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ABSTRACT
Background: Patients perceive high levels of weight prejudice, stigma, and discrimination within health systems, affecting
their ability to manage their obesity and related chronic conditions. Scientific and patient obesity associations worldwide have
prioritized the reduction of weight stigma to improve patient experiences in health systems and overall health outcomes. Since a
significant proportion of the population is now living with multiple chronic diseases related to obesity, healthcare systems must
shift toward multi‐disease management frameworks incorporating person‐centered and non‐stigmatizing clinical conversations.
Motivational Interviewing (MI) has the potential to transform clinical interactions by using non‐stigmatizing language,
communication, and practices. Studies using MI in obesity management have solely focused on weight loss outcomes, while
other patient experience related outcomes would also be relevant to evaluate.
Methods: A narrative review was undertaken to critically analyze the potential impact of MI on obesity and chronic disease
management practices and experiences.
Findings: An analysis and contextualization of the MI theoretical framework for obesity management, based on the philosophy
of motivational spirit, was reviewed, assessing micro skills or strategies.
Conclusion: MI may assist healthcare professionals conduct non‐stigmatizing clinical conversations in accordance with basic
principles of collaborative therapeutic alliances. A proposal for research considerations that can help illuminate the potential for
of MI in obesity management is also outlined.
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1 | Introduction

1.1 | Overview of Stigma and Patient Centered
Approach

Amongst psychosocial issues relating to health, stigma is an
independent driver of inequalities, which needs to be prioritized
and addressed [1]. Conceptualized by Goffman in 1963, stigma
is defined as a condition, attribute, trait, or behavior that causes
a person to be included in a social category that is seen as un-
acceptable or inferior [2]. The consequences of these negative
attributes, which broadly encompass characteristics such as
race, ethnicity, religion, physical deformities and perceived
character flaws, result in a devaluation of an individual or group
[3]. Through social norms and practices, stigma is reinforced
within communities, influencing how we see stigmatized
groups and ourselves as well as by creating language and
antagonistic relationships (e.g. sick/healthy; doctors/patients;
adolescents/adults) [3]. Stigma exists in a wide range of social
settings including education, employment and worryingly, in
healthcare settings [4, 5].

Broadly speaking, there are several types of stigma which have
been posited: external/public stigma, internal/self‐stigma, and
institutional stigma (see Table 1).

1.2 | Health‐Related Stigma

Health‐related stigma or discrediting attitudes toward diseases
and conditions such as mental illness, HIV/AIDS, substance
use, and obesity are considered independent social determinants
of health [6]. Health related stigma can also intersect with other
types of stigmas such as racialized identities, sexual orientation,
gender identity, and age [7, 8].

“Stigma’s impact on a person’s life may be as harmful
as the direct effects of the disease” [9].

Stigma can elicit emotions such as fear, disgust, anger, pity, or
empathy, with emotional responses to stigmatized attributes
influencing behavior such as avoidance of stigmatized in-
dividuals and groups [3]. People living with stigmatized condi-
tions may avoid help‐seeking and clinical encounters, have
lower adherence with treatments, and experience suboptimal
physical and mental wellbeing in addition to other factors which
may affect health and socioeconomic outcomes [10]. Health‐
related stigma drivers such as misinformation and lack of
knowledge about the causes of diseases and conditions and
stereotypes about individuals living with these conditions can
create unequal power dynamics, which may lead to stigmatizing
healthcare practices and policies [8].

Healthcare professionals’ discrediting attitudes toward stigma-
tized diseases and conditions can convey a sense of devalued
status to patients and create a lack of trust. This lack of trust can
negatively impact clinical conversations when, for example,
patients do not share all the necessary information required to
agree on a disease management plan, which ultimately impacts
overall health outcomes.

The conveying of a devalued status to patients by healthcare
professionals is increasingly recognized as a crucial factor in
perpetuating health related stigma, particularly with regard to
mental health [11] and obesity [12]. Obesity stigma is not
challenged as often as other forms of health‐related stigma and
is often portrayed as a beneficial incentive for behavior change
and weight loss [13], reinforcing internalized stigma and further
reducing the quality of life for people living with obesity.

1.3 | Obesity Stigma

Negative beliefs and attitudes about individuals because of their
weight (i.e. weight bias) and social stereotypes or prejudice to-
ward individuals with a higher weight (i.e. weight stigma) can
interact and influence obesity management clinical communi-

TABLE 1 | Types of stigma.

External/public Internal/self Institutional
Stereotype Negative beliefs about a group (e.g.,

dangerousness, incompetence,
character weakness)

Negative beliefs about the self (e.g.,
character weakness, incompetence)

Stereotypes are embodied in laws,
policies, and other institutional

practices

Prejudice Agreement with stereotypes,
negative emotional reaction toward
stigmatized individuals or groups
(e.g., feels anger or fear toward the

group)

Agreement with stereotypes,
negative emotional reaction toward
oneself (e.g., low self‐esteem, low
self‐efficacy—e.g. “I must be lazy if

society thinks I am”)

Agreement with stereotypes,
negative emotional reaction toward
stigmatized individuals or groups
(laws or policy that disadvantage
stigmatized individuals or groups)

Discrimination Behavior response owing to
prejudice (e.g., avoidance, withhold
opportunities such employment or

fail to offer help)

Behavior response to prejudice (e.g.,
social isolation; delay or avoidance

of healthcare services)

Intended or unintended loss of
opportunity (e.g. discriminatory
hiring policies in workplaces or

discriminatory healthcare practices
such as denial of disease screening,

diagnosis, or treatment)
Source: (adapted from Corrigan and Watson, 2002).
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cations and patient‐provider interactions [12]. For instance,
healthcare professionals who tacitly view a patient's obesity as
their own fault can lead to inadequate obesity management
support and care or even rejection of evidence‐based obesity
treatment. Weight stigma experiences in healthcare settings can
also impede patient care‐seeking and intensify unfavorable
health behaviors (e.g. adoption of unevidenced‐based weight
loss practices that can worsen obesity and related complica-
tions) [14, 15].

Research indicates that weight stigma can also be a barrier to
accessing treatments for obesity and obesity related chronic
diseases such as diabetes, hypertension, anxiety, and depression
[14, 15]. Numerous studies demonstrate that patients living with
obesity report being treated with less respect and feel judged for
their weight by healthcare professionals. For example, in a
recent Canadian study, 38.1% of patients living with obesity and
at least one other chronic disease perceived that healthcare
professionals make assumptions about their eating and physical
activity because of their weight [14].

Some of patients’ perceived weight stigma experiences from
healthcare professionals seem to be associated with the lan-
guage that healthcare professionals use during clinical in-
teractions [16]. By identifying and addressing the stigmatizing
processes involved in these clinical interactions, it may be
possible to improve access to and the quality of obesity care
services and ultimately improve patient experiences and obesity
treatment outcomes.

This perspective allows us to broaden the focus of obesity stigma
interventions, which, to date, have mostly been focused on
modifying beliefs about obesity through education [17, 18] as
well as promoting the acceptance and recognition of obesity as a
chronic disease [17, 19]. Scientific and patient obesity associa-
tions worldwide have prioritized the reduction of weight stigma
to improve health care services for people living with obesity
[20, 21]. Some of the strategies used by the obesity community
to reduce weight bias, stigma and weight‐based discrimination,
include: educating healthcare professionals [22–25], changing
the definition of obesity to distinguish between body size and
adiposity related health impairments and shifting the focus of
obesity treatment outcomes to health and wellbeing rather than
just weight loss [26, 27], raising awareness about the importance
of using non‐stigmatizing language in obesity research health-
care and public policy [28–31], advancing legislative policies
against weight‐based discrimination [32], changing the
portrayal of individuals living with obesity in the media [33],
and promoting a paradigm shift in health promotion programs
away from weight‐centric strategies [34].

Motivational interviewing (MI) has the potential to transform
clinical interactions by using non‐stigmatizing language,
communication, and practices. This approach emphasizes pa-
tient empowerment, fostering more open and positive clinical
encounters for individuals living with obesity.

Patient empowerment and stigma are two contrasting concepts
in healthcare that significantly impact patient experiences and
outcomes. Patient empowerment has gained prominence in
healthcare, as part of a move away from paternalism toward

more equitable and collaborative models of healthcare delivery
[35]. This has the potential for improving the cost‐effectiveness
of care, especially for people affected by chronic condi-
tions [36].

There is an increasing shift in clinical in weight management to
put the patient at the center of care, and empower them to
become active, rather than passive recipients of their care, with
shared decision‐making between patient and professional the
aim [37]. Non‐compliance with interventions, may be the result
of a patient's lack of psychological skills to engage with and
develop healthy weight behaviors [38]. Although behavioral and
psychological interventions for weight management are not
new, there is increasing evidence which positions behavior‐
based interventions such as acceptance and commitment ther-
apy (ACT) and MI, which focus on commitment [39], may have
an important role to play in patient empowerment in the
context of obesity treatment. Our review focuses on the poten-
tial of motivational interviewing (MI) as an opportunity to
develop meaningful conversations between patients and pro-
fessionals, where the impact of stigma can be explored and
strategies can be developed to reduce its impact on positive
behavior changes related to weight management, broadening
the focus to include aspects beyond weight loss.

