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If you are viewing this course as a recorded 
course after the live webinar, you can use the 
scroll bar at the bottom of the player window 
to pause and navigate the course.

This handout is for reference only. It may not 
include content identical to the powerpoint. 
Any links included in the handout are current at 
the time of the live webinar, but are subject to 
change and may not be current at a later date.
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Maximizing Patient/Family 
Engagement in the Treatment Process

Part 1

Irv Wollman, M.A., CCC-SP, BCS-F

Clinical Director, Division of Speech-Language Pathology

Cincinnati Children’s Hospital

Adjunct Assistant Professor, University of Cincinnati

Learning Objectives
After this course, participants will be able to 

• Explain the relationship of the 4 common 

factors to treatment success.

• Describe the stages of readiness and their 

impact on treatment outcome.

• Describe how motivation can be influenced 

through basic needs support.

8
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Part I
• Introduction- Dual Role of Story-telling

• Preface: Patient – Centered Care: 

Improving Outcomes

• Chapter 1:  Do you hear what I’m saying?

• Chapter 2:  Why is treatment effective?

• Chapter 3:  Avoiding the Technique Trap:  

Part I and II

• Chapter 4:  Ready and Willing Partners –

the Stages of Change

• Chapter 5:  From Ambivalence to Action-

A Smoker’s Story

• Chapter 6:  Role of Motivation in 

treatment outcome

• Chapter 7:  Replacing Old Models

9

Dual Role of Story-Telling

• To engage you as the listener because stories 

have the power to connect listeners in a way that 

also taps into emotion

• Stories enhance attention and recall because 

they tap into emotion

• Emotion, not rational thought influences behavior 

– my goal is to influence you to “act differently” 

as a result

10
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• What you take away from this format v facts, 

figures, data-driven information alone (rational 

thought) differs

• Listeners connect to the stories with their own 

personal experiences

Bennett, T.( 2014).  The Power of Storytelling: The Art of Influential Communication, American 

Fork, Utah: Sound Concepts, Inc.

11

When used effectively with patients:

• Honors them and their own unique stories 

• Uncovers their own personal values (strong 

motivating forces) and strengths

• Fosters a connection as you share your own 

personal experiences/stories

12
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Patient-Centered Care Success Indicators

• Patient satisfaction

• Retention of patients

• Reduction of long term patients

• Evidence of patient/family self-management 
skills

13

Chapter 1: Do You Hear What I’m 
Saying? – Listening For Meaning

• Child factors: 3 yr. old child 

with severe speech sound 

disorder; receptively and 

cognitively age appropriate

• Family factors: only child, 

mother brings child to therapy 

on a consistent basis; 

homework activities are either 

not completed or not done as 

outlined by clinician

14
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Parent-Clinician Interaction

C: “Did you get a chance to complete the 

homework we discussed?”  

P:  “No, I didn’t do it, I did something else”

C: “What did you do?” 

P:  “I worked on teaching him to count and name 
colors”

15

Internal Dialogues
“Why doesn’t she listen 
and follow the instructions 
I give her.  She is so 
frustrating to work with”

“____________________
__________”

16
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Without Attempting to Elicit 
Enough Information (Her Story)
• The clinician makes a value judgment based on her own 

perception not fully understanding where the patient is coming 

from

• This patient is resisting for some reason – possibly feeling some 
uncertainty

• The patient is feeling ambivalent –

• the coexistence of opposing attitudes or feelings towards a 
person, object or idea; a state of uncertainty or 
indecisiveness

17

We Often Misconstrue 
Noncompliance with 

Ambivalence
What Potential Meanings Lay Behind The Parent Response?

What are your thoughts?

*

*

*

*

*

18
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Where is this Treatment Headed?

• How do we know that?

• “Resistance is predictive of 

poor treatment outcomes and 

lack of involvement in the 

therapeutic process”

• What went wrong?

• What is it then, that does 
make treatment effective?

19

Chapter 2: Why Is Treatment Effective?
Asay, T.P. and Lambert, M.J. (1999)

• Meta –study looking at multiple treatments/multiple disorders

• Found that all treatments worked equally as well

• Found that while the approaches to treatment although 

different in some respects had many similarities and, 

• The similarities, not the differences were most responsible 

for treatment effectiveness.

Asay, T.P and Lambert, M.J. (1999). The Empirical Case for the Common Factors in Therapy: Quantitative Findings. In M.A. 

Hubble, B.L. Duncan and S.D. Miller  (Eds.), .  The Heart and Soul of Change, What Works in Therapy (pp. 23-55). 

