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Motivational interviewing: a key approach for 
supporting the transition to parenthood including 
breastfeeding?
Lauren Copeland and Shantini Paranjothy, researchers at the Institute of Primary Care and Public 
Health, Cardiff University, explore the effectiveness of Motivational Interviewing (MI), an increasingly 
popular form of counselling. 

Key points
• Motivational interviewing (MI) 

has shown some effectiveness in 

supporting behaviour change in a 

wide range of educational and health 

settings including during pregnancy, 

childhood and adolescence. 

• There is only limited evidence 

available on the use of MI to support 

breastfeeding.

• Providing midwives and other health 

workers with training in MI may help 

to increase breastfeeding initiation 

and continuation.

• Further research is needed 

on the effectiveness of MI, 

with interventions delivered 

in accordance to the latest 

MI Treatment Integrity scale 

guidelines1  and to see how MI can 

be incorporated into the work of 

National Health Service professionals 

and allied practitioners.2This review looks at evidence from recent 
studies on how Motivational Interviewing 
(MI) has the potential to increase self-
efficacy in a variety of health settings, and 
in particular, considers opportunities for 
using MI to support breastfeeding. 

What is motivational 
interviewing? 
MI is a style of counselling that supports 
behaviour change through enhancing 
a person’s motivation for change and 
increasing self-efficacy (a person’s belief in 
their ability to achieve a desired outcome). 
The MI practitioner is trained to encourage 
reflection, and to show empathy and 
acceptance, and to support the person’s 
sense of autonomy, to help them explore 
their own reasons and build the motivation 
for behaviour change. It was developed 
initially by psychologists Miller and Rollnick 
to help people with addictions, and was 
intended to be less confrontational, 
authoritarian and directing than other 
approaches in the 1980s.3  MI has since 
found application in many settings 
including medication adherence, weight 

loss and dental health care,4,5 and in areas 
around the transition to parenthood such 
as smoking cessation and breastfeeding. 

MI is not based on any theory but some 
researchers have linked it to Self-
Determination Theory (SDT). SDT is a theory 
about a person’s self-motivation to change 
behaviour. It shares a common principle 
with MI that ‘people have an innate 
organisational tendency toward growth, 
integration of the self and the resolution of 
psychological inconsistency’.6  SDT seeks 
to explain what drives human behavior, 
and places motivation on a continuum of 
autonomy ranging from external regulation 
(no autonomy) to intrinsic regulation 
(full autonomy). By examining people’s 
different motivations for achieving goals, 
for example, pleasure versus obligation,7 
SDT identifies three psychological needs 
that must be met in order to help people 
shift the sense of autonomy from external 
to intrinsic: the need to believe that they 
can achieve something successfully, the 
need to manage themselves, and the need 
to establish close, stable, nurturing, and 

protective relationships. MI supports the 
same psychological needs as SDT. 

MI counselling involves four key processes: 
engaging (establishing a ‘mutually trusting 
and respectful helping relationship 
to collaborate toward agreed-upon 
goals’),8 evoking (eliciting ‘the client’s 
own motivation for a particular change’), 
focusing (‘clarifying a particular goal or 
direction for change)’,8 and planning 
(developing a specific change plan that the 
client is willing to implement).3 These are 
not sequential and can be used at any time 
during a session. They help make complex 
behaviour changes seem more achievable 
by allowing the client to decide which 
changes they feel they can make. Qualified, 
skillful MI practitioners employ several 
techniques to support or guide behaviour 
change:

• ‘Asking open questions 

• Affirming (recognising and commenting 
on the patient’s strengths and abilities) 
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• Reflective listening (summarising what 
the patient has told you in your own 
words, in the form of a statement rather 
than a question that encourages them 
to continue talking) 

• Summarising (giving a collection of 
reflections, allowing you to indicate 
what you think were the most important 
headlines of what the patient has said) 

• Informing and advising (giving 
information and advice where 
appropriate, for example when the 
patient asks, or more spontaneously, 
when there is good engagement).’9

In the case of breastfeeding, these 
techniques can be used to support 
initiation and continuation.  However, as 
MI is essentially a conversation style, the 
techniques are not specific to any one 
type of behaviour change. Rather they are 
used in response to whether the client is 
considering change or not.

