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Does Motivational Interviewing align with international scope of practice, professional 

competency standards and best practice guidelines in dietetic practice? 

Abstract  

The dietetic profession has become increasingly interested in identifying effective counseling 1 

models, particularly for situations when advice-giving is unsuccessful. Motivational 2 

interviewing (MI) is a directive, client-centered counseling style that aims to facilitate 3 

behavior change by creating a neutral, non-judgmental environment where the client can 4 

explore and resolve ambivalence to behavior change. A challenge of incorporating any 5 

counseling approaches into dietetic practice is ensuring that scope of practice and 6 

professional standards are maintained whilst also employing the most effective and client-7 

preferred counseling method. This paper aims to (i) examine how MI fits within international 8 

dietetic scope of practice, competency standards, and evidenced-based guidelines and (ii) 9 

provide recommendations for applying MI in dietetic practice and research. United States, 10 

Canadian, European and Australian dietetic scope of practice statements, professional 11 

competency standards and evidenced-based weight management guidelines were examined 12 

for congruency with MI principles and clinical strategies. Two of the four core MI concepts, 13 

partnership and compassion, were consistent with dietetic scope of practice statements and 14 

competency standards. Reference to acceptance was found in European and Canadian 15 

standards, while evoking intrinsic motivation was absent from all professional standards. The 16 

majority of MI strategies were supported by international evidenced-based guidelines, 17 

however implementation may not be MI-adherent if conducted before the client has 18 

expressed a genuine commitment to change. Training in MI is compatible with international 19 

dietetic practice competency standards and evidenced-based practice recommendations and 20 

could be a valuable asset to dietetic practice. 21 
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Does Motivational Interviewing align with international scope of practice, professional 

competency standards and best practice guidelines in dietetic practice? 

Introduction 22 

Facilitating change in client behavior is a key challenge for dietitians. Practitioner frustration 23 

occurs when clients do not adhere to the behavior change plans developed during 24 

consultations.1 The client may return for future appointments having made minimal or no 25 

lifestyle changes, or showing a decline in diet and physical activity behaviors. Despite many 26 

clients having the knowledge, skills and need to make nutritious dietary choices and to 27 

participate in regular physical activity, many still struggle to maintain behavior change in the 28 

long-term.2 Clients may feel ambivalent at the need to make behavior changes.3 Ambivalence 29 

is a state of mixed feelings resulting in an inability to choose between two courses of action.3 30 

When confronted with feelings of ambivalence in clients, the dietitian may take the role of 31 

arguing for change, hoping to convince their client of the benefits of changing behavior. In 32 

response, the client may feel judged and criticized, and may rationalize their current behavior 33 

by providing arguments to maintain the status quo, stop engaging with the dietitian or may 34 

silently resolve not to change.4 35 

 36 

Dietitians have traditionally been trained to facilitate behavior change through advice-giving, 37 

taking primary responsibility for setting the agenda and direction of consultations.5 An 38 

advice-giving consultation predominantly draws on an ‘informing’ communication style, 39 

where the dietitian is regarded as the expert in the client’s health and persuades the client to 40 

change, whilst the client listens to the advice.3 There is some evidence that this 41 

communication style may be effective where the client prefers this style of consultation or if 42 
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the client is unaware of the appropriate treatment.6,7 However, an ‘informing’ style may be 43 

met with resistance if it involves conveying information that the client is already aware of, 44 

has previously tried to act on or disagrees with, and fails to enquire about the client’s 45 

opinions and concerns, negotiate treatment options or consider readiness to change.4,6 46 

 47 

The dietetic profession has become increasingly interested in identifying effective counseling 48 

theories8, particularly for situations when advice-giving is ineffective.9,10 There is evidence 49 

that a dietitians communication skills can influence client outcome11 and satisfaction.10 50 

Hancock and colleagues7 found that the majority of clients reported feeling valued by the 51 

dietitian when they believed that they had been listened to on the basis of the dietitian 52 

paraphrasing and using reflective statements. Rapport, empathy, delivery of effective and 53 

reliable information and providing a non-judgmental environment were valued by the client, 54 

who reported that these factors created an environment where they would be more likely to 55 

talk openly.7 In a 2011 survey of Australian dietitians12, 47% reported that they lacked 56 

adequate counseling skills for behavior change to provide effective obesity treatment, with 57 

