
ww.sciencedirect.com

p u b l i c h e a l t h 1 7 5 ( 2 0 1 9 ) 4 3e5 3
Available online at w
Public Health

journal homepage: www.elsevier .com/puhe
Original Research
Integrating behaviour change counselling into
chronic disease management: a square peg in a
round hole? A system-level exploration in primary
health care
M. Vallis a,b,*, D. Lee-Baggley a,b, T. Sampalli a, D. Shepard a, L. McIssaac a,
A. Ryer a, S. Ryan-Carson a, S. Manley a

a Nova Scotia Health Authority, Canada
b Family Medicine, Dalhousie University, Canada
a r t i c l e i n f o

Article history:

Received 13 March 2019

Received in revised form

31 May 2019

Accepted 19 June 2019

Available online 2 August 2019

Keywords:

Behaviour change counselling

Competency

Readiness to change

Primary health care

Chronic disease management
* Corresponding author. c/o 133 Milsom St.,
E-mail address: tvallis@dal.ca (M. Vallis).

https://doi.org/10.1016/j.puhe.2019.06.009
0033-3506/© 2019 The Author(s). Published b
under the CC BY-NC-ND license (http://crea
a b s t r a c t

Objectives: The objective of this study is to evaluate the uptake of competency-based

behaviour change counselling training within a primary healthcare setting. Specific

questions concerning provider readiness for training, perceived importance of training in

the context of service demands and perceptions of competence after training were

addressed.

Study design: A process-focused study which adopted a complex systems approach to

implementation. Each step was evaluated before the next step was developed. The design

was guided by the RE-AIM (reach, effectiveness, adoption, implementation, maintenance)

framework.

Methods: Four specific primary care services were identified and behaviour change coun-

selling training tailored to each service was provided, based on a model of training built

around competencies in establishing change-based relationships, assessing and promoting

readiness to change, using evidence-based behaviour modification skills when ready and

addressing psychosocial determinants of behaviour within scope of practice. Before

training, a manager's readiness to facilitate training and identification of peer leaders to

support ongoing practice of skills were completed.

Results: Two programs negotiated 8 h of formal training, one program received 10 h and one

program received 12 h. All programs engaged in peer support activities. Despite willingness

to support training, 90% of managers were ambivalent about training activities, relative to

one half of healthcare providers (HCPs). Few HCPs and no managers self-identified as ready

without ambivalence. Furthermore, HCPs were reluctant to be evaluated by an expert and

preferred self-evaluation methods. In contrast, HCPs uniformly endorsed the relevance,

value and professional commitment to all component skills of the behaviour change

counselling model. At the end of the training, over 75% of staff reported receiving formal

training (reach). Almost 80% of staff reported using change-based relationship skills daily,

with less frequent use of skills associated with addressing psychosocial issues. The degree
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of corrective feedback was generally low, however. An index of competency based on

formal training, frequent use and receiving corrective feedback indicated that most HCPs

did not meet these criteria.

Conclusion: Training in behaviour change counselling competencies was successfully

implemented in this project. The vast majority of HCPs received training, despite ambiv-

alence. Furthermore, HCPs strongly valued these skills and used them frequently. How-

ever, they were reluctant to accept corrective feedback. Future research is needed to

evaluate innovative strategies to overcome obstacles to receiving corrective feedback in the

use of behaviour change counselling skills.

© 2019 The Author(s). Published by Elsevier Ltd on behalf of The Royal Society for Public

Health. This is an open access article under the CC BY-NC-ND license

(http://creativecommons.org/licenses/by-nc-nd/4.0/).
Introduction

Disease management has shifted focus from acute to chronic

conditions, where modifiable health behaviours are crucial to

outcomes.1e10 Current health delivery systems struggle to

make the changes necessary to provide patients with effective

behaviour change counselling. Behaviour change is chal-

lenging and healthcare providers (HCPs) can support health

behaviour change by implementing theory-driven, evidence-

based behaviour change interventions.11e15 Yetmost HCPs are

trained to be the expert, who diagnose, determine treat-

ment(s) andmeasure outcome(s), with the patient in a passive

role.16,17 However, with chronic conditions, outcomes are

substantially under the control of the individual, not the

clinician. Medication adherence, not smoking, maintaining a

healthy weight, being physically active, consuming sub-

stances in moderation, eating healthily, getting adequate

sleep and so on are all determined by the individual outside of

clinic settings. Individuals can benefit from HCP support that

enhances motivation, leads to behaviour modification and

addresses psychosocial barriers.

HCP behaviour change counselling training programs are

available18e22 but are only attended by interested HCPs.

