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7 tools to help patients adopt 
healthier behaviors
Here’s how to use the 5 As, the FRAMES protocol, and  
5 other techniques to encourage patients to address 
issues such as diet, exercise, smoking, and substance use.

CASE u Your patient, Bob G, age 47, has a body mass index of 
33, hypertension (blood pressure 150/85 mm Hg), and elevated 
cholesterol (low-density lipoprotein level, 187 mg/dL) and glu-
cose levels (fasting glucose 122 mg/dL, with an HbA1c of 6.1%). 
He gets out of breath when he plays with his 2 children. His 
father has diabetes and had a myocardial infarction (MI) at age 
55; Mr. G tells you he is concerned he will develop similar health 
problems. Mr. G frequents fast food restaurants and eats high-
calorie snacks after work, especially when he feels stressed. Dur-
ing a recent office visit, he expresses his desire to “be there” for 
his children and says he is motivated to lose weight to prevent 
diabetes and/or an MI. 

How would you proceed?

Most health conditions in the United States are direct-
ly or indirectly the result of patients’ health-related 
behaviors.1 Fortunately, family physicians (FPs) 

and primary care teams are in an excellent position to help 
their patients make healthy behavior changes by using brief,  
evidence-based interventions that can be implemented dur-
ing the typical office visit.

Specifically, the use of the following 7 techniques can 
build on patients’ own motivations, successes, and life circum-
stances to improve their satisfaction and self-efficacy:

•  the 5 As (Ask, Advise, Assess, Assist, Arrange) 
•  �the FRAMES protocol (Feedback, Responsibility, Advice, 

Menu, Empathy, and Self-efficacy)
•  teachable moments (TM)
•  solution-focused brief therapy (SFBT)
•  cognitive behavioral therapy (CBT)
•  narrative techniques (NT)
•  motivational interviewing (MI). 

But before we describe the practical application of these 
7 techniques, we’ll begin by explaining a few underlying 

Practice 
recommendations

› Determine the patient’s 
stage of change  
(Precontemplation,  
Contemplation,  
Preparation, Action,  
Maintenance, or Relapse) 
before selecting an  
intervention to help him 
or her change health-
related behaviors.  B

› Consider using 
motivational interviewing or 
narrative techniques to help 
patients who aren’t yet ready 
to change their health-related 
behaviors or who plan to 
do so within 6 months.  C

› Be aware that patients 
seldom become motivated to 
change behaviors by being 
given information about 
health risks and benefits; 
to overcome ambivalence, 
they need to focus on their 
core values and goals.  C

Strength of recommendation (SOR)

 �Good-quality patient-oriented 
evidence

 �Inconsistent or limited-quality 
patient-oriented evidence

 �Consensus, usual practice,  
opinion, disease-oriented  
evidence, case series
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concepts for helping patients change their 
health-related behaviors.

Understanding what does— 
and doesn’t—help patients change
Research from the field of psychology and 
other social sciences has described several 
important concepts that affect how FPs can 
best help their patients change to healthier 
behaviors.2-9 First, several “common factors” 
have been found to reliably predict behavior 
change. The likelihood of change is strongly 
tied to the patient’s strengths, the environ-
ment, and the quality of the physician-patient 
relationship. The patient’s expectations and 
the techniques a physician uses also predict 
behavior change, but to a lesser extent.10 

Second, patients seldom become moti-
vated to change ingrained behaviors solely by 
being provided with information about the 
risks and benefits associated with those be-
haviors. People overcome ambivalence and 
develop motivation for change when they 
align their behaviors with their core values 
and goals. FPs can help patients link their 
motivation to change to specific plans and 
environments. This can then facilitate small 
changes that can yield large returns by in-
creasing a patient’s self-efficacy and sense of 
control.2-9 

Third, willpower is a finite but renewable 
resource that increases or decreases based on 
an individual’s internal and external environ-
ments. Reliance on willpower alone to make 
changes is unlikely to be successful without 
shaping the environment to support the new 
behavior.11 

A patient’s readiness to change 
affects choice of technique
Knowing how ready a patient is to change is 
important for determining which approaches 
are likely to be effective at a given visit. Pro-
chaska and DiClemente developed a model 
that defines 6 stages of change: Precontem-
plation (patient does not intend to change in 
the next 6 months), Contemplation (patient 
intends to change within the next 6 months), 
Preparation (patient intends to change with-
in the next month), Action (patient has made 

specific changes within the past 6 months), 
Maintenance (patient works to prevent re-
lapse), and Relapse (patient returns to an 
earlier stage) (TABLE).12

Patients who identify change as impor-
tant and are ready to make changes benefit 
from collaborative work with an FP or other 
clinicians on the how, when, where, and who 
(eg, the patient, his or her significant other, 
family, and friends) of the new behaviors. 
These individuals are in the Preparation or Ac-
tion stages of change, which comprise rough-
ly 20% of patients.13 In these circumstances, 
techniques such as the 5 As, FRAMES, TM, 
SFBT, and CBT can be effective. 

