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ABSTRACT
Motivational Interviewing (MI) is an evidence-based practice that focuses on working
through client ambivalence and increasing clients’ motivation to change. The purposes of this
study were to investigate the effect that a unique student-based training in MI had on counselor
trainees’ ability to perform MI, and on client outcomes. This training program consisted of one
initial four-hour training session, two hours of follow-up supervision, and formal feedback via
MITI 3.0 scores. Counselor-trainee skill was assessed via the MI Knowledge Questionnaire, the
Helping Responses questionnaire, and the Motivational Interviewing Treatment Integrity code
3.0. In addition, the following instruments were used to assess client outcomes ; attendance via
observation assessments, the Session Summary, the Outcome Questionnaire-45.2, and the Client
Satisfaction Questionnaire.
The sample consisted of 43 graduate-level counselor trainees in their first or second
semesters of practicum and 81 adult clients being seen in a university-based graduate studenttraining counseling clinic. Participants were purposefully assigned to either a treatment or
control group. The counselor trainees in the treatment group received the unique training
program, follow-up supervision, and feedback whereas the participants in the control group
received a four-hour orientation to the student-training counseling clinic.
There were four primary hypotheses proposed for analysis within this study (a) How does
a brief training in Motivational Interviewing given to counselor trainees affect their ability to
accurately perform MI?, (b) How does a brief training in Motivational Interviewing given to
counselor trainees affect client functioning?, (c) How does a brief training in Motivational
Interviewing given to counselor trainees affect client adherence?, and (d) How does a brief
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training in Motivational Interviewing given to counselor trainees affect client satisfaction with
treatment? The statistical analyses of these variables yielded significant findings. Specifically,
counselor-trainee skill in MI significantly improved in the treatment group as compared to the
control group as assessed by the MITI with regard to the following variables: evocation,
collaboration, autonomy/support, empathy, direction, MI non-adherent giving information,
closed questions, simple reflections, complex reflections, total reflections, global scores, ratio of
open questions, ratio of reflections, and ratio of MI adherent behavior. In addition, analyses
revealed significant between group differences with client attendance. Specifically, between
group-differences suggested that clients in the MI treatment group attended more sessions,
missed fewer sessions, and completed therapy more frequently than clients in the control group.
Detailed procedures and results as well as implications for the counseling profession and future
research are explored within this study.
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v

ACKNOWLEDGMENTS
Perhaps being appreciative means acknowledging what you have for what it is. Thus, it is
with the deepest sincerity and gratitude that I recognize the many people that God has blessed me
with that have helped me along the way.
First and foremost, I would like to extend a special thank you to my chair, mentor, and
friend Dr. W. Bryce Hagedorn. I am indebted to him for all of his support, guidance, feedback,
and investment in my personal and professional growth. Being an experienced “mountain
climber” himself, he not only helped me design this mountain of a study, but was there for the
climb, and to marvel at the view from the top. I will always remember that “it’s all about
balance” so one should “trust the process” thereby “letting go and letting God”, but sometimes
things are just a “hot mess”, so it’s okay to “go bananas”, but if you do, be sure to keep it
“peanut butter” and say “sanka”.
In addition, I would like to put forth a warm thank you to the members of my dissertation
committee: Dr. Mark E. Young, Dr. K. Dayle Jones, and Dr. Matthew Chin. Dr. Mark E. Young
was an excellent mentor throughout this process. I am thankful to him for his time, support, and
knowledge of research design, counselor training, and empirically based practices that he
brought to this project. Also, I am grateful to Dr. K. Dayle Jones for her expertise with regard to
assessments and to Dr. Matthew Chin for his knowledge of statistical procedures. Without the
help of my committee members, this project would not have been possible.
I would also like to extend my gratitude to the MITI coders, UCF Fall of 2009 practicum
students, my stats consultants (Dustin Sarver, Nina Wong, and Wendy Grauer), and practicum

vi

supervisors who participated in this project. Thank you all for your enthusiasm, willingness to
participate, and outstanding performance with regard to this project.
Thank you to my cohort members (TNT): Jonathan Ohrt, Isaac Burt, Sally Lewis,
Jacqueline Swank, Kara Ieva, and Laura Cunningham for all of your support. Together this
process has “engendered” many life lessons. For example, we learned valuable lessons
concerning our teaching, such as how to “grasp” our students’ attention and “tap into” their
motivating factors. In addition, we’ve learned priceless things about our wellness such as if we
are stressed, we could always just “dust” or “take it to the car”. I will always remember the six of
you.
Finally, I would like to thank my loving family and friends. To my grandmother Nadine
Walton, mother Elaine Young, father Robert Young, and sister Wendy Grauer for consistently
and unconditionally surrounding me with love and unwavering support. I love you all more than
words can express. In addition, I would like to extend a distinctive thank you to my friends and
confidants, for all of your support and camaraderie. I am truly blessed to have you all in my life.

vii

TABLE OF CONTENTS
LIST OF FIGURES .......................................................................................................... xx
LIST OF TABLES .......................................................................................................... xxii
LIST OF ABBREVIATIONS ........................................................................................ xxiii
CHAPTER 1: INTRODUCTION ....................................................................................... 1
Overview ......................................................................................................................... 5
Statement of the Problem ................................................................................................ 8
Strategies in Addressing Client Motivation, Ambivalence, and Resistance ............... 8
Review of Shared Therapeutic Principles ................................................................. 12
Three Factors Unique to MI ...................................................................................... 14
Counselor trainee Transience .................................................................................... 15
Client Adherence ....................................................................................................... 17
Efficient Training in MI ............................................................................................ 17
Purpose of the Study: Rationale and Significance .................................................... 19
Theoretical Framework ................................................................................................. 20
Research Questions & Hypotheses ............................................................................... 21
Rationale for the Approach ........................................................................................... 23
Definition of Terms....................................................................................................... 25
Organization of the Study ............................................................................................. 26
CHAPTER TWO: REVIEW OF THE LITERATURE .................................................... 27
Motivational Interviewing ............................................................................................ 27
viii

Four Main Factors of MI ........................................................................................... 27
Developing Discrepancy ....................................................................................... 28
Rolling with Resistance ........................................................................................ 29
Improving Client Self-Efficacy............................................................................. 30
Empathy ................................................................................................................ 31
MI and Ambivalence..................................................................................................... 32
Ambivalence and Client Outcomes ........................................................................... 34
Ambivalence and Symptom Improvement ........................................................... 35
Ambivalence and Predictive Validity of Client Attendance ................................. 37
MI and Resistance ......................................................................................................... 38
Resistance and Client Outcomes ............................................................................... 40
Addressing Resistance and Client Outcomes ............................................................ 41
Motivational Interviewing and Client Outcomes .......................................................... 44
MI to Treat Axis I Disorders ..................................................................................... 45
MI to Improve Exercise Behaviors ........................................................................... 46
MI and Increasing Exercise Behaviors with Overweight Females ........................... 48
MI and Increasing Exercise Behaviors with Adults Not Engaging in Exercise ........ 49
MI and Client Adherence .............................................................................................. 50
Consequences of Non-Adherence ............................................................................. 50
Costs...................................................................................................................... 51
Occupation of Space ............................................................................................. 52
Frustration on the Part of the Treatment Provider ................................................ 52
ix

Benefiting Clients in Therapy ............................................................................... 53
Adherence within a University-Based Training Clinic ............................................. 54
University-Based Training Clinic Client Demographics ...................................... 54
Diagnoses .............................................................................................................. 55
Early Termination Results .................................................................................... 56
The Transtheoretical Model of Change and Adherence ............................................ 57
Research ................................................................................................................ 59
MI, the Transtheoretical Model, and Adherence .................................................. 61
Studies Measuring the Effects of MI and Client Adherence ..................................... 62
MI and Adherence with Dually Diagnosed Clients .............................................. 62
MI, Adherence, and Client Satisfaction with Outpatient Clients.......................... 63
MI and Client Satisfaction ............................................................................................ 65
MI and Counselor Empathy ...................................................................................... 66
Client Satisfaction and Counselor Empathy.............................................................. 68
Empathy, Therapeutic Alliance, and Client Satisfaction .......................................... 69
Empathy and the Therapeutic Alliance ................................................................. 69
Therapeutic Alliance and Client Satisfaction ....................................................... 69
Eight Stages of Learning MI ......................................................................................... 71
Spirit of MI ................................................................................................................ 72
OARS Client-Centered Counseling........................................................................... 73
Recognition and Reinforcement of Change Talk ...................................................... 74
Strengthening Change Talk ....................................................................................... 75
x

