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B) Vocal communication 38%

Volume / Clarity and Variety:

Sph = +«Tone = a particular quality, way of sounding, modulation, or intonation of the voice (Rhythm)

InCoge 4 Paitt

ol fiu “€J- «—Pace = speed which somebody speaks (Rate of delivery) —

W S n-mu’;\:.:\. =1 I Opy c;RS Dposelil
‘otsu—=\".  Pitch = rate of vibration of the vocal folds 090, =5 _Suc aBnd PESUL L =i
L eaalll Po*‘ud&b

’ Emphasis, Stress or Articulation (Power): ev.. :

Lle 15 Gusfrestit a3 aagsh (4 8 ) 5P 3306 Dpar N S
<85 25\ "I didn't tell the patient you were wrong." (Somebody else told the patient.) j)\" c\«L Q_Afd\_;_J
Qormebred <V“"| didn't tell the patient you were wrong." (I emphatically did not.)

P " didn't tell the patient you were wrong." (l implied it.) Q\X‘N C—"J“C_/Y‘/ ‘J"/

e ~—
") Wl "I didn't tell the patient you were wrong." (I told someone else.) 1

- \) &»—) (_)P_..I
,wog "l didn't tell the patient you were wrong_ ' (I told the patient someone else was wrong. )L'#"’cI s)os opf \ehe—
4/..\/)[_ ~ 0,.,,“ ) r%»\.a\,..»&_,.%
P | didn't tell the patient you were were wr ng." (I told the patient you're still wrong!) =
W QT NFe— 0 % 0d

"I didn't tell the patient you were@ g] (I told the patient something else about you. )

P P RIS L I VA
| did not tell the patient take this medication three times a day. ~— 'P‘b h’\

BN, e &y —
| didn’t say the hospital service was bad. \.‘*ﬂ‘\ 23N s ST N &1,
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2u )l S5ans
uso AN <L )| Patient will not remember what you say ... the patient may remember how did you say it.

Wikl OVersated | rone
However, Professional pharmacist should use professional and scientific vocabulary.

emorl\m/a > @.ahon»o

AN el To build Rapport with the patient.
\J\_’J&S \&4/\ . . N ‘ pp ) p ) ' ,% e e;‘-.-./e 207,
Emotional Fulfilment: Giving your customer ‘the experience of being understood. L e o \s

Rational Fulfilment: Sharing knowledge & facts / product specifications and information. S\ ’yg;ﬁ

‘\&L: < Rapport Relationship y SN

$\ F \) Established quickly. Long-term effort.
Q Based on the immediate interaction Based on common experiences or other connections

and how you behave. between people.
RN

Rapport + consistency @ ey:- .
B S e A Sp (p e

hvelss - i i
mekeelsin )5 AL L <« Match and Mirror to build rapport

If the customer (patient, provider, friend, manager

You might...
...etc) g

Makes a large gesture with his arm. Make a similar, smaller gesture.

Talks quickly and with great passion. (or vice versa) Subtly match his pace and level of
enthusiasm.

Shifts from leaning left to right. Lean the same direction, either matching or
mirroring.

Nods a lot. Nod occasionally.

Makes eye contact frequently. Mirror the level of eye contact the
customer uses.
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Advanced Communication: Motivational Interviewing
1) Definition/ 2) Principles/ 3) Strategies/ 4) Techniques and approaches/ 5) Change formula

6) example of resistance 7) levels of training.

1) Definition & Background:

Motivational interviewing is an intervention designed for situations in wh|ch a patlent needs to make a

. ( behaviour chan?)e but is unsure about it, sometimes to the extent of be’ Hg qU|te hostllle to theﬂe_awsﬂ’*J ot

(e hd

u)"’y ) s> first paper on MlI, written by a psychologist in New Mexico called Bill Miller in 1983, tackled this issue, and

S\ \ N\ —
o\d“ was rooted in his own clinical practice. &’M ’P‘s,
'@D&wwt 903 0o
(<)

In summary Bill Miller suggested that rather than seeing patient’s (Alcoholic) denial as poor willpower or

lack of motivation to solve the problem, it might be more helpful to see this outcome as a product of the

9 situation in the counselling session. When we(confront Anyone with something, we are likely to increase
Cuerd O
B2 W\

—_—

N———
their resistance and hear them argue the opposite side.

