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Introduction

The extent to which patients are adherent to 
their medication regimen is critical for achieving 
good asthma control, preventing exacerbations, 
and optimizing the likelihood that patients can lead 
full and productive lives.1 Knowing this, physicians 
might perceive that their role is to convince their 
patients to comply with their prescribed medicines 
using educational or persuasive advice-giving 
strategies that focus on the health benefits of 
treatment compliance and the negative health 
consequences of non-compliance.2 However, 
evidence suggests that evoking fear of negative 
consequences is a poor motivator for both 
the adoption, and long-term maintenance, of 
good health behaviours such as medication 
adherence.3 In an effort to make the maladaptive 
behaviour the ‘less desirable choice’, physicians 
often inadvertently become associated with the 
fear messages they share (through classical 
conditioning) and the negative emotions they elicit 
(through operant conditioning).4 This may result in 
physicians themselves becoming aversive to their 
patients, leading to patients disengaging from the 
therapeutic relationship and becoming resistant 
to treatment recommendations. In fact, treatment 
success depends not on the imperative to convince 
and control patient behaviour (which defines 
compliance), but on the willingness to collaborate 
with the patient to co-construct a treatment plan 
that they agree with and want to follow (which 
defines adherence). The key takeaway is to 
recognize that non-collaborative communication is 
ineffective for behaviour change, and may actually 
be counterproductive, if not harmful.3 

Asthma is a major global health problem 
affecting as many as 235 million people 

worldwide.5 It is characterized by episodic or 
persistent respiratory symptoms (e.g. cough, 
wheezing, shortness of breath, chest tightness) 
and airflow limitation.5 The treatment of this 
chronic disease is centred on symptom reduction 
(i.e. symptom control to maintain normal function) 
and reducing the occurrence of adverse events 
such as exacerbations, fixed airflow limitation, and 
treatment side effects.6 In all chronic diseases, 
but particularly in asthma, treatment adherence 
is paramount to treatment success because 
asthma management often involves conducting 
iterative reassessments, leading to frequent 
treatment adjustments (i.e. pharmacological, 
non-pharmacological, and treatment of modifiable 
risk factors) and reviews of the patient’s response. 
Effective asthma management therefore depends 
on a cooperative partnership between the physician 
and the person with asthma.6 Unfortunately, 
adherence to asthma medications has been shown 
to be suboptimal across the globe (i.e., as low 
as 13.8% in China and only as high as 52% in 
Brazil), with many patients only taking their 
controller medication when symptomatic and 
over-using reliever therapies when symptoms 
worsen, a pattern shown to increase risk of death 
from asthma.1

For physicians, addressing these challenges 
with patients means learning how to ‘communicate 
for behaviour change’. To achieve this, it may 
be useful to become familiar with some basic 
knowledge about human psychology that 
recognizes all human behaviour—including 
ambivalence and resistance to change—as being 
normal and predictable reactions to change, rather 
than psychopathology. 

Ambivalence toward engaging in good 
health behaviours (both wanting and not wanting 



20 Vol. 4, Issue 1, Spring 2024  |  Canadian Allergy and Immunology Today

Shared Decision Making in Asthma Treatment: Using Motivational Communication to Elevate Your Consultations

to engage in a behaviour simultaneously) is a 
natural and predictable reaction to change. This is 
because many health behaviours are metabolically 
costly and require effort that may conflict with our 
established routines and comfort.7 Our choices 
are typically guided by pleasure, convenience, 
and their immediate consequences (we seek good 
consequences and avoid bad ones). When these 
preferences are threatened, individuals commonly 
resort to avoidance as a coping mechanism.8 
Avoidance can also occur when a physician 
responds to their patient’s ambivalence with 
negative judgement or persistent advice-giving. 
This can erode trust and result in feelings of 
shame and self-blame in the patient, which can 
lead to disengagement and treatment resistance 
or refusal.9 

Communicating effectively for behaviour 
change also requires some basic knowledge of the 
major determinants of behaviour change, which 
include motivation (what drives our behaviour) and 
self-efficacy (which relates to being confident in 
our ability to succeed at a task). Human motivation 
exhibits multiple dimensions that can be defined 
along a continuum from extrinsic (when behaviour 
occurs in response to external rewards and 
punishments) to intrinsic/internal (when behaviour 
occurs to experience pleasure or satisfaction, or 
because it is consistent with our identities, goals 
and values).10 Research has shown that people 
are more likely to engage in behaviours that are 
intrinsically/internally motivating (tied to goals 
and values) and when they feel confident in their 
ability to succeed. Gaining an understanding of 
this information can therefore be used to improve 
medication adherence by eliciting patients’ 
therapeutic goals (e.g., reducing breathlessness 
and participating in sports) and determining the 
necessary support to help them succeed in taking 
their medication as prescribed (e.g., a device that is 
easy to use or reminders).