Rolling with Resistance ............................................................................................. 75
Developing a Change Plan ........................................................................................ 76
Consolidating Commitment ...................................................................................... 76
Transition and Blending ............................................................................................ 77
Evidence-Based Implementation of Motivational Interviewing ................................... 77
MI Dissemination Studies ......................................................................................... 79
Measures of MI Adherence: MISC and MITI ........................................................... 81
MISC ..................................................................................................................... 82
MITI 3.0 ................................................................................................................ 82
The Effects of One Workshop Training in MI on Practitioner Adherence to MI ..... 87
Five Methods of MI Training .................................................................................... 89
MI Training and Post-Workshop Feedback with Addictions Counselors ................. 92
MI Training’s Effects on Confidence in the Use of MI with First-Year Medical
Students ..................................................................................................................... 93
MI Training’s Effects on MITI Scores & Knowledge with Third-Year Medical
Students ..................................................................................................................... 94
MI training with Dieticians ....................................................................................... 96
MI Training with Air Force Employees .................................................................... 97
MI Training with Mental Health Counselors ............................................................ 99
Madson’s Review of MI Training ........................................................................... 100
CHAPTER 3: RESEARCH METHODOLOGY ............................................................ 106
Research Questions ..................................................................................................... 106
xi

Research Design.......................................................................................................... 106
Participants in the Study ............................................................................................. 107
Counselor trainees ................................................................................................... 107
Clients ...................................................................................................................... 109
Supervisors .............................................................................................................. 110
MITI Coders ............................................................................................................ 111
Researcher ............................................................................................................... 111
Research Setting.......................................................................................................... 112
Procedures ................................................................................................................... 113
Training ................................................................................................................... 113
Counselor trainee Training ................................................................................. 114
Supervisor Training ............................................................................................ 115
MITI Coder Training .......................................................................................... 115
Instrumentation ........................................................................................................... 116
Counselor trainee MI Skill Measures ...................................................................... 117
MI Knowledge Questionnaire ............................................................................. 117
Helpful Responses Questionnaire ....................................................................... 118
Motivational Interviewing Treatment Integrity (MITI) 3.0 code ....................... 119
Client Outcome Measures ....................................................................................... 121
Outcome Questionnaire 45.2 .............................................................................. 121
Observational Measure of Adherence ................................................................. 123
Client Satisfaction Questionnaire (CSQ) ............................................................ 125
xii

Data Collection ........................................................................................................... 125
Counselor trainee Data Collection Process ............................................................. 127
UBCC Orientation .............................................................................................. 127
First Practicum Class .......................................................................................... 127
Last Practicum Class ........................................................................................... 128
Client Data Collection Process ................................................................................ 129
Confidentiality .................................................................................................... 129
Informed Consent................................................................................................ 130
Counselor trainee Data Collection Process: First, Fifth, and Next-to-Last Sessions
................................................................................................................................. 130
First Session ........................................................................................................ 131
Fifth Session........................................................................................................ 131
Second to Last Session........................................................................................ 131
Data Analysis .............................................................................................................. 132
Repeated Measures Mixed Mode Analysis of Variance (ANOVA): Research
Question 1................................................................................................................ 132
Repeated Measures Mixed Mode Analysis of Variance (ANOVA): Research
Question 2................................................................................................................ 133
Chi-Squared and Independent Samples T-Tests: Research Question 3 .................. 133
Independent Samples T-Tests: Research Question 4 .............................................. 134
Intraclass Correlations ............................................................................................. 135
Power Analysis ........................................................................................................ 135
xiii

Conclusion .................................................................................................................. 136
CHAPTER 4: RESEARCH FINDINGS ......................................................................... 137
Demographic Characteristics ...................................................................................... 137
Counselor trainee Collective Demographics ........................................................... 137
Counselor trainee Treatment & Control Group Demographics .............................. 141
Client Participant Demographics............................................................................. 148
Client Treatment & Control Group Demographics ................................................. 155
Research Question One ............................................................................................... 160
MITI 3.0 Evocation ................................................................................................. 161
MITI 3.0 Collaboration ........................................................................................... 162
MITI 3.0 Autonomy/Support .................................................................................. 163
MITI 3.0 Empathy ................................................................................................... 164
MITI 3.0 Direction .................................................................................................. 165
MITI 3.0 MI Adherent Giving Information ............................................................ 166
MITI 3.0 MI Non-Adherent Giving Information .................................................... 168
MITI 3.0 MI MITI Closed Questions ...................................................................... 169
MITI 3.0 Treatment Group Open Questions Frequency ......................................... 170
MITI 3.0 MI Treatment Group Simple Reflections ................................................ 171
MITI 3.0 Complex Reflections ............................................................................... 172
MITI 3.0 Total Reflections ...................................................................................... 173
MITI 3.0 MI Global Score ...................................................................................... 174
MITI 3.0 Ratio of Open Questions .......................................................................... 175
xiv

MITI 3.0 MI Ratio of Reflections ........................................................................... 176
MITI 3.0 MI Ratio of Complex Reflections............................................................ 177
MITI 3.0 MI Ratio of MI Adherent ......................................................................... 179
Helping Responses Questionnaire: 2X2 Mixed-Mode Repeated Measures ANOVA
................................................................................................................................. 182
MI Knowledge Questionnaire: 2X2 Mixed-Mode Repeated Measures ANOVA .. 183
Research Question Two .............................................................................................. 186
Outcome Questionnaire 45.2 Total Score: 2X3 Mixed-Mode Repeated Measures
ANOVA................................................................................................................... 186
Outcome Questionnaire 45.2 Symptom Distress: 2X3 Repeated Measures ANOVA
................................................................................................................................. 187
Outcome Questionnaire 45.2 Interpersonal Relationships: 2X3 Mixed-Mode
Repeated Measures ANOVA .................................................................................. 189
Outcome Questionnaire 45.2 Social Role: 2X3 Mixed-Mode Repeated Measures
ANOVA................................................................................................................... 190
Research Question Three ............................................................................................ 192
Therapeutic Attendance, Clients Reasons for Terminating: Chi-Square Tests ....... 193
Reason for Terminating between Treatment and Control Groups ...................... 193
Therapeutic Dropout between Treatment and Control Groups........................... 193
Therapeutic Dropout between Semesters (Spring 2009, Summer 2009, and Fall
2009) ................................................................................................................... 194
Therapeutic Attendance, Sessions Clients Attended and Missed: T-Tests ............. 195
xv

Session Attendance between Treatment and Control Groups............................. 195
Session Attendance between Spring 2009, Summer 2009, and Fall 2009
Semesters ............................................................................................................ 195
Client Promptness: T-Tests ..................................................................................... 196
Client Assigned vs. Completed Homework: T-Tests .............................................. 197
Counselor trainee Reported Client Stage of Change: Independent T-Test ............. 198
Counselor trainee Reported Client Adherence to Recommendations: Independent TTest .......................................................................................................................... 200
Research Question Four .............................................................................................. 203
Client Satisfaction Questionnaire: Independent T-Test .......................................... 203
CHAPTER 5: DISCUSSION.......................................................................................... 207
Limitations .................................................................................................................. 207
Limitations Related to the Samples ......................................................................... 208
Sample Size......................................................................................................... 208
Volunteers ........................................................................................................... 208
Client Diversity of Diagnosis.............................................................................. 209
Gerneralizability ................................................................................................. 209
Generalizability: Comparison of University-Based Training Clinic Client
Demographics ..................................................................................................... 209
Generalizability: Comparison of University-Based Training Clinic Client
Diagnoses and GAF Scores ................................................................................ 211
Limitations Related to the Procedures..................................................................... 212
xvi

Maturation ........................................................................................................... 212
Client Outcomes.................................................................................................. 213
MI Basic Proficiency .......................................................................................... 213
Feedback ............................................................................................................. 214
Limitations of Client Diagnoses ......................................................................... 214
Session Selection Bias ........................................................................................ 215
Mechanisms of Change ....................................................................................... 215
Halo Effect & MITI Coder Differences .............................................................. 215
Sample Contamination & Exposure to MI.......................................................... 216
Test Administration ............................................................................................ 216
Repeated Measures ............................................................................................. 217
Limitations Related to the Instruments ................................................................... 217
Measures of Attendance ...................................................................................... 217
MI Knowledge Questionnaire ............................................................................. 218
Session Summary ................................................................................................ 219
Results and Conclusions ............................................................................................. 219
Research Question One ........................................................................................... 219
Research Question Two........................................................................................... 222
Research Question Three......................................................................................... 224
Research Question Four .......................................................................................... 225
Implications................................................................................................................. 227
Implications for Counselor Training ....................................................................... 227
xvii

