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Summary

Although mortality from diseases such as coronary heart disease, chronic obstructive
pulmonary disease, cancer, liver disease and type-two diabetes is decreasing,
morbidity and premature death is increasing. These conditions are related to a
number of risk factors, including health behaviours (smoking, diet, lack of physical
activity and alcohol consumption).

In an attempt to modify patients’ lifestyles, the delivery of a number of complex
psychosocial interventions has been attempted by healthcare practitioners in clinical
practice. However, in many cases interventions are not adequately described, and
there has been very little information regarding how practitioners were trained, and
indeed how well they were able to deliver the intervention. This makes evaluation of
the efficacy and effectiveness of these interventions difficult. There is a lack of
studies that evaluate which training methods lead to the best levels of skill
acquisition.

One intervention that has shown promise in helping patients to make changes to their
lifestyles is behaviour change counselling (BCC), an adaptation of motivational
interviewing. As with other complex interventions, the evaluation of skill
competence and training methods has been generally poor.

The studies in this thesis aim to tackle the issues of measuring skill acquisition in
BCC. An instrument — the Behaviour Change Counselling Index (BECCI) — was
developed to measure practitioner skill competence in delivering BCC. The
Experiential Practice Experiment was conducted to discover whether the use of
simulated patients, rather than role-play with fellow trainees lead to enhanced skill
acquisition in BCC. Participants also provided ratings of their practice sessions
within their experimental conditions.

There was no significant difference in BECCI scores or ratings of practice sessions
between practitioners who practiced skills with simulated patients in comparison to
those who performed role-play. There may be a relationship between participants’
feelings regarding the practice sessions and BCC skill acquisition, but results were
inconclusive.
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1.0 Introduction

‘Prevention is better than cure.’

Desiderius Erasmus, 1466-1536

When Erasmus made the above statement, he was talking about war, although this
quotation can be applied to many other subjects, including ill health.

In the UK the prevention, rather than just the cure of chronic diseases, is a great
challenge (Department of Health, 2004). Smoking is the biggest cause of premature
death in Great Britain, accounting for approximately 106,000 deaths per year (Action
on Smoking and Health, 2004). Obesity can also lead to approximately 30,000
premature deaths per year (National Audit Office, 2001). Alcohol related problems
are responsible for up to 22,000 premature deaths per year (Cabinet Office, 2003).
These risk factors are closely related to chronic diseases, such as coronary heart
disease (CHD), chronic obstructive pulmonary disease (COPD), type two diabetes
and cancer, which can cause much suffering as well as premature death.
Cardiovascular disease is the biggest killer in the UK, accounting for 39% of all

deaths.

2.68 million British people are living with CHD (British Heart Foundation, 2004).

There are approximately 600,000 diagnosed cases of COPD in the UK (British
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Thoracic Society, 2001). One in three people will be diagnosed with cancer in their
lifetime (Cancer Research UK, 2005). 1.8 million British people are diagnosed with
diabetes, although it is estimated that there are more people with the disease who
have not yet been diagnosed (Diabetes UK, 2004).  Approximately 15% of
diagnosed diabetics have type one diabetes (caused by the body not producing its
own insulin), and approximately 85% have type two diabetes, which is caused by
body no longer responding adequately to the natural hormone insulin, or when
production of insulin is too low (Department of Health, 2001). Type two diabetes is
escalating and expected to reach three million diagnosed cases by 2010 (Diabetes
UK, 2004). The treatment of cardiovascular disease costs the National Health
Service (NHS) approximately £14,750,000 per year (British Heart Foundation,
2005). Combined with the amount of money lost due to premature death and illness
preventing paid work activities, and informal care costs, cardiovascular disease is
estimated to cost the United Kingdom approximately twenty-six billion pounds a

year (British Heart Foundation, 2005).

Statistics released by the British Heart Foundation (2005) show that approximately
22% of Britons are overweight and 26% smoke. 40% of men and 23% of women in
Britain consume more alcohol than the recommended daily benchmarks (more than
four units on the heaviest drinking day of the week for men, and more than three for
women). 27% of men and 17% of women in Britain consume more than the weekly
recommended levels of alcohol (21 units a week for men and 14 units a week for
women). All these actions are risk factors for chronic disease and premature death.
Obese individuals are at higher risk of developing CHD, type 2 diabetes and several

cancers including cancer of the prostate, breast and bowel (British Heart Foundation

3
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2004, Cancer Research UK 2005). Smokers are at an increased risk of developing
CHD, COPD and several cancers, including cancer of the lung, lip, throat, mouth and
stomach (Action on Smoking and Health, 2004). Drinking above recommended
limits increases the risk of developing liver disease, high blood pressure and cancer

(Alcohol Concern, 2002).

Given that chronic disease can drastically affect an individual’s quality of life, and is
also associated with great economic costs, it is apparent that a reduction in these risk
factors, in turn reducing chronic disease and premature death, would be desirable.
Prevention is, in essence, better than cure.

This has led to several non-clinical public health initiatives at government level
aimed at preventing damaging health behaviours, such as health warnings on
cigarettes (which have become more prominent in recent years), a ban on tobacco
advertising, alcoholic drinks are labelled with the number of units per serving, and
food is often labelled with the amount of calories, saturated fat, sugar and salt.
Public health advertising has also aimed to promote healthier lifestyles, through
campaigns such as ‘five-a-day’ to encourage the consumption of five portions of fruit
and vegetables per day and ‘thirty minutes a day’ to endorse participation in thirty
minutes of moderate activity per day. At school level, children between the ages of 5
and 16 are obliged to take part in at least two hours of physical education per week as
part of the National Curriculum, and some schools are now introducing initiatives
such as breakfast clubs and selling fruit at break times to attempt to encourage a

healthy diet in children.




coleg meddygaeth

Chapter One: Background — Introduction Ldmﬂﬂ-

There are also a number of interventions conducted at the medical consultation level.
General practice surgeries frequently run coronary heart disease and diabetes clinics,
providing ‘secondary prevention’ advice to patients (encouraging them to change
their lifestyles to prevent further deterioration of their health). Cardiac rehabilitation
is offered to patients who have undergone heart surgery or have recovered from heart
attacks, again with secondary prevention in mind. However, the clinical focus is
gradually moving towards the ‘primary prevention’ (encouraging patients to adopt
healthier lifestyles to prevent chronic illness) of conditions such as CHD
(Department of Health, 2000) and diabetes (Department of Health, 2001). There is
recognition that ‘Just telling people [that] they are at risk of developing a disease is
rarely sufficient to change behaviour’ (Marteau and Lerman, 2001). There are a
number of intensive therapies used within a specialist context to promote behaviour
change in patients (such as cognitive behavioural therapy, used mainly by clinical

psychologists).

What is needed to promote lifestyle change in patients, however, is a range of skills
that can be utilised by any primary or secondary healthcare practitioner within a
consultation where the subject of lifestyle change is relevant, but there is no need for
specialist intervention. One method that may be suitable for this purpose is a
lifestyle intervention called Behaviour Change Counselling (BCC). The purpose of
this study is to investigate whether different methods of practicing BCC skills during
training result in differences in practitioner skilfulness in delivering BCC post

training.
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This chapter sets the background for the studies conducted in chapters two to nine,
discussing the evidence of clinical interventions in the period up to the year 2002
(when the research conducted in this thesis began) thét have already been attempted
to encourage patients to make changes to their health behaviour. It then goes on to
discuss BCC in more detail — why it may be more suitable for promoting patient
lifestyle changes in general healthcare contexts, and its relation to other methods.
Finally, the rationale for the two studies conducted in chapters two to nine is

provided.

1.1 Clinical, non-specialist interventions to change behaviour

There ;ie a number of interventions that have been attempted during medical
consultations to promote healthier lifestyles. One very simple initiative is
implemented via the use of computer systems in General Practice surgeries. When a
patient’s records are accessed by a member of staff, automatic pop-ups serve as
prompts to the GP/nurse, informing them for example that the patient is a smoker (Dr
Andrew Grant, 2001, personal communication). A second initiative involves the
delivery of structured lifestyle interventions in the daily practice of primary care
staff, with the aim of reducing the risk factors associated with chronic disease. These
interventions provide the main support for further investigating the delivery of
behaviour change counselling as an intervention, and thus the most efficacious ways

of helping practitioners to acquire these skills.
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1.1.1 Major trials of lifestyle interventions

The World Health Organisation (WHO) funded a European collaborative trial of
lifestyle advice and hypertension treatment, which was given to male factory workers
aged between forty and fifty-nine years of age across five countries - Belgium, Spain,
Italy, Poland and the UK (WHO European Collaborative Group, 1980). The study
resulted in an overall reduction of 10.2% in CHD, a 6.9% reduction in fatal CHD, a
14.8% reduction in non-fatal myocardial infarction and a 5.3% reduction in total
mortality after six years (WHO European Collaborative Group, 1986). However, the
UK trial centre showed little success in the reduction of patient risk factors, and no
reduction in CHD. This implies that countries other than the UK may have been
providing lifestyle advice in a different manner, or that the inhabitants of Belgium,
Spain, Italy and Poland were more receptive to advice about health behaviour change

than the British.

The Multiple Risk Factor Intervention Trial (MRFIT) conducted in the USA aimed
to reduce the CHD in men at high risk of developing the disease (aged between
thirty-five and fifty-seven years). The intervention focussed on the provision of
advice on diet and smoking cessétion, and participants attended group sessions on
these topics (Benfari, 1981). Participants also received anti-hypertensive drugs. The
control subjects received usual care. Those who received the intervention showed
lower mortality rates from CHD (10.6%), cardiovascular disease (8.3%) and all
causes (7.7%) across the 10.5 year period in comparison to the control group who
received usual care, although these differences were not statistically significant.

There was however, as significant reduction (24%) in deaths from acute myocardial
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infarction in the intervention group in comparison to the control group over the 10.5

year follow-up period (MRFIT Research Group, 1990).

Two major trials of lifestyle interventions conducted in the UK were the OXCHECK
Study (OXCHECK Study Group, 1994, 1995), and the British Family Heart Study

(Family Heart Study Group, 1994, 1996).

OXCHECK studied the effect of patient health checks on cardiovascular disease risk
factors, in comparison to those who received usual care. Health checks consisted of
a consultation with a practice nurse who identified the patients’ risk factors, and then
provide:iv lifestyle counselling using a patient centred approach. Very little
information is provided about the lifestyle intervention that the nurses were
instructed to deliver, other than ‘Nurses were instructed to counsel patients about
 risk factors, with the emphasis on ascertaining the patients’ views on change and
negotiating priorities and targets for reduction’ (OXCHECK Study Group 1994:
309). There are no reports of integrity checks of the intervention delivered. Those
patients who received the health checks demonstrated statistically significant
reductions in mean serum cholesterol (0.19 mmol/l), self-reported saturated fat intake
(8.7% less patients used butter or hard margarine, and 7.5% less patients drank full
cream milk), systolic (1.9%) and diastolic (1.9%) blood pressure and body mass
index (1.4%) than those in the usual care group after three years, although there were
no significant differences between groups in diastolic blood pressure equal to or
greater than 100 mm Hg or body mass index (BMI) greater than or equal to 30kg/m>.
There were also no significant differences in smoking or alcohol consumption after

three years. The intervention was time consuming in a busy general practice
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environment, and the change in lifestyle risk factors was relatively small, which in
turn raised questions about its cost effectiveness, (OXCHECK Study Group, 1996,

Wonderling et al. 1996).

Similarly, the British Family Heart Study examined the effects of screening and
nurse-led lifestyle counselling on CHD risk factors in comparison to an internal
(participants enrolled at intervention practices who did not receive an intervention)
and an external (participants at practices where no intervention was delivered)
comparison group. Again, minimal information is given about the lifestyle
counselling provided to patients, other than it was reported to be ‘client-centred’, yet
‘subjects were told which decile of the distribution of risk for CHD they were in
relative to other men (or women) of the same age...The risk score was recorded in a
booklet, ‘Your Passport to Health’ in which personally negotiated lifestyle changes
in relation to smoking, weight, healthy eating, alcohol consumption and exercise
could be documented. When appropriate, Health Education Authority pamphlets on
each of these subjects were provided’. (Family Heart Study Group, 1994). As with
OXCHECK, there are no reports of integrity checks of the intervention delivery.
Those in the intervention group displayed lower weight by 1kg (reduction in BMI by
0.4kg/m?), systolic blood pressure by 7mm Hg, diastolic blood pressure by 3mm Hg,
and cholesterol by 0.1 mmol/l, in comparison to controls after one year. There was
also a reduction by 4% in smoking in the intervention group who attended a follow-
up consultation a year later, but there was an increase in smoking in those who did
not attend the follow-up consultation, suggesting that mainly those who had reduced
their smoking were attending the follow-up consultation. As with OXCHECK,

questions were raised as to whether the extra costs involved in delivering this
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intervention in a general practice environment produced great enough changes in
patient outcomes to be justified (Family Heart Study Group 1996, Wonderling et al.

1996).

The studies described above show that the provision of lifestyle advice can result in
the reduction of risk factors associated with chronic diseases, but these changes tend
to be small, and the benefits of such changes may not be apparent until long-term
follow-up. A number of reviews have also been conducted into single behaviour
lifestyle interventions, which clarify the relationship between the type of lifestyle
intervention delivered and patient outcomes.