Washington, DC, APA Books.

20
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Common Factors in Therapy
Four common factors responsible for 

treatment effectiveness

1. Extra-therapeutic and client factors

2. The therapeutic relationship

3. Hope and expectation

4. Technique

21

Extra-Therapeutic/Client Factors

• Make up 40% of the 
outcome

• What client/parents 

(families) bring to the 
table

• Patient/parent personality 
makeup

• Maturity

• Motivation

• Acceptance of personal 
responsibility for change

• Coping style

• Social supports

• Ability to become 
productively involved in 

therapy – are they ready?

22
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The Therapeutic Relationship:
30% of Outcome

• Therapist relational skills – demonstration of warmth, empathy, 

acceptance

• The relationship facilitates client engagement – connectedness

• The element of collaboration between therapist and client 
including their own endorsement of the therapeutic procedures is 

essential 

• Markland, D, Ryan, R., Tobin, V.J. and Rollnick, S. (2005). Motivational 
Interviewing and Self-Determination Theory. Journal of Social and Clinical 
Psychology, 24, 6, pp. 811-831

23

Hope and Expectation: 15%
• Belief in the clinician and 

the clinician's belief that 
the treatment approach is 
effective

• The clinician’s belief that 
change is possible: that 
the patient is capable of 
impacting outcome and 
the belief that a preferred 
future is attainable

24
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Technique:  15%

How important is this in reality?

Of what impact does this have 

on outcome?

25

Chapter 3 Avoiding the Technique 
Trap Part I: Jacob’s Story

“Techniques my father used 30 years ago are still 
being used today”

• “it is the client more than the therapist who implements the change 
process. If the client does not absorb, utilize, and follow through 
on the facilitative efforts of the therapist, then nothing happens. 
Rather than argue over whether or not ‘therapy works,’ we 
could address ourselves to the question of whether or not 
‘the client works!”

Tallman, K. and Bohart, A. C. (1999).  The Client as a Common Factor: Clients as Self-Healers. In 
M.A. Hubble, B.L. Duncan and S.D. Miller  (Eds.), .  The Heart and Soul of Change, What Works 

in Therapy (pp. 91-131), Washington, DC, APA Books.

26
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Avoiding the Technique Trap 
Part II:  Unexpected Results

• Parent perceptions and experiences with the LP-
school-age children
Saylor, E.,  Wollman, I., Redle, E., 2009

• Qualitative analysis of 6 parents using the Lidcombe
Program with children ages :

7,5 - 10, 11.

• Varying ranges of severity

• At least 11 treatment sessions

• Identified 4 major themes 

• 10 major sub-themes

27

Findings Focused On Two Categories:

• “How” the actual delivery of “beyond clinic” 

treatments were administered – the way the 

treatment was delivered.

• The impactful nature of the treatment itself –

on levels of both emotion and thinking, 

specifically related to parents.

28
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Parent Stories: Several Major Themes

• Adaptability of the program

• Family impact

• Perceptual shift in parental thinking

-As a result of their active participation in the 

treatment, a perceptual shift in thinking related to 

fluency-stuttering emerged leading to greater levels of 

acceptance – this was not what we anticipated; 

29

• As the parent’s became more aware of the relative 

frequency of their child’s fluent speech as it occurred 

naturally, it may have shifted the focus away from their 

attention to stuttered speech alone

• This potential shift of attention in the direction of 

fluency rather than stuttering may have also served to 

reduce parental anxiety and in effect, impact outcomes. 

Parents own self-efficacy may also have increased

30
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85% v 15% of the Common Factors
• The outcome achieved was one 

which is more often associated 

with SM approaches

• Maybe it was not the dissimilar 

components of the approach (FS v 

SM techniques) that accounted for 

the outcome, but the components 

that are similar to both – the 
common factors 
(relational/motivation/partner-ship)

31

Thoughts to Ponder - Technique
• A constant search for the “latest and 

greatest” approaches

• Placing too much emphasis on 
technique:

• Assuming that the technique alone 
was responsible for the therapeutic 

success

• Assuming that the technique itself, 
or the incorrect application of the 

technique is responsible for 
treatment failure

• Should we be directing our attention 

in other places when treatment 
barriers are confronted?