When people feel compelled to engage in 
behaviours that they did not choose for themselves, 
two outcomes are possible: a) psychological 
reactance, characterized by defiance against health 
recommendations, or b) begrudging acceptance 
leading to learned helplessness.11 When setbacks 
occur and people lack intrinsic/internal motivation 
or confidence, their problem-solving abilities, which 
enable them to overcome barriers to success, are 
also limited.12 Although people might re-attempt the 
target behaviour for external reasons (e.g., seeking 
approval, avoiding feelings of shame), over time, 
prolonged exposure to repetitive failures will result 

in a deep and persistent state of helplessness 
(resignation) and eventually, hopelessness 
(depression). This also tends to result in refusal 
of the treatment plan or disengagement from 
disease self-management.13

Finally, there are two distinct areas of the 
brain controlling behavioural choices: the logical 
executive system (located in the prefrontal cortex), 
and the emotional system (located in the limbic 
system). When these systems compete with each 
other, often the emotional brain prevails.14 This, 
coupled with a need for self-determinism—feeling 
in control of one’s life and choices—explains why 
people do not tend to follow advice and prefer to 
follow their own beliefs.10 Physicians attempting 
to persuade their patients of the benefits of their 
pharmacological and behavioural prescriptions 
when a patient is presenting a conflicting opinion 
or an emotional reason against change can be risky 
and counterproductive because this approach 
challenges patients’ beliefs, desires, and the 
comfort and predictability of the status quo.15 
Ultimately, this will also tend to result in treatment 
disengagement or refusal.

Understanding these basic behavioural 
concepts allows healthcare providers to recognize 
how, despite our best intentions and substantial 
expertise, we may be inadvertently contributing 
to our patients’ resistance and poor adherence to 
treatment. We may have unintentionally restricted 
our patients’ autonomy by imposing our own 
motivation for change (e.g., controlling their asthma 
symptoms) instead of eliciting their own motivation 
(e.g., being able to keep up with their family on their 
holidays). For example, we might have unwittingly 
contributed to our patient’s abandoning their 
exercise routine because they did not receive 
the necessary support to strengthen their self-
efficacy and overcome their setbacks. Our patients 
might have avoided sharing their obstacles owing 
to the fear of being judged, because we did not 
convey acceptance of their ambivalence. We may 
have unintentionally dismissed a patient’s belief, 
without realizing that we were limiting their sense 
of agency. 

In order to address these important clinical 
behavioural challenges, we co-developed, along 
with behaviour change experts and chronic disease 
physicians, a training program in motivational 
communication. This program was designed to 
better support physicians in their efforts to motivate 
and guide patients in their self-management 
efforts.16 Motivational Communication (MC) is 
defined as an evidence-based, time-efficient 
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communication style used by health care providers 
to promote sustained patient engagement and 
support self-management of chronic conditions.17 
MC is a communication style that was designed 
to be seamlessly integrated into a typical clinical 
consultation, without requiring additional time.18 
MC is time saving because it focuses on addressing 
the actual barriers to change as stated by the 
patient. Persuasive, education-driven interventions 
tend to assume patients are not changing because 
they do not know a behaviour is important. 
This leads to physicians providing potentially 
time-consuming and unnecessary information at 
the expense of spending that time strengthening 
motivation or self-efficacy. The goal is to be more 
strategic about what information is provided 
while emphasizing patient-physician collaboration 
in the spirit of non-judgemental acceptance, 
tolerance, and respect that avoids argumentation. 
MC represents a subtle departure from other 
motivational approaches (e.g., motivational 
interviewing), which tend to discourage using other 
evidence-based behaviour change techniques such 
as goal setting and positive reinforcement. It also 
incorporates elements from cognitive-behavioural 

theories such as identifying value-based 
determinants for change.19 

How does MC work? MC presents 11 core 
communication competencies that can be easily 
integrated into any clinical consultation (Figure 1). 
While mastering all 11 competencies can be a 
long-term goal, adopting one or two competencies 
may be more attainable in the short term. 
Research has shown that doing so is associated 
with significant increases in patient motivation 
and confidence, health behaviour change, and 
improvements in the therapeutic relationship.18 
For example, adopting this approach can include 
choosing to use more open questions to explore 
ambivalence and elicit change-talk, or employing 
reflections to communicate acceptance and avoid 
argumentation and impatience. It can also involve 
simply working more collaboratively with patients to 
understand their treatment goals and preferences.20 
See Table 1 for an example which compares MC 
to a more traditional persuasive consultation style. 
If you are considering using MC in your practice, 
or if you wish to obtain additional training, contact 
the Montreal Behavioural Medicine Centre 
(https://mbmc-cmcm.ca/). 

Figure 1. The 11 core competencies of Motivational Communication; courtesy of Anda I. Dragomir, PhD and Kim L. 
Lavoie, PhD

https://mbmc-cmcm.ca/
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Conclusion

In conclusion, the imperative for effective 
asthma management extends beyond mere 
prescription adherence; it necessitates a 
profound shift in the patient-physician interaction. 
By prioritizing shared decision-making, the 
principles of MC can enable physicians to bridge 
the gap between treatment recommendations 
and patient engagement. This approach not only 
acknowledges the complexities of human behaviour 
but also respects the autonomy and intrinsic 
motivations of individuals living with asthma. 
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