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Abstract
Originally developed to address addictive health behaviour, Motivational Interviewing (MI) is gaining recognition
in health promotion as a style for eliciting individual’s intrinsic motivation to change. The growing recognition could
be attributed to the increasing understanding that the practice of unhealthy behaviours may not be due to deficiency
in knowledge of consequences, but rather a lack of adequate motivation to change. In this paper the utility of MI
to the field of health promotion is discussed, elaborating the important contribution of MI to client empowerment. A
model for MI delivery in health promotion has been suggested by authors, highlighting some essential elements to be
targeted by practitioners. Though MI may not be a panacea to all addictive health behaviour change, it presents useful
principles which may be lacking in conventional cognitive behavioural therapies. Thus, from literature, MI is presented
as a promising approach which can augment the existing socio-environmental strategies of health promotion.
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Introduction
Numerous studies have established a direct relationship between
health behaviours and health outcomes and have demonstrated their
significant role in both morbidity and mortality [1-3]. Due to the
significant impact of health behaviour on many health outcomes, there
is abundance of health promotion interventions and/or programmes
that aim to engender healthful lifestyle among the populace. There is
evidence that theory-based interventions or programmes have a higher
likelihood of being effective in eliciting behaviour change in individuals
[4,5]. Health promotion practitioners have relied on a number of
behaviour change theories and approaches in their quest to facilitate
individual health behaviour change [4,6]. One of such approaches
(Motivational Interviewing) is discussed in this paper.
Motivational Interviewing is a promising approach for addressing
contemporary health issues in health promotion practice [7,8].
Motivational Interviewing is a person-centred counselling style for
addressing the common problem of ambivalence about change [9].
Miller and Rollnick have refined further the MI style into a four-process
model instead of phases that encapsulate engaging, focusing, evoking
and planning. These four processes are both sequential and iterative,
implying that practitioners can move forward and backwards in an
encounter with client. The underlying spirit of MI includes partnership/
collaboration, acceptance, compassion and evocation [9].
The primary purpose of this paper is to discuss the utility of MI to
the field of health promotion, suggesting a model for MI delivery in
health promotion.

MI: Description and Theoretical Basis
Miller and Rollnick have put forward three different but interrelated
definitions of Motivational Interviewing. For the purposes of this paper,
(MI) is defined as a person-centred counselling style for addressing
the common problem of ambivalence about change. MI interview is
therefore designed to strengthen motivation for and commitment
to a specific goal by eliciting and exploring the person’s own reason
for change within an atmosphere of acceptance and companion [9].
According to Miller and Rollnick, MI involves four sequential and
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recursive processes namely engaging, focusing, evoking and planning.
The process of engaging requires the practitioner and the client
establishing a helpful working relationship which is fundamental to
any therapeutic encounter. Focusing refers to the process whereby the
practitioner together with the client develops and maintains specific
direction towards change goals. Evoking entails eliciting the client’s own
motivation for change while planning involve developing commitment
to change and enacting specific plan of action. These four processes
that comprise MI delivery in practice are not mutually exclusive and
each later stage builds upon the previous one. The delivery of MI
should be underpinned by the ‘spirit’ of MI. The spirit of MI is that
of collaboration and not confrontation, evocation and not education,
compassion and attitude of profound acceptance of clients. Thus, the
practitioner administering MI is required to be in partnership with
clients, respecting their expertise and perspectives, and recognising
that resources for change reside with the client (ibid). In a bid to explore
and resolve ambivalence, a key strategy of MI is to initiate a change
talk; which involves the client’s personal expression of the advantages of
change, as against the disadvantages of maintaining the status quo [8].
The term Motivational Interviewing (MI) has its root in the work
of Miller (1983), and offers an approach based on the principles of
experimental social psychology [10]. MI is recognised to have been
developed drawing from theories such as the cognitive dissonance
theory the self-perception theory and the work of Rogers on clientcentred therapy [11-13]. The fundamental principles underlying
these theories are that, people consider change when their personal
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goals or values conflict with their current behaviour, people tend to
be committed to what they hear themselves argue for and defend, and
practitioner’s attitude and care is vital for intervention success [8,14].

MI and Cognitive Behaviour Therapies
Cognitive Behaviour Therapies (CBTs), emerged from the
Cognitive Behaviour model which categorises human experience into
four components namely; behaviour (situation, events, actions, skills),
affect (mood, feelings, emotions), cognitions (thoughts, attitudes,
beliefs, assumptions, memories, expectations), and physiology (tension,
fitness, diet, health status). Underpinning CBTs is the notion that an
individual’s health conditions are as a result of what they think and
what they do [8].
Though CBTs are widely used in both clinical and field settings, it is
distinguished from MI. Practitioners of CBTs tend to confront client’s
irrational or maladaptive behaviours; however, MI rarely involves
such confrontations of beliefs [7]. In MI there is no direct attempt
to question, persuade or provide advice; instead practitioners using
MI are expected to offer reflective listening and positive affirmations
(ibid). In the light of this, Michael et al. (2006) exhorts practitioners
to approach clients with respect and desist from passing judgements
on clients’ experiences and perspectives [15]. It is in this way that MI
distinguishes itself from CBTs by offering ingredients necessary for
understanding health behaviour, and helping trigger innate motivation
which is paramount for behaviour change.