32
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Chapter 4: Ready and Willing Partners

“Despite the complexities of modern health care, 
including advanced technologies and capacities 
for direct intervention, it remains the case that 
human behavior plays a critical role in health 
outcomes and in the efficacy of most 
treatments”

Ryan, R.M., Patrick, H., Dec, E.L. and Williams, G.C.(2008). Facilitating health behavior change 

and its maintenance: Interventions based on Self-Determination Theory. The European Health 
Psychologist, vol. 10, pp. 2-5

33

Assuming That All Patients Who Need 
Treatment are Ready for Treatment

• A study in which children were randomly assigned to a “therapy now” v 
“therapy later” group

• Researchers found that the parents who did not want to participate in the 
study were those whose who were concerned their child might be 
assigned to the “therapy now” group

• Clearly there are influences that impact a family’s decision to enter 
treatment (pressures on time, practical arrangements etc.) – and should 
do so only when ready to make a commitment.

Enderby, P. (2012). How much therapy is enough?  The impossible question! International Journal of 
Speech-Language Pathology 14, (5), 432-437.

34
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• Clearly there are influences that impact a family’s decision to 

enter treatment (pressures on time, practical arrangements etc.) 

– and they should do so only when ready to make a commitment

• Readiness for treatment is essential for treatment success. It 

should be identified, explored and managed

• Enrolling patients in treatment who are not ready will likely result 

in treatment failure

35

Video

36
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Potential reasons why patients 
are not ready to engage

• Time factor– amount, when, post-treatment follow-up

• Other family factors of greater importance

• Financial, health concerns

• Impact on other family members

• Previous treatment failures

• Misconception regarding the nature of treatment

• Denial

• Stigma

37
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Transtheoretical Model of Change

• Prochaska, J. O., & DiClemente, C. C., late 

1970’s:  identifies stages of readiness as points on 

a continuum of one’s readiness to 

change/readiness to take action

• Suggests that treatment focus should be targeted 

to a patient’s readiness stage.  

39

The Case for Readiness
“Recent research in the process of self- and 
assisted change suggests that a person’s location 
on a continuum from self-reevaluation/contemplation 
of change to action/maintenance of change is a 
powerful factor in predicting a successful treatment 
outcome” 

Prochaska, J.O., DiClemente, C.C., & Norcross, J.C. (1992). In search of 

how people change: Applications to the addictive behaviors. American 
Psychologist, 47, 1102-1114.

40
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Readiness Stages

• Pre-contemplation

• Contemplation 

• Preparation

• Action

• Maintenance

41

Activity: In your own practice

• What successful 

patients look 

like/demonstrate?

• What do challenging, 

unsuccessful patients 

look like/demonstrate?

42
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Pre-Contemplation
• Not yet ready to make a change (engage)

• Lack of awareness of the consequences of the 

problem

• Does not see value

“I am doing just fine”

43

Contemplation
• Thinking about making a change

• Still uncertain

• Sees some value but does not 

outweigh negative perception –

• AMBIVALENCE

44
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Preparation

• Beginning to take steps 

towards change

• Trying it out – testing it

• The patient may 

experience various levels 

of success

45

Patients/Families Who Experience 
Treatment Success – Action Stage
• Ask questions

• Have good attendance

• Observe and/or participate in sessions

• Provide feedback

• Carryover/completion of assignments

• Educated/have an understanding of the 

child’s issues and reason for therapy

• Focus on the positives (what the child can do)

46
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Patients/Families Who Are 
Unsuccessful in Treatment: 

Pre-Contemplation/Contemplation/Preparation

• Demonstrate poor or no carryover or attempt at 

assignments/home program

• Poor or no observation

• Poor or no attendance

• Lack of ownership or acceptance of disorder (denial)

• Treatment is a low priority

• Lack of understanding/knowledge

• Focus on the negatives (what the child is unable to do)

47

Why we DON’T like working with clients 
in Pre-contemplation or Contemplation

• Our tools don’t work with their stage of change

• They don’t do what we suggest

• We tend to experience anger, frustration and/or impatience

• We tend to feel relieved when they don’t show for their 

appointment

• We feel ineffective

Nimi Singh, MD, MPH, Division of Adolescent Health and 
Medicine, University of Minnesota;  Amplatz Children’s Hospital

48
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Why we like working with 
patients in Action stage

• Our tools fit well with their stage of change

• They cooperate and typically do what we suggest

• We tend not to experience anger, frustration and 
impatience

• We tend to feel disappointment when they don’t show 
for their appointment

Singh, N, MD, MPH,  Introduction to Motivational Interviewing.  Division of 
Adolescent Health and Medicine, University of Minnesota;  Amplatz Children’s 
Hospital                                                                                                                     

49

Tool to Identify Readiness
• Scaling questions and rulers:

• Given what we have discussed up to this point, tell me on a 
scale of 1-10 how ready/committed are you to begin 
treatment right now?”