1.4 | Overview of Motivational Interviewing

MI is a style of direct, patient‐centered assistance that brings
about behavior change by helping to explore and resolve
ambivalence [40]. MI is grounded in the premise that people are
not unmotivated to change their behaviors but rather, they are
ambivalent to change because the behaviors do not align with
their values or goals [41]. In the context of chronic disease
management strategies that may require behavior change, it is
important for healthcare professionals to recognize this ambiv-
alence and support patients to address their individual behavior
change barriers so that clinical treatment strategies are not seen
as a challenge to a person's freedom, while also empowering
patients to make behavior changes that align with their values
or goals [42].

MI was born at a time when evidence‐based medicine was
particularly relevant and articles exploring and validating its
efficacy rapidly appeared in multiple publications. The founders
of MI, Miller, and Rollnick, posited that the method offers a
therapeutic style which is evidence‐based, to co‐deliver other
treatments more effectively, and based on more than 40 years of
practice [41–43].

Miller systematized the learnings from his work in the field of
addictive behaviors in his first book on Motivational Inter-
viewing, presenting a straightforward and pragmatic, yet novel
approach to the treatment of addictions, which had previously
been treated with confrontational and hierarchical models [40].
There is now significant scientific evidence demonstrating the
effectiveness of MI in improving the treatment of multiple
addictive disorders, especially alcohol use disorders [43–45],
smoking cessation [46, 47] and cannabis cessation [48], as well
as for pathological gambling [49–52].
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The first MI meta‐analyses [53–56] (despite the heterogeneity of
the articles included) reached three main conclusions: (a) MI is
an approach that increases treatment retention, making it easier
for the patient to return to the next visit and increase the
probability for behavior change; (b) MI increases adherence to
treatment, favoring adherence with the agreed indications pre-
scribed during the interview; and (c) MI increases the engage-
ment of the healthcare provider (doctor, therapist, nurse, etc.) in
the treatment plan.

In this review, the principles of MI will be discussed, that is,
collaboration, acceptance, empowerment, and compassion,
which may be crucial to be able to establish a non‐stigmatizing
therapeutic relationship that ensures good care for people living
with obesity. Motivational interviewing techniques may not
only optimize therapeutic interactions and facilitate person‐
centered obesity care but could also help address internalized
weight stigma that many patients living with obesity may have.

As the interest in Motivational Interviewing has grown, its areas
of application are expanding in other areas such as: health
behavior change, cardiovascular diseases, endocrine disorders
such as diabetes, eating disorders, HIV infection prevention,
therapeutic adherence, health promotion strategies such as
nutrition and physical activity interventions, pathological
gambling, affective disorders, first psychotic episodes, and the
long‐term management of chronic diseases among others. A
2013 systematic review and meta‐analysis of randomized
controlled trials evaluating the efficacy of Motivational Inter-
viewing in healthcare settings concluded that, overall, patients
who receive Motivational Interviewing‐based interventions are
1.5 times more likely to improve on a wide range of health
outcomes (such as physical activity, HIV viral load, blood
pressure, and serum cholesterol) compared to control
groups [45].

1.5 | Motivational Interviewing in Obesity
Management

In the treatment of obesity, MI has also been investigated in
adults [53], children [54] and families [55]. However, none of
these studies assessed the impact of MI on outcomes beyond
weight loss. The effectiveness of MI in terms of improving pa-
tient experiences in obesity management, treatment adherence,
quality of life, or reducing weight stigma has not yet been
studied [56].

1.6 | The Argument for MI to Improve Patient
Experiences of Obesity Care

Obesity is a complex chronic disease caused by many inter-
secting factors including biological (e.g., genetics, neurohor-
monal factors), psychological (e.g. depression, mood disorders),
medical (e.g. weight promoting medications), socioeconomic
(e.g., education, income, employment, social deprivation, in-
equalities, economic policies), and environmental (e.g., un-
healthy food and physical activity environments) factors [57].
Unfortunately, obesity is often simplified as a lifestyle risk factor

or a behavioral problem. This simplification of obesity ignores
the biological aspects of the disease, which are not within an
individual's control and places the entire responsibility for
obesity prevention and management on the individual [58].
There is scientific and clinical consensus that obesity should be
managed using basic principles of chronic disease care using
non‐stigmatizing and evidence‐based treatments [59]. Since
obesity is a heterogenous disease (i.e. people develop obesity for
many different reasons), obesity requires an individualized
treatment plan that addresses the specific barriers for each pa-
tient, while reflecting the person's specific realities, resources,
and preferences [27]. Evidence‐based treatments for obesity
include behavioral and psychological interventions, pharmaco-
therapy, and bariatric surgery [27]. These three evidence‐based
treatments can support healthy nutrition and physical activity,
which are foundational strategies for the prevention and man-
agement of chronic diseases, including obesity.

As with any other chronic disease management plan, patients
need to engage in various behaviors such as healthy eating,
physical activity, medication adherence, and attending regular
medical appointments, etc. Therefore, it is essential for obesity
management plans to include support for behavior change. This
requires a new patient‐healthcare professional therapeutic
model that is collaborative and attuned to patients' psychosocial
realities, rather than a confrontational and hierarchical model
that has been used traditionally [60].

There are three ways in which MI may contribute to improving
obesity management experiences for patients living with
obesity:

a. MI is a collaborative interviewing style, aimed at
enhancing the other person's capacities and his/her own
motives for change; it can help healthcare providers un-
derstand patients' capacities and realities to engage in
obesity management interventions.

b. MI is a person‐centered therapeutic approach allowing
healthcare professionals and patients to explore and
resolve the barriers that accompany any change process.
Chronic disease management requires change processes
that need to be explored and resolved in collaboration with
patients and healthcare professionals.

c. Since MI is a collaborative, goal‐directed communication
style that puts a selective focus on the language of change,
it can strengthen the motivation to change by both
healthcare professionals and patients by exploring and
evoking their individual motives to change.

1.7 | Operationalizing MI in Obesity Care

The MI theoretical framework is grounded within the Motiva-
tional Spirit philosophy and is operationalized through a series of
micro skills or strategies that can help healthcare professionals to
conduct a clinical conversation in accordance with the basic
principles of collaborative therapeutic alliances [40, 61].

The Motivational Spirit has 4 components: (1.) Partnership (vs.
paternalism): Establishing a collaborative relationship between

4 of 12 Obesity Science & Practice, 2025
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the healthcare provider and the patient. This involves working
together as equals and building a sense of trust and mutual
respect. (2.) Acceptance (vs. imposition): Demonstrating a non‐
judgmental attitude toward the patient. This component en-
compasses four aspects: absolute worth (respecting the pa-
tient's inherent value), accurate empathy (understanding the
patient’s perspective), autonomy support (respecting the pa-
tient's right to make their own choices), and affirmation
(acknowledging the patient's strengths and efforts). (3.)
Compassion (vs. indifference): Prioritizing the patients well‐
being and acting in their best interest. This means actively
listening, showing genuine concern, and supporting the pa-
tient's goals and values. (4.) Empowerment (vs. education):
Drawing out the patient’s own motivations and resources for
change. This involves eliciting the patient's ideas, reasons, and
desires for making positive changes, rather than imposing the
provider's views or solutions [40]. The specific MI skills or
strategies are described in Table 2:

MI is a relationship‐building encounter and a communicative
style that can be used in a therapeutic/clinical conversation or
interaction, and not a therapeutic intervention. The idea is that
a clinical interaction could be improved if the spirit and style of
the communications is person‐centered, empathetic, non‐
stigmatizing, focused, and evoking of patients' own intrinsic
motivations and capabilities to meaningfully implement the
changes required as part of their obesity management plan.

The process by which MI could theoretically improve patients’
experiences with obesity management can be summarized into
four phases: (a) Engaging, (b) Focusing, (c) Evoking, and d)
Planning.

1.7.1 | Engaging

Engaging is the process of establishing a helping relationship
based on mutual respect and trust (therapeutic alliance). Start-
ing a clinical conversation or interaction without engaging with
the patient hinders patients’ sense of security and trust, which
would negatively impact the ability of healthcare providers to
explore and resolve patients’ barriers to obesity care plans.

Healthcare professionals can assess whether they are creating
the necessary bond with patients by reflecting on the following
questions:

Does my patient feel comfortable talking to me?

Have I generated an empathetic and supportive clinical
environment?

Is this clinical interaction collaborative between myself and
the patient?

Do I understand my patient's point of view and concerns?

TABLE 2 | Motivational interview skills.

Skill Theoretical framework Example
Open
questions

An open‐ended question is one that cannot be answered with
a “yes” or “no” or in a few words. An open question invites
reflection before answering and offers a range of possible

answers, while a closed question limits the range of answers
and leads to a short answer.

“What brings you here today?” or “would you like
to tell me more about your experience with living

with obesity?”

Can you tell me more how you felt in your patient
journey in relation to the stigma associated with

obesity?

Affirmations To allow healthcare professionals to recognize and support
patients' strengths and efforts while helping them to work on

their self‐efficacy toward change.