Implications for Counseling Practice ...................................................................... 228
Implications for Future Research ............................................................................ 230
Conclusions ................................................................................................................. 232
APPENDIX A: MITI 3.0 2X3 REPEATED MEASURES ANOVA WITHIN SUBJECTS
......................................................................................................................................... 233
APPENDIX B: MITI 3.0 2X3 REPEATED MEASURES ANOVA BETWEEN
SUBJECTS ..................................................................................................................... 244
APPENDIX C: MITI REPEATED MEASURES ANOVA PAIRWISE ....................... 247
APPENDIX D: COUNSELOR TRAINEE INFORMED CONSENT ........................... 253
APPENDIX E: PRACTICUM COUNSELOR DEMOGRAPHIC QUESTIONNAIRE 258
APPENDIX F: MI KNOWLEDGE QUESTIONNAIRE ............................................... 260
APPENDIX G: HRQ ...................................................................................................... 262
APPENDIX H: MITI ...................................................................................................... 265
APPENDIX I: CLIENT INFORMED CONSENT ......................................................... 267
APPENDIX J: DIAGNOSIS .......................................................................................... 272
APPENDIX K: SESSION SUMMARY ......................................................................... 274
APPENDIX L: CSQ ....................................................................................................... 276
APPENDIX M: TRAINEE MANUAL .......................................................................... 278
APPENDIX N: IRB APPROVAL .................................................................................. 311
xviii

REFERENCES ............................................................................................................... 313

xix

LIST OF FIGURES
Figure 1: MITI 3.0 Treatment Group Evocation ........................................................................ 162
Figure 2: MITI 3.0 Treatment Group Collaboration ................................................................... 163
Figure 3: MITI 3.0 Treatment Group Autonomy/Support .......................................................... 164
Figure 4: MITI 3.0 Treatment Group Empathy .......................................................................... 165
Figure 5: MITI 3.0 Treatment Group Direction.......................................................................... 166
Figure 6: MITI 3.0 Treatment Group MI Adherent Giving Information .................................... 168
Figure 7: MITI 3.0 Treatment Group MI Non-Adherent Giving Information ........................... 169
Figure 8: MITI 3.0 Treatment Group Closed Questions Frequency........................................... 170
Figure 9: MITI 3.0 Treatment Group Open Questions Frequency ............................................. 171
Figure 10: MITI 3.0 Treatment Group Simple Reflections ........................................................ 172
Figure 11: MITI 3.0 Treatment Group Complex Reflections ..................................................... 173
Figure 12: MITI 3.0 Treatment Group Total Reflections ........................................................... 174
Figure 13: MITI 3.0 Treatment Group Global Score.................................................................. 175
Figure 14: MITI 3.0 Treatment Group Ratio of Open Questions ............................................... 176
Figure 15: MITI 3.0 Treatment Group Ratio of Reflections ...................................................... 177
Figure 16: MITI 3.0 Treatment Group Ratio of Complex Reflections ....................................... 178
Figure 17: MITI 3.0 Treatment Group Ratio of MI Adherent .................................................... 180
Figure 18: Helping Responses Questionnaire Treatment Group Pre to Post .............................. 183
Figure 19: MI Knowledge Questionnaire Treatment Group Pre to Post .................................... 185
Figure 20: OQ 45 Total Score - Treatment Group Pre to Mid to Post........................................ 187
xx

Figure 21: OQ 45 Symptom Distress - Treatment Group Pre to Mid to Post............................. 188
Figure 22: OQ 45 Interpersonal Relationships - Treatment Group Pre to Mid to Post .............. 190
Figure 23: OQ 45 Social Role - Treatment Group Pre to Mid to Post........................................ 191
Figure 24: Client Attendance Fall, Spring, and Summer Semesters........................................... 196

xxi

LIST OF TABLES
Table 1: Test of Homogeneity of Variances for Counselor trainee Demographic Variables ..... 139
Table 2: Counselor trainee Collective Demographic Characteristics ......................................... 140
Table 3: Counselor trainee Treatment and Control Group Differences - Independent samples ttest ............................................................................................................................................... 142
Table 4: Counselor trainee Treatment and Control Group Demographics ................................. 147
Table 5: Client Participants Total Demographics Characteristics .............................................. 151
Table 6: Client Participants Descriptive Statistics ...................................................................... 154
Table 7: Client Participant Descriptive Statistics - Test of Homogeneity of Variances ............. 155
Table 8: Client Demographics Independent Samples t-test ........................................................ 156
Table 9: MITI 3.0 2X3 Repeated Measures ANOVA - Estimates ............................................. 181
Table 10: Client Stage of Change - Group Statistics, Independent t-test ................................... 199
Table 11: Clients Follow Recommendations - Group Statistics, Independent t-test ................. 201
Table 12: CSQ Group Statistics, Independent Samples t-test..................................................... 205
Table 13: MITI 3.0 2X3 Repeated Measures ANOVA - Within-Subjects Effects .................... 234
Table 14: MITI 3.0 2X3 Repeated Measures ANOVA - Between-Subjects Effects.................. 245
Table 15: MITI 3.0 2X3 Repeated Measures ANOVA - Pairwise Comparisons ....................... 248

xxii

LIST OF ABBREVIATIONS
AOD

Alcohol and Other Drugs

CACREP

Council for Accreditation of Counseling and Related Educational Programs

CBT

Cognitive Behavioral Therapy

CSQ

Client Satisfaction Questionnaire

EBP

Evidence-Based Practice

EST

Empirically Supported Treatments

MI

Motivational Interviewing

MISC

Motivational Interviewing Skills Code

MITI

Motivational Interviewing Treatment Integrity Code 3.0

NIMH

National Institute of Mental Health

OQ-45.2

Outcome Questionnaire 45.2

UBCC

University-Based Counseling Clinic

UCF

University of Central Florida

xxiii

CHAPTER 1: INTRODUCTION
The National Institute of Mental Health (NIMH; 2006) reports an average of 1 in every 4
American adults suffers from a mental illness in a given year. When compared with the 2004
U.S. Census approximate of residential adults, this translates to a projected 57.7 million
distressed Americans. The mental health field has responded to these overwhelming figures with
decades of research supporting the efficacy of evidence-based practices (EBPs) in alleviating
symptom distress (Chu, 2008, Unützer, 2008). Furthermore, since EBPs are effective in reducing
clients’ psychological suffering (NIMH, 2006), there is a growing need to adequately train
counselors to bring EBP's out of the textbooks and in to the therapeutic session (Calhoun, Moras,
Pilkonis, & Rehm, 1998).
Researchers and organizations alike seem to have recognized the need to train counselors
to effectively deliver EBPs. For example, Fixsen, Naoom, Blase, Friedman, and Wallace (2005)
contended that training counselors to effectively deliver interventions is one of the most
important principles in disseminating EBPs. Likewise, national accrediting bodies that govern
the training of mental health professionals, such as the Council for Accreditation of Counseling
and Related Educational Programs (CACREP), require counselor trainees to know evidencebased treatments (CACREP, 2008). Interestingly, one of the most common methods for
disseminating EBPs to practitioners is to simply disperse training manuals to them, adding
sometimes a single training session (Miller & Mount 2001). However, this method of training
has recently been called into question, because it is unclear how this leads to proficiency in the
application of EBPs (Chu, 2008; Jensen-Doss, Cusack, & Arellano, 2008; Miller & Mount, 2001;
Miller, Yahne, Moyers, Martineq, & Pirritano, 2004; Proctor, Landsverk, Aarons, Chambers,
1

