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Daniel Faustino-Silva?® and Michel Kingsley*?’

Abstract

Background There are high levels of ill health across the world, largely due to lifestyle risk factors such as inadequate
physical activity, unhealthy diet, and smoking. Behaviour change interventions are widely recommended for
addressing many of these risk factors. While integrated motivational interviewing and cognitive behavioural therapy
(MI-CBT) is increasingly used to support behaviour change, there is currently no established consensus on its core
effective components. The aim of this study was to establish expert consensus on the essential elements of MI-CBT
interventions for lifestyle behaviour change.

Methods A modified Delphi study comprised of three iterative online surveys involving international experts in
MI-CBT and lifestyle behaviour change was conducted. Using key literature and practice guides, a list of 63 commonly
used components in individually delivered motivational interviewing (MI) and cognitive behavioural therapy (CBT)
interventions were developed. In each round, experts rated their agreement with each component using a Likert
scale. Components reaching at least 80% agreement in Rounds 2 or 3 were included in the final list of essential
MI-CBT components.

Results Thirty experts with a median of 13 years of experience in behaviour change intervention design and delivery
participated in Round 1, with 28 (93%) completing Round 2, and 25 (83%) completing Round 3. Consensus was
achieved for 26 components. Of these, eight were relational components which included open-ended questions,
affirmations, reflections, summaries, emphasising autonomy and offering emotional support. Sixteen components
were based on cognitive behavioural content, and included exploring change expectations, identifying and exploring
avoidant behaviour, identifying past successes, and technical strategies such as activity scheduling and relapse
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prevention. Finally, two process components emphasised the importance of scheduling sessions flexibly based on
client needs, and ensuring that the therapist meets recognised standards for MI-CBT training and practice.

Conclusions Expert consensus was established regarding the essential elements of MI-CBT interventions for
lifestyle behaviour change. This consensus provides guidance on essential elements to include in integrated MI-CBT
interventions, which may strengthen MI-CBT training, improve intervention fidelity, and enhance real-world and
research applications targeting physical activity, dietary intake, and smoking cessation. The proposed consensus
framework offers a foundation for future trials assessing the effectiveness and implementation of integrated MI-CBT

interventions.

Keywords Health promotion, Behaviour change, Physical activity, Dietary changes, Smoking cessation

Introduction

Chronic diseases such as diabetes, cardiovascular dis-
ease, and certain cancers remain leading contributors to
global morbidity and mortality [1, 2]. Risk of chronic dis-
ease is largely driven by modifiable behaviours, including
low levels of physical activity (PA), poor diet quality, and
smoking [3]. Addressing these modifiable behavioural
risk factors through targeted interventions is essential
for attenuating preventable disease burden and slowing
disease progression [4]. Consequently, behaviour change
interventions are widely used as a primary strategy for
addressing and managing these risks [5]. A variety of the-
oretical approaches have been used to facilitate behav-
iour change, with motivational interviewing (MI) and
cognitive behaviour therapy (CBT) being two of the most
widely applied. MI and CBT have been increasingly inte-
grated within behaviour change interventions to enhance
their effectiveness in supporting sustained behaviour
change [6-8].

MI is a well-established, evidence-based approach that
seeks to facilitate behaviour change by enhancing an
individual’s intrinsic motivation and resolving ambiva-
lence toward change [9]. MI has demonstrated efficacy
in initiating health behaviour change [10, 11] and emerg-
ing evidence suggests that MI may have a role in relapse
prevention following lifestyle behaviour change [7]. How-
ever, many MI interventions lack explicit maintenance
strategies, which may contribute to relapse [9]. Research
suggests that MI is more effective and produces more
sustained behaviour change when integrated with com-
plementary therapeutic approaches, such as CBT, rather
than being delivered as a standalone intervention [12].
CBT, with its emphasis on structured goal- and action-
oriented strategies, and cognitive restructuring tech-
niques, is commonly used to support both the initiation
and maintenance of behaviour change [13]. While MI
and CBT are increasingly integrated within behaviour
change interventions [6, 8, 14—16], their distinct thera-
peutic styles present challenges that should be consid-
ered when designing effective interventions [17, 18].

MI is characterised by a client-centred, empathetic
communication style that aligns with the “MI spirit,

encompassing partnership, acceptance, evocation, and
compassion [9]. The approach is structured around four
interrelated tasks: engaging (developing a collaborative
relationship), focusing (clarifying and defining the target
behaviour), evoking (drawing out the client’s own reasons
and motivations for change), and planning (committing
to actionable steps for change) [9]. The technical execu-
tion of MI relies on the proficiency of the practitioner in
core micro-skills, including open-ended questions, affir-
mations, reflective listening, and summarising (OARS),
to evoke and reinforce change talk while reducing sustain
talk [9].

Similarly, CBT consists of core therapeutic compo-
nents, with emphasis varying according to client needs
[19]. A fundamental aspect of CBT is its focus on iden-
tifying and modifying maladaptive thoughts and cogni-
tive patterns that influence behaviour. By exploring and
restructuring these cognitions, individuals can develop
more adaptive beliefs that support sustained behaviour
change [13]. Although different CBT components may
hold varying levels of importance for different behav-
iours, certain foundational elements such as goal-setting,
problem-solving, and skills training are relevant across
multiple behaviours. However, there is limited evidence
identifying which CBT components are most essential
when integrated with MI for changes in PA, diet, and
smoking [20].

Two systematic reviews, both limited to randomised
controlled trials, examined the effectiveness of integrated
MI-CBT interventions for PA and anthropometric out-
comes [6, 8]. One review focused specifically on preg-
nant women [6], while the other reviewed trials were
conducted in a range of populations, including but not
limited to, chronic fatigue, physically inactive cancer sur-
vivors, and individuals with chronic conditions such as
rheumatoid arthritis or cardiovascular disease [8]. The
results of these reviews highlight inconsistencies in the
description and reporting of integrated MI-CBT com-
ponents, as well as a lack of detail regarding intervention
delivery [6, 8]. Many studies included in those reviews
failed to measure intervention fidelity, despite the avail-
ability of both MI and integrated MI-CBT fidelity scales
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[21, 22]; this raises concerns about whether the inte-
grated MI-CBT interventions were delivered as intended.
Without clear guidance on the essential components of
integrated MI-CBT interventions, consistency remains
a challenge, limiting both research reproducibility and
practical application. While MI and CBT are designed to
be adaptable and client-centred, this flexibility can con-
tribute to wide variation in how interventions are imple-
mented. Identifying core components is not intended
to constrain practitioner responsiveness, but rather to
support shared understanding, improve fidelity, and
enhance the consistency of reporting, particularly in
applied health settings where MI-CBT interventions are
delivered by diverse practitioners [8]. Establishing expert
consensus on these components can help improve inter-
vention clarity, replicability, and effectiveness.

A Delphi approach provides a structured, systematic
method to address this gap by determining expert agree-
ment on essential intervention components [23]. Delphi
approaches typically involve multiple rounds of surveys
completed by a panel of experts, with anonymised group
feedback provided between rounds to refine and con-
verge opinions [23, 24]. Consensus is generally defined as
a predetermined level of agreement across the panel (e.g.,
>80% agreement) [23, 24]. This approach has been used
to identify core elements of CBT for psychosis [25] and
depression [26], but has not yet been applied to defining
the essential components of integrated MI-CBT for life-
style behaviour change.

The aim of this study was to establish expert consen-
sus on the essential components of integrated MI-CBT
interventions for lifestyle behaviour change using a modi-
fied Delphi approach. The findings will inform the design,
training, and implementation of integrated MI-CBT
interventions, contributing to the development of more
effective and standardised behaviour change strategies.

Methods

Study design

A modified Delphi method was conducted following
the guidance on Conducting and REporting of DElphi
Studies (CREDES) checklist (Additional file 1) [27]. It
is advised that the number of Delphi survey rounds be
established a priori, with three rounds typically regarded
as optimal [28]. Consequently, three survey rounds were
pre-specified. Data collection occurred between May
2024 and August 2024. Survey data were collected using
the REDCap platform (Vanderbilt University, TN). The
protocol for this study has been detailed previously [29].

Consensus

There is a lack of guidelines and agreement in the litera-
ture as to what constitutes consensus for Delphi studies.
Nevertheless, most modified Delphi studies designed to
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establish agreed definitions in health science research
have defined consensus as >70%, >75%, or >80% agree-
ment [23, 24]. For this study, consensus was defined a
priori as >80% agreement either for inclusion (‘consen-
sus in’) or exclusion (‘consensus out’) of a component;
this threshold was chosen as the most stringent level of
agreement that has been previously adopted [23, 24]. It
was also decided a priori that all components would be
carried forward from Round 1 to Round 2 regardless of
the level of agreement [29]. Only in Rounds 2 and 3 was
it possible for components to reach ‘consensus in’ or ‘con-
sensus out’ [29].

Steering committee

A Steering Committee consisting of the study authors
(SB, AD, SB, PO’'H, ED, KR, JB and MK) guided the
research. The committee members were clinicians and
academics and were located in Australia, New Zealand
and the United Kingdom.

Participants and recruitment

A literature search was carried out using the PubMed
database to identify an international panel of academics
with expertise in MI-CBT for lifestyle behaviour changes
[30]. A list of authors (first, senior) who had published
at least one paper on the topic of MI-CBT for lifestyle
behaviour changes, and whose email addresses were
publicly available was created. In addition, a search was
carried out to identify first and senior authors of books,
book chapters, practice guidelines and grey literature on
MI-CBT for lifestyle behaviour changes.

Potential participants included academics, research-
ers, and published authors in the MI-CBT field, as well
as academics, researchers, and healthcare profession-
als involved in the design, implementation, or delivery
of integrated MI-CBT interventions. Consistent with
published Delphi studies, participants required a mini-
mum of three years of direct experience in integrated
MI-CBT to be eligible [31]. While there are no univer-
sally accepted guidelines for expert panel size in modi-
fied Delphi studies, a minimum of 20 participants has
been recommended [24]. To account for attrition, which
is common in Delphi studies due to their iterative nature,
47 potential experts were identified and received a per-
sonalised email invitation to participate and a link to
the first survey. A snowball sampling approach was also
employed, requesting recipients to forward the study
invitation to others with relevant expertise, particularly
clinicians whose names may not appear in manuscript
or book searches. During open recruitment, the research
lead (SB) advertised open invitations to potential experts
using social media platforms X (formerly Twitter) and
LinkedIn. Members of the research team (SB, PO’H, JB,
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MK also provided study information to potential experts
they knew through professional networks.

Survey development

The MI-CBT experts on the research team compiled a
comprehensive list of MI-CBT components, categoris-
ing them into three key domains: (1) MI relational and
technical components (e.g., OARS), which encompass
listening techniques and communication styles (the “MI
spirit”); (2) content components, which include tech-
nical strategies aimed at facilitating behaviour change,
such as problem-solving and activity scheduling; and
(3) process components, which relate to the structure
and delivery of the intervention, including the provider,
session frequency, and mode of delivery. The initial list
was informed by established taxonomies and fidelity
tools used in MI and CBT literature, including exist-
ing research identifying relational, content-based, and
process-oriented techniques within MI and CBT when
delivered independently [26, 32-34]. A ‘long-list’ of 72
components was initially established. This list was itera-
tively refined by members of the research team (SB, SB,
AD, PO’H, JB, MK) to ensure clarity and reduce redun-
dancy, with 60 components included for assessment in
Round 1. The included components and definitions are
provided in additional file 2.

Data collection

Round 1 survey

The flow of the study process is presented in Fig. 1. In sec-
tion one, participants were asked to provide demographic
information, including their role, area of expertise, years
of experience in the field, and country of employment. In
section two, participants were asked to identify if they
were rating MI-CBT components from the perspective
of either behaviour uptake interventions (e.g. promoting
PA) or behaviour cessation interventions (e.g. stopping
smoking). Each participant rated all components from
their selective perspective only. This approach allowed us
to examine whether differences emerged depending on
which perspective was adopted.

Participants rated each MI-CBT component on a
5-point Likert scale, with the following wording used:
‘Please select whether you think the following compo-
nents are either: 1. Necessary (absolute core features);
2. Desirable (helpful and effective); 3. Moderately desir-
able (somewhat helpful but not essential); 4. Undesirable
(unlikely to be helpful and effective); or 5. Unnecessary
(unnecessary)’. A 5-point Likert scale is regarded as the
most effective format for evaluating components within
Delphi research [28]. For each component, participants
were provided with the opportunity to offer a better
description if they considered it appropriate. Participants
were provided with open-ended options to suggest other
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components they might consider necessary or desir-
able for all three categories (relational, content, process).
Figure 2 shows a screen shot of one of the survey state-
ments and answers, and the free text option provided to
participants.

Free-text responses provided in the Round 1 survey
were reviewed by the research team and discussed in
relation to the overall survey responses. Recommenda-
tions that were made by several participants were given
greater weight in the discussions when considering the
proposed changes and finalising items for Round 2.

Round 2

In Round 2, participants were shown the groups’
responses to every component from Round 1. Responses
were presented in two bar graphs for each component:
one graph summarised the responses across each cate-
gory of the 5-point Likert scale and provided the count of
responses for each, while the other aggregated responses
into three categories: ‘necessary and desirable, ‘moder-
ately desirable; and ‘unnecessary and undesirable'. This
was the only deviation from the published protocol,
where we indicated that ‘responses from Round 1 will
be presented in a bar graph and include the median and
IQR of participants’ responses. The research team deter-
mined that two bar graphs more completely conveyed the
range of responses, rendering median and IQR statistics
unnecessary.

Round 2 also incorporated modifications based on
Round 1 feedback, with revised wording and definitions
highlighted for participants. Participants were asked
to rate all the MI-CBT components on a 5-point Lik-
ert scale, including those that achieved >80% consensus
in Round 1. It was decided a priori that all components
would be re-evaluated in Round 2, regardless of their
prior consensus status, as free-text feedback may lead
to refinements; this process is consistent with modified
Delphi approaches [30]. Participants were encouraged
to consider the groups’ responses to the Round 1 survey
before finalising rating [35]. No additional free-text ques-
tions were included in Round 2.

Round 3

For Round 3, participants were again presented with bar
graph results from Round 2 and asked to consider the
group’s responses before finalising their opinion on the
components. Components that achieved consensus in or
consensus out in Round 2 were not included in Round 3.

Data analysis

Descriptive statistics (proportions) were used to sum-
marise participants’ demographic characteristics and
their responses to each survey component. Responses
to ‘necessary’ and ‘desirable’ were combined to create a
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additional components.

Rating of n=60 statements

Round 1 (item rating and generation) (n=30 panelists)

Expert panelizts rated their agreement on MI-CBT components and answered open-ended questions to generate

Relational components (n= 15); Content components (n=33); Process components (n=12)

Rating of n=63 statements of which:

n =53 original statements

n =7 amended statements bazed on feedback
Relational components (n= 4); Content components (n= 3}

n =3 additionzl statements based on feedback
Content compaonents (n= 3}

Round 2 (item rating) (n=28 panelists)

Expert panellists were provided with the results from Round 1. Panellists then rated their agreement on original
companents that were presented in Round 1, and the amended and additional components generated from Round 1.

Relational components (n= 11); Content compeonents (n= 30); Process components (n= 12)

on all remaining MI-CET components.
Rating of n=40 statements of which:

n =32 original statements

n =6 amended statements bazed on feedback
Relational components (n= 3); Content components (n= 3}

n = 2 additional statements baszed on feedback
Content components (n= 2}

Round 3 [item rating) (n=25 panelists)

Expert panellizsts were provided with the list of components that reached consensus in in Round 2; these items were
nat included for rating in Round 3. Panellists were provided with the results from Round 2 and rated their agreement

Relational components (n= 4); Content components (n= 18); Frocess components (n= 10)

Fig. 1 Flow diagram presenting the modified Delphi study process

‘required’ category, while responses to ‘unnecessary’
and ‘undesirable’ were combined to create an ‘unre-
quired’ category. Components that reached the prede-
termined consensus threshold of >80% as ‘required’ were
considered consensus in; components that reached the

predetermined consensus threshold of <80% as ‘unre-
quired’ were considered consensus out [36].

Results
In total, 30 experts participated in Round 1. Of these
participants, 28 (93%) completed Round 2, and 25 (83%)
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2.3 Behavioural experiments to explore evidence for
beliefs and assumptions

(O Unnecessary (unnecessary and unhelpful)

(O Undesirable (unlikely to be helpful and effective)

(O Moderately desirable (somewhat helpful but not
essential)

(O Desirable (helpful and effective)

(O Necessary (absolute core feature)

Is there a better way of describing this strategy?

2.4 Develop a Change Plan (CATs) C= Commitment A=
Activation T= Taking steps

(O Unnecessary (unnecessary and unhelpful)

(O Undesirable (unlikely to be helpful and effective)

(O Moderately desirable (somewhat helpful but not
essential)

(O Desirable (helpful and effective)

(O Necessary (absolute core feature)

Is there a better way of describing this strategy?

2.5 Creating a written agenda that is agreed
collaboratively at the start of each session

(O Unnecessary (unnecessary and unhelpful)

(O Undesirable (unlikely to be helpful and effective)

(O Moderately desirable (somewhat helpful but not
essential)

(O Desirable (helpful and effective)

(O Necessary (absolute core feature)

Is there a better way of describing this strategy?

Fig. 2 Example of statements and answers and the free text option provided to participants

completed Round 3. The median MI-CBT experience
among experts was 13 years (IQR: 6 to 20). There was an
almost equal representation of female (n=16; 53%) and
male (n=14; 47%) experts. Among participants, 27%
(n=8) were research-focused academics, 13% (n=4)
combined research and teaching, 17% (n=5) were clini-
cians, 23% (n=7) were clinician-researchers, and 20%
(n=6) combined clinical practice, research, and teach-
ing responsibilities. The experts came from nine different
countries, with the largest groups from Australia (n=9),
the United States (n=6), and the United Kingdom (1=6).
Other countries included Brazil, Canada, and the Nether-
lands (n=2 each), and Belgium, New Zealand, and Swe-
den (n=1 each).

Round 1

Sixty components were evaluated in Round 1. Of these,
21 attained >80% agreement as necessary and desirable
(Table 1). As specified a priori, all components from
Round 1 were carried forward to Round 2, including
those that attained>80% agreement. Based on partici-
pants' feedback, nine of the 60 original components were
reworded for Round 2, and definitions for components

were added or amended. In addition, based on the open
text responses, three new components were added
to Round 2 (Fig. 2). As a result, 63 components were
included in Round 2.

Round 2

Participants evaluated 63 components in Round 2. Of
these, 23 components reached the predefined consen-
sus threshold of >80% agreement and were therefore
classified as consensus in. These included 8 relational
components, 13 content components and 2 process com-
ponents (Table 1). Descriptive statistics for all Round 2
and 3 responses not achieving consensus are included
in Table 1. The components that met the consensus in
threshold were not included in Round 3. As a result, 40
components were included in Round 3.

Round 3

In Round 3, 40 components were evaluated. Of these, 3
components reached the predefined consensus threshold
of >80% agreement and were therefore classified as con-
sensus in (Table 1). As a result, the total number of com-
ponents that reached consensus in was 26 (8 relational,
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Table 1 Scoring for all components in Round 2 and 3
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Round 2 (n=28)

Round 3 (n=25)

Required Unrequired  Required  Unrequired
(%) * (%) ** (%) * (%) **
Relational components
e Reflections 100% 0% - -
e Summaries 100% 0% - -
e Emphasise autonomy 96% 0% - -
e Open ended questions 96% 0% - -
e Ask-offer-ask 96% 0% - -
e Coming alongside the client 96% 0% - -
e Offer emotional support 93% 0% - -
e Affirmations 89% 0% - -
e Double-sided reflection 71% 0% 76% 0%
e Agenda mapping 64% 0% 76% 0%
e Shifting focus 68% 0% 61% 0%
e Agreement with a twist 40% 0% 48% 0%
e Review a typical day 36% 0% 39% 0%
e Overstating 14% 11% 19% 10%
e Undershooting 0% 11% 9% 14%
Content components
e Using questions to help clients make their own discoveries (guided discovery) 100% 0% - -
e Developing & maintaining therapeutic alliance & understanding of the client's perspective 100% 0% - -
e Eliciting feedback to ensure shared understanding & adapting therapy based on feedback 100% 0% - -
e Managing difficult emotions and helping the client to test out the associated beliefs 100% 0% - -
e Managing the ending of a course of therapy 100% 0% - -
e Methods to prevent relapse 100% 0% - -
e Summarise the plan 93% 0% - -
e Review outcome goal 96% 0% - -
e Agreeing on a list of priority problems 96% 0% - -
e |dentify past successes 96% 0% - -
e Explore change expectations 93% 0% - -
e Identify strengths 93% 0% - -
e Agreeingon a list of priority goals 89% 7% - -
e Reframing 82% 0%
e Activity scheduling * 75% 0% 88% 0%
e Identifying and exploring avoidant behaviour * 78% 0% 96% 0%
e Self-monitoring 75% 0% 92% 0%
e Develop a change plan (CATs) C=commitment A=activation T= taking steps 70% 0% 72% 0%
e Developing a formulation and using it to outline a treatment plan 70% 0% 69% 5%
e Identify and explore avoidant behaviour 70% 0% 67% 0%
e |dentifying and challenging unhelpful thinking styles (e.g. all or nothing thinking) 67% 0% 52% 0%
e Problem solving 67% 0% 68% 0%
e Planning and reviewing practice (‘homework’) assignments 63% 0% 56% 0%
e Behavioural experiments to explore evidence for beliefs and assumptions 59% 7% 72% 0%
e Goal attainment scaling 59% 4% 52% 0%
e Identifying and modifying conditional beliefs/underlying assumptions/rules for living 59% 0% 64% 0%
e Identifying and exploring core beliefs 59% 0% 64% 0%
e Looking forward and looking back 59% 0% 76% 0%
e Use of importance and confidence rulers 59% 0% 19% 0%
e Exposure techniques 48% 4% 64% 0%
e Creating a written agenda that is agreed collaboratively at the start of each session 41% 19% 72% 24%
e |dentifying and challenging key cognitions including negative automatic thoughts 37% 0% 76% 0%
e Ensure that the client understand the rationale for MI-CBT 26% 11% 14% 14%
e Providing the client with written worksheets to gather information, or practice new skills 26% 0% 56% 0%
e Providing a written summary of what was covered in each session — including goals for 22% 7% 16% 24%
period
Process components
e Ensuring that MI-CBT is provided by a therapist who meets recognised standards for M- 100% 0% - -
CBT training and practice
e Scheduling MI-CBT sessions flexibly according to client need 100% 0% - -
e Ensuring that the therapist receives regular supervision 74% 0% 65% 0%
e Ensure that MI-CBT is provided by a therapist who meet recognised standards/ shown to be  74% 0% 65% 0%
competent
e Providing advance reminders of sessions e.g. by text, email or letter 44% 7% 50% 5%
e Providing additional support between MI-CBT sessions by telephone check-in/ email 30% 4% 30% 5%
e Provide at least 5 sessions of MI-CBT 22% 4% 10% 15%
e Scheduling MI-CBT to take place at least once per week for the majority of the therapy 19% 7% 15% 5%
e Providing MI-CBT face-to-face rather than by telephone or video conference 19% 7% 15% 15%
e Scheduling each MI-CBT session to last less than 30 minutes 15% 37% 5% 50%
e Provide at least 12 sessions of MI-CBT 4% 26% 10% 20%
e Providing at least 13-20 sessions of MI-CBT 0% 63% 5% 65%

Page 7 of 13



Barrett et al. International Journal of Behavioral Nutrition and Physical Activity

Table 1 (continued)
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Components in bold and green indicate reaching >80% agreement and classified as consensus in

Components in amber indicate reaching 240% and <79% agreement

Components in red indicate reaching =0% and <39% agreement

Abbreviations: MI-CBT motivational interviewing and cognitive behavioural therapy

@Modified statement in Round 2 based on participant feedback
*Percentage of participants reporting ‘necessary’ or ‘desirable’

**Percentage of participants reporting ‘unnecessary’ or ‘undesirable’

16 content, and 2 process components). No components
reached the predefined consensus threshold of >80%
agreement as unnecessary and undesirable, and therefore
no components were classified as consensus out.

Stratified by uptake or cessation

In Table 2, the 26 components that attained >80% agree-
ment for consensus in are presented, stratified by whether
experts evaluated MI-CBT components from the per-
spective of behaviour uptake or behaviour cessation
interventions. The level of agreement with the response
options of the 5-point Likert scale (necessary, desirable,
moderately desirable, undesirable, unnecessary) are also
presented. This details where experts considered the
components to be necessary or desirable.

Of the 26 components, three components, ‘reframing,
‘summarise the plan, and ‘review outcome goal', did not
reach >80% agreement consensus in for cessation behav-
iours but did for client uptake behaviours. The remain-
ing 23 components achieved >80% agreement, and were
classified as comnsensus in for both uptake and cessation
interventions.

Discussion

To the best of our knowledge, this is the first system-
atic attempt to gain expert opinion on the most essen-
tial components of integrated MI-CBT interventions for
lifestyle behaviour change (e.g. PA, diet and smoking).
After employing a modified Delphi approach, 26 com-
ponents across relational, content, and process catego-
ries reached consensus in, creating an agreed-upon list of
core elements deemed essential for integrated MI-CBT
interventions. The findings contribute to a clearer under-
standing of the components that experts deem essential
for MI-CBT interventions, with important implications
for future training, clinical practice, and research.

Eight relational components were identified as essential
for MI-CBT interventions targeting lifestyle behaviour
change; the majority of these components align with core
elements of MI. Fundamental MI skills of open-ended
questions, affirmations, reflective listening and summa-
ries (OARS) help build rapport, encourage exploration
and guide individuals toward self-determined motivation
for change [9]. A fundamental principle of MI is empha-
sising autonomy, recognising individuals’ capacity to

make independent decisions regarding behaviour change
[9]. Rather than a collection of technical components, MI
is characterised by a distinct “spirit,” conceptualised as a
collaborative way of being with people [37]. Person-cen-
tred communication is pivotal in behaviour change inter-
ventions [38]; the relational components identified in this
consensus statement reinforce that change occurs within
individuals and through meaningful interactions as part-
ners, rather than through professionals’ intent alone [37].

Of the sixteen content components, many reflect gen-
eral therapeutic components, for example developing
therapeutic alliance and eliciting feedback (typical within
MI and CBT), as opposed to items specific to CBT inter-
ventions alone. Other content components might be
considered as behavioural techniques (activity schedul-
ing; self-monitoring) or cognitive techniques (reframing,
exploring change expectations and identifying past suc-
cesses). Many Beckian CBT concepts such as identifica-
tion and challenging of key cognitions and behavioural
experiments to explore evidence for beliefs and assump-
tions may be useful techniques to employ in some cases
[13, 39], but they did not reach comsensus in. This is
similar to findings from an expert consensus on effective
components for CBT for depression [26]. The content
components that reached consensus in closely align with
well-established behaviour change techniques [40], for
example goal setting (behaviour), problem solving, self-
monitoring of behaviour and identification of self as role
model. This aligns with broader psychotherapy literature
which highlights that developing a strong therapeutic
relationship, setting clear expectations, and facilitating
action-orientated techniques that promote health are
fundamental factors that drive behaviour change across
therapeutic approaches [41]. The consensus reached in
this study reflects these principles, reinforcing that effec-
tive MI-CBT interventions are not defined solely by their
behavioural techniques but also by the relational and
process-driven elements that underpin engagement and
sustained change [41].

Integrating MI and CBT components leverages the
complementary strengths of both approaches, address-
ing different stages and aspects of behaviour change.
Both MI and CBT interventions emphasise collaboration;
however, they can differ in how they position the role of
the therapist. CBT traditionally emphasises an expert
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Table 2 MI-CBT components achieving consensus-in stratified by uptake and cessation behaviours
Component Combined Behaviours® Uptake behaviours  Cessation
(n=28) behaviours
(n=23) (n=5)
Open ended questions Necessary (absolute core feature) 27 22 5
Desirable (helpful and effective) 1 1 0
Affirmations Necessary (absolute core feature) 9 6 3
Desirable (helpful and effective) 16 14 2
Moderately desirable 3 3 0
Reflections Necessary (absolute core feature) 21 16 5
Desirable (helpful and effective) 7 7 0
Summaries Necessary (absolute core feature) 14 11 3
Desirable (helpful and effective) 14 12 2
Emphasise autonomy Necessary (absolute core feature) 24 19 5
Desirable (helpful and effective) 3 3 0
Moderately desirable 1 1 0
Coming alongside the client Necessary (absolute core feature) 17 14 3
Desirable (helpful and effective) 10 8 2
Moderately desirable 1 1 0
Offer emotional support Necessary (absolute core feature) 13 9 4
Desirable (helpful and effective) 13 12 1
Moderately desirable 2 2 0
Ask-offer-ask Necessary (absolute core feature) 18 15 3
Desirable (helpful and effective) 9 7 2
Moderately desirable 1 1 0
Agreeing on a list of priority Necessary (absolute core feature) 15 13 2
problems Desirable (helpful and effective) 12 9 3
Moderately desirable 1 1 0
Developing and maintaininga Necessary (absolute core feature) 26 22 4
good therapeutic alliance and  Desirable (helpful and effective) 2 1 1
understanding of the client's
perspective
Eliciting feedback to ensure Necessary (absolute core feature) 16 12 4
a shared understanding and Desirable (helpful and effective) 12 11 1
adapting therapy based on
feedback
Agreeing on a list of priority Necessary (absolute core feature) 10 9 1
goals Desirable (helpful and effective) 15 11 4
Moderately desirable 1 1 0
Undesirable 2 2 0
Explore change expectations  Necessary (absolute core feature) 12 9 3
Desirable (helpful and effective) 14 12 2
Moderately desirable 2 2 0
Identify strengths Necessary (absolute core feature) 13 9 4
Desirable (helpful and effective) 13 12 1
Moderately desirable 2 2 0
Identify past successes Necessary (absolute core feature) 9 5 4
Desirable (helpful and effective) 18 17 1
Moderately desirable 1 1 0
Reframing Necessary (absolute core feature) 9 8 1
Desirable (helpful and effective) 14 12 2
Moderately desirable 5 3 2
Methods to prevent relapse Necessary (absolute core feature) 24 20 4
Desirable (helpful and effective) 4 3 1
Managing difficult emotions Necessary (absolute core feature) 9 7 2
and helping the clienttotest  Desirable (helpful and effective) 19 16 3

out the associated beliefs
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Table 2 (continued)
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Component Combined Behaviours® Uptake behaviours  Cessation
(n=28) behaviours
(n=23) (n=5)
Managing the ending of a Necessary (absolute core feature) 17 14 3
course of therapy Desirable (helpful and effective) 11 9 2
Summarise the plan Necessary (absolute core feature) 17 14 3
Desirable (helpful and effective) 9 8 1
Moderately desirable 2 1 1
Review outcome goal Necessary (absolute core feature) 9 8 1
Desirable (helpful and effective) 18 15 3
Moderately desirable 1 0 1
Ensuring that MI-CBT is Necessary (absolute core feature) 9 7 2
provided by a therapistwho  Desirable (helpful and effective) 19 16 3
meets recognised standards
for MI-CBT training and
practice
Scheduling MI-CBT sessions Necessary (absolute core feature) 10 6 4
flexibly according to client Desirable (helpful and effective) 18 17 1
need
(n=25)° (n=19)° (n=6)°
Identifying and exploring Necessary (absolute core feature) 10 8 2
avoidant behaviour” Desirable (helpful and effective) 14 11 3
Moderately desirable 1 0 1
Self—monitoringb Necessary (absolute core feature) 13 11 2
Desirable (helpful and effective) 10 7 3
Moderately desirable 2 1 1
Activity scheduling® Necessary (absolute core feature) 5 5 0
Desirable (helpful and effective) 17 12 5
Moderately desirable 3 2 1

Abbreviations: MI-CBTMotivational interviewing and cognitive behaviour therapy

3Combined Behaviours = pooled results from uptake behaviour and cessation behaviour combined

bThese components were deemed consensus in after Round 3 which had a n=25

model, where the therapist is assumed to be the key
driver of change [37]. In MI, the client is explicitly seen
as the expert, and the key driver of change. Rather than
viewing these approaches as separate, MI can enhance
CBT by aligning behaviour change with an individual’s
values, strengthening intrinsic motivation [17, 18]. While
values exploration is not always a central focus in health
behaviour change interventions, it is a key feature of
MI that may strengthen CBT’s impact when integrated
[32]. Miller [42] suggested that CBT can be directed
towards change based on the client’s core values, rather
than adhering to a fixed view of which beliefs are con-
sidered ‘rational’ or ‘irrational’ The bidirectional influ-
ence between MI and CBT emphasises the potential for
an integrated approach to improve both motivation and
skill development, ensuring interventions are both client-
centred and action-oriented [9, 17, 18, 37].

Several authors have suggested that relational com-
ponents of interventions interact with technical or con-
tent components to influence behaviour change [43,
44]. Hilton and Johnston argued that how interven-
tions are delivered is often as important as the specific

content of the intervention [45]. Intervention design for
behaviour change may focus too heavily on the techni-
cal components of specific therapy models, while under-
estimating the impact that therapist relational skill may
have on outcomes [37]. Rather than viewing relational
and content-based components as separate influences,
their interaction likely determines effectiveness [32].
Studies demonstrate that therapeutic relational factors
have a strong impact on outcomes, potentially mod-
erating the effectiveness of specific behaviour change
techniques [46]. Hardcastle and colleagues contend that
content-based techniques are likely to be more effective
when delivered within an interpersonal style that sup-
ports autonomy and engagement [43]. This reinforces
the importance of not only identifying key intervention
components but also ensuring they are embedded within
a therapeutic approach that promotes motivation and
self-efficacy.

While 26 components reached consensus, several did
not. Non-consensus components such as ‘agenda map-
ping’ and ‘double-sided reflection’ may still offer clinical
utility depending on the context, phase of intervention,
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and client needs. Their exclusion does not indicate inef-
fectiveness, rather, it suggests these techniques may
be more phase- or condition-specific. A small number
of content-based techniques also narrowly missed the
consensus threshold (76%), including ‘looking forward/
looking back’ and ‘identifying and challenging key cog-
nitions. Divergence in views on these components may
reflect differences in theoretical orientation among pan-
ellists. For instance, those with a stronger CBT back-
ground may view challenging cognitions as essential to
behaviour change [47], while MI specialists may con-
sider it less relevant or potentially unhelpful depending
on client readiness [48]. Flexibility and individualisation
are central to both MI and CBT, and the value of non-
consensus components may emerge in specific clinical
contexts. However, such flexibility presents challenges for
research and training. MI-CBT interventions are often
poorly reported, with limited detail on what components
were used, how they were delivered, and how fidelity was
assessed [6, 8]. This lack of standardisation impacts rep-
lication and limits the ability to understand what makes
interventions effective. By identifying components with
broad expert agreement, this study provides a founda-
tional reference to support clearer reporting, enhance
fidelity monitoring, and guide training. The consensus
components should therefore not be viewed as a fixed
protocol, but as a practical framework to support trans-
parency and rigour in MI-CBT intervention design,
while still allowing for therapeutic responsiveness and
adaptability.

Three components (reframing, summarise the plan,
and review outcome goal) reached consensus for cli-
ent uptake but not cessation behaviours. One potential
explanation is the difference in panel size: the cessation
panel was much smaller (n=5), which may have limited
the likelihood of reaching the 80% agreement threshold
due to the greater influence of individual ratings. The
small group size limits definitive interpretation. Future
research with a larger panel focused on cessation behav-
iours could help clarify these findings.

Strengths and limitations

This study has several strengths. It included experts from
a variety of global regions, though despite the authors’
efforts to recruit from diverse areas, there was no rep-
resentation from Asia and Africa. This may reflect chal-
lenges in engaging experts from these regions, rather
than a limitation of the study itself. The participants
comprised a mix of research and teaching academics and
clinicians with a broad range of experience, ensuring a
well-rounded perspective. Additionally, expert participa-
tion exceeded the recommended minimum sample size
of 20 participants for all three rounds of this modified
Delphi, strengthening the reliability of the findings.
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Nevertheless, there are some limitations to consider.
The Delphi technique aims to recruit a targeted expert
subset of the population rather than a representative
sample which might limit the generalisability of the find-
ings to the broader population of CBT experts. As a
definitive list of MI-CBT experts was not available, par-
ticipant selection relied on investigator-compiled lists
gained from first and senior author and snowball sam-
pling, which may have introduced selection bias. Snow-
ball sampling, a common approach in Delphi studies,
may have led to a group with shared perspectives, poten-
tially influencing the consensus process.

Another key limitation is that the survey did not dif-
ferentiate between phases of intervention. Components
may be differentially important depending on the phase
of intervention, for example MI is often used in early
stages to enhance motivation, whereas action-oriented
processes are more dominant when motivation is stable,
focusing on behaviour change strategies. This phase-
dependent distinction may have influenced the per-
ceived effectiveness and importance of specific MI and
CBT components. Relatedly, some techniques narrowly
missed our 80% consensus threshold, such as agenda
mapping and double-sided reflection, both of which
achieved over 75% agreement, may have been viewed as
more or less relevant depending on the stage of interven-
tion or the health condition in question. For instance,
double-sided reflection may be particularly useful when
clients are ambivalent about change, while agenda map-
ping could be especially relevant when working with cli-
ents managing multiple risk factors (e.g., someone with
hypertension, elevated cholesterol, and low PA) where
collaboratively deciding which issue to prioritise can sup-
port engagement and motivation. While such techniques
did not meet the predefined consensus threshold, they
may still hold significant value in specific clinical con-
texts and intervention phases. Despite these consider-
ations, the modified Delphi approach remains a robust
method for identifying expert agreement on core MI-
CBT components.

Conclusion

This modified Delphi study established expert consen-
sus regarding the essential components of integrated
MI-CBT interventions for lifestyle behaviour change
in PA, diet and smoking. The final consensus included
eight relational, 16 content, and two process components
that provide a structured foundation for integrated MI-
CBT interventions. Rather than serving as a prescriptive
framework, these components offer guidance for clini-
cians and researchers seeking to design, deliver, and eval-
uate MI-CBT interventions. These findings may assist
clinicians who integrate behaviour change techniques
into their practice, helping them prioritise key strategies.
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For researchers, this consensus provides a foundation for
developing integrated MI-CBT interventions that can be
tested against alternative or emerging approaches. How-
ever, further validation is needed before these compo-
nents can be formally adopted as standardised guidelines
or fidelity tools. Future research should focus on evalu-
ating the implementation and effectiveness of these core
components in real-world settings.

Abbreviations

CBT cognitive behavioural therapy

MI-CBT ~ motivational interviewing and cognitive behavioural therapy
Ml motivational interviewing

PA physical activity
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