• If the patient responds with a low number, you might ask, 

“What would need to happen to get you to a ___?”
• This response allows the patient to explore what assistance 

they might need to be successful

50
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Additional Responses to Scaling Q’s
• If the patient responds with a high number, you might ask, “Why not 

a ____?”
• The patient is given the opportunity to identify and verbalize the 

strengths/resources/supports that already exist and would contribute 

to their success 

• You can use similar scaling questions to determine level of 

importance and confidence

• By choosing a number the patient/client is actually taking time to think 

through the question – essentially think out loud about and give voice 

to their reasons

51

Stages	of	Change/Readiness

Actively 

trying to 

make 

changes or 

modify 

behavior

Holding 

the 

change

Not really 

a stage, 

but 

anticipated 

risk

ProvidersPatients/families

We call this 

disconnect

“denial” and 

non-adherence

Don’t see 

problem

Recognize 

problem but 

ambivalent 

about 

change

Planning 

solutions or 

thinking of 

solutions to 

problem

52
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Chapter 5: From Ambivalence to 
Action: A Smoker’s Story

• Mid 30’s, with some family 

history of heart disease

• Smoking for 15 years

• Married with 3 young children

• Hobbies: running, skiing, lifelong 

sports enthusiast

• Occupation: speech pathologist

• Two unsuccessful attempts at 

quitting-but some evidence of 

activation: changing brands, 

cutting back

53

Evidence of Movement Across Stages
• Contemplative-Preparation:

changing brands, cutting back 

(small steps toward change)

• Preparation - Action: 

was not sustainable for long;       

jumping too quickly; needed better 

planning

• Continual shifting back and 

forth across stages

54
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Not Fully Committed/Motivated to Change
• Despite the fact that discrepancies exist between his goal and 

his behavior – incompatibility

• Exercise----------------------------------------------------smokes

• Works with laryngectomized pts--------------------------smokes

• Generally healthy eating habits---------------------------smokes

• Behavior continues because cons outweigh pros

55

Resolving Ambivalence
• Target the current behavior

• Elicit the pros and cons

“What is the benefit of the behavior; what do you get out of it?”

“What is a drawback to the behavior; what problems does it 

cause?”

56
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Decisional Balance 
Pros – maintaining 
behavior
• All friends smoke –

connection

• Still enjoy it

• No outlet to relax-

feel more anxious

• Cons – maintaining 
behavior

• Financial cost 

• Potential for illness 

57

Looking Forward
• Targets impact of the behavior looking into the future:

“It sounds like you have been thinking about making a 
change to a more healthy lifestyle, but you still have a 
fairly strong desire to continue smoking”

“Yes that’s true, I know its really not good for me, but I 
still enjoy having a cigarette several times throughout 
the day”

58
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“Cigarette smoking feels 
good to you”

“So as it stands right 
now, the smoking desire 
is still strong and you 
have had no ill effects 
physically yet either”

“ Yes, I still do enjoy it for 
many reasons like I 
mentioned before. I also 
haven't found that it effects 
me when I’m running or 
skiing either”

“Yes, that’s true”

59

“I'm wondering if you were 
to think forward about 5 or 
10 years from now, what 
do you think that would 
look like if you were to 
continue smoking”

“That’s interesting to think 
about.  I’m guessing at that 
point, there might be a 
greater impact”

60
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Add Values to Discussion

• What are your top 3 values and why?

• May use chart to list them and patient can add to them if 

necessary

• Define value if needed

• Always try for 3- don’t settle for I don’t know

• Then- explore without sounding critical, just 

curious- “how do you think (current behavior) 
fits with these values?”

61

Values Chart

What's	
Important	To	Me

Honesty
Power

Helping	
Others

Family

Faith

Health
CooperationEducation

Strength

Friendship

Responsibility

Attractiveness

62
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Motivation and Resolution of Ambivalence
Was not motivated to make a behavior 
change until:

• The activity was personally meaningful 
and consistent with values and beliefs 

• Activity was fully endorsed, congruent 
with personal identity; achieved a high 
level of importance and confidence 

• Value shift: movement from selfishness -
selflessness

• And a subsequent move to action

64
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Sustained behavior change 
requires alignment with values

“So on one hand you are saying that its important for you 
to be a good role model for your children and be around 
for them when they start having their own family, and on 
the other hand you continue smoking, knowing full well 
that there are serious consequences as you maintain 
that behavior.  Help me understand how continuing to 
smoke will help you achieve that goal”

