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Highlights
e Scale developed to measure planning talk within Motivational interviewing session.
e [t is feasible to measure planning, with acceptable agreement.
e The measure can be applied to data to test associations.



Abstract

Objective: Understanding mechanisms of motivational interviewing (MI) could improve
practice. Planning is important for behavior change, and a component of MI. We aimed to
develop a scale to measure planning talk within MI and explore the potential association
between planning and weight loss maintenance (WLM).

Methods: A literature review and thematic analysis was used to develop the coding system.
Reliability was tested using MI examples and a transcript. It was applied to 50 sessions and
associations between planning and WLM were analyzed using logistic and linear regression.

Results: The coding system included: past, continuing, future and hypothetical plans and
goal setting, varying on specificity and commitment. The percentage agreement was 86% and
75% for examples and transcript reliability respectively. Frequent planners, potentially
decrease their weight 2.8 kgs(-9.7, 0.6) and BMI 1.2kg/m?(-3.1, 0.4) more compared to less
frequent planners. Frequent goal setters increase their BMI(3.6 kg/m?, 1.5, 5.7) and weight
(9.5kg, 3.4, 15.6) compared to non-goal setters.

Conclusion: It is feasible to measure planning, with acceptable agreement. Limited
conclusions for the potential associations were demonstrated.

Practice implications: This is the first scale to measure planning, an important aspect of MI
which has received less attention.



1. Introduction

Research indicates that planning has an important role in behavior change '. People are more
likely to change their behavior if they have made a plan or implementation intention 2. MI is
designed to promote behavior change. It aims to strengthen personal motivation for, and
commitment to a specific goal by eliciting and exploring the person’s own reasons for change
3. There are four key processes within MI; engaging, evoking, focusing and planning (new
stage). To date, there is a lack of evidence for specific “active ingredients” that may account
for its’ efficacy in relation to these health behaviors *°. While there has been research looking
at how people plan, only two studies have looked at planning within the context of MI 7 *,
There was a medium sized effect of MI on action planning (when, where and how plan 7)
(d=0.42) ®. MI interventions can generate statistically significantly more complete action
plans than self-administered planning (p < 0.01) ’. It is important to understand how MI
works as this could lead to improvements in practice and efficacy, focus research efforts and
facilitate a better understanding of what helps people to change behaviour °.

There are a number of measures that code client behavior within a MI session: Motivational
Interviewing Treatment Integrity (MITI) '°, the Motivational Interview Skills Code (MISC)
" the Sequence Code for Observing Process Exchanges (SCOPE) '? and the Client Language
Easy Rating (CLEAR) "*. However these were all developed before the planning stage was
added to the MI process, therefore, these measures do not code planning.

Motivational Interviewing (MI) also has potential to improve weight related behaviors '* °.
One study testing MI intervention found that participants maintained their weight loss (6.1 1b.
mean weight difference between groups (P=0.005) at five years'®). In order to examine
whether planning is an “active ingredient” of MI, weight loss maintenance (WLM) session
data was used to test and develop, a coding system for planning. The coding system could
also be used to examine the possible association between planning and behavior change. In
this study associations between planning and weight loss maintenance (WLM) were explored.

The aim of this study was to develop the planning talk coding system- a scale to measure
planning talk within an MI session. We also wanted to test the reliability of this coding
system and its ability to code MI session data on the topic of WLM. Finally the coding
system was used to explore the association between planning and WLM.

2. Method

2.1 Data Source

The data set used in the development of the coding system and testing of planning was from a
weight loss maintenance randomized controlled trial testing an MI based intervention to help
people maintain weight loss (WILMA study) *. This data consisted of 50 audio recorded MI
sessions, where participants consented for their data to be used to examine planning talk.
These recordings were over the 6 month intervention face to face period. The number of
recordings per participant varied from one to six, with 201 recording in total. We randomly
selected one recording per participant for analysis via a formula using excel (except for the 11
cases where there was only one recording).

The WLM data were collected at baseline, 6 and 12 months. The outcome measures used in
this analysis were BMI, weight, maintaining a weight loss at 12 months and motivation at
baseline. These were measured and calculated as stated below:

1. BMI was measured using calibrated digital scales and a stadiometer using the



calculation mass in kg/ height (m)>.

Weight was measured using calibrated digital scales and recorded in kilograms.

3. Maintaining weight loss was coded either yes or no and calculated as follow-up
weight minus baseline weight. If the participant’s calculated weight was zero or less
they were coded as maintaining a weight loss. If the participant’s calculated difference
in weight was greater than zero they were coded as not maintaining a weight loss.

4. Motivation was measured using a Likert scale which captured baseline motivation via
the questions; “How motivated do you feel to maintain your weight” with 1 being
very motivated and 5 being “not at all motivated”.

N

2.2 Sample size justification

The sample size was determined by the number of participants that had at least one face to
face MI session recorded and had given consent for the recording to be used. The sample size
for this study was 50 participants.

This sample size provides the precision to estimate an average weight to within 1.109kg
using a 95% confidence interval and assuming a SD of 4 °.

However, the study was an exploratory study therefore the focus was not on finding statistical
significance. The associations were interpreted using 95% confidence intervals (CI) around
the effect size.

2.3 Development of the Planning Talk Coding System

The development of the planning talk coding system involved two processes, a literature
review and thematic analysis of the recorded MI sessions, these informed each other. A
systematic literature search was conducted to identify definitions of plans and goals. The
definitions formed the basis for development of the coding system. In conjunction with the
findings from the literature review, the thematic analysis of recorded MI sessions helped
develop definitions of plans and goals and identify different types of plans. Thematic analysis
was conducted through group discussion and independent coding. The group members
individually coded the MI sessions and then met to discuss the coding and provide feedback
at all stages. The group included two psychologists with expertise in behaviour change (SS
and RM), a MI expert (SR), a psychologist with counselling training (LC), and a statistician
(MK). The definitions identified in the literature were independently applied to four MI
sessions by SS, RM and MK, to test whether they fitted the data. LC also independently
coded nine MI sessions using the definitions identified in the literature. During this coding all
coders also thematically analysed the MI sessions to identify further plans and goals. If the
literature definitions fitted they were used to inform the different types of plans and the
definition of plans and goals that would be included in the draft coding system. From this
coding process the group agreed on the definition of a plan and a goal. They then selected the
types of plans that best represented those occurring in the MI sessions. They also identified
that the specificity of a plan/ goal and the commitment to a plan/ goal could also be related to
outcome and therefore was incorporated into the coding system. This was based on the
finding from the analyses of nine MI sessions as well as relevant literature. From this the
draft planning talk coding system was developed.

The coding system was then tested within the MI data and any problems or issues identified
were discussed within the group and modifications were made. Each time this occurred, LC
tested the revised coding system with five full MI sessions and the group tested it with one of



these five sessions. This led to LC coding a total of 20 sessions and from these 20 session SS,
RM and MK coded a total of five sessions. A summary of the development of the planning
talk coding system can be seen in Figure 1.

Figure 1: The development of the Planning Talk Coding System

Finally the coding system was tested by a validation group of 11 researchers to check for any
further issues. The participants were recruited via an email distributed to different
departments within Cardiff University. The group was taught how to use the coding system
via a 45 minute presentation with examples. The group then applied the coding system to a
section of an MI session transcript. Oral feedback was sought from this validation group and
used to further refine and clarify the coding system to produce the final version. This process
1s summarized in Figure 1.

2.4 Reliability of the coding system

The coding system was tested for reliability by a group of 10 Cardiff university staff, who
were different from the above researchers (a mix of researchers and administrators). The
participants were recruited via an email distributed to different departments within Cardiff
University and participants received £40 in vouchers to compensate them for their time.

The participants were trained to use the coding system via a 45 minute presentation with
examples. They were also given the coding manual and had the opportunity to ask questions.
They were then given a transcript of an MI session in which they had to identify the plans and
goals. They also coded a list of 15 examples of plans and goals which they had to identify
and rate on specificity and commitment. These examples were sections of text that were
randomly selected from the MI session data that included either a plan or a goal.

Reliability was measured using a percentage accuracy with a gold standard set by the focused
discussion group. The results for each participant, for each exercise was compared for
accuracy with the gold standard. A percentage accuracy was the calculated for each
participant and an average was taken across all participants A percentage accuracy was used
instead of an intraclass correlation to measure reliability for a number of reasons. Firstly, as
this was a case of accuracy and not agreement it was not appropriate to use an intraclass
correlation. Secondly, an intraclass correlation does not capture the accuracy of participants’
identification of plans and goals at specific lines in the MI session. It only tests the overall
numbers of goals and plans identified in the example, which does not capture whether
participants identified a plan/goal at a specific line of the MI session. Therefore the ANOVA
approach would result in much higher agreement as it would code as agreement at large parts
of conversations where no planning talk actually occurred. Instead here, we have
summarised accuracy across all raters to identify the accuracy with the gold standard coding.
We feel this is a cruder, but ultimately more interpretable summary measure. For these
reasons a percentage accuracy was considered a better and simpler representation of the
reliability of the coding system.

2.5 Planning talk coding system and WLM data.

The coding system was applied to the 50 MI sessions by LC, some of which were used in the
development process. The frequencies of the different codes were calculated per participant.
The variables were trichotomized for analysis into low, medium and high categories (see



Tablel). The figures below show how many occurrences of a plan or goal were categorized
into the low, medium and high group.

Plan/ Goal variable Low | Medium | High
Medium plans 0-13 13-20 21+
Medium goals 0 1-3 4+
Medium future plans 0-2 3-5 6+
Medium continuing plans 0-5 6-8 9+
Medium Hypothetical plans 0 1 2+
Medium Past plans 0-2 3-4 5+
Medium high commitment plans | 0 1-3 4+
Medium low commitment plans 0 1-3 4+
Medium high specificity plans 0-6 7-12 13+
Medium low specificity plans 0-2 3-5 6+
Medium high commitment goals | 0 1 2+
Medium low commitment goals 0 1 2+
Medium high specificity goals 0 1 2+
Medium low specificity goals 0 1 2+

Table 1: Number of plans and goals for trichotomized variables

The association between total number of plans made and BMI, weight, and maintaining a
weight loss (measured at 12 months) was investigated controlling for individual patient
characteristics (i.e. age (18-29/30-59/>59), gender, ethnicity (White/Non-white), source of
recruitment (GP practices/ Exercise on prescription/ Slimming World/ Other), percentage
weight loss (5-10%/ >10%), baseline BMI (30 — 40/>40), trial arm and motivation).

Graphical illustration (boxplots, histograms and barcharts) was used to explore associations
between the different types of plans and weight outcomes. Maintaining weight loss (yes or
no) was analyzed using logistic regression, while BMI and weight were analyzed using linear
regression.

Inter-coder reliability was used to assess the reliability of the coding of the data. Three
independent coders were assigned a random sample of 2 sessions each with an additional one
session for two of the coders. Fifteen percent (8) of all sessions were double coded and a
percentage agreement statistic was calculated.

3. Results
3.1. The planning talk coding system



The literature review revealed that there is no uniform definition of a plan or a goal. Many of
the explanations of subgoals (a goal that helps you achieve an overall goal e.g. weight loss)
were very similar to a plan '’. Based on the literature review and examples from the data the
definition of a plan and goal was agreed.

Plan: a plan is an action for the future that will help the person achieve a goal and there must
be evidence that it was volitional.

Goal setting: a goal is future orientated and is a desired state that the person wants to achieve
18

Four additional codes differentiating types of plans also emerged which became part of the
planning talk coding system. These were past, continuing, future and hypothetical plans. The
definitions of these codes are given in the manual in the appendix. The coding system allows
one to first identify if something is a plan or a goal, then if identified as a plan one must
choose if it is a past, continuing, future or hypothetical plan (see Figure 2).

Commitment to a plan/goal was included in the coding system (see Figure 2) because
research has identified that strength of commitment is related to outcome and that it can be
measured based on the client’s language '*. The group agreed that the specificity of the
plan/goal should also be included because it has also been shown to be associated with
outcome. A meta-analysis *° found a medium to large association between implementation
intentions (when, where and how plans) i.e. more specific plans and goal achievement (effect
size d= .65).

Figure 2: Coding framework for planning talk coding system

3.2 Reliability of planning talk coding system

Ten participants took part in the reliability testing. They had a variety of research
backgrounds both in qualitative and quantitative methods and undergraduate degree
backgrounds including English and Psychology. The percentage agreement with the gold
standard for plans and goals was 86% for the plans and goals examples and 75% for the
transcript reliability respectively.

3.3 Planning talk coding system and WLM data.

3.3.1 Descriptive statistics
The characteristics of the weight loss maintenance study participants are provided in Table 2:

Baseline measures Mean SD
Age (years) 49.9 12.3
Baseline measures

Weight (kg) 90.4 19.5
Height (cm) 164.9 7.2
Waist (cm) 102.2 16.2
Hip (cm) 117.7 12.4
BMI (kg/m2) 33.2 6.3
Gender

Male 14%




(n=7)

86%
Female (n=43)
Ethnicity
White British 90%
White Irish 2%
Other white background 4%
Other 4%
Table 2: Participant characteristics
Planning talk coding system data
Type of plan or goal Median | IQR
Total No. Plans 17 13-22.5
Future Plans 5 3-7
Future plans High Commitment 3 1-4.25
Future Plans Low Commitment 2 1-4
Future plans High Specificity 3 2-4
Future plans Low Specificity 1 0-3
Continuing Plans 7 4-11
Continuing Plans High Specificity 6 3-8.25
Continuing Plans Low Specificity 2 1-3
Goal Setting 2 1-4
Goal Setting High Commitment 1 0.75-3
Goal Setting Low Commitment 1 0-1
Goal Setting High Specificity 1 0-1
Goal Setting Low Specificity 1 0.75-3
Hypothetical Plans 0-1
Hypothetical Plans High Specificity 0-1
Hypothetical Plans Low Specificity 0 0-0
Past Plans 3 2-6
Total high commitment plans 3 0-7
Total low commitment plans 2 0-7
Total high specificity plans 10 2-23




Total low specificity plans 4 0-15

Table 3: Descriptive statistics of summary scores for each type of plan within the coding system.

Initial results indicated that the planning talk coding system did not have any redundant
codes. Descriptive statistics of the summary scores showed that all the codes were used
during the coding process. There was also a wide range in the numbers of plans made per
session from 1 to 39 which demonstrated that the coding system is sensitive to the range of
plans made. The median total number of plans made within an MI session was 17 (see Table
3). The type of plan made most frequently was continuing plans with a median of 7 per
session. Overall there were more plans than goals made within the MI sessions.

The coding of the MI session was also verified through 3 double coders. The inter-rater
reliability between the 3 coders (SS,RM,MK) and the main researcher (LC)was found to be
61.2% percentage agreement. This is moderately good level of agreement.

BMI

Figure 3: Multiple regression: 95% Confidence interval for categorised goals, plans and BMI
Weight

Figure 4: Regression results: regression coefficients and 95% Confidence intervals for categorised
goals, plans and weight

The study is underpowered to detect associations. The results show for high planners a 95%
CI -3.1, 0.4 for BMI and 95% CI -9.7, 0.6 for weight. Medium planners are more similar to
low planners (adjusted estimate: 1.5kg, 0.5kgm? 95% CI). These are not statistically
significant results.

Medium goal setters gained 3.6 BMI points (1.5, 5.7) p= 0.001 and 9.5kgs (3.4, 15.6) p=
0.006 compared with non-goal setters and this was statistically significant.

Maintaining a weight loss

Figure 5: Multiple regression: Odds ratio for categorised goals, plans and maintaining a weight
loss

When comparing high planners to low planners the result was not statistically significant.
Investigating goals there is a statistically significant association between high and medium
goal setters and maintaining a weight loss. They are less likely to maintain a weight loss
compared to those who set no goals.

4. Discussion

Although planning has been identified as an important aspect of MI, to date although there
are validated measures of other aspects of MI sessions, there is no measure of planning that
has been developed to code plans within MI sessions. This new coding system shows
potential as a measure for coding planning talk.



The results from the reliability of the coding system demonstrated a good level of reliability.
The examples led to an 86% agreement and the transcript led to a 75% agreement with the
gold standard. This is similar to the SCOPE and the MITI inter-rater reliability results that
were in the good to excellent range *' >, The lower agreement levels of the transcript scores
could be explained by the fact that the transcript needed to be parsed. Within other measures
this has been identified as a subjective process and therefore possibly unreliable *. Parsing is
an area to be improved for future training and reliability. Nevertheless this study has shown
that non-experts can be trained in a brief training session to apply the coding system and that
the results they produce are highly reliable.

The study was underpowered to detect any associations. The testing of an association
between planning and WLM outcomes demonstrates how the coding system could possibly
be used and the type of result one might obtain. To test the association between planning and
BMI and weight we need to test within a larger data set.

Medium goal setters statistically increase both their BMI and weight. The results suggest that
goals were not associated with a decrease in weight. This is an unexpected finding but may
not hold up in other/larger samples and it would be helpful for future studies to look at
interaction effects. It may also be important to make plans alongside goals and not set goals
without articulating a clear plan to achieve them. It may also be that goals are not specific
enough (i.e. not as specific as plans) and therefore not sufficient. This finding appears
contradictory to evidence suggesting that goal setting can help people change their behaviour
718 However the evidence around planning does suggest that there is a long road between
goal intentions and achieving them, as people need to deal with repeated interruptions and
possible setbacks **. It may be that goals are necessary but not sufficient to lead to behaviour
change, i.e. plans are what you need to achieve your goal. In the current study however, we
were unable to examine this hypothesis as the data does not allow for plans to be linked to
specific goals (i.e. it was not possible to fit an interaction term). This is a potential area for
future research.

This study has a number of strengths mainly the iterative nature of the development of the
coding system and independent corroboration of the final coding system. The coding system
was developed using inductive thematic analysis (applying codes from the literature) ** and
the deductive approach (using the MI sessions to develop the codes) % *°. Combining both
these approaches led to insights from the MI data which were combined with theory and
published evidence.

The coding system was also developed via a rigorous process of testing the coding system
within 20 MI sessions. This process was similar to procedures used in the development of the
Behavior Change Counselling Index (BECCI) 27 (25 sessions) and the Evaluation of AGenda
mapping skiL Instrument (EAGL-T) 2* (35 sessions). The MI intervention was also delivered
with high levels of fidelity '* meaning the coding system was based on and tested within
sessions where MI was actually delivered.

Good reliability of the coding system was demonstrated after training a group of 10
researchers and applying the coding system to a section of the MI session data. These results
are similar to other studies that have used the MISC or the MITI which found an inter-rater
reliability score of between 0.59 and 0.95 *7%



The researcher (LC) was blinded to the weight maintenance results. Therefore the coding of
the MI data using the planning talk coding system was not influenced by any knowledge of
the participant’s weight results. The coding of the 50 MI sessions using the coding system
were also double coded by 3 researchers with an average percentage agreement of 61.2%
which is a good/acceptable level of agreement.

There are a number of limitations to this study. Firstly the coding system was developed and
tested for reliability on WLM data so it may not be generalizable to other data sets. However,
the codes within the coding system have been developed to be general and not specific to
weight loss or weight loss maintenance data. Further research needs to be conducted to test
the reliability of the coding system within other MI data sets with different outcomes.

As this study was underpowered it limited the statistical interpretations that could be drawn
from the data. The results need to be tested within a larger data set to assess whether the
current findings could be replicated. In addition, the results should be interpreted with caution
as further development of the planning talk coding system is needed. This includes looking at
the internal consistency, stability and responsiveness of the tool: these issues need to be
investigated to ensure the reliability of the measure.

4.1 Conclusions

In conclusion, while caution is advised with the interpretation of the association between
planning and outcomes due to sample size as well as the stage of development of the coding
system, these findings are encouraging as it is possible to measure planning within a MI
session and that it is potentially associated with behaviour change and a mechanism of MI.
There is also some evidence that the total number of plans is an important factor for
successful weight maintenance.

4.2 Practice implications

To date, there is a lack of evidence for specific “active ingredients” that may account for the
efficacy of MI in addictions and health behaviours ** **. Understanding the mechanisms
affecting outcomes could lead to improved practice and planning is a candidate mechanism.
The planning talk coding system makes it possible to code this. This is useful to researchers
as they can measure planning and examine associations with relevant outcomes thus
increasing our understanding of potential mechanisms in MI. A group of mixed group of
researchers and administrators were trained to use the coding system within 2 hours, and our
results demonstrate that the coding system can be used reliably by this group. As the coding
system can be used following minimal training, it can easily be used in a research or practice
environment without incurring significant resource.

Understanding planning within MI could improve practice, as therapists could use the
findings from this research to change the way they work in two ways. Firstly, the results from
this study suggest it is important for clients to make plans in order to improve the chances of
behaviour change happening. Therefore it is important for therapists to recognise that
planning is a potential key element of MI and to ensure they facilitate individuals to make
plans to achieve behaviour change. Secondly this measure could be used in routine practice
during supervision or in MI training to assess how well practitioners are facilitating planning
phase.
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Appendix C4-3 Planning talk coding system manual

Coding System
Conceptual model

High or

Commitment [

medium/low

setting md  Specificity el High or Low

Target Goal

WLM/WL

Hypothetical o inicit !

High or

Commitment (e medium/low

Specificity [faeed High or Low
Definition of a plan

A plan is an action for the future, it is volitional, involves thought before action and contains behaviours.
Planning refers to the development of specific alternative behavioural paths by which a goal can be attained
(Austin & Vancouver , 1996). They decide on a behavioural action, which is the ‘“how’” they will achieve
the goal (Sniehotta, Scholz and Schwarzer, 2005). The “how” is the essential part of planning, the “when”
and the “where” of a plan is optional for the definition of a plan, but does help to make the plan more
specific. It can also involve details of actions or strategies to help the person negotiate potential obstacles
(Sniehotta, Schwarzer, Scholz and Schu, 2005). If there is evidence of volition and thought before action
from what the client has said then it is planning. This evidence may come in the form of the client informing
the clinician of an activity they are doing or commenting on how an action is going.

Examples of plans are:

4

C: “You, you don’t have to go up to to fifteen sins, every sin is twenty calories and so I suppose
that’s three hundred so you’re allowed calories of nice things, you know, chocolate, chips,
whatever um but I I, you you there’s a pl... ((woman’s name)), lovely, marvellous um person
who runs the club, says you have to learn to manage them. If you cut them out completely, you
cannot go for the rest of your life never eating these things. You have, you have to tame them,
yes? You control them.”

“So you tame the the (bits), yeah”

“Tame them and you manage them. Don’t let them manage you.”

Hmm.

“So what I, so what I must do this week, is try and tame these things.”

Ok. So that sounds like a really clear target.

OO0



“I’m going to cat breakfast every day.”

“Uuum yeah I think we talked about it the night before that we were going to go shopping a
bit later than originally planned.”

Definition of a Goal

A desired state that a person wants to achieve, where states are outcomes, events, or processes. (Austin &
Vancouver , 1996). This desired stated must be in the future. These desired states could range from internal
processes (e.g. to be less stressed), to desired outcomes (e.g., career success). The desired stats are indicated
by the client using words such as “want”, “aim”, “desire”, “aspire”, “achieve” and “longing” etc. The goals
will be states that the client wants to achieve that will help them reach the overall target goal. The goal is

therefore contingent upon the performance of actions to achieve it.

Example of a goal are:
“I want to lose a pound a week”

“I want to go to the gym twice a week”

The difference between a Goal and a Plan.

The difference between plans and goals is determined by the “How” element of “How”, “When” and
“Where”. The “how” is the essential part of planning that defines it, the “when” and the “where” of a plan is
optional for the definition of a plan. The goal, however does not include the “How” element. Therefore if
there is just a desired state mentioned then it is a goal. A goal and a plan can occur adjacent to each other
within the same sentence.

Identifying the Target Goal

M1 is used to identify and encourage change talk and to specify how these changes will take place therefore
the therapist must have the target goal in mind, helping them to know which instances of client language to
focus on. Before coding the session the coder should be made aware of the target goal. The target goal is
overall what the client wants to achieve and is long term in nature. This target goal must always be kept in
mind when coding the session and it must be specified in enough detail to allow the coder to discriminate it
from other topics the client may talk about. There may be many behaviours that are linked to the target goal
that can be included in the coding.

Examples of target goal are:

Weight Loss (target goal)

Weight Loss Maintenance

Stopping smoking

Increasing Fruit and vegetable intake

Adhering with medication regimen

Not stress eating

Coders should not infer a link between actions and the target goal unless it’s clear from the context that the
clients plan will help them move towards their target goal. For example “I plan on being less stressed work”
would not be a plan towards a target goal of weight loss. However, if this was linked to stress eating then it
would be. It would also be linked to the target goal if the therapist mentions the target goal and in response
the client mentions a plan.

Assigning codes
P: Past Plan

C: Continuing Plan
F: Future Plan



H: Hypothetical Plan
GS: Goal Setting

Everything is coded on a degree on specificity: Low or High with the exception of past plans. With the
exception of Hypothetical plan, Past plan and Continuing plan, everything is coded on a degree of
commitment: Medium/Low or High.

Repetition of Plan or Goal

If the same plan/ goal is mentioned more than once throughout the session it is coded once only if it could be
assigned two codes from the same category, such as both assigned at future plan code. This follows the
MITI 3.1 as they state “Once a behaviour code is assigned once within the volley, it is not assigned again. A
volley may contain only one of each behaviour code”. The plan/goal that is coded is the plan/ goal with the
highest commitment and specificity score assigned to the plan/ goal throughout the session. All other
instances of the same plan/ goal that are mentioned and can be coded with the same category such as future
plan are not coded. However, if the plan/ goal if retracted during the session then the plan/ goal is no longer
coded.

For example

C: Well, my son’s birthday is Monday...

p: Yeah.

C: and we’ll be having a tea party although that’s good cos it’s on Monday, I’ll be going to Slimming
World at seven o’clock regardless to get weighed

P: Right.

C: even if [ don’t stay so that’ll make me...

P: Ok.

C: perhaps I’ll have the piece, slice of birthday cake when I get home, then... ((laughter))

P: give you an incentive..

C: and won’t have it llntll the middle of the party. (future plan with high specificity and low

commitment BUT NOT CODED as future plan repeated later in conversation) ((Phone rings)) Oh I’ll
ignore that ..

p: Yeah?

C Yeah.

P: Ok. Yeah, so it’s a bit of an incentive for you not to uh not to do that at the party then.

C: Yeah.

P Yeah. So you feel like you have some form of a plan to deal with the food at your son’s birthday.

Sounds like you are going to try and have only a small amount of cake.

C: Yeah, | will definitely only have a small slice of cake after 1 come back from being weighed at
slimming world. Slimming world will give me the motivation | need to stay on track with my diet. (
CODED as Future plan with high specificity and high commitment).

The second time the future plan about cake is coded as this has been assigned the highest commitment and
specificity code. The first time the future plan is mentioned it is not coded.

However if the same plan is repeated but can be assigned two different categories of plan then both times the
plan is stated will be coded.
For example

If I go for a walk everyday then I would have to leave work early (hypothetical plan- coded), so I'm
definitely going to start doing that (future plan- coded)

Client responses to clinician questions. Clients may respond to clinician questions/ statements with
language that fits within any of the planning talk categories, and it should be coded as such. The fact that the
clinician “set it up” with a particular sort of question or comment does not mean that the client’s response is
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not planning talk. Even a one-word answer to a question may qualify for a planning talk code if the coder
deems it to be a genuine response rather than simply a socially facilitating response. For Example:

Counsellor: So your planning on going to the gym more often specifically every Monday night after work
and you are gonna bring your gym close with you to work.
Client: Yes that’s right.

Definitions of Codes

Past Plan; These plans will consist of an expression of an action that has happened or a circumstance that
previously existed. It must be a volitional plan that was made about a future action that has now been
completed. There also must be evidence from what the client has said that there was volition or evidence of
justification for the plan. Volition cannot be implied. To be coded the behaviour must clearly be one that is
intended by the client to lead to the target goal. For example:

“I made pasta last week and instead of making a cheese sauce I made a tomato sauce so I didn’t use my
calorie allowance”

“I went to the gym last week with a friend from work”

Continuing plan: This is a strategy to continue the same action or event at a repeated frequency either
continuously or at intervals. The plan has been made before the therapy session and will continue to be
enacted in the future. To be coded the behaviour must clearly be one that is intended by the client to lead to
the target goal. For Example

“When I’m at home I only snack on vegetables and that’s something I’'m gonna keep up”

“I’ve been making a packed lunch for work every day and I’'m gonna make sure I keep doing that”

“I decided to take up knitting to distract myself from my craving which is really helping so I want to keep
that up”

“I will walk everyday to work like I have been going as that really helps”

Future Plan: Is a plan that will or is likely to happen in the period of time after the therapy session. It must
be a volitional plan that was made about a future action that has not been completed yet. To be coded the
behaviour must clearly be one that is intended by the client to lead to the target goal. For example

“I’m going to start going to the gym”

“I’m going to eat fruit every morning for breakfast”

Hypothetical: Is an idea about what the client could do to move towards the target goal but that the client is
not committing to. A client could use the hypothetical to problem solve possible barriers they may come
against. This must be an idea that could help them move towards the target goal or a way of moving past
barriers that could stand in their way of completing the target goal. For Example:

“If I cut out pasta I could lose more weight”

“If I forget my gym Kit I could go for a walk on my lunch break™.



“If I make my lunches for work I think it could help me loss weight”

Goal Setting: An internal representation of desired states, where states are broadly construed as outcomes,
events, or processes. (Austin & Vancouver , 1996). This desired stated must be in the future. Internally
represented desired states range from internal processes (e.g. to be less stressed), to complex cognitive
depictions of desired outcomes (e.g., career success). The desired stats are indicated by the client using
words such as “want”, “aim”, “desire”, “aspire”, “achieve” and “longing” etc. The goals will be states that
the client wants to achieve that will help them reach the overall target goal. The goal is therefore contingent
upon the performance of actions to achieve it. The goal does not include a statement of what the actions
are to achieve it (the “How”) as that defines a plan. When coding goal setting be aware that when the
word “if” occurs before a goal e.g. “If only I could be 10 stone” this is not coded as a goal. The client is not

stating a goal they want to achieve.
“I want to lose a pound a week”

“I want to go to the gym twice a week”

Rating the Degree of Commitment

Every time Future or Goal Setting are coded a degree of commitment must be assigned: Medium/Low or
High. Hypothetical does not get assigned a degree of commitment as the nature of this implies the clients are
not committed. Past also does not get assigned a degree of commitment as due to the nature of the language
used when people talk about past plans one would not be rating the degree of commitment to the plan but the
success or failure of the plan. A person can be very committed to a plan but unforeseen events may stop the
person completing the plan counting it as a failure. Continuing is also not rated on commitment as the plan is
continuing to happen. Degree of commitment implies an intention or an obligation to complete the plan/
goal made by the client. The client is pledging to complete a certain behavioural act. This includes starting a
certain behaviour as well as stopping something, such a giving up chocolate. This can be expressed directly
via a committing verb, or indirectly. For example:

“I swear I will stop this” “Swear” is strong committing verb, coded High

“Nothing is going to stop me this time” This statement has no committing verb, but it indirectly implies
commitment and is also coded High

There are separate commitment ratings scales for plans and goals as plans are about going to an action where
are goals are about wanting to achieve something. These lead to different commitment verbs being used.

Commitment rating for plans

High: Statements should indicate that the client is going to complete the plan made. It should indicate that
they have strong intentions to change their behaviour.

High Commitment Words

| guarantee I know
I will I am devoted to
| promise I pledge to
I vow | agree to
I shall I am prepared to
| give my word I intend to
I assure I am ready to
| dedicate myself
I’ve got to
I know I can
I’ll do
| definitely will




I’'m going to

| just got to

I’m not going to

I’m definitely not going to
There is no way

“Well, I I know now, I’ll be more structured”- Future

“l took my portion sizes um and | need to get myself organised a bit more with my food
know what I’m having for the following day and get it prepared.”- Future

“I"d love to get it off to go this wedding”- Goal setting.

Medium/ low: Statements should indicate that the person may complete the plan however they have not
fully pledged to change their behaviour. They may also be wanting to see how things go and haven’t fully

made up their mind.
Medium/ Low Commitment Words

I look forward to | propose

I consent to I am predisposed
I would like to | anticipate
I plan to | predict

I resolve to | presume

I expect to I mean to

I concede to | foresee

| declare my intention to | envisage

| favor I assume

I endorse | bet

| believe I hope to

| accept I will risk

I volunteer I will try

I aim I think 1 will
| aspire

I suppose I will

I imagine I will

I suspect I will

I contemplate

I guess | will

I wager

I will see (about)

| could do
Perhaps | could
Hopefully | can
Maybe |

| think

I might not
Possibly I will not

“I think for the moment, I’d want to go back to weighing”- Future

“So maybe that’s what I need to step up a bit” —Future

“Yes, and plan ah... and plan, yeah, factor in the whole day, I suppose” -Future

Commitment scale for goals

High: Statements should indicate that the client is very committed to the goal, wants to achieve it or shows
how important the goal is to the client. This can be expressed through the client language or through the
client rating on a scale of 1 to 10 how important the goal is. If the client rates the goal as a 6 or higher then is

it is rated as high commitment.
High Commitment Words

I really want

I truly want

| desperately want to

| definitely want to achieve
I want to

I would love to

I absolutely want to

I undeniably want to

It’s really important

I have to

I definitely don’t want to
It’s very important [ don’t




“I definitely want to lose 1 stone”
“I truly want to eat healthier”

Medium/Low: Statements should indicate that the client is not as committed to the goal and is less
important to the client. This can be expressed through the client language or through the client rating on a
scale of 1 to 10 how important the goal is. If the client rates the goal as 1-5 then is it is rated as high
commitment.

Medium/Low Commitment Words

I would like to I want to possibly
I kind of want to | suppose

I might want to
Maybe | would like to

“I’d like to get to about twelve stone six, [ would”

Rating the Degree of Specificity

Every time, Continuing, Future, Hypothetical or Goal Setting are coded a degree of specificity must be
assigned: Low or High. Past plans are not rated on specificity. There are separate specificity rating scales for
plans are goals are they comprise of different components and does not include a “how”. Degree of
specificity implies a clearly defined set of events that precisely identify when and how and possibly where
an action will take place.

Specificity rating for plans

High: Statements must include “when” a time scale to achieve it in, the time the plan will occur or it could
be a cue, a state of being or a circumstance e.g being stressed or when they are at work. It should also
include “how” they are going to achieve what they want. “Where” the plan takes place can be included as
well but will not lead to the plan being rated as high specificity without the presence of “when”. The
wording of the “when” should be more specific than “sometime”, “at some point” or “in the future” for it to
be coded as the “when” of a plan. If however the client says “this year” or “this summer” etc then that is
coded as “when”. If a client says that they are never going to do something again/ has stopped doing

something or is never going to go back to a certain state that is also coded as “when”.

“l took my portion sizes um and | need to get myself organised a bit more with my food.
Know what I’m having for the following day and get it prepared”- Future

C: Like like in the night then to watch my portion, I’ll weigh my rice ready...

P: Ok.

C: and things. Put it in a saucepan ready so when | come in from work or anything, there’s
no looking for what I’ve got to have. -Future

“If I could eat carrots instead of biscuits at my 3pm tea break at work then I could lose some weight” -
Hypothetical

P:Ok how else did you lose this weight?

C:Um, ex, well I uh line dance three times a week.

P:Wow.

C: and that’s usually um an hour and a half. It’s always like a two hour

session but if you have a coffee or a tea or if you’re there a bit late, but I’'m always dancing for an hour and a
half...

P:Hmm mm

C:and that’s three times a week. - Continuing




Low: Statements must include “how” the client is going to achieve what they want. “Where” the plan takes
place can be included as well but will not lead to the plan being rated as high specificity. Statements that
include the “When”, a time scale to achieve it in/ the time the plan will occur, should be rated as high.

“I’m going to eat more fruit” Future plan
“I’m going to continue to be more active” Continuing plan
“Well, I I know now, I’ll be more structured”- Future

Specificity rating for goals
High: Statements for rating goals as high must include “when” the goal should be achieved by. The wording
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of the “when” should be more specific than “sometime”, “at some point” or “in the future” for it to be coded
as the “when” of a plan. If however the client says “this year” or “this summer” etc then that is coded as
“when”. “Where” the goal takes place can be included as well but will not lead to the goal being rated as
high specificity without the presence of “when”.

“I want to lose 1 stone by my holiday”

“I want to start going to the gym on Mondays”

“I want to eat fruit daily”

Low: Statements for ratings goals as low will only include the goal that the person wants to achieve.
“Where” the goal takes place can be included as well but will not lead to the goal being rated as high
specificity.

“I want to lose 3 pounds”

“I want to go to the gym”
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Figure 1: The development of the Planning Talk Coding System
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Figure 2: Coding framework for planning talk coding system
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Figure 3: Multiple regression: 95% Confidence interval for categorised goals, plans and BMI

Medium goals L
High goals e e ——
Medium plans L
High plans e e
Pttt —tt—t—t—t—t—t—t—t

-3.6-3-25-2-1.5-1-050051152253354455556

Adjusted between-group mean differencein post-intervention
BMI (in kg/m?)
Favours decrease in BMI Favours increase in BMI



Figure 4: Regression results: regression coefficients and 95% Confidence intervals for categorised
goals, plans and weight
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Figure 5: Multiple regression: Odds ratio for categorised goals, plans and maintaining a weight
loss
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