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Chapter 5
Communication and Person-Centred 
Behaviour Change

Afonso Miguel Cavaco, Carlos Filipe Quitério, Isa Brito Félix, 
and Mara Pereira Guerreiro

Learning Outcomes
This chapter contributes to achieving the following learning outcomes:

BC6.1 Generate with the person opportunities for behaviour change.
BC6.2 Assess the extent to which the person wishes and can become co-manager of 

his/her chronic disease.
BC6.3 Demonstrate how to promote coping skills and self-efficacy to manage 

chronic disease’s physical, emotional and social impacts in everyday life.
BC6.4 Assist the person to become co-manager of his/her chronic disease in part-

nership with health professionals.
BC7.1 Apply strategies to support the cooperative working relationship between the 

person and a healthcare provider.
BC7.2 Demonstrate active listening of the person’s concerns and difficulties in the 

self-management of chronic disease.
BC14.1 Share information and adequate educational materials according to indi-

vidual factors (e.g. knowledge gaps, health literacy level and preferences).
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5.1  Overview of Key Concepts

Supporting successful behaviour change interventions requires relational and com-
munication skills. It is well accepted that communication adopted by professionals 
can foster engagement in behaviour change or, if suboptimal, bears a detrimen-
tal effect.

Concepts such as patient-centred communication and shared decision-making 
are pivotal in behaviour change interventions; these two concepts remind health and 
other professionals that they must embrace the idea that change happens within each 
person, not through professionals’ willingness.

In this chapter, we will address the essential features of a relationship between 
the professional and the person when supporting the change or the maintenance of 
a self-management behaviour.

5.1.1  Patient Empowerment

A current conceptualisation of patient empowerment posits that it occurs when 
patients make autonomous, informed decisions about their health, supported by a 
professional, to increase their capacity to think critically and make independent and 
informed decisions (Anderson & Funnell, 2010).

One definition of patient empowerment considers that patients are empowered 
when they have the knowledge, skills, attitudes and self-awareness necessary to 
influence their and others’ behaviours to improve the quality of their lives (Funnell 
et al., 1991).

Another definition defines patient empowerment in the healthcare context as pro-
moting autonomous self-regulation to maximise the individual’s potential for health 
and wellness (Lau, 2002). As one can realise, patient empowerment begins with 
information and education and includes seeking out information about one’s condi-
tion and actively participating in treatment decisions.

How does it start? Patient empowerment begins when professionals acknowl-
edge that patients with chronic diseases are in control of their daily care. Professionals 
must recognise that the most significant impact on a person’s health and well-being 
results from their own management decisions and daily actions.

The professionals involved in patient empowerment make clear to patients that 
being in control of their daily self-management decisions comes with responsibility 
for those decisions and the resulting consequences. Responsibility, in turn, means 
that patients cannot surrender their control over chronic disease self-management, 
no matter how much they wish.

While professionals cannot control and therefore cannot be responsible for the 
self-care decisions, they are accountable for ensuring that their patients make 
informed self-management decisions. Here, “informed” means an adequate under-
standing of self-management and an awareness of the aspects of their personal lives 
that influence self-management decisions.
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Fig. 5.1 The EMPATHiE conceptual framework. (Adapted from Kayser et  al., (2019) and 
European Patients’ Forum (2017))

A conceptual framework proposed by the EMPATHiE project considers patient 
empowerment on three different levels: macro, meso and micro,  as depicted in 
Fig.  5.1. All associated variables work as moderators of patient empowerment 
(Kayser et al., 2019).

• Macro-level, i.e. the vision circulated by the authorities. This level comprises the 
definition of the joint plans at the organisational level, e.g. shorter hospital stays.

• Meso-level, i.e. the medicine level and the perspective of patients living with 
multimorbidity on professionals and informal caregivers’ role. It comprises 
patient-centred care and autonomy support.

• Micro-level, i.e. patients’ perspective stemming from their personal health expe-
riences. This level comprises patient participation through shared decision- 
making to foster involvement.

In this chapter, the focus will be on the meso- and micro-level patient empower-
ment. Empowering patients encompasses concepts such as patient-centredness, 
shared decision-making, motivational interviewing, counselling and signposting to 
support services. According to Holmström & Röing (2010), patient-centeredness as 
a process is of great value in patient empowerment. Patient empowerment can be 
achieved by patient-centeredness, but patients can also empower themselves. 
Nevertheless, one should not forget that patient empowerment is influenced by attri-
butes of professionals, such as individual features, training, personal values and pro-
fessional goals.

5 Communication and Person-Centred Behaviour Change
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At the patient level, the ability to engage in empowerment activities is influenced 
by context, personal characteristics, values, social support and disease circum-
stances (e.g. duration, severity). Professionals also need to pay attention to patient’s 
health literacy and self-management skills.

How can a patient’s empowerment be assessed? The empowered patient has to 
feel like they have the ability and are given the confidence to manage their condi-
tion. Patients can indicate this state through their:

• Capacities, beliefs or resources including self-efficacy, sense of meaning and 
coherence about their condition, health literacy, perceived control and feelings. 
Health and other professionals should respect all these.

• Activities or behaviours (things patients do), such as participating in shared 
decision- making and self-management of their condition. When the patient can 
choose meaningful and realistic goals and takes steps to achieve those goals, 
such as participating in collective activities (e.g. patient support or advocacy 
groups), the professional is dealing with an empowered patient. Active search for 
information about their health condition (e.g. on the Internet) is also a sign of 
empowerment, even if misinformation is present, which is a distinct issue.

5.1.2  Person-Centredness

This section deals with another well-known concept in healthcare provision, known 
as patient-centredness.

The terms person-centred, people-centred and patient-centred will be used inter-
changeably. Looking at the Mead & Bower (2002) definition of patient-centred 
care, it is the understanding of the patient as a unique human being or entering that 
person’s world to see illness through their perspective.

Person-centredness supports the care of the whole person (negative and positive 
aspects), for the person (assisting the fulfilment of life projects), by the person 
(competent and high ethical conduct) and with the person (respectful collaboration).
However, the concept can be seen as further complex. According to a systematic 
review from Scholl et al. (2014), patient-centredness encompasses 15 dimensions, 
organised in principles, enablers and activities (see Fig. 5.2):

• Principles: essential characteristics of professionals, professional-patient rela-
tionship, patient as a unique person, the biopsychosocial perspective.

• Enablers: integration of medical and non-medical care, teamwork and team 
building, access to care, coordination and continuity of care.

• Activities: patient information, patient involvement in care, involvement of fam-
ily and friends, patient empowerment, physical support, emotional support.

One can realise from all previous dimensions that some are more dependable on 
the healthcare professional, e.g. professional-patient communication and relation-
ship and patient involvement in care and empowerment, than others, e.g. access to 
care and medical and non-medical care integration.
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Fig. 5.2 A model of person-centeredness. (Scholl et al., 2014)

Although robust evidence about the positive effects of person-centredness in health 
endpoints is still lacking, review studies have provided objective and positive accounts, 
such as the reduction of inappropriate prescription and use of benzodiazepines and 
related drugs (Mokhar et al., 2018), as well as improvements in the clinical outcomes 
of persons with type 2 diabetes in primary healthcare (Vuohijoki et al., 2020).

5.1.3  Shared Decision-Making

When making health-related decisions, some people prefer those decisions to be 
taken and controlled by healthcare professionals. Other persons are willing to par-
ticipate in decision-making and enjoy a degree of autonomy when managing their 
conditions.

5 Communication and Person-Centred Behaviour Change



86

Assessing the level of direct responsibility in decision-making, and reflecting on 
a person’s empowerment, is an area of research and education named shared 
decision- making (SDM).