Glisson, & Mittman, 2009; Sholomskas, Syacuse-Siewert, Rounsaville, Ball, Nuro, & Carroll,
2005). These studies have indicated that while dispersing manualized trainings can be cost
efficient and timely, it is not a sufficient means of facilitating lasting change in practitioner
behavior.
Practitioners who rely solely on training manuals without receiving ongoing feedback on
their performance of EBPs can misinterpret and/or perform EBPs poorly without awareness that
they are poorly performing these EBPs (Sapyta, Riemer, & Bickman, 2005). For example, Miller
and Mounts (2001) studied the impact of a single training session of Motivational Interviewing
(MI), an EBP that has received a large amount of research attention. These authors discovered
that practitioners’ self-reports regarding their performance of MI and the observed proficiency of
their use of MI were unrelated, after practitioners received one 15-hour training in MI. This
suggests that practitioners may not be practicing EBPs as proficiently as they believe that they
are practicing them, even after 15 hours of training. Thus, the need for developing a new means
of providing timely, affordable, and effective training to practitioners in order to proficiently
apply EBPs with clients in clinical settings is so eminent that “the study of mental health training
procedures” is developing into a research field of its own (Rogers, 1995).
The existing literature studying mental health training procedures is sparse and overreliant on practitioner self-report, without comparing self-report to observed practitioner
behavioral changes (Cheston, 2000; Chu, 2008; Miller & Mount, 2001; Jensen-Doss et al.,
2008). For example, studies (Chu, 2008; Jensen-Doss et al., 2008; Proctor et al., 2009;
Sholomskas et al., 2005) often ask practitioners to report how often they used the EBP, then
utilize this self-report as the measure of how often the EBP was used. However, as previously
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mentioned, practitioners do not always adhere to the EBP as proficiently as they report.
Therefore, a second measure that observationally assesses how proficiently the practitioner is
observed to be practicing the EBP in session is needed. As it relates to MI, Moyers, Martin,
Manuel and Miller’s (2003) assessment, the Motivational Interviewing Treatment Integrity Code
3.0 (MITI) is one such observational assessment that measures practitioners’ proficiency in an
EBP. Given that the current study will be utilizing MI, the MITI will be utilized for the purposes
of this study to measure practitioner adherence and is described in detail in chapters two and
three.
In addition to the need for efficient methods of assessing practitioners’ proficiency in
EBPs, practitioners also need efficient methods of training in EBPs. Also, competently training
practitioners will provide better assurance in the quality and continuity of care in the services
they provide (Miller & Mount, 2001). Therefore, developing improved and efficient methods of
training practitioners in EBPs could translate to improved practice in the mental health field.
Despite this need, there has been very little research outside of the laboratory to explore the most
effective means of training practitioners to utilize EBPs (Addis, 2006; Gotham, 2006).
Sholomskas and colleagues’ (2005) recognized the need to explore effective methods for
training practicing community-based practitioners. They compared three strategies for training
clinicians in cognitive-behavioral therapy [CBT]. They reported that prior to their research, “no
study has evaluated the relative effectiveness of different clinician training strategies or whether
clinicians’ knowledge or ability to implement new approaches changes merely as a result of
exposure to a treatment manual” (p.107). The authors suggest that their study was one of the first
studies to evaluate the effectiveness of training methods used to disseminate EBPs to front-line
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clinicians (which was conducted in 2005). In addition, a comprehensive literature review
completed by this researcher substantiated Sholomskas and colleagues’ claim (2005). In short,
research on training clinicians in EBPs is sparse.
While there has been some progress in understanding some of the essential aspects of
practitioner training, several questions still remain. For example, (a) how much training, ongoing
support, and feedback is needed for a student to obtain competency in using EBPs?, (b) Would
trainings provided to different populations (e.g., graduate students in the helping profession,
experienced practitioners, the general public, medical practitioners, etc.) need to be administered
differently to obtain the same level of proficiency in performance?, and (c) Would trainings need
to vary based on one’s vocational setting (i.e. inpatient, outpatient, school-based, home-based,
etc.)?
This study will provide preliminary answers to some of these questions. In particular, this
study will examine the effects that a student-based brief training in motivational interviewing
(with accompanying feedback and supervision) has on counselor trainees’ skill development and
client outcomes. Question (a) will be investigated by measuring how this brief training format
affects trainee’s proficiency level in a particular EBP (i.e., MI). Question (b) will be answered by
assessing the affects of four hours of training, supervision, and feedback in a specified EBP has
on a specific training population (counseling graduate students or “counselor trainees”). Finally,
question (c) will be examined by measuring the affects that the training has on trainees
proficiency in MI and clients’ levels of satisfaction with counseling, functioning, and adherence
to counseling of in a university-based community-counseling clinic. Therefore, contributions to
the field of EBP research and training will be added to the literature.

4

Motivational interviewing was the EBP chosen for this study for several reasons. Some of
the variables taken into account when selecting a specific EBP for this study included (a)
treatment setting, (b) treatment duration, (c) client population, (d) practitioner population, and (e)
the future implications of this study. Before examining this in more detail, an overview of
motivational interviewing is needed.

Overview
Motivational Interviewing (MI), an evidence-based practice that centers on increasing
clients’ motivation for change, has shown promise with a wide variety of client populations and
presenting problems (Bennett, Roberts, Vaughan, Gibbins, & Rouse, 2007; Burke, Arkowitz, &
Menchola, 2003; Gates, McCambridge, Smith, & Foxcroft, 2006; Hokanson, Anderson,
Hennrikus, Lando, & Kendall, 2006; Howard, 1999; Pollak, Østbye, Alexander, Gradison,
Bastian, Brouwer, 2007; Slagle, & Gray, 2007). Although MI was originally developed for use
with clients whom were struggling with alcohol-related problems, it has since been used
effectively in alleviating behavioral and chemical addictions like gambling, eating, smoking, and
drug use and in promoting positive behaviors such as condom use, exercise, and healthy eating
(Burke et al., 2003; Burke, Da Silva, Vaughan, & Knight, 2005; Dunn, DeRoo, & Rivara, 2001;
Knight, McGowan, Dickens, & Bundy, 2006; Martin & Dubbert, 1982; Lira-Mandujano,
Gonzalez-Betanzos, Carrascoza Venegas, Ayala, & Cruz-Morales, 2009; Perrin, Finkle, &
Benjamin, 2007; Parsons, Golub, Rosof, & Holder, 2007; Pollak et al., 2007; Schwartz, Hamre,
Dietz, Wasserman, Slora, Myers, et al. 2007; Thyrian, Freyer-Adam, Hannoever, Reoske,
Mentzel, Kufeld, et al., 2007).
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One of MI’s noted strengths is that it has been shown to be effective in promoting client
adherence. Adherence, as defined by Miller and Rollnick (2002), is the degree to which clients
follow through with agreed upon interventions, directives, and plans such as attending
appointments on time, remaining in treatment, and completing assigned homework. Numerous
studies (Miller & Rollnick; Parsons et al., 2007; Slagle & Gray, 2007) have incorporated the use
MI in treatment to increase client adherence among various client populaces (e.g., clients with
dual diagnoses and specific disorders such as schizophrenia, eating disorders, alcoholism,
depression, and anxiety) within both inpatient and outpatient settings. These studies will be
further examined in Chapter Two.
In addition, Miller and Rollnick (2002) claim MI can be used therapeutically with most
any individual who lacks motivation for behavioral change. MI asserts that most individuals have
struggled with finding the motivation to change their behavior at one time or another. For
example, most human beings have wanted to increase behaviors such as exercising, reading,
studying a foreign language, eating healthy, playing a musical instrument, or decrease behaviors
such as watching television, eating unhealthy foods, staying up late. However, there are
simultaneous benefits (i.e. eating healthy will keep me healthy, fit, and increase my lifespan) and
consequences (i.e. eating healthy is inconvenient, the food doesn’t taste as good, and it is not as
satisfying) to engaging in these behaviors. Therefore most individuals have, at one time or
another, wanted to change a behavior, but lacked sufficient motivation to carry out these desired
behavior changes.
Miller and Rollnick (2002) suggest that finding the motivation to change is part of being
human, and that MI can help speed up the natural change process (Prochaska & DiClimente,
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1983). Further, MI asserts lacking the motivation to change is a natural human condition, rather
than a pathological problem. Therefore, since motivational interviewing works to increase
individuals’ motivation towards making behavioral changes, and given that most individuals at
one time or another struggle with finding the motivation to change, MI could aid most
individuals in following through with desired behavioral changes.
Moreover, Miller and Rollnick provided empirical support for the use of MI with a wide
variety of counseling modalities (e.g. couples, group, adolescent and child counseling).
Therefore, MI has been effective in facilitating change across a wide variety of client behaviors,
populace, settings, and modalities.
Miller and Rose (2009) assert that MI has shown tremendous promise as a treatment
theory, is applicable to human behavioral processes (i.e. ambivalence towards change), and is not
limited to particular client populations. Thus, ideally MI could be utilized affectively with any
client population that possesses ambivalence towards change. However, MI has yet to be tested
with all client populace, across all behavioral domains, and in all settings (Miller & Rollnick,
2002). Being that a study measuring the use of MI with clients in a university-based outpatient
clinic has not yet been done, this study will add to the body of research related to MI’s use with
various populations.
In accordance with the promise MI has shown and the possibility of applying MI with
various client populations to enhance motivation towards behavioral change, health care
professionals have responded with a growing interest in MI. Specifically, practitioners involved
in studies measuring the use of MI with various client populations must first be properly trained
in MI. Thus, professionals are expressing an interest in regard to training professionals in the use
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of MI (Madson, Loignon, & Lane, 2008). Because research involved in the training of
professionals to effectively deliver MI to diverse client populations is still unfolding (Miller &
Rose, 2010) this study further investigated the training of individuals in the use of MI with a
diverse client population. This unique four-hour training in MI as well as the demographics of
the client population utilized within the study are further described in chapters three, four, and
five of this study.

