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Impact of Motivational Interviewing on 
Readiness for Change and Self-care 
Behaviours of an Assisted Living Resident 
with Type I Diabetes
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Abstract:  This case study examined the impact of motivational interviewing and a 
recreational therapy intervention grounded in self-determination on the self-managed 
care of Type I Diabetes of a 54-year-old male living in assisted living. Motivational 
interviewing is a strengths-based therapeutic intervention that increases client moti-
vation and improves client outcomes when used in concurrence within a recreational 
therapy intervention. Motivational interviewing and adapted motivational interview-
ing techniques have been found to be effective in a variety of chronic conditions by 
increasing compliance to treatment, increasing intrinsic motivation, supporting au-
tonomy, and  encouraging engagement. This case study employed the therapeutic rec-
reation process, typically referred to as APIE. In this case study, the following was im-
plemented: an assessment of client strengths and areas for improvement, a developed 
treatment plan with goals and objectives, a recreational therapy intervention grounded 
in self-determination theory, and an evaluation of the clinical outcomes met. Results 
suggest that motivational interviewing as a complimentary treatment for self-managed 
Type 1 Diabetes and recreational therapy interventions grounded in self-determina-
tion improves client engagement in treatment and self-care.

Keywords:  Type I Diabetes, intrinsic motivation, motivational interviewing, recre-
ation therapy, self-determination, transtheoretical model
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Diabetes mellitus (DM) is a chronic 
disease that occurs when the pancreas 
produces an insufficient amount of in-
sulin or when the body is not able to use 
the insulin it creates. Secondary prob-
lems that may result include nephropa-
thy, heart disease and stroke, neuropathy, 
higher risk of infection and injury, and 
retinopathy. People with DM have a 50% 
increased likelihood of death over adults 
without DM (Maahs, West, Lawrence, & 
Mayer-Davis, 2010; World Health Orga-
nization, 2013).  

In 2014, the Center for Disease Con-
trol and Prevention (CDC) reported that 
29.1 million Americans, or 9.3% of the 
population, had DM, and that it was the 
seventh leading cause of death in the US. 
Medical expenses for Americans in 2014 
were estimated to be $245 billion, twice 
as high as they were for people without 
a diagnosis of DM (CDC, 2014). Like 
obesity, DM is increasing rapidly, with 
the number of people diagnosed with 
DM and the associated costs predicted to 
double in the next 25 years. This increase 
in medical care of people with DM will 
ultimately overburden the current health 
care system (Huang, Basu, O’Grady, & 
Capretta, 2009).

Type 1 Diabetes is insulin depen-
dent and accounts for about 5% of all 
diagnosed cases of diabetes. It is man-
aged through healthy eating, physical 
activity, and insulin injections. A central 
challenge for people with Type 1 Diabe-
tes is balancing caloric intake and daily 
activities with closely monitored blood 
glucose testing. Type 2 Diabetes accounts 
for about 95% of all diagnosed cases of 
diabetes. Healthy eating, physical activ-
ity, and blood glucose testing paired with 
oral medication, insulin, or both, are used 
to manage blood glucose levels. It is pos-
sible to prevent or delay Type 2 Diabetes. 
For Type 1, interventions are focused on 

carefully managing day-to-day care and 
reducing the incidence of serious related 
health complications such as blindness, 
kidney failure, heart disease, stroke, and 
amputations. Taking steps to manage 
the condition is beneficial in both cases 
(CDC, 2014; Taylor, Piatt, Hill, & Mal-
com, 2011). 

Previous studies indicate that pa-
tients who received comprehensive dia-
betes education and are skilled in self-
management continue to have difficulty 
sustaining optimal management of their 
condition when interventions reinforc-
ing behavioural change are not present 
(Wolpert & Anderson, 2001). Wolpert 
and Anderson completed a diabetes con-
trol and complications trial that demon-
strated comedian glycated haemoglobin 
concentrations in the intensive treatment 
cohort rose from 7.0-7.2% to 7.9%. This 
study further explained the impact dis-
ease-behaviour management can have on 
managing diabetes. These findings em-
phasize the need for a change in the way 
we support and empower patients within 
therapy. Healthcare professionals, includ-
ing recreational therapists, need to shift 
their focus to the creation of collabora-
tive relationships with patients aimed at 
supporting behavioural change. This in-
cludes empowering clients through inter-
ventions that focus on motivation.