-

1.1.2 Reviews of lifestyle intervention studies

1.1.2.1 Smoking Interventions

Systematic reviews of smoking interventions show mixed evidence. Silagy and
Ketteridge (1999) conducted a systematic review of thirty-one randomised controlled
studies where advice on stopping smoking was provided by physicians. They found
that simple advice reduced the rate of smoking cessation among patients by
approximately 2.5%, but more intensive interventions were slightly more effective in

encouraging smoking cessation than minimal advice-giving (odds ratio 1.44).

A systematic review of smoking cessation interventions delivered by nurses (Rice
and Stead 2001) showed that although smoking cessation counselling was more
effective in encouraging smokers to quit in comparison to no intervention (odds ratio

1.47) there was evidence to suggest that more intensive interventions (that lasted
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more than ten minutes and more than one session of follow-up contact with the
patient) were more effective than briefer ones (that lasted for ten minutes or less with
one or less sessions of follow-up contact with the patient). Caution should be
exercised in the interpretation of the term ‘counselling’ in this review however, as

many interventions were actually more about information giving than counselling.

A systematic review of group programmes for smoking cessation (Stead and
Lancaster 2002) showed that interventions were more effective in facilitating quit
rates in comparison to no intervention (odds ratio 1.91), but there was no evidence to
suggest that these programmes were more effective than providing individual

counselling.

Rigotti et al. (2002) reviewed seventeen randomised controlled trials into smoking
interventions that were conducted with hospitalised patients. They found that
psychosocial interventions conducted during the hospital stay that followed up for at
least one month post discharge lead to significantly higher quit rates in comparison to
control groups who received no intervention (odds ratio 1.82). These interventions
produced results at follow-up comparable with nicotine replacement therapy (NRT)
which also increased quit rates in these circumstances, although NRT in addition to
psychosocial interventions with these patients did not appear to significantly increase
quit rates. Longer interventions conducted within the hospitals without follow-up
did not result in higher quit rates than shorter interventions (odds ratio 1.07),
although interventions that involved a patient follow-up period of less than one
month did not show a significantly greater quit rate in comparison to controls (odds

ratio 1.09). However, these findings may be misleading in suggesting that
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counselling may be as effective as NRT in increasing quit rates. A review into the
use of NRT in promoting smoking cessation by Silagy et al. (2000) led the authors to
conclude that ‘the effectiveness of NRT appears to be largely independent of the
intensity of additional support provided to the smoker. Provision of more intense
levels of support, although beneficial in facilitating the likelihood of quitting, is not
essential to the success of NRT’, suggesting that NRT may be more effective in
helping patients who are motivated to change to stop smoking than counselling
alone. Indeed, a more recent trial by Molyneux et al. (2003) conflicts with the
findings of the review by Rigotti et al. (2002), as this showed that NRT in addition to
brief counselling to hospital inpatients promoted the bsigniﬁcantly higher rates of
abstinen::e at twelve month-follow-up in comparison to counselling alone and usual

care. There were no significant differences at follow-up between counselling alone

and usual care.

These reviews suggest that interventions for smoking that involve counselling are
more successful than those where brief advice was provided. More intensive
interventions may be more effective than briefer advice-giving interventions in some
circumstances, although it is difficult to deduce from these reviews exactly what a
more intensive intervention involves. NRT may be more effective in preventing

smoking than counselling in smokers who are motivated to quit.

1.1.2.2 Physical Activity
Systematic reviews into exercise interventions show that physical activity
programmes that encourage exercise to be built into a patient’s everyday life are the

most effective in being adhered to and maintained long term. Dishman and
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Buckworth (1996) conducted a meta-analysis of twenty-seven interventions that
promoted exercise through a variety of means, from information and advice giving to
structured physical activity programs to specialist interventions, including cognitive
behaviour therapy. The mean effect size was 0.34 and the odds ratio was 0.75. They
found that programmes that incorporated ‘behaviour modification approaches’
(interventions that took the approach of incorporating more activity by looking at
ways to change behaviour) produced the largest effect sizes and programs that were
non-supervised and promoted active leisure rather than structured exercise produced
larger effect sizes. The effect sizes were larger for healthier participants in the
studies in comparison to the less fit, suggesting that participants who had higher
levels of fitness may have found it easier to incorporate further activity than those
who were less active. Outcomes in the review were measured in a variety of ways,
although they relied predominantly on self-report measures, attendance at classes, or

reported frequency of activities, rather than objective measures of physical function.

Hilsdon and Thorogood (1996) systematically reviewed twelve randomised
controlled trials of physical activity promotion strategies. Five out of seven studies
that evaluated home-based exercise programmes reported increased levels of
physical activity. Two out of five studies that examined changes in physical activity
through attendance at an exercise facility, such as a leisure centre, showed client
increases in exercise. They concluded that programs that promoted walking as a form
of physical activity and did not require attendance at a specific location (such as a
leisure centre) are more likely to lead to changes in activity that are sustained over
time. However, again outcome was measured in most studies by self-report

measures, rather than actual measures of physical fitness, and many studies recruited
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their volunteers via advertising, rather than approaching those who may be less

motivated to increase their activity levels.

Riddoch et al. (1998) reviewed twelve trials of physical activity promotion schemes
within a primary care context. Most trials showed improvements in the amount of
exercise undertaken, although the effect sizes were small. They inferred that
although such programmes were unlikely to lead to large changes in patients’
behaviour, small changes in large amounts of patients would be beneficial. They
also suggested that as no programmes had incorporated theories of behavioural
change, this may improve exercise uptake.

It appears therefore, that exercise programmes that promote unsupervised physical
activities that can be easily incorporated into the patient’s lifestyle, and programmes
that include aspects of behaviour change theory may be the most effective in
facilitating changes in patients’ exercise levels, although most outcomes appear to be
measured via self-report questionnaires rather than through measures of physical

fitness.

1.1.2.3 Alcohol Consumption

There are three main reviews of brief alcohol intervention with heavy drinkers
(rather than specialist therapies for alcohol addition). Poikolainen (1999) conducted
a meta-analysis of randomised controlled trials of brief alcohol interventions. Very
brief interventions did not lead to a statistically significant change in drinking
between the control and intervention groups. Extended interventions led to a

significant decrease in alcohol intake of approximately fifty-one grams per week for
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women, and although men ‘showed a tendency to reduce their alcohol consumption
by a similar amount following a longer brief intervention, this reduction was not
statistically significant. Briefer interventions appeared to work sometimes, but not
all of the time, leading the author to question how the interventions differed, and
question which aspects of brief interventions are effective. There was a lack of
uniformity across studies, and the interventions used often did not describe their

content in enough detail.

Wilk et al. (1997) performed a meta-analysis of twelve randomised controlled trials
of more than thirty participants, classified as heavy drinkers, who received brief
alcohol intervention. Brief intervention was more effective in reducing patient
drinking in comparison to no intervention (odds ratio 0.91). Heavy drinkers who
received brief intervention were twice as likely to reduce their drinking (although it
is not clear from the paper by how much) within twelve months following the

intervention compared to those who did not receive it.

Kahan et al. (1995) reviewed eleven studies of brief interventions conducted by
physicians with problem drinkers. Brief interventions appeared to be more
successful with male drinkers than female drinkers, and there was no evidence to
suggest that brief intervention reduced alcohol related morbidity. They contended
that on the whole, brief alcohol interventions delivered by physicians were effective
in reducing drinking by approximately five to seven standard drinks per week in
men, but the results were less consistent for women. Interventions were however,
often not clearly described and questions were raised with regard to whether

practitioners actually delivered the intervention. They suggested that more research
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‘into the kinds of interventions delivered, the engagement of practitioners in
delivering the intervention and the type of patients for whom brief intervention is

most effective should be conducted.

These reviews suggest that brief interventions may be effective in reducing alcohol
consumption, although it is not clear whether brief intervention works well with all
patients — many studies do not discuss the content of their interventions, which
makes conclusions difficult and gives little explanation for inconsistent findings.
The integrity of the intervention delivered is often not assessed. Furthermore,
practitioners may also be uncomfortable in delivering this intervention. This point is
also ma;e by Babor and Higgins-Biddle (2000: 678-9), who concluded that the
cumulative evidence from randomised controlled trials show that ‘[although]
clinically significant effects on drinking behaviour ... can follow from brief [alcohol]
interventions, the results have not always been consistent across studies.’ They also
highlight that training healthcare practitioners in brief intervention needs to focus on
how to change practice (by identifying barriers to implementation), rather than
simply educating practitioners about how to conduct brief intervention with

hazardous drinkers.

1.1.2.4 Diet
Several studies have attempted to facilitate patient changes to different aspects of
their diet, usually to increase consumption of fruit, vegetables and wholemeal

carbohydrates, and decrease saturated fat and sugar consumption.
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Evidence suggests that interventions to encourage healthy eating are generally
effective. Roe et al. (1997) conducted a review of seventy-six healthy eating
interventions targeted at the general population. Across studies, dietary fat intake
was reduced by one to four percent in the general population long term, although this
figure was higher for those individuals who were highly motivated to change their
diet. Changes were generally small reflected by reductions in blood cholesterol of
seven to ten percent across studies, but the most effective interventions were those
based on models of behavioural change, and those which focussed on either diet

alone, or diet and exercise.

Contento et al. (1995) reviewed two hundred and seventeen studies conducted in the
field of nutrition education. They found that educational interventions directed at
behavioural change as a goal, which focussed on what patients felt their needs were,
were most effective in achieving healthy eating, rather than studies that relied heavily
on the dissemination of information and teaching of skills. Outcomes were
predominantly measured in by evaluating changes in eating and nutrition behaviours,
knowledge and attitudes to diet, although it is not clear in all cases how this was
measured — several studies used self-report measures, rather than physical

assessments.

The trials reviewed in these two papers suggest that healthy eating interventions are
generally effective in triggering small changes to patients’ diets, although
interventions that focus on behaviour change rather than providing information
appear to be more successful. Many studies have relied on self-report rather than

objective measures of dietary change.
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1.1.2.5 Multiple Lifestyle Interventions

There have been two systematic reviews that have focussed on multiple lifestyle
interventions, rather than interventions for specific lifestyle behaviours. Ashenden et
al. (1997) conducted a systematic review of studies that examined lifestyle change
interventions in a primary care environment — they identified twenty three smoking
cessation studies, six trials of alcohol intervention, ten trials to modify dietary
behaviour and six trials that target exercise. They found that the provision of advice
was more effective at encouraging patients to make changes to smoking behaviour
when compared to no advice (odds ratio 1.46), but there were no significant
diﬁ’eren;es between those who received intensive advice in comparison to those who
received brief advice. Most studies indicated that GP advice was effective in
reducing alcohol consumption, although it was not clear from the studies reviewed
how great this reduction was, and which intervention designs were most effective.
The authors did not draw any conclusions from studies about advice to improve diet
and exercise as outcomes and results varied, and these interventions tended to differ

greatly in their nature, and were often imbedded within comprehensive programmes

targeting several health behaviours.

In addition to this, Jepson (2000) conducted a comprehensive review of systematic
reviews into lifestyle interventions. She concluded that the most effective
interventions to aid smoking cessation were NRT and smoking cessation counselling.
Brief smoking advice had a small effect on reducing smoking, but there was
evidence to suggest that more intensive interventions were slightly more effective.

GP advice and behaviour modification approaches were most likely to have an
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impact on patient activity levels. Dietary advice given to adults could be successful
in facilitating healthy eating in adults, but the most effective interventions were those
based on behavioural change. Brief interventions that incorporated ‘motivational
counselling techniques’ were the most effective interventions in reducing alcohol

consumption, along with pharmacotherapy and drink/drive advertising campaigns.

1.1.3 Summary

In summary, there is mixed evidence with regard to the effectiveness of different
lifestyle interventions for specific health behaviours. However, one theme that
appears to be common across meta-analyses is that interventions that are targeted at
changing behaviour, rather than simply providing information on how and why to
change, tended to be the most effective across health behaviours. Many
interventions have been poorly defined, and some have been defined as a
‘counselling’ intervention, even though they appear to be more reflective of ‘advice-
giving’.  Several interventions rely on self-reported changes in behaviour, rather

than objective measures.

1.1.4 The integration of behaviour change interventions into clinical practice

The reviews of the literature on lifestyle change in section 1.1.2 have shown that
interventions tend to promote small changes in health behaviours, but those which
aim to change behaviour, rather than those that provide advice on what changes to
make, seem to be the most successful. These interventions require more skill than
simple advice giving, and one challenge facing healthcare practitioners is finding
effective ways to address complex issues such as behaviour change, without having

to increase consultation times or resources. Studies in the alcohol field (Rollnick et
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al. 1997, Kaner et al. 1999) have shown that the integration of brief intervention
skills by practitioners in primary care is often poor. Studies such as OXCHECK
(OXCHECK Study Group, 1994, 1995), and the British Family Heart Study (Family
Heart Study Group, 1994, 1996) showed that interventions often lead to small
changes in patient behaviour, but this needs to be applicable in the real-world context
where finances and the logistics of service delivery impact on the ability to provide

lifestyle interventions.