For the estimated 80% of patients who are 
in the Precontemplation or Contemplation 
stages and are unsure about the relative im-
portance of changing behaviors and/or lack 
confidence to make changes, these directive 
techniques can cause defensiveness, which 
can make both the patient and the FP uncom-
fortable. For such patients, approaches that 
build on the patient’s own motivations and 
stories, such as MI and NT, may be preferred.

3 techniques that overlap
The FRAMES protocol and TM are based on 
behavior change theories, and each mixes di-
rective techniques with relationship building 
to facilitate health behavior change. There is 
overlap in concepts across the 5 As, FRAMES, 
and TM, and some evidence suggests these 
approaches can be adapted for use in prima-
ry care settings.14-16

z The 5 As is a brief intervention in 
which the FP sets an agenda and provides 
advice at the outset. This technique has been 
shown to improve smoking cessation rates in 
pregnant women compared with physician 
recommendations alone.17 It may also help 
with weight loss for patients who are ready 
to change and are given support for their  
efforts.18 

Putting the 5 As into action 
CASE u An FP who wants to use the 5 As tech-
nique to assist Mr. G might proceed as follows: 
Ask: “How often do you exercise and follow 
a diet?” Advise: “I recommend that you start 
exercising 30 minutes each day and start fol-

Knowing how 
ready a patient 
is to change is 
important for 
determining 
which  
approaches are 
likely to be  
effective at  
a given visit.



99jfponline.com Vol 64, No 2  |  FEBRUARY 2015  |  The Journal of Family Practice

adopting healthier behaviors

lowing a healthier diet. It is one of the most 
important things you can do for your health.” 
Assess: “Are you willing to start exercising and 
trying a diet in the next month?” Assist: “Here 
is a list of local recreation centers and some 
information about a healthy diet.” Arrange: 
“I’d like to have one of the nurses call you 
in a week to see how things are going and 
have you return in a month for a follow-up 
appointment.”

z The 6 components of the FRAMES 
protocol overlap with the 5 As.14 FRAMES 
utilizes relationship-building by explic-
itly reinforcing patient autonomy, offering a 
menu of choices, and acknowledging patient 
strengths.14 

Putting the FRAMES  
protocol into action 
CASE u Using the FRAMES protocol for Mr. G 
might consist of the following: Feedback: 
“Your eating habits and lack of exercise have 
contributed to your weight, high glucose and 
cholesterol levels, and shortness of breath.” 
Responsibility: “The decision to lose weight is 
a choice only you can make.” Advice: “I rec-
ommend that you start regularly exercising 
and eating healthily.” Menu: “Here are some 
options that many people find helpful when 
they try to lose weight.” Empathy: “It is chal-
lenging to change the way we eat and exer-
cise.” Self-efficacy: “You have been able to 

overcome a lot of difficult things in your life 
already and it seems very important to you to 
make these changes.”

z TM begins with the FP linking a pa-
tient concern, such as shortness of breath, to 
a physician concern, such as obesity.15 The 
FP then provides advice, assesses readiness, 
and responds based on the patient’s stage of 
change.16

Putting TM into action
CASE u Using the TM approach to help Mr. G 
might work as follows: Link a patient concern 
with specific behavioral change: “I think that 
your shortness of breath is caused by your 
weight.” Recommend change, offer support, 
and ask for commitment: “I recommend that 
you lose 15 pounds. I’m confident that you 
can do this, and am here to help you. Are you 
ready to talk about some specific ways you 
can do this?” Respond based on the patient’s 
readiness to change: “All right, let’s talk about 
healthy food choices and exercise.” (This state-
ment would be appropriate if Mr. G was in the 
Preparation or Action stage of change.)