Training needs to be spread across the population of HCPs/

clinical services, addressing how much training is required to

achieve competency; challenges such as lack of time, lack of

confidence, lack of training opportunities and how learnings

integrate into practice. An important aspect of ensuring

behaviour change counselling competency within a public

service is to involve the managers of the service so that the

learning needs of HCPs are adequately addressed (sufficient

time for training, skill acquisition and case review).

Because behaviour change is critical for chronic disease

outcomes, ensuring behaviour change counselling compe-

tency within health services is necessary. This can be viewed

as an issue of treatment integrity (see23,24), that is, adherence

to, and competency in, the delivery of an intervention. Can

behaviour change counselling training be integrated into pri-

mary care services such that fidelity (consistent imple-

mentation of interventions) and competency (skillful

implementation of interventions) are achieved? This is the

issue of interest in this article.
Behaviour change specialists are highly qualified to

provide competent behaviour change counselling. This

notwithstanding, primary care HCPs are appropriate pro-

viders to implement behaviour change counselling for two

reasons. First, chronic disease management is complex and

requires an integrated care team that addresses the whole

person context. As such, behaviour cannot be separated

from more traditional medical or educational activities and

is consistent with stepped collaborative care within the

Chronic Care Model (informed, activated patients with

prepared proactive practice teams25). Our interest was to

observe the uptake of competency-based training in this

population. Second, behaviour change specialists are un-

common in the healthcare system, including primary care.

The specialists who exist tend to function in urban aca-

demic settings and as such pose a problem of scalability. An

associated factor is that behaviour change experts, such as

psychologist, are not always the first choice of an individual

with chronic disease; there are psychological barriers to

accepting referrals to such providers. For instance, a recent

article found that individuals with type 2 diabetes preferred

traditional care models and did not prefer emotional sup-

port from a psychologist.26

The Nova Scotia context

Nova Scotia, Canada, faces numerous health challenges such

as a rapidly ageing population, a heavy burden of high chronic

disease/disability rates and lower life expectancy than the

Canadian average.27 Primary healthcare (PHC) in Nova Scotia

has made chronic diseasemanagement a service priority. The

Behaviour Change Institute (BCI) provides training in behav-

iour change counselling.16,17,28,29 This study was conducted to

better understand the outcomes associated with translating

evidence-based principles and theories of behaviour change

into practice across primary care services by non-behavioural

HCPs.

This study addressed three questions

1) how ready ormotivated are HCPs andmanagers of selected

primary care programs to receive competency-based

training in behaviour change counselling?

http://creativecommons.org/licenses/by-nc-nd/4.0/
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2) what is the perceived importance of behaviour change

counselling training, in light of existing demands?

3) what is the perception of competence, and what level of

competence was achieved by HCPs receiving training?
Methods

This project adopted the RE-AIM framework,30 which evalu-

ates program reach, effectiveness, adoption, implementation

and maintenance. Funding was through a Turning Research

Into Care (TRIC) Grant by NSHA (ethics approval: ROMEO file

1019463) the conditions of which mandated that the project

protocol be integrated into ongoing organizational care. To

facilitate the adoption, implementation and maintenance

aspects of RE-AIM, we conducted this study in stages, such

that we used the results of earlier stages to plan the delivery of

later stages of the project.

Participants

HCPs and managers from four primary care services partici-

pated (all staff offered training): the Diabetes Management

Centre (DMC, N¼ 14 staff), the Integrated Chronic Care Service

(ICCS, N ¼ 15 staff), the INSPIRED COPD Outreach program

(N ¼ 9 staff) and the Community Health & Wellness Centre

(CH&WC; N ¼ 7 staff). All HCPs were licenced health pro-

fessionals in their professional domains, which included

physician, nurse practitioner, social worker, dietitian, phys-

iotherapist, occupational therapist and psychologist. All par-

ticipants were consented into the study according to Research

Ethics Board (REB) criteria, informing them of the purpose of

the training, the surveys they were to complete and the

training they were to receive. These primary care services

address a range of disease states (diabetes, COPD, multi-

morbidity) and contexts of delivery (specialized units [ICCS,

INSPIRED] as well as primary care chronic disease manage-

ment [DMC, CH&WC]). The Community Health Team (CHT),

which offers wellness programs, was also recruited to eval-

uate preferred methods of receiving feedback on skill acqui-

sition, addressing the RE-AIM effectiveness criterion (N ¼ 19).

This project was funded from June 2015 to July 2017, and final

data were obtained by fall of 2017.

Behaviour change counselling training

BCI training occurs at the system level: senior leadership is

first consulted to determine buy-in for training; if engaged,

program directors/managers participate in a readiness

assessment protocol; if engaged, a peer leader(s) (program

HCP interested in mentoring colleagues) is (are) identified and

trained. Peer leaders helpwith the integration of skills into the

program implementation and initiate ongoing learning op-

portunities as part of the day-to-day operation of the program;

finally, a training protocol is implemented for all program

HCPs.