When individuals reside in institu-
tional settings, including assisted living, 
motivation to manage one’s health, and in 
this case the self-management of Type I 
Diabetes, can be challenging for the in-
dividual. Nagelkerk, Reick, and Meengs 
(2006) identified lack of knowledge of 
nutrition, unclear expectations of treat-
ment plans, and helplessness in regards 
to glycaemic control and progression of 
the disease as barriers for individuals liv-
ing with diabetes. These barriers, coupled 
with limited control of life choices within 
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assisted living environments can directly 
influence motivation and autonomy. One 
model based on helping clinicians change 
patients’ behaviours that is relevant to 
recreational therapy practice is motiva-
tional interviewing (MI) (Rollnick, But-
ler, Kinnersley, Gregory, & Marsh, 2010; 
Wolpert & Anderson, 2001).

The intent of this manuscript is to 
present a case study that highlights the 
potential for MI to be used as a compli-
mentary tool for encouraging health pro-
moting behaviours in the management 
of chronic illness; explore the parallels 
between MI and recreational therapy 
(RT); and, stimulate further research in 
this area. Combining motivational inter-
viewing as a component of a recreational 
therapy intervention may promote posi-
tive behavioural changes within an indi-
vidual with DM. Because DM is a self-
managed condition, the highest levels of 
success are likely to occur when strate-
gies to promote and maintain improved 
self-care behaviour are used (Taylor et al., 
2011; Wolpert & Anderson, 2001). MI, 
originally developed by Miller in 1983, is 
a model that has shown promise in pro-
ducing positive results in the manage-
ment of diseases that have a connection 
to behaviour (Burke, Arkowitz, & Men-
chola, 2003; Rubak, Sandbæk, Lauritzen, 
& Christensen, 2005).  MI is a therapeu-
tic, client-centered method of enhanc-
ing intrinsic motivation for change by 
exploring and resolving ambivalence 
from the client’s perspective (Resnicow et 
al., 2002; West, Di Lillo, Bursac, Gore, & 
Greene, 2007); therefore, it fits well with 
the focus on autonomy and intrinsic mo-
tivation that is inherently embedded in 
RT interventions.

Theoretical and Evidence-
Based Foundation

Best practice for patients with chron-
ic disease emphasizes the need for a col-
laborative relationship between the pa-
tient and the provider and recognizes the 
importance of this partnership in pro-
moting behavioural change (Resnicow 
& McMaster, 2012; Wolpert & Ander-
son, 2001). MI originally evolved from 
treating alcoholism as a directive client-
centered counseling style. The interven-
tion became successful at helping clients 
explore and resolve ambivalence as well 
as increase engagement with treatment 
thereby improving clinical outcomes 
(Rubak et al., 2005; Westra, Aviram, & 
Doell, 2011).  MI is strongly aligned with 
strengths-based practice as it shares a 
philosophy that “clients are most suc-
cessful at achieving their goals when 
they identify and utilize their strengths, 
abilities and assets” (Manthey, Knowles, 
Asher, & Wahab, 2011, pp. 127). MI has 
recently been applied to health promo-
tion and chronic disease management 
to address other health behaviours and 
conditions like smoking, prescriptive di-
ets, physical activity, diabetes control and 
medical adherence (Rollnick et al., 2010; 
West et al., 2007).  

Theoretical Models 
MI is based on the Transtheoretical 

Model, which is grounded in the belief 
that, through self-determination, clients 
can change their behaviour and accom-
plish goals. The Transtheoretical Model 
is based on five distinct stages of change: 
precontemplation—patients are not con-
sidering change; contemplation—patient 
is ambivalent about change; preparation 
—patient is preparing to change; action 
—patients are taking action; and mainte-
nance and relapse prevention—patients 
incorporate behavioural change into life-
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style (Zimmerman, Olsen, & Bosworth, 
2000).  In order to help clients progress 
through the stages of change, the thera-
pist’s role is to use MI as a means to bring 
patients’ awareness into action. MI re-
quires that the practitioners shift their fo-
cus from directing, persuading and con-
fronting to engaging conversation that 
supports clients in setting behavioural 
goals that lead to self-development. The 
skilled use of MI principles and MI tools 
such as the “readiness to change ruler” 
and “agenda setting chart” connect the 
patients’ understanding of the need for 
lifestyle changes to a practice of consis-
tent lifelong behavioural change (Zim-
merman et al., 2000). MI attempts to 
increase patient awareness of their cur-
rent situation, their options (which in-
clude doing nothing) and their outcomes 
based on the course of action or inaction 
they take. Understanding which “stage of 
change” the patient is in helps guide the 
practitioner to select and apply appro-
priate MI interventions (Manthey et al., 
2011; Sobel & Sobel, 2008; Zimmerman 
et al., 2000).