“You've really put a lot of effort into changing your
sleep habits,” or “It sounds like you've been very
dedicated to your stress management routine.”

I understand how frustrating it must be when you
do not feel trusted, and feel blamed for your weight
gain… Many people would have stopped going to
the doctor in your situation and I thank you for the

trust.

Reflective
listening

This involves actively listening to the patient and then
reflecting back what you've heard. It helps to ensure

understanding and shows empathy. There are different levels
of reflection, from simple reflections (repeating or rephrasing
what the patient said) to complex reflections (adding meaning

or emphasizing emotional content).

“You're feeling frustrated because it's hard to find
time to attend your medical appointments/support

group sessions with your busy schedule.”

You're afraid that professionals will blame you for
the weight regain you're experiencing.

Summarizing The summary gathers information that the patient gives us
and allows us to narrow down the discourse of very scattered
patients, as well as to check that we are understanding each

other

“So, let me summarize what we've discussed today.
You're feeling good about your progress with your
stress management plan but finding time to attend
medical appointments and/or support group

sessions is still a challenge and you want to find a
schedule that fits you.”
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Patients can assess whether their interactions with their
healthcare providers are respectful and collaborative by
reflecting on the following questions:

Does the healthcare professional listen to me and
understand me?

Do I feel like I can trust this healthcare professional?

Can I safely and openly express my opinion on what happens
in the consultation? Does he/she offer me options or let me
choose?

Does he/she negotiate, or can I agree on what to do?

Active Listening is a key strategy used in MI to be able to bond
with patients. Active listening requires a healthcare provider to
check that they have understood what patients are sharing with
them [62, 63]. Key MI techniques for active listening include: (a)
Rephrasing where healthcare professionals can repeat an piece
of information that a patient has said using synonyms or
altering it slightly just to clarify, and (b) paraphrasing where
healthcare professionals infer what the patient has said using
new words, broadening the perspective of what has been said
[63, 64].

1.7.2 | Focusing

Focusing is the process of seeking, finding, and maintaining the
direction of the clinical conversation or interaction.

Healthcare professionals and patients often have a specific goal
for a clinical conversation or interaction. These goals may be
different. The process of focusing aims to clarify clinical con-
versation goals [64].

During the focusing process, healthcare professionals should
ask themselves if they are correctly identifying the patient's
medical concerns and goals. Understanding the patient's goals is
necessary to have a clear idea of where the clinical interaction is
heading [65]. By focusing, the clinical encounter can feel more
like “dancing” as opposed “boxing/fighting” with the patient
(Are we dancing or boxing?) Focusing is a key process in the
emergence of clinical discordance. The intensity of clinical
discordance is directly proportional to the distance between the
patient's goals and those proposed by the healthcare profes-
sional [38].

In trying to understand clinical discordance, it is important for
healthcare professionals to consider patients’ feedback during a
clinical conversation. A discordance between patient‐provider
goals and indicates a need to change the approach, shifting to-
ward understanding patients’ goals more clearly and working
toward shared therapeutic goals without confrontation. Some-
times patients’ goals are not clear and the focusing process can
help healthcare providers explore a person’s goals and values
and to identify and agree on the direction to follow [66]. Values
are part of a person's beliefs, and they express a person’s in-
terests or feelings as well as determine their behavior [67]. A
discrepancy can exist between a person’s current behavior and
their personal values. Discrepancies are intrinsic to the patient

and have to do with their internal scale of values and healthcare
professionals cannot impose them. Healthcare professionals can
only facilitate that the discrepancies become visible and appear
in the therapeutic process as they are an important driver of
change [40, 61].

It may happen that the person's values do not coincide with a
healthcare professional's values. This does not need to interfere
in the therapeutic relationship since respect and acceptance are
key factors that support patients in their process of change and
disease management. Healthcare professionals can discuss with
their patients that knowing and accepting our own values can
be helpful in any chronic disease management process [65, 67].

Ultimately, everyone has their own reasons for change when it
comes to chronic disease management and the role of health-
care professionals is to assess patients' internal frame of refer-
ence by understanding their goals and values (Table 3).

1.7.3 | Evoking

As Blaise Pascal quoted, ‘Generally people are more
convinced by the reasons they discover for themselves,
rather than by those explained to them by others.’

To evoke is to extract from the patient his own motives and
capacities to change. It is the most important process of MI and
occupies a large part of the clinical conversation or interac-
tion [40].

MI places a selective focus on the language of change. MI is
specifically aimed at strengthening the motivation to change by
exploring and evoking a person's own individual reasons for
change. It is in this process of evocation that we must explore
not only the individual's own motives for change but also his or
her capacities and abilities to change [40]. MI moves away from
the “deficit model” where the role of healthcare professionals is
to educate patients about what they need to do. Instead, the MI
approach is to activate or highlight a person’s strengths and
capacities [40]. Healthcare professionals who have already
created a bond and have correctly focused on the treatment
goals, will find in the evocation process the opportunity to
collaborate with their patients based on their own capacities and
experiences, thus facilitating changes necessary for obesity care
plans [41]. In short, the MI approach focuses on creating greater
patient empowerment, which is a key factor in chronic disease
management.

Listening to patients’ ideas and suggestions is essential to adapt
interventions for obesity which can be aligned to their lifestyle,
beliefs, and personal context to improve treatment outcomes.

TABLE 3 | Example of questions that help patients understand their
own values and preferences.

Focusing What really matters to you?

Evoking What are your real reasons for change?

Planning What are the strategies that can best fit your
values?

6 of 12 Obesity Science & Practice, 2025
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MI differs from other psychotherapeutic approaches in that it is
more directive, although not in the sense of telling the person
what he/she should do, but in directing clinical conversations
and interactions to empower patients to decide how, when and
in what way they want to make changes as part of their obesity
treatment plan. Healthcare professionals should be attentive to
signs in terms of words and phrases that patients use which
indicate they are preparing for change. The discourse of change
is, in its initial phases, one of preparation for change (prepara-
tion, desire, skills, reasons, and need for change) to progres-
sively reach a discourse of mobilizing change (commitment,
activation, and initiation of change).

Healthcare professionals should additionally facilitate and
direct clinical conversations and interactions toward this
discourse of change that should come from the patient. A
listening attitude that allows the healthcare professional to see
and understand a patient's reality will be extremely useful to
strengthen and reinforce behavior change.

1.7.4 | Planning

Planning is the last of the four phases in the MI process and
refers to the part of the clinical conversation and interaction in
which, through active patient participation, goals are estab-
lished, options are evaluated, and a plan of action is devel-
oped [40].

The four phases are somewhat sequential or linear. Creating a
bond with patients goes first and identifying clear goals is a
prerequisite for evoking and planning. But at the same time, the
four phases are also recurrent. A bond is established from the
beginning, but the relationship with a patient must be nurtured
throughout the MI process and evocation can also be a part of
the clinical conversation or interaction from the very beginning.
Likewise, agreeing on a clear goal is not a static process; it may
require several focusing steps and the goal may change and
adapt throughout the obesity therapeutic journey.

But for the purpose of simplifying the four MI phases, the
process may be operationalized as follows:

1. The first step is for healthcare professionals to create a
bond with the patient using the MI spirit and style of
communication, which includes person‐centered and
empathic listening (Linking and Evoking).

2. The second step involves identifying a clear therapeutic
treatment goal by focusing the clinical conversation on
patients' goals and values. (Focus).

3. The third step is for healthcare professionals to evoke a
patient's intrinsic motivation (or plans) to change as part of
their obesity treatment plan (Evoking)

4. The fourth step occurs when the patient decides to un-
dergo behavior change and makes the change into action,
deciding goals and strategies to achieve these (Planning).

The four processes of MI are engaging, focusing, and evoking;
although the planning process is not always reached, in MI, the

Planning process is optional. The primary goals in MI are to
create a good working relationship with the client, identify
specific target behaviors, help the client/offender to build
motivation toward these target behaviors by using specific skills
and strategies, and work toward aiding the client/offender in
resolving their ambivalence and choosing change. Planning
encompasses both developing a commitment to change and
developing a specific plan of action (goal setting; sorting op-
tions; forming plans; building support) [40].

When to move from evoking to planning depends on healthcare
professionals' own clinical judgment guided by a patient’s sig-
nals of readiness. Signals that a patient is ready to move into the
planning phase can include increased change talk and
decreased status quo talk, resolution of barriers, visualization of
change, and initiation of first steps toward the new behavior
related to their obesity care plan [68].

Once the signs have been detected and have previously evoked
the patient’s values, capacities and skills, a change plan can be
created, enhancing those strategies that fit better and in a
realistic way with the patient's life. In the creation of a change
plan, healthcare professionals can exchange information with
the patient in a bidirectional way and investigate what the pa-
tient is interested in and what he/she knows in order to adjust
the information he/she will need to jointly create a change
plan [40].