Qualified MI practitioners will have been 
trained by the Motivational Interviewing 
Network of Trainers (MINT) and will further 
develop their skills and competencies with 
experience. In order to verifiably practice 
MI, they will need to have been rated as at 
least ‘beginning proficiency’ or ‘competent’ 
on the Motivational Interviewing Treatment 
Integrity scale (MITI 3.1.1),1 which serves 
as a measure of fidelity to the original 
design of MI. They must use more open 
than closed questions, more complex than 
simple reflections, and more reflections 
than questions. 

Interventions described as ‘MI-based’ 
will use only some but not all of these 
techniques. It is important to distinguish 
between these and interventions with 
at least a ‘beginning proficiency’ level 
of MI fidelity.  This review covers both 
MI-proficient and MI-based studies. Some 
studies used MI as the sole intervention 
while others included MI as part of a 
complex set of interventions. 

How has motivational interviewing been 
used to promote healthy behaviours and 
outcomes? 

MI has been used successfully for a range 
of health outcomes, such as for treating 
addictions and reducing cholesterol, 
body weight and HIV viral load.4,10,11,12,13 A 
systematic review14  found 31 MI studies for 
smoking cessation, targeting adolescents, 
adults with chronic physical or mental 
illness, pregnant/postpartum women, and 
other adult groups. Compared to controls, 
MI interventions increased the likelihood 
of smoking cessation. A Cochrane review15 
examined 59 randomised controlled trials 
(RCTs) that included MI for people who 
were dependant on, or who were abusing 

substances. Compared to controls, MI had 
a statistically significant effect on reducing 
substance use. MI has also been used 
during the transition to parenthood.  

MI and the transition to 
parenthood 
Studies on the use of MI during the 
transition to parenthood include a meta-
analysis on children’s behaviour and health 
outcomes2, an RCT examining the impact 
of MI training on nurses’ self-efficacy,16 a 
summary of three RCTs from the Nurse-
Family Partnership in the USA, 17 and 
preliminary results from the UK Family 
Nurse Partnership.18,19,20

Children’s behaviour and health 
outcomes
The use of MI interventions to influence 
health-related behaviours and undesirable 
health outcomes in children include ones 
aimed at tackling obesity16,21 and dental 
problems.2,22  These interventions were 
delivered by various health professionals 
either during pregnancy or to children up 
to the age of six.

The meta-analysis2  investigated the 
overall effectiveness of MI for child and 
adolescent health problems such as 
obesity, asthma, HIV/AIDS, type 1 diabetes, 
infant accident prevention, targeted dental 
health, accident prevention, infant sleep, 
and targeted calcium intake.  It covered 
37 studies, with sample sizes ranging from 
20 to over 4,000 participants (either aged 
under 18, or the parent of a child aged 
under 18), with an average follow up of five 
months (some up to two years). 

In 95% of the studies, MI produced a 
small but statistically significant positive 
effect compared with a pooled group of 
controls and alternative active treatment, 
but the size of the effect varied by health 
outcome. The largest effects were 
observed for type 1 diabetes, calcium 
intake, and asthma. There were some 
drawbacks in that close fidelity to the 
original MI design was only mentioned in 
15 out of the 37 of studies, and only five 
out of the 37 measured fidelity according 
to the MITI scale (reporting a generally 
high fidelity - see above). It was therefore 
not possible to distinguish between the 
effects of interventions with or without 
clear MI fidelity. However, a clear take-
home message for practitioners is stated 
in the summary of the meta-analysis, that 
‘MI seems to be most effective when both 
parent and child participate in sessions 
and when the cultural background of the 
practitioner matches the family.’14  There 
do not yet appear to be any qualitative 
studies on the experiences of the parent 
and child after receiving MI. 