One intervention that may be suitable for this purpose is behaviour change
counselling (BCC) — a method for consulting with patients which is derived from
motivational interviewing but is designed for use in briefer consultations on everyday
health care practice. It can be delivered in time frames as brief as five minutes,
showing potential to be integrated into everyday consulting in primary care settings,
where consultation are generally around eight minutes in length, without special

provision.

1.2 Behaviour Change Counselling: its origins and characteristics

BCC is a patient-centred approach (Stewart et al. 1995) that healthcare practitioners
may take during a clinical consultation where lifestyle change needs to be addressed.
It was first defined by Rollnick et al. (1999: 11) as ‘..ways of structuring a
conversation which maximise the individual’s freedom to talk and think about
change in an atmosphere free of coercion and the provision of premature solutions’.
It has more recently been defined as ‘/a] patient-centred method, with [the
application of] principles and skills linked to the specific subject of health behaviour

change and motivational interviewing’ (Rollnick et al. 2002: 278).
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BCC is derived from motivational interviewing (MI), a ‘client-centred, directive
method for enhancing intrinsic motivation to change by exploring and resolving

ambivalence’ (Miller and Rollnick, 2002:25).

1.2.1 What is motivational interviewing?

MI has evolved from the work by psychologist Carl Rogers (1959) on the client-
centred counselling framework. Rogers developed this framework from his
experiences of delivering psychotherapy to his clients. He found that his clients
often had improved results if he listened more and allowed them to determine the
rate of treatment. This led him to believe that a flexible attitude to treatment was
important, as encouraging the client to be self-aware and to make independent

choices appeared to help them to understand the problem in hand.

MI is similar to the client-centred counselling framework, in that it ‘does not focus
on teaching new coping skills, reshaping cognitions or excavating the past. It is
quite focussed on the person’s present interests and concerns.  Whatever
discrepancies are explored and developed have to do with incongruities among
aspects of the person’s own experiences and values.’ (Miller and Rollnick, 2002:25).
Motivation for change is drawn from the client, rather than imposed. However, MI
differs from the client-centred counselling framework in that it is purposely directive.
‘Motivational interviewing involves selective responding to speech in a way that
resolves ambivalence and moves the person toward change’. (Miller and Rollnick

2002: 25).
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One misconception about MI is that it is often viewed as a set of techniques that can
be inflicted on a patient, without genuine empathy and understanding (Miller and
Rollnick 2002: 33). Ml is a clinical skill, rather than a tool. To further define the
nature of MI, Miller and Rollnick (2002: 34-42) describe the spirit of MI (or a ‘way
of being’ with a patient), and present four principles (or ‘conventions guiding

practice’) behind the method.

MI spirit is divided into three components — collaboration, evocation and autonomy
(Miller and Rollnick 2002: 34-35).  Collaboration refers to the patient and
practitione; working together in partnership, not against each other (for example,
with tﬁe practitioner advocating for change and the patient arguing why change is not
a good idea). Evocation describes the process of the practitioner eliciting the
patient’s goals, thoughts and feelings about behaviour change, rather than providing
information as to how and what they should feel about change. Autonomy signifies
practitioner respect for the patient’s rights as an individual. Patients know their own
mind, and should be allowed to choose what to do about their behaviour — there is
recognition that any changes the patient does decide to make are entirely their
choice, and that the practitioner is not there to force the patient to do anything.
Should the patient decide that they do not want to make ahy changes to their

behaviour the practitioner in turn has to respect this decision.

The four principles to be followed while conducting MI are to express empathy,
develop discrepancy, roll with resistance and support self-efficacy (Miller and
Rollnick 2002: 36-41). Express empathy describes how the practitioner should

demonstrate understanding of the patient’s perspective. This is mainly achieved
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through the use of active, reflective listening techniques, which demonstrate that the
practitioner understands what the patient has told them. Rolling with resistance is
the approach taken to avoid confrontation with a patient. It could be described as
‘going along with what the patient says for a bit’ while demonstrating understanding
for resistance as a means of reducing it. As well as eliciting the patient’s motivation
to change, the practitioner should support the patient’s self-efficacy (a person’s belief
that they have the ability to do something) and build on the patient’s confidence in
achieving change without telling them what to do. Developing discrepancy is the
most complex of the principles underlying motivational interviewing. It involves the
practitioner listening carefully to what the patient says about their personal values,
and illustrating how this is at odds with the patient’s current behaviour. This is often
achieved by highlighting how the behaviour in question does not fit in with the

patients’ perception of how they would like to be.

With the spirit and guiding principles of the method in mind, the practitioner uses a
number of skills to encourage the production of patient ‘change talk’ (patient talk
about how and why they might change their behaviour). This is accomplished
through a variety of means, such as asking permission to talk about the behaviour in
question, encouraging the patient to set the agenda for the consultation, assessing a
patient’s readiness to change, asking open-ended questions, making summaries, and
the skilful use of reflective listening to both express empathy and to direct the patient -

in producing change talk.
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Motivational interviewing is usually conducted within specialist, help-seeking
clinical settings, with consultation times ranging from approximately thirty minutes

to an hour in length.

1.2.2 How does behaviour change counselling differ from its parent method?
BCC is a method of consulting with patients about lifestyle change, which draws on
the skills of MI, a more specialist method of consulting about behaviour change. It is
therefore often describéd as an adaptation of motivational interviewing, or ‘AMI’.
The two methods are often interchangeably labelled as MI, although they are
somewhaf different in nature.

BCC usually occurs within time frames ranging from five to thirty minutes in length,
in both opportunistic and help-seeking settings. Like MI, BCC is more than a simple
group of techniques and skills to be used — ‘spirit’ is an important factor in the

consultation. Rollnick et al. (1999: 32) illustrate this in the following paragraph:

‘We pay a lot of attention to technique and strategy in this book, yet by far the most
important thing is the spirit of the method. Put simply, this is a collaborative
conversation about behaviour change. Rather than wrestling ... it is more like
dancing ... The patient is encouraged to be an active decision maker. The
practitioner provides structure to the discussion and expert information, where
appropriate, and elicits from the patient views and aspirations about behaviour
change. This is not merely a matter of using techniques or strategies, but of
approaching the consultation and topic of behaviour change with a set of attitudes

that promote patient autonomy.’
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Therefore, the most important element of BCC is for the practitioner to build a good
rapport with the patient, and convey an accepting attitude. The consultation should
be a collaborative effort between the two parties, rather than one person acting as an

expert.

A number of skills common to MI are employed by the practitioner during a BCC
consultation, all of which should adhere to the spirit of BCC. An understanding of
the patient’s perspective is obtained through the use of skilful, mainly open
questioning and the use of reflective, empathic listening. The practitioner also
conveys their understanding of what the patient has said by using empathic listening
statements and summaries at key points of the discussion. The practitioner elicits
what the patient understands before providing information, and extracts what they
have understood from the information provided, rather than simply giving advice.
The practitioner helps the patient to articulate how ready they are to make changes to
their lifestyle, and uses this as a basis to discuss lifestyle changes with the patient,
encouraging the patient to set their own targets for change in line with how ready
they feel to make those changes. The practitioner also works alongside the patient to

increase their readiness to make changes to their lifestyle.

BCC differs somewhat in its ‘spirit’ and ‘principles’ in comparison to MI. BCC
spirit has been likened to one of shared decision making (Rollnick et al. 2002: 278).

Although the MI spirit points of collaboration, evocation and autonomy clearly form
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part of BCC, Rollnick et al. (2002a: 278) argue that BCC consultations often have a

‘task-oriented flavour’ in comparison to MI, with BCC spirit implemented in light of
behaviour change tasks, whereas MI spirit is implemented through relationship
building §vith a patient. The principle of ‘developing discrepancy’ is not essential in
the use of BCC — it is more important to have a constructive discussion about
behaviour change than to contrast how the desired behaviour differs from the client’s
current behaviour. A summary of the similarities and differences between BCC and
MI (in terms of their context, goals and style) is shown in table 1.1 (adapted from

Rollnick et al. 2002a: 274).

26



*

1
-~ B O

o3

oo O

13



coleg meddygaeth

Chapter One: Background — Introduction college of medicine

Table 1.2: Differences between BCC and MI in their use of skills

Skill Behaviour Change Motivational
Counselling Interviewing

Ask open ended rather than closed Commonly occurs Essential
ended questions

";Kfﬁ'ﬁha*ﬁsfri’s . . ~ Commonly occurs ~ Essential
‘Summaries  Essential Essential

| Ask permission ‘Essential |  Essential
Encourage recipient choice and Essential Essential
responsibility in decision making

| Elicit patient informationneeds @~ | Commonlyoccurs | Not essential
Provide advice o | Commonly occurs Not essential
'Reflective listening statements Commonly occurs Essential
Directive use of reflective listening |  Not essential Essential
Variation in depth of reflections Commonly occurs ~ Essential
Elicit change talk Commonly occurs Essential

‘Roll with Resistance =~ ~ Essential ' Essential
‘Help client articulate deeply held values |  Notessential Essential

MI focuses very closely on the strategic elicitation of patient change talk to facilitate
behaviour change, strategically using open-questions that encourage change-talk, and
producing reflective listening statements that best develop discrepancy, amplify
change-talk and resolve ambivalence. MI also focuses ‘systemic change’ (Rollnick
et al. 2002a: 278), or the change in values and/or individual identity in line with
behaviour changes. BCC however has a much more modest goal — to simply have a
constructive conversation about behaviour change, which explores how the patient

thinks and feels about change, and encourages them to make changes to their
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lifestyle rather than facilitating changes to deeply held personal values. This does
not mean however, that practitioners using BCC do not encourage change-talk,
develop discrepancy and help to resolve ambivalence. These behaviours can and do
occur within BCC consultations, but these behaviours are not essential in BCC
whereas they are central to the practice of MI. The primary function of asking
questions and using reflective listening in BCC is to elicit the patient’s thoughts,
feelings and knowledge, to use this information to identify readiness to change, and
to help the patient build motivation to make lifestyle changes. Reflective listening is
also used in BCC to convey understanding and build rapport between the practitioner

and the patient.

Rollnick et al. (2002a: 279) state that ‘The principal difference between behaviour
change counselling and motivational interviewing ... is the practitioner’s conscious
and strategic use [in MI] of his or her own responses to elicit and reinforce certain

kinds of speech from the client, while reducing other types of client responses.’

The main difference between the two methods is the intention of the skills used
rather than the skills themselves, and it is this difference that essentially makes BCC

a separate construct from MI.

1.2.3 Evidence that motivational interviewing and behaviour change
counselling may be effective in facilitating lifestyle change

There have been three major reviews of motivational interviewing and its adaptations

which show evidence for the method. Noonan and Moyers (1997) reviewed eleven

clinical trials of AMIs delivered as interventions for drug and alcohol abuse. Nine of
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the eleven trials supported the use of MI as a clinical intervention. The two studies
that did not support this were conducted within primary care (Richmond et al. 1995)
and gastric medicine (Kuchipudi et al. 1990). However, Noonan and Moyers (1997)
argue that the interventions described do not appear to reflect the spirit of MI despite
reporting the use of MI skills, which in turn raises questions regarding whether the

intervention delivered was really an MI style intervention.

Dunn et al. (2001) conducted a systematic review of brief interventions adapted from
MI. They found that eleven out of fifteen AMI studies conducted in the substance
abuse ﬁgld showed significant effect sizes. The most effective studies in this field
were those that incorporated MI into a treatment plan by conducting MI sessions
with patients before they received usual care. They identified two studies that used
AMIs fo assist in smoking cessation activities, one of which produced a small but
significant effect, and the other showed positive but non-significant effects. MI was
found to be effective in HIV risk prevention by increasing condom use and reducing
unprotected sex, but was not effective in changing injecting practices or risky sexual
behaviour (Baker 1993, 1994). MI to encourage exercise uptake demonstrated small
but positive effects. There were not enough studies in the fields of smoking, diet and
exercise to generalise, but Dunn et al. (2001) concluded that ﬁndings from the drug
and alcohol abuse field supported the use of MI as a method of brief intervention in

this context.

Burke et al. (2002) conducted a quantitative and qualitative systematic review of
twenty-six randomised controlled trials of AMIs. Eleven out of twelve studies

showed support for MI in the treatment of alcohol problems. Two studies used MI
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as a prelude to other treatments for alcohol abuse, and the remaining ten used Ml as a
stand alone treatment. There was evidence that MI was more effective in reducing
patient drinking when it had been used as a forerunner to further treatment when
compared to the treatment alone. Five out of six studies which used MI as a stand
alone treatment showed positive effects in comparison to no intervention (Borsari
and Carey 2000, Gentilello et al. 1999, Heather et al. 1996, Marlatt et al. 1998,
Miller et al. 1993). Two studies that compared MI to a brief informational interview
and written information about hazardous drinking favoured the use of MI in
changing patients’ drinking (Monti et al. 1999, Handmaker et al. 1999). Three
studies which compared MI to other lengthier interventions found no significant
difference between them (Miller et al. 1993, Heather et al. 1996, Project MATCH
Research Group 1997), although it is important to note that all interventions studied

resulted in positive changes in patients’ drinking.