1.8 | Information Exchange as Key Strategy in the
Planning Process

With permission to talk about weight, a non‐judgmental
(another core principle of motivational interviewing) conversa-
tion is more likely. Non‐judgmental curiosity helps avoid chal-
lenges to effective communication. It is important not to make
assumptions about the patient's lifestyle; many people living
with obesity might already be working hard at weight man-
agement. The 5 As (ask, assess, advise, agree, and assist),
developed for smoking cessation, can be adapted for obesity
counseling [69]. Prior studies focused on training professionals
on MI to address obesity to improve the patient‐centered
approach [70–75]. Although they show that MI could be effec-
tively incorporated in clinical practice, weather these ap-
proaches improve patient experience and health related
outcomes beyond weight haven't been yet addressed.

Many healthcare professionals tend to overestimate the amount
of information they must transmit to a patient, erroneously
believing that this will help a patient to make decisions
regarding the change [40, 68]. It should be reinforced that pa-
tients themselves are a valuable source of information that fa-
cilitates the creation and adjustment of a change plan that
matches their capabilities and daily life in a realistic way [76].

One strategy that can facilitate bi‐directional information ex-
change is called Question‐Information‐Question or QIQ. The
QIQ strategy consists of always giving the information preceded
by an open question and asking permission. Examples of this
include: What would you like to know? May I give you
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information about some aspects of…? Would you be interested
in talking about…? What do you know about…? What have you
been told about…?.

If a patient gives permission to provide them with more infor-
mation or shows interest in receiving more information about
weight management, healthcare providers can provide the in-
formation in a manner that is accepting and understood by the
patient, which also allows time for reflection by the individual.
Healthcare professionals must also present the information
ensuring that any information does not contain stigmatizing
language, and that they cognizant of the patients’ right to ignore
or disagree with the information [65]. It is also helpful to end
the consultation with a question to see if the information given
has been understood and if the patient is satisfied with the
encounter.

The last phase in the MI process is active patient participation,
in which goals are established, options are evaluated, and an
action plan is created, establishing priorities in the changes to be
achieved, with objectives in accordance with the patient's cur-
rent situation, specified and staggered, so that the plan can be
evaluated in the future.

Clinical conversations and interactions should always end with
a question to check if the plan fits with the patient's needs and
expectations in order to consolidate and support the change.

2 | Discussion

A collaborative patient‐healthcare provider therapeutic rela-
tionship is a crucial piece in the management of chronic diseases.
Since 2019, the patient‐centered European clinical practice
guidelines introduced the concept of using motivational inter-
viewing to improve communication and behavior change as well
as to avoid stigmatization in a health care setting [77]. These
guidelines stated that behavior change is essential for obesity
treatment adherence and that this will increase the possibility of
patients achieving improved health outcomes based on their
values, priorities, and resources. The guideline also recommends
that readiness to change (as one of the major determinants of
treatment adherence associated with health outcomes) should be
evaluated and managed using motivational interviewing (MI).
This approach meant a shift in paradigm in the management of
obesity, which was later consolidated with the Canadian clinical
practice guidelines for obesity management [27].

As discussed earlier, empowering patients to be more involved
in their healthcare plans and understanding and accepting pa-
tients' perceptions of their own health and illness, may reduce
stigma and help healthcare professionals to understand the
consequences of stigma on a patients' health and health be-
haviors, and contribute to a more equitable and collaborative
model of obesity care [35]. This has the potential for improving
the cost‐effectiveness of obesity care, as has been demonstrated
in other chronic disease areas [36].

Studies using MI in obesity management have solely focused on
weight loss outcomes. Some studies show efficacy [73, 74] while

others do not [75]. However, viewing MI solely through the lens
of its effect on weight loss overlooks its primary purpose:
facilitating behavior change. Considering that weight and
obesity are not behaviors, and that MI isn't designed specifically
for managing obesity, it can serve as a powerful tool to empower
individuals in altering their health behaviors that are related to
their obesity management plans. Therefore, gauging MI’s suc-
cess solely by weight loss outcomes disregards its fundamental
aim and the intricate process of behavior modification. The
potential of MI to improve parent/adult caregiver behavior for
obesity and cancer prevention rather than BMI changes alone
has been studied more recently [78]. This paradigm shift should
be accompanied by new research focusing on variables that go
beyond weight loss, such as improved self‐efficacy, which in-
volves building confidence in one's ability to make and sustain
changes in lifestyle and health‐related behaviors; behavioral
changes, such as adopting sustainable habits that contribute to
long‐term health, including meal planning, grocery shopping, or
cooking at home; psychological outcomes, such as enhancing
self‐esteem, reducing stress, improving mood, and decreasing
emotional or binge eating patterns; improved health markers,
addressing non‐weight‐related outcomes like better blood pres-
sure, cholesterol levels, or blood sugar control; patient engage-
ment, fostering intrinsic motivation for change and empowering
individuals to take ownership of their health goals; and quality
of life, which encompasses supporting overall well‐being, better
sleep, reduced fatigue, and enhanced daily functioning. This
broader approach highlights the importance of focusing on
diverse health and well‐being outcomes.

On the other hand, the stigma perceived by people living with
obesity when interacting with healthcare professionals plays a
key role in their experiences of healthcare encounters. Studies
demonstrate that healthcare professionals hold explicit (i.e.
conscious) and implicit (i.e. unconscious) negative attitudes and
beliefs toward patients living with obesity (i.e. weight bias) [12,
25]. A key strategy to reduce weight bias and stigma in
healthcare is to identify and change stigmatizing attitudes,
practices, and processes among healthcare professionals [27].

The misconception about MI as a strategy to motivate people
with obesity to lose weight or to educate people about healthy
eating and exercise so that they can lose weight warrants
consideration. It is well established that binary “eat less and
move more” interventions are not sufficient treatments for
obesity [79] and that the simplification of obesity as solely a
behavioral problem is stigmatizing [74]. MI is a communication
style that helps healthcare professionals and patients under-
stand patients' situation, realities, and barriers for behavior
changes that are required to improve health outcomes.

It is worthwhile to consider methods of assessing treatment fi-
delity in relation to the MI approach when investigating the
impact of MI on health outcomes measures in research and
clinical practice. It is important to evaluate how treatment fi-
delity has been assessed, emphasizing the need for repetition
and regular supervision in performing MI. Having conversations
recorded and coded can be a valuable tool for learning and
maintaining MI skills in clinical practice, including the use of
specific instruments such as the intra‐class correlation for
coders [74, 80]. Examining training and supervision that MI
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practitioners received prior to and during the study should also
be incorporated in the research protocols since these are also
important aspects of evidence.

Consistent with the principles and approaches of people‐
centered care [81], healthcare providers should adopt a collab-
orative therapeutic relationship with patients and provide care
that is respectful and that can assist patients to make informed
treatment and management decisions. It has been proposed that
the activities/behaviors (things patient do) for example,
participating in shared decision‐making, could be considered
immediate outcomes of patient empowerment [82]. Outcomes
such as quality of life and social well‐being could be considered
intermediate outcomes of patient empowerment, with health
status as a possible long‐term outcome. Health literacy is also an
indicator of patient empowerment that can be measured
because patients need to be able to understand the medical in-
formation provided by their healthcare providers to use it
effectively in their disease management plans [83].

MI may seem simple, but mastering this technique is neither a
quick nor an easy process. It takes training and practice in both
the strategies and in often reviewing the relationship we
establish with the people we serve. Training health care pro-
fessionals involved in obesity care will help to change percep-
tions about obesity and improve overall patient experiences with
obesity management. Effective healthcare communications can
also support patient empowerment and decrease internalized
stigma. Learning Motivational Interviewing is like learning to
play an instrument. Initial pointers are important and can help,
but learning to play a real instrument takes practice, and if
possible, with feedback from expert teachers. As with other
complex skills, achieving mastery of MI is a long process, which
can last a lifetime. Regular MI training and supervision should
be incorporated in obesity education programs as well as in
weight stigma education programs for healthcare professionals.
Gonat and colleagues have developed a tool to train healthcare
professionals on integrating the “focusing” phase of MI into
healthcare and public health interventions [84]. This tool could
be used in obesity and weight stigma education programs for
healthcare professionals.

Adherence to medical therapies is multifactorial. It is now
recognized that adherence is not just about patient behavior but
that the health systems and healthcare teams can be significant
determinants of adherence to medical therapies [85]. Health
systems can support adherence to obesity management pro-
grams by ensuring that obesity treatments, including behavioral,
psychological, and bariatric surgery interventions, are accessible
to patients where they live when they need them. Educational
institutions can incorporate comprehensive obesity training in
healthcare professional curricula, including training on the
complexity and chronicity of obesity, evidence‐based treat-
ments, weight bias and stigma, and provide skills training for
using MI to nurture collaborative therapeutic relationships with
people living with obesity.

Lastly, a fundamental factor of healthcare quality is patient
experience, along with safety and effectiveness [86, 87]. There-
fore, it is essential that healthcare organizations and pro-
fessionals identify the unmet needs of patients and families

when trying to increase the value and quality of healthcare
services [87, 88]. Hancock et al. demonstrated that key factors to
improve patient experiences in healthcare include good
communication skills (such as active listening) and non‐
judgmental attitudes [89]. The principles of collaboration,
acceptance, evocation, and compassion, which govern the phi-
losophy of Motivational Interviewing, can support healthcare
professionals in having non‐judgmental attitudes and in-
teractions with patients living with obesity.