b)
Q,.S\Vﬁ These ideas started to circulate, and came to the attention of Stephen Rollnick, a clinical psychologist
© - ~
originally from South Africa but then working in (Addictionsm; UK. (g)‘)a) f\)/):’ g
(PN AN 5\@ <—\ ——
W‘"P/”( ' shomid e Based own o
A commonly used definition of Ml is: ‘A goal directed, patient-centred counselling style for eliciting
—_— T e ——
behaviour change by helping patients to explore and resolve ambivalence.’ (Rollnick and Miller, 1995)
(Note **Goal directed is better than the originally written definition directive).
2) Principles of Motivational Interviewing: —— 4! Wle ra@s— Uy Sr(;k
<+ s e TR )
s, - ( y(" (—}-&L)" | \ &N\
2l 5)\5” 1) Principle 1: don’t tell people what to do. bl %l ) \‘\-‘“'J-' - Jé—d
()-D - w l" all 'Po/S«wQ
1 o <llA&S People do what they want to do in most cases, they rarely do what they have been told to do
D5ag) 8L ba ST i <) oD 0t CAS < sad
N g2 . . . . .
W\ 2P 2) Principle 21 listen/is more important than talking > (Buss o\ i 0’@\) _wagﬂk
L mo%—@?mp -+ ain e Z“"—"" (VTN <_°\....u_.; s\ S o

3) Principle 3: let the patient tell you they need to change * Your Dhoucte be Rinli( @g Q&S\,(_me J.r(
‘People believe what they hear themselves say’. Blaise Pascal noted that: people are_ much better

s3\ @68 — PRy BKills
persuaded by reasons they think up themselves than those thought up by others

\-Ms@ Me A Ax] \mksaw' oSl - o s\;_‘*—“f\fw NS
4) Prmapﬁ cognitive dlssonance ( WJ-%A&B@ s 2o rus) Q&b,,im
People are struggling with a choice about changing, which is making them feel uncomfortable

> oLy &u
ol a s te s o (S e 6 0B Al s S (Edd WopT o) A onsl,
5) Principle 5: Most people need to feel confident before trying to change
Someone will feel confident and are much more likely to succeed. Mi is explicit about the need to keep
morale high S\ s e— MI A S vy
Laek) 220 7 W\
6)Principle 6: Ambivalence is normal
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G\t
=P 3) Strategies in Motivational interviewing

The strategies of motivational interviewing are more persuasive than coercive, more supportive than
argumentative

The four principle strategies of Ml are: U 25! (
A\ N s LL ,u
V4L S W W MY
1. Get a conversation going - express empathy through reflective listening.

L PN Ny AW (3 d).\)l

5‘:\> cprriiuS 2, Develop discrepancy between a patients' goals or values and their current behaviour.
L5V N AN

— Gsa) |

“i5%es oS04 Develop discrepancy between patients' goals or values and current behaviour, helping patients v fita °*\>.L£°"P’\"‘J'

_)’\J Z;u—ass P\
UL O S s

y‘f’,«}Y-J‘J*_S’,o

e pebin-

&lfd 2 ap 0
Lo fIShaba e 55

recognize the discrepancies between where they are and where they hope to be. (Ve X

3. Avoid argument and direct confrontation and adjust to resistance rather than opposing it directly.

4. Support self-efficacy and optimism; that is, focus on patients' strengths to support the hope and
optimism needed to make change. Ol 58 S ‘:-P:’)C‘ (‘W\Lo e

4) Techniques and approaches
OARS Technique/ Approach

—>
B Open Questions (Not simple the@uestions VS the Module questions.

Afflrmat|ons (to make statements of recognition of patient strengths)

Reflective Listening

Summaries

FRAMES T h A h

echnique/ CPOFE /s thie ) Bl o SNz oS a5
@ Feedback regarding personal risk, which is given and usually includes normative (descriptive) of
implications
R e P Shas e e anm s 03 U e
& Responsibility for change is placed squarely and epr|C|tIy with the individual. Patients have the choice
to either continue their behaviour or change it.

it changing is clearly given in a non-judgmental manner. It is better to suggest than to tell.
Asking patlents permission to offer advice can make patients more receptlve to that advice.

S rLAsalu
B Menu of patient self-directed change options is offered. < ’me“ Q’
R G\APAG ops 015 ps Ll oo

Empathic counselling, showing warmth, respect, and understandlng, is emphasized.

