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Instigating behaviour change in patients to help them 
achieve a healthy lifestyle is a critical component of general 
practice to combat rising chronic disease in the community. 
An individual’s health behaviour is determined by a complex 
interplay between their knowledge and understanding of 
health and disease, the personal meaning and relevance of 
that knowledge, their confidence in their ability to make 
changes, and a range of other factors acting as facilitators 
and barriers to change.1 

Brief interventions
Brief interventions (provision of information and advice) by general 
practitioners are successful in promoting healthy behaviour in 
relation to smoking, alcohol, physical activity and nutrition.2,3 
General practitioners develop therapeutic relationships with patients 
over time, are respected, and have multiple opportunities to provide 
brief advice in a range of health behaviours. Furthermore, GPs can 
tailor information to the individual, which is more effective than 
generic information.4,5 
	 A framework that has been widely promoted for brief intervention 
is the 5As approach – Ask, Assess, Advise, Assist and Arrange follow 
up. Initially developed for managing tobacco dependence, it has 
subsequently been applied to many other health behaviours.6 With 
this approach, all patients are screened for unhealthy behaviours 
(ask). All those identified by screening are assessed for their 
readiness to change (assess) and advised to alter their behaviour 
(advise). Those who agree to change are provided with practical 
help to make the change (assist) and followed up to provide support 
(arrange). This can include practical strategies such as the use of 
a decisional balance sheet,7 which compares the pros and cons of 
change, setting dates and times for action and support medication.
	 Brief interventions in general practice usually take a few minutes 
and are incorporated into routine care. While there is strong evidence 
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Background
Behaviour change toward achieving a healthy lifestyle is important 
for all Australians, and general practitioners have a key role to play in 
assisting patients to make these changes.

Objective
This is the first of a two part series which provides the background to 
approaches to influencing behaviour change in general practice, from 
brief interventions to motivational interviewing (MI). The second part 
of the series will explore motivational interviewing in more detail.

Discussion 
General practitioners have a key role in changing their patients’ 
health behaviours. There are a range of tools GPs can use to help 
enhance their patients’ motivation to achieve their health goals.
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	 Another brief intervention approach that has a stronger 
emphasis on empathy and therapeutic interaction is the use of the 
acronym FRAMES – Feedback about risk, emphasis on personal 
Responsibility, Advice to change, a Menu of options, Empathy 
and facilitation of Self efficacy.13 While the ‘brief interventions’ 
for which FRAMES was developed referred to a few short term 
counselling sessions and not the brief interventions that occur 
in general practice, the components can still be relevant to the 
longitudinal interaction that occurs in general practice over 
multiple consultations.

to support brief interventions, they are sometimes insufficient to alter 
behaviour.7 When positive outcomes are not apparent, the sense 
of inability to change behaviour can be associated with frustration, 
a lack of confidence and negative attitudes toward attempting to 
change health behaviours.8,9

Transtheoretical model of change

The transtheoretical model (TTM) of change, commonly known 
as the ‘cycle of change’ or ‘stages of change’, was originally 
developed by Prochaska and DiClemente in 1982 in relation to 
tobacco use.10,11 It has since been applied to many behaviours and 
helps to explain why attempts to change behaviour may not work.11 
There have been many versions of this model. In its original form, it 
consisted of five stages:
•	 precontemplation (not thinking about change)
•	 contemplation (thinking about change)
•	 preparation/decision making (actively planning change)
•	 �action (changing or recently changed and new behaviour not 

established), and 
•	 �maintenance (new behaviour established and working on 

maintenance). 
Relapse was not considered to be a stage as it was seen as an 
event that terminates the action or maintenance phase, prompting 
a movement back into an earlier phase. Later, the authors proposed 
a ‘spiral of change’ which suggests that most relapsers do not 
revolve endlessly in circles regressing back to the beginning, but 
instead learn from each attempt and progress with each cycle11 
(Figure 1). While the cycle of change is frequently associated 
with MI, Miller and Rollnick specifically point out that they are 
not the same thing and that MI was never based upon TTM. The 
transtheoretical model of change is a model of how and why 
changes occur, while MI is a specific clinical method to enhance 
motivation for change. It is not necessary to assign a stage of 
change in order to apply MI.12

	 Another model that evolved from the original stages of change is 
the ’contemplation ladder’,20,21 in which the clinician asks people to 
identify where they are on a ladder (Figure 2).

Ambivalence, resistance and defence mechanisms

Ambivalence is a normal aspect of human nature and is a natural 
transition phase in the process of change.7 For example, a person who 
is dependent on a drug can have a ‘love-hate relationship’ with the 
drug, ie. intensely positive feelings toward the drug together with an 
intense dislike of the problems associated with use of the drug and 
the control it has over the person. Change and resistance to change 
are seen as two sides of a coin.7

	 Giving brief advice, regardless of the stage of change, may be 
effective; this advice may trigger consideration of, or a decision to, 
change. On the other hand, advice can increase resistance to change7 
in the same way that someone who feels they are being nagged 
might become resentful and less willing to change. 
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Figure 1. The spiral of change 
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resistance, Avoid arguments, Can do, and Express empathy. These are 
summarised in Table 1.15

	 Motivational interviewing has been applied to many aspects 
of behaviour change ranging from alcohol and drug dependence, 
smoking cessation, weight loss, physical activity, the treatment 
of asthma and diabetes, adherence to treatment and follow up, 
and criminal activity. A systematic review and meta-analysis of 
randomised controlled trials using MI as the intervention found 
74% of trials demonstrated a positive effect of MI. Measures of 
clinical relevance that improved with MI included body mass index, 
cholesterol, blood pressure, blood alcohol concentration, blood 
glucose, and length of hospital stay. The number of encounters and 
length of follow up was more important than the length of each 
encounter, with 64% of studies using brief encounters of 15 minutes 
being effective. Both psychologists and physicians obtained an effect 
in 80% of the studies.16 
	 In a trial comparing GPs who were randomised to MI training to 
those who were not, the GPs trained in MI evaluated it to be more 
effective and no more time consuming than ‘traditional advice giving’.17

Changing behaviour in general practice
General practitioners manage many health issues within a 
limited period of time in each consultation. It is relatively simple 
to integrate brief interventions consisting of the provision 
of information and advice relevant to the health issues being 
dealt with. This may be triggered by the presenting complaint or 
from routine screening for risk factors. Patients who are ready to 
change can be provided with further assistance and follow up. 
Brief advice from a respected person such as a medical practitioner 
may be effective regardless of the stage of change.3 However, by 
recognising different needs at each stage of change, approaches 

Motivational interviewing

Motivational interviewing is a collaborative, person centred 
way of guiding the patient to elicit and strengthen motivation to 
change.12 The goal is to increase intrinsic motivation rather than to 
impose it externally. Involving a flexible blend of informing, asking 
and listening, it works to evoke the patient’s own values, goals, 
insights, motivation and resources for change.14 The approach to 
MI is expressed in the acronym GRACE: Generate a gap, Roll with 

Table 1. Using GRACE in all stages of change

Generate a gap 
The goal is to increase intrinsic motivation by generating a 
gap (between what the patient wants and what is) rather 
than to impose it externally
Roll with resistance 
If resistance is encountered, alter the strategy used. 
Ambivalence is viewed as normal, not pathological, and is 
explored openly
Avoid arguments 
Arguing increases resistance to change. It should be the 
individual and not the therapist who voices the arguments 
for change. The goal is to encourage the patient to hear 
themselves say why they want to change
Can do 
Encourage self efficacy and hope. A person may perceive a 
serious problem but still will not move toward change unless 
there is hope for success
Express empathy 
Listen, communicate acceptance and support and gently 
persuade while respecting personal views and choice

Table 2. Stages of change using brief intervention and motivational interviewing approaches

Precontemplation
(Not considering 
change)

Contemplation
(Considering 
change)

Preparation 
(Planning change)

Action  
(Recent change)

Maintenance
(Change 
established)

5As •	Ask
•	Assess
•	Advise

•	Ask
•	Assess
•	Advise
•	Assist

•	Ask
•	Assess
•	Advise
•	Assist
•	Arrange

•	Ask

•	Assist
•	Arrange

•	Ask

•	Arrange

FRAMES •	Feedback
•	Responsibility
•	Advice
•	Menu (options)
•	Empathy
•	Self efficacy

•	Feedback
•	Responsibility
•	Advice
•	Menu (options)
•	Empathy
•	Self efficacy

•	Feedback
•	Responsibility
•	Advice
•	Menu (options)
•	Empathy
•	Self efficacy

•	Feedback
•	Responsibility
•	Advice
•	Menu (options)
•	Empathy
•	Self efficacy

•	Feedback
•	Responsibility
•	Advice
•	Menu (options)
•	Empathy
•	Self efficacy

GRACE •	Build motivation •	�Build motivation 
and strengthen 
commitment

•	�Strengthen 
commitment

•	�Strengthen 
commitment

•	�Strengthen 
commitment
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can be tailored to the individual’s stage.18,19 This is illustrated 
in Table 2, which maps the stages of change against some brief 
intervention and MI approaches.
	 A simple question that can help the GP to assess readiness to 
change and the right approach to use is: ‘How do you feel about your 
smoking/drinking/lack of exercise?’ The answer to this question will 
quickly establish if the person is ready to be given brief advice, or 
needs a gentler explorative approach using MI principles.
	 Medical practitioners are usually confident in helping people 
who have made a decision and commitment to change. Motivational 
interviewing fills the gap in providing strategies to explore 
ambivalence, build motivation and strengthen commitment in those 
who are uncertain or not yet considering change.

Conclusion
General practitioners are respected, see the majority of the 
population and have continuity of care, which means they play an 
important role in enhancing health outcomes through changing 
behaviour. Each GP develops a personal communication style; while 
this personal style might be effective in changing behaviour in a 
proportion of patients, having a range of tools increases the GP’s 
repertoire, allowing them to facilitate more change.
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