3 | Conclusion

Health‐related stigma can lead to inequalities which can affect
patients living with chronic conditions such as obesity and
prevent help‐seeking and reduce quality of life. Stigma may be
both internal and external, often rooted in unconscious bias
toward people living with obesity because of their weight. The
consequences of stigma (particularly in healthcare settings) are
often as harmful as the illness or condition experienced and
being aware of this and indeed discussing the consequences of
stigma as part of the clinical consultation may provide assur-
ance to patients and facilitate a more open and equitable
approach to obesity care.

MI has the potential to explore stigma with patients and may
create a structured and supportive environment in which to
reframe clinical encounters to provide a more patient‐centered
approach to obesity treatments, thereby empowering patients
and facilitating positive behavior change, led by the patient. The
use of MI in obesity care warrants more research and applica-
tion in practice.

Author Contributions

V.M., M.B. prepared the first draft of the manuscript. Y.G. and X.R.S.
edited the paper and made major contributions. All authors edited and
approved the last version of the manuscript.

Acknowledgments

The authors acknowledge the support of the Grupo en Español de
Trabajo de Entrevista Motivacional (GETEM) for their continuous
commitment and support during the elaboration of this manuscript.

Conflicts of Interest

The authors declare no conflicts of interest.

References

1. C. Y. Lin and H. W. H. Tsang, “Stigma, Health and Well‐Being,”
International Journal of Environmental Research and Public Health 17,
no. 20 (2020): 7615, https://doi.org/10.3390/ijerph17207615.

2. B. G. Link and J. C. Phelan, “Conceptualizing Stigma,” Annual Re-
view of Sociology 27, no. 1 (2001): 363–385, https://doi.org/10.1146/
annurev.soc.27.1.363.

3. E. Goffman, Stigma: Notes on the Management of Spoiled Identity
(London: Penguin, 1963).

4. A. J. Goff, Y. Lee, and K. W. Tham, “Weight Bias and Stigma in
Healthcare Professionals: A Narrative Review With a Singapore Lens,”

9 of 12

 20552238, 2025, 1, D
ow

nloaded from
 https://onlinelibrary.w

iley.com
/doi/10.1002/osp4.70057 by U

niversity of Sunderland, W
iley O

nline L
ibrary on [25/02/2025]. See the T

erm
s and C

onditions (https://onlinelibrary.w
iley.com

/term
s-and-conditions) on W

iley O
nline L

ibrary for rules of use; O
A

 articles are governed by the applicable C
reative C

om
m

ons L
icense

https://doi.org/10.3390/ijerph17207615
https://doi.org/10.1146/annurev.soc.27.1.363
https://doi.org/10.1146/annurev.soc.27.1.363


Singapore Medical Journal 64, no. 3 (2023): 155–162, https://doi.org/10.
4103/singaporemedj.smj‐2022‐229.

5. R. L. Pearl and R. M. Puhl, “Weight Bias Internalization and Health:
A Systematic Review,” Obesity Reviews: An Official Journal of the In-
ternational Association for the Study of Obesity 19, no. 8 (2018): 1141–
1163, https://doi.org/10.1111/obr.12701.

6. The Chief Public Health Officer, Addressing Stigma: Towards a More
Inclusive Health System (Ottawa: Pulbic Health Agency of Canada, 2019).

7. S. S. Rai, R. M. H. Peters, E. V. Syurina, I. Irwanto, D. Naniche, and
M. B. M. Zweekhorst, “Intersectionality and Health‐Related Stigma:
Insights From Experiences of People Living With Stigmatized Health
Conditions in Indonesia,” International Journal for Equity in Health 19,
no. 1 (2020): 206, https://doi.org/10.1186/s12939‐020‐01318‐w.

8. A. L. Stangl, V. A. Earnshaw, C. H. Logie, et al., “The Health Stigma
and Discrimination Framework: A Global, Crosscutting Framework to
Inform Research, Intervention Development, and Policy on Health‐
Related Stigmas,” BMC Medicine 17, no. 1 (2019): 31, https://doi.org/
10.1186/s12916‐019‐1271‐3.

9. P.W.Corrigan andA.C.Watson, “Understanding the Impact of Stigma
on People With Mental Illness,”World Psychiatry 1, no. 1 (2002): 16–20.

10. L. Dolezal, “Shame Anxiety, Stigma and Clinical Encounters,”
Journal of Evaluation in Clinical Practice 28, no. 5 (2022): 854–860,
https://doi.org/10.1111/jep.13744.

11. S. Lee,M. Y. Chiu, A. Tsang,H. Chui, andA.Kleinman, “Stigmatizing
Experience and Structural DiscriminationAssociatedWith the Treatment
of Schizophrenia in Hong Kong,” Social Science & Medicine 62, no. 7
(2006): 1685–1696, https://doi.org/10.1016/j.socscimed.2005.08.016.

12. B. J. Lawrence, D. Kerr, C. M. Pollard, et al., “Weight Bias Among
Health Care Professionals: A Systematic Review and Meta‐Analysis,”
Obesity 29, no. 11 (2021): 1802–1812, https://doi.org/10.1002/oby.23266.

13. R. M. Puhl and C. A. Heuer, “Obesity Stigma: Important Consid-
erations for Public Health,” American Journal of Public Health 100, no. 6
(2010): 1019–1028, https://doi.org/10.2105/ajph.2009.159491.

14. I. Patton, X. R. Salas, B. M. Hussey, et al., “Patient Perceptions
About Obesity Management in the Context of Concomitant Care for
Other Chronic Diseases,” Obesity Pillars 8 (2023): 100089, https://doi.
org/10.1016/j.obpill.2023.100089.

15. R. M. Puhl, S. M. Phelan, J. Nadglowski, and T. K. Kyle, “Over-
coming Weight Bias in the Management of Patients With Diabetes and
Obesity,” Clinical Diabetes 34, no. 1 (2016): 44–50, https://doi.org/10.
2337/diaclin.34.1.44.

16. C. Albury, W. D. Strain, S. L. Brocq, J. Logue, C. Lloyd, and A.
Tahrani, “The Importance of Language in Engagement Between Health‐
Care Professionals and People Living With Obesity: A Joint Consensus
Statement,” Lancet Diabetes & Endocrinology 8, no. 5 (2020): 447–455,
https://doi.org/10.1016/s2213‐8587(20)30102‐9.

17. R. M. Puhl and S. Liu, “A National Survey of Public Views About
the Classification of Obesity as a Disease,” Obesity 23, no. 6 (2015): 1288–
1295, https://doi.org/10.1002/oby.21068.

18. S. P. Hinshaw and D. Cicchetti, “Stigma and Mental Disorder:
Conceptions of Illness, Public Attitudes, Personal Disclosure, and Social
Policy,” Development and Psychopathology 12, no. 4 (2000): 555–598,
https://doi.org/10.1017/s0954579400004028.

19. J. A. Rathbone, T. Cruwys, J. Jetten, K. Banas, L. Smyth, and K.
Murray, “How Conceptualizing Obesity as a Disease Affects Beliefs
About Weight, and Associated Weight Stigma and Clinical Decision‐
Making in Health Care,” British Journal of Health Psychology 28, no. 2
(2023): 291–305, https://doi.org/10.1111/bjhp.12625.

20. F. Rubino, R. M. Puhl, D. E. Cummings, et al., “Joint International
Consensus Statement for Ending Stigma of Obesity,” Nature Medicine
26, no. 4 (2020): 485–497, https://doi.org/10.1038/s41591‐020‐0803‐x.

21. A. Brown, S. W. Flint, and R. L. Batterham, “Pervasiveness, Impact
and Implications of Weight Stigma,” EClinicalMedicine 47 (2022):
101408, https://doi.org/10.1016/j.eclinm.2022.101408.

22. M. R. Mastrocola, S. S. Roque, L. V. Benning, and F. C. Stanford,
“Obesity Education in Medical Schools, Residencies, and Fellowships
throughout the World: A Systematic Review,” International Journal of
Obesity 44, no. 2 (2020): 269–279, https://doi.org/10.1038/s41366‐019‐
0453‐6.

23. M. S. Capehorn, N. Hinchliffe, D. Cook, et al., “Recommendations
From a Working Group on Obesity Care Competencies for Healthcare
Education in the UK: A Report by the Steering Committee,” Advances in
Therapy 39, no. 6 (2022): 3019–3030, https://doi.org/10.1007/s12325‐
022‐02108‐2.

24. J. Abraham Roshan, T. S. Nagpal, N. Pearce, et al., “Transforming
the Landscape of Obesity Education—The Canadian Obesity Education
Competencies,” Obesity Pillars 8 (2023): 100091, https://doi.org/10.1016/
j.obpill.2023.100091.

25. X. Ramos Salas, A. S. Alberga, E. Cameron, et al., “Addressing
Weight Bias and Discrimination: Moving Beyond Raising Awareness to
Creating Change,” Obesity Reviews: An Official Journal of the Interna-
tional Association for the Study of Obesity 18, no. 11 (2017): 1323–1335,
https://doi.org/10.1111/obr.12592.