Now pros outweigh cons

65

Role of Goals and Values
Identification/Clarification

• When there is a connection between personal 

values and the need for change, motivation 

increases

• Help the patient explore and identify their own 

personal values will help guide your discussions 

and assist in the development of discrepancies 

between what they are saying (goal/value) and 

how they are behaving

66
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Value clarification: “I want my kids to be smart”

• Pros- change

• Improved speech

• Better grades

• Better job

• Improved relationships

• More financial freedom

• Cons – change

• Less hassle for me -

Hard to get them here

67

• “On one hand you mentioned that you want your 
kids to be smart and do well in school, and on the 
other hand you seem unable to get them to 
therapy each week.  Help me understand how they 
are going to reach that goal”

• “On one hand your goal was for your child to 
speak more clearly, and on the other there has 
been some difficulty completing the work 
consistently at home…”

68
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Video

69

Chapter 6:  Role of Motivation in 
Treatment Outcome

• We work “with” patients not “on” patients

• Treatment success is contingent on a family's/ patient’s 

motivation to engage/change/improve/learn

• Attending to a patient’s motivation, and the factors that 

drive motivation (importance and confidence) can make 

the difference between a successful v unsuccessful 

outcome

70
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Motivation and Self-Determination
• What is self-determination?  

• Behavior that is self-chosen. I engage willingly in 

this activity; it is volitionally endorsed and valued.

• I do not feel controlled or externally regulated to act.

• When behaviors are internalized and regulated by 

choice there is greater engagement, effort and 

persistence that is demonstrated by the individual -

motivation is enhanced and are perceived as 

autonomous

71

Self-Determination Theory
Ryan, R.M. and Deci, E.L., 2000

• A theory of human motivation

• Has been proven experimentally across a variety 
of settings (workplace, academics, athletics, 
relationships) across cultures

• What are the forces that move a person to act?

• Assumption: by our nature, humans have a 
propensity to seek out novelty and challenges, to 
exercise one’s capacities to explore and learn.  It 
is intrinsic to human behavior

• What are the conditions/environments then that 
continue to facilitate this desire as opposed to 
those that may suppress it

72
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SDT
• Based on the fundamental assumption that 

effective psychological functioning and well-

being are rooted in 3 essential human needs:

• Autonomy – freedom from external control

• Competence – ability to do something 

successfully

• Relatedness - feeling of connectedness, 

kinship, community

73

When Those Needs Are Supported

• Value/importance/ownership is developed; we 

recognize the patient’s point of view (autonomy)

• Exploration is facilitated; there is a greater sense 

of self-confidence and risk-taking (competence)

• The patient feels accepted and understood 

(relatedness)

74
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• When autonomy, competence and relatedness 

are supported the type of motivation will change 

• Motivation is not an amount- it’s a type

• Type is based on degree to which individual is 

self-determined –volitional or externally regulated 

(do I want to be here or am I here because my 

parents want me to be here)

75

A Continuum:
Controlled-----------------------------------Autonomous

Amotivated ----^----------^---------^---------^-----Intrinsically Motivated

^  External Regulation  - controlled motivation 

(pressured; rewards and punishments)

^  Introjected Regulation – controlled motivation

(client acts out of shame or guilt; don’t fully endorse the activity)

76
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A Continuum – Not An Amount
Amotivated ----^-----------^-----------^--------^-------Intrinsically Motivated

^ Identified Regulation – autonomous motivation

(doing the activity because it is more congruent with your personal 

goals, values, identity

^ Integrated Regulation – autonomous motivation 

(fully endorse the activity because it is personally meaningful and is 
consistent with your beliefs and values)

77

Controlled v Autonomous

• In the workplace

• In education

• In athletics

• In personal relationships

** Think about an experience you have had in 1 

of these settings when you felt more autonomous 

and less controlled

78
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Controlled v Autonomous 
Motivation

• Describes the forces that move a person to act

• Autonomous- behaviors originate from self v something external to self; 
personal endorsement of the behavior/activity

• I value the activity; I fully endorse the activity; I am not being coerced to act 
(not controlled)

• It is consistent with my beliefs

• It may not be inherently enjoyable but I view it as important; it is part of my 
values/convictions

• There is a clear expectation of outcome and I feel as if I can have an impact 
on that outcome

79

• Controlled motivation is based on Low Sense of:

Autonomy, Competence, Relatedness

• Autonomous motivation is based on a High Sense of: 