In the drug abuse field, two studies that compared MI as a forerunner to further
treatment with didactic educational sessions showed results in favour of the use of
MI (Martino et al. 2000, Saunders et al. 1995). Two studies which compared MI as a
prelude to further treatment with more intensive interventions showed that MI was as
efficacious as the methods to which it was compared (Booth et al. 1998, Schneider et
al. 2000). One study that compared two sessions of MI with fourteen sessions of
cognitive behavioural therapy as a stand-alone treatment for substance abuse showed
that there were no significant differences between the two treatments, but both
groups showed significant reductions in their marijuana use and dependence

following both interventions (Stephens et al. 2000).
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Just ten studies covered other health behaviours such as treatment adherence,
smoking, HIV risk behaviours, diet and exercise, which made conclusions about the
efficacy of AMIs to produce changes in these behaviours difficult (Burke et al. 2002:

240).

There were just two trials examining the use of MI in encouraging patients to reduce
and/or quit smoking (Colby et al. 1998, Butler et al. 1999). Colby et al. (1998)
observed no significant differences in smoking levels between those who received
the AMI intervention compared to those who received brief advice, although they did
find th_a}t those in the AMI group showed significantly decreased smoking
dependence and smoked for one day less per week than those who received brief
advice. Similarly, Butler et al. (1999) found no significant differences between those
who received the MI based intervention and those who received usual care in terms
of their abstinence rates, reduction of cigarettes smoked in the previous month and
number of quit attempts, those who received the MI intervention progressed to a
more advanced stage of change, made longer quit attempts than those in the control
groups and smoked less cigarettes in the previous twenty-four hours than controls.
Two studies into treatment adherence (Martino et al. 2000, Swanson et al. 1999)
indicated that the incorporation of MI sessions as a prelude to treatment may enhance
adherence to some aspects of treatment for psychiatric disorders. Two studies of
HIV risk prevention (Baker et al. 1993, 1994) did not show significant differences
between interventions based on MI and other briefer interventions. There was mixed
evidence in the four studies which used AMIs to promote lifestyle changes in diet
and exercise. Two studies showed little or no effect of MI on lifestyle changes in

comparison to other methods (Harland et al. 1999, Mhurchu et al. 1998), but two

32



coleg meddygaeth

i

Chapter One: Background — Introduction Ldm

studies indicated that MI was an efficacious addition to a treatment programme

(Smith et al. 1997, Woollard et al. 1995).

The evidence presented in these three reviews show that AMIs used in the treatment
of drug and alcohol abuse problems appear to be efficacious. There is a paucity of
research into other health behaviours, such as smoking, diet and exercise, which
make conclusions about the efficacy of AMIs in promoting lifestyle change difficult

to draw.

1.2.4 Issues in the evaluation of AMIs

One common factor which made the results of the studies included in the reviews
above difficult to interpret was that of the internal validity. Many of the trials
reported outcomes in terms of patient behaviour. However, most failed to report
exactly how MI was delivered to patients, and provided little detail regarding their
adaptation of the parent method. In some cases, this raised questions about whether
it was considered fair to call the intervention used an adaptation of motivational

interviewing (Noonan and Moyers, 1997: 15).

Little detail of the training programmes provided to practitioners was given in most
of the studies included in the review. This makes it difficult to establish the effects
of training duration, content and format on the skill level of practitioners. As Dunn

et al. (2001: 1739) illustrate:

‘Only ten of these studies reported the training time provided to MI interventionists,

which averaged fifteen hours. This duration of training is feasible in some settings,
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but not in others. Unfortunately, we cannot tell from the reviewed studies what skill
levels of MI were achieved by this amount of training. Studies are needed of MI

training to better determine optimal training duration and skill levels.’

Noonan and Moyers (1997: 15) also highlight that ‘A related question is how best to
train clinicians in the Ml style ... More research in this area is essential if MI is to be

effectively implemented in the treatment community.’

In addition to information regarding the training programme used to teach
interven_t'ions to practitioners, there is a lack of objective assessment of practitioner
skill level when delivering these interventions. For example, work by Miller and
Mount (2001) found that practitioners’ self-ratings of MI performance are often
higher than those made by an independent assessor. This highlights the importance
of the objective measurement of MI performance if reliable conclusions are to be

made from its effect on patient outcomes.

Burke et al. (2002: 246) make a number of recommendations for future studies of
AMIs, including a careful assessment of the treatment integrity and a clear

description of the AMI procedures under study.
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1.3 The measurement and acquisition of skills in behaviour change

counselling

Reviews into lifestyle change interventions show that the most effective methods are
those that aim to change patient behaviour, rather than simply imparting information
on how to make changes. However, studies conducted in general practice in the UK
have highlighted the importance of being able to integrate such interventions into
normal everyday service delivery if such interventions are to be practical to
implement. BCC has shown potential in serving this purpose. Reviews into AMIs
draw attention to the lack of research conducted into the training process and

evaluation of skill.

As a result of the scarce research conducted into the training of AMIs, and the
potential of BCC to serve as an effective lifestyle intervention in clinical practice, the
work included the first part of this thesis (study one, chapters two to five) will focus
on measuring the skill acquisition of healthcare practitioners before and after training
in BCC, to establish which skills are acquired, and how much change can be
expected after training workshops. The aims of this study can be found in section

2.4, page 49.

The second part of this thesis (study two, chapters six to nine) will examine the
training process, and evaluate whether different methods used in training have a
differential effect on practitioner skill levels following training. The aims of this

study can be found in section 6.5, page 165.
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2.0 Introduction

Before methods of training in BCC can be evaluated, a measure of practitioner skill

in BCC needs to be developed. The rationale for this is discussed below.

2.1 The Importance of Measurement

The delivery of complex interventions such as BCC has often been evaluated by
focussing on patient outcomes. Studies such as OXCHECK (OXCHECK Study
Group, 1995) and the British F amily Heart Study (Family Heart Study Group, 1994)
reported their results in terms of impact on patient behaviour following the reception
of a health check and patient centred consulting from a practice nurse (OXCHECK
Study Group 1995: 1100, Family Heart Study Group 1994: 313-314). However, very
little iﬁformation was given regarding the training of the nurses and the type of
intervention that was delivered, which draws into question the nurses’ ability to
deliver the intervention following training, as well as what they actually did deliver

within the consultation.

The importance of the measurement of practitioner skills in interventions such as
BCC should not be underestimated. Trials of various medications within healthcare
are subject to tight controls, to ensure that eligible patients in the intervention group
are exposed to a controlled dose of a specific medication previously demonstrated to
be active, and to ensure that any differences within the intervention group are not as

a result of differing levels of medication. The same strategy should be applied to
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interpersonal interventions like BCC, as arguably different levels of BCC could

potentially result in different levels of behaviour change in patients.

This has been highlighted in early studies which evaluated the patient centred
method. Reviews of this topic (Mead and Bower 2002, Lewin et al. 2001) have
highlighted problems in the actual definition of the patient centred ‘construct’ (a
‘mini-theory’ to explain the relationship between behaviours and/or attitudes
[Streiner and Norman 1995:151]), which has in turn led to problems in relating
patient outcomes with this particular method of consulting. Mead and Bower (2002:

60) argue that:

‘One way of improving the interpretability of future studies would be for the authors
to explicitly link their measures of the consultation to one of the two multi-

dimensional models of patient centred care that have been proposed.’

The use of these measures however, should be interpreted with caution, as Lewin et

al. (2001: 16) explain:

It is important to note that none of the included studies used measures explicitly
designed to measure patient centredness of the consultation......This area needs
Sfurther work in order to develop valid, reliable and appropriate tools to assess the

effects of interventions to promote patient centred care on the consultation process.’

Lessons can be learned from the mistakes made by studies of the patient-centred

method. Failure to clearly define the ‘construct’ and provide a valid, reliable

=
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measure of assessment will make the evaluation of complex interventions difficult.
If the amount of training, definition of the skills taught, and practitioner ability to
deliver the intervention is not accounted for, this will limit the generalisability and

reproducibility of studies in BCC.

The importance of the measurement of practitioner training and skill has been
highlighted by two reviews of controlled trials of AMIs (Dunn et al. 2001; Burke et
al. 2002). Dunn et al. (2001) found that the evaluation of the efficacy of AMIs was
difficult due to the lack of information regarding the training and skill level of
praétitiongr,s who delivered the intervention. Of twenty-nine studies, only ten
reported the number of hours training given, eleven reported that training was
provided but gave no ihdication of how much training was given, and eight did not
mention training at all. No studies mentioned practitioner skill level in delivering
AMIs, and how much training produced how much skill in using AMIs. Each AMI
was different to the next, making it difficult to compare like with like, leading Dunn
et al (2001: 1740) to recommend the development of a standardised coding system,
and a description of the intervention taught, as it was difficult to establish whether
those practitioners who delivered the interventions incorporated the spirit and

principles of MI, or took a technique-driven approach to delivery.

In response to this paper, Rollnick (2001) was in agreement with Dunn et al. (2001),
stating that there was a clear lack of evidence with regard to exactly what
intervention was used with patients. He recommended that future studies of AMIs
should pay great attention to what interventions the practitioners are trained to use,

and what actually happens within the consultations delivered as part of controlled
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trials of AMIs. He also argued that the training of practitioners with the view of
changing their consulting behaviour should be given the same prominence as patient
outcomes following the delivery of the intervention. Miller (2001) also commented
on the work conducted by Dunn et al. (2001), highlighting the fact that trials that
simply claim to have monitored the performance of practitioners do not necessarily
mean that practitioners were practicing the skills and spirit of motivational
interviewing. He argued that practitioner self-report of using MI skills is not reliable
(Miller and Mount 2001), and that the direct monitoring of clinical practice is the

gold standard for assessing the skills used as part of a trial.

In addition to the review conducted by Dunn et al. (2001), Burke et al. (2002: 242-
43) also highlighted a number of discrepancies in trials of AMIs. They specifically
refer to the lack of adequate specification of the intervention used, in that there is
often no detail regarding the amount or nature of the training delivered, the
background and credentials of the intervention providers, and the nature of the
intervention delivered. They also state that there has been no indication of how the

intervention was delivered to patients.

It is clear that previous studies of AMIs have often failed to document the training of
practitioners, and have provided no reliable measure of the skills that practitioners
have been trained to deliver. This is turn makes it difficult to compare studies that
have used AMIs as interventions, and raises questions as to whether the AMIs
delivered bore any resemblance to the parent method from which they were derived.
This has serious implications for studies that report patient outcomes following the

delivery of an AMI, because claiming that these interventions resulted in positive,
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negative or no behaviour changes on the part of the patient, without any detail on the
training and delivery of the AMI could lead to incorrect conclusions about the use of

motivational interviewing with patients.

The lack of detail about the AMIs used in the studies reviewed by Burke et al. (2002)
and Dunn et al. (2001) reflects the fact that AMIs are complex interventions, which

the Medical Research Council (MRC) (2000:3) define as:

‘...Interventions ... built up from a number of components, which may act both
independently and inter-dependently. The components usually include behaviours,
parameters of behaviours (e.g. frequency, timing), and methods of organising and
delivering those beha&iours (e.g. type(s) of practitioner, setting and location). It is

not easy precisely to define the “active ingredients” of a complex intervention.’

Trials of complex interventions ‘require much more preparation and training of the
practitioners involved than in conventional trials, to ensure that all consistently
provide as close to the same intervention as possible’ (MRC 2000: 10). The MRC
recommend the monitoring and assessment by an independent reviewer to evaluate
the quality and uniformity of the intervention delivered, and also recommend the use
of appropriate outcome measures to assess change in professional behaviour
following training (MRC 2000: 11-16), to guard against the inconsistencies such as

those found by Dunn et al. (2001) and Burke et al. (2002) above.

It is clear from the evidence presented above, that the use of a valid, reliable measure

that evaluates practitioner behaviour change following training in BCC would be
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highly desirable when investigating the best way to train practitioners. Such a
measure would not only be able to give an indication of the level of BCC skill the
practitioner was trained to deliver, but would also provide an indication of which

training methods led to the greatest acquisition of skills in BCC.

2.2 Existing measures

Before designing an instrument for the purpose of measuring BCC, it is important to
ensure that there is not a suitable tool currently in existence (Boon and Stewart 1998:

172).

There are a great number of instruments available for measuring communication
between patients and healthcare providers. Some are used purely as educational
assessment toois (Stillman 1977; Kurtz and Silverman, 1996), whereas others are
research tools (Roter 1995, Bales 1950, Bensing 1991). Many of the instruments are
completed by patients or simulated patients (Cohen et al. 1996) although most are
completed by researchers, teachers or other evaluation personnel (Burchard and
Rowland-Morin 1990; Callahan and Bertakis 1991). Each instrument specifies
whether it is to be scored using videotaped, audio data, or in real time (scored by an

observer as the consultation is carried out).

Systematic reviews of measures of communication between healthcare practitioners
and their patients (Boon and Stewart, 1998; Elwyn et al. 2001) have revealed that
existing instruments have often not been adequately validated and tested for
reliability. Mead and Bower (2000) highlighted low concurrent validity between

three instruments which claimed to be measuring ‘patient-centredness’, showing that
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caution must be exercised when choosing an outcome measure as different
instruments can measure different ‘aspects of the same construct, while giving the

impression that they are different instruments which measure one common construct.