26. R. F. Kushner, D. B. Horn, W. S. Butsch, et al., “Development of
Obesity Competencies for Medical Education: A Report From the
Obesity Medicine Education Collaborative,” Obesity 27, no. 7 (2019):
1063–1067, https://doi.org/10.1002/oby.22471.

27. S. Wharton, D. C. W. Lau, M. Vallis, et al., “Obesity in Adults: A
Clinical Practice Guideline,” Canadian Medical Association Journal 192,
no. 31 (2020): E875–E891, https://doi.org/10.1503/cmaj.191707.

28. S. F. Kirk, M. Forhan, J. Yusuf, et al., “Mapping Changes in the
Obesity Stigma Discourse Through Obesity Canada: A Content Anal-
ysis,” AIMS Public Health 9, no. 1 (2022): 41–52, https://doi.org/10.3934/
publichealth.2022004.

29. The European Association for the Study of Obesity, Person First
Language Guide: Addressing Weight Bias Teddington (EASO, 2024),
https://easo.org/wp‐content/uploads/2024/05/Person‐First‐Language‐
guide‐addressing‐Weight‐Bias.pdf.

30. Obesity Action Coalition, People First Language Tampa: Obesity
Action Coalition (2024), https://www.obesityaction.org/advocacy/what‐
we‐fight‐for/people‐first‐language/.

31. T. K. Kyle and R. M. Puhl, “Putting People First in Obesity,” Obesity
22, no. 5 (2014): 1211, https://doi.org/10.1002/oby.20727.

32. R. M. Puhl, J. D. Latner, K. S. O'Brien, J. Luedicke, S. Danielsdottir,
and X. R. Salas, “Potential Policies and Laws to Prohibit Weight
Discrimination: Public Views From 4 Countries,” Milbank Quarterly 93,
no. 4 (2015): 691–731.

33. J. Kite, B.‐H. Huang, Y. Laird, et al., “Influence and Effects of
Weight Stigmatisation in Media: A Systematic Review,” eClinicalMedi-
cine 48 (2022): 101464, https://doi.org/10.1016/j.eclinm.2022.101464.

34. Obesity Canada, Weight Bias Analysis Tool for Public Health Policies
(Edmonton: Obesity Canada, 2024).

35. R. M. Anderson and M. M. Funnell, “Patient Empowerment: Re-
flections on the Challenge of Fostering the Adoption of a New Para-
digm,” Patient Education and Counseling 57, no. 2 (2005): 153–157,
https://doi.org/10.1016/j.pec.2004.05.008.

36. A. Kennedy, D. Reeves, P. Bower, et al., “The Effectiveness and Cost
Effectiveness of a National Lay‐Led Self Care Support Programme for
Patients With Long‐Term Conditions: A Pragmatic Randomised
Controlled Trial,” Journal of Epidemiology & Community Health 61, no.
3 (2007): 254–261, https://doi.org/10.1136/jech.2006.053538.

37. D. B. Sarwer, H. Gasoyan, S. Bauerle Bass, J. C. Spitzer, R. Soans,
and D. J. Rubin, “Role of Weight Bias and Patient‐Physician

10 of 12 Obesity Science & Practice, 2025

 20552238, 2025, 1, D
ow

nloaded from
 https://onlinelibrary.w

iley.com
/doi/10.1002/osp4.70057 by U

niversity of Sunderland, W
iley O

nline L
ibrary on [25/02/2025]. See the T

erm
s and C

onditions (https://onlinelibrary.w
iley.com

/term
s-and-conditions) on W

iley O
nline L

ibrary for rules of use; O
A

 articles are governed by the applicable C
reative C

om
m

ons L
icense

https://doi.org/10.4103/singaporemedj.smj-2022-229
https://doi.org/10.4103/singaporemedj.smj-2022-229
https://doi.org/10.1111/obr.12701
https://doi.org/10.1186/s12939-020-01318-w
https://doi.org/10.1186/s12916-019-1271-3
https://doi.org/10.1186/s12916-019-1271-3
https://doi.org/10.1111/jep.13744
https://doi.org/10.1016/j.socscimed.2005.08.016
https://doi.org/10.1002/oby.23266
https://doi.org/10.2105/ajph.2009.159491
https://doi.org/10.1016/j.obpill.2023.100089
https://doi.org/10.1016/j.obpill.2023.100089
https://doi.org/10.2337/diaclin.34.1.44
https://doi.org/10.2337/diaclin.34.1.44
https://doi.org/10.1016/s2213-8587(20)30102-9
https://doi.org/10.1002/oby.21068
https://doi.org/10.1017/s0954579400004028
https://doi.org/10.1111/bjhp.12625
https://doi.org/10.1038/s41591-020-0803-x
https://doi.org/10.1016/j.eclinm.2022.101408
https://doi.org/10.1038/s41366-019-0453-6
https://doi.org/10.1038/s41366-019-0453-6
https://doi.org/10.1007/s12325-022-02108-2
https://doi.org/10.1007/s12325-022-02108-2
https://doi.org/10.1016/j.obpill.2023.100091
https://doi.org/10.1016/j.obpill.2023.100091
https://doi.org/10.1111/obr.12592
https://doi.org/10.1002/oby.22471
https://doi.org/10.1503/cmaj.191707
https://doi.org/10.3934/publichealth.2022004
https://doi.org/10.3934/publichealth.2022004
https://easo.org/wp-content/uploads/2024/05/Person-First-Language-guide-addressing-Weight-Bias.pdf
https://easo.org/wp-content/uploads/2024/05/Person-First-Language-guide-addressing-Weight-Bias.pdf
https://www.obesityaction.org/advocacy/what-we-fight-for/people-first-language/
https://www.obesityaction.org/advocacy/what-we-fight-for/people-first-language/
https://doi.org/10.1002/oby.20727
https://doi.org/10.1016/j.eclinm.2022.101464
https://doi.org/10.1016/j.pec.2004.05.008
https://doi.org/10.1136/jech.2006.053538


Communication in the Underutilization of Bariatric Surgery,” Surgery
for Obesity and Related Diseases 17, no. 11 (2021): 1926–1932, https://doi.
org/10.1016/j.soard.2021.07.013.

38. L. E. Bradley, E. M. Forman, S. G. Kerrigan, M. L. Butryn, J. D.
Herbert, and D. B. Sarwer, “A Pilot Study of an Acceptance‐Based
Behavioral Intervention for Weight Regain After Bariatric Surgery,”
Obesity Surgery 26, no. 10 (2016): 2433–2441, https://doi.org/10.1007/
s11695‐016‐2125‐0.

39. J. Bricker and S. Tollison, “Comparison of Motivational Interview-
ing With Acceptance and Commitment Therapy: A Conceptual and
Clinical Review,” Behavioural and Cognitive Psychotherapy 39, no. 5
(2011): 541–559, https://doi.org/10.1017/s1352465810000901.

40. W. C. Miller and S. Rollnick, Motivational Interviewing: Helping
People Change and Grow. 4th ed. (New York: Guildford Press, 2023).

41. G. Bischof, A. Bischof, and H. J. Rumpf, “Motivational Interviewing:
An Evidence‐Based Approach for Use in Medical Practice,” Deutsches
Arzteblatt international 118, no. 7 (2021): 109–115.

42. C. Steindl, E. Jonas, S. Sittenthaler, E. Traut‐Mattausch, and J.
Greenberg, “Understanding Psychological Reactance: New De-
velopments and Findings,” Zeitschrift für Psychologie 223, no. 4 (2015):
205–214, https://doi.org/10.1027/2151‐2604/a000222.

43. E. I. Vasilaki, S. G. Hosier, and W. M. Cox, “The Efficacy of Moti-
vational Interviewing as a Brief Intervention for Excessive Drinking: A
Meta‐Analytic Review,” Alcohol and Alcoholism 41, no. 3 (2006): 328–
335, https://doi.org/10.1093/alcalc/agl016.

44. S. Kohler and A. Hofmann, “Can Motivational Interviewing in
Emergency Care Reduce Alcohol Consumption in Young People? A
Systematic Review and Meta‐Analysis,” Alcohol and Alcoholism 50, no. 2
(2015): 107–117, https://doi.org/10.1093/alcalc/agu098.

45. B. Lundahl, T. Moleni, B. L. Burke, et al., “Motivational Interviewing
in Medical Care Settings: A Systematic Review and Meta‐Analysis of
Randomized Controlled Trials,” Patient Education and Counseling 93, no.
2 (2013): 157–168, https://doi.org/10.1016/j.pec.2013.07.012.

46. N. Lindson, T. P. Thompson, A. Ferrey, J. D. Lambert, and P.
Aveyard, “Motivational Interviewing for Smoking Cessation,” Cochrane
Database of Systematic Reviews 7, no. 7 (2019): Cd006936.

47. J. H. Pelletier, T. D. Strout, and M. R. Baumann, “A Systematic
Review of Smoking Cessation Interventions in the Emergency Setting,”
American Journal of Emergency Medicine 32, no. 7 (2014): 713–724,
https://doi.org/10.1016/j.ajem.2014.03.042.