Four skill sets form the training program (see17), estab-

lishing change-based relationships, assessing/enhancing
readiness to change (getting to behaviour), implementing

behaviour modification when ready and addressing psycho-

social determinants of behaviour within scope of practice. The

BCI has over 10 years of delivering training programs and has

operationalized the knowledge and competencies of each skill

set (including a validated a competency rating scale29).

Within each of the skill sets, we have operationalized the

component knowledge and skills that underlie competency.

Because chronic disease requires self-management and

behaviour is under the control of the patient, not the clinician,

a change-based relationship is required. This requires an

understanding of the dangers of an expert, control-based

relationship in which the provider falls into the role of

‘teach and tell’ and the adoption of a collaborative, empow-

ering relationship. The associated skills involve motivational

communication (ask, listen, summarize, invite) along with

mastery of the interpersonal skills of non-judgemental curi-

osity, sitting with ambivalence and avoiding argument.

Recognizing that behaviour rests within the patient, skills

associated with getting to behaviour include defining/

agreeing on the behaviour to be changed, assessing readiness

to change (in our case using a traffic lightmetaphor developed

by our group) and promoting readiness when it is low using

the constructs of decisional balance and values clarification

and reflection. Once readiness is established, the behaviour

modification skills revolve around goal setting and behaviour

shaping (internal drivers of behaviour) and stimulus control

and reinforcement management (external drivers of control).

Finally, in recognition of the psychosocial context in which

self-management occurs, clinicians are trained to, within

scope of practice, recognize emotional distress and unhealthy

coping strategies and support the patient to replace the

function of the unhealthy behaviour and address stress

management (using an identify, educate, recommend and

support dynamic to allow the provider to balance sensitively

addressing psychosocial issues yet remaining within scope of

practice).

The following steps describe how behaviour change

counselling training within primary care chronic disease

management was evaluated.

RE-AIM evaluation components

i) Manager readiness

Reach, implementation andmaintenance requiremanager

readiness (this readiness interview is available for review and

use in Supplemental File 1). Managers of the primary care

services recruited identified 1e2 staff members to become

‘peer leaders’, who were given time to train as mentors and

adjusted the clinical schedule to accommodate staff training.

Specific training details were individualized to programs.

ii) Peer leaders

Peer leaders mentored colleagues struggling with behav-

iour change concepts/skills (RE-AIM adoption and imple-

mentation) and were supported by a Community of Practice

https://doi.org/10.1016/j.puhe.2019.06.009
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Table 1 e Evaluation methodologies to assess knowledge and skills in behaviour change counselling introduction

The primary purpose of the Behaviour Change Institute (BCI) is to provide training in theory-driven, evidence and competency-based behaviour

change counselling strategies for health care providers who promote health behaviour change. Providing training is one aspect to what the

BCI can offer ewe recognize that there are a number of elements that can support the translation of behaviour change counselling skills into

practice.

Another element of equal importance is evaluation. The common statement ‘you can't manage what you don't measure’ applies to the

attainment of behaviour change knowledge and skills. From a sustainability perspective, evaluation is an essential element to sustained

success, uptake and spread. We are interested in receiving your feedback on what methods would be most preferable.

We consider there to be three different evaluation methodologies that the BCI could support:

1 Self-evaluation e e.g. knowledge and skills are described and you rate yourself.

2 Live observation e e.g. demonstrate your attainment of knowledge and skills in front of your peers.

3 Video evaluation e e.g. submit a video demonstrating the knowledge/skills.

We appreciate your feedback on what evaluation methodology would best support you as your work to improve the translation of behaviour

change knowledge and skills into practice.

Questions I would not be

comfortable

with this

method

I might

consider this

method

I am very comfortable with

this method

1 2 3 4 5 6 7

Self-evaluation

Self-evaluation, self-reflection (no one sees)

Self-evaluation, discussed with peer

Self-evaluation, discussed with manager

Self-evaluation, discussed with the BCI

Live observation

Live observation, discussed with peer

Live observation, discussed with manager

Live observation, discussed with BCI

Video submission

Video demonstration, self-reflection (no one sees)

Video demonstration, viewed with peer

Video demonstration, viewed with manager

Video demonstration, viewed with the BCI

BCI, Behaviour Change Institute.
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(BCI peer leaders from the organization) through bimonthly

meetings. These meetings continue beyond the scope of this

funded project.

iii) Staff training

The BCI introduced the project to program HCPs and co-

created a training schedule. HCPs were open to behaviour

change counselling training, but they were not interested in

formal competency assessment that might involve submis-

sion of video demonstrations of skill. Therefore, we assessed

preferredmeans of evaluation (see Table 1) by administering a

questionnaire to HCPs from a programnot involved in training

but very experienced in behaviour change counselling (CHT).