Shared decision-making in healthcare is especially relevant for the success of 
health behaviour change interventions. It requires applying strategies to create an 
environment conducive to open and effective communication, from active listening 
to building a trustful relationship.

Reasons for incorporating the person’s views and preferences in healthcare deci-
sions are twofold. The first reason is an ethical imperative. This imperative emerges 
from the known ethical principles of autonomy, beneficence, non-maleficence and 
justice (Beauchamp & Childress, 2019). Attempting to involve persons in decision-
making is expected to respect their independence, do good, prevent harm and be 
equitable. Ensuring these principles in practice and involving persons in decision-
making can be challenging; for example, cultural or cognitive barriers make it 
harder for them to understand the information.

Another reason, from a practical nature, is that evidence shows that persons’ 
preferences for healthcare options differ. The typical examples are the preferences 
for cancer treatment (e.g. Hamelinck et al., 2014; Stalmeier et al., 2007); it has been 
shown that professionals are inaccurate in predicting persons’ preferences.

At least in principle, decisions in healthcare (including those respecting to behaviour 
change interventions) can be categorised as “effective” or “preference-sensitive”.

Effective decisions are those where there is agreement on the best management 
strategy. Preference-sensitive decisions are those for which there is little evidence 
on the best course of action or for which, despite the available evidence, weighing 
the benefits and harms of options may greatly vary from one person to the other.

In treatment decisions, SDM has been recommended when a decision is preference- 
sensitive. When it comes to behaviour change, while there is robust evidence for the 
effectiveness of behaviour change techniques (BCTs) in promoting sustained health 
behaviour changes, the majority of the existing research tests BCTs in groupings (i.e. 
bundles of BCTs that are hypothesised to be effective), which means that when 
selecting individual BCTs in practice, professionals sometimes need to make prefer-
ence-sensitive decisions. There is, nonetheless, a growing body of research using 
optimisation designs to test individual BCTs and compare their efectiveness. SDM is, 
therefore, a means to ensure that people’s views are incorporated in the process, lead-
ing, hopefully, to decisions that fit their beliefs and preferences. The general effects 
of SDM mainly relate to outcomes on the cognitive level (e.g. showing command of 
the treatment options available and their implications) and affective level (e.g. show-
ing acceptance or denial of a treatment option), especially when persons perceive to 
have been involved in decisions (Agbadjé et al., 2020).

The literature offers examples of SDM shared decision in behaviour change in 
chronic disease, such as approaches to initiate behaviour change in persons with 
cardiovascular disease (Cupples et al., 2018).

Some authors devoted attention to the intervention functions and behaviour 
change techniques (BCTs) needed to implement SDM in clinical practice, i.e. BCTs 
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to achieve SDM, a different focus from employing BCTs as part of an intervention 
plan to achieve self-management behaviours. Intervention functions are “a broad 
category of means by which an intervention can change behaviour” (Michie et al., 
2011). For instance, the intervention function “education”, alone or in combination 
with other intervention functions (e.g. education + persuasion, education + training 
+ modelling + enablement), was associated with effective SDM implementation. 
Examples of BCTs associated with effective SDM implementation were instruction 
on how to perform the behaviour, demonstration of the behaviour, feedback on 
behaviour, pharmacological support, material reward and biofeedback (Agbadjé 
et al., 2020).

One of the most cited approaches for achieving SDM is the work from Elwyn 
et al., (2012), updated by the same authors in 2017 (Elwyn & Durand, 2017). SDM 
depends on activities that help confer agency, which refers to the capacity of indi-
viduals to act independently and make their own free choices.

SDM aims to confer agency by two activities:

 1. Providing high-quality information
Based on knowledge acquired previously and during the intervention, the person 

can assess what is important concerning the outcomes associated with different 
options, processes and paths that lead to these outcomes.

 2. Supporting deliberation
Support the person to deliberate about their options by exploring their reactions 

to the information provided. When offered a role in decisions, persons can be sur-
prised, unsettled by the possibilities and uncertain about what might be best.

For instance, in the field of behaviour change in health promotion, interventions 
to increase levels of SDM take two forms (Gültzow et al., 2021):

• Training healthcare professionals (and/or persons) in BCTs.
• Decision aids to be used before, during or following consultations or more 

generic question prompt lists. Decision aids can potentially be beneficial in sup-
porting people to change preventive health behaviours, especially regarding 
smoking.

5.1.4  Health Literacy and Education

The linkage between behaviour change and health literacy is well recognised. Self- 
management behaviours may be promoted when enhancing a person’s health 
knowledge through education, even if the relationship between education and 
behaviour change is not linear (Walters et al., 2020).

One note should be added regarding the difference between information and edu-
cation. While information is predominantly one-way communication, from the pro-
fessional to the person, education aims to confirm the person has acquired the 
knowledge and makes excellent and independent use of it.

5 Communication and Person-Centred Behaviour Change
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Health literacy can be defined as the achievement of a level of knowledge, per-
sonal skills and confidence to take action to improve individual and community 
health by changing one’s lifestyle and living conditions. A useful resource for this 
and other definitions is the World Health Organization (WHO) Health Promotion 
Glossary, commissioned in 1986 and updated in 2021 (Nutbeam & Muscat, 2021).

Thus, health literacy means more than reading pamphlets and making appoint-
ments (i.e. functional literacy). It involves improving persons’ access to health 
information and the role of professionals in developing their capacity to use it effec-
tively (i.e. interactive and critical literacy).

Professionals in brief or long interventions can contribute to  improving a per-
son’s health literacy through generic education and by using BCTs that increase 
knowledge, understanding or impart skills (training).

Several approaches can be used to provide tailored education about a condition 
its  treatment or self-management behaviours; a simple approach  is the “Elicit-
Provide- Elicit” technique, described below. The person should do most of the talk-
ing; this allows an understanding of the person’s current knowledge and potential 
knowledge gaps and misconceptions. Personal views must be heard and listened to, 
even if the professional thinks they are incorrect (Bull & Dale, 2021).

First, the professional finds out what a person already knows about a condition, 
treatment or self-management behaviour, plus what she or he would like to know 
(“Elicit”), by posing questions such as “What do you know about X?”. Then, the 
professional asks for permission and provides information that is helpful for the 
person (“Provide”), in a non-judgemental way, e.g. “Others have benefited from”, 
“What we know about X is”. Next, the professional checks the person’s understand-
ing, interpretation or response to what has been said (“Elicit”) e.g. - “What do you 
think about this information I gave you?” “What questions do you have?”.

A critical success factor in providing education or training is how the profes-
sional communicates. Fear tactics have no place in person-centred behaviour 
change  communication. It is also important to remember that some people need 
time to adjust to new information, master new skills or make short- or long-term 
behaviour changes.

Simple rules to maximise effective education are:

• Using preferably tangible support, either printed or digital, depending on the 
person’s preference, and factors such as literacy, numeracy and culture (e.g. bro-
chures, podcasts, YouTube videos, videos, PowerPoint presentations, posters or 
charts or models).

• Combining text with graphics and pictures, instead of long written instruc-
tions only.

• Asking open-ended questions to assess the person’s understanding of printed or 
online materials.

• Speaking at a moderate pace, especially when providing instructions.
• Respecting the person’s limits, offering only the amount of information that an 

individual can handle at one time.
• Using plain language, avoiding complicated medical terminology or jargon to 

minimise the risk of misunderstanding.
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The type of educational resources that a person responds to varies from person to 
person. Using a mixed media approach often works best. Professionals must review 
these resources before sharing them with persons living with chronic diseases. 
When developing their own materials, professionals should seek some form of vali-
dation, e.g. by pretesting the materials in a controlled sample and evaluating knowl-
edge and/or skills acquisition.