48. C. Calomarde‐Gómez, B. Jiménez‐Fernández, M. Balcells‐Oliveró,
A. Gual, and H. López‐Pelayo, “Motivational Interviewing for Cannabis
Use Disorders: A Systematic Review and Meta‐Analysis,” European
Addiction Research 27, no. 6 (2021): 413–427, https://doi.org/10.1159/
000515667.

49. S. Cowlishaw, S. Merkouris, N. Dowling, C. Anderson, A. Jackson,
and S. Thomas, “Psychological Therapies for Pathological and Problem
Gambling,” Cochrane Database of Systematic Reviews 11 (2012):
Cd008937.

50. M. Di Nicola, F. De Crescenzo, G. L. D'Alò, et al., “Pharmacological
and Psychosocial Treatment of Adults With Gambling Disorder: A
Meta‐Review,” Journal of Addiction Medicine 14, no. 4 (2020): e15–e23.

51. L. C. Quilty, J. D. Wardell, T. Thiruchselvam, M. T. Keough, and
C. S. Hendershot, “Brief Interventions for Problem Gambling: A Meta‐
Analysis,” PLoS One 14, no. 4 (2019): e0214502, https://doi.org/10.
1371/journal.pone.0214502.

52. I. Yakovenko, L. Quigley, B. R. Hemmelgarn, D. C. Hodgins, and P.
Ronksley, “The Efficacy of Motivational Interviewing for Disordered
Gambling: Systematic Review and Meta‐Analysis,” Addictive Behaviors
43 (2015): 72–82, https://doi.org/10.1016/j.addbeh.2014.12.011.

53. M. J. Armstrong, T. A. Mottershead, P. E. Ronksley, R. J. Sigal, T. S.
Campbell, and B. R. Hemmelgarn, “Motivational Interviewing to

Improve Weight Loss in Overweight And/or Obese Patients: A Sys-
tematic Review and Meta‐Analysis of Randomized Controlled Trials,”
Obesity Reviews 12, no. 9 (2011): 709–723, https://doi.org/10.1111/j.1467‐
789x.2011.00892.x.

54. K. B. Suire, J. Kavookjian, and D. D. Wadsworth, “Motivational
Interviewing for Overweight Children: A Systematic Review,” Pediatrics
146, no. 5 (2020), https://doi.org/10.1542/peds.2020‐0193.

55. G. D. Ball, N. D. Spence, N. E. Browne, et al., “The Readiness and
Motivation Interview for Families (RMI‐Family) Managing Pediatric
Obesity: Study Protocol,” BMC Health Services Research 17, no. 1 (2017):
261, https://doi.org/10.1186/s12913‐017‐2201‐8.

56. M. Michalopoulou, A. E. Ferrey, G. Harmer, et al., “Effectiveness of
Motivational Interviewing in Managing Overweight and Obesity : A
Systematic Review and Meta‐Analysis,” Annals of Internal Medicine 175,
no. 6 (2022): 838–850, https://doi.org/10.7326/m21‐3128.

57. B. Butland, S. Jebb, P. Kopelman, et al., The Foresight Report.
Tackling Obesities: Future Choices – Project Report. 2nd ed. (London:
Department of Innovation,Universities, and Skills, 2007).

58. S. X. Ramos, “The Ineffectiveness and Unintended Consequences of
the Public Health War on Obesity,” Canadian Journal of Public Health
106, no. 2 (2015): e79–e81, https://doi.org/10.17269/cjph.106.4757.

59. World Health Organisation, Health Service Delivery Framework for
Prevention and Management of Obesity (Geneva: World Health Organi-
sation, 2023).

60. M. Vallis, D. Macklin, and S. Russell‐Mayhew, Canadian Adult
Obesity Clinical Practice Guidelines: Effective Psychological and Behav-
ioural Interventions in Obesity Management (version 1, 2020), https://
obesitycanada.ca/guidelines/behavioural. ©2020 Obesity Canada

61. E. M. Tooley and A. Kolahi, “Motivating Behavioral Change,”
Medical Clinics of North America 106, no. 4 (2022): 627–639, https://doi.
org/10.1016/j.mcna.2022.01.006.

62. V. K. Jahromi, S. S. Tabatabaee, Z. E. Abdar, and M. Rajabi, “Active
Listening: The Key of Successful Communication in Hospital Man-
agers,” Electronic Physician 8, no. 3 (2016): 2123–2128, https://doi.org/
10.19082/2123.

63. A. Beheshti, F. T. Arashlow, L. Fata, F. Barzkar, and H. R. Bar-
adaran, “The Relationship Between Empathy and Listening Styles Is
Complex: Implications for Doctors in Training,” BMC Medical Educa-
tion 24, no. 1 (2024): 267, https://doi.org/10.1186/s12909‐024‐05258‐9.

64. A. Kwame and P. M. Petrucka, “A Literature‐Based Study of Patient‐
Centered Care and Communication in Nurse‐Patient Interactions:
Barriers, Facilitators, and the Way Forward,” BMC Nursing 20, no. 1
(2021): 158, https://doi.org/10.1186/s12912‐021‐00684‐2.

65. L. Schuttner, S. Hockett Sherlock, C. E. Simons, et al., “My Goals
Are Not Their Goals: Barriers and Facilitators to Delivery of Patient‐
Centered Care for Patients With Multimorbidity,” Journal of General
Internal Medicine 37, no. 16 (2022): 4189–4196, https://doi.org/10.1007/
s11606‐022‐07533‐1.

66. M. Heisler, S. Vijan, R. M. Anderson, P. A. Ubel, S. J. Bernstein, and
T. P. Hofer, “When Do Patients and Their Physicians Agree on Diabetes
Treatment Goals and Strategies, and What Difference Does it Make?,”
Journal of General Internal Medicine 18, no. 11 (2003): 893–902, https://
doi.org/10.1046/j.1525‐1497.2003.21132.x.

67. V. Ponizovskiy, L. Grigoryan, U. Kühnen, and K. Boehnke, “Social
Construction of the Value‐Behavior Relation,” Frontiers in Psychology 10
(2019): 934, https://doi.org/10.3389/fpsyg.2019.00934.

68. S. A. Cole, D. Sannidhi, Y. T. Jadotte, and A. Rozanski, “Using
Motivational Interviewing and Brief Action Planning for Adopting and
Maintaining Positive Health Behaviors,” Progress in Cardiovascular
Diseases 77 (2023): 86–94, https://doi.org/10.1016/j.pcad.2023.02.003.

69. M. Vallis, H. Piccinini‐Vallis, A. M. Sharma, and Y. Freedhoff,
“Clinical Review: Modified 5 As: Minimal Intervention for Obesity

11 of 12

 20552238, 2025, 1, D
ow

nloaded from
 https://onlinelibrary.w

iley.com
/doi/10.1002/osp4.70057 by U

niversity of Sunderland, W
iley O

nline L
ibrary on [25/02/2025]. See the T

erm
s and C

onditions (https://onlinelibrary.w
iley.com

/term
s-and-conditions) on W

iley O
nline L

ibrary for rules of use; O
A

 articles are governed by the applicable C
reative C

om
m

ons L
icense

https://doi.org/10.1016/j.soard.2021.07.013
https://doi.org/10.1016/j.soard.2021.07.013
https://doi.org/10.1007/s11695-016-2125-0
https://doi.org/10.1007/s11695-016-2125-0
https://doi.org/10.1017/s1352465810000901
https://doi.org/10.1027/2151-2604/a000222
https://doi.org/10.1093/alcalc/agl016
https://doi.org/10.1093/alcalc/agu098
https://doi.org/10.1016/j.pec.2013.07.012
https://doi.org/10.1016/j.ajem.2014.03.042
https://doi.org/10.1159/000515667
https://doi.org/10.1159/000515667
https://doi.org/10.1371/journal.pone.0214502
https://doi.org/10.1371/journal.pone.0214502
https://doi.org/10.1016/j.addbeh.2014.12.011
https://doi.org/10.1111/j.1467-789x.2011.00892.x
https://doi.org/10.1111/j.1467-789x.2011.00892.x
https://doi.org/10.1542/peds.2020-0193
https://doi.org/10.1186/s12913-017-2201-8
https://doi.org/10.7326/m21-3128
https://doi.org/10.17269/cjph.106.4757
https://obesitycanada.ca/guidelines/behavioural
https://obesitycanada.ca/guidelines/behavioural
https://doi.org/10.1016/j.mcna.2022.01.006
https://doi.org/10.1016/j.mcna.2022.01.006
https://doi.org/10.19082/2123
https://doi.org/10.19082/2123
https://doi.org/10.1186/s12909-024-05258-9
https://doi.org/10.1186/s12912-021-00684-2
https://doi.org/10.1007/s11606-022-07533-1
https://doi.org/10.1007/s11606-022-07533-1
https://doi.org/10.1046/j.1525-1497.2003.21132.x
https://doi.org/10.1046/j.1525-1497.2003.21132.x
https://doi.org/10.3389/fpsyg.2019.00934
https://doi.org/10.1016/j.pcad.2023.02.003


Counseling in Primary Care,” Canadian Family Physician 59, no. 1
(2013): 27–31.

