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The False Dichotomy Slide 

• Physical Health: Mental Health 

• Historical split: Current stigma: Loss 

• Uncommon sense. 

• How we feel affects how we feel. 

• Feeling better helps us get better. 

• Getting better helps us feel better. 

• Somatisation Reversal (Freeman(2018)) 



CBT 
A quick tour of the basics 

(and maybe a bit more) 



CBT Basics: What is it? 

• CBT is based in therapist expertise in 
assessing, formulating and intervention. 

• How does fit with a physio’s workload/aims? 

• CBT can be hard work for patients. 

• It needs concentration. 

• How does this fit with chronic pain? 



CBT Basics: What is it? 



Negative Automatic Thoughts 
 

• Happen spontaneously in response to situations 

• Occur as thoughts, narrative and images 

• Do not arise from reasoning 

• No logical sequence 

• Hard to turn off 

• May be hard to articulate 

• May be vocalised automatically 

 

 



Positive Automatic Thoughts 
 

• Happen spontaneously in response to situations 

• Occur as thoughts, narrative and images 

• Do not arise from reasoning 

• No logical sequence 

• Hard to turn off 

• May be hard to articulate 

• May be vocalised automatically 

 



Examples of NATs 

• Negative Triad Associated with Depression 
– Self  “I am incompetent/unlovable” 

– Others “People do not care about me”  

– Future “The future is bleak” 
 

• Negative Triad Associated with Anxiety 
– Self  “I am unable to protect myself” 

– Others “People will humiliate me”  

– Future “It’s a matter of time before I am 
embarrassed” 



Types of Cognitive Distortions    

 

– Emotional reasoning                          Feelings are facts 

– Worst case thinking                           The worst happens         

– All/Nothing thinking     All good or all bad (more often) 

– Mind-reading Knowing what others think & vice versa 

– Personalization                Taking responsibility “It’s me..” 

– Mental filter           Ignoring evidence of the positive 
 
 

 

 

 
 



CBT Basics: How? 

• Conversation; 1:1, www., group. 

• Exercises and worksheets. 

• Homework, diaries & lists.  

• Supporting evidence for negative beliefs? 

• Supporting evidence for positive beliefs? 

• Graded exposure. 

• Testing and Challenging by therapist. 

• Testing and Challenging by the person. 

 



CBT Basics: How? 

• Identify unhelpful thoughts 

• Change unhelpful thoughts 

• Identify and explain problems behaviours 

• Identify and explain the impact of reduced 
activity 

• Plan increased activity 

• Fix problems using problem solving approach 

 



MI 
Another scenic tour 

Look out for familiar sights! 



Motivational Interviewing 

 

A directive, client-centred counselling style 

  

for helping clients explore and resolve  

 

ambivalence about behaviour change. 



How it fits with practice. 

• Broad evidence base in health behaviour 
change, addictions, widely used 
elsewhere. (How good is the evidence?) 

• Easy and brief, maybe. 

• Fits well with Cycle of Change model, 

• Conversational style appeals to both 
parties, 

• Useful in assessment, treatment and 
relapse prevention. 



The spirit of MI 

• Motivation to change 

elicited from the person, 

not imposed from 

without (us). 

• Direct persuasion is not 

effective in resolving 

ambivalence. 

• It is the individuals task 

to articulate and resolve 

ambivalence. 

• Counselling style: quiet 

& eliciting. 

• The counsellor is 

directive in helping to 

examine ambivalence. 

• Resistance to change not 

a trait, but a product of 

interpersonal 

interaction. 



Pascal’s Pensees  

  

• “People are generally better persuaded 

by the reasons which they have 

themselves discovered, than by those 

which have come to the mind of others.” 

• Blaise Pascal 1623-1662 



A model for change 
• A Stage Model of the Processes of Change (Prochaska & 

DiClemente,1982) 
    Pre-Contemplation 
   (No change planned for 6 months)  
 
Maintenance                            Contemplation 
(Change sustained for at                                                    (Recognise that they 
least 3 months)                         have a problem) 
 
 
 Relapse 
 
                                        Action                              Determination/Preparation     
                         (Action taken to change)          (Make intention to change) 

  
 
 
NB Each arrow is an opportunity for brief intervention. 
  
 



Dangerous assumptions 

• This person ought to change. 

 

• This person is ready to change. 

 

• This person’s health is their prime motivating 
factor. 

 

• If they do not decide to change the behaviour 
right now then the consultation has failed. 



Dangerous assumptions 

• People are either motivated to change or not. 

 

• Now is the right time to consider change. 

 

• A tough approach is always best. 

 

• I’m the expert- “they” must follow my advice. 



Principals of MI 

• Express empathy 

– Empathic listening 

• Avoid argumentation 

– Non-coercive 

• Roll with resistance 

– ‘Psychological judo’ 

• Support self-efficacy 

– Self-efficacy a key to achieving change 

 



Communication in MI 

– Open questions,  

 

– Summarising,  

 

– Reflective listening, 

 

– Slow pace, 

 



Open & Closed Questions 

• CLOSED 

 
 OPEN 

 
Do you want to get 

better? 

How do you feel about 

getting better? 

Does stress make 

you ill? 

How does stress make 

you feel? 

 
Is your partner keen 

for you to do lose 

weight? 

What does your partner 

think about you losing 

weight? 

 



Summarizing 

 

 

“My GP is stupid - every time I see him we just 
argue.  I don’t even think he hears what I say.” 

“So you don’t have a good relationship with 

your GP.” 

“I just don’t think I could quit!  I have no will 

power and anyway, I’ve been smoking for 

years.  There’s no chance of me being able to 

do it.” 

“It sounds like you’re not very confident about 

being able to give up.” 

 



Reflective Listening 

“Nothing ever works out.  No matter what I try 
something goes wrong or somebody stops me.”     

“You sound angry, maybe frustrated.” 

“It’s my fault that Lucy is ill.  She wouldn’t have 
been like this if it wasn’t for me - that’s really 
bad!” 

“You seem to be feeling quite guilty” 

I’m anxious more because I’m so worried about 

the kids - I’m so on edge about it all. 

“It sounds like your feeling really anxious” 



How Do You Know When 

You’ve Got MI Right?(From DeKeyser) 

 

 You are speaking slowly 

 The patient is doing much more of the talking 

 The patient is actively talking about behavior 
change 

 You are listening very carefully, and gently 
directing the interview at appropriate moments 

 The patient appears to be ‘working hard’, often 
realizing things for the first time 

 The patient is actively asking for information 
and advice 

 
 Rollnick, S., Mason, P., Butler, C.  “Health Behavior Change  A Guide for Practitioners”.  2000  Harcourt Publishers Limited 

 



Typical Day 

• Allows the client to describe their 

health behaviour in a natural way 

– Client is painting a picture for you. 

– Issues emerge naturally. 

– You learn more than you would if you asked 

direct and closed questions. 

– A quick and comfortable assessment for the                

client and you 

– Conversation not an interrogation! 



Pros and Cons 

• Of the behaviour 
 Pros and cons of smoking, drinking, depression, 

anxiety, anger. 

 How do they really feel about the pros and cons? 

 Always start with the positive. 

 Summarise both sides of the position. 
 

• Of behaviour change 
Pros and cons of change. 

What do they fear about change? 

What good will come from change? 

 



Importance and Confidence 

• “I’m not sure exactly how you feel about 

(change).  Can you help me by answering 

two simple questions? 

– How important is it to you personally to…. 

(change)?  If 0 was “not important” and 10 

was “very important”, what number would 

you give yourself 

 

• Same scale with confidence 



Readiness, Importance and 

confidence 

Readiness? 

high low 
confidence 

importance 

high 



Follow with scaling questions 

 - You said you are at 6 on the importance scale, why 

have you given yourself that score and not, say 1 ? 

– The answers amount to positive reasons for change 

• self-motivational statements 

• The task is to elicit the range of reasons why the 

client wants to change 

– What would make you rate higher? 

– What would help you move up the scale? 



Goal setting and planning. 

• Goals will arise from the conversation. 

• Clarify these and list them in the persons 

priority order. 

• Cherry picking is OK, maybe even advisable.  

• Who, what, why when and how of the goals can 

help with developing a plan. 

• Patient is the customer, builder and architect. 

• We are facilitators. 



CBT-MI 

The stuff you’ve been 
waiting for! 



Challenges 

• Models of integration vary. 

• Integration can be made complex! 

• This can get in the way of progress. 

• CBT and MI are individualised and then mixed. 

• Is this such a bad thing? 

• People can be confused. 



The Gain in the Overlap. 

CBT MI 



The Other Overlap 
Freeman 2018 

CBT 

SERVICES 

MI 

PEOPLE 



Models of Integration. 

• Chips & Gravy! MI and CBT’s differences make 
them complimentary to each other.  

• MI is based on the person’s expertise and 
their willingness to change something. 

• CBT is based in the worker’s expertise and 
assessment of pathology.  

• Balancing the two is useful and yet 
challenging. 



Models of Integration. 

CBT & MI Similarities more useful than differences. 

Collaborative, Directive, Change focused. 

Empathic, Positive Regard, Core conditions from Rogers? 

Guided Discovery, Evocative, Use of imagination.  

Summaries, Questions, Reframe, Scaling, graded approach to change. 

Self-monitoring, Relapse prevention, Normalising, use of others thoughts. 



Models of Integration. 

• MI as a platform on which CBT is built. 

• Better outcomes for CBT when MI ‘style’ is 
noted. 

• Use MI skills to establish motivation and 
resolve ambivalence. 

• Move on to CBT for the rest of the sessions to 
support change. 

• Can be 1, 2 or team approach. 



Models of Integration. 

• Integrate both MI and CBT throughout 
interactions. 

• Use MI/CBT depending on person, topic, 
response and preferences. 

• “Tools in the toolbox” 

• Flexible but not really evidenced. 



Models of Integration. 

• Take parts of MI and CBT and integrate these 
into practice to develop a ‘model’ for the 
team. 

• Document it. 

• Mention MI/CBT more or less as fits. 

• Develop a ‘pathway’. 



Models of Integration. 

• Use either to engage/re-engage. 

• If MI doesn’t work switch to CBT. 

• Vice versa 

• MI works well with people who are 
disengaged from services. 

• Why might that be? 



Models of Integration. 

• The Fluoride Model. 

• What if teams have a philosophy of CBT-MI? 

• Training, Induction for new staff. 

• Documentation to reflect the principles. 

• CBT-MI “In the water supply.” 



Another thought on Integration 

• Could it be all of the above? 

• Or something very different? 



Putting it into Practice 

A few ideas on helping people 
address diabetes management. 

A problem solving model using CBT-
MI principles. 



Problem-Solving Steps  
(From DeKeyser) 

1.  Identify the problem (often the most difficult, 
but most important step. Whose problem?) 

2.  List ideas to solve the problem 

3.  Select one method to try 

4.  Assess the results 

5.  Substitute another idea if the first didn’t 
work 

6.  Utilize other resources (ask friends, family, 
professionals for ideas if your solutions didn’t work) 

7.  Accept that the problem may not be solvable 
now.    

Taken from Lorig, K et al.  “Living a Healthy Life with Chronic Conditions”.  Bull Publishing, Palo Alto, CA 2000.   



Effective Self-management. 

 More than “telling patients what to do, it means 
giving patients a central role in determining 
their care, one that fosters a sense of 
responsibility for their own health.” 

 

 “Using a collaborative approach, providers and 
patients work together to define problems, set 
priorities, establish goals, create treatment 
plans and solve problems along the way.” 

 
 M. Von Korff, J. Gruman, J.K. Schaefer, S.J. Curry and E.H. Wagner, "Collaborative management of chronic illness," Annals of 

Internal Medicine 127 (1997): 1097-1102.   

  



Ways to Manage Your Diabetes 

• These things are 

   very important to 

   your health. 

 

• No patients do 

  these perfectly. 

 

• It’s best to work 

  on one at a time. 

 

• You won’t be 

  pushed into changing. 

 

• Which one (if any) do 

  you want to discuss? 
 
Adapted from Scott, Rollnick, & Pill (1995).  

Family Practice 12(4):413.  By permission of 

Oxford University Press and authors.   



Summary 
– Develop autonomy in clients 

• responsibility for change is not yours but the 

clients 

– Expert advice giving and coercive approaches 

are counter-productive 

– Change comes about when clients are 

motivated and confident 

– Develop and support self-efficacy 

– A person centred approach is most suitable in a 

behaviour change context 



Motivational Interviewing 

Reduce Resistance

• Shift the focus

• Express empathy

• Emphasise personal choice and control

• Summarise

• Stop providing solutions.



The (not) Secret Weapons. 

• Locus of Control. 

• Health Belief Model. 

• Practitioner Optimism. 

• Previous successes. 

• Baseline competence of patient. 

• Baseline competence of significant others. 