Autonomy , Competence, Relatedness

Ryan, M.L. an Deci, E.L. (2000). Self-Determination Theory and the Facilitation of 

Intrinsic Motivation, Social Development and Well-Being.  American Psychologist, 
55, 1, 68-78
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Tool to support autonomy: Decision Aids
• These describe the options/choices that are 

available and allows for exploration of the 

“pros” and “cons” of each; helps the client 

make a more informed decision

• All available options are explored with the 

family and potential barriers to success are 

uncovered

81

• “when patients are given decision aids such as 

educational booklets, DVD’s, or interactive 

tools, to help them make treatment choices, 

they are more knowledgeable and satisfied 

with their care”

• Hostetter, M and Klein, S.,(2012). Helping Patients Make Better 

Treatment Choices with Decision Aids- The Commonwealth Fund, 

Oct/Nov. Issue 

• Ottawa Hospital Research Institute 

https:\\decisionaid.ohri.ca

82
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Maximizing the 85%: Moving Patients to Action

Goal: to facilitate a context in which the client 
becomes a proactive participant in therapy

• Appreciate that the role of the client (and family) has the single 
most important impact on outcome 

• Understand that sustained motivation must come from within the 
individual and can not be externally driven by outside forces 
(parents/teachers/clinicians) or contingencies

• Learn to gauge your patient’s/family’s readiness for treatment and 
then adjust your conversations based on their position along the 
readiness continuum - identify pre-contemplators/contemplators

84
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• Acknowledge that technique itself, may actually play a 

less consequential role in outcome than might be 

expected. Technique may simply help to provide the 

structure around which the client draws his own meaning 

and usefulness and adapts accordingly.

• Uncover and use pre-existing knowledges and strengths 

that the client brings to help set the direction of treatment 

- lead from behind through the development of a 

collaborative relationship – “the therapeutic relationship 

generally seems to be the best predictor of outcome”

Bachelor, A. and Horvath, A. (1999). The Therapeutic Relationship. In M.A. Hubble, B.L. Duncan and 

S.D. Miller  (Eds.), .  The Heart and Soul of Change, What Works in Therapy (pp. 133-178). 

Washington, DC, APA Books

85

• Use affirmative language that focuses on the 

positive and possibility-thinking (hope/expectation) 

and affirm any signs of change talk

• Move away from old models client-clinician 

relationships; from expert-recipient to partnerships 

whereby there is understanding that one cannot 

pre-know another person, his situation or what is 

best for them

86
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Chapter 7: Replacing Old Models

87

Comparing Provider Roles: 
New v Old Models

Old Model

• Experts

• Parental

• Mechanical

New Model

• Coaches

• Collaborators

• Counselors

88
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Staff Survey: How you motivate 
families/parents

• Give

• Discuss

• Describe

• Explain

• Provide

• Involve

89

Old Model – Changing How 
We View Our Role

Experts

• Make a diagnosis and tell the family what they need to do 

– lead-focused – offering few if any choices

Parental

• Punish/shame for not doing what we expect or want

Mechanical

• Assume that one size fit all – uniformity with no or 
minimal room for individual differences/variability

90
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New Model – 3 C’s – New Role
Counselors
• Identify barriers and clear pathways towards successful 

outcomes/discharge

• Listen to their patient’s story, facilitate exploration

• Provide the necessary support and resources – develop connections

Collaborators
• Work alongside; develop a mutual agenda, work with families to identify 

success, goals, focus of treatment; offer choices/options encourage 
autonomy

Coaches
• Explore and encourage problem-solving rather than solving problems for 

them

• Demonstrate/model and then reinforce their competence/self-efficacy
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Actively Work to Support Basic Needs

• Autonomy - supporting patient choice, eliciting and 

acknowledging patient perspectives, offering options, minimize 

control; we cannot know what is best for this person

• Competence – identify barriers to success, develop 

appropriate plan based on hierarchies, provide feedback in 

non-judgmental manner, identify past successes

• Relatedness – demonstrate acceptance and understanding 

and responding empathetically to patient concerns
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Supporting/Facilitating 
Autonomous Motivation

• When motivation becomes more autonomous, patient 

engagement increases, outcomes improve, and patient’s 

are empowered and more satisfied

• Patients become better equipped to self-manage their 

own problems and feel more informed, confident and 

competent
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Expand your Expertise with
“Speech Tools”

“Speech Tools” will be delivered to you monthly 

from the speech-language pathology experts at 

Cincinnati Children's.

Sign up below:

Speech Tools