Statement of the Problem
The following paragraphs discuss the underlying need for training counselor trainees in
MI. First, counselor trainees’ need for training in MI is discussed. More specifically, this section
will cover counselor trainees’ need for (a) strategies in addressing client motivation,
ambivalence, and resistance, (b) research to aid in understanding MI training, (c) a review of
shared therapeutic principles, (d) a theoretical framework from which to guide their previously
learned skills, and (e) the three factors that are unique to MI. Additionally, this study outlines the
need for providing MI to clients seen in a university-based clinic, to include (a) counselor trainee
transience, and (b) client adherence issues. As a final point, the need for the development of a
timely, affordable, and efficient way of dispersing MI to trainees is outlined.

Strategies in Addressing Client Motivation, Ambivalence, and Resistance
Upon entering the helping profession, counselors aspiring to help their clients change
often find the majority of their clients are less willing, ready, and able to change than first
anticipated (Miller & Rollnick, 2002). Being unfamiliar with strategies for understanding and
enhancing clients’ motivation, recommendations akin to, “come back when you’re ready,”
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(Hettema, Steele, & Miller, 2005, p.92) are all too common. MI gives counselors an alternative
to the preceding proposition by addressing the two obstacles to change that are common amongst
a variety of client populations: ambivalence and resistance (Miller & Moyers, 2006).
MI considers both ambivalence and resistance to be normal aspects of human nature
(Miller & Rollnick, 2002). For the purposes of this study, ambivalence is defined as the client’s
uncertainty as to which course of action to follow due to the simultaneous coexistence of two
opposing beliefs (e.g., “I want to, but I don’t want to” [Miller & Rollnick, p.14]). On the other
hand, MI considers resistance to be a behavioral response that is made to oppose motion (Miller
& Rollnick, 2002). Resistance is evoked by environmental conditions and is not a client trait.
Being that MI views resistance as an interpersonal process, client resistance is used to cue MI
counselors to shift their approaches. These terms, ambivalence and resistance, and their role in
MI, will be further elaborated upon within chapter two of this study.
MI also gives practitioners strategies for increasing client’s motivation towards change.
Some of the common strategies utilized include resolving clients’ ambivalence towards change,
avoiding client resistance, increasing clients’ motivation to change, and strengthening clients’
commitment to change (Miller & Rollnick, 2002) (strategies which will be further elaborated in
chapter two). By equipping students with the strategies necessary for enhancing clients’
motivation (rather than turning clients away), counselor trainees will be better able to examine
those barriers that prevent client change (viz. client motivation towards change). Consequently,
counselor trainees will be better able to fulfill their mission to, “advocate at individual, group,
institutional, and societal levels to examine potential barriers and obstacles that inhibit access
and/or the growth and development of clients” (American Counseling Association; ACA, 2005,
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p.5). Thus, training counselor trainees in MI will meet the essence of what the ACA calls for
from its practitioners.
As noted earlier, given that motivation and ambivalence are innate human behavioral
processes that most individuals struggle with at one time or another (Miller & Rollnick, 2002),
MI is not limited to working with specific client populations (Miller & Rose, 2009). As a result,
regardless of the therapeutic setting (e.g. public schools, outpatient, inpatient, private practice),
counselor trainees are likely to encounter clients who are less than enthusiastic with the
therapeutic process and/or who are struggling with ambivalence. Thus, if students learn MI
during their graduate training, this would provide a foundation for their future clinical work,
regardless of population or setting.
Research investigating the effects of MI training on graduate students in the helping
professions is currently nonexistent and needed. Borkovec’s (2006) article on research in mental
health training clinics discussed this need. Borkovec argued that the investigation of effective
methods of intervention (i.e. EBPs) was the best route for answering pressing questions
regarding the nature of therapeutic change. In addition, Borkovec reported, “researchers need to
involve everyone in the profession in order to maximize the amount of knowledge so acquired
and to minimize the amount of time needed to achieve real solutions for psychological
problems,” (p. 211). So the argument can be made that there is a need to expand the investigation
of the use of MI as an effective intervention to graduate student populations (i.e. counselor
trainees) in order to maximize the amount of knowledge acquired about this intervention in the
hope of solving the more pressing question involving the nature of therapeutic change.
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Additional reasons why MI training with graduate students is needed are indicated within
the following paragraphs. Although there have been several studies that have measured the
effects of MI training on various groups (e.g., Air Force employees, nursing staff, high school
counselors, dieticians, medical doctors, seasoned mental health practitioners), only a few were
administered with those working with non-addicted clientele (e.g., Baer, Rosengren, Dunn,
Wells, Ogle, & Hartzler, 2004; Saitz, Sullivan, & Samet, 2000), and none which measured the
effects of MI training specifically with graduate students in the helping profession. In accord
with the need for research examining MI training with counselor trainees, Madson and
colleagues (2009) stated the following:
Graduate mental health training programs appear to be fertile ground on which to
explore various approaches to training future professionals in MI. Research in
this area could (a) shed light on similarities and differences of training students
versus professionals, (b) outline how to best integrate MI training into specific
classes (e.g. counseling skills or alcohol and drug treatment), (c) help identify an
optimal sequences for developing MI competence (e.g., 8 stages), (d) examine the
efficacy of MI training in a practicum format, and (e) study optimal methods to
train participants how to integrate MI with other interventions. (p.107)

Therefore, research investigating the effects of MI training is needed in order to discover
similarities and differences between training professionals and students, understand effective
ways of teaching MI to graduate students, and to examine the effect that a training program
based in students’ practicum classes has on their ability to demonstrate proficiency in MI.
Research concerning MI training has typically been targeted towards populations who
either had very little training in the basic counseling skills (e.g., Air Force employees, medical
students, and nurses) or to practitioners with several years experience (Madson, 2009). Much like
seasoned practitioners, counselor trainees should have a good working knowledge of the basic
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counseling skills upon entering their clinical courses (i.e. practicum and internship). However, as
students are unlikely to have a well-established and practiced theoretical orientation, they have
less to unlearn than their experienced counterparts (Alton, Whitman, & Boyd; 2000; Burlingame,
Fuhriman, Paul, & Ogles, 1989; Schneider & Pinkerton, 1986; Sifneos, 1989). Thus, due to the
dearth of research in MI training with graduate level students in the helping profession, and the
previously mentioned research potential with this population, there is a need for research in
training masters’ counselor trainees in MI.

Review of Shared Therapeutic Principles
Many of the theoretical tenets inherent to MI were derived from the basic overarching
tenets and skills shared by other theories of counseling. In fact, some of the most important
techniques and conditions necessary for the therapeutic alliance (e.g., techniques such as
reflecting meaning, paraphrasing, summarizing, and asking open questions, as well as the crucial
conditions of empathy, collaboration, and promoting client autonomy) are inherent to the
practice of MI (Miller & Rollnick, 2002). By the time they enter their clinical coursework,
counselor trainees should be familiar with these techniques and conditions, as they have studied
many of them throughout their graduate studies. Therefore the shift over to implementing MI is
not that much of a stretch of their maturing skill set.
Students are required to know and perform all of the previously mentioned skills and
conditions by the time they first start working with clients in their clinical coursework (i.e.
practicum). Therefore, by providing counselor trainees with training in MI, they would receive a
thorough review of some of the most important skills and conditions that they will be required to
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demonstrate with their clients. A review of these shared skills and conditions could be beneficial
to counselor trainees for several reasons. First, several months may have lapsed between the time
they enter practicum and the period in which they took their theories and techniques coursework.
Thus, students may fail to recall some of the basic techniques and theories that they have already
learned and a refresher would be helpful. Second, as counselor trainees are already struggling
with anxiety and self-doubt (Alton et. al, 2000), a review may be helpful in reinforcing clear
behavioral expectations, thereby offering counselor trainees comfort and security (Stoltenberg,
1981). Therefore, the aim of this study will be to teach MI to counselor trainees in order to build
upon their previously acquired skill set and provide them with a review of previously learned
skills they will be required to demonstrate in their future work with clients.
In addition to counselor trainees receiving a review of some of the techniques and
conditions required of them, training in MI would present a theoretical framework from which to
conceptualize much of what they have already learned. Researchers (Soloway, 1985;
Stoltenberg, 1981) report that counselor trainees often feel anxious when they have to apply the
counseling skills they have learned in the classroom in session with clients. For instance,
Soloway (1985) described this transition from demonstrating conditions and skills with peers to
applying these skills with clients as, “a potential crisis” (p. 50). This crisis may be averted if a
student has a strong framework on which to base their interventions: this study asserts that MI
will offer one such framework.
Counselor-trainee anxiety is often attributed to a lack of guidance for how to begin
working with clients or a framework for how to use their skills, rather than a lack of knowledge
of the basic techniques (Alton et al., 2000). In accord with this position, Markus and Kitayama
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(1991) suggested that counselor trainees be provided a clear conceptual framework from which
to guide their work; this would help in alleviating counselor trainees’ anxiety. Training in MI
could provide counselor trainees with clear guidelines for where to begin, what to do with
clients, and a stable therapeutic framework from which to guide their work with clients. This in
turn may help alleviate some of the initial stress, frustration, and feelings of inadequacy with
which counselor trainees struggle (Stoltenberg, McNeill, & Delworth, 1998; Stoltenberg &
McNeill, 1997). Thus, this study provided counselor trainees with a clear therapeutic framework,
which served to guide their work with their clients.