Training for nurses 
An RCT16 evaluated the effects of training 
a group of 22 nurses with a combination 
of knowledge and advice on diet and 
physical activity, and using MI techniques, 
to prevent childhood obesity. The nurses 
were given 3.5 days of training in MI and had 
their performance compared with that of 
a control group of 38 nurses who received 
no training. The nurses’ self-efficacy 
in delivering training was significantly 
increased in the intervention group: MI 
training appeared to have increased 
the nurses’ confidence in delivering 
interventions on obesity, but their increased 
knowledge about diet and physical activity 
may also have played a role. 

Support for first-time mothers
The original Nurse-Family Partnership in 
the USA used MI to provide support to 
young, first-time mothers and their babies 
as part of a psycho-educational approach. 
Three studies have revealed the positive 
effects of the support, from pregnancy 
through to children aged 15. For mothers 
there were improvements in health during 
pregnancy, fewer pregnancies, longer 
intervals between births, higher rates of 
maternal employment, and decreased 
use of welfare.17 The intervention has 
been adapted for implementation in the 
UK (Family Nurse Partnership), through 
trained nurses or health visitors, providing 
sensitive structured home visits for women 
from early pregnancy to the child’s second 
birthday. Trials so far indicate that it can be 
delivered in Wales, England and Scotland 
and is acceptable to practitioners, mothers 

and fathers.18,19,20 

Can MI be used to enhance 
self-efficacy and motivation for 
breastfeeding?
Although 81% of mothers in the UK initiate 
breastfeeding, rates fall steeply in the first 
few weeks: around two-thirds of women 
stop before six weeks, which is earlier 
than planned for most,23 and only 1% of 
UK mothers exclusively breastfeed for the 
six months duration recommended by 
WHO. There are also marked inequalities 
in breastfeeding rates: younger mothers 
(aged 20 or less), of white British ethnicity 
and of lower socio-economic status, are 
less likely to start or continue breastfeeding 
beyond six weeks.23 

Women choose to breastfeed for many 
different reasons, as described in a 
narrative review of women’s experience of 
breastfeeding.24 For many, breastfeeding 
is a symbol of motherhood, as it helps 
to nurture and nourish the baby, and 
to establish a physical and emotional 
connection. The provision of support and 
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reassurance can also enhance the mother’s 
experience of breastfeeding. Various 
factors are associated with initiation and 
continuation of breastfeeding, such as 
motivation, self-efficacy, affective attitudes 
and social norms.25,26,27,28  There is a 
statistically significant relationship between 
high breastfeeding self-efficacy and 
duration of breastfeeding at four months,29 
and between intrinsic motivation and 
breastfeeding for six months or beyond.30 
Mothers with strong inner motivation are 
more likely to breastfeed because they 
know and believe it is good for their infant 
and for themselves. Mothers who are 
motivated more by external influences 
are less likely to initiate or maintain 
breastfeeding.30  In this respect, simply 
giving women breastfeeding information is 
not sufficient to change their breastfeeding 
behaviour.30 

MI-based interventions could help to 
enhance women’s self-efficacy and 
motivation to breastfeed. Although there 
have been many interventions designed 
to support continued breastfeeding, few 
have proven successful in the UK setting, 
and of these, none involved MI. Of two 
MI-related studies conducted in the USA, 
one31 was a pilot RCT designed more 
broadly to improve nutrition and physical 
activity in postpartum mothers and their 
infants. The intervention consisted of a 
brief focused negotiation by paediatric 
primary care-givers, individualised 
coaching and motivational counselling 
based on MI techniques, and an 

invitation to group-based parenting skills 
training.  The intervention did not have a 
statistically significant effect on exclusive 
breastfeeding at six months. However, 
the intervention significantly delayed 
the introduction of solid food compared 
to the control group. Among the study’s 
limitations was the lack of a fidelity check 
on the MI intervention, and so it is not easy 
to determine retrospectively the impact 
of MI. In addition, the intervention was 
delivered by a single individual, making it 
difficult to disentangle the effect of MI from 
the individual’s personal style of delivery. 