59% of respondents indicating interest in developing these skills through continuing 58 

professional development programs. 59 

 60 

Motivational Interviewing (MI)13,14 is a directive, client-centered counseling style that aims to 61 

facilitate behavior change by creating a neutral, non-judgmental environment where the client 62 

feels comfortable to explore ambivalence to behavior change.3,15 MI supports a guiding 63 

communication style and aims to strengthen a client’s commitment to behavior change by: 1) 64 

developing a collaborative partnership between the health professional and client, 2) evoking 65 
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intrinsic motivation, 3) providing compassion and 4) showing acceptance (table 1).15  MI 66 

advocates a range of communication skills and clinical strategies that facilitate the discussion 67 

of ambivalence, enable the health professional to elicit and selectively reinforce client change 68 

talk to enhance motivation and respond to any resistance encountered in a way that intends to 69 

reduce it.3,15  70 

 71 

Studies have shown MI to be effective for weight loss and reducing systolic blood pressure, 72 

total blood cholesterol and blood alcohol concentration.13,14 Whilst research into the 73 

effectiveness of MI for diet and physical activity behavior change has been conducted using 74 

psychologists16, counselors17 and nurses18, few have employed dietitians. As a result, the 75 

efficacy and cost-effectiveness of MI in dietetic practice has not yet been established.19 In 76 

one study in dietitians, Bowen and colleagues20 reported a significant reduction in the 77 

percentage energy from fat consumed by women receiving a one year counseling intervention 78 

from an MI-trained dietitian compared to a standard care group (-1.3% vs. +1.4%, 79 

ρ<0.001).20 However, this study did not use validated techniques to assess the competency of 80 

dietitians providing the MI counseling.20 Brug and colleagues11 found a significantly lower 81 

saturated fat score in a group that received MI counseling by a dietitian, compared with a 82 

group counseled by a dietitian not trained in MI (β=0.23, ρ<0.01). They did assess MI 83 

fidelity, and found that despite the MI-trained dietitians not attaining MI competency, they 84 

were more empathetic, reflected more frequently and were more likely to allow their clients 85 

to speak for the majority of the consultation.11  86 

 87 
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A challenge of incorporating MI into dietetic practice is ensuring that scope of practice and 88 

professional standards are maintained within an effective and client-preferred counseling 89 

approach.9 Achieving proficiency relies to some extent on whether the values and beliefs of 90 

the professional group align with the MI counseling framework.21 To the authors’ knowledge, 91 

no papers have examined how MI aligns with the scope of practice or competency standards 92 

of the dietetic profession. Therefore, the aims of this paper are to (i) examine how MI fits 93 

within international dietetic scope of practice, competency standards, and evidenced-based 94 

guidelines and (ii) provide recommendations for applying MI in dietetic practice and 95 

research. 96 

 97 

Description of the competency review 98 

How MI aligns with dietetic scope of practice and competency standards 99 

United States (U.S.)22,23, Canadian24, European25 and Australian26,27 dietetic scope of practice 100 

statements and competency standards were examined for MI themes using the definition and 101 

synonyms of core MI principles. Two of the four concepts, partnership and compassion, were 102 

consistent with all reviewed scope of practice statements and competency standards (table 1). 103 

All sources stated the importance of providing ‘client-centered’, ‘collaborative’ consultations 104 

that meet the needs and values of their clients. Acceptance was emphasized in the Canadian24 105 

and European25 competency standards, with statements such as ‘protects a client’s right to 106 

autonomy’, ‘respect for individual differences’ and ‘uses active listening techniques’. Whilst 107 

U.S.22,23 and Australian26,27 standards did not explicitly state acceptance, autonomy was 108 

reflected under the MI construct of partnership such as ‘confers with’, ‘negotiates’ and 109 

‘involves customers in decision making’. 110 
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 111 

No statements documented the importance of evoking intrinsic motivation from clients.23-25,27 112 