Table 5.1 presents educational materials to support behaviour change interven-
tions from reliable sources. Other online resources include webpages such as the 
WHO, national centres for disease control (e.g. health  directorates) and other 
national health organisations (e.g. medicines agencies).

There is a constantly growing number of digital resources, such as websites and 
mobile applications. Many have commercial purposes, variable information quality 
and trustworthiness. One tool to aid the choice of digital health apps is ORCHA 
(https://orchahealth.com/services/digital- health- libraries/). HON (https://www.hon.
ch/en/) certifies quality health information on websites.

Table 5.1 Examples of educational materials available as webpages

Target behaviour Resources

Diet (including alcohol 
intake)

https://www.nhs.uk/live- well/healthy- weight/
start- the- nhs- weight- loss- plan/
https://www.bda.uk.com/food- health/your- health/obesity- and- 
overweight.html
https://www.bda.uk.com/food- health/food- facts.html
https://www.nhs.uk/live- well/eat- well/

Physical activity https://www.nhs.uk/live- well/exercise/
why- sitting- too- much- is- bad- for- us/

Medication adherence https://www.fda.gov/consumers/consumer- updates/
are- you- taking- medication- prescribed

Smoking cessation https://www.nhs.uk/live- well/quit- smoking/
https://www.helpguide.org/articles/addictions/how- to- quit- 
smoking.htm#

Symptom monitoring and 
management

https://www.helpguide.org/articles/healthy- living/blood- 
pressure- and- your- brain.htm

Box 5.1 Examples of Simpler Wording

“Swallow” instead of “take” the medicine.
“Harmful” instead of “adverse” effect.
“Fats” instead of “lipids” reduction in daily food.
“Belly” instead of “abdomen” perimeter as an indicator of cardiovascular risk.
“Lasting a short time, but often causing a serious problem” instead of “acute” 

conditions.
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5.2  Providing Person-Centred Behaviour Change Support

Effective communication strategies are paramount for collaborative planning, 
understanding the person’s situation and successfully supporting behaviour change, 
either in single, opportunistic or repeated and more extended interactions.

As explained in Chap. 4, brief interventions are delivered in a short interaction 
between the provider and the person, often carried out when the opportunity arises, 
typically taking no more than a few minutes. Although shorter, a brief intervention 
can be delivered in several sessions. Brief interventions are often the only practical 
way of supporting behaviour change.

Long-term interventions are delivered in extended interactions (e.g. around 
30 minutes) between the professional and the person, following a structured plan 
and multiple sessions over time.

Either brief or long, behaviour change interventions tend to be nested in existing 
encounters. Both interventions involve plans developed in cooperation with the per-
son. One well-accepted approach to co-generating collaborative plans is using 
person- centred communication and mechanisms to involve the person in decisions; 
these two topics will be explored in the next sections.

5.2.1  Basic Communication Skills

Effective behaviour change interventions require two basic communication skills: 
good questioning and adequate listening.

Questions can be divided into four main types, detailed below.

 1. Open-ended questions, which are questions that  cannot be answered with a 
simple yes, no or another preconceived response. Often, they start with “What”, 
“How” or “How come”. They facilitate communication by encouraging the per-
son to describe or explain the health or behaviour issue in their own 
words. Examples of these questions include “Please, tell me more about your 
smoking behaviour” and  “What are the triggers that make you crave for a 
cigarette?”.

Open-ended questions are frequently used early in the interaction process, to 
expand the dialogue and encourage the person to tell his or her story.
An interaction with a predominance of open-ended questions will be length-
ier, and there is a possibility of handling less relevant information.

 2. Focused or closed-ended questions, which are questions that direct the person 
to a specific answer. These questions can frequently be answered by yes, no or 
through  a simple, definitive reply, as exemplified by  “Do you always smoke 
after meals?”
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Focused questions are frequently used to fine-tune the understanding of a prob-
lem and clarify details that the person may not have addressed in response to an 
open-ended question.

If the preceding questions have been open, closed questions may result in a more 
detailed answer than just plain and straightforward facts, as shown in Box 5.2.

An interaction with mostly closed-ended questions will limit the person’s partici-
pation and increase the risk of collecting a different story from what the person truly 
experiences.

 3. Circular questions are a more sophisticated information-gathering technique 
that asks the person to provide information from a different or someone else’s 
perspective (e.g. “How might this problem change in the near future?”). These 
questions are often very effective for gaining an understanding of the subtle 
nuances of a problem.

 4. Leading or directive questions suggest a correct answer, as evident in the case 
of “You know that smoking is bad for your health, right?”. These questions intro-
duce undue bias in a person’s accounts and should be avoided.

Listening skills are crucial to demonstrate that the person has been heard and 
understood. Listening involves responses to the content, feelings or both. There are 
four general types of responses to the content presented next.

 1. Nodding means providing non-verbal feedback by using paralanguage and head 
movements to encourage the person to talk, as illustrated in Box 5.3.

 2. Parroting consists of repeating the last few words that the person said, and it is 
the most straightforward responding skill. This response demonstrates that the 
professional is listening and frequently encourages the person to continue and/or 
elaborate, as exemplified in Box 5.4.

Box 5.2 Example of Detailed Information Collected with a Focused 
Closed Question Proceeded by Open Questions

Professional: “Do you always smoke after meals?”
Person: “Yes, it gives more ‘me’ time”.

Box 5.3 Example of Nodding

Person: I have had issues with quitting smoking… for several years. I have 
tried… the last time was…

Professional (looks into the person, nods his head): hum-hum… (i.e., I am 
listening).

5 Communication and Person-Centred Behaviour Change
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 3. Paraphrasing is slightly more sophisticated than parroting. It offers key points 
for a small amount of content and helps check the accuracy of what the profes-
sional has heard (Box 5.5). This response reveals higher attention levels. It pro-
vides the possibility to correct any misconceptions and demonstrates attention.

 4. Summaries are another form of responding to content. They are usually length-
ier and deal with a more significant amount of information than paraphrasing or 
parroting (Box 5.6). Summaries are used throughout an interaction to make sure 
the narrative is heard wholly and correctly. Its main objective is to explore the 
content of the dialogue or bring it to a conclusion.

Paraphrasing and summaries are examples of active listening. The listener high-
lights the main ideas expressed by the person, with summarising allowing for fur-
ther content development in the next communication cycle, by reviewing in more 
detail a previous one.

Active listening skills also comprise reflective responses, in which the listener 
identifies feelings and emotions. Responses to feelings can take different forms and 
are particularly useful for demonstrating proper understanding and empathy.

Box 5.5 Example of Paraphrasing

Person: Well, I started smoking 15  years ago. I tried several times to quit 
smoking and even managed to be two months without smoking. I have 
heard about consultations out there, but I want none of that. It is about my 
will...to stop smoking.

Professional: So, I understand you want to quit smoking. What makes you 
crave a cigarette?

Box 5.6 Example of a Summary

Person: I get up from my desk to take a break, and I suddenly feel that I really 
want to light up. I feel a strong urge to smoke in all my breaks at work. It 
really helps me to unwind.

Professional: You are telling me that smoking when you have a break at work 
helps you relax, so that is a trigger for smoking in your case...

Box 5.4 Example of Parroting

Person: This last month, I felt that I had to make another attempt to quit 
smoking…

Professional: Quit smoking…

Afonso Miguel Cavaco et al.
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There are three types of reflective responses:

 1. Sympathetic responses communicate how the professional feels about what has 
been said or happened, centred on the professional’s own framework (Box 5.7). 
It does not consistently demonstrate an emotional synchronisation with the per-
son’s feelings.