Solution-focused brief therapy
SFBT highlights a patient’s previous suc-
cesses and strengths, as opposed to exploring 
problems and past failures.19,20 The FP fosters 
behavior change by using strategic questions 

TABLE

Select your technique based on the patient’s stage of change12

Stage Technique

Precontemplation (not intending to change in the 
next 6 months)

MI, NT

Contemplation (intending to change within the 
next 6 months)

MI, NT

Preparation (intending to change within the next 
month)

MI, NT, CBT, 5 As, FRAMES, TM, SFBT

Action (having made specific changes within the 
past 6 months)

NT, CBT, 5 As, FRAMES, TM, SFBT

Maintenance (working to prevent relapse) NT, CBT, 5 As, FRAMES, TM, SFBT

Relapse (return to an earlier stage) MI, NT, CBT, 5 As, FRAMES, TM, SFBT

5 As, Ask, Advise, Assess, Assist, Arrange; CBT, cognitive behavioral therapy; FRAMES, Feedback, Responsibility, Advice, Menu, 
Empathy, and Self-efficacy; MI, motivational interviewing; NT, narrative techniques; SFBT, solution-focused brief therapy; TM, 
teachable moments.

In solution-
focused brief 
therapy, the 
FP helps the 
patient explore 
solutions and/or 
exceptions  
to problems that 
have worked for 
the patient in 
the past.
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to develop an intervention with the patient.21 
SFBT involves encouraging patients to find 
exceptions to current problems and increas-
ing the occurrence of current beneficial 
behaviors.19 This approach begins with the 
patient identifying a problem for which he 
or she would like help. The FP helps the pa-
tient explore solutions and/or exceptions to 
this problem that have worked for the patient 
previously (or solutions/exceptions that the 
patient can imagine). The FP does not offer 
suggestions to solve the patient’s problem. 
Instead, the patient and FP collaboratively 
identify and support the patient’s strengths, 
and they develop a behavioral task to try 
based on these patient-derived solutions.22

Putting SFBT into action
CASE u A physician who wants to use SFBT to 
help Mr. G might start by asking an “excep-
tion” question (“When have you been able to 
eat in a more healthy way?”) and following 
up with a “difference” question (“What was 
different about those times?”). Perhaps Mr. G 
remembers that previously he had improved 
his diet by buying and keeping a bag of apples 
in the car to snack on. He additionally recalls 
that he ate less at night if he brushed his teeth 
right after dinner. 

Mr. G decides to revisit the apple and 
brushing strategies. Mr. G’s physician com-
mends him for wanting to be there for his 
kids and identifying the apple and brushing 
strategies. She helps him design a small “ex-
periment” in which he would use these strate-
gies and observe the outcomes. They arrange 
to speak in one month to discuss how things 
are going.

Cognitive behavioral therapy
CBT is a practical, goal-directed, action-
oriented treatment that focuses on helping 
patients make changes in their thinking and 
behavior.23-28 A basic premise of CBT is that 
emotions are difficult to change directly, so 
CBT targets distressing emotions by focusing 
on changing thoughts and/or behaviors that 
contribute to those emotions. CBT can be 
useful when the patient and FP can find a link 
between the patient’s thoughts and a trou-
bling behavior. After thoroughly assessing 

situations that bother the patient, the FP pro-
vides the patient with an empathic summary 
that captures the essence of the problem. CBT 
practitioners typically conceptualize prob-
lems and plan treatment by working with the 
patient to gather information on the patient’s 
thoughts, feelings, and behaviors. 

By exploring patterns of thinking that 
lead to self-destructive behaviors, an FP 
can help the patient understand and chal-
lenge strongly held but often limited pat-
terns of thinking. For example, a patient with 
depression-related overeating might think, 
“I am worthless. Nothing ever goes right for 
me.” A patient with anxiety-related smoking 
may believe, “I am in danger.” Through a col-
laborative, respectful relationship, patients 
learn to test their “hypotheses,” challenge 
their thoughts, and experiment with alternate 
ways of thinking and behaving. Patients are 
given homework assignments, such as track-
ing their thoughts and behaviors, practicing 
relaxation techniques, and challenging au-
tomatic ways of viewing themselves and the 
world around them. 

Putting CBT into action
CASE u An FP who wants to implement CBT 
to help Mr. G would begin by trying to under-
stand his patient’s view: “Tell me how your 
weight is a part of your life.” Next, he would 
offer Mr. G an empathic summary: “You’re 
worried that your weight could cause some of 
the same health problems your dad has and 
that will prevent you from being the kind of 
active father you want to be. You sometimes 
eat when you are feeling stressed and tired, 
but then you feel worse afterwards.” He would 
assign Mr. G homework: “Notice and write 
down your thoughts when you are eating due 
to stress rather than hunger. Bring this in and 
we can look at it together.” The FP might also 
teach Mr. G relaxation breathing, and encour-
age him to try doing 5 relaxation breaths when 
he feels stressed and wants to eat.

Narrative techniques
NT can be effective for patients who are in the 
Precontemplation or Contemplation stages of 
change.29-33 NT focuses on the patient’s story, 
context, and language. FPs explore connec-

Narrative  
techniques  
avoid  
unsolicited  
advice and  
interpretations  
and rarely 
impose the FP’s 
agenda on the 
patient.