Intrinsic motivation is an autonomous form of motivation where the behavior is engaged 113 

willingly due to the inherent satisfaction it holds for the individual.3 Rather than imposing 114 

their views on the client, a dietitian encouraging intrinsic motivation would discuss behavior 115 

change in relation to the client’s values.3,15 Although the competency standards do not refer 116 

to intrinsic motivation, this does not suggest that its evocation is outside the scope of the 117 

dietetic profession, rather that it is not considered a minimum competency for graduate 118 

dietitians internationally.  119 

 120 

The dietetic standards, taken collectively, emphasized the importance of practitioners seeking 121 

new learning opportunities, engaging in professional development and self-review and 122 

integrating research findings into dietetic practice.22-27 Behavior change counseling has been 123 

recognized by dietitians and professional bodies as a major professional development need in 124 

recognition that additional skills may help clients achieve behavior change.12  125 

 126 

 How MI aligns with evidenced-based weight management guidelines 127 

The definition and description of MI clinical strategies were reviewed against the U.S.28,29, 128 

Canadian30, European31,32 and Australian12,33,34 weight management guidelines to determine 129 

their congruence with MI (table 2). The MI strategies of goal setting and developing a change 130 

plan were evident in all guidelines12,28-34, and would be considered congruent with MI if the 131 

goals and strategies are developed by the client with the dietitians support. Asking questions 132 

consistent with the MI strategy of importance and confidence rulers were recommended in 133 
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the Australian guidelines.33 Whilst no guideline specifically outlined the use of these rulers, 134 

the activity aligns with each guideline’s evidenced-based recommendation for assessing 135 

readiness to change. Decisional balances were directly mentioned by the Canadian guidelines 136 

only.30 U.S.28,29, European31,32 and Australian12,33,34 guidelines stated the importance of 137 

eliciting willingness and reasons for change, but did not mention eliciting reasons for not 138 

making a change. Considering the advantages and disadvantages of change is important in 139 

resolving ambivalence in MI.3,15 140 

 141 

Evidence-based recommendation for self-monitoring activities and barrier identification12,28-142 

34 are compatible with the action phase of MI. Best-practice clinical strategies may not be MI-143 

adherent if carried out before the client is ready.35 An example of this would occur if a 144 

dietitian promotes goal setting and developing a plan when the client is ambivalent or before 145 

they have expressed a commitment to change. If a dietitian chooses to motivate their clients 146 

using reward systems (such as prizes or gift certificates)28,36 or coaches clients using 147 

motivational techniques of persuasion, coercion or social pressure, then consultations would 148 

not be consistent with MI as these strategies promote external motivation through fear of 149 

failure, guilt or external pressure.3  150 

 151 

Four categories of nutrition interventions were internationally recognized by the International 152 

Dietetic Nutritional Terminology Manual: i) food and/or nutrient delivery, ii) nutrition 153 

education, ii) nutrition counseling, and iv) co-ordination of nutrition care.36 Nutrition 154 

counseling may be conducted in an MI style if it aims to collaboratively establish priorities, 155 

goals and change plans that facilitate client responsibility for improving health outcomes. 156 
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Whilst nutrition education can be carried out in the ‘spirit’ of MI, nutrition education would 157 

not be compliant if carried out in an instructing ‘expert-recipient’ manner, if the client is not 158 

yet ready to change, or if the client’s permission to receive education has not been sought 159 

prior to the act of informing.1 Dietitians may find it challenging to accept the change in role 160 

from ‘expert’ to ‘facilitator’, especially if the dietitian and/or client are more familiar with 161 

traditional advice-giving models. Table 3 provides examples of the ways dietitians can 162 

incorporate MI-consistent communication into consultations. 163 

 164 

Implications for Dietetic Research 165 

Even though the efficacy and cost-effectiveness of MI in dietetic practice has not been 166 

established19, evidence from MI interventions by other health professions warrants research 167 

examining the incorporation of MI into dietetic consultations. Researchers aiming to 168 

determine the effectiveness of MI interventions should evaluate it against an attention 169 

control.21 In the absence of an attention control, it is impossible to determine if the 170 

intervention effect is due to MI or the amount of dietetic contact per se.21 One of the 171 

challenges in MI research is that intervention studies require a highly documented protocol, 172 

yet the constructs of MI support a flexible consultation directed by client needs. Adhering to 173 

the research protocol could initiate client resistance due to feeling pressured to move to the 174 

next stage before they are ready, while conversely, adhering to MI may introduce 175 

heterogeneity into the intervention content. 176 

 177 

MI is not a set of clinical techniques or a protocol that is applied to clients, rather it is the 178 