Although there are a number of measures available to assess communication within
consultations, there are not any that are specific to the skills involved in BCC.
Several instruments measure related concepts, such as patient centredness (Henbest
and Stewart 1989), and may include items which assess one particular behaviour that
occurs in BCC (such as setting an agenda). However, to reliably measure BCC, an
inventory of microskills central to the construct of BCC, which reflect spirit, as well

as techniques, would be required.

2.2.1 Existing measures relevant to the BCC construct

There are two instruments available that are closely related to the BCC construct (see
section 1.2, page 20). The first is the Motivational Interviewing Skill Code (MISC),
developed by Miller (2000). This is a research tool that quantifies the motivational
interviewing consistent behaviours of both the practitioner and patient. It scores
audio-recorded data and requires three passes. The first pass involves global ratings
for the practitioner (acceptance, egalitarianism, empathy, genuineness, warmth and
spirit), the patient (affect, co-operation, disclosure and engagement) and the
relationship between them (collaboration and benefit) on seven-point likert scales.
The second pass is conducted to provide actual counts of MI consistent and
inconsistent behaviours. The third pass requires the use of two stop watches to
measure the amount of talk time occupied by the practitioner and the patient

respectively. The MISC was reported to be a practical, valid tool that provided detail
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as to whether MI had actually taken place within consultations in a pilot randomised

controlled trial (Tappin et al. 2000).

The items on the MISC do reflect several behaviours that occur within the process of
BCC. The MISC provides a detailed account of what has happened in the
consultation, but there are a number of weaknesses that make it unsuitable for use
when assessing consultations where the practitioner is conducting BCC following
training. Firstly, scoring consultations is a lengthy process, and three passes would
often not be practical or possible for trainers and/or researchers in the training of
BCC to conduct, as there are likely to be several consultations from each training
workshop to be coded within a relatively short space of time. The MISC manual
suggests that for BCC consultations, this could be reduced to one pass (Brief MISC),
with the rationale being that BCC is usually conducted in shorter consultations than
MI. However, coding three sections concurrently has the potential to reduce rater
reliability, because trying to focus on three separate measurements at the same time
could possibly lead to errors while trying to mark behaviour counts, code global
ratings and operate a stop-watch at the same time. Shortening the MISC to simply
include the global ratings would not be suitable for studies of training, as information
regarding the acquisition of the microskills of BCC would not be available.
Shortening MISC to include the behaviour counts only is also impractical, as BCC
consultations are generally much shorter than MI consultations (especially during
training), the counts of specific behaviours would appear to be relatively low. It has
also been argued that the behaviour counts on MISC only show that the behaviour
occurred, and do not give an indication of the how well those actions have been

conducted (Boycott, 2001). However, the most fundamental reason why a specific
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instrument to score a BCC consultation is desirable, is that BCC has fewer goals and
takes a different, somewhat task orientated approach in comparison to MI (see

section 1.2.2, page 24), and this needs to be reflected in its measurement.

The second instrument that includes items relevant to BCC is the Behaviour Change
Skills Rating Scale or ‘BCSRS’ (Bonner, in preparation, see appendix I). This
instrument is currently in development, and has the aim of assessing dietetics
students’ communication skills within a consultation (Gillie Bonner 2002, personal
communication). It is divided into three sections — the first assesses the overall
structure_of the consultation, the second scores the use of specific communication
skills within the consultation, and the third focuses on the use of specific therapeutic

approaches, including motivational interviewing and cognitive behaviour therapy.

There is one item within the structure section that is a core feature of BCC, which
deals with agenda setting. The manual (appendix I) states that ‘both the patient and
dietitian have the opportunity to suggest agenda items’, which is BCC consistent
behaviour. Within the interpersonal skills section, all items could be argued to be
reflective of BCC consistent practice, with the exclusion of the provision of frequent
positive feedback. However, these behaviours are common to several constructs
(such as patient centred consulting and generic counselling skills), rather than being
specific to BCC. Within the specific techniques section, there are three items that
assess ‘motivational techniques’, which cover skills and strategies common to MI
and BCC (assessing readiness, investigating pros and cons and rolling with
resistance). However, these are three strategies that could be used within a BCC

consultation — failure to employ these strategies does not mean that a practitioner is
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not delivering BCC, questioning the validity of assessing practitioner competence in

BCC simply by looking at the use of these strategies.

The BCSRS is still currently in development, and although it appears to be reflective
of the context within which it will be used, it has not yet been tested for validity and
reliability. To accurately measure the acquisition of skill in BCC, more items
dealing with specific BCC consistent behaviours would be required, rather than
assessing strategies which may or may not be used within a consultation about
behaviour change. Therefore, adaptation of the BCSRS to generalise to other
healthcare contexts would not be satisfactory to measure BCC, as the items are not

specific enough to the BCC construct.

In summary, there are no instruments currently in existence that specifically measure
the skills relevant to BCC. A number of general communication assessment tools are
available, and some have skills in common with BCC (such as asking open
questions), but they are essentially measuring other related constructs, such as
patient-centredness (Stewart et al. 1995). The MISC and BCSRS contain features

closely related to BCC, but both lack specificity to the BCC construct.

2.3 A Measure of Practitioner Skill in BCC - Pilot Work

As part of her MSc thesis, Boycott (2001) identified the need for a measure of BCC.
She argues ‘Although it has been postulated that motivational interviewing and its
adaptations may have been developed from elaborative inductive models,

experiential practice, common sénse and hunches, there is now enough empirical
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literature to render it normative. The crucial point for the new BCC framework is

how well a checklist can explain its important phenomena.’ (Boycott 2001: 20).

Boyeott (2001) undertook a number of steps to generate provisional items. She
undertook a literature search and produced thirty-eight possible items that described
the skills used within BCC, which were then circulated to twelve experts in the field

of BCC for comment.

The items were refined based on their comments, and a list of twenty items was
further sybjected to tests of validity and reliability. Boycott (2001) listened to eight
model video consultations demonstrating BCC consistent consultations and BCC
inconsistent consultations, eight BCC consultations conducted before and after
training, and four audio taped thirty minute consultations between midwives and
pregnant smokers (Tappin et al. 2000). Each time a behaviour described by an item
occurred, the item was ticked. Only items with three ticks or more were retained,
leaving fifteen items, which she combined with dichotomous and continuous

response formats.

Some initial tests of diécriminant, content and construct validity showed that the
provisional items could discriminate between a consultation that was highly
consistent with BCC, and one which was inconsistent with BCC. Initial tests of
internal consistency showed a good relationship between items (Cronbach’s Alpha a
= 0.8), and modest inter-rater reliability between three raters (Cohen’s Kappa = 0.6).

However, when assessing consultations before and after training, the standardised
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response mean demonstrated a low value of just 0.15, drawing the sensitivity of the

items into question.

There were a number of methodological flaws in Boycott’s work. Firstly, raters were
told which model consultations were ‘good’ and ‘bad’ examples of BCC before they
were scored, which could in turn have lead to rater bias. This is further implied by
the relatively low score on the standardised response mean from before to after

training.

Secondly, questions can be raised about the datasets used in the development of the
provisional items. The data used in the development of the provisional items
featured consultations before and after training was collected before and after a
twenty-minuté training seminar in BCC. Is twenty minutes of training a reasonable
amount of time after which to expect a change in practitioner skill in BCC? In
addition to this, statistics such as Cohen’s Kappa and Cronbach’s Alpha were
calculated on relatively small numbers of ratings, which draws in to question how
reliable the items are in their current state. The checklist had been compared against
a minimal number of consultations from a training workshop, even though this was
to be the major focal point of use for the checklist. Again, this calls in to question
whether it was right for tests of reliability and internal consistency to be conducted

on model video consultations of ‘good’ and ‘bad’ BCC consultations.

Boycott (2001) has provided a good starting point for the deveiopment of an
instrument to assess practitioner skill in BCC, with a list of provisional items that

appear to have a good relationship with the context that they are hoped to measure.
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However, those items have not been subjected to enough rigorous testing of validity
and reliability, and it is likely that difficulties would be encountered when trying to

provide an accurate evaluation of practitioner competence in delivering BCC.

The reviews by Dunn et al. (2001) and Burke et al. (2002) illustrate how important it
is to be able to measure skill acquisition and training when evaluating the efficacy of
complex interventions such as BCC. The need for an instrument that can provide a
rating of practitioner skill in BCC following training is paramount in helping to
document the skill acquisition process. There are several instruments available that
measure communication, and two that are closely related to BCC. As pilot work on a
BCC specific measure had already been produced by Boycott, this would provide a

good initial ﬁamework for a study to develop a BCC specific measure.

2.4 Aims of the Study

The aim of this study was to develop the provisional items generated by Boycott
(2001) (appendix I), into the Behaviour Change Counselling Index (BECCI), a scale
that could provide a valid, reliable assessment of practitioner skill in BCC. The focal
point was to be on practitioner behaviour, rather than on BCC as a process, and this
was to be measured based on the overall strength of those behaviours, rather than
specific counts of BCC consistent actions. The rationale for this was that the new
Behaviour Change Counselling Index (BECCI) was to be used primarily as a tool for
trainers, or researchers studying the training of healthcare practitioners in BCC.
Unlike the MISC, this scale needed to be brief, and easy for trainers to complete,
while still accurately measuring skill in BCC. It was considered that the majority of

validation work should be performed on consultations using simulated patients, as
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these are most commonly used during training (Hulsman et al. 1999), and were
frequently used in training courses run by the Communication Skills Unit, Cardiff

University.

As well as being valid and reliable for its purpose, it was important from both a
training and research perspective that BECCI was sensitive to changes in BCC skill
following training. Therefore, two workshops in BCC (of 20 participants per
workshop) were delivered to train practitioners and collect recordings of simulated
consultations (before and after training) to validate BECCI and investigate its
responsiveness. In addition to this, data from a BCC training course (which was
taught in four one hour sessions over six weeks), and some real consultations (further
detail regarding the decision to include real consultations can be found in section

3.1.3, page 60) were utilised to add depth to the development process.
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3.0 Methods

The development of BECCI involved the investigation of its validity, reliability and
responsiveness. The repetition of the internal consistency analyses were necessary
following item amendments. An overview of the development process can be

viewed in figure 3.1.
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3.1 Data Used in the Development of BECCI

Several datasets were used to develop BECCI. These are summarised in figure 3.2.
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Workshop Data >

Training CourseData

Real ConsultationData —————»

Dataset B
20 simulated smoking cessation ¢
selected arbitrarily from dataset A

Dataset C
5 simulated smoking cessation coi
selected arbitrarily from dataset A

Dataset D
24 simulated smoking cessation c
selected arbitrarily from dataset A

Dataset E

Simulated diabetes consultations,
various stages of a training progra
al. 2003)

Dataset F
Real diabetes consultations where
behaviour change is discussed (M

Figure 3.2: Datasets used in the development of BECCI

Data were collected from three sources — two workshops in BCC, a training ¢
and from real practice in diabetes clinics. As well as forming an entire da
workshop data were subdivided into smaller datasets (B, C and D) for use d
stages of the development process of BECCI. This is because a small
consultations (which were discussed in great detail in relation to the existing
required for the item piloting and content validity analyses, and an equal
needed to match the number of consultations from the training course for the i
intra-rater reliability analyses.
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| 3.1.1 Workshop Data

This data was collected from 37 participants across two two-day workshops in BCC
in October 2001. These workshops were run in order to train practitioners and to
collect data with which to develop BECCI, specifically with the internal consistency
and responsiveness analyses in mind (dataset A — figure 3.2, page 54). Data were
collected immediately before and at the end of a training workshop for two reasons.
Firstly, to assess the internal consistency of the items, data needed to be as stable as
possible, as high acquisition of some skills but not others can lead to unreliable item-
total correlations. If the data were collected, for example, after two hours of training,
this could potentially lead to high scores on one or two items, but low scores on the
others, leading to inconsistency. It was felt therefore that before and after the
training workshop were the most stable points at which to collect such data. The
second reason for collecting data before and at the end of the training workshop was
to investigate the responsiveness of BECCI (or how effective BECCI is at detecting

changes in BCC consistent behaviour).

In addition to the analyses mentioned above, it was also necessary to assess the inter-
rater reliability of BECCI. It was important to use different scenarios and various
stages of training for this exercise to see if this affected the reliability. A sample of
twenty-four simulated diabetes consultations was collected for this purpose (dataset
E — figure 3.2, page 54), and this was matched by dataset D, which provided an equal
number  of simulated smoking cessation consultations. This would provide a
comparison of the reliability of scores between raters depending on the type of BCC

consultation listened to.
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As well as the reliability of BECCI, it was important to assess the validity and ensure
that BECCI was actually measuring practitioner skill in BCC, and not other related
phenomena such as patient centredness (Stewart et al. 1995) or generic counselling
skills (Burnard, 1999). Therefore, another two data subsets (datasets B and C —
figure 3.2, page 54) were selected arbitrarily from dataset A (figure 3.2, page 54), for

the purpose of assessing the content validity of BECCI.