The Complementary Role of MI and the Stages of
Change
An understanding of the Stages of Change is essential to health
promotion practice. Knowledge of the precise stage which characterises
a target group enables practitioners to design appropriate interventions
and develop measurable indicators for assessing intervention outcomes.
At the heart of the Stages of Change is the notion that behaviour change
journeys through five main stages which are; pre-contemplation,
contemplation, preparation, action, and maintenance [16].
Owing to the complementary role played by MI and the Stages
of Change, Miller and Rollnick (2002) have described the two as a
‘natural fit’ [17]. The Stages of Change has played an essential role in
the development of MI [18,19]. Similarly, MI facilitates the process
of health behaviour change. Precisely, MI is able to contribute to the
generation of clients’ intrinsic motivation necessary for moving clients
from one stage of change to the other. Gintner and Choate (2003) have
asserted that MI is well suited for handling the peculiar characteristics
displayed by pre-contemplators especially in an alcohol intervention
[20].

MI For Health Promotion
Developing personal skills
To a large extent, the Ottawa Charter continues to influence health
promotion practice in the 21st century [21]. It continues to provide
a systematic framework for considering any major public health
challenge through its five action areas – build healthy public policy;
create supportive environments for health; strengthen community
actions; develop personal skills; and reorient health services [22]. The
Ottawa Charter has also broadened the scope of health promotion and
shifted attention away from models of individual behaviour change to
embracing a socio-ecological model of health promotion [23,24]. A
key action area of the charter is to “develop personal skills”. Developing
personal skills is essentially dependent on information flow from health
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practitioners to individuals [25]. Thus, health information enables
individuals to increase in knowledge, and contributes to sharpening
their skills to be able to engage in healthy practices. Rubak has asserted
that MI is essential for developing the personal skills of individuals
toward a complete state of physical, mental and emotional health and
well-being. MI enables individuals to identify and do something about
their health behaviour [26]. One of the four process-model of the MI
style is planning. The process of planning as described by Miller and
Rollnick is instrumental in helping the client to develop decisionmaking skills regarding when and how to change as the client works
through the ambivalence. It is also at this point that the practitioner
may provide information and advice regarding how and when the client
can proceed when the decision has been made by the client to change
(ibid). In view of this, MI is useful for eliciting intrinsic motivation
for behaviour change and strengthening the client’s own capacities to
change.
Furthermore, a vital action area of health promotion is to strengthen
community action. Strengthening community action is essential to
ensure social action and influence [27]. Community actions can be
better strengthened when the personal skills of individuals who make
up the community are developed. The level of health and well-being
in a community is to a great extent determined by the way of life and
behaviour of its members [28]. Consequently, when the individual’s
capacities are strengthened through the development of self-efficacy
and increased self-awareness, individual community members will
be better enabled to take collective action to improve the health and
well-being of their community. Further, in a study by Dilion and
Philip, it was ascertained that community engagement in health and
action was significantly associated with the extent to which individuals
valued health or believed that healthiness was important [28]. In this
way, triggering the intrinsic motivation to change, developing personal
skills, and enhancing self-efficacy of individuals become fertile grounds
to enable community action to improve health and well-being. In view
of the potential of MI to influence the development of client’s personal
skills and intrinsic motivation to change it has the potential to facilitate
individual’s engagement in community action, albeit indirectly [8].

Individual participation and empowerment
At the heart of health promotion are the concepts of participation
and empowerment [25]. Client participation in intervention delivery is
key to achieving positive intervention results [29-31]. MI is designed to
be client-centred, and promotes a process of active client participation in
the change process to ensure that decisions regarding behaviour change
emanate primarily from the client and not from the health practitioner
[10,17]. In ‘developing discrepancy’ (i.e. a principle of MI), practitioners
are required to assist clients to identify a gap between their personal
goals or values and the status quo. Such an activity results in ‘critical
consciousness-raising’, which is a key component of the empowerment
model of health promotion [6]. Again, MI seeks to develop ‘self-efficacy’
of clients, which is fundamental to individual or self-empowerment
[32]. There is a growing recognition of the importance of empowerment
in HP, even though this recognition is often an issue of lip service rather
than practice and policy [6]. Empowering individuals and communities
is critical to ensuring that people take control over and improve their
health [25]. It is in the light of this that all health promotion activities
should be guided by the principle of empowerment [33]. On the other
hand, MI like other individual-level interventions have been criticised for
the tendency to neglect issues of the wider social determinants of health.
It should however be recognised that health promotion practice is both
‘individual’ and ‘collective’ centred [34]. Thus, individual-level approaches
are as essential as approaches that deal with the wider social environment.
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Applications of MI: One-on-One Vs. Group Formats
Some studies have reported the efficacy of MI interventions
delivered in a one-on-one format and those delivered in a groupformat [35-37]. Although, Nyamathi et al. admit a paucity of research
investigating the different outcomes of these two formats, results of
their study showed no evidence of difference in efficacy of a one-onone format and group- format in an intervention to reduce alcohol
consumption [38]. Conversely, findings of a study by Rubak et al. [26]
suggest that relying solely on group-format may not be adequate. A
combined approach may therefore be appropriate.

Evidence-base of MI

in the analysis [42]. Although few reviews and meta-analysis report no
significant difference between MI effectiveness and that of other strong
alternatives (e-CHUG), overall the studies admit that MI remains an
effective approach for behaviour change [43]. Additionally, MI has been
shown to be effective in comparison with traditional advice giving [26].
In moving forward, MI as an intervention will be enhanced enormously
if future studies investigate what factors might moderate intervention
effectiveness, the format in which MI intervention should be delivered
(i.e. whether individual or group based) and whether MI is more
effective with mandatory or voluntary clients.

A suggested model for MI delivery in health promotion

In a bid to assess the efficacy and effectiveness of MI interventions,
some systematic reviews and meta-analyses have been conducted
across various domains. Lai et al. in a meta-analysis have reported
positive outcomes for studies which used MI for smoking cessation
[39]. Furthermore, in a systematic review by Dunn et al., adaptations
of MI are reported to be effective in addressing a range of behavioural
issues including substance abuse [40].

Owing to the numerous adaptations of MI in health promotion
practice, it is possible to misjudge the effectiveness of MI in an
intervention study. Nevertheless, some vital elements within the client’s
‘intrinsic environment’ as well as the wider social environment could
be influenced in a manner that ensures the attainment of optimal
health outcomes. It is for this reason that we suggest a simple model
which links the MI delivery processes to community action for health
promotion. Model is presented as Figure 1.

On the other hand, Lundahl et al. in a meta-analysis of studies
conducted on addictive behavioural domains (including tobacco,
marijuana and alcohol) have reported that MI only produced significant
effects when judged against weak comparison groups [41]. Furthermore,
Vasilaki et al. in a meta-analytic review have reported that the efficacy
of MI tends to decrease when data on dependent drinkers was included

The success of any MI intervention is highly dependent on
practitioners’ adherence to the principles and processes of MI which
have succinctly stated to encapsulate - engaging; focusing, evoking; and
planning [9]. Adhering to these processes is fundamental to clients’
willingness and readiness to participate in the MI process. Citizen
participation in health decision making in terms of setting priorities,

The Social Environment

Influencing
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• Motive for current
behaviour,
• Need for cognition,
• Readiness to Change
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Others
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Figure 1: A Suggested Model for MI Delivery in Health Promotion
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planning strategies and implementing actions is critical to and indeed a
positive outcome of health promotion intervention [25].
One of the important goals or outcomes of health promotion
interventions is empowerment. This recognition has resulted in
the development of the empowerment model of health promotion.
According to Naidoo and Wills this model seeks to enable individuals
to identify their own concerns and gain the skills and confidence to
act upon [31]. Characteristically, the role of the health promoter is to
facilitate the process whereby individuals come to gain control over
their lives and are empowered to change their social reality.
In a similar vein, the role of the health professional that makes use of
the model suggested in this paper is to primarily adhere to the principles
of MI which recognises that the individual possesses the resources for
change and consequently the role of the practitioner is to help the
client elicit this expertise. As indicated in the model, empowerment
of the client will be attained when the practitioner adheres to the MI
principles and the client fully engages and participate in the process of
change. The eventual outcome of the whole intervention process is to
elicit behaviour change although admittedly, it is not every intervention
process that ultimately produces behaviour change.
It is imperative to also stress that health behaviour change can be
significantly affected by factors that pertain to the individual’s social
environment (social support, social norms, social network etc) even
after the individual has made the decision to change his/her behaviour.
Therefore, such socio-environmental variables should be favourable in
order for change to occur. We posit that the potential and propensity
to engage in community action will be highly strengthened after the
individual has gone through this change process. This may emanate
from the development of client’s skill, enhanced self-efficacy and a
commitment to change. Thus the model illuminates our understanding
of how MI contributes to the achievement of participation, individual
empowerment and the enablement of community action which are all
very important goals or outcomes of empowerment approach to health
promotion interventions.

Conclusion
We have discussed the utility of MI in health promotion.
Practitioners’ adherence to the principles and processes of MI will
enable the clients to fully engage with and participate in the process of
change. Through this, the development of clients’ interpersonal skills
and enhanced self-efficacy will be enabled, thereby empowering clients.
In the suggested model, it is also important for practitioners to identify
and/or influence some vital elements within the client’s ‘intrinsic
environment’ as well as the wider social environment in a manner
that ensures the attainment of optimal health outcomes. A limitation
of the model is that it is yet to be empirically applied to any healthrelated behaviour. The paper however contributes to our understanding
of how MI intervention reinforces and enables the realisation of
critical principles, goals and values of health promotion – developing
personal skills, participation, and empowerment and strengthening of
community action. In order to build evidence on this model, future
research or health promotion interventions should attempt to apply the
model to a health-related addictive behaviour. MI as an intervention
is presented as a promising approach which can augment the existing
socio-environmental strategies of health promotion.
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