‘spirit’ of the entire conversation.35 It requires comprehensive training and evaluation35,37, 179 
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which can be expensive and time-consuming. There is evidence that extensive MI training 180 

may be required to achieve proficiency35,37 based on evidence that immediate improvements 181 

following initial MI training are not usually maintained.38 Basic training may leave the health 182 

professional feeling overly confident in their MI skill level, or that they were already 183 

practicing according to MI principles.39 The timing and intensity of training required to 184 

achieve competency in all aspects of MI remains unknown.21 To ensure intervention fidelity 185 

it is crucial that researchers evaluate and report the competence of dietitians delivering the 186 

intervention using validated fidelity tools such as the Motivational Interviewing Treatment 187 

Integrity (MITI) 40,41, or the Motivational Interviewing Screening Code (MISC).42 188 

 189 

Implications for Dietetic Practice 190 

The scope of practice statements, competency standards and evidenced-based guidelines 191 

evaluated predominately aligned with MI. While this does not necessarily mean dietitians are 192 

practicing according to these principles, it is encouraging that training in MI is compatible 193 

with international dietetic practice standards. However, considering that two to three days of 194 

training has been found to be insufficient in achieving competency11,16,17,39, ‘pure’ MI may 195 

not be achievable for dietitians not already skilled in advanced counseling or not willing to 196 

engage in extensive and continual training.21  197 

 198 

Training in MI increases the skill set of a dietitian by providing effective, evidence-based 199 

communication skills and clinical strategies to guide behavior change discussion.3 MI allows 200 

dietitians to distinguish between preparatory and commitment stages of change (figure 1) and 201 

to tailor discussion to either facilitate the client to strengthen their commitment or commence 202 



10 

 

developing a change plan. There is no evidence to indicate that MI is harmful, even if not 203 

carried out to a high proficiency level. It is highly recommended that the practitioner 204 

demonstrates and documents competence in the area of MI and nutrition education and 205 

counseling in general prior to utilizing the MI method. Introductory MI training may still 206 

foster a more collaborative, client-centered consultation compared to advice-giving.6 207 

Dietitians interested in learning more about MI could: 208 

• Familiarize themselves with MI principles, communication language and clinical 209 

strategies through books1,3,15, journal articles6,35,43,44 and information by the 210 

Motivational Interviewing Network of Trainers (MINT)45, an international 211 

organization of MI trainers.  212 

• Participate in MI workshops with qualified trainers advertised through the MINT45 or 213 

National Dietetic Association websites. These courses often involve case scenarios, 214 

‘hands-on’ training and feedback on your counseling skills. 215 

• Practice MI with appropriate clients. After obtaining client and employer consent, 216 

record consultations and replay to identify areas of improvement, or seek feedback 217 

from colleagues for objective feedback. 218 

• Be involved in researching the efficacy and cost-effectiveness of MI as an 219 

intervention in the dietetic profession. 220 

• Repeat the above mentioned steps. As the authors of the counseling style state: 221 

learning MI is ‘a process, not a curriculum”.3(p192) It may take years to become 222 

proficient so it should be viewed as a long term investment in quality counseling. 223 

 224 
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Conclusion 225 

MI was not designed as a ‘blanket’ counseling strategy for all clients.35 While many clients 226 

may prefer a non-prescriptive guiding approach (such as MI), some clients will prefer a more 227 

direct, advice-giving consultation6,7, particularly when ambivalence to change is low and few 228 

barriers are identified. Dietitians need to be alert, flexible and responsive to behavior change 229 

evidence and client needs, to ensure that effective counseling methods are being 230 

employed.8,22-27 MI is one counseling style in the array of counseling models applicable to 231 

dietitians that requires further research. 232 

233 
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