 2. Empathetic responses demonstrate that the professional understands and 
accepts the feelings that the person has experienced, centred on the person’s 
agenda (Box 5.8). To be effective, it must be perceived as genuine and sincere. 
This emotional resonance is essential to build acceptance of behaviour change 
support.

 3. Denial responses contradict what the person expresses and undermine the inter-
view process  (Box 5.9). Like leading questions, denial responses should be 
avoided.

Box 5.7 Example of a Sympathetic Response

Person: Well, I started smoking 15  years ago. I tried several times to quit 
smoking and even managed to go two months without smoking. I know 
consultations are a good option, but I would like to try on my own. It is 
about my willpower... to stop smoking.

Professional: Professionals can offer help to quit smoking.

Box 5.8 Example of an Empathetic Response

Person: Well, I started smoking 15  years ago. I tried several times to quit 
smoking and even managed to go two months without smoking. I have 
heard about consultations out there, but I want none of that. It is about my 
will...to stop smoking.

Professional: It is hard to quit smoking after several years, and trying certainly 
requires motivation. Would you like to talk about smoking cessation?

Box 5.9 Example of a Denial Response

Person: Well, I started smoking 15  years ago. I tried several times to quit 
smoking and even managed to go two months without smoking. I have 
heard about consultations out there, but I want none of that. It is about my 
willpower...to stop smoking.

Professional: You should really seek professional support to get a better 
chance to quit smoking.

5 Communication and Person-Centred Behaviour Change
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The following two dialogues illustrate the previous concepts based on the com-
munication design proposed by Rollnick et al. (2005):

Dialogue 1
Professional: Your test result shows that glucose levels in your blood are raised 

today. This means that you really need to watch your diet. Have you thought 
about adjusting this?

Person: Well, it is not that easy. I have tried, but you know what it’s like. I mean, it’s 
not that easy with my job, driving around in a rush, and you know, you just have 
to grab some food at lunch and keep going.

Professional: Could you bring your own lunch with you…?
Person: I could do that, but it’s so busy in the morning, just getting us all out of the 

house, and then I stop in a cafe anyway at lunch, so I would then have to avoid 
the easy option of just getting a roll and feeling full and ready for action.

Professional: Well, you are treating this as your top priority, right?

In Dialogue 1, the professional uses an informing mode drawing on a rigid inter-
action routine, making assumptions about the diet, uses a predominance of closed 
questions and resorts to leading or directive questions. This may elicit resistance to 
change and guilt and is unlikely to generate opportunities for changing behaviour.

Dialogue 2
Professional: Your test result  shows that glucose levels in your blood are raised 

today. I wonder what sense you make of this?
Person: I don’t know. It’s hard to live 24/7 with diabetes, I’m so busy, and it’s 

another thing to worry, the blood sugar levels.
Professional: I completely understand. Everyday life can’t stop because you have 

diabetes [empathic response].
Person: Yes, exactly, but I know I need to be careful.
Professional: In what way?
Person: I need to watch my diet and get more exercise. I know that, but it’s not 

that easy.
Professional: What might be manageable for you right now?
Person: It’s got to be exercise, but please don’t expect great things from me.
Professional: Well, a change in diet or exercise may be of help. How might you suc-

ceed with exercising more?

Dialogue 2 corresponds to a guiding communication style or a patient-centred 
dialogue. Asking open questions elicits the person’s perspective on self- management 
behaviours. Listening is used to convey an understanding of the person’s experience 
and to encourage further exploration. Informing is combined with asking, to encour-
age choice and promote autonomy. This option is more likely to generate opportuni-
ties for changing behaviour.

Other crucial interpersonal communication skills involve using positive non- 
verbal and body language (e.g. visual contact, framing shoulders with the other, 
leaning the torso slightly forward), optimising verbal language (as described in the 
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next section) and managing the exchange to provide opportunities for the person 
to speak.

5.2.2  Optimising Verbal Language

Person-centred care has implications for the language used by professionals when 
communicating with persons with chronic diseases. For example, the biomedical 
lexicon can hinder comprehension for some persons. As explained in the section on 
“health literacy”, using plain language minimises the risk of misunderstanding. 
Beyond this aspect, recommendations on the use of language to communicate with 
persons with diabetes and obesity have been issued (Banasiak et al., 2020; Cooper 
et al., 2018; Dickinson et al., 2017; Speight et al., 2012; Speight et al., 2021), to 
encourage terms promoting positive interactions and, subsequently, positive 
outcomes.

Table 5.2 provides examples of preferred terms for behaviour change support 
interactions in chronic disease based on this work. In their scoping review, Lloyd 
et al. (2018) elegantly articulated arguments in favour and against the use of “person- 
first language” (“person with diabetes”) instead of a disease-first language (“dia-
betic”). While some persons may find it acceptable to refer to themselves as 
“diabetics”, others find it offensive or harmful; professionals have the responsibility 
to use language that respects everyone’s preferences. As Speight et  al. (2021) 
pointed out, people are rarely offended by being referred to as a “person”.

5.2.3  Coping Skills to Manage Chronic Disease

When dealing with a chronic disease, it is common to experience negative emotions 
related to the disease onset, progress and treatments, as well as psychosocial impli-
cations, e.g. social isolation and difficulties in engaging in daily activities. This is 
illustrated by the concept of diabetes distress, introduced in 1995 to designate “the 
negative emotional or affective experience resulting from the challenge of living 
with the demands of diabetes” (Skinner et al., 2020). There is compelling evidence 
that diabetes distress is common, affecting roughly one in three persons living with 
type 2 diabetes, and is a barrier to emotional well-being, self-care and diabetes 
management. Consequently, monitoring diabetes distress is advocated by many 
clinical guidelines (Skinner et al., 2020).

It is also common for persons with chronic disease to experience various lapses 
when trying to maintain self-management behaviours, such as physical activity, a 
healthy diet or following prescribed treatment. To deal with these stressful situa-
tions, people can implement various coping strategies.
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Table 5.2 Optimising the use of words in person-centred behaviour change support 

Avoid Prefer Rationale

Diabetic/asthmatic/
hypertensive/etc.; 
victim of…; 
sufferer; patient

Person living with diabetes, 
asthma, hypertension, etc.; 
person with diabetes, asthma, 
hypertension, etc.; diagnosed 
with diabetes, asthma, 
hypertension, etc.

The labels “diabetic/asthmatic/
hypertensive”, etc. may be offensive for 
some persons, as it defines them based on 
a condition.
“Victim of…” and “sufferers” positions 
people as passive and helpless rather than 
empowering them to live with the disease.

Normal, healthy Person living without 
diabetes, asthma, 
hypertension, etc.

Referring to people without chronic 
disease as “normal” implies that those 
living with chronic disease are abnormal, 
which is stigmatising.

In denial Finding it difficult Persons living with chronic diseases may 
take time to adjust to this reality; not 
everyone adjusts at the same pace.
Labelling them as “in denial” is 
judgmental and unlikely to lead to a 
co-operative relationship with the 
professional.

Unmotivated, 
unwilling

Concerned with
Has other priorities right now

Obstacles to chronic disease self- 
management may sometimes be perceived 
as insurmountable or not worth the effort.
This should be respected and support 
offered.
Labelling is judgmental and unlikely to 
lead to a co-operative relationship with the 
professional.

Adherent/
non-adherent
Compliant/
non-compliant

Terms focusing on what the 
person can do, e.g. “takes 
medication as agreed most of 
the time” and “eats fruits and 
vegetables some days per 
week”

Language should not imply that the person 
follows orders or passively does what is 
told by professionals. Supporting 
self-management entails collaboration 
between the professional and the person, 
considering personal preferences and 
priorities.
It is more helpful to explore barriers to 
self-management than labelling the 
person.

Difficult/
challenging patient

Difficult/challenging situation Chronic disease management can be 
demanding; terms should describe the 
situation and not the person.
Labelling is judgmental and unlikely to 
lead to a co-operative relationship with the 
professional.

Based on Banasiak et al. (2020), Cooper et al. (2018), Dickinson et al. (2017), Speight et al. (2012) 
and Speight et al. (2021)

The American Psychological Association defines coping as “the use of cognitive 
and behavioural strategies to manage the demands of a situation when these are 
appraised as taxing or exceeding one’s resources or to reduce the negative emotions 
and conflict caused by stress” (from https://dictionary.apa.org/coping).
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The individual can adopt various coping strategies to self-manage chronic 
 disease resulting from the cognitive and emotional representations associated with 
the stressors. These coping strategies can be positive (i.e. adaptive), e.g. taking time 
to exercise in the middle of a hectic day, or negative (i.e. maladaptive, avoidant), e.g. 
not asking for support when decisions on medication-taking are not being met, 
binge drinking or overeating.

One of the main distinctions of coping strategies is between problem-focused 
coping and emotion-focused coping (Lazarus & Folkman, 1984). As the name sug-
gests, problem-focused coping aims to remove or reduce the cause of stress by the 
person through, e.g. problem-solving techniques (such as coping or barrier plan-
ning, a common behaviour change technique previously described), better time 
management or support from others. Emotion-focused coping includes those strate-
gies used to regulate the person’s negative emotions, such as fear, anxiety, sadness 
or frustration; examples are distraction, mindfulness and relaxation. Please note that 
distraction is a coping strategy that fits various categorisations of coping strategies. 
Figure 5.3 presents more examples of problem-focused and emotion-focused  coping 
strategies.

Another common distinction is between approach and avoidance coping. 
Approach coping is any behaviour, cognitive or emotional activity that directly 
deals with the stressor or threat, such as problem-solving using if-then plans (“If I 
feel too tired, I will do a shorter exercise session and with a less intensive pace”). 
Avoidance coping refers to any behaviour, cognitive or emotional activity taken to 

Problem-focused coping strategies

Emotion-focused coping strategies

Creating a to-do list (e.g., steps needed to discuss 

treatment options in the next consultation with the prescriber) 
Establishing healthy boundaries (e.g., not committing to 

unreasonable goals in physical activity or diet to please a 

health professional) 
Avoiding stressful situations (e.g., choosing not to spend 

time with relatives that pass on judgements on how the person 

deals with chronic disease; changing to a more empathic 

health professional) 

Distraction (e.g., engaging in a hobby; exercise;  
focus on a task, such as cleaning the house, cooking 

a meal, or reading a book) 
Relaxation (e.g., playing with a pet; practice breathing 

exercises; squeezing a stress ball; using a relaxation app; 

enjoying things that make the person feels good, such as doing 

the hair and taking a bath, drinking tea; positive self-talk) 
Mindfulness (e.g., listing things for which the person 

feels grateful; meditation; picturing a "happy place”; looking 

at pictures of people and places that bring joy) 
Journaling (e.g., keep a diary that explores thoughts and 

feelings surrounding self-managing chronic disease, 

counteracting negative feelings with potential solutions, things 

the person appreciates in life, or things that give hope to the 

person) 

Fig. 5.3 Practical examples of problem- and emotion-focused coping strategies
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avoid the threat. It can be maladaptive, such as denial of diagnosis or progress of a 
disease or withdrawal from a beneficial treatment; in other instances, it can be help-
ful, for example, distraction (doing something else to avoid thinking about the prob-
lem in a given situation can help in reducing high levels of distress).

When managing chronic disease, individuals should be flexible and use different 
types of coping skills according to the characteristics of the situation, such as the 
level of control the individual has over the situation or if it leads to powerful emo-
tional reactions.

Professionals can support persons in understanding the type of coping skills they 
tend to use for different stressful situations and deal with negative emotions, if these 
are adaptive and maladaptive, and facilitate the acquisition and enactment of coping 
skills described in Fig. 5.3. Each person may need to experiment with various cop-
ing strategies to discover which ones work best as ongoing events and life circum-
stances change, and come up with his or her own toolkit of strategies.

When exploring and training individuals in coping skills, professionals must use 
the communication skills addressed in this chapter, namely, non-judgemental and 
empathic communication.

5.2.4  Structuring the Interaction: The ABCD Approach

Smith et  al. (2000) have proposed evidence-based guidelines for patient-centred 
communication. Their approach has been adapted in this book for providing behav-
iour change support. In the interest of simplicity, our adaptation has been coined 
ABCD, as it encompasses four sequential stages, detailed in Fig.  5.4, which in 
turn contain several steps.

A. Setting

the stage

B. Establish

an

information

base

C. Obtain a

commitment

D. Negotiate

a specific

intervention

plan

Fig. 5.4 The ABCD 
approach for structuring 
each behaviour change 
interaction
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Table 5.3 Purpose of the ABCD stages: first encounter

Stage Purpose

A. Setting the stage. Ascertain the receptiveness to discuss behaviour change
B. Establish an information 
base.

Discuss the behaviours to be changed and factors influencing 
them

C. Obtain a commitment. Engage in the decision of changing behaviour informed by 
realistic expectations

D. Negotiate an intervention 
plan.

Collaboratively setting up an intervention plan

Table 5.4 “Setting the stage” steps

Long interventions Brief interventions

1. Welcome the person
2. Introduce self and identify the specific role
3. Ensure privacy
4. Remove barriers to communication
5. Ensure comfort
6. Put the person at ease
7. Agree on the agenda

1. Welcome the person
7. Agree on the agenda

These sequential stages apply to each behaviour change interaction, either in 
brief or long-term interventions, although not all steps subsumed in the different 
stages are necessarily applicable. Brief interventions are usually opportunistic and 
shorter, and therefore within each stage, some steps may be omitted, as explained in 
the following sections.

Long-term interventions involve follow-up, which may also be part of brief inter-
ventions. Interactions after the first encounter resort to the same sequential stages, 
as depicted by the circular nature of this approach (Fig. 5.4).

The ABCD approach is meant to aid professionals in flexibly structuring their 
behaviour change interactions, considering both the context and the person, and is 
not intended to be used prescriptively. Table 5.3 outlines the purpose of each stage.

5.2.4.1  First Encounter

 A. Setting the stage
Setting the stage is probably the most challenging component of effective behav-

iour change interventions. Fisher et al. (2017) highlighted that professionals should 
be prepared for a different interactive mindset and to make an effort to slow the 
conversation pace. Additionally, professionals need to re-orient themselves to moti-
vational needs and obstacles, i.e. moving from an information delivery focus to 
listening and reflecting on conversation. It is not about extra time but addressing the 
nuances of the person’s engagement by supporting and encouraging their motiva-
tion to change (Fisher et al., 2017).

Setting the stage in the present model comprises seven steps, detailed in Table 5.4. 
It may be unfeasible to implement these seven steps in brief interventions due to 
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their shorter and opportunistic nature, and therefore, two steps (welcoming the per-
son and agreeing on the agenda) are suggested as a priority.

When welcoming the person, the professional should ask how the person wishes 
to be addressed, by first or last name, sometimes including titles. It is generally a 
good practice to use the surname to start with, although this may vary between 
countries and cultures.

Steps 2 to 6 intend to develop rapport, commonly defined as the level of connec-
tion between persons communicating bidirectionally  (Box 5.10). Furthermore, a 
relationship based on mutual trust is expected when rapport is established. 
Developing rapport with the person is essential since it builds meaningful conversa-
tions and promotes the willingness to embrace different points of view.

The last point, agreeing on the agenda, in this case comprising health behaviour 
change, should happen when both the professional and the person are bonded in the 
conversation, even for other reasons. In brief interventions, it may be feasible to use 
a warm welcome or quick social talk to facilitate this bond. In essence, agreeing on 
the agenda means deciding whether the person is receptive to discussing behaviour 
change. Directive conversation to persuade the person to change behaviour based on 
the professional’s agenda, disregarding the person’s priorities, preferences, beliefs 
and resources, is not congruent with a person-centred approach.

Box 5.10 Example of a Dialogue Initiation and Rapport Building

Professional: Good morning. You must be Paul.
Person: That’s right.
Professional: Come on in, and make yourself comfortable, Paul. Is it all right 

to call you Paul?
Person: I would prefer Mr. Jonhson.
Professional: Sure. Let me close the door, Mr. Johnson, so we can have a quiet 

talk. My name is Jeff, and I provide counselling on health-related behav-
iours. Your wife mentioned that you were thinking of quitting smoking.

Person: Well, my wife suggested this appointment…
Professional: I’m glad you had the time to visit us today, Mr. Johnson. Your 

wife expressed concern about your increasing breathing difficulties.
Person: She cares about me a lot.
Professional: That’s nice to know. During your time with us today, I would 

like you to feel at ease. If, for any reason, you want to end the conversation, 
that’s perfectly fine. We can resume it on another occasion if you prefer.

Person: I understand.
Professional: So, our conversation will be about ways to help you give up 

smoking. In general, this does not take more than 20 minutes. Would that 
be OK for you?

Person: Perfectly fine. Thank you for your time.
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Four techniques described in the literature to initiate a health behaviour change 
talk (Albury et al., 2020) are helpful to agree on the agenda and decide whether the 
interaction can proceed to the next stage (B. Establish an information base). The 
first three techniques described below should be preferred.

Person-initiated discussion is a technique where the person initiates the talk by 
asking directly for advice or raising a concern  (Box 5.11). The professional 
should capitalise on this situation, as it facilitates receptiveness.

Direct questioning by professionals (e.g. do you smoke?) may lead to acknowledg-
ing the risk behaviour and eliciting helpful information, such as disclosing 
attempts to change behaviours or providing explanations for not doing so. 
Professionals can resort to the information elicited to inform the subsequent 
discussion.

Non-personalised initiation is another technique that is less likely to generate 
resistance. As described in Box 5.12,  this approach consists of establishing a 
generic statement on the behavioural problem, securing agreement on this state-
ment from the person and then moving to a more personalised discussion.

As illustrated in Box 5.13,  linking health behaviours to a medically relevant 
concern is expected to facilitate the interaction by emphasising its salience for 
the person. However, this technique has varying effectiveness; it has been shown 
to elicit resistance even when the link between the health concern and health 
behaviour had relevance to the person. Resistance has been defined as a response 
that halts the conversation progressivity, ranging from no response, a minimal 
response, or not displaying alignment with behaviour change (Albury et al., 2020).

Box 5.11 Example of Person-Initiated Discussion

Person: You know, smoking is a health issue for me. I have started to have 
shortness of breath when I exercise.

Professional: OK. Have you considered quitting smoking?

Box 5.12 Example of Non-personalised Initiation

Professional: Smoking is a public as well as an individual health concern. 
Implications of smoking are well established, such as damage to the lungs 
and the heart.

Person: You know, smoking is a health issue for me. I have started to have 
shortness of breath when I exercise.

Professional: OK. Have you considered quitting smoking?
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Caution should be exercised when associating a person’s disease with health 
behaviours, as several other determinants play a role in the health state. These deter-
minants include healthcare, genetic vulnerability, socio-economic characteristics 
and environmental and physical influences, mainly beyond the person’s control 
(Naughton, 2018). Linking a person’s disease with individual health behaviours 
implies being blamed for the disease, which can lead to resistance to change and 
should therefore be avoided.

Initiating a change in topic is recommended to manage resistance during behav-
iour change talks (Albury et al., 2020); it can be equally helpful to deal with  displays 
of resistance when “Setting the stage”, as exemplified in Box 5.14.

After confirming the receptiveness to discuss behaviour change, the professional 
can suggest continuing the conversation to collect more information, which should 
be timewise, i.e. based on the professional and the person’s availability, as illus-
trated in Box 5.15.

Box 5.14 Example of Change in the Topic When Setting the Stage 

Professional: Do you still smoke?
Person: Yeah.
Professional: There are some strategies that really help with quitting…
Person: [5 sec silence]
Professional: Well... so... how’re you getting along with your pedometer? 
Seems okay?
Person: No problem… I’m enjoying tracking of my progress
Professional: Tracking your progress... good.

Box 5.15 Example of a Dialogue on Time Limits When Setting the Stage 

Professional: So, I see that you have been thinking about quitting smoking. 
Should we discuss this?

Person: Well, I only have about 5 minutes, actually…
Professional: That’s fine, I am also pressured today. What about starting to 

discuss, and you can return on another day?
Person: Sounds good!

Box 5.13 Example of Linking Health Behaviour to a Medically 
Relevant Concern

Person: You know, I cannot get pregnant right now. So, I have to take my con-
traceptive pills.

Professional: Do you still smoke?
Person: Yeah.
Professional: Following regular hormonal contraception is generally accepted 

as an effective and safe option. At the same time, smoking and taking birth 
control pills brings additional health risks.
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 B. Establish an information base
Establishing the information base comprises two steps, detailed in Table  5.5. 

Although the depth of information collected may vary, these two steps apply to 
long-term and brief interventions. For instance, discussing factors that influence a 
behaviour is required in a brief intervention to inform the plan, but it will be less 
comprehensive than in a long-term intervention due to time constraints.

Put simply, identifying self-management needs answers the question “what tar-
get behaviour(s) need to be changed?” and leads to prioritisation if more than one risk 
behaviour emerges. As explained in Sect. 3.2, assessing the person’s behaviour relies, 
often, on an interview. The communication should begin with open- ended questions, 
using non-focusing open-ended skills: silence, neutral utterances and non-verbal encour-
agement. These can be followed by focusing on open-ended inquiry, if needed, to get the 
person talking (e.g. parroting and summarising). Further, closed-ended questions can be 
used for clarification and additional information can be obtained from sources such as 
non-verbal cues, physical characteristics, autonomic changes and the environment.

One note on non-verbal information. While body presentation and language are 
well recognised and possible to interpret correctly based on the social and cultural 
background, autonomic changes such as cold sweating and abdominal discomfort 
are not easily detected.

The second step, eliciting behaviour determinants, should follow the same com-
municational approach when an interview is used: starting with open-ended ques-
tions on what stops the person from adopting the target behaviour and what facilitates 
its adoption. It may be helpful to focus questions on barriers and facilitators in 
adopting a target behaviour (e.g. quitting smoking, being physically active) instead 
of exploring factors influencing the person’s current behaviour (e.g. what makes the 

Box 5.16 Example of Dialogue to Establish an Information Base

Professional: I see that you have asthma. What other issues would you like to 
discuss, in addition to smoking?

Person: Well… I don’t use my inhalers exactly as prescribed, but I’m doing 
fine, so I don’t regard that as an issue.

Professional: Hum, hum.
Person: Really, smoking is a health issue for me. I started to have shortness of 

breath when I exercise.
Professional: Right. Do you regard quitting smoking as a priority?
Person: Not sure if it is a priority, I’m not doing much.
Professional: I’m sure you did what you could. How many cigarettes do you 

smoke per day?

Table 5.5 “Establish the information base” steps

Long-term and brief interventions

1. Identify self-management needs in relation to target behaviours
2. Elicit behaviour determinants (e.g. COM-B model – See Sect. 5.2.3 for details)
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person smoke, what makes the person sedentary). For assessing behaviour determi-
nants using measures refer to Sect. 4.1.2.

The focus on the person’s relevant factors improves rapport and trust. Closed 
questioning is also used to confirm the information elicited. Eliciting behaviour 
determinants in long and brief interventions through interviews  is exemplified 
below; in the former, there is time for more exploration through listening skills, 
such as parroting and summaries. To save time, paraphrasing may be preferable in 
brief interventions instead of parroting, which encourages the person to continue 
talking.

Assessing the person’s readiness to change involves ascertaining the degree of 
motivation which influences the behaviour, as illustrated by the COM-B model. 
Establishing motivation is important in the first and follow-up interactions, mainly 
if behaviour change is not being unattained.

The motivation ruler is a 1–10 scaling exercise to help the person think about the 
target behaviour and articulate reasons for changing. As the person verbalises these 
reasons, they may become more natural. To maintain a cooperative relationship with 

Box 5.17 Example of Eliciting Behaviour Determinants in a Brief 
Intervention

Professional: Can you think of issues that prevent you from stopping smoking?
Person: Well… stress, really.
Professional: So, I understand that stress gets in the way of your will to stop 

smoking.

Box 5.18 Example of Eliciting Behaviour Determinants in a Long-term 
Intervention

Professional: Can you think of issues that prevent you from stopping smoking?
Person: Well… stress, really.
Professional: Stress….
Person: I deal with a lot of pressure at work, and it’s a way of unwinding. And 

it piles up, I get home, the kids and all that, you want to be in your best for 
them, so after dinner it also helps me to unwind.

Professional: Right. Are there other factors that get in the way of your will to 
stop smoking?

Person: Now that you mention that… I never had support. I have heard about 
consultations out there, but I don’t know how to access them.

Professional: Correct me if I’m wrong… the main reasons for not stopping 
smoking are stress and not knowing how to access smoking cessation 
consultations.
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the person, questions such as “Why is it not higher?” or “Why x?” should be 
avoided. This exchange may be regarded as confrontational and raise resistance. It 
is vital to promote an empathic climate through positive communication. In the end, 
the professional should help the person summarise the reasons underlying the per-
formance of a behaviour. An examples is presented in Box 5.19 regarding smoking 
cessation, focusing on communication aspects. 1

 C. Obtain a commitment
Obtaining a commitment comprises two steps, detailed in Table 5.6. Implementing 

these two steps in brief interventions may not be feasible due to their shorter and 
opportunistic nature. Step 1 – discussing expectations – is not vital to define the 
intervention plan but may be helpful to smooth implementation. Box 5.20 illustrates 
a dialogue to reaffirm commitment in a brief intervention.

1 Additional details can be found in textbooks, such as the following reference: Miller, W.R., & 
Rollnick, S., (2012). Motivational Interviewing: Helping People Change (Applications of 
Motivational Interviewing). London: Guildford Press.

Box 5.19 Example of a Dialogue Using the Motivation Ruler 

Professional: On a scale of 1–10, how important for you is stopping smoking 
in the next three months?

Person: 5.
Professional: OK. What was important to you when you decided on that score?
Person: You know, smoking is a health issue for me. I started to have shortness 

of breath when I exercise.
Professional: I see. Have you considered other issues regarding smoking?

Box 5.20 Example of Obtain a Commitment in a Brief Intervention

Professional: Now that you told me about what prevents you from quitting 
smoking… we can discuss your options and adapt them to your needs and 
preferences. How does this sound?

Person: That’s very much appreciated.

Table 5.6 “Obtain a commitment” steps

Long interventions Brief interventions

1. Discuss expectations for success
2. Reaffirm commitment

2. Reaffirm commitment
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Ascertaining the expectations for success entails understanding the person’s 
views on the process (e.g. what it is about and how to achieve it), as exemplified in 
Box 5.21, and providing a different perspective if expectations appear unrealistic. 
Before reaffirming commitment, the professional may need to address emotion(s) 
empathically. Filling the person’s information gaps may also be required to reaffirm 
commitment to decisions and actions in behaviour change. In long interventions, the 
professional has room to provide more detailed explanations on the process of 
behaviour change, if pertinent.

 D. Negotiate an intervention plan
The steps subsumed in the “Negotiating an intervention plan” stage are detailed 

in Table 5.7. Due to their opportunistic nature, it may be unfeasible to implement 
follow-up in brief interventions.

The professional should keep in mind the communication skills and strategies 
already  described  (e.g. questioning, active listening, change in topic to manage 
resistance). Linking health behaviours to a salient concern may be helpful at at this 
stage to address resistance. Asking for feedback is a relevant way to check the per-
son’s rapport and pay attention to non-verbal communication signs. 

Negotiating a specific plan can draw on shared decision-making models’ strate-
gies, such as the three-talk model (Elwyn & Durand 2017), which includes “team 
talk”, “option talk” and “decision talk”.

“Team talk” refers to making sure the person knows that reasonable options are 
available, to provide support when making the person aware of choices and to elicit 
the person’s goals to guide decision-making processes.

Box 5.21 Example of Obtain a Commitment in a Long-term 
Intervention

Professional: Let’s discuss your expectations about quitting smoking. What 
do you think is ahead of you?

Person: Well, I tried several times to quit smoking and even managed to go 
two months without any cigarettes. Then I went back again. I don’t think 
it’s easy...

Professional: As you said, many people find it challenging. We are here to 
offer support throughout the process! We can discuss your options and 
adapt them to your needs and preferences. How does this sound?

Person: That’s very much appreciated.

Table 5.7 “Negotiate an intervention plan” steps

Long interventions Brief interventions

1. Discuss BCTs addressing behaviour 
determinants and decide collaboratively on the 
intervention plan
2. Closing 

1. Discuss BCTs addressing behaviour 
determinants and decide collaboratively on the 
intervention plan 
2. Closing
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Box 5.22 Example of a Three-Talk Dialogue in Medication-Taking 

Person: As I said, it’s not that I don’t want to take my blood pressure pill; it’s 
just that I have too much going on some days….

Professional: So, let’s work as a team to make a decision that suits you best. 
One option that appears suitable is setting up an alarm when you choose to 
take your blood pressure pill, for example, using your mobile phone. You 
said you take the pill in the morning?

Person: Yeah, that’s right.
Professional: OK. Other options are having your pillbox on the table where 

you have breakfast to see them or bringing a blister pack around with you 
in your purse/wallet. Are there any children in your house?

Person (laughs): Not really. They got off to university.
Professional: Oh, that’s lovely. Having medicines within reach of children 

would not be a good idea. So, what do you think of these three options?
Person: They sound good, but whether they work for me is a different story. I 

already have my pillbox on the kitchen counter.
Professional: So, you’re telling me that you forget to take your blood pressure 

pill in the morning, but having the medicine at sight doesn’t work. We 
don’t really know whether what works best in terms of comparing these 
options. It depends on each person’s preference and resources.

Person: Right….
Professional: If you are the type of person who uses a mobile phone, you 

might want to set up an alarm.
Person: Well… I tend to stop alarms and then still forget.
Professional: If the alarm doesn’t work for you currently, then maybe add a 

post-it to the fridge door?
Person: I think I could give it a try; after a couple of days, I might not notice 

the post-it anymore….
Professional: OK, let’s go with your choice, then! When would you like to 

start sticking the post-it on the fridge’s door?
Person: I’ll give it a try this week.
Professional: Great! You will tell me whether it works in our next encounter.

“Option talk” refers to providing more detailed information about options and 
comparing alternatives using risk communication principles. While this has been 
established for comparing alternatives in drug therapy, it is less settled on what 
concerns different possible strategies to change behaviour.

“Decision talk” refers to arriving at decisions that reflect the informed prefer-
ences of persons, guided by the experience and expertise of health professionals.

Box 5.22 offers an example of applying the three-talk model to behaviour change 
in medication-taking; this example illustrates honesty about what is known and 
explores the person’s understanding, reactions and opinions about the information.

5 Communication and Person-Centred Behaviour Change
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Active listening is a central component of deliberation, i.e. the process where the 
person becomes aware of the choice, considers the pros and cons of the options and 
assesses their practical and emotional implications.

Deliberation begins as soon as awareness about options develops. The process is 
iterative, as options have been described and understood. Deliberation encompasses 
the need to work collaboratively with professionals and may involve the person’s 
broader networks.

The person may need time and support to reflect on preferences and practicali-
ties. Therefore, several encounters with the professional may be required, not neces-
sarily face to face, and may include decision aids and discussions with others.

In addition to the three-talk model, which applies to any preference-sensitive 
decision in healthcare, the literature offers specific recommendations to guide com-
munication during health behaviour change interventions (Albury et  al., 2020). 
Collaborative talk, exemplified in Box 5.22, is associated with uptake displays. It 
requires inviting and accommodating the person’s perspective and presenting deci-
sions as their choice. This strategy may facilitate engagement when a display of 
resistance emerges, and the professional chooses to continue the conversation. As 
already explained, initiating a change in the topic is a technique that also helps man-
aging displays of resistance at this stage, as evidenced in Box 5.23.

Deciding collaboratively on the intervention includes agreeing on BCTs, to be 
implemented during encounters or techniques that the person can self-enact. Finalise 
this step includes confirming the person’s understanding and reaffirming the plan 
Box 5.23.

The encounter closure should include setting dates/times for a follow-up visit, 
usually in the case of long interventions. Brief interventions do not necessarily 
encompass follow-up due to their opportunistic nature. Avoiding repetition of 
agreed actions contributes to expediting closing.

Box 5.23 Example of a Change in the Topic When Negotiating an 
Intervention Plan 

Person: As I said, it’s not that I don’t want to take my blood pressure pill; it’s 
just that I have too much going on some days….

Professional: Bringing a blister pack around with you in your purse may help.
Person: Everybody keeps telling me that but it doesn’t work for me.
Professional: OK. So, let’s work as a team to make a decision that suits you 

best. One option that appears suitable is setting up an alarm when you 
choose to take your blood pressure pill, for example, using your mobile 
phone. You said you take the pill in the morning?

Person: Yeah, that’s right.
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Table 5.8 Purpose of the ABCD stages: in follow-up encounters

Stage Purpose

A. Setting the stage Ascertain the receptiveness to discuss the intervention plan
B. Establish an information base Discuss the implementation of the intervention plan
C. Obtain a commitment Gauge the person’s engagement in behaviour change
D. Negotiate an intervention plan Collaboratively reviewing the intervention plan

5.2.4.2  Follow-Up Encounters

Interactions after the first encounter resort to the same ABCD stages; Table  5.8 
details the purpose of each stage in follow-up encounters.

It is essential to monitor the intervention plan in these encounters, i.e. gather 
information to assess progress and adjust the plan accordingly.

The encounter should start by setting the stage. In follow-up encounters, agree-
ing on the agenda means deciding whether the person is receptive to discuss the 
intervention plan. Displays of resistance can be managed by initiating a change in 
the topic or offering the opportunity of a subsequent encounter.

In stage B, the professional should gather information regarding the agreed plan, 
using the communication strategies already discussed (e.g. open to close question-
ing, active listening). Discussing the intervention plan’s implementation involves 
ascertaining how it is working regarding the application of behaviour change tech-
niques and the outcomes achieved. If the plan is not working, either because the 
person is struggling with self-enactable BCTs or expected outcomes are not 
achieved, it is helpful to review BCTs application and behaviour determinants, as 
uncovered or additional barriers may emerge. An empathic and legitimising conver-
sation, as described in Box 5.24,  focusing on achievements, current or future, is 
more empowering than emphasising failures.

If the plan is working, the professional should positively reinforce the person’s 
efforts when reviewing their actions to change behaviour. If only small successes 
were achieved, the talk should also focus on reviewing BCTs application and behav-
iour determinants without blaming the person.

Box 5.24 Example of an Empathetic Dialogue When Establishing an 
Information Base (Follow-up Encounter)

Person: Well, I was unable to cut down the number of daily cigarettes. The last 
two weeks were very stressful for me.

Professional: Good that you are still motivated to quit smoking. I completely 
understandable that it is hard to reduce the number of cigarettes under 
stress. Would you like to talk more about this?

5 Communication and Person-Centred Behaviour Change
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Maintenance should be discussed when a target behaviour is achieved, self- 
management needs identified again and the process restarted for another target 
behaviour, if pertinent. Guidance to address multi-behaviour change interventions is 
still in a nascent phase.

Stage C, “Obtain a commitment”, involves discussing the person’s expectations 
and reaffirming the intention of engaging in behaviour change.

 In Stage D the plan should be reaffirmed or reviewed collaboratively through the 
three-talk model or techniques such as inviting and accommodating the person’s 
perspective and presenting decisions as the person’s choice, already 
described. Reviewing the plan should consider information gathered in stage B and 
his or her engagement in behaviour change.

Key Points

• At a meso- and micro-level patient empowerment encompasses approaches such 
as patient-centredness and shared-decision making, which contribute to increase 
the capacity of persons living with chronic disease to think critically and make 
independent and informed decisions.

• Key aspects of person-centredness care are considering individual preferences, 
needs and values, being respectful of and responsive to those prefer-
ences, needs and values, and thus fully engaging the person in the intervention.

• Shared decision-making is a collaborative process in which a (healthcare) pro-
fessional works together with a person to make health-related decisions based on 
evidence and individual choices.

• Education aims to increase knowledge and ensure that the person makes excel-
lent and independent use of that knowledge. The “Elicit-Provide-Elicit” tech-
nique promotes personalised education.

• Health literacy involves not only comprehending health information, but also the 
ability to access it and use it effectively. 

• To effectively support behaviour change professionals need relational and com-
munication skills, including the use of open-ended questions, active listening and 
empathetic responding. Talking to persons with chronic disease should prefera-
bly make use of language that is non-judgmental, blame-free and that empowers. 

• Professionals can assist persons with chronic disease to develop Coping skills 
(e.g. problem-focused coping and emotion-focused coping) to deal with negative 
emotions and psychosocial implications associated with their conditions.

• The ABCD approach is a framework to structure behaviour change interactions, 
it  facilitates engagement through person-centred communication and  shared- 
decision making. 

Box 5.25 Example of a Non-blaming Dialogue When Establishing an 
Information Base (Follow-up Encounter)

Person: Well, I’m smoking just once a day when I’m feeling very stressed.
Professional: Excellent! Many congrats on achieving this outcome. Should 

we discuss strategies to reduce stress or alternative ways of avoiding that 
one cigarette?
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