70. A. M. Burton, A. A. Agne, S. M. Lehr, N. J. Davis, L. L. Willett, and
A. L. Cherrington, “Training Residents in Obesity Counseling: Incor-
porating Principles of Motivational Interviewing to Enhance Patient
Centeredness,” Journal of Graduate Medical Education 3, no. 3 (2011):
408–411, https://doi.org/10.4300/jgme‐03‐03‐34.

71. C. Gallagher, A. Corl, and W. H. Dietz, “Weight Can’t Wait: A Guide
to Discussing Obesity and Organizing Treatment in the Primary Care
Setting,” Obesity 29, no. 5 (2021): 821–824, https://doi.org/10.1002/oby.
23154.

72. K. I. Pollak, J. A. Tulsky, T. Bravender, et al., “Teaching Primary
Care Physicians the 5 A’s for Discussing Weight With Overweight and
Obese Adolescents,” Patient Education and Counseling 99, no. 10 (2016):
1620–1625, https://doi.org/10.1016/j.pec.2016.05.007.

73. K. Mirkarimi, M. J. Kabir, M. R. Honarvar, R. B. Ozouni‐Davaji, and
M. Eri, “Effect of Motivational Interviewing on Weight Efficacy Lifestyle
Among Women With Overweight and Obesity: A Randomized
Controlled Trial,” Iranian Journal of Medical Sciences 42, no. 2 (2017):
187–193.

74. S. Nutter, L. A. Eggerichs, T. S. Nagpal, et al., “Changing the Global
Obesity Narrative to Recognize and Reduce Weight Stigma: A Position
Statement From the World Obesity Federation,” Obesity Reviews: An
Official Journal of the International Association for the Study of Obesity
25, no. 1 (2024): e13642, https://doi.org/10.1111/obr.13642.

75. R. D. Barnes and V. Ivezaj, “A Systematic Review of Motivational
Interviewing for Weight Loss Among Adults in Primary Care,” Obesity
Reviews: An Official Journal of the International Association for the Study
of Obesity 16, no. 4 (2015): 304–318, https://doi.org/10.1111/obr.12264.

76. R. G. Hughes, “Advances in Patient Safety: Tools and Strategies for
Quality Improvement and Patient Safety,” in Patient Safety and Quality:
An Evidence‐Based Handbook for Nurses, ed. R. G. Hughes (Rockville:
Agency for Healthcare Research and Quality (US), 2008).

77. D. Durrer Schutz, L. Busetto, D. Dicker, et al., “European Practical
and Patient‐Centred Guidelines for Adult Obesity Management in Pri-
mary Care,” Obesity Facts 12, no. 1 (2019): 40–66, https://doi.org/10.
1159/000496183.

78. A. Braun, J. Portner, M. Xu, et al., “Preliminary Support for the Use
of Motivational Interviewing to Improve Parent/Adult Caregiver
Behavior for Obesity and Cancer Prevention,” International Journal of
Environmental Research and Public Health 20, no. 6 (2023): 4726,
https://doi.org/10.3390/ijerph20064726.

79. V. Forouhar, I. Y. Edache, X. R. Salas, and A. S. Alberga, “Weight
Bias Internalization and Beliefs About the Causes of Obesity Among the
Canadian Public,” BMC Public Health 23, no. 1 (2023): 1621, https://doi.
org/10.1186/s12889‐023‐16454‐5.

80. T. B. Moyers, L. N. Rowell, J. K. Manuel, D. Ernst, and J. M. Houck,
“The Motivational Interviewing Treatment Integrity Code (MITI 4):
Rationale, Preliminary Reliability and Validity,” Journal of Substance
Abuse Treatment 65 (2016): 36–42, https://doi.org/10.1016/j.jsat.2016.
01.001.

81. World Health Organisation,WHO Global Strategy on People‐Centred
and Integrated Health Services: Interim Report (World Health Organi-
sation, 2015), https://iris.who.int/handle/10665/155002.

82. P. Bravo, A. Edwards, P. J. Barr, I. Scholl, G. Elwyn, and M.
McAllister, “Conceptualising Patient Empowerment: A Mixed Methods
Study,” BMC Health Services Research 15, no. 1 (2015): 252, https://doi.
org/10.1186/s12913‐015‐0907‐z.

83. D. Nutbeam, “Health Literacy as a Public Health Goal: A Challenge
for Contemporary Health Education and Communication Strategies
Into the 21st Century,” Health Promotion International 15, no. 3 (2000):
259–267, https://doi.org/10.1093/heapro/15.3.259.

84. N. Gobat, L. Copeland, R. Cannings‐John, et al., “‘Focusing’ in
Motivational Interviewing: Development of a Training Tool for Practi-
tioners,” European Journal for Person Centered Healthcare 6, no. 1
(2018): 37–49, https://doi.org/10.5750/ejpch.v6i1.1389.

85. World Health Organisation, Adherence to Long‐Term Therapies:
Evidence for Action (World Health Organisation, 2003), https://iris.who.
int/handle/10665/42682.

86. C. Doyle, L. Lennox, and D. Bell, “A Systematic Review of Evidence
on the Links Between Patient Experience and Clinical Safety and
Effectiveness,” BMJ Open 3, no. 1 (2013): e001570, https://doi.org/10.
1136/bmjopen‐2012‐001570.

87. M. E. Porter and E. O. Teisberg, “How Physicians Can Change the
Future of Health Care,” JAMA 297, no. 10 (2007): 1103–1111, https://
doi.org/10.1001/jama.297.10.1103.

88. V. Moizé, J. Fernando, R. Martí, and J. Escarrabill, “Exploring
Barriers in Integrating Patient Experience Evaluation and Improvement
Within the Clinical Practice of Dietitians‐Nutritionists in the Catalan
Public Health System,” Obesity Surgery 34, no. 3 (2024): 1033–1035,
https://doi.org/10.1007/s11695‐023‐07046‐8.

89. R. E. Hancock, G. Bonner, R. Hollingdale, and A. M. Madden, “‘If
You Listen to Me Properly, I Feel Good’: A Qualitative Examination of
Patient Experiences of Dietetic Consultations,” Journal of Human
Nutrition and Dietetics: the official journal of the British Dietetic Associ-
ation 25, no. 3 (2012): 275–284, https://doi.org/10.1111/j.1365‐277x.2012.
01244.x.

12 of 12 Obesity Science & Practice, 2025

 20552238, 2025, 1, D
ow

nloaded from
 https://onlinelibrary.w

iley.com
/doi/10.1002/osp4.70057 by U

niversity of Sunderland, W
iley O

nline L
ibrary on [25/02/2025]. See the T

erm
s and C

onditions (https://onlinelibrary.w
iley.com

/term
s-and-conditions) on W

iley O
nline L

ibrary for rules of use; O
A

 articles are governed by the applicable C
reative C

om
m

ons L
icense

https://doi.org/10.4300/jgme-03-03-34
https://doi.org/10.1002/oby.23154
https://doi.org/10.1002/oby.23154
https://doi.org/10.1016/j.pec.2016.05.007
https://doi.org/10.1111/obr.13642
https://doi.org/10.1111/obr.12264
https://doi.org/10.1159/000496183
https://doi.org/10.1159/000496183
https://doi.org/10.3390/ijerph20064726
https://doi.org/10.1186/s12889-023-16454-5
https://doi.org/10.1186/s12889-023-16454-5
https://doi.org/10.1016/j.jsat.2016.01.001
https://doi.org/10.1016/j.jsat.2016.01.001
https://iris.who.int/handle/10665/155002
https://doi.org/10.1186/s12913-015-0907-z
https://doi.org/10.1186/s12913-015-0907-z
https://doi.org/10.1093/heapro/15.3.259
https://doi.org/10.5750/ejpch.v6i1.1389
https://iris.who.int/handle/10665/42682
https://iris.who.int/handle/10665/42682
https://doi.org/10.1136/bmjopen-2012-001570
https://doi.org/10.1136/bmjopen-2012-001570
https://doi.org/10.1001/jama.297.10.1103
https://doi.org/10.1001/jama.297.10.1103
https://doi.org/10.1007/s11695-023-07046-8
https://doi.org/10.1111/j.1365-277x.2012.01244.x
https://doi.org/10.1111/j.1365-277x.2012.01244.x

	Motivational Interviewing (MI) in Obesity Care: Cultivating Person‐Centered and Supportive Clinical Conversations to Reduce ...
	1 | Introduction
	1.1 | Overview of Stigma and Patient Centered Approach
	1.2 | Health‐Related Stigma
	1.3 | Obesity Stigma
	1.4 | Overview of Motivational Interviewing
	1.5 | Motivational Interviewing in Obesity Management
	1.6 | The Argument for MI to Improve Patient Experiences of Obesity Care
	1.7 | Operationalizing MI in Obesity Care
	1.7.1 | Engaging
	1.7.2 | Focusing
	1.7.3 | Evoking
	1.7.4 | Planning

	1.8 | Information Exchange as Key Strategy in the Planning Process

	2 | Discussion
	3 | Conclusion
	Author Contributions
	Acknowledgments
	Conflicts of Interest