3.1.1.1 Consent of Research Participants

As participants arrived to register for the workshops, they were given information
about the development of BECCI (appendix II), which they were asked to read.
Following this, they were asked for permission to make audio recordings of their
consultations with a simulated patient both before and following the two-day training
workshop. It was emphasised verbally that participants were not obliged to take part
in the study, they were free to withdraw at any time. Participants were informed that
copies of their personal BECCI ratings would be sent to them when the scale had
been developed (should they wish to receive this information). Participants gave
permission to audio record their consultations and use them in the development of

BECCI by signing a consent form (appendix II).

Of the original forty participants who gave consent, one later withdrew from the
study, and a further two were eliminated due to non-attendance at the second part of

the workshop (leaving thirty-seven participants in the study).
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3.1.1.2 Collection of the Workshop Data

It was believed that mainly simulated patient data should be used in the development
of BECCI, as they are most commonly used during training. Therefore ten simulated
patients (five per workshop) were employed for use throughout the two workshops.
All actors received a written briefing of the case scenario about an ambivalent
smoker (appendix II), which was to be recorded for use in the development of
BECCI. Prior to the start of the workshop, a full briefing meeting was held with the
actors to deal with any queries they had about the case and the procedure. Actors

were instructed to play the same case before and at the end of the training workshop.

Workshop participants who consented to take part in the study were instructed to see
the same actor, playing the same case, before and after training. They were given a

written scenario (appendix II) containing information regarding the case and the task.

All participants were given an identification number in order to match up the
recordings before and after training, and to identify consultations from' any
participants who later withdrew from the study, or wanted to receive copies of their
BECCI ratings. A list matching participants’ names and addresses to their
identification numbers was kept separately to the recordings, and was only consulted
to identify the identification numbers of participants who wanted to withdraw from
the study, and to allocate BECCI ratings to the correct participant for those

participants who wanted to receive their scores after the scale had been developed.
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Before the workshop, audio recordings of the consultations were made using Sony
minidisk recorders, and Sony tape recorders. Participants were put into groups of
five to see actors, to ensure that the same participants saw the same actors following
training as before. The recording equipment was started one minute before the first
group of participants conducted their consultations, and was left running until the
final group of participants had completed their consultations. Participants were
called in to one large room to see the actors in their groups of five. Each actor was
separated into a booth by room dividers, to ensure that the recording of the
consultation was audible. Each participant consulted with the simulated patient for
eight minutes — they were alerted that their time was coming to an end by a knock on
the door at seven minutes. They were asked to leave their consultations when eight

minutes had elapsed. This procedure was repeated at the end of the workshop.

3.1.2 Training Course Data

As not all courses in BCC are delivered in the form of workshops (as in section
3.1.1), it was important to use data at different stages of training (rather than simply
before and after training) when assessing the reliability of BECCI, because
consultations conducted with less training could potentially be more difficult to score
than those conducted before and after training, where extreme scores on BECCI
would be more likely. Assessing the reliability of BECCI when scoring different
case scenarios would reveal if BECCI could reliably detect BCC skills in
consultations dealing with health behaviours other than smoking. Data was collected
from a training course in BCC run for six specialist diabetes nurses (dataset E —
figure 3.2, page 54) and was used to assess the inter-rater reliability of BECCI (along

with dataset D). These scenarios (appendix II) involved diabetic patients with
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multiple lifestyle factors that they needed to change (with regard to diet and
exercise). This also provided an evaluation of the nurses’ skill competence in

delivering BCC to simulated patients (Lane et al. 2003).

3.1.2.1 Consent of Research Participants

The training course formed part of another study (Lane et al. 2003), which was
- evaluating the effectiveness of this BCC training course for specialist diabetes
nurses. It was hoped that BECCI would be able to provide an overview of changes
in skill during different stages of the training course. Permission to use the ratings
from the' participants in the development of BECCI was granted by the principal
investigator (S. Johnson) in the design phase of the study, in return for practitioner
scores on BECCI which would assist with the evaluation process. Participants were

offered copies of their BECCI scores at the end of the course.

3.1.2.2 Collection of the Training Course Data

This training course followed a context-bound training format (Rollnick et al.
2002b). Context-bound communication skills training is a process where simulated
patients are sent into the practitioners’ clinical practice. The consultation is then
recorded, and these consultations are used as a focus during the following training
seminar. The course took place over a period of 6 weeks, and involved an initial

briefing meeting, two training seminars, and a final briefing meeting.

Data collection took place in the time between briefing meetings and training
seminars, when the practitioners were visited by simulated patients. Initially, a

twenty-minute briefing meeting was held with the nurses, where they helped to
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construct two cases that they would expect to see in their everyday clinical practice.
Two simulated consultations were created using this information (appendix II). Two
actors, with experience of playing diabetes patients, were selected from a pool used
in the routine training of medical students. Scenarios were sent to them two weeks
before they were required to play each case. The actors visited each participant in
their usual clinical setting in between training workshops where they played the case
constructed by the nurses in the briefing meeting. Consultations were no longer than
fifteen minutes in length. Scenario One was performed twice — once before training
seminar one, and once following training seminar one. Scenario Two was also
performed twice — once before training seminar two, and once following training
seminar two. These consultations were recorded using a Sony minidisk player,

operated by the simulated patient.

3.1.3 Real Consultation Data

The collection of a sample of real consultations was viewed as highly desirable, as
many trainers and assessment bodies (such as the Royal College of General
Practitioners in the UK) are choosing to use real rather than simulated consultations
as an assessment of communication skills in practice, as some recent research has
suggested them to be a more reliable reflection of what happens in everyday practice
(Pieters et al. 1994). In addition to this, the reliability of scoring real consultations
using BECCI would be of great value to the research community as this would be
able to give an overview of BCC skills performance in everyday practice, as well as

competence in BCC during training.
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To this end, a collaboration was established with a UK diabetes researcher with an
interest in the use of the emerging BECCI scale to examine her own data (Moran,
2003), to investigate the inter-rater reliability of BECCI when scoring real

consultations (Dataset F — figure 3.2, page 54).

3.1.3.1 Consent of Research Participants

Participants were asked to read a patient information sheet about the study (appendix
II), and if they indicated that they would like to participate, they were asked to sign a
consent form (appendix II). Practitioners who took part in the study were also asked

to sign a consent form (appendix II).

Permission to use this data collaboratively was granted by the principal investigator

(Moran 2003) and by the Leeds East Local Research Ethics Committee (appendix II).

3.1.3.2 Collection of the Real Consultation Data

Dataset six contained twenty consultations (nineteen consultations conducted by
doctors, one conducted by a nurse) with real diabetic patients, where the subject of
behaviour change was raised within the consultation. The consultations of the

patients who agreed to participate were audio-recorded using a Sony tape recorder.
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3.2 Analyses
Following data collectioh, analyses of the validity, reliability and responsiveness of
BECCI were conducted. The steps of analysis undertaken (figure 3.1, page 52) are

discussed in turn below.

32.1 Validity

‘Validating a scale is really a process whereby we determine the degree of
confidence we can place on inferences we make about people based on their scores

on that scale.’

Streiner and Norman (1995: 146)

A measure can potentially be highly reliable, but bear little or no resemblance to the
real world coﬁtext that it is designed to assess (Streiner and Norman, 1995: 144). An
example of this has been shown by the work of Moran et al. (2001), who found that a
measure obtained the highest levels of reliability when it was reduced to simply two
items per domain, but this measure did not provide a good overall picture of what the

instrument was trying to measure.

Therefore, the provisional items for BECCI (Boycott 2001) were initially subjected
to a number of tests to investigate their content, construct and face validity. By
taking this robust approach to validity from the outset, this increased the likelihood
that the items were guided by the knowledge of the construct, in turn making them
more reflective of the concept they are designed to measure (Murphy and

Davidshofer 1998:166).
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3.2.1.1 Item Piloting and Content Validity

The content validity (the notion that an instrument is measuring the attributes that
should be measured [Murphy and Davidshofer 1998: 148]) of BECCI was evaluated
in order to assess whether the items were indeed representative of BCC. To both
pilot the provisional items (appendix I) generated and selected by Boycott (2001),
and to assess their content validity, the items were used to independently score the 20
simulated consultations in dataset B (figure 3.2, page 54) by two researchers with
academic knowledge of BCC (the author of this thesis and a colleague). The
tesearchel_"s consulted the existing manual (appendix I) for guidance in scoring the
items. Following each consultation, a structured discussion was held by the

researchers, focusing on the following questions:

1. What did the practitioner do that was practicing BCC?

2. What did the practitioner do that was not practicing BCC?

3. Are the items reflective of the spirit and microskills of BCC used
within this consultation?

4. Are there any items that could be improved to better reflect the
spirit and microskills of BCC within this consultation?

5. How well does the manual aid the process of scoring?

Following the scoring process and discussions about items, changes were made to the
items to be included on BECCI (version one — figure 4.1, page 78). Following these
changes, the new items were used to score dataset C (figure 3.2, page 54) to assess

how reflective they were of the consultations rated. The manual was also revised to
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reflect the changes to the items, and to improve the instructions on the completion of

items (appendix I).

3.2.1.2 Construct Validity

The construct validity (the confirmation of links between specific behaviours and
abstract constructs) of BECCI (version 1 - figure 4.1, page 78) was assessed using a
construct explication technique (Murphy and Davidshofer 1998: 157). This process
involves investigating the relationship between specific behaviours and abstract
constructs. BCC is related to four other main constructs — patient centredness, brief

advice, generic counselling skills in healthcare, and motivational interviewing.

Patient centredness is a way of consulting with a patient that is concordant with
patients’ values, needs and preferences, which allows the patient to take an active
role in decisions regarding their health and care. Brief advice is a way of imparting
expert knowledge directed at a patient problem, that is sensitive to the patient’s
information needs. Generic counselling skills in healthcare describes the use of
microskills often used in counselling contexts, such as the use of reflective listening
and summaries, within healthcare contexts. They are generally used to understand
the patient, and to help them with specific problems rather than to focus on behaviour

change. Motivational interviewing is described in section 1.2.1.

It was important to establish that the items on BECCI (version one — figure 4.1, page

78) were measuring BCC and not these other constructs.
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Following a literature review of the main constructs related to BCC (which generated
a list of the principal features of those constructs), the items on BECCI (version one -
figure 4.1, page 78) were cross-checked against these constructs. Notes were made
about how the items did and did not relate to each of those constructs. Items were
then given a score ranging from zero to three (a score of zero being not at all related
to BCC, a score of three being centrally related to BCC) for each of those constructs.
Any items that did not receive a score of three for the BCC construct were omitted or

re-worded.

BECCI version one (figure 4.1, page 78) was then circulated to six collaborating
BCC experts, who have defined the main components of BCC (Rollnick et al, 2002),
to gain a consensus as to whether the items were coherent with the construct of BCC.
These experts were asked to rate the importance of these items in relation to BCC on
a scale from zero to sixteen, which would demonstrate sensitivity between items and
would indicate if the items should be weighted in the scoring process to better reflect
BCC (Professor Ian Russell, 2001, personal communication). They were also invited

to comment on the items.
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3.2.1.3 Face Validity

Finally, the face validity of BECCI was assessed. Face validity refers to how
practical and realistic the measure is for the rater to complete (Murphy and
Davidshofer 1998: 155). The following questions were asked in relation to the face

validity of the items on the BECCI version two (figure 4.2, page 87):

1. Do the items on BECCI display a good reflection of practitioner skill in
BCC?
2. Is BECCI in a format that is easy to understand in both research and

training contexts?

Each question was considered in turn, and amendments were made to BECCI that
made the items more reflective of BCC, and the format easier for raters to complete

(BECCI version three, figure 4.3, page 90).

3.2.2 Reliability
‘The concept of reliability is a fundamental way to reflect the amount of error, both
random and systematic, inherent in any measurement.’

Streiner and Norman (1995: 104)

Now that the changes had been made to the items resulting in BECCI version three
(figure 4.3, page 90) which was now considered valid for use, they were subjected to
a number of tests of reliability, to establish if they were consistently measuring the

features of BCC.
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3.2.2.1 Internal Consistency

Internal consistency refers to the items on a measure displaying homogeneity, or
tapping different aspects of the same trait from different angles to a similar extent
(Streiner and Norman 1995: 60-61). The items on a measure should not be too
highly correlated with each other, as this would indicate that these items measuring
the same behaviour, which would in turn add little value to the scale total. Equally, a
low correlation between items would indicate that an item may be measuring a
different construct to the others. The items on BECCI version three were therefore
examined to establish whether the items were moderately correlated with each other,
and that fach it‘em correlated with the total scale score (Streiner and Norman 1995:

60).

BECCI version three (figure 4.3, page 90) was tested for internal consistency against
dataset A. The consultations were split into two groups for analysis — baseline
- (before training) and final (after training), to ensure that the data was not distorted by
intervention effects. Items were separated into ten ‘core’ and three ‘non-core’ items
for analysis. Core items were those items that had to be completed for every
consultation. Non-core items were those items that could be scored as ‘not
applicable’, reflecting those elements of BCC that do not take place in all
consultations, but that it is necessary to assess when they do occur. As non-core
items were not scored in every consultation, they were analysed separately from the

core items.

Core items were assessed by calculating the inter-item correlations, item-total

correlations, Cronbach’s Alpha (Cronbach 1951), Cronbach’s Alpha when item
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deleted and a single factor solution, using the software package SPSS version 11
(SPSS Inc. 2001). Cronbach’s Alpha is a statistic that tests the extent to which a set
of items can be considered to be measuring a common construct. It yields a value
between zero and one, and good reliability is reflected by an alpha coefficient of
between 0.7 and 0.9. Inter-item and item-total correlations should display several
values of 0.2 and above — failure to do so may indicate that the items are not
measuring a common construct. As there were not enough cases for a full principal
components analysis (a process that examines patterns of correlations, and the groups
together the items that explain most of the variation in scores), a single factor
solution, where one factor (a common component) is extracted for analysis, was
performed. This would further highlight whether the items on BECCI were reliably

measuring a common construct.

Non-core items were analysed using descriptive statistics (overall scale mean, item
means and inter-item correlations) when the non-core item was ‘applicable’,
‘applicable but removed’ and ‘not applicable’. Removing the item when it was
applicable would show any differences in the descriptive statistics, which could be
reflective of that item not measuring consistently (scoring too high or too low) in
relation to the other items. If there were major differences in the scores on a non-
core item if it was ‘applicable’ compared to when it was ‘not applicable’, this could
possibly demonstrate that this item should be a core item, causing it to score

inconsistently.

Changes were made to the items based on these results, providing the changes did

not adversely affect the validity, and the final version of BECCI (figure 4.4, page
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102) was created. Following this initial analysis, the internal consistency tests were

re-run on the amended scale, using the methods outlined above.

3.2.2.2 Scale Scoring

Following internal consistency testing, a reliable scoring system was to be

-developed, based on the findings of the internal consistency tests.

3.2.2.3 Inter-rater Reliability Exercise One

Inter-rater reliability refers to the consistency of scoring between raters. Two raters
used BEC_(;I version four (figure 4.4, page 102) to score datasets D and E (figure 3.2,
page 54) independently. One rater was the author of this thesis, who has a good
academic understanding of BCC, features that would be expected of any person who
wanted to use BECCI in a research context. The other rater was an administrator
with an interest in BCC, and was selected to test the suggested preparation exercises
mentioned in the BECCI manual (appendix I) for those who did not have academic

experience of BCC (as many trainers may not have).

Each consultation had ‘one pass’, meaning it was listened to just once before it was
scored. Raters were permitted to consult the manual during the scoring period. Both
researchers were blinded to the stage of training at which each recording had been

made, and their results were concealed from each other to avoid bias.

Reliability was estimated by calculating an intraclass correlation coefficient or ICC

(Streiner and Norman 1995: 111), using SPSS version 11 (SPSS Inc. 2001) to

69



coleg meddygaeth

L.

Chapter Three: The Development of BECCI — Methods collage of medicine

calculate the variance components, using analysis of variance. The following

formula was used to calculate the ICC:

ICC= Variance (consultation)

Variance (consultation) + Variance (error)

An ICC would result in a value between zero and one, with a score of 1.0 being

perfect agreement and zero being no agreement whatsoever.

The data were analysed within their respective datasets to establish whether the type
of BCC consultation had an effect on the inter-rater reliability of BECCI version four

(figure 4.4, page 102).

3.2.2.4 Intra-Rater Reliability

Intra-rater reliability refers to the consistency of scoring within raters across time.
To this end, the procedure described in section 3.2.2.3 was repeated by the same
researchers ten weeks later. Again, data sets D and E (figure 3.2, page 54) were used

and results were analysed using ICCs (Streiner and Norman 1995:111).

3.2.2.5 Inter-rater Reliability Exercise Two

Although inter-rater reliability had been tested between two raters who worked
within the same department and had a good fundamental knowledge of BCC, it was
important to test inter-rater reliability with another individual who was working in a

different location, and had not received training in BCC (other than the
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recommended readings/viewings highlighted in the BECCI user manual). There was
also the opportunity to test the inter-rater reliability for rating real consultations using

BECCI version four (figure 4.4, page 102).

Dataset F (figure 3.2, page 54) was scored independently by three researchers using
BECCI version four (figure 4.4, page 102). Each consultation had one pass. Raters
were permitted to consult the manual during the scoring period. All raters were

unaware as to whether the practitioners had received any previous training in BCC.

Reliability was estimated by calculating intraclass correlation coefficients (Streiner
and Norman 1995: 111). SPSS software, version 11 (SPSS Inc. 2001), was used to

calculate the variance components.

3.2.3 Internal ReSponsiveness

Internal responsiveness (Husted et al. 2001: 460) refers to how able a measure is to
reflecting changes in the attribute _being measured (so for example, how able BECCI
is to detect changes in BCC following training). The standardised response mean
(SRM) is one statistic recommended for calculating internal responsiveness (Husted

et al. 2001), and is shown below:

SRM = Mean of change scores

Standard deviation of change scores
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Scores of 0.2, 0.5 and 0.8 or above show small, moderate and large levels of
responsiveness respectively (Husted et al. 2000: 461). This statistic was calculated
using dataset A (figure 3.2, page 54), as this dataset had been generated with this test

in mind, gathering BECCI scores with the same test scenario before and after

training.
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4.0 Results

The development of BECCI took place over a number of stages (figure 3.2, page 54).
These results are presented in sequential order, starting with the validity analyses
(item piloting and content validity, construct validity, face validity), then with the
reliability analyses (internal consistency, inter-rater reliability, intra-rater reliability)

and finally with responsiveness.
4.1 Validity

4.1.1 Item Piloting and Content Validity

Two raters listened to twenty simulated smoking cessation consultations (workshop
data, Dataset B, figure 3.1, page 54), and used the provisional items (Boycott 2001)
(appendix x) to score those consultations. Following each consultation, a structured

discussion was held in relation to the items.

The first points of discussion paid attention to what behaviours were consistent with
BCC, and which actions deviated from BCC in each consultation. This information

is presented in the table 4.1.
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Table 4.1: BCC consistent and inconslétent behaviour

BCC Consistent Actions

BCC Inconsistent Actions

Asked if it was OK to talk about smoking
Conveyed respect for patient choice
Spoke about positives and negatives of
change

Spoke about the positives and negatives
of ‘staying the same’

Acknowledged why change may be
difficult

Asked questions (mainly open, but some
closed) which encouraged the patient to
talk further about their current behaviour
and status quo

Regular use of empathic listening
statements throughout the consultation,
not just when the patient spoke about
change

Summaries were used at key points of
the consultation to provide an overview
of what has been said, not just about
change

Ideas of how to change were
brainstormed mainly by the patient with
some ideas given by the practitioner
Decisions on which changes to make
were made by the patient

Did not ask permission to talk about
smoking

Gave patient- lots of information about
why they should give up smoking

Told the patient what they had to do to
give up smoking

Tried to ‘solve’ the patient’s problems in
giving up (e.g. Nicotine replacement will
get rid of the cravings)

Little acknowledgement that quitting
smoking was the patient’s choice

Asked few questions, or mainly closed
questions resulting in ‘yes’ or ‘no’
answers

Practitioner did most of the talking

The provisional items (Boycott 2001) were then critically discussed in relation to the

behaviours considered to be BCC consistent above. The extent to which items were

considered to be reflective of BCC consistent behaviour is shown in table 4.2. Items

shaded in blue are items consistent with BCC, but require changes to more accurately

reflect the construct. Items shaded in yellow are items not consistent with BCC.
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In line with the findings of the content validity exercise, the following changes were

made to the provisional items (Boycott 2001) (appendix I).

° Item one was better worded to reflect the practitioner behaviour in inviting a
patient to talk about change.
. Item three was removed, to avoid overlap with other items.

° Two new items were added dealing with positive and negative status quo talk
to include this dimension of the BCC process.

. Item six was reworded to ‘Practitioner asks questions to elicit how patient
feels about change’ to account for the skilful use of different forms of
questions consistent with BCC.

. Item seven, was changed to ‘Practitioner uses empathic listening statements
when the patient talks about the topic’, which better reflected the fact that
active listening in BCC should take the form of statements, and show
understanding throughout the consultation, not just when the patient talks
about change.

° Items nine, nine (a) and nine (b) were replaced with the single item
‘Practitioner and patient brainstorm solutions’, which better reflected the
process of generating ideas about how the patient could change.

. Item ten was reworded to ‘Practitioner acknowledges challenges about
behaviour change that the patient faces’, to remove the word ‘affirmation’

which was not required to understand the item, and to highlight that
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affirmation should take place when the patient is talking about behaviour
change.

° Item eleven was changed to ‘Practitioner actively conveys respect for patient
choice about behaviour change’ to make this easier to measure, and to better
reflect that respect should be overtly conveyed in BCC.

. Item twelve was changed to simply ‘Across the whole consultation, the
patient speaks for’ and the response format was changed to ‘most of the time,
about half the time, and less of the time’. This made the item easier to
complete than having to highlight a specific percentage, and highlighted that

itis the patient who should be active within the consultation.

These changes resulted in the creation of BECCI version one, which can be viewed

in figure 4.1.
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1. Practitioner invites the patient to talk about behaviour change
Yes/ No/ Uncertain/ Not Applicable

2. Practitioner negotiates with the patient which behaviour to talk about
Yes/ No/ Uncertain/ Not Applicable

3. Patient expresses concerns about current behaviour
Not at all/ Minimally/ To some extent/ A good deal/ A great extent

4. Patient talks about the benefits of current behaviour
Not at all/ Minimally/ To some extent/ A good deal/ A great extent

5. Patient talks positively about change
Not at all/ Minimally/ To some extent/ A good deal/ A great extent

6. Patient talks negatively about change
Not at all/ Minimally/ To some extent/ A good deal/ A great extent

7. Practitioner asks questions to elicit how the patient feels about the topic
Not at all/ Minimally/ To some extent/ A good deal/ A great extent

8. Practitioner uses empathic listening statements when the patient talks about the
topic
Not at all/ Minimally/ To some extent/ A good deal/ A great extent

9. Practitioner uses summaries to bring together what the patient says about the
topic
Not at all/ Minimally/ To some extent/ A good deal/ A great extent

11. Practitioner acknowledges challenges about behaviour change that the patient
faces
Not at all/ Minimally/ To some extent/ A good deal/ A great extent

12. Practitioner actively conveys respect for patient choice about behaviour
change
Not at all/ Minimally/ To some extent/ A good deal/ A great extent

13. Across the whole consultation, the patient speaks for:
Most of the time/ About half the time/ Less of the time

14. Practitioner and patient brainstorm solutions
Not at all/ Minimally/ To some extent/ A good deal/ A great extent

15. Patient is actively making decisions about how to change
Not at all/ Minimally/ To some extent/ A good deal/ A great extent

Figure 4.1 BECCI version one
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4.1.2 Construct Validity

Following the consultation of key texts, the principal features of the major constructs
related to BCC (motivational interviewing, brief advice, generic counselling in
healthcare contexts and patient centeredness) were elicited. This information is

summarised in table 4.3.

Table 4.3: Behaviour change counselling and its related constructs:
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main features and skills

Construct Main Features Main skills
Behaviour . Demonstrate respect e  Open ended questions
Change e  Communicate risk e Affirmations
Counselling e  Provide information e  Summaries
. Establish rapport e  Ask permission ,
e Identify client goals e  Encourage choice and responsibility in
. Exchange information decision making
e  Choose strategies based on *  Reflective listening statements
client readiness e  Variation of depth in reflections
e  Elicit change talk
¢  Roll with Resistance
(Rolinick et. Al. 2002a: 274) (Rolinick et. Al. 2002a:274)
Motivational All those in behaviour change All those in Behaviour change Counselling, plus:
Interviewing counselling plus:
Directive use of reflective listening
. Develop relationship Help client articulate deeply held values
. Resolve ambivalence
) Develop discrepancy (Rolinick et. Al. 2002a: 274)
(Rollnick et. Al. 2002a: 274
Generic * Unconditional positive regard e  Attending and listening
Counselling e  Empathic understanding e  Open-ended questions
e  Wamth and genuineness o  Reflective listening statements
e Concreteness o  Empathy building
e  Immediacy e  Summarising
e  Encourage client to identify, examine
and/or release emotion
(Burnard 1999: 73-80) (Bumard 1899: 104-141)
Patient e  Exploring both the disease and e  Balance open and closed questions
Centredness the illness experience e Avoid ‘cut offs’
e  Understanding the whole person | ¢  Elicit information from patient
e  Finding common ground o  Explores symptoms, avoiding one
regarding disease management dimensional views of sickness
) Incorporating prevention and . Exchange information
health promotion e  Empower patient
) Enhancing the doctor patient e  Collaborate with patient
relationship e Negotiate with patient
e  Being realistic e  Enhance patients’ self esteem
e  Generate a feeling of empathy, security,
comfort, supportiveness and
encouragement
o Encourage patient to talk but keep them
focussed
(Weston and Brown: 1995: 21) (Stewart et. Al. 1995: 233-7)
Brief Advice Demonstrate respect e  Open ended questions
Communicate risk o  Affirmations
. Provide information . Ask permission
) Encourage choice and responsibility in

(Rollnick et. Al. 2002a: 274)

decision making
Provide advice

(Rolinick et. Al. 2002a: 274)
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Following this task, the items on BECCI version 1 (figure 4.1, page 78) were
subjected to a construct explication exercise and were cross-checked against BCC
and its related constructs. Each item was then given a centrality rating ranging from
zero to three for each construct, with zero being not at all related to BCC, and three

being centrally related. This information is shown in table 4.4.
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Table 4.4: The relationship between items on BECCI and related constructs

Item B|M|B|P|G ~Rationale
Cl|t1]|A|]C|C
C
Practitioner invites thepatient | 3 | 3 | 1 | 1 | 1 | Although BA, PC and GC invite the patient to taik, it is not
to talk about behaviour limited to the topic of behaviour change.
change (if applicable)
Practitioner negotiates with 313101 1] 1 | BAdoes notentail negotiation. Although PC and GC
the patient which behaviour involve negotiation, it is not restricted to behaviours — it
to talk about (if applicable) could be iliness or bereavement for example.
Patient expresses concerns 3]13]|11]1] 1] InBA,apatient would normally express concerns which
about current behaviour would in turn lead to BA, but this would rarely be
explored further. In PC and GC, concemns expressed are
not limited to current behaviour.
Patient talks about the 3120 1] 1| Miismoreabout eliciting change talk than status quo
benefits of current behaviour talk. BA does not require patient to explore this. PC and
GC encourage patient to explore their status quo, but this
is not limited to health behaviour.
Patient taiks positively about 3[13]0])] 1| 1 | BAdoesnotrequire patient to explore reasons for
change change. PC and GC encourage patient to expiore, but
this is not limited to change.
Patient talks negativelyabout | 3 | 2 | 0 | 1 | 1 | Mlis more about eliciting positive rather than negative
change change talkk. BA does not require patient to explore
reasons for change. PC and GC encourage patient to
explore, but this is not limited to change.
Practitioner asks questionsto | 3 | 2 | 2 | 2 | 3 | Ml uses more empathic listening than questions.
elicit how the patient feels Questions form part of BA. PC uses questions to expiore
about the topic ’ how the patient feels, but is not limited to them.
Practitioner uses empathic 312101 01| 3 | Miusesempathic listening more directively. PC does not
listening statements when the require the use of empathic listening. BA is information
patient talks about the topic providing, rather than listening.
Practitioner uses summaries 313 ]| 1] 0| 3 | PCdoesnotrequire the use of summaries. BA may start
to bring together what the with a summary of the patient’s situation.
tient says about the topic
Practitioner acknowledges 313{0} 1] 1 | BAdoesnotusually explore challenges with patients. GC
challenges about behaviour and PC frequently acknowiedge patients’ challenges, but
change that the patient faces this is not restricted to the topic of behaviour change.
Practitioner actively conveys 31321} 1 | BAdoesinvolve conveying respect, but this is not
respect for patient choice restricted to behaviour change.
about behaviour change
Across the whole 3|13 | 0| 2| 3 | BAdoes notincorporate much patient takk. PC
consultation, the patient encourages the patient to talk, but involves more
speaks for: practitioner regulation.
Practitioner and patient 3 13| 0| 3| 2 | BAdoesnotincorporate brainstorming solutions. GC is
brainstorm solutions (if often used simply to tak about problems, rather than to
applicable) solve them.
Patient is actively making 3 13| 1] 1] 1| BAmay lead to patients deciding to follow the advice
decisions about how to given, but again this is not restricted to behaviour change.
change behaviour (if PC invoives the patient taking an active role, but the
applicable) consultation may not necessarily be about behaviour
change. GC does not necessarily require a patient to
make decisions, and these decisions need not be about
behaviour change.
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The construct explication exercise revealed that all items were centrally related to
BCC, and provided a detailed picture of how similar constructs are related to BCC.
Many items were also centrally related to MI. It is believed that this is because BCC
is derived from MI. A minimal number of items were centrally related to brief advice
(BA), generic counselling (GC) and patient-centredness (PC). They share some
features with BCC, but these features are not restricted to the topic of behaviour

change.

Following this exercise, the items were circulated to six collaborating experts in
BCC, who were asked to rate the items in terms of their centrality to the BCC
construct, and to make comments on the items on BECCI. Four participants replied.

Their replies were collated, and items were amended based on these suggestions.

Table 4.5 shows the item centrality ratings.
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Table 4.5: Centrality of items to the BCC construct

Item Rating (0-16)
Practitioner invites the patient to talk about behaviour change (if 186, 16, 14, 16
applicable)

Practitioner negotiates with the patient which behaviour to talk 12,12, 12, 10

about (if applicable)

Patient expresses concerns about current behaviour

14, 14, 16, 12

Patient talks about the benefits of current behaviour

6,14, 14, 8

Patient talks positively about change

12, 14, 14,12

Patient talks negatively about change 6,14, 14, 8
Practitioner asks questions to elicit how the patient feels about 14, 16, 16, 16
the topic
Practitioner uses empathic listening statements when the talks 10, 14,0, 16
about the topic
Practitioner uses summaries to bring together what the patient 14, 14, 12, 14
says about the topic
10, 8, 12, 12
Practitioner acknowledges challenges about behaviour change
that the patient faces
~ 16, 12, 12, 14
Practitioner actively conveys respect for patient choice about
behaviour change
Across the whole consultation the patient speaks for: 6, 12, 16,4
8,14, 12, 12
Practitioner and patient brainstorm solutions (if applicable)
14, 16, 14, 14

Patient is actively making decisions about how to change
behaviour (if applicable)

Items were rated on a scale from zero (not at all related to BCC) to sixteen (highly
related to the BCC construct). Participants were asked to score the items on this
scale, as it would demonstrate whether some items were more central to BCC than
others, and whether the items would therefore need weighting in relation to each

other during the scoring process. Most participants felt the items were highly related

to BCC, and for this reason it was decided that ratings on the individual items should

not be weighted on the total scale score. Where lower ratings were given, the raters
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made comments corresponding to that item. Table 4.6 summarises all comments

made by these experts regarding the construct validity of the items on BECCI.

Table 4.6: Raters’ comments — construct validity

¢ Information exchange is one strategy that is central to the BCC construct, and there was
no single item dealing with this issue.

¢ For item fourteen ‘Practitioner and Patient Brainstorm Solutions’, one comment was that
the term ‘brainstorm’ implies a problem-solving model, which is not what BCC is.

o It was suggested that item seven ‘Practitioner asks questions to elicit how the patient
feels about the topic’ included the word ‘thinks’. The reason being that questions in
BCC are not confined just to asking how the patient feels — they can be used for gaining
an understanding of their opinions.

o It was suggested that item two ‘Practitioner negotiates with the patient which behaviour
to talk about (if applicable)’ is too narrow as an agenda setting item, as it implies that
there should only be an agenda setting process when there are multiple behaviours to
discuss. There may be other issues important to the patient, and unless the practitioner
asks the patient whether there are any other matters they would like to discuss, they will
not know about them. Should the agenda-setting item be a ‘not applicable’ item?

e Questions were raised regarding the necessity to assess patient talk time. A better
reflection would be to highlight practitioner talk time in comparison to the patient.

o The term ‘empathic listening’ would be better than ‘empathic listening statements'.
e The point was made that the exploration of the positives and negatives of both current

behaviour and status quo (‘the four sides of the change equation’) may not occur within
all BCC consultations, but that does not make them less like BCC.
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The raters comments were evaluated, resulting in changes to BECCI version one.

° An item dealing with information exchange was added (item nine, figure 4.2,
page 87), and items seven and two (figure 4.1, page 78) were reworded as
items five and two) on BECCI version 2 (figure 4.2, page 87) to better reflect
BCC based on the raters’ comments.

. Items three, four, five and six were collapsed into two new items, dealing
with change talk and status quo talk respectively (items three and four, figure
4.2, page 87).

. A new item was devised from the item on patient talk time, which was
‘Compared to the practitioner, the patient speaks’, accompanied by an answer
format ranging from ‘not at all’ to ‘a great extent’ (item eleven, figure 4.2,
page 87).

o Item fourteen (figure 4.1, page 78) was reworded to ‘Practitioner and patient
exchange ideas about how the patient could change current behaviour — if
applicable’ (item twelve, figure 4.2, page 87) to better reflect BCC, and look

less like a ‘problem solving model’.

It was decided however, that the term ‘empathic listening statements’ would remain
on BECCI, as this is a feature central to the BCC construct (Rollnick et al. 1999: 29-

30).

The changes made during the construct validity phase of the study resulted in BECCI

version two (figure 4.2).
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1. Practitioner invites the patient to talk about behaviour change (if applicable)
Yes/ No/ Not applicable

2. Practitioner negotiates with the patient which behaviour to talk about
Not at all/ Minimally/ To some extent/ A good deal/ A great extent

3. Patient talks about current behaviour or status quo
Not at all/ Minimally/ To some extent/ A good deal/ A great extent

4. Patient talks about change
Not at all/ Minimally/ To some extent/ A good deal/ A great extent

5. Practitioner asks questions to elicit how the patient thinks and feels about the
topic
Not at all/ Minimally/ To some extent/ A good deal/ A great extent

6. Practitioner uses empathic listening statements when the patient talks about the
topic
Not at all/ Minimally/ To some extent/ A good deal/ A great extent

7. Practitioner uses summaries to bring together what the patient says about the
topic
Not at all/ Minimally/ To some extent/ A good deal/ A great extent

8. Practitioner acknowledges challenges about behaviour change that the patient
faces
Not at all/ Minimally/ To some extent/ A good deal/ A great extent

9. Practitioner provides information that is sensitive to patient concerns and
understanding
Not at all/ Minimally/ To some extent/ A good deal/ A great extent

10. Practitioner actively conveys respect for patient choice about behaviour
change
Not at all/ Minimally/ To some extent/ A good deal/ A great extent

11. Compared to the practitioner, the patient speaks:
Not at all/ Minimally/ To some extent/ A good deal/ A great extent

12. Practitioner and patient exchange ideas about how the patient could change
current behaviour
Not at all/ Minimally/ To some extent/ A good deal/ A great extent/ Not applicable

13. Patient is actively making decisions about how to change
Not at all/ Minimally/ To some extent/ A good deal/ A great extent/ Not applicable

Figure 4.2 BECCI version 2
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4.1.3 Face Validity

Face validity was considered in relation to two research questions, which are

described in turn below.

Question 1: Are the items on BECCI version two a good reflection of practitioner
skill in BCC?

The items were looked at critically as a reflection of practitioner skill. Although all
the items were centrally related to BCC, there were three items (item numbers three,
four and fourteen — see BECCI version two, figure 4.2) that were measuring patient
behaviours. This flouted face validity, as it would essentially not be justified to
measure practitioner competence in BCC by rating patient behaviours. Patient
behaviour is an important part of the BCC process — BCC is after all a two-way
interaction, and the MISC (Miller, 2000) does take patient behaviours into account.
However, BECCI was primarily to be used as a training tool, to evaluate practitioner
behaviour before during and after training. It was therefore decided that these items
measuring patient behaviours should be reworded to reflect practitioner behaviour, in
turn opening up an opportunity for a sister instrument measuring patient behaviours
in BCC consultations to be developed. Item three was therefore reworded to
‘Practitioner encourages patient to talk about current behaviour or status quo’, and

item four was reworded to ‘Practitioner encourages patient to talk about change.’
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Question 2: Is BECCI version two in a format that is easy to understand in both
re&earch and training contexts?

It was agreed that the items on BECCI version two (figure 4.2, page 87) would be
understandable to trainers and researchers alike. However, BECCI version two was
presented on two pages — not convenient for a trainer who would ideally like an
instrument that was on one page to save time and resources. There was also no
standard response format on BECCI, which posed an increased risk of rater error, as
response formats differed from item to item (Professor Ian Russell, 2001, personal
communication).

As a result of these findings, the response formats were changed to Likert-like scales,
ranging from zero or ‘not at all’ to four or ‘a great extent’. This resulted in a

standardised scoring system across items, and it also used less physical space.

The changes made in the face validity phase of the study led to the production of

BECCI version three (figure 4.3).
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1. Practitioner invites the patient to talk about behaviour
change (if applicable)

2. Practitioner demonstrates sensitivity to talking about
other issues

3. Practitioner encourages the patient to talk about
current behaviour or status quo

4. Practitioner encourages the patient to talk about
change

5. Practitioner asks questions to elicit how the patient
thinks and feels about the topic

6. Practitioner uses empathic listening statements to
bring together what the patient says about the topic

7. Practitioner uses summaries to bring together what
the patient says about the topic

8. Practitioner acknowledges challenges about
behaviour change that the patient faces

9. Practitioner exchanges information that is responsive
to patient concerns and understanding

10. Practitioner actively conveys respect for patient
choice about behaviour change

11. Compared to the practitioner, the patient speaks:

12. Practitioner and patient exchange ideas about how
the patient could change current behaviour (if applicable)

not at all
0 1

not at all
0 1

not at all
0 1

not at all
0 1

not at ail
0 1

notatall
0 1

not at all
0 1

not at all
01

not at all
0 1

2

2

2

2

a great extent
3 4

a great extent
3 4

a great extent
3 4

a great extent
3 4

a great extent
3 4

a great extent
3 4

a great extent

a great extent

a great extent

a great extent

a great extent
3 4

a great extent
3 4

Figure 4.3 BECCI version three
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