Three Factors Unique to MI
There are three factors that are unique to MI that make this EBP stand out as a better
choice for training counselor trainees than other EBPs. The factors that are unique to MI are (a)
MI was designed to be used within a few sessions or operate as a stand-alone theory (Miller &
Rollnick, 2002), (b) the final stage of learning MI involves integrating other theories of
counseling with MI (Miller & Moyers, 2006), and (c) because MI works to increase clients’
motivation towards change, unlike most EBPs (Addis, 2006), MI is not diagnosis-specific. Being
that some clients who attend university training clinics often do not have a formal diagnosis
(Lampropoulos, Schneider, & Spengler, 2009), and that MI works at facilitating change across
several behavioral domains (e.g. a diagnosis is not needed to use MI), counselor trainees could
use MI with several client populations.
Counselor trainees are often unsure of their theoretical orientation (Alton et al., 2000) and
struggle to develop a professional identity. Thus, training in MI could provide students with a

14

stable theoretical framework from which they could operate while figuring out the theoretical
orientation they are most interested in ascribing to during their training experience. As a result,
students would have an opportunity to experience and possibly better understand the counseling
process in live practice with clients before having to choose a theory of counseling.
, Counselors can use MI in a short (1 or 2 sessions) or long-term (3-10 sessions) capacity
(Miller & Rollnick, 2002). MI can be used either to (a) assess client’s motivation for change and
move clients through the natural cycle of change to prepare them for therapy (short-term), or (b)
it can be used to help clients make behavioral changes across a variety of behavioral realms
(longer period of time). Also, MI proponents condone the counselor’s movement from MI to
another theory of counseling at the final stage of learning MI (Miller & Rollnick). Therefore,
training in MI would provide a stable foundation for counselor trainees to work with clients
without causing trainees to feel forced into only adhering to this particular theory of counseling.
Also, because MI can operate as stand alone therapy, MI can be used for the entirety of the
counseling process. Thus, counselor trainees could utilize this theory throughout the duration of
their training experience if they so wish. Due to these three unique principles of MI, this theory
allows counselor trainees a stable framework from which to begin work with their clients without
imposing on their freedom to choose their own unique theory of counseling.

Counselor trainee Transience
Training in MI would not only serve to meet the needs of counselor trainee’s, this
training would also be beneficial in addressing the needs of clients attending clinics where
counselors-trainees complete their training, as well as in other treatment facilities that offer

15

relatively short treatment periods. For those students who complete their practicum in universitybased community counseling clinics, treatment periods are often defined by the academic
calendar. Therefore, counselor trainees tend to be transient in that they typically see clients for
the single semester before progressing to other settings for their internship. This means counselor
trainees may see clients for one 14-week semester (given perfect conditions where the client
starts services at the beginning of the semester), and then if the client continues to need
assistance, they may be paired with a new counselor trainee with the beginning of a new
semester. Therefore, as counselor trainees and clients may have 14-weeks or less to work
together in therapy, therapeutic work needs to be accomplished rather quickly.
As MI was designed for use with brief, time-restricted counseling, it would be
appropriate for the time-limited counseling that occurs within the up to 14-week time frame
offered by many university-based clinics. MI works quickly by providing practitioners strategies
for (a) assuming the development of a quick therapeutic alliance, (b) setting attainable goals, (c)
moving clients rather quickly though the behavioral change process, and (d) by providing
practitioners with clear objectives related to client motivation (Miller & Rollnick, 2002). In fact,
MI can be effective in galvanizing behavioral change and increasing clients’ motivation in as
little as one or two sessions (Miller & Rollnick). Therefore, due to client and counselor time
limitations that stem from counselor trainee transience and the short academic semester, this
model of brief counseling is ideal for use with client populations seeking services at universitybased training clinics.
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Client Adherence
In addition to time-limited services and counselor trainee transience, another variable that
is unique to university-based clinics is therapeutic dropout (a form of a lack of adherence)
(Klein, Stone, Hicks, & Pritchard, 2003; Kokotovich & Tracey, 1987; Renk & Dinger, 2002).
Miller and Rollnick (2002) provided MI strategies for increasing client adherence in two parts:
(a) adherence to the problem, and (b) adherence to treatment (e.g. client attendance to counseling
sessions). Therefore, as MI provides strategies for preventing premature client termination, MI
was specifically selected to address the high prevalence of counseling dropout that can be found
within university-based clinics For example, the dropout rates of clients attending universitybased training clinics are estimated by Lampropoulos and colleagues (2009) to be at 57.4%,
which are consistent with those found at other training clinics (Renk & Dinger, 2002; Richmond,
1992). Thus, due to the success that MI has had with a wide range of client populations in
addressing adherence to treatment, in addition to its empirically based brief nature, MI training
would be beneficial to clients attending a university-based training clinic.

Efficient Training in MI
We do not yet know how much training, supervision, and feedback is needed for students
to become proficient in MI. As formerly mentioned, relying on dispersing training in EBPs to
practitioners via training manuals does not seem to be effective in facilitiating lasting skill
attainment and proficiency in trainees. Thus, offering practitioners a manual in MI may not be
enough to produce MI proficient practitioners. Also, other studies (Markowitz, Manber, &
Rosen, 2008; Maunder, Milne, & Cameron, 2008) have attempted to manipulate the amount of
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time needed to teach EBPs like MI, often with mixed results. Whereas Miller, Yahne, Moyers,
Martinez, and Pirritano (2004) established that fifteen hours or more of training in MI, in
addition to ongoing feedback and ongoing individual coaching or supervision, was enough to
attain and maintain MI proficiency, the question that is addressed later within this study still
remains: what is the optimal mix of time, training, and feedback that is necessary to produce MI
proficient practitioners?
The benefit of discovering the relationship between the time, methods, content, and
effectiveness of training in MI would be that such an equation could be helpful in devising more
affordable trainings. Developing more efficient methods for training practitioners in MI may
increase the number of practitioners that could invest the cost and the time required for training.
This in turn could increase the dispersal of MI to practitioners thereby also expanding the
number of clients that practitioners could reach with this EBP.
Upon reviewing trainings in MI listed on the Motivational Interviewing Network of
Trainers (MINT) website, the author found costs which ranged from $150.00 to over $500.00 for
MI training alone, figures which do not include the cost of travel, lodging, and other expenses.
Furthermore, the majority of these trainings were at least fifteen hours in duration and were
provided over the span of two or more days. Unlike the pharmaceutical or medical industries that
are able to offer direct incentives to health care professionals for attending such trainings,
practicing counselors are often not afforded the same support or incentives (Sholomskas et al.,
2005). Therefore, if practitioners need or desire additional training, they often have to incur the
costs of training out of their own pocket. Given that the average annual earnings of mental health
counselors in the United States were $34,380 as of May of 2006 (U.S. Department of Labor,

18

2006), a salary of this amount does not leave much room for education. Therefore, developing
MI trainings that are more cost and time efficient, while concurrently increasing trainees’
proficiency in MI, may enhance the number of individuals whom are able to benefit from
training in this EBP.

Purpose of the Study: Rationale and Significance
There are two main purposes of this study. The first is to investigate the effect that a
unique student-based MI training program (which would include a 4-hour brief training
curriculum, as well as weekly supervision and feedback) has on counselor trainees’ ability to
accurately perform MI with their university clinic-based clients. This study will identify the
effects that a specific ratio of training, supervision, and feedback has on increasing counselor
trainees’ skill level in MI as measured by the MITI.
The second purpose of this study is to determine the effect that a unique student-based
MI training program has on client outcomes. Client outcomes are defined in this study as
changes in the client’s behavior as a result of the therapeutic process. The specific client
outcomes being measured in this study include the following: (a) symptom distress, interpersonal
functioning, and social role functioning as measured by the Outcome Questionnaire-45.2; (b)
clients’ adherence to treatment as measured by their attendance record (to include number of
sessions attended and their arriving on time to sessions), and; (c) clients’ self-reported
satisfaction with therapy as measured by the Client Satisfaction Questionnaire-8. This study will
go into greater detail in regard to each of these measures and variables in Chapter 3. Thus this
study will provide a connection between the quantity and quality of MI that is used within the
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counseling session and the impacts that MI has on client outcomes. The results of this study will
provide further direction for the use of MI with (a) counselor trainees, (b) general client
populations and (c) working with such clients within university-based training facilities.