The second RCT conducted in the USA was 
small (sample size, 73) and underpowered 
for detecting statistically significant 
outcomes.32 The third study was a larger 
RCT (sample size, 330) which examined 
whether MI could improve exclusive 
breastfeeding rates in Australia.33 The 
intervention nurse practitioners were 
trained to follow a ‘conversation tool’ 
flowchart, using MI techniques such as 
affirming autonomy or acknowledging 
ambivalence. They tailored the intervention 
to the participant’s response to the 
question, ‘How would that work for you?’ 
in relation to the idea of breastfeeding 
exclusively for six months, which meant 
that the participant may only have received 
the affirming autonomy technique rather 
than full MI. At two months and four 
months after giving birth, the intervention 
group were more likely to have exclusively 
or predominantly breastfed in the last 24 
hours, compared to the control group. 

However, at 6 months there was no 
significant difference between groups in 
relation to either any form of breastfeeding 
or exclusive breastfeeding. 

In the UK, MI may have a role in helping 
women to continue breastfeeding by 
increasing their intrinsic motivation 
to breastfeed, but its inclusion in 
interventions will need to be evaluated to 
determine its effectiveness. Researchers 
at Cardiff University are developing a new 
MI-based peer-support intervention aimed 
at promoting breastfeeding maintenance 
by training peer-supporters in using MI 
to provide responsive mother-centred 
support. The results will help to inform 
the development of a future trial on the 
effectiveness of an MI-based intervention 
for breastfeeding maintenance.34

Conclusions
MI has shown at least some effectiveness 
in supporting behaviour change in a wide 
range of educational and health settings, 
including for tackling obesity, smoking 
cessation and health during pregnancy, 
childhood and adolescence. The term 
‘motivational interviewing’ is widely used 
in healthcare settings, but does not always 
refer to MI delivered by fully qualified MI 
practitioners. Many different practitioners 
may use communication skills that draw 
on the MI approach. However, in order to 
fully assess the effectiveness of MI, there 
needs to be research on MI interventions 
delivered in accordance to the latest 
MITI guidelines1 with high fidelity to the 
original MI design. Adequate training and 
support should be provided to help ensure 
fidelity. Training can be accessed through 
the Motivational Interviewing Network of 
Trainers (MINT).

It is also important to understand how MI 
works in order to inform practice most 
usefully and improve outcomes. Future 
research should therefore address the role 
of individual aspects of the MI process: self-
efficacy, motivation, MI practitioner skills 
and ‘change talk’ (when a client discusses 
their desire or intention to change 
behaviour). Furthermore, it is important 
to conduct research on how MI could 
be incorporated into work by National 
Health Service professionals and allied 
practitioners.

There is only limited evidence available 
on the use of MI to support breastfeeding. 
By providing midwives and other health 
professionals with training in motivational 
interviewing it may be possible to help 
increase breastfeeding initiation and 
continuation. However, such initiatives 
should be accompanied by robust 
evaluation in order to provide evidence for 
their effectiveness. 

Motivational Interviewing: an approach for 
NCT practitioners?
When it comes to infant feeding, NCT practitioners, including breastfeeding counsellors, 
don’t seek to convince or persuade – our message framework is clear on this (see the 
NCT Message Framework for Infant Feeding, available from: bit.ly/NCT_FeedingSupport)

Instead, we’re aware that in order to enable women to make decisions about feeding 
we avoid being directive, authoritarian or judgemental. The empathy and unconditional 
positive regard of our counselling approach appear to echo the ‘atmosphere of 
acceptance and compassion’ of MI.

Considering further points of similarity with MI can enhance our practice and 
understanding of our aims when engaging with parents:

• Breastfeeding counsellors also employ the techniques such as using open questions 
and reflective listening, as well as the emphasis on client-led dialogue.

• The focus on self-efficacy is helpful to all NCT practitioners. Supporting mothers to 
feel confident makes them more likely to achieve their aims.

• Our own self-efficacy – our belief that we are effective in our work as practitioners 
may also be crucial. Our CPD, supervision, and everyday reflections all play a role.

Although the words ‘motivational interviewing’ sound unlike us, as we don’t ‘interview’ 
and we don’t seek to increase motivation, in practice, it seems we do share with MI the 
person-centred approach. Clearly, there is more to learn, and the results of the Cardiff 
pilot31 should be of great interest to us.

Heather Neil, NCT policy and communications tutor and breastfeeding counsellor
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