This alteration of the protocol addressed RE-AIM effective-

ness, implementation and maintenance.

iv) Training protocol

Sequential training of the four core skillsets17 began with

formal workshops, supported by a website and peer leaders:
a) Change-based relationships: skills include facilitating

collaborative and empowering relationships (understand-

ing how change is hard, the dangers of a teach and tell and

of the balance between bond, task and goal alliance) and

using motivational communication (ask, listen, summa-

rize, invite) skills in the context of nonjudgmental curiosity

and comfort with ambivalence and resistance.

b) Getting to behaviour: skills include assessing readiness

(defining behaviour, traffic light assessment) and enhancing

readiness via health beliefs and promoting reasons to

change (values clarification and decisional balance).

c) Behaviour modification: skills include goal setting, behav-

iour shaping, stimulus control and reinforcement

management.

d) Psychosocial determinants of behaviour: skills include

assessing disease-specific distress, encouraging self-efficacy,

self-esteem, social connection and recommending emotion

management using the interpersonal dynamic of identify,

educate, recommend and support to facilitate self-

management, while remaining within scope of practice.

v) Self-assessed outcome of training

https://doi.org/10.1016/j.puhe.2019.06.009
https://doi.org/10.1016/j.puhe.2019.06.009


Table 2 e Readiness assessment scale.

BEHAVIOUR CHANGE COUNSELLING

The four behaviour change counselling skills are:

1. Change-Based Relationships. Establishing a change based relationship through the use of patient-centred communication skills (collaborate

and empower versus teach and tell) and the reliance on motivational communication principles (questioning, empathy, nonjudgmental

curiosity, ambivalence, self-efficacy).

2. Getting to Behaviour. Specific assessment of readiness to change a specific behaviour followed by interventions to promote behaviour change

that differ depending on readiness. When ready interventions are focused on behaviour modification. When ambivalent, enhancing

personally meaningful reasons to change dominate. When not ready respecting choice and keeping the conversation going to understand

barriers to change are used.

3. Behaviour modification. Behaviour modification refers to the use of first step goals (goal setting/action plans), next step goals (shaping),

stimulus control to address the built environment and reinforcement management.

4. Psychosocial determinants of behaviour. These skills address self-efficacy, self-esteem, social support and stress issues as they impact on

behaviour change.

What best describes where you are TODAY with respect to using behaviour change counselling skills, as defined above, in your practice:

Not using behaviour change counselling skills in managing chronic disease would be a problem for me, given the way I

practice.

YES UNSURE NO

Not using behaviour change counselling skills in managing chronic disease would be professionally distressing for me, given

the way I practice.

YES UNSURE NO

I am interested in implementing behaviour change counselling skills into my practice. YES UNSURE NO

I am ready to take action now to implement behaviour change counselling skills into my practice. YES UNSURE NO
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Trained HCPs completed a series of competency-related

scales assessing the principles of behaviour change counsel-

ling on dimensions that might be useful surrogates of com-

petency (see below RE-AIM effectiveness, adoption and

implementation).

Study outcomesc

The following measures were used for analysis.

Readiness assessment
Wedeveloped theTraffic Light Readiness interviewbasedon the

transtheoretical model31,32 (Table 2). Sequential questions ask

whether not engaging in the recommended behaviourwould be

considered to be a problem (engaging executive functions),

whether not engaging in the behaviour would be a source of

distress (engaging limbic functions), whether interested in

working toward the behaviour goal and whether readiness to

commit to thebehaviourat thepresent time (yes,unsureandnot

yes). Consistent yes responses indicated ready to change (green

light in our traffic light metaphor); a mix of yes and unsure/not

yes indicated ambivalence (yellow light), and consistent not yes

responses indicated not ready (red light). This self-assessment

was completed by both managers and HCPs.

Preferred methods of evaluation
The BCI operates not as ‘the experts’ but as collaborators. As

such, we sought an evaluation method acceptable to learners.

Submitting a videotape to be evaluated was not acceptable, so

wedevelopeda scale assessing level of comfort (ona 1e7 Likert

scale) with how to receive feedback. Three types of feedback,

self-evaluation of skill, video demonstration and live demon-

stration and four types of evaluation, self-reflection, peer re-

view, manager review and BCI review were rated.
c It should be noted that a battery of questionnaires assessing
general attitudes and perspective on self-management support
were included in the project but are not reported here. Details can
be obtained by contacting the corresponding author
Self-assessment of competency and attitude toward specific BCI
skills
Two sets of ratings we obtained: attitudes toward the

component skills and the perceived uptake and use (fidelity) of

the skills.