Self-efficacy or optimistic empowerment is engendered in the person to encourage change.
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5) Change Formula: Equation of Change

D*V*F
g2 ULJ;E—J| R+C+1
Change =
) Ty
st s B e LS B el sy,

D = Dissatisfaction with how things are now, i.e. the Need for change

PR - JJ{ZLM é’-b"“

feml =SV = c\i&s\zn{g’f\‘ﬂhge’:i\?/ status —> & QAA_)L\\IBJ\ ( pro‘mleka_) S “—PJMJ('U'_J‘M);

F= First, concrete steps that can be taken towards the vision

:\"T\:'['s'— R= Resistance of change ——> F"ﬁ*—'q ea ke Gawvacks

— =

s AN
u’;{ &2)5  Note the original theory Gleicher, Dannemiller , Beckhard---Harris (D x V x F > R)

=o\p > s LNisLAwy) s _J:f(
AWA\N)

6) Examples which indicate a resistance mood:

C= Cost of chan eorchan e requirements —> “—“-"‘"‘J —_
s C ge or change rec —s (£ — 122,

There are many examples of resistance talk, many of which you will be familiar with:

non Virbel

\"'-P\‘““ ! «— Discontinuing “I've already tried that.”
~\g\pt —
(k&\\, <p\2¢l Interrupting “but...” ',dcg.. G

:P-‘-O) . ) SLA G ) . . .
Q":‘_":‘ : -, Side-tracking “I know \%’u want me to do my airway clearance, but did you notice | gained 5 pounds?

You have to admit I've been doing a great job with my weight!”

«— Disagreeing. “Yes, but...”

2_(.5" :\s!g\;

Unwillingness “l don’t want to have to do that as well”

Blaming “It’s not my fault. If only my parents...Or if the government Or if the Dr ...etc”

(e bolypahyrst 14
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Arguing “How do you know?”
c_m_kpj, C_f;)_;é—— Challenging “Well the medication doesn’t make a difference to MY lung functioning”
N L).th_ Minimizing. “I’'m not that sick”

S A DY
Pessimism. “| keep trying to do better but nothing seems to help.”

~51 05 | Excusing: “I know | should eat more calories, but with my job I’'m always on the go and it’s hard to
c~—P'/J'S" prepare and then sit down for a big meal”

C)d__; Ignoring.

7) Six levels of training

\A{’—;—T 1. Introduction to MI — Experience the bases of Ml and decide level of interest in learning more

-~ .. .. e ..
\,‘,-'X_ATP.J <> 2. Application of MI: To learn one or more specific applications of Ml

"J\Lc,;_:_ﬂ_, ﬁCIinicaI Training: To learn the basic clinical style of Ml and how to continue learning it in practice

.. 4. Advanced Clinical Training: To move from basic competence to more advanced clinical skillfulness in
J)M‘:q\c - —

cdcly M

5. Supervisor Training: To be prepared to guide on ongoing group in learning Ml

, 6. Training for the Trainers: To learn a flexible range of skills and methods for helping others learn Ml
AD\ M i

X v S

Highly advanced communication Personal tailored communication ><
Section will be moved to final year students, i.e. graduated students.

For successful rapport building through matching and mirroring it is fruitful to understand how patients
describe their medication (individual patient’s trait, preference and perception)

For example; patient memorised the actual names of medication, or described the physical appearance
(as colour or shape) or referred to the name of health care providers, or name of places or the purpose
of medication ... etc.

Moreover, for advanced skilled practice: special concern should be there also to understand the insight
of patient’s and the cognitive orientation (introverted® or extroverted? approach) as well as patient
attitude toward receiving information (intuition® or sensing®).

' - Inward, the personal energy moves from outside to inside, Need Privacy, tend to receive actions and
avoid starting communication, preference for inner self and ideas to understand and protect or nurture it,
find people draining, less people interaction.
2 Outward, the personal energy moves from inside to outside, need people and communication more than
privacy, tend to start and initiate actions with others, preference for the outer world and one's own action
and effect on it, find people energising, more people interaction.
3 See the big picture with imagination and framework. Interpreting patterns, possibilities and meaning from
information received.
4 - See the details, with realistic down to earth facts. focusing on facts within information.
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