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Abstract 

Patients  motivation to sustain healthy habits is a key determinant of patient health 

management in chronic disease. Their motivation is expected, yet health-care providers may 

not have the tools or skills to inspire behavioural change. As key health-care providers, 

dieticians are pivotal in motivating patients to apply nutrition in their self-care yet are not 

consistently trained in counselling or coaching to assist patients. In particular, Motivational 

Interviewing (MI) is an evidence-based practice, and in this study is newly learned by 

dietitians who participated in an online course and then applied their skills in practice. Self 

Determination Theory underpins the study’s focus on dietitians’ perceptions of their own 

personal motivation and barriers to apply MI to practice. This explanatory mixed methods 

study showed that phronesis—dietitians’ professional insight into practice—overcame 

barriers to MI application in the workplace.   
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List of Definitions 

Motivational Interviewing 

Motivational Interviewing (MI) is an evidence-based practice of counseling developed three 

decades ago by psychologists Bill Miller and Stephen Rollnick (Miller & Rollnick, 2013). 

guide the patient to acknowledgement of barriers to change of desirable 

behaviours and assist them to build their self-confidence of commitment to

An explanation of the process in 

provide in the text on pages 26-27.  

Patient Centered Care  

 Patient Centered Care is a term used around the world to refer to the team approach 

in healthcare that positions the patient as the director of the services and treatments they 

receive from health professionals and systems. It does imply the system has provided health-

care education to patients required to manage their own healthy lifestyle over time (Health 

Council of Canada, 2011, 2012; Institute for Healthcare Communication, 2013). 

Patient Self-Management 

This term refers to a person with a medical diagnosis is able and confident to manage 

their health issues related to living with a chronic health condition (The Stanford Patient 

Education Research Center, 2017). A short discourse on the term is provided in the text on 

pages 10-11.  

Self Determination Theory 

Self Determination Theory was published as a behavioural theory in 2002 by 

psychologists Edward Deci and Richard Ryan. It has proposed to understand a that a person’s 



motivation is reliant upon autonomy that is built by internal and external influences (Deci & 

Ryan, 2012). The theory is discussed fully in the text on pages 13 and 18.  



Prologue 

I will tell a story in which my experience of professional development in woven with 

the stories of others on a similar journey. Storylines provide a lens to see more deeply into 

real life situations and for some instances in my life I have used cartoons to reveal more than 

what can be said easily said, to help diffuse a sensitive topic, and as a tool of catharsis. In my 

teen years, I developed a cartoon character of myself called The Adventures of Christine, in 

which the heroine was involved in various episodes that included binge drinking, car crashes, 

and first steps into academic university life; thirty years later the character re-entered 

academia to work towards a PhD. Now in the completion of the thesis, this heroine reveals 

herself in my imagination once again.  

 She follows a path out of the forest to a university which she attends while 

simultaneously working full time as a dietitian. Her PhD pursuit and work life require the 

bravery of the knight character she played in a cartoon years ago when she discovered the 

Excalibur sword in the river at Trent University while studying philosophy and politics. 

Now, she travels with a small backpack lightened from the load of extraneous items she 

discarded in a cartoon drawn for a PhD course two years ago when she first ventured across 

the bridge of knowledge into the sunset.  

 Her current quest is to find what is it is to be professional and includes expectations 

of dependability, knowledge and humane action. In the context of being a dietitian 

professional - does dependability mean homogeneity? does knowledge mean being immersed 

in clinical research outcomes or wisdom? can humane action include love in the workplace?  

 I knew from my life experience as a dietitian that there was an ingredient of good 

care missing from my patient approach. The role of the social polity, pressures by national 



trade and commerce, and impacts of poverty upon access to food were always important in 

my career positions that were often themed around the social determinants of health. I felt 

that I had holistic understanding of how food was played and used as ploy by others in the 

human experience.  

 The right to choose lifestyles for health inclusive of healthy food options was 

important in my career position as Coordinator for Chronic Disease Self-Management 

Programs in a region of Ontario healthcare. In this role, my commitment to work on behalf of 

the patient, to not “blame the victim”, aligned with the new directives in Ontario Health of 

patient centered care.  

 In this role, my dietitian status fulfilled the need to be a health professional yet gave 

me reprieve from the role of nutrition educator and counsellor where I had become weary of 

the lack of lifestyle change patients could maintain. I wondered why some patients could not 

make sustaining nutrition changes so important for their own health. I educated, coached, and 

encouraged; I wondered what “tricks of the trade” were missing from my professional 

repertoire. 

 It was in my training in Motivational Interviewing that I began to understand how 

people can change. The process of conversation with the intention to lead another through 

ambivalence to change towards a sustainable goal allowed for long lasting behaviour change. 

The risk of the conversation was in my ambition because the skill of the conversation was in 

my ability to follow the thoughts of the patient and reflect them back for the person to find 

their own way through their resistance to change. The barrier to change could be me if I took 

the conversation in a direction of my own professional goals rather than those of the patient. 



Embedded in this challenge is the professional’s commitment to health directives and our 

need to see changes that are measured as successful by health systems.   

Journal Entry. Sept 15, 2014 

  Learning requires time. Didactic teaching manages that problem by informing, 

directing, and testing. Didactic teaching is an efficient way of managing learning – force 

feeding and demanding retention. How to teach a person who already has the answer? But 

time has not been the problem to the application of new knowledge. Traditional ways of 

teaching are not useful in the context of applying a new way of living into years of different 

habits. The problem is how to assist the to change their habits. 

Journal Entry. Dec 22, 2014 

 I have talked to professors and dietitians about the topic of my thesis. They talk 

about creating tools for practice. I see this as an indication that we want to get things done. 

Our need for corrective action to assist others to make health change is apparent. The root of 

Motivational Interviewing is the acknowledgement that the attitude of the professional and 

relationship they forge with the patient is what advances change. I am interested in the 

professional’s attitude towards change.  













Elwyn et al., 2014; 



















 



Chapter 2: Literature Review 
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Chapter 3: Methodology 

 









The survey tool. In part 1, participants were administrated a survey that contained 

the standardized Global Motivation Scale (GMS; Sharp, Pelletier, Blanchard, & Levesque, 



2003)  The web-based questionnaire was developed using FluidSurveys software 

(Fluidsurveys.com) and featured a core survey of 18 questions on a 7-point Likert scale of 

the GMS (Slovinec et al., 2014). The six categories of motivational attributes defined by 

SDT—intrinsic, integration, identification, introjection, external, and a-motivation—were 

each represented by three questions. The scale from low to high values corresponded to 

answers of “not agree at all,” “very slightly agree,” slightly agree,” “moderately agree,” 

mostly agree,  “strongly agree,” and “completely agree.” All questions began with “Please 

indicate to what extent each of the following statements corresponds to the reasons why in 

general you do different things in your life…”.  The subsequent trio of phrases to assess 

intrinsic motivation were as follows: ... because I like making interesting discoveries; ... for 

the pleasure of acquiring new knowledge; ... for the pleasant sensations I feel while I am 

doing them. Two additional questions were asked in the survey to determine additional study 

variables. One question was open-ended to obtain the number of years in dietitian practice 

while the other question was closed-ended to obtain a yes or no about application of MI 

skills. The questionnaire is found in Appendix B.  



The interview tool











Integrated Mixed Methods Analysis 







 



Chapter 4: Analysis 



The lower median of the group who felt unsuccessful 

might suggest that fewer years on the job results in less practice with MI, but a lower number 

can reflect the low sample size. However, the small

 





tudy participants to score themselves as introjected motivated 



was very low because it required assent to something of which they had no interest and the 

consequent agreement to an external directive. In counselling practice, a dietitian would have 

no need to assent to the use of skills that others in authority could not witness in the confines 

of one-to-one counselling with patients. In sum, o



Research interview methods in part 2 depended upon skills in understanding the 

nuances within a conversation. It was important, then, to apply full analysis to what was 

potentially unsaid and review statements from different angles (Roulston, 2014). The 

recorded interviews of two dietitians were investigated using the four-stepped LG that 

emphasized listening to what is said in content, tone, and repetitions (Gilligan et al., 2003). 

Adherence to strict method protocol provided data to meet standards of interview 

transparency and authenticity (Gilligan et al., 2003). 



Step 1—Listening for the plot. This initial step of the LG is an important set up 

because it highlights the researcher’s voice (Doucet & Mauthner, 2008; Gilligan, 1993; 

Paliadelis & Cruikshank, 2008). My voice was juxtaposed with that of two dietitians so that 

their words became a way for me to reflect on my own experiences. In step 1, I became more 

acquainted with the dietitians. They were different in many ways: they did not live in the 

same province, were widely different in years of experience, applied MI to a different client 

group, and were at different stages of application of learning from the course. The first 

interviewee, Sue (a pseudonym), was from Alberta and worked with First Nations’ women to 

talk with them about prenatal and infant nutrition practices. The second interviewee, Jill (also 

a pseudonym), was from Quebec. Six years into her career, she indicated that she lacked 

skills to assist others along the continuum of behaviour change.  

Listening for the plot with Sue. Twenty-three years of experience fueled her desire to 

assist others in health-care decisions and was reflected in her 10/10 self score of commitment 

to MI. But her self score for confidence in MI was 5/10. Stated reasons for a low self-score 

were lack of time to practice and review as well as short time frames with her clients that 

challenged her ability to build rapport. Her understanding of the role of a listening therapist 

was brought about by course training and a different prior MI training session. This provided 

her with the foundations of commitment to patient self-management.  

Researcher reflective response to interview with Sue. In the interview with Sue there 

were times in our conversation that I could not make myself understood. I wondered whether 



I had been supportive enough and was unable to put her at ease. I realized that it was a Friday 

afternoon and she had just finished leading a client training session, was apologetic about not 

pre-reading the questions, and likely felt unprepared for the interview. Sue noted that it had 

been a while since she took the course so she relied upon into her memory for answers. She 

did not seem confident in her ability to give answers; she faltered, hesitated, and had long 

silences. She might have felt uncomfortable having to admit her lack of confidence in her 

counselling. But at the same time, she was very clear in her counselling goals. When asked 

about what she valued most in her counselling skill set, she answered, “I guess I would say 

that in my work it is building relationships, building trust.” This statement was gratifying to 

me as it indicated a fundamental understanding of patient-centred care.  



Listening for the plot with Jill. Jill had heard favourable recommendations of MI 

training from others and was enthusiastic about the online course. She worked primarily with 

nursing home residents and wanted to support their autonomy in their institutional living 

arrangements. One significant interaction with a client who changed behaviours when 

provided the opportunity to choose her own health goal gave Jill confidence in residents’ 

self-management. Her challenge was finding the patience to not tell a client what to do. 

When asked why she scored herself 8/10 and not 10/10 on commitment, Jill stated she had a 

bad habit of not listening at times due to feeling less engaged or forgetting her prompt aids. 

Her confidence score was 5/10 for reasons similar to Sue s, as well as periodic tiredness and 

occasional low engagement.  

Researcher reflective response to interview with Jill. In this second interview, I 

again worked across time zones. I was up at 4:00 a.m. to coordinate the use of the Go To 

Meeting technology with DC staff in Toronto and Jill’s time of day in Western Canada. My 

voice indicated early morning drowsiness. The technical difficulties caused a late start of 30 

minutes but Jill stated she was not bothered by the delay, was enthusiastic to engage in 

conversation, and put me at ease. Initially, I was hesitant and unclear in my diction but I 



gained momentum as I woke up. Jill was patient with going through the standard paces of 

research permission and I felt appreciative of her friendly nature. 



Reflections on plot summaries. My own reflection was an opportunity to ensure my 

own authenticity and where the LG allowed inclusion of the researcher’s “voice.” My voice 

was one of mentor. I know that as MI competence develops, the trainee learns how to use and 

adjust the suggested leading phrases and inter-change the sequences to match client 

statements (Miller & Rollnick, 2013). Both dietitians spoke of the value of the MI skill set 



and desire for mastery of certain techniques. When asked if she ever felt unequipped for 

counselling before learning MI, Sue said, “I learned how to open up the conversation and 

find out what the client needed first.” Jill gave a similar answer when asked the question 

about what attributes she most valued in counselling; she responded: “to have the right 

questions and how to have the right opening line.” A need for scripted phrases is expected 

when first using new MI skills; it is taught by breaking conversation into sequences and 

leading phrases to be applied at certain times during the conversation (Miller, 2015). In early 

stages of learning, it appears as a linear sequence that guides the conversation to a new client 

goal but as Miller describes, the conversation is like a dance—it moves and flows. 







Researcher reflection on the poems. The poetry indicated rhythms of thought. Poem 

stanzas in set 1 revealed that Sue and Jill had learned new counselling skills and felt 

empowered. Their predisposition to autonomy along with their new skills provided them with 

opportunity to feel confident, yet each participant scored herself 5/10 for confidence. I see the 

typical MI novice in these stanzas. Health-care professionals in MI training want to assist their 

clients, understand that they have a role in client motivation, but have not experienced a lot of 

success with MI. Poems in set 2 describe barriers that lay the foundation for analysis in stage 4 

of the LG.  





 

Conscientious interviewee













 









In summary, the analysis of part 2 data indicated typical work place outcomes. Thus 

far, influences upon the dietitians’ MI practice were their skill-set, their mind-set, and time.  







Chapter 5: Conclusion 

 



Novice status. Novice in MI is the norm for dietitians. The traditional role of 

dietitians would not anticipate dietitians providing therapeutic nutrition counselling 

(Dietitians of Canada, 2016; McIntosh, 2016b). Dietitians in this study identified that there 

was little expectation by clients or other health-care staff that their role would include more 

than nutrition assessment and education. This meant that the work environment did not 

provide a designated space for counselling, or written instituted policies, procedures, or 

work flow.  





Novice status requires time for practice MI skills. In the short term, then, time for the 

novice would be well spent considering conversational scenarios and ideally role playing 

these conversations with other HCPs, but in the long run time is no longer a barrier to the 

application of MI skills. 

Lastly, worthy of mention but not identified in the data, is the common novice 

experience of concentrating on our own learning without seeing the challenges experienced 

by others. These dietitians identified their own barriers to change and with MI experience 

will likely gain empathy for patients’ barriers to change nutrition behaviours. Jill and Sue 

did, however, in their novice position, identify their own challenge with change in the theme 

of State of Mind.

State of mind



Time. When dietitians in this study stated they wanted more time to think about how 

to use the skills prior to counselling session to plan for an MI conversation, they identified a 

common experience in initial use of MI skills (Institute for Healthcare Communication, 

2017). Desroche, Lapointe, Deschenes, Gagnon, and Legare (2011) studied the experiences 

of time-pressured dietitians who solved their time problem with shared decision making, a 

patient-centred approach, to their practice. Study focus group data revealed that time was a 

barrier related to session timelines, sufficient time in the schedule for return visits, as well as 

pressures due to high workloads. Desroche et al. identified that efficiencies in time 

management occurred when patients were engaged and set their own goals for the session. 

Such patients, highly involved in their own decisions, used less of a professional’s time.  

Youngson (2012) identified that when patients are partners in their care there is a 

delayed benefit to the health-care system; educating and motivating patients takes more time 

at first, but in the longer term, patients empowered for their own care need less of the HCP’s 

time. The speed then, of which dietitians are required to conduct their work of nutrition 

management, requires patients to be highly engaged and included in the process. There is a 

savings to the health-care system when best practices include a therapeutic conversation that 

results in patient change (Desroche et al., 2011; Institute for Healthcare Communication, 

2013; Mol, 2009; Stigler et al., 2010; Youngson, 2012).  



Reflection upon practice. Time restricted dietitians’ reflection upon their application 

of new MI skills. The third query of this study asked about influences upon learning and 

application of MI by dietitians. Final analysis indicated that autonomously directed dietitians 

were competent professionals who experienced emotive internal barriers and external barriers 

that impeded reflection upon change to practice.  



Reflexivity. Reflexivity was apparent from the LG phase of contrapuntal voices that 

revealed layers of the professional personality. In response to my question “Did you ever feel 

unequipped for conversations with patients?” one dietitian said,  











 Gilligan (2015) says that 

qualitative researchers with an interest in people’s stories have a responsibility to create safe 

conditions for people to tell their stories and bring their voice into larger conversations about 

people experiences; the LG is one such method. 







Implications for Training and Dietitian Practice 





Afterword 

 I wear a professional ring on the smallest finger of my right hand. I placed the ring on 

my finger in a short ceremony at university as I made a pledge to serve the public in ways of 

nutrition and health to the best of my ability. True to my personality, I have sought new 

experiences and have not been satisfied with the status quo. The limitations of my role are 

determined by medical structures and legal parameters while the scope of my practice is to 

the ends of my interest and compassion. My weakness is an avoidance of strict parameters; 

my strength is an ability to stretch with different cultures, political nuances, power 

strongholds, and social mores. I am committed to the ideals of nutritional health for people in 

the context of their own life; for those with whom I currently work, a perfect meal is one they 

created for themselves while managing the schizophrenic voices or battling the fear of eating. 

I want to work with them and show other staff what the commitment to nutrition is: 

supportive education that assists residents and patients make healthy food decisions for 

themselves and not settle into compliance to expectations of others or mindlessly eat for 

unconsidered reasons. I do not want to nestle into a nutrition power position but I do 

recognize that position brings influence and that fuels my PhD. I do not want to wrestle for a 

place in the health-care milieu but find my place of satisfaction in the profession. My ring 

shows signs of wear; it is no longer round and the etchings are gone. So, like me, it has bent 

with time, unmarked for the future, and will hold its place for years to come. 



This epilogue contains my final thoughts regarding this doctoral study and reflects my 

professional placement in the strata of healthcare. It includes a response to a poem written by 

Kathleen Porter (2016), a person committed to Critical Dietetics, although I have stated that 

motivational interviewing fits into a constructivist paradigm rather than Critical Theory and 

understand that behaviour change occurs in the presence of an antagonist, it promotes change 

based on the sense of for oneself rather than because of another. Yet the contribution of 

Critical Dietetics in this epilogue is poignant as it calls for a change of practice. I also include 

excerpts from later entries from the journal that I maintained over the four years of my 

doctoral degree that reveal reflections upon the process of professional change. Further in the 

epilogue, I provide an antidote of changed practice and finish with a plotline for the cartoon 

The Adventures of Christine. 

A Critical Dietetics Poem: Turning Point 

If ever there were a time for critical considerations  
That time is now 
Critics, offer your thoughtful insights  
Differences laid out  
Invite into dialogue  
A discovery 
Make us whole  
An assembly needing different parts in order to function  
Similarity has lead us down the path of an uncertain Homogeneity 
Bring your solemn stories  
Celebrate in unique knowing  
Critical Dietetics is at its own juncture 
You know the generous donation  
Requires time to pay it forward. (Porter, p. 77) 

A Response: New Lands 

By Christine McIntosh 

Like a pioneer 



Travelling rivers of unknown currents and under forest canopies that cover the sun 
Building shelter from materials found around me 
I make a new home 
Brave but afraid of being misunderstood 
Hopeful but saddened by the chronic poverty of health 
Lightened with commitment to change but wise to their status quo 
Awarded by collegial reinforcement that communication skills are paramount, that 
personality does direct our work, and that time must be managed 
I am a pioneer newly learning what elders knew but others still seek 
Accepting and contributing to the handiwork of others, optimistically giving forward 

Journal excerpt: November 2016. This study has revisited a classic question in 

education: What is more influential—the internal/personality or the environment? In the case 

of motivational interviewing, fundamentally it is the degree of autonomy that authenticates 

the practice. A person leading a conversation using motivational interviewing who is 

autonomously orientated can anticipate the same for the participant. The optimal therapeutic 

counselling situation for a person wanting to make behaviour change is to have supportive 

counsellors who are intrinsically motivated themselves. Beyond that relationship, the external 

influences can thwart behaviour change. For example, a dietitian who is autonomously 

motivated engages with a person making significant food changes and can appeal to the 

patient’s nutriments. On the other hand, authenticity from a dietitian who is extrinsically 

motivated can appeal to the extrinsic motivational factors of an extrinsically motivated 

patient. How do we build autonomy, relatedness, and competence in a person? 

Journal excerpt: January 2017. To test a theory, we should ask if it fits into what 

we know of the world. Testing a theory requires a step away from it to see it from a distance. 

Is it logically consistent? 

I started my thesis with what I considered to be common sense. The questions I asked 

came from my professional experience. It was sensible to me to wonder if we as health 

professionals, or myself, as a dietitian, could change habits just as we were expecting patients 



to change. I found what I think is commonly found among us who want to change is the 

attribute of autonomy of Self-Determination Theory; found there in the nutriments of 

autonomy are a commitment to understanding myself in relation to others, my ability to act, 

and reliance upon my own counsel.  

Personal anecdote: February 2016. I recollect a recent time of self-counsel when I 

had felt a need to advocate for the care of a patient with serious mental illness. The 

psychiatrist was seated beside me at the large table where the care team was attentive to the 

dietitian seen on the video link. We were on an internet call with the regional experts who 

advised care teams regarding patients with anorexia nervosa. The patient had agreed to not be 

present due to her high emotional state. 

The dietitian-on-screen turned to face me and asked, “What is her weight today?” 

She was not pleased with the result and commented on the need to increase the 

energy content of the patient’s diet. The stated goal for gain was wellness and readiness to 

engage in psychological therapy while the unstated goal was readiness for discharge. All 

those around the table understood the evidence-based treatment and markers of medical 

improvement. The dietitian continued to look at me and said, “She needs to be on a 12-

megajoule meal plan and are we sure she is eating all of her food?” 

The team continued to make comments and recommendations with discussions on 

how many more weeks needed until discharge. The patient had come to the hospital six 

weeks prior, had gained 10 kilograms, was eating six times a day, was bored, highly anxious, 

refusing anti-depression medications, and wanted to go home to be with her husband and 

young daughter.  

There I was, sitting with the medical team but situated with the patient. I believed that 



the patient was not going to gain any psychological well-being by staying in the hospital. 

Despite living in a psychiatric ward for the last 3 weeks (the first weeks had been in a 

medical ward where she had been close to death) her mental state was fragile. She had a 

legal-medical order that enforced her treatment whether she was in hospital or not. Her life in 

the community was going to include many visits with health professionals to ensure she was 

medically well and that she would begin psychological therapy. 

I leaned over to the psychiatrist and stated, “Let’s be kind.”  

In that short phrase, I aligned myself with those types of professionals who put the 

patient s goals before the medical treatment model. In that moment, I made myself 

vulnerable to judgment of incompetence by medical-model care expectations. Despite how it 

may have appeared, it did not indicate any personal disregard for the evidence that states 

what weight a person should be prior to discharge nor other clinical indicators of patient 

status, but it did reflect my belief that treatment should be an agreement between the patient 

and care providers.  

I realized that I was comfortable with working in both worlds of care. 

Cartoon Plotline: The Adventures of Christine 

The cartoon I most recently imagined remains as a storyboard of six vignette boxes 

and is not yet drawn. It was created in December 2016, months before my thesis submission 

or defence. The storyline is a logical plot line that repeats itself, thus providing a common-

sense defence for plausible conjecture.  

Storyboard box 1. This first cartoon drawing is of a table laden with foods that 

represent choices that are considered good or not good for our health. Behind the table sits a 

person, age and gender non-distinguishable but wearing a cap, considering the food choices. 



Charts that indicate health messages and posters of provocative food advertisements are 

wantonly stuck up on the wall at the back of the scene. Out the window in the background, 

the cartoon character of Christine is walking past wearing her backpack.  

Storyboard box 2. The drawing is as if a camera has zoomed closer to the person 

with a cap who now has five thought bubbles from the person s head with smaller pictures 

within each bubble. One thought bubble picture is of stick people having a tug of war game, 

another is of a stick figure wagging a finger at the seated person identified by the cap, 

another is of the person with a cap sitting serenely in a cross-legged position with a smile of 

confidence, another is of the capped stick figure sitting companionably with a stick figure in 

a white lab coat, and another with a ballooned font question mark.  

Storyboard box 3. In this drawing the stick figure in the white lab coat is now a full 

figure. This character sits on a profile sitting at a desk in the foreground. Upon the desk are 

many manuals, on a side wall is a professional certificate, in the background is a window 

with a view to a university. Each manual represents a theme of dietetics. One has a fruit 

bowl, another with symbols of chemistry, another titled How to Help Patients Change 

Behaviour. The character has chin in hand with a facial expression of contemplation. 

Storyboard box 4. This drawing is a replica of Box 1 where the person with a cap 

sits at a table in the foreground, head slumped looking at a food that was on the provocative 

poster.  The view is very close so that the real scene takes place in the middle ground of the 

story box. In this space, a ghost like spectre figure of knapsack wearing Christine floats in 

tandem with another spectre with loose chains and crooked bony finger pointing out of the 

robed arm at the person sitting at the table.  



Storyboard box 5. This scene is reminiscent of the stick figure scene of Box 2 

thought bubble where the capped figure and lab coat figure are happily engaged in 

conversation. This scene is in the background, while in the foreground, the spectre figure of 

knapsack-wearing Christine floats in tandem with a different robed spectre who is wearing a 

ring of flowers on the hood and robed arms are outstretched towards the conversation taking 

place.  

Storyboard box 6. This scene is reminiscent of the office scene of Box 3 where 

Christine’s health professional office desk is off to the side of the background with same 

view of the university, but in the foreground, the health professional, Christine without her 

knapsack, and person with a cap are sitting facing each other on comfortable chairs. The 

coffee table in the middle of them has a jug of water and two glasses along with the book 

titled How to Help Patients Change. Christine is slightly leaning forward and attentive to the 

words of the capped person who has a thought bubble with a stick figure picture of a person 

walking a stick dog while carrying a bag of fruits and vegetables.  

Epilogue Summary 

Spectres of times-past and past practices may haunt us but for me the process of 

completing the study and considering its findings confirms my commitment to patients’ self-

care.  
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