Behaviour change counselling skills relevance assessment
Each skillset (change-based relationships, getting to

behaviour, behaviour modification and psychosocial de-

terminants of behaviour) was rated (7-point Likert scale;

1 ¼ low, 4 ¼ moderate, 7 ¼ high) on relevance (how relevant

to your work do you consider this knowledge/skill to be?),

value (how valuable to your work do you consider this

knowledge/skill to be?) and commitment (how committed

are you to continue to work with the BCI to increase your

competence and confidence in this knowledge/skill?). This

assessment scale is available for review and use in

Supplemental File 2.

Fidelity self-assessment
The rationale for this assessment was that someone who is

competent would have received formal training and correc-

tive feedback and would use the often and with complex pa-

tients. These rating were completed for each skill set of the

BCI training model as defined previously. These include the

following:

- The nature of training received: none, informal training

(attending workshops or conferences), formal training

(experiential supervision in the use of skills) not using the

BCI training model and formal training with the BCI (RE-

AIM reach and adoption).

- The percentage of patients with which the component skill

is used on a daily basis.

- The extent (low, moderate, high) to which corrective

feedback in the use of the skill has been received.

- The extent (low, moderate, high) to which the component

skill is used with complex (self-defined) patients.

https://doi.org/10.1016/j.puhe.2019.06.009
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Table 3 e Nature of training provided to services.

Program Number of
staff

Number of
managers

Date training
began

Number of training
Sessions

Number of formal hours
of training

All four BCI principles
covered

ICCS 15 4 February 2016 6 12 Yes

DMC 14 2 September 2016 4 10 Yes

CH&WC 9 3 October 2016 4 8 Yes

INSPIRED 7 e March 2016 4 8 Yes

BCI, Behaviour Change Institute; ICCS, Integrated Chronic Care Service; DMC, Diabetes Management Centre; CH&WC, Community Health &

Wellness Centre.

Fig. 1 e Stage of readiness for behaviour change

counselling training in healthcare providers and managers

of selected clinical programs. HCP, healthcare provider.
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This rating scale is available for review and use in

Supplemental File 3.
Results

Training program

Training sessions balanced the perceived needs of the team

with ensuring that the four skill sets of behaviour change

counselling were presented, understood and rehearsed. Table

3 illustrates that two programs received 8 h and one 10 h of
training over four sessions, and one program received 12 h of

training in six sessionswith 12 h. The amount of time spent on

each skill set varied depending on the service and the nature

of the patients presentingwithin that service. The BCI ensured

that sufficient time was spent on each skill set to establish

competency, but programs were able to tailor training, within

this framework, so that issues important to them were given

adequate attention.

In addition, peer leaders arranged review opportunities (a

mix of informal hallway conversations and clinical rounds)

between and following formal sessions to discuss. Accessing

the BCIwebsite33 and a LearningModule System (LMS)module

(to view demonstration videos) were encouraged.

Readiness for behaviour change counselling training

Interestingly, very few respondents were categorized as ready

(green light) before training, only 14% of HCPs (see Fig. 1b) and

nomanagers (see Fig. 1a). Most HCPs and almost all managers

were ambivalent (yellow light), andmore HCPs thanmanagers

were not ready (red light; 30% versus 11%) for training.

Preferred method of evaluation

The CHT is a program where all staff have been trained in

behaviour change counselling. These HCPswere thought to be

able to assessmethods of competency assessment, given their

experience with the BCI. The 30 staff who work part- or full-

time in the service were sent the survey. Results are shown

in Table 4 (63.3% response rate). Comfort is least with

receiving feedback live and by video, with a preference for

self-evaluation. Furthermore, the greatest discomfort is

receiving feedback from the expert BCI staff followed closely

bymanagers (somewhat less frompeers). Self-evaluationwith

the opportunity to discuss with a peer was most acceptable.

Self-assessment of competency and attitude toward specific
BCI skills

HCP attitudes toward behaviour change counselling skills
In this survey (Table 5), the core aspects of knowledge and skill

associated with change-based relationships, assessing/pro-

moting readiness, behaviour modification and addressing

psychosocial issues were defined, and for each skill set, HPCs

were asked to rate, on a 7-point Likert scales, relevance, value

and commitment to learning. These results show that the

HCPs have overwhelmingly positive attitudes toward the

relevance, value and their professional commitment to the

https://doi.org/10.1016/j.puhe.2019.06.009
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Table 4 e Preference for method of receiving evaluation feedback on skill competency.

Live evaluation Video evaluation Self-evaluation

Comfort level (%) Comfort level (%) Comfort level (%)

Low Moderate High Low Moderate High Low Moderate High

Self e e e 21.00 31.50 46.50 0.00 10.50 89.50

Peer 5.25 52.75 42.00 26.25 31.50 42.25 0.00 10.50 89.50

Manager 21.00 63.25 15.75 31.50 53.75 15.75 5.25 26.25 48.75

BCI 15.75 58.00 26.25 26.25 36.75 37.00 0.00 26.25 73.75

BCI, Behaviour Change Institute.

