounding judgmental

It is difficult to understand why patient can’t meet
the goals they have set with you.

3.5
3.44

3.44
3.33
3.31

3.31
3.13

3.00
2.75
2.73

2.69
2.67

2.67
2.47

2.44
2.38
2.31
2.25

Most patients try to change their lifestyle if | advise them to do s02.13

For most patients health education does little
to promote their adherence to a healthy lifestyle.

applying Ml.

7. Smoking cessation counseling is an effective use

of my time as a provider.

29 12. | am satisfied in my current job.

2.06

1.81

1.56

1.25
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