Theoretical Framework
Motivational Interviewing is a directive, client-centered theoretical approach that seeks to
motivate clients to alter their behaviors by exploring and resolving their ambivalence towards
change (Miller & Rollnick, 2002). This therapeutic method was designed to help practitioners
conceptualize clients at their current stage of change via Prochaska and DiClimente’s (1986)
Transtheoretical Model of Change (e.g., contemplation, pre-contemplation, preparation, action,
maintenance) and therapeutically intervene in order to help clients’ transition progressively from
one stage to another. Furthermore, this theory was founded on the core humanistic principles of
warmth, empathy, and unconditional positive regard, each of which are considered essential in
order for change to occur. Unlike client-centered therapy, MI is directive in that it utilizes
empathetic reflection to elicit client change talk.
Miller and Rollnick (2002), the founders of MI, make the distinction between the spirit of
MI and techniques utilized with MI. The spirit of MI is noted to be the most essential component
of the MI approach and can be characterized by three main points. The spirit of motivational
interviewing includes (a) autonomy, (b) collaboration, and (c) evocation. Autonomy refers to the
clinician’s position that the client has a right and ability to make their own choices. This is
contrasted with authority: MI practitioners are encouraged to respect clients’ autonomy and
refrain from assuming an authoritative role. In addition, collaboration, rather than confrontation,
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is recommended. Thus, counselors work in collaboration with their clients towards their goals
and respect their clients’ inner resources and expertise. Last, the evocation of clients’ inner
resources, expertise, and coping mechanisms is suggested over education.
In addition to the spirit of MI, there are four main factors (or techniques) of MI that
Miller and Rollnick (2002) discussed. These involve the counselor’s use of (a) empathy (e.g.
reflective listening or accurate empathy), (b) developing discrepancy, (c) rolling with resistance,
and (d) improving the client’s self-efficacy. These four factors, in addition to other essential
tenets and techniques of MI, will be discussed in greater detail in chapter two of this study.

Research Questions & Hypotheses
The effect of a brief and unique student-based training program in motivational
interviewing on client outcomes and trainee skill development will be examined. The research
questions addressed within this study are as follows:
1. How does a brief training in Motivational Interviewing given to counselor trainees affect
their ability to accurately perform MI?
a.

There is a difference between two groups of counselor trainees (treatment and
control groups) in their use of MI in session as measured by the MITI.

b.

There is a difference between two groups of counselor trainees (treatment and
control groups) and their self-reported knowledge of MI (as measured by the MI
Knowledge Questionnaire).

2. How does a brief training in Motivational Interviewing given to counselor trainees affect
client functioning?
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a.

There is a difference in outcomes between two groups of clients (treatment and
control groups) concerning their total symptom scores (TS), Symptom Distress
scores (SD), Interpersonal Relationship scores (IR), and Social Role scores (SR)
as measured by the Outcome Questionnaire 45.

3. How does a brief training in Motivational Interviewing given to counselor trainees affect
client adherence?
a.

There is a difference between two groups of clients (treatment and control
groups) concerning retention rates as measured by clients’ attendance record,
which was documented on the Session Summary.

b.

There is a difference between two groups of clients (treatment and control
groups) concerning their promptness to sessions as measured by the minutes late
to session as documented on the Session Summary.

c.

There is a difference between two groups of clients (treatment and control
groups) concerning their completion rates of homework as assigned by counselor
trainees as documented on the Session Summary.

d.

There is a difference between two groups of clients (treatment and control
groups) concerning their follow-through on agreed-upon counselor trainee
recommendations as measured by Session Summary Report.

e.

There is a difference between two groups of clients (treatment and control
groups) concerning their total readiness score as measured by counselor trainee’s
report on the Readiness Ruler, which was documented on the Session Summary.

4. How does a brief training in Motivational Interviewing given to counselor trainees affect
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client satisfaction with treatment?
a.

There is a difference between two groups of clients (treatment and control
groups) concerning their satisfaction rates as measured by the client satisfaction
questionnaire.

Rationale for the Approach
This study will utilize a quasi-experimental, quantitative research design in order to
investigate the effects that training in MI has on counselor trainees and client outcomes in a
university-based counseling clinic (known as the Community Counseling Clinic [UBCC]). As
previously mentioned, practitioner self-report tends to be an unreliable method of measuring
trainee adherence to EBPs. Therefore, the Motivational Interviewing Treatment Integrity (MITI)
code (Moyers, Martin, Manuel & Miller, 2003), which is an observational assessment, will be
used to measure counselor trainee’s adherence to MI for the purposes of this study. This
instrument has been utilized in several similar MI training studies. For a detailed review of these
studies, please refer to Chapter 2. In addition, detailed psychometric properties for this
instrument are expanded upon in Chapter 3.
Measures of trainee self-report will still be gathered for consideration in order to further
delineate an understanding of the correlation between practitioner self-report and observed
proficiency in MI. As previously mentioned, trainee self-report is one of the most commonly
used assessment in gathering practitioner’s use of EBPs with clients. However, according to
Miller and Mount (2001), the connection between practitioner self-reported adherence to MI and
observed proficiency on the MITI has been unrelated (i.e. not reliable). Therefore, this study will
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provide a comparison of trainee self-report (via the MI Knowledge Questionnaire attached in
Appendix F) and the supervisors’ observations of their trainees’ proficiency (via MITI score) to
further determine the how the training impacts these connections.
Supervision, feedback, and an abbreviated student-based training will be utilized in
combination for the first time in the current study. All three of these methods will be used
because researchers have begun to discover that all three aid in producing sustained change in
practitioner behaviors. For instance, studies have consistently found feedback enhances
performance (Locke & Latham, 1990). Likewise, Miller, Yahne, Moyers, Marinez, and Pirritano
(2004) measured several methods of learning MI and found that the combination of an initial
workshop or training, in conjunction with ongoing feedback and coaching (i.e. supervision) over
a period of time, to be the most effective method of acquiring proficiency in MI. The authors of
this study suggested learning environments that were able to provide ongoing post-training
support (e.g. supervision, observational feedback, coaching) to be ideal for learning this form of
treatment. Being that university-based training clinics can provide trainees with a variety of
support options (e.g., the clinic being used in the present study offers real-time support via live
observation and bug-in-ear supervision, 1 hour of weekly triadic supervision, 1½ hours of group
supervision, and observational feedback via viewing trainees sessions), the post-training support
that Miller et al. suggested will be used with this trainee population.
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Definition of Terms
Adherence
Adherence as operationally defined for the purpose of this study is the degree to which
clients follow through with agreed upon interventions, directives, and plans such as attending
appointments on time, retention rates, and completing assigned homework (Miller & Rollnick,
2002).
Ambivalence
MI considers ambivalence to be a normal aspect of human nature (Miller & Rollnick,
2002). For the purposes of this study, ambivalence is defined as an uncertainty as to which
course of action to follow due to the simultaneous coexistence of two opposing beliefs.
Counselor trainee
Counselor trainee is the term used to refer to graduate-level counseling students, enrolled
in a CACREP accredited master’s program, who are currently working with clients in a training
setting. These individuals are students enrolled in their clinical coursework (practicum and/or
internship), which begin mid-way through their seven-semester degree program (if classes are
taken on a full-time basis). In addition, this term refers to students who have taken all the
prerequisites for practicum and yet have not completed the necessary coursework for graduation.
Outcome
In this study, outcome refers to changes that occur in clients’ behaviors as a result of the
therapeutic process. The client outcomes being examined for the purposes of this study include
clients’ self-reported symptom distress (i.e. OQ score), their reported interpersonal relationship
and social role functioning (i.e. OQ score), their adherence to treatment, and their satisfaction
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with treatment (i.e. CSQ score). These changes will be measured by examining changes in
observed behaviors and self-reported scores. These behavioral changes will be measured at fixed
intervals throughout the duration of the 14-week study.
Resistance
For the purposes of this study, resistance is a normal aspect of human nature whereby
behavioral responses are made to oppose motion (Miller & Rollnick, 2002). Resistance is evoked
by environmental conditions and not a fixed trait or a symptom of mental illness.

Organization of the Study
Chapter 1 of the study has presented the introduction, the statement of the problem, the
purpose of the study, the questions to be answered, the research hypotheses, the significance of
the study, and the definitions of terms. Chapter 2 is a review of relevant literature. It addresses
the following topics: MI, the impact MI has had on clients’ life functioning, adherence, and
satisfaction with treatment, and MI training. Chapter 3 presents the methodology used in the
study, including the research design, population and sampling procedure, and the instruments
and their selection or development (together with information on validity and reliability). Each of
these sections concludes with a rationale, including strengths and limitations of the design
elements. Chapter 3 goes on to describe the procedures for data collection and the plan for data
analysis. Chapter 4 presents the results of the study and Chapter 5 discusses and analyzes the
results, discusses limitations, and culminates in conclusions and recommendations.