Table 5 e HCP attitudes toward behaviour change counselling skills (N ¼ 40).a

Relevance Value Commitment

M (SD) % � 6 M (SD) % � 6 M (SD) % � 6

Change-based relationships

Knowledge 6.68 (0.48) 100 6.60 (0.50) 100 6.47 (0.64) 92.5

Skill 6.65 (0.55) 97.5 6.58 (0.50) 100 6.45 (0.55) 97.5

Getting to behaviour

Knowledge 6.63 (0.54) 97.5 6.60 (0.54) 97.5 6.55 (0.55) 97.5

Skill 6.37 (0.67) 90.0 6.40 (0.63) 92.5 6.37 (0.77) 97.5

Behaviour modification

Skill 6.30 (0.79) 90.0 6.33 (0.76) 92.5 6.40 (0.78) 92.5

Psychosocial determinants

Knowledge 6.65 (0.56) 96.2 6.65 (0.56) 96.2 6.54 (0.58) 96.2

Skill 6.65 (0.48) 100 6.65 (0.48) 100 6.50 (0.58) 96.2

HCP, healthcare provider; M, mean; SD, standard deviation.
a Results are from a 7-point Likert scale evaluation (1 ¼ low, 4 ¼ moderate, 7 ¼ high).

Table 6 e Feedback on behaviour change counselling skills training.

Training Everyday use Received corrective
feedback (%)

% BCI trained % no training Mean percent of time Low Moderate High

Change-based relationships

Bond task goal alliance 75.0 12.5 73.1 75.0 21.9 3.1

Dangers Of teach/tell 75.8 6.1 78.2 59.4 34.4 6.3

Motivational communication 75.8 0.0 76.8 70.9 19.4 9.7

Non-judgemental curiosity 78.8 3.0 82.3 65.6 28.1 6.3

Mean 76.35 5.40 77.60 67.72 25.95 6.35

Getting to behaviour

Defining behaviour 75.0 6.3 74.1 67.7 22.6 9.7

Readiness assessment 87.9 6.1 70.2 53.1 31.3 15.6

Assessing health beliefs 81.3 6.3 57.0 80.0 20.0 0.0

Decisional balance 78.1 3.1 56.8 63.3 26.7 10.0

Values clarification 67.9 17.9 47.4 82.8 17.2 0.0

Mean 78.04 7.94 61.1 69.38 23.56 7.06

Behaviour modification

Goal setting 78.8 3.0 82.4 45.2 29.0 25.8

Behaviour shaping 74.2 12.9 64.2 68.7 15.6 15.6

Stimulus control 73.3 20.0 53.9 86.2 3.4 10.3

Reinforcement management 71.0 20.0 58.1 80.0 13.3 6.7

Mean 74.32 11.18 64.65 70.02 15.32 14.60

Psychosocial determinants

Assessing distress 70.0 6.7 53.6 69.0 31.0 0.0

Supporting self-efficacy/autonomy 72.4 20.7 41.6 84.6 15.4 0.0

Replacing function of unhealthy behaviour 61.5 15.4 46.2 76.0 16.0 8.0

Stress management support 59.4 9.4 55.9 62.1 24.1 13.8

Mean 65.82 13.05 49.32 72.92 21.62 5.45

GRAND MEAN 73.63 9.39 63.17 70.01 21.6 18.37

BCI, Behaviour Change Institute.
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component knowledge and skills of the behaviour change

counselling. Means for all ratings were in themid-6 range (out

of 7) and over 90% of the respondents rated all items six or

above.

Self-assessment of uptake specific BCI skills

Next, for each skill set and subskill, respondents reported on

the nature of training received (BCI formal training, non-BCI

formal training, informal training, no training), the extent to

which they have received corrective feedback on the use of

the skill and the percentage of patients; both in general and

with complex patients, for which the skills are typically used.

The results (see Table 6) confirm the reach of behaviour

change counselling training. Overall, three quarters report

formal BCI training and few HCPs report not being trained.

Results were consistent across the skill sets (change-based

relationships, getting to behaviour, behaviour modification

and psychosocial determinants) with the caveat that training

in psychosocial determinants was somewhat lower, espe-

cially for replacing the function and stress management

support. Uptake of training in change-based relationships and

getting to behaviour was very high, with the note that expo-

sure to values clarification and bond, task and goal alliance

were slightly lower (but less than 20% report no training in

these constructs).

The skills associated with change-based relationships

were very well used, with almost 80% (77.6%) reporting daily
Table 7 e Percentage of HCPs formally trained, receiving
corrective feedback and frequent users of skills.

Behaviour change counselling skill % meeting all
criteria

Change-based relationships

Bond task goal alliance 24.2

Dangers of teach/tell 39.4

Motivational communication 21.2

Non-judgemental curiosity 30.3

Mean 28.78

Getting to behaviour

Defining behaviour 27.2

Readiness assessment 30.3

Assessing health beliefs 12.1

Decisional balance 27.2

Values clarification 6.1

Mean 20.58

Behaviour modification

Goal setting 33.3

Behaviour shaping 21.2

Stimulus control 9.1

Reinforcement management 6.1

Mean 17.42

Psychosocial determinants

Assessing distress 21.2

Supporting self-efficacy/autonomy 12.1

Replacing function of unhealthy

behaviour

12.1

Stress management support 6.1

Mean 12.88

GRAND MEAN 19.92

HCP, healthcare provider.
use of these skills. Over 80% of the sample reported relying on

the construct of nonjudgmental curiosity daily. Approxi-

mately 60% report using the skills of getting to behaviour and

behaviour modification. Defining behaviour and using readi-

ness assessment, along with goal setting, are common (>70%
daily use). However, the use of psychosocial determinant

constructs was relatively low, with approximately 50% of the

sample reporting daily use.

Regarding corrective feedback, few HCPs report high levels

of corrective feedback in their learning of behaviour change

counselling skills. Less than 10% report high levels of correc-

tive feedback for change-based relationships, getting to

behaviour and psychosocial determinants. Slightly more

(14.9%), but still few, report high levels of corrective feedback

for behaviour modification skills.

Finally, a summary index of competency was computed as

the percentage of HCPs meeting all of the following: formally

trained by BCI, receiving a moderate or high degree of

corrective feedback and using the skill with at least 75% of

patients, both general and complex patients (Table 7).

Approximately 20% of respondents (19.92%) met all of these

criteria, with substantial variability across domains and skills.

Almost 30% (28.78%) met these criteria for change-based re-

lationships (especially awareness of the dangers of teach and

tell relationship dynamics). In contrast, very few respondents

met these criteria for the psychosocial determinants

construct.
Discussion

Modifiable health behaviours play a pivotal role in the man-

agement of virtually all chronic diseases.34,2,3,4,5,6,7,35,9,10 Yet

base rates of health behaviours are low, and there are

numerous barriers to sustained behaviour change that make

relapse rates high.36 The potential for health improvement

through behaviour change is, therefore, limited. This is the

context in which effective behaviour change counselling by

HCPs has great potential. However, this potential rests on the

integrity (fidelity, competency) of behaviour change counsel-

ling. Can HCPs develop competency in implementing effective

behaviour change counselling strategies? Our study sheds

light on this important issue. Consistent with the RE-AIM

framework, the criteria of reach, effectiveness, adoption,

implementation and maintenance will be reviewed.

Behaviour change counselling is not within the core com-

petencies ofmost HCPs. Therefore, in order for the potential of

behaviour change counselling to be realized, HCPs themselves

must change their behaviour. Some HCPs seek out training,

but the success of behaviour change is related to imple-

mentation at a service level, not the isolated HCP. Several

years ago, the lead author wrote a article titled ‘Are Behav-

ioural Interventions Doomed to Fail?’16 the premise being that

behaviour change interventions require a HCP shift, from the

typical role as expert to one of collaborator. In this study,

despite an organization-level commitment to training, readi-

ness to develop behaviour change counselling competency

was less rather thanmore common. Amongmanagers, no one

scored in the ready category and only 13.9% of HCPs did so.

Almost all managers expressed ambivalence and just over one
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half of HCPs did so. As well, one third of HCPs were not ready.

So, despite evidence on the value of behaviour change in

chronic diseases, many providers are not sure they want to

commit to the training required. This is a threat to the RE-AIM

criteria of reach and adoption. Resolving this ambivalencewill

be important for health systems if behaviour change in-

terventions are to reach their potential. It may be that systems

will require an explicit commitment to behaviour change

counselling training as part of the job description to overcome

the ambivalence of HCPs and managers. We offer the

conclusion that institutional change is required, whereby or-

ganizations make explicit the necessity of developing behav-

iour change counselling skills as part of health system

delivery. We can offer an example of this fromwithin Primary

Care at the NSHA. The CHT service was created with the

involvement of the BCI, such that behaviour change coun-

selling training was mandatory for all staff. Staff are hired

such that interest in behaviour change counselling training is

incorporated into the selection interview. On a regular basis

(typically twice/year), training sessions are offered to new

staff, and there are regular follow-up competency review

sessions that are part of the standard operating principles of

the service.

