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Abstract
Objective: Obesity related health problems affect individuals, families, communities and the
broader health care system, however few healthcare providers (e.g., doctors, nurses, social workers,
psychologists, counselors) receive formal training in obesity prevention interventions. We examined
the effectiveness of training healthcare providers in brief motivational interviewing (brief Ml)

targeting eating and exercise behaviour change.

Methods: 163 healthcare providers participated. 128 participants completed a one-day experiential
brief Ml training workshop followed by electronic peer-support and a further 35 matched controls

did not receive the training.

Results: Participant’s knowledge of brief MI and confidence in their ability to counsel patients
using brief Ml significantly improved following training (p < .05) and remained at 3 and 6-month
follow-up (p < .05). Brief M1 skills assessed during the simulated patient interactions indicated a

significant improvement across two practical training blocks (p <.05).

Conclusion: Healthcare providers can learn brief M1 skills and knowledge quickly and confidence

in their counseling abilities improves and is sustained.

Practice implications: Healthcare providers may consider brief MI as an obesity prevention

intervention.
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1. Introduction

The prevalence of obesity in Australia is rising at an alarming rate, more than doubling in
the last two decades of the 20" century [1]. Lifestyle factors such as poor dietary habits and lack of
exercise have been implicated in the obesity epidemic [2]. Health implications are serious and can
lead to premature death and disability from conditions such as cardiovascular disease, type 2
diabetes, osteoarthritis and some cancers [3]. Preventive practice strategies are of increasing priority

for health promotion agencies.

Results of one community survey on Australia’s Gold Coast revealed exercise as a major
factor influencing health and wellbeing in all age groups; specifically 57.3% of adults were
classified as overweight or obese and 43.4% undertook insufficient physical activity for health
benefit [4]. These data prompted the implementation of a preventative practice plan including a
capacity building initiative for local healthcare providers to address patient’s daily health behaviors

(specifically, eating and exercise) [4].

Studies have shown that interactions based on education or advice-giving do not necessarily
translate into improved health behavior [5]. Alternatively, motivational interviewing (Ml; [6]), a
directive, patient-centered approach to health behavior change has shown success when applied to
lifestyle issues, including excessive alcohol consumption, smoking, management of chronic
diseases, and dietary changes [7,8]. The demand for Ml training in the health sector is growing and
the results of studies that have examined the efficacy of teaching MI and brief M1 (designed to be
carried out in 5-15 minutes; [9]) have been promising [10]. A review of MI training investigations
revealed differences in trainees, training formats, and training curriculums, however many studies
have methodological limitations including no pre-intervention data [11], no control group, no

behavioral skills assessment [12], limited follow-up data [13] and lack of post-training support [14].



The present study evaluated whether brief Ml training improved healthcare providers’ (e.g.,
doctors, nurses, social workers, psychologists, counselors) knowledge, skills and confidence, in
relation to eating and exercise behavior change. Brief MI was selected (versus MI) because it is
designed to promote health behavior changes within the time constraints imposed by busy health
care environments [9]. It was hypothesized that participants who received the brief Ml training
would demonstrate pre-post improvements in knowledge, skills and confidence relative to an

untrained control group.

2. Methods
2.1  Design

A quasi-experimental design was used. The independent variables were Group (Untrained
vs. Trained) and Time (Pre vs. Post vs. 3-Month Follow-up vs. 6-Month Follow-up). The dependent

variables were knowledge, skills and confidence in brief Ml.

2.2  Participants

Participants were 163 healthcare providers aged 18-58 years (M = 27.18). Of these 128
received training (females = 104; nurses = 25.7%, psychologists = 4.8%, counsellors = 18.1%,
community workers = 43.8%, other = 7.6%), whereas 35 did not (females = 31; nurses = 9.1%,
psychologists = 9.1%, counsellors = 27.3%, community workers = 40.9%, other = 13.6%). Funding
commitments stipulated that three-quarters of participants receive training. The groups were

matched on age, t < 1, and sex was proportionately distributed across groups.

2.3  Materials
Knowledge of brief MI was assessed using the 15-item Motivational Interviewing

Knowledge and Attitudes Test (MIKAT; [15]) and a 6-item Multiple Choice Test [13]. Confidence



with health behavior change counseling was assessed using the 8-item MI Confidence Scale [11].
Measures were obtained at Pre, Post, 3-Month Follow-up and 6-Month Follow-up. During training,
experienced facilitators assessed skills at two intervals using the 12-item Behavior Change
Counselling Index (BECCI; [16]). Facilitators rated 11 counseling skills from 0 =notatall to 4 = a
great extent, such that total scores ranged from 0-44 (higher scores indicative of greater skills). The

12" item rated the practitioner speaking time (more than half, about half or less than half the time).

2.4  Procedure

The Trained group received 6-hours of brief Ml training (1 x 2 hour lecture + 2 x 2 hour
blocks of small group simulated patient encounters) and 6-months access to electronic peer-support
post-training. Experienced facilitators (3 psychologists and 1 counselor) conducted the six

workshops. The Untrained participants completed measures online.

2.5  Statistical analyses
Missing data appeared to be random and only cases with completed data were used in the
analyses. Analyses were carried out using SPSS version 22 and tests were considered significant at

o =.05.

3. Results

Independent samples t-tests at Pre confirmed the Trained and Untrained groups were
matched on brief MI knowledge at baseline (MIKAT, t(151) = 1.69, p = .093; Multiple Choice Test,
t(151) = 1.78, p = .077). MI Confidence however were higher for Untrained relative to Trained,
[t(149) = 2.55, p =.012]. Table 1 shows the means and standard deviations for the knowledge and

confidence measures prior to training.



Insert Table 1 about here

Table 2 shows the means and standard deviations for the knowledge and confidence
measures across time-points for the Trained group. As can be seen, from Pre to Post there was a
significant increase in knowledge on the MIKAT, [t(102) = 4.07, p < .001] and Multiple Choice
Test, [t(101) = 3.62, p <.001], and MI Confidence ratings [t(101) = 11.34, p < .001]. Analyses of
the BECCI data collected during the simulated patient encounters revealed a significant increase in
brief M1 skills from Block 1 (M = 25.43, SD = 8.30) to Block 2 (M = 35.33, SD = 6.73, t(125) =
9.77, p <.001). Furthermore, practitioner speaking time reduced, across blocks (Block 1: 15.9%
spoke > Y% the time and 20.4% spoke < % the time, versus Block 2: 1.8% spoke > %% the time and

31.9% spoke < ¥ the time).

Insert Table 2 about here

To determine if knowledge and confidence scores were sustained over time, Post versus 3-
Month Follow-up and Post versus 6-Month Follow-up data comparisons were examined separately
(see also Table 2). There were no difference between MIKAT and Multiple Choice Test scores at
Post relative to 3-Month Follow-up [both t(29) <1] and 6-Month Follow-up [both t(8) <1].
Analyses of the MI Confidence scores showed a trend for further increases in confidence from Post
to 3-Month Follow-up [t(29) = 2.00, p = .055], however there were no differences between
confidence scores at Post and 6-Month Follow-up [t(8) = 1.48, p = .177]. Taken together, these
findings indicate that the improvements in knowledge and confidence immediately following the

training were sustained.



4. Discussion and Conclusion
4.1  Discussion

Our data confirmed brief Ml training produces measureable gains in knowledge, skills and
confidence in healthcare workers. Behavioral assessment of interactions using simulated patients
confirmed improvement in brief Ml skills. A comparison of pre-test, post-test and follow-up data

for the confirmed brief MI knowledge and confidence increased and remained unchanged over time.

Several limitations should be recognized. First, random assignment to the Trained and
Untrained groups may have been compromised by the staffing needs associated with the
participating organizations. We cannot therefore discount a potential selection bias, which may
explain between group differences in confidence ratings prior to training. Second, 6-Month Follow-
up response rates were low (i.e., only 9 participants responded) and therefore these data should be
interpreted with caution. Finally, although knowledge scores and confidence ratings were sustained

over time we were unable to obtain follow-up behavioral measures of brief Ml skills.

4.2  Conclusion

Healthcare providers can attain brief M1 knowledge, skills and confidence relatively quickly
and these can be sustained over time. The training assisted staff to identify opportunities for
conversations about healthy eating and exercise. Further research is needed to determine if brief Ml

skills are long lasting.

4.3  Practice implications
Obesity prevention interventions are fast becoming a priority for health promotion agencies
in Australia and worldwide. Our study demonstrated that brief Ml skills can be learned effectively

by healthcare providers to build healthy eating and exercise conversations into their daily practice.



The results of this study provide a baseline for implementation of brief Ml training into the practice

of a range of healthcare workers.
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Table 1

Scores on the Dependent Variables for Trained and Untrained Groups Prior to Training (i.e., Pre)

11

Untrained Group

N =35

Trained Group

N =128
M SD M SD
MIKAT (Score range 0-19) 12.43 2.57 11.55 3.40
Multiple Choice Test (Score range 0-6) 3.54 1.44 3.07 1.37
MI Confidence Scale (Score range 0-40) 32.94 5.95

30.31 5.00




Table 2

Scores on the Dependent Variables for the Trained Group at Pre, Post, 3-Month Follow-up and 6-Month Follow-up

12

Trained Group

M SD

MIKAT Pre 11.55 3.40
Post 12.94 2.77

3-Month Follow-up 13.00 3.83

6-Month Follow-up 14.22 3.11

Multiple Choice Test Pre 3.07 1.34
Post 3.67 1.40

3-Month Follow-up 3.53 1.17

6-Month Follow-up 3.67 1.80

M1 Confidence Scale Pre 30.31 5.00
Post 35.24 3.39

3-Month Follow-up 36.80 351

6-Month Follow-up 37.44 3.21