26

CHAPTER TWO: REVIEW OF THE LITERATURE
This chapter presents a review of the substantial literature regarding Motivational
Interviewing (MI). Specifically, this chapter includes the following, (a) an overview of MI (viz.
four factors of MI), (b) MI and ambivalence, (c) MI and resistance, (d) MI and client outcomes,
(e) MI and client adherence, (f) MI and client satisfaction, and (g) evidence-based
implementations of MI. In addition, the relationships between MI training, trainee proficiency in
MI, and client outcomes are presented.

Motivational Interviewing
MI draws from humanistic, client-centered theoretical tenets (Rogers, 1959) and Bem’s
(1972) self-perception theoretical principles (Miller & Rollnick, 2002). MI gives practitioners
strategies for addressing client’s motivation towards change (Miller & Rollnick). One of the
ways MI does this is by exploring and resolving client’s ambivalence towards change. Some of
the other common strategies utilized within MI include avoiding client resistance, increasing
clients’ motivation to change, and strengthening clients’ commitment to change. First an
introduction of the four main factors of MI is provided. Then, the terms ambivalence and
resistance, along with their role in MI, and the research exploring the relationship between these
and client outcomes is presented.

Four Main Factors of MI
In addition to the spirit of MI (i.e. client-centered principles), there are four main factors
of MI that Miller and Rollnick (2002) discussed. These involve the counselor’s use of (a)
developing discrepancy, (b) rolling with resistance, (c) improving the client’s self-efficacy, and
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(d) empathy (e.g., reflective listening or accurate empathy). These four main factors of MI are
delineated below.
Developing Discrepancy. Miller, Zweben, DiClemente, and Rychtarik (1992) stated
motivation towards change occurs when individuals “perceive a discrepancy between where they
are and where they want to be,” (p.8). MI counselors utilize active listening skills (Rogers, 1980)
to target discrepancies between their clients’ current behavior and their desired behavior (Miller
& Rollnick, 2002). When clients have a goal that they are not yet “living” (e.g. a difference
between how an individual would like to behave and how they are actually behaving) counselors
see this as an opportunity to develop a discrepancy in order to motivate their client to make life
changes that are important to them. MI maintains the core client-centered principles, also
referred to as the spirit of MI, while developing client discrepancies. Thus, counselors gradually
raise clients’ awareness when they perceive a client’s behavior as leading away from, rather than
toward, their future stated goals.
The directiveness of MI is evident in the principle of developing discrepancy, (Markland,
Ryan, Tobin, & Rollnick, 2005). While developing the discrepancy, counselors actively explore
the pros and cons of behavior change in order to raise the client’s awareness of the difference
between what they are doing and what they would like to be doing. For example, if a client
would like to increase their social behaviors, but they are not taking the initiative to approach
other individuals, a counselor would explore the pros and cons to approaching individuals.
Whereas some of the benefits may include receiving positive social reinforcement (in the form of
smiles, compliments, proximity, etc.), some of the cons may include social rejection or
embarrassment (i.e. if the individual the client chooses to approach rolls their eyes, refuses to
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engage in a conversation, makes degrading comments towards the individual, etc.). Through both
the clarification of these inner conflicts and the exploration of behavioral choices, individuals are
expected to resolve their ambivalence and thereby make a decision regarding their behavior (in
this case whether to approach or avoid social contact) (Miller & Rollnick, 2002). Thus the choice
as to whether or not to change is left up to the client.
Rolling with Resistance. The counselor using MI, rather than opposing resistance, rolls
with it (a term used throughout the MI literature) (Miller & Rollnick, 2002). Instead of
confronting client resistance, the counselor uses the client’s forward momentum to explore
his/her view in greater detail. As counselors refrain from arguing with clients, resistance
decreases because clients are not reinforced (by refraining from following through with
counselor’s suggestions) for being resistant (Markland et al., 2005). Instead, clients are
encouraged through the exploration of ambivalence to develop and define their own solutions to
their problems (Miller & Rollnick, 2009). Thus, a collaborative partnership, rather than a
hierarchy (that may invite a power struggle) ensues. In other words, by promoting client’s
autonomy (e.g. sending the message that the choice to change or not to change is the client’s) in
a collaborative manner, counselors remove a hierarchical relationship thereby giving the client
nothing to struggle against (Miller & Rollnick, 2002).
The objective of rolling with resistance is to place the responsibility of arguing for
change on the client by eliciting change talk (Markland et al., 2005). Change talk in MI is
referred to as overt declarations on the part of the client that demonstrates a need or intention for
behavioral change (Miller & Rollnick, 1991). There is some evidence to suggest that an increase
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in client change talk could lead to positive client outcomes (Amrhein, Miller, Yahne, Palmer, &
Fulcher, 2000).
For example, if a client was referred for treatment and did not want to be there, MI would
promote rolling with this type of client resistance. Specifically, if a client were to say, “I don’t
know why they sent me here and I’m only here because I have to be”, rather than presenting
opposing reasons (i.e. reasons why treatment may help the client), the counselor using MI might
reflect, “If it were up to you, you would not be here.” Thus, rather than arguing with the client,
MI counselors roll with client resistance, thereby placing the responsibility for change on
him/her.
Improving Client Self-Efficacy. The third main factor of MI, improving client’s selfefficacy, involves first whole-heartedly believing the client is capable of making a change
(Miller & Rollnick, 2002). One way to do this is to instill hope in the client by communicating
that there is no one “right” way to make a change: if the initial change plan does not work,
numerous alternative change plans can be implemented. Thus, this method of instilling hope
helps to alleviate clients’ feelings of failure thereby increasing their self-efficacy.
Counselors using MI will focus on the strengths, skills, and resources the client already
has utilized to make changes in their lives (Miller & Rollnick, 2002). Also, sharing success
stories other clients have had may be beneficial in instilling hope and increasing client’s selfefficacy. Therefore, counselors aim to enhance clients’ motivation towards change through the
adoption of the spirit of MI as well as the four main factors of MI (empathy, developing
discrepancy, rolling with resistance, and improving client’s self-efficacy).
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In enhancing clients’ motivation towards change, client symptoms are expected to
decrease in regard to the objective of the behavioral change (Miller & Rollnick, 2002). For
instance, if a client who has problematic alcohol use experiences an increase in motivation
towards abstaining from alcohol, they are likely to begin taking steps towards changing that
behavior (i.e. thinking about changes, taking steps towards change, or actively changing). So if
an individual begins taking steps towards changing their problematic alcohol use (e.g. attending
Alcoholics Anonymous, abstaining from drinking, identifying and increasing positive coping
mechanisms, increasing their support systems) then the negative symptoms and consequences
associated with problematic drinking are expected to decrease (e.g. traffic violations, tardiness or
absences from work, feelings of depression). Therefore, as an individual’s motivation towards
positive behavioral change increases, client symptoms along the targeted behavioral change
decrease.
Empathy. The most important element of MI, empathy, involves the counselors’
understanding of their clients’ perceptions, worldviews, and values (Miller & Rollnick, 2002).
The way empathy is displayed within MI is through the client-centered (Rogers, 1980) use of
accurate reflection (Miller & Rollnick, 2009). The use of empathy allows counselors, among
other things, to understand what changes the client is willing to make, understand how to help
the client resolve ambivalence, and in assessing strengths the client can rely on when developing
a change plan specific to his/her desired goals.
The counselor using MI, through the use of accurate reflective statements concerning the
client’s thoughts, feelings, and values, demonstrates empathy (Miller & Rollnick, 2009). As
empathy aids in providing clients with a safe atmosphere in which to process their thoughts and

31

feelings, clients become more comfortable in examining ambivalence and less likely to respond
with resistance to change. Thus, clients are more likely to respond positively to the therapeutic
process when empathy is utilized. Empathy and its effects on client outcomes are further
explored within the client satisfaction and outcomes section found later in this chapter.

MI and Ambivalence
In addition to the four main factors of MI, the use of increasing motivation towards
change through exploring and resolving client’s ambivalence towards change is central to MI
(Miller & Rollnick, 2002). First, an explanation of ambivalence from the lens of MI is delineated
to include the relationship between ambivalence and the transtheoretical model of change (TTM;
DiClememente & Prochaska, 1998). Then, studies examining ambivalence and client outcomes
with populations closely related to the population chosen for this study will be presented.
Ambivalence asserts there are coexisting benefits and consequences to change that can
cause the decision to change to be more complicated than one would presuppose (Miller &
Mount, 2001). MI assumes client readiness for change varies based on the individual and that
ambivalence about change is a natural human condition (Miