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Objective: Studies indicate needed improvement in clinician communication and patient satisfaction.
Motivational interviewing (MI) helps promote patient behavior change and improves satisfaction. In this
pilot study, we tested a coaching intervention to teach MI to all clinic staff to improve clinician and
patient satisfaction.
Methods: We included four clinics (n = 29 staff members). In the intervention clinics (one primary care
and one pediatric obesity-focused), we trained all clinic staff in MI through meetings as a group seven
times, directly observing clinicians in practice 4–10 times, and providing real-time feedback on MI
techniques. In all clinics, we assessed patient satisfaction via anonymous surveys and also assessed
clinician burnout and self-rated MI skills.
Results: Clinicians in the intervention clinics reported improvements in burnout scores, self-rated MI
skills, and perceived cohesion whereas clinicians in the control clinic reported worse scores. Patient
satisfaction improved in the intervention clinics more than in the control clinics.
Conclusion: This is the ﬁrst study to ﬁnd some beneﬁt of training an entire clinic staff in MI via a coaching
model.
Practice implications: It might help to train staff in MI to improve clinician satisfaction, team cohesion,
perceived skills, and patient satisfaction.
ß 2015 Elsevier Ireland Ltd. All rights reserved.
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1. Introduction
Motivational interviewing (MI) has 30 years of evidence
showing its positive effect on patient health and satisfaction
[1]. MI has only recently been introduced into health care
encounters and has much less evidence of its efﬁcacy. Some
studies suggest its promise[3_TD$IF] however [2,3]. [4_TD$IF]It is suggested that
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when clinicians use MI and their patients make more changes,
clinicians will ﬁnd their career more satisfying and feel less
burnout. This has not been studied yet, though. MI includes
understanding patients’ perspectives, recognizing and accepting
desire for change, facilitating collaborative solutions, motivation
via ‘‘change talk,’’ afﬁrming autonomy, and mobilizing commitment to action.
Despite the promise of MI, teaching physicians MI using inperson trainings or online modules is challenging: curricula lack
standardization, teaching is difﬁcult to disseminate, and few
include real-world feedback [3–9]. Our previous online interventions included audio recording and coding of encounters, and were
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costly and time consuming. The long-term effect of these online
interventions is unknown.
A promising adult-learning strategy for teaching interpersonal
skills is communication coaching: the shadowing of participants
and giving immediate feedback. This pilot’s aim was to test an MI
communication coaching model in primary care and pediatric
obesity-focused clinics. We hypothesized that in the intervention
clinics (1) patients would report greater provider satisfaction and
(2) clinicians would report less burnout and greater mastery of MI
skills.
2. Methods
2.1. Recruitment
This protocol was approved by the Duke University School of
Medicine IRB. Two primary care and two pediatric obesity-focused
clinics participated in the study. The primary care clinics were
randomized to control or intervention; the pediatric clinics were
assigned, given the proximity of one of the clinics to the MI
preceptors. Clinicians in all four clinics gave written consent and
completed baseline and post-intervention surveys.
2.2. Intervention
Coaches trained intervention staff using a comprehensive
approach. (1) Coaches provided a one-hour overview of MI to
the group[2_TD$IF] and repeated group coaching sessions monthly. (2)
Coaches shadowed staff and clinicians in actual encounters, and
provided feedback on up to 10 encounters. Using MI techniques,
coaches afﬁrmed and labeled effective behaviors and had clinicians
and staff problem-solve on how to handle the harder parts of the
encounters. Coaches provided feedback to clinicians on opportunities to use MI techniques. (3) Coaches provided written and
timely feedback on each observed encounter, including ‘‘MI Spirit’’
(collaboration, acceptance, evocation, and compassion), the OARS
(open-ended questions, afﬁrmations, reﬂections, and summaries),
and the four processes (engaging, focusing, evoking, planning).
Staff and clinicians in the control group provided standard care.
2.3. Baseline measures
We assessed clinician and staff age, gender, race, ethnicity,
years since medical/physician assistant/nursing school (for clinicians only), and prior MI training (including behavioral change
counseling and MI techniques training).
We assessed patient satisfaction in all clinics two days pre- and
eight days post-intervention. We used the Session Rating Scale
(SRS) to anonymously rate patient satisfaction in the primary care
clinics [10]. This scale has 4 items on a 10 cm visual analog scale
with a possible score of 40; a score of at least 36 indicates adequate
satisfaction. In the pediatric clinics, we learned from our work in
the primary care clinic and changed our patient survey to assess
patient-perceived clinician empathy via anonymous surveys with
a summed 10-item scale (a = 0.95; e.g., ‘‘Thinking about your visit
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with your doctor, how was your doctor at fully understanding your
concerns?’’ (1 = Not at all good to 5 = Extremely good)) [11].
We assessed clinician satisfaction in the pediatric clinics pre
and post-intervention using the Maslach Burnout Inventory,
r = 0.82 [12] that has three subscales: emotional exhaustion,
depersonalization, and personal accomplishment. We also
assessed how much clinicians felt they were working together
as a team, ‘‘How cohesive do you feel the entire clinic staff is,’’
(1 = Not at all cohesive, 5 = Extremely cohesive) and ‘‘How much
do you feel entire clinic staff has a common goal?’’ (1 = Does not
have a common goal, 5 = Totally has a common goal). We assessed
clinician and staff uptake of MI methods using the 12-item
Motivational Interviewing Assessment: Supervisory Tools for
Enhancing Performance [13].
We assessed four barriers to discussing behavior change [14],
and assessed conﬁdence in using 6 MI techniques. Finally, we
assessed clinicians’ perceptions: have they changed clinical
practice as a result of coaching, was coaching worth their time,
and would they recommend coaching to a colleague.
2.4. Analyses
We used SAS (Version 9.2: SAS Institute, Cary, NC) to examine
differences in outcomes. We used multilevel mixed models (GLM)
to include treatment arm, time and baseline covariate for each
primary and secondary outcome.
3. Results
Table 1 shows demographic characteristics of the 29 clinicians
included in the study.
3.1. Patient satisfaction
In the primary care clinics, we collected 264 anonymous patient
satisfaction surveys over 18 days, including 2 days prior to the
intervention. We found increases in satisfaction among patients
surveyed post-intervention compared to pre-intervention in the
intervention arm but not in the control arm. Patients in the control
clinic started with high satisfaction scores that did not change over
time (M = 37.4, SD = 4.4, vs. M = 37.4, SD = 6.0). In the intervention
clinic, patients’ ratings were lower pre-intervention (M = 36.5,
SD = 5.9), and improved post-intervention to exceed the 36 score
threshold (M = 37.8, SD = 2.8).
In the pediatric clinics, we surveyed 114 patients over 10 days,
including 2 days prior to the intervention starting. Patients in both
the control and intervention clinics showed slight increases in
perceived empathy from pre- to post-intervention: (control:
M = 46.3, SD = 4.4, vs. M = 47.7, SD = 3.5; intervention: M = 44.2,
SD = 5.3, vs. M = 45.9, SD = 6.5).
3.2. Physician satisfaction, team cohesiveness, and self-rated skills
We found differences in pre- and post-intervention burnout
scores for all three subscales, clinician self-rated MI skills, and

Table 1
Clinician characteristics.

a
b

Characteristic

Overall (N = 29) M (SD)/%

Intervention (N = 14) M (SD)/%

Control (N = 15) M (SD)/%

Age (M, SD)a
White/Asian race (%)
Female (%)
Specialty pediatrics (%)
Prior MITI training (%)b

43 (11.3)
97
90
48
74

44 (9.0)
93
93
50
64

41 (13.5)
100
87
47
85

Three clinicians did not report age (intervention: n = 1 and control: n = 2).
Two clinicians in control arm did not report prior MITI training.

K.I. Pollak et al. / Patient Education and Counseling 99 (2016) 300–303

302

Table 2
Physician burnout, teamwork, MI assessments and barriers pre and post intervention.
Control

Intervention

Before

Burnout
Depersonalizationa
Emotional burnouta
Personal accomplishmentb
Teamwork
Working as a team
Cohesive team
MI assessments
Self-rated MI skills
Conﬁdence to use MI
Barriers to discussing. behavior change
No time
Not trained
Not provider’s job
Patient does not want to talk
a

After

Before

After

M

95% CI

M

95% CI

M

95% CI

M

95% CI

2.0
17.4
38.4

1.0–3.1
13.4–21.7
34.5–42.3

2.8
18.1
35.7

1.8–3.9
14.0–22.3
31.8–39.7

2.4
19.4
37.4

1.5–3.3
15.8–23.0
34.0–40.7

0.9
12.3
42.5

0.0–1.8
8.6 16.1
39.0 46.0

4.5
4.3
64.6
21.3
2.1
1.5
1.0
2.4

4.2–4.9
3.9–4.5
60.4–68.9
19.3–23.2
1.6–2.5
1.2–1.8
0.9–1.2
1.9–2.9

4.6
4.3
60.7
22.6
1.8
1.3
1.0
1.8

4.3–5.0
3.9–4.7
56.5–65.0
20.6–24.6
1.4–2.3
1.0–1.6
0.9–1.2
1.3–2.3

4.4
4.2
63.8
21.4
2.1
1.6
1.0
2.3

4.2–4.7
3.9–4.5
59.8–67.8
19.6–23.2
1.7–2.5
1.3–1.8
0.9–1.2
1.8–2.8

4.9
4.9
71.2
24.8
1.9
1.2
1.2
2.4

4.6–5.2
4.5–5.2
67.0–75.4
22.9–26.7
1.5–2.3
0.9–1.5
1.0–1.3
1.8–2.9

A higher score indicates more burnout.b A higher score indicates less burnout.

group cohesiveness (Table 2). Clinicians and staff in the intervention arm had increased depersonalization scores (less burnout);
clinicians in the control clinic had decreased scores (more
burnout). Clinicians in the intervention arm also self-reported
less burnout and higher personal accomplishment; no change was
reported by the control group.
Clinicians in the intervention arm felt their team was more
cohesive at follow-up whereas clinicians in the control group
showed no improvement. Intervention clinicians showed improvement in self-rated MI skills whereas control clinicians
showed declines. We found no differences for barriers or
conﬁdence in using MI.
Clinicians and staff in the intervention arm rated coaching very
highly. Every member (100%) reported that they had made changes
in their clinical practice as a result of coaching. They reported that
they would increase their use of MI after coaching (M = 4.6,
SD = 0.5 on a 5-point scale), that coaching was worth their time
(M = 4.6, SD = 0.5 on a 5-point scale), and that they would
recommend it to a colleague (M = 5.0, SD = 0.0 on a 5-point scale).

debrief and monthly meetings. Clinicians mentioned that after that
study they thought about ‘‘what would the coach suggest?’’
indicating the effect was maintained even after the coaching was
concluded.
There were limitations to these ﬁndings; it was impossible to
blind clinicians to the coaching. Thus, clinicians might have
reported socially desirable responses and a Hawthorne effect.
There was at least six months between the pre and postintervention surveys; it is unlikely that clinicians remembered
responses provided at baseline. Shadowing may have affected how
patients interacted with clinicians; there is no way to assess this
potential Hawthorne effect. Teaching physicians other patientcentered communication techniques might also have had positive
effects, but we cannot ascertain this from this pilot. Finally, we did
not assess patient behavior change.
4.2. Conclusion

4. Discussion and conclusion

Coaching is a promising approach to improving clinician and
patient satisfaction as well as staff cohesiveness. Clinicians feel
more skilled and more connected after a brief intervention.

4.1. Discussion

4.3. Practice implications

This is the ﬁrst study to teach MI to both staff and clinicians in a
shared clinical environment. Coaching reduced clinician burnout,
barriers for discussing behavior change, and improved self-rated
MI skills. There were slight increases in patient satisfaction as well.
The results are promising as the intervention was delivered
within the clinic, different from previous face-to-face formats that
did not include feedback on actual encounters [3–8]. These ﬁndings
are pertinent given the shortage of primary care clinicians and staff
and the increased burnout experienced by all health care workers.
Given the coaches focused on the positive aspects of their
communication, praising clinicians who might feel ineffective might
have increased their sense of personal accomplishment and their
ability to empathize with patients rather than depersonalize them.
These ﬁndings also are encouraging given the shift in primary
care to team-based care. Clinicians who received the coaching felt
more cohesive with their colleagues, including their nurses, and
front staff. The team-building facet of the pilots was an unforeseen
beneﬁt of the program; this aspect of the intervention is relatively
easy to implement during monthly staff or lunch meetings.
This intervention can be quickly disseminated. The time burden
on clinicians minimal—just a few minutes after encounters to

Given clinicians’ busy schedules, the growing shortage of
primary care clinicians, and increased burnout level, simple
interventions to teach MI via a coaching model could re-energize
and improve clinicians and their teams.
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