102 The Journal of Family Practice  |   FEBRUARY 2015  |   Vol 64, No 2

tions, discuss hypotheses, strategize, share 
power with the patient, and offer reflections 
in order to understand the patient’s illness 
experience. This approach fits well with the 
complex way that many behaviors are wo-
ven into the concerns that patients bring to 
their FPs. As a patient’s story unfolds, the di-
agnosis and treatment can occur simultane-
ously. The FP involves the patient in choices 
about how to proceed and what to focus on  
together. 

NT avoids unsolicited advice and inter-
pretations and rarely imposes the FP’s agen-
da on the patient. This approach invites the 
FP and patient to co-create an understanding 
and narrative of what the symptoms mean, 
why they are there, and what can be done 
about them. Ultimately, this approach can re-
sult in a new narrative that puts the patient on 
the path to healing.29-33

Putting NT into action
CASE u A physician might implement an NT 
approach with Mr. G to co-create a narrative 
about health and life goals by asking him: 
“Tell me about how losing weight fits into 
your goals for being there for your children. 
Tell me about how you see yourself avoiding 
some of the health problems your dad has 
faced.”

Motivational interviewing
For patients who are in the Precontempla-
tion or Contemplation stages of change, MI 
might be a helpful approach. MI is a person-
centered counseling style that addresses am-
bivalence about change while strengthening 
internal motivation for, and commitment to, 
change. It originally was used in addiction 
treatment, but has since been studied for and 
applied to a wide variety of medical and psy-
chological conditions.34 

MI has an underlying perspective (of-
ten called the “spirit” of MI) that includes 
partnership, acceptance, compassion, and 
evocation.34 Partnership implies a respectful 
collaboration between equals—while the FP 
may be an expert on a particular diagnosis, 
the patient is the expert on herself. Accep-
tance is unconditional positive regard and in-
volves a nonjudgmental and person-centered 

recognition of an individual’s absolute worth 
and potential that supports autonomy and 
affirms strengths. Compassion is the sense of 
actively promoting a patient’s well being and 
prioritizing his or her needs over your own. 
Evocation refers to calling forth the patient’s 
own wisdom based on a realization that the 
patient has motivation and resources that can 
be elicited. 

In contrast to a deficit model (“You are 
lacking something; I have it, and I will install 
it in you”), MI focuses on strengths (“You 
have what you need, and together we will 
find it”).

The skills of MI are practiced in a series 
of 4 sequential and overlapping processes 
known as Engaging, Focusing, Evoking, and 
Planning.34 Engaging is establishing a help-
ful connection and working relationship with 
a patient. Focusing is developing and main-
taining a specific direction toward a goal (or 
goals). Evoking is eliciting the patient’s own 
motivations for change. Planning is develop-
ing commitment to change and formulating 
a specific action plan. Five core communica-
tion skills are used flexibly and strategically 
during these 4 processes: asking open ques-
tions, affirming, reflective listening, sum-
marizing, and informing and advising with 
permission.34

Putting MI into action
CASE u An FP who wants to use MI with Mr. G 
would begin the Engaging and Focusing pro-
cesses by asking permission: “May I ask you 
a question about weight loss?” If Mr. G says 
Yes, the FP would start the process of Evok-
ing using scaling questions, such as: “On a 
scale of one to 10, where one means it’s not 
at all important, and 10 means that it’s very 
important, how important to you is losing 
weight?" (Mr. G: “I’d say 9, it is very important 
to me.”) “On a scale of one to 10, where one 
means that you are not at all confident, and  
10 means that you are extremely confident, 
how confident are you that you can lose 
weight?” (Mr. G: “I’m a 6.”) 

“Why are you at 6 rather than 1?” (Mr. 
G: “I have lost a few pounds in the past, so I 
know a little bit about losing weight.”) “What 
would have to happen for you to get to 7, 
that is, for you to become just a little bit more 

In contrast to 
a deficit model 
(“You are lacking  
something; I 
have it, and I will 
install it in you”),  
motivational 
interviewing  
focuses on 
strengths (“You 
have what you 
need, and  
together we  
will find it”).
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Motivational 
interviewing 
focuses on  
a patient’s 
strengths  
and elicits the 
patient’s own 
motivations  
for change.

confident?” (Mr. G: “I would need to get my 
family’s support.”) 

The FP would implement the Planning pro-
cess by suggesting that Mr. G talk to his wife 
about taking a walk with him after dinner and 

buying skim milk instead of 2%. 	            JFP
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