There are basic principles and tools 
used in MI: expressing empathy, collabo-
rating, developing discrepancy, rolling 
with resistance, supporting self-efficacy, 
measuring change readiness, and rat-
ing confidence in action plans (Rollnick 
et al., 2005; Sobel & Sobel, 2008).  The 
four specific skills necessary for effective 
implementation of these principles are 
open-ended questioning, affirmations, 
reflective listening, and summary state-
ments (Sobel & Sobel, 2008). Specific 
training and knowledge of the transtheo-
retical model of change is required to gain 
the solid foundation necessary to practice 
MI, however, with specialized training a 
Certified Therapeutic Recreation Special-
ist (CTRS) can develop the foundational 
tools and knowledge to apply MI as a 

means of improving the likelihood of cli-
ent success in self-managing behaviours.  
The skillful use of MI strengthens the in-
trinsic motivation of the client and has 
the potential to make health promotion 
more satisfying and effective (Rollnick et 
al., 2005).

 Empirical Evidence
Resnicow et al. (2002) reported 

results from six studies (four second-
ary prevention trials and two primary 
prevention trials) using MI to modify 
diet and physical activity. Five of the six 
studies showed significant improvement 
in the MI group’s eating habits, glyce-
mic levels or exercise habits. Burke et 
al. (2003) conducted a meta-analysis of 
controlled clinical trials and showed that 
adapted motivational interviewing (AMI) 
had moderate effects (from .25 to .57) on 
problem behaviour involving alcohol, 
drugs, diet, and exercise compared with 
the control group and placebo group. 
The Cardiovascular Health Initiative and 
Lifestyle Education (CHILE) produced 
convincing evidence to support MI as a 
technique for improving compliance with 
an exercise program (Scales et al., 2003).  
In 2005, a systematic review and meta-
analysis by Rubak et al., demonstrated 
that brief MI encounters lasting for only 
15 minutes yield positive effects, and that 
providing more than one MI intervention 
increased the effectiveness of behavioural 
change. 

Client Protocol Background

The client was a 54-year-old male 
with a 33-year history of Type 1 Diabe-
tes. He moved into the Assisted Living 
(AL) facility in February 2014. Secondary 
problems included: nephropathy which 
he received dialyses for four times a week, 
neuropathy resulting in two below the 
knee amputations (LBKA, 2010; RBKA, 
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2012) and a transphalangeal amputation 
in 2013. The client was obese, noncom-
pliant in the areas of medication, diet, 
physical activity, and medical treatment.  
The CTRS, in consultation with the Reg-
istered Nurse/Case Manager, referred the 
client to a social worker, a wound care 
specialist, a hand/foot nurse, a physical 
therapist, dietician, and a vascular sur-
geon.  

Assessment
One of the main tenants of the AL 

model is independence, which includes 
transfers, mobility, and clients’ ability to 
direct their own care (Assisted Living 
Registrar, 2011). Meeting the inclusion 
criteria for AL was an ongoing problem 
for the client at the time of assessment.  
In order to address this issue, the CTRS 
assessed the client’s ability to transfer, 
participate in self-care, comply with the 
current care plan, and motivation. The 
assessments were completed in collabora-
tion with a physical therapist and occupa-
tional therapist who reported that the cli-
ent had been neglecting his rehabilitation 
treatment plan. This neglect led to atro-
phy in the client’s left below the knee am-
putation resulting in the inability to use 
his prosthesis. An assessment developed 
by the agency was completed for this case 
study. It was recommended that the client 
increase his engagement in physical ac-
tivity to strengthen his right leg muscles 
improving his ability to independently 
transfer. Assessment results showed a 
discrepancy between the client’s strongly 
stated wish to stay in the AL environment 
and his actions. A leisure education as-
sessment with the CTRS highlighted a 
number of leisure barriers: decreased free 
time, decreased energy levels, external 
locus of control, and lack of motivation. 

The client had a severe chronic ill-
ness with a number of comorbidities. 

Lack of motivation had contributed to 
deconditioning and poor physical health; 
it impacted all aspects of his life.  The cli-
ent was non-compliant with medication 
administration, glucose control, follow-
ing a healthy diet, regular exercise, and 
catheterization BID. Dialysis treatment 
four days a week resulted in additional 
stress on the client’s free time and en-
ergy.  The client’s lack of motivation and 
compliance had caused frustration in his 
limited support network and the interdis-
ciplinary team. Increased verbal pressure 
from the support network had a negative 
effect on the client’s compliance with his 
treatment plan. 