Early in this project, we became aware that assessing the

outcome of training by asking HCPs to submit videotapes of

simulated patient encounters for expert rating was problem-

atic. HCPs quickly responded negatively to this idea. The

dominant perspective we came to understand was that in-

dividuals who are trained, licenced to practice in their field

andwith experience and confidence in their role perceived the

submission of videotapes as threatening. To have maintained

the initial plan of videotaped submissions would have

severely limited adoption and implementation and was

inconsistent with our principle of empowerment and collab-

oration. Our reworking from reviewer-based to self-

assessment overcame this barrier.

In stark contrast to the ambivalence to begin training, post-

training assessment of the relevance and value of, and the

commitment to learning, behaviour change counselling skills

was unequivocally positive. For all domains and across all

ratings of relevance, value and commitment, ratings were

consistently high (supporting RE-AIM adoption and imple-

mentation). We take this as a success of the training program.

Furthermore, after funding ended, the primary care services

remained committed to ongoing learning and review sessions,

led by the peer leaders (supporting RE-AIM maintenance).

Our final survey assessed the impact of the training pro-

tocol and suggested success in reach. Very few HCPs reported

not receiving training and three quarters received formal BCI

training, across all skill sets. Furthermore, the daily use of

these behaviour change counselling skills was high, with the

majority reporting daily use. Change-based relationship skills

were used themost, followed by behaviourmodification skills,

then getting to behaviour skills; with psychosocial manage-

ment skills being used the least. Furthermore, there were

within skill set differences in use. For getting to behaviour,

non-judgemental curiosity was reportedly used the most.

Within behaviour modification, goal setting was most

frequently used. For getting to behaviour, HCPs relied upon

defining behaviour and conducting readiness assessments.
Finally, within the psychosocial domain, assessing distress

and stress management were more commonly reported.

These results are valuable in that they address the issue of

uptake of training (RE-AIM adoption). Monitoring the use of

these skills will be helpful to researchers trying to understand

the more effective behaviour change strategies, to trainers in

understanding the more challenging skills to learn and to

clinicians in understanding what skills are more easily

incorporated in practice. This type of assessment can also

help advance patient-centred research by allowing us to

assess the impact on individuals of specific behaviour change

supports. Vis-a-vis the RE-AIM framework of adoption and

implementation, this suggests that at least part of the

behaviour change counselling skills were adopted and

implemented consistently.

Survey results indicated that, despite the relevance, value

and commitment of these behaviour change counselling

skills, few HPCs report receiving corrective feedback on their

use. The only skill wheremore than 15% of HCPs reported high

levels of corrective feedback was goal setting for behaviour

modification, and here only 25.8% received high level of

feedback. This is obviously an important area to explore in

future studies. Our group is interested in taking a process

approach to feedback, using a peer and expert feedback

model, in the form of structured case rounds, to discuss

competency criteria.

The results of this study suggest that training can be suc-

cessfully incorporated into primary care systems. Further-

more, the relevance of, and commitment to, these principles

is very high and the uptake of the skills into daily practice is

acceptable. The main issue where more attention is required

is the achievement of competency criteria vis a vis corrective

feedback.

Despite having developed a competency assessment scale

with well-developed criteria for determining low, moderate

or high competency level, this scale is dependent on the

submission of a clinical interview. It became very clear that

this was not an acceptable procedure in this study. We

thought that a surrogate of competency might be oper-

ationalized as follows. A more competent HCP would be

formally trained by the BCI, would receive at least a moderate

level of corrective feedback and would use the skill at least

75% of the time, with general as well as challenging patients.

Using these criteria, almost 30% achieved competency in

change-based relationships (especially the concept of the

dangers of teach and tell), where 20% achieved criteria in the

getting to behaviour skills (in particular defining behaviour,

readiness assessment and the use of decisional balance). Less

than 20% met criteria for behaviour modification, although

this reflected an imbalance between goal setting (33.3%) and

shaping (21.1%), on the one hand, and stimulus control (9.1%)

and reinforcement management (6.1%), on the other. Few

HCPs met criteria for addressing psychosocial issues (with

the exception of 21.1% meeting criteria for assessing

distress). These results are useful in that they can guide

follow-up training initiatives and provide a context for

further development of competency assessment in behaviour

change counselling training.

In conclusion, we believe that systematic behaviour

change counselling training is possible within broad primary
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care settings. The issue of corrective feedback can be

addressed with the establishment of institutional commit-

ment to training. We hypothesize that regular case-based

follow-up sessions, in which discussion of how to address

specific challenges, can form the foundation for corrective

feedback leading to improved competency. Specifically, cases

can be presented, and then various approaches to addressing

the cases can be presented. These approaches can reflect low,

moderate and high competency responses. In this way,

without an explicit ‘testing’ environment, a group of providers

can be supported to learn the differences between levels of

competence and thenmodel those in case review. Our group is

planning to evaluate this hypothesis in our follow-up

research.
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