The client was assessed by the CTRS 
as being in the contemplation stage in the 
Transtheoretical Model of Change. MI 
was evaluated and selected by the team as 
an intervention to address the client’s am-
bivalence about change. The “readiness to 
change ruler” was used as an assessment 
tool and as a starting point for each MI 
session. The client self-assessed his readi-
ness to change as a 2 on the 10-point scale 
during the initial assessment: Figure 1 
shows an example of the MI tool adapt-
ed from the work of Zimmerman et al., 
(2000) and Sobel and Sobel (2008). The 
client’s rating of his readiness to change 
and his responses were used as part of the 
formative assessment process and during 
each weekly session to inform the CTRS 
as to which stage of change he was in, 
as well as what probes to be used by the 
therapist during intervention sessions, 
refer to Table 3.

The overall treatment goal was to 
improve client motivation and increase 
compliance with his health monitoring, 
self-care and health promotion plan. Suc-
cess in these areas would increase the 
likelihood of the client achieving his ulti-
mate goal of staying in his current home. 
The client explained his situation at the 
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time of assessment and treatment as “I 
guess my problem is I have always taken 
the easy way out, and had a lackadaisical 
approach to my health.” During the lei-
sure interview the client indicated a num-
ber of recreational interests: photography, 
listening to his record collection, creative 
art, and community outings.  

Planning
The treatment plan was developed 

by a CTRS in cooperation with the client, 
his sister, and a registered nurse. A physi-
cal therapist was included by referral to 
design the exercise program. A dietician 
was included by referral to design the nu-
trition plan. The treatment plan focused 

 
Readiness to Change Ruler 

This ruler will help you see a change in your behaviour. On the scale below, mark where you are now.    

1 2 3 4 5 6 7 8 9 10 
Not 

prepared 

to change 

Ambivalent about 

change 

Thinking about change, preparing for change, 

experimenting with change 
Involved in action 

plans for change 

Maintaining 

and 

preventing 

relapse 

Figure 1. Measurement for Change in Behaviour. This tool was 
adapted from the work of Zimmerman et al., (2000) and was used 
as part of the MI sessions.

Table 1 
Treatment Plan Goals and Objectives

Goal 1: Increase arm and lower mobility strength through a physical activity program.

Objective 1.1: The client will participate in a physical activity of his choosing 4 times 
per week for a minimum duration of 30 minutes. 
Objective 1.2: The physical activity will focus on functional ability i.e. increased endur-
ance in self-propelling his wheelchair, increase muscle strength to improve his ability 
to transfer, and balance and flexibility to improve his ability to be effective in self-care. 

Goal 2:  To report feeling more informed and involved in his health monitoring.

Objective 2.1: Client will attend weekly MI sessions with CTRS, to review actions, 
discuss challenges, and to reflect on success.
Objective 2.2:  Client will record his progress on a participation calendar and discuss 
the results with CTRS at MI sessions. 
Objective 2.3: Client will research and discuss DM, neuropathy, and amputations and 
discuss findings during MI sessions with CTRS.
Objective 2.4: Client will attend 6 healthy eating sessions with dietician, and discuss 
material with CTRS during MI sessions.

Goal 3: To use leisure and recreation as tools to achieve wellness outcomes.

Objective 3.1: Client will create a leisure activity list that includes target dates for activ-
ity participation.
Objective 3.2: Client will report active engagement in selected activities a minimum 
of 3 times per week.

Goal 4: To demonstrate improvement in self-managed health indicators
Objective 4.1: Client will maintain blood pressure levels within the physician’s recom-
mended healthy range, for three concurrent weeks. 
Objective 4.2: Client will maintain blood sugar levels within the physician’s recom-
mended healthy range, for three concurrent weeks.
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on autonomy and intrinsic motivation to 
assist the client in improving his func-
tional independence and self-care in or-
der to meet the eligibility criteria to stay 
in AL. Four goals, each with objectives, 
were developed to reach the identified 
outcomes, refer to Table 1. The treatment 
plan was implemented as a four-week pi-
lot study guided by the treatment goals.

Client and CTRS collaborated to cre-
ate a schedule of weekly MI meetings and 
an individual program plan that included 
physical activity, health promotion and 
participation in leisure pursuits sched-
uled around his dialysis appointments. 
An average week included client’s selec-
tion from: exercise class, PT prescribed 
exercises, self-propelling his wheelchair 
around campus, sit to stand exercises, 
outings to the pool, outings to the mall, 
photography, cataloguing his music col-
lection, making play lists, and making art 
cards with his photographs. Each week 
included the MI meeting with the CTRS, 
rating his readiness to change, reviewing 
progress, and discussing health promo-
tion material. The client was given his 
tools, a monthly activity tracking calen-
dar, and the readiness to change ruler. 
The CTRS completed further research on 
MI to develop the protocol (Table 2) and 
template for implementation of MI (Ta-
ble 3). The protocol outlined the stages 
of change by session while the template 
introduced probes to be used during the 
MI sessions.

Implementation
Prior to the case study, it was appar-

ent that in an effort to motivate the client, 
the treatment team shaped interactions 
that caused more defensiveness. The cli-
ent was given a basic overview of MI and 
then asked by the CTRS if he would be 
interested in participating in a pilot study 
evaluating the use of MI. The treatment 

plan was reviewed at a multi-disciplinary 
meeting and implemented following the 
protocol shown in Table 2. In addition 
to the tools used by the CTRS, the client 
was given a summary of his treatment 
plan and a calendar for monitoring his 
own activities towards reaching his goals 
and objectives.  Sample questions, shown 

in Table 3, were used during the weekly 
MI meetings to provide structure and 
ensure adherence to the theoretical prin-
ciples of MI. The treatment plan included 
weekly MI meetings with the CTRS that 
ranged in length from 30 minutes to one 
hour and 30 minutes during the four 
week period. Each MI session followed 
a similar pattern: Initially the client as-
sessed his placement on the readiness to 
change ruler, then reviewed his progress 
in achieving his goals and objectives, pre-
sented an overview of the activities on his 
activity calendar, and, finally, discussed 
the activities he selected and in which he 
engaged.  During each session, the CTRS 
applied MI strategies to guide commu-
nication and assist the client to move to-
wards change, planning for change, and 
taking action.

The adapted MI tool in Figure 1 
was used during the four-week interven-
tion to guide the CTRS in the selection 
and application of the MI questioning 
techniques: expressing empathy, collabo-
rating, developing discrepancy, rolling 
with resistance, supporting self-efficacy, 
measuring change readiness, and rating 
confidence in action plans. One of the 
challenges of MI is avoiding a natural ten-
dency to fall into the role of director or 
authority figure and begin to tell the cli-
ent what to do.  Having the tool on hand 
with sample prompts improved com-
pliance with MI.  The client often used 
words like “hope” and “wish” in reference 
to outcomes indicating an external locus 
of control in the contemplation stage. The 
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g
Program/Intervention 
 
Group Size 
 
Inclusion Criteria 
 
 
Exclusion Criteria 
 
 
 
Purpose 
 
 
 
Frequency and 
Duration 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Problems/Deficits  
addressed 
 
 
 
 
Leader Facilitation 
Techniques 
 
 
 
 
 

Motivational Interviewing 
 
1:1 intervention = 1 client and 1 CTRS 
 
Clients, who exhibit low motivation, lack of compliance with self-care, 
wellness and leisure participation. 
 
Clients who are actively engaged in their treatment plans or have no need for 
treatment plans based on their autonomy in the management of health and 
wellness. 
 
This intervention is designed to be used to support the treatment plan by 
encouraging clients’ intrinsic motivation to address ambivalence to change 
and improve autonomy in the process to set and follow action plans. 
 
Precontemplation Stage Client not considering change 
The initial session will be 60 minutes in length 
 
Contemplation stage 
Client is ambivalent about changing 
1 session per week, sessions will last from 15-30 minutes 
 
Preparation stage 
Client is preparing to make a specific change 
1 session per week, sessions will last 15 minutes 
 
Action stage 
Client is involved in change 
2 sessions per month sessions will last 15 minutes 
 
Maintenance and Relapse Prevention stage  
Client has had a “slip” or is “recycling” through the stages of change 
1 session per month as needed sessions will last 15 minutes – if client is 
stable moving forward they can be reduced to 1 session quarterly for 30 
minutes. 
 

Sense of helplessness 
Low motivation 
Low Leisure Awareness 
Lack of autonomy 

• Guiding 
• Eliciting 
• Affirming  
• Reflecting 
• Support client autonomy 
• Be optimistic 
• Use open-ended questions 

Table 2
Motivational Interviewing Protocol

(cont.)
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Table 2 (cont.)
  
 
 
 
 
Equipment Required 
 
 
 
 
 
 
 
 
Implementation 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Expected Outcomes 
 
 
 
 
 
 
 
 
 
 
 
 
 

• Roll with resistance 
• Avoid giving advice  
• Provide a menu of options 
• Use summaries 

 
• Small, comfortable room away from distractions and noise. 
• List of Motivational Interviewing Questions pre-selected and 

adapted to the specific behaviours, treatment plan goals of the client. 
• Readiness to change ruler. 
• Information for sharing with the client i.e. test results, journals, 

health and wellness educational material, motivational quotes or 
pictures etc. 

Ensure that all information that is being shared with the client is accurate 
and appropriate for their situation.  Refer anything you are uncertain about 
to their physician or other appropriate health professional. 

• Explain the philosophy of Motivational Interviewing and its 
relevance and benefit to the client. 

• Review the client’s treatment plan – goals and objectives. 
• Ask client to choose 1or 2 goals to discuss any topic relevant to the 

goals. 
• Use the readiness to change ruler to gage client interest in change. 

(Figure 3) 
• Use the ruler to gage client confidence in their actions/ability to 

change. This time ask the client to choose the number that represents 
their confidence that they will change. 

• Use list of MI question stems prepared and ready for use with client. 
(Figure 2) 

• Practice following the elicit/inform/elicit model 
• Resist the urge to give advice 
• When the change talk is elicited by client be prepared to ask for a 

decision to change and engage in encouraging action planning. 
• Before concluding the session, ask the client if he/she has any 

questions, and agree on the date and time for the next session.  

Increased Confidence 
Increased Motivation 
Independence 
Sense of Autonomy 
Leisure Awareness  
Coping Skills 
Sense of Control 
Mastery  
Hope 

 
 

Table references: 
Brinson, D., Wallace-Bell, M., Kirk, R., & Hornblow, A. (2013). Buddy-motivational interviewing (buddy-MI) to in-

crease physical activity in community settings. Motivational Interviewing: Training, Research, Implementation, 
Practice, 1(2), 6–14. doi: 10.5195/mitrip.2013.31

Rollnick, S., Butler, C., Kinnersley, P., Gregory, J., & Marsh, B. (2010). Competent novice: Motivational Interviewing.  
British Medical Journal, 340(7758), 1242–1245.  doi: 10.1136/bmj.c1900

Zimmerman, G., Olsen, G., & Bosworth, D. O. (2000). A “stages of change” approach to helping patients change behav-
ior. American Family Physician, 61(5), 1409–1416.
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Table 3
Motivational Interview Probes

Sample MI Question Probes 
Component Probes 

Ask Evocative Questions:    
Ask an open question, the answer to which is likely 
to be change talk.  
 
 
 
 
Explore Decisional Balance: 
Ask for the pros and cons of both 
changing and staying the same. 
 
 
Good Things/Not-So-Good Things: Ask about the 
positives and  negatives of the target behavior.  
 
 
 
 
 
 
Ask for Elaboration/Examples: When a change talk 
theme emerges, ask for more details.  
 
 
 
 
Look Back:  
Ask about a time before the target behavior emerged.  
How were things better, different?  
 
 
 
 
Look Forward:  
Ask what may happen if things continue as they are 
(status quo).  
 
  
 
 
 
Use Change Rulers: 
Alternatively, you could also ask “How confident 
are you that you could make the change if you 
decided to do it?”   
 
 
 
 
Come Alongside:    
 
 
Explicitly  side with the negative (status quo) side of 
ambivalence 
 
 

“I noticed on your medical history that you have Type 1 Diabetes; do 
mind if we talk about how diet and exercise affect your health?”  
 
“Do you know what the research says about physical activity?”  
 
“Why do you think others are concerned about your health?” 
 
“What would you like to see different about your current situation?” 
“What makes you think you need to change?” 
 “What will happen if you don’t change?”  
 
 
“Tell me what you like about your sedentary lifestyle. What don’t you 
like?” 
 
“How do you feel when you eat food that is not recommended for 
healthy lifestyle?”   
 
“How did you feel when you were not as heavy?” 
  
“It seems you’ve been working hard to eat in the dining room. That is 
different than before. How have you been able to do that?” 
 
“What would you like to see different about your current situation?” 
“What makes you think you need to change?” 
  
“Tell me about life before you were diagnosed with diabetes.” 
 
“Tell me about life before your first amputation….” 
 
“What were your favourite activities when you were a kid?....a 
teenager?.....a young adult?” 
 
“What are the worst things that might happen if you don’t make this 
change?”     

 
“What are the best things that might happen if you do make this 
change?” 
 
“How would you like your life to be a year from now?” 
 
“On a scale from 1 to 10, where 1 is not at all important, and a 10 is 
extremely important, how important is it to you to decrease your 
weight?”   
 
Follow up: “And why are you at ___and not _____ [a lower number 
than stated]?” “What might happen that could move you from ___ to 
[a higher number]?” 
 
“Many people report feeling like you do. They want to change their 
eating habits and reduce their weight but find it difficult.”  
 
“Perhaps eating junk food is so important to you that you won’t give 
it up, no matter what the cost.” 
 

Affirmation 
 
 
 
Summary 

“With all the obstacles you have right now—your dialysis, recent 
amputation—it’s impressive, that you’ve been able to refrain from 
taking the easy way and ordering in take-out food. 
 
“So it sounds like you have a lot going on with trying to balance all of 
your medical appointments and these priorities are completing with 
your treatment at this time.”  You have made some great strides 
forward but you still have not seen a lot of results… 
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CTRS used the concepts of expressing 
empathy, developing discrepancy, sup-
porting self-efficacy and avoiding debate 
through the probing questions to guide 
the client toward goal attainment through 
the stages of change. 

Evaluation
Evaluation of the four-week pilot 

plan occurred weekly focusing on the 
four goals that were critical to the cli-
ent’s overall outcome of remaining as a 
resident in AL. Tools used to evaluate the 
outcomes of the treatment plan and ac-
tions of the client included observation, 
subjective reporting, weekly review of cli-
ent action plan and activity calendar dur-
ing MI sessions with CTRS, functional 
evaluations of transfers and mobility, and 
the readiness to change ruler. By the end 
of week four, nursing staff reported he 
was transferring independently 90% of 
the time and self-propelling his wheel-
chair 100% of the time (Goal 1). He was 
involved in more physical activity (Goal 
1) and he was engaging in more leisure 
activities like photography (Goal 3) and 
was making plans for future activities 
such as outings that required increased 
arm strength and endurance (Goal 1 and 
Goal 3). He continued to struggle with 
adherence to his prescribed diet and his 
glucose levels and weight continued to be 
inconsistent (Goal 4). 

The readiness to change ruler shown 
in Figure 1 was used to measure the cli-
ent’s belief in the importance of change 
and his behaviour and confidence in his 
ability to take action to change. Wolpert 
and Anderson (2001) describe the social 
psychology based phenomenon “miscar-
ried helping” as the “process by which a 
helper’s well intentioned efforts to help 
or motivate another person paradoxically 

lead to interactions that, over time, are 
constraining and detrimental to the re-
cipient” (p. 995). Prior to the implemen-
tation of the case study, prescribing and 
directing of the client resulted in state-
ments and accusations asserting his belief 
that the decision to move to a higher level 
of care was out of his hands: “It sounds 
like it doesn’t matter what I do, you’re just 
going to send me over there anyway.” Us-
ing the MI approach of expressing empa-
thy and adjusting to the client’s resistance 
rather than opposing it directly, helped 
the treatment team change the tone of in-
teractions and the relationship. Following 
the initial MI session, where client self-
rated as a 2 on the readiness to change 
scale, he was asked how he felt about the 
process compared to the recent interac-
tions that could be classified as “miscar-
ried helping.” The client reported with a 
smile and a sigh, “Yeah, that felt pretty 
good, I just hope I can stick to this plan.” 

The client was initially assessed 
with a self-rating of 2 on the readiness to 
change ruler, moved to a 4 and then as 
high as a 6. For the majority of the case 
study the client moved between the con-
templation stage and preparation stage 
with short visits into the action stage. 
Considering the client’s long history of 
unhealthy behaviour the team, client and 
his family all viewed the client’s progress 
as an achievement of Goal 2 increasing 
client’s self-efficacy. 

The results are summarized in Table 
4. By the end of the four-week pilot study 
moderate improvement was observed in 
Goal 1 increased arm strength, Goal 2 in-
creased self-efficacy, and Goal 3 increased 
recreation participation, with minimal 
improvement in Goal 4 increased engage-
ment in self-managed care. Effectiveness 
of MI is noted by the recorded progress 
notes in Table 4.
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Author Comments

The residential care setting is at high 
risk of contributing to learned helpless 
behaviour. Patient noncompliance and 
lack of motivation are often framed as 
patient failure (Zimmerman, Olsen & 
Bosworth, 2000). One task of the CTRS 
in the therapeutic recreation process is 

to develop a variety of specific programs 
around the clustered needs of the clients 
(Stumbo & Peterson, 2009). Two main 
areas of focus in the residential care set-
ting target physical ability and autonomy. 
Programs focused on improving physical 
activity through increased strength train-
ing and balance and flexibility exercises 

are unquestionably important needs for 

older adults living in residential care. 
Exercise programs, stress management 
techniques, and dietary restrictions are 
common goals in the health care setting 
and not surprisingly represent interven-
tions that require client motivation (Zim-
merman et al., 2000). Client motivation is 
a challenge that CTRSs face daily. Often, 
just as it is in the general public, regular 
involvement in exercise programs is not 
a priority or even a stated interest of the 
clients. One glaring consistency noted 
in my 18 years of experience working in 
this field is the connection between mo-
tivation and independence. Much of au-
tonomy in the residential care setting is 

connected to the physical ability to man-

Notes 
Week 1: Created list of favorite activities: bird watching; photography; trips to the beach; creating art cards with 
photos; scenic drives; listening to records; watching TV. Improvement noted by care team in engagement in 
personal care.  Positive reports “I have really wanted to get back in to some of these things…”shared with CTRS 
at MI session.  Self-rating 4 on change ruler. 
 
Week 2: Met with dietician, created list of foods to avoid, and calendar with favorite physical activities (laps up 
and down the hallway; laps up and down the ramp; trip to garden boxes and bird feeders; attendance at exercise 
class “if music can be changed to something good and not so old fashioned”). Setbacks reported by client in 
ability to reduce snacking and consumption of sugary beverages; increased neuro myopathy in hands making it 
uncomfortable for propelling wheelchair. Positive reports “I really want to stay here, I will do anything, I don’t 
want to go to care” shared with CTRS at MI session. Self-rating 6 on change ruler. 
 
Week 3: Actively tracking goals on calendar: days all meals eaten in dining room and snacking avoided; 
attendance at exercise class; laps of hall below stated objectives, but improvement since pre-treatment plan. 
Setbacks continue in relation to snacking and sugary beverages.  Agreement to try freezing beverages in order to 
slow down consumption “I will just drink the melted juice and that will slow me down.”  Reports improvement in 
mood due to his involvement in his action plan to CTRS in MI session. Self-rating 6 on change ruler. 
 
Week 4: engaged in verbal planning for future leisure: Reports shared with CTRS in MI session re:  discussions 
with Recreation Coordinator to arrange bus outing to bird sanctuary on non-dialysis day; attendance at exercise 
class; conducting research on art card supplies and production for upcoming craft fair; plan to return to 
physiotherapy to increase strength and start ambulation with prosthesis in order to improve independence with 
goal to walk at the beach.  Neuro myopathy in hands still reported as barrier to increased involvement in plan. 
Mood elevated but change language low “I really hope I can do this…” Setbacks: dialysis that had been reduced 
to three days per week reinstated 4th day. Self-rating 6 on change ruler. 

Figure 2
Excerpts from Client Progress Notes Showing Evidence of the 
Impact of MI
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age transfers, mobility, and engage in self-
care. The more physically able the client 
is, the more independence they have and 
autonomy they enjoy.  

The efficacy of MI to promote be-
havioural change, increase self-efficacy 
and improve client outcomes in a variety 
of health care settings has been demon-
strated in randomized trials (Resnicow 
& McMaster, 2012; Rollnick et al., 2010). 
MI has natural connections to the tech-
niques used by RT. Expanding the tools 
in the RT tool box to include MI is a natu-
ral extension of our client-centred, health 
promotion approach that could lead to 
significant improvement in our clinical 
outcomes.  

Chronic struggles in RT include 
high caseloads, limited time, and lack of 
client intrinsic motivation. High client-
to-CTRS ratios place stress on the time 
available for therapeutic interventions. 
MI has been shown to be effective in 
short sessions and can support changes 
in behaviour and improved client out-
comes (Rubak et al., 2005; Scales et al., 
2003). Infusing MI in 10-minute sessions 
into existing RT treatment plans and in-
terventions appears to be a good value 
added benefit for the busy CTRS.

RT is a strengths-based discipline 
with a view that clients are more likely 

to be successful in achieving their goals 
if they are based on their strengths and 
abilities and have meaning and value to 
their life (Austin et al., 2002; Manthey et 
al., 2011). Research does show benefit to 
adding MI to existing therapies, particu-
larly because it has shown improvement 
in the level of engagement in treatment 
and improved self-determination (Wes-
tra et al., 2011). This four-week pilot 
study showed positive results for a client 
with a long history of low motivation and 
an external locus of control. The client 
was one of the most challenging cases 
the healthcare team had experienced. 
Collaboration with the external inter-
disciplinary team showed the same chal-
lenges and frustration. The evidence that 
MI improved this client’s motivation and 
engagement in self-managed care over 
the span of the four-week pilot study is 
significant and exciting. Further research 
into the use of MI as a complementary 
intervention to support client engage-
ment in treatment plans is required. Low 
motivation, lack of compliance, and the 
resulting poor client outcomes and stress 
on the system are problems facing health-
care and social services: MI could be a 
key part of the solution when implement-
ed by the CTRS during structured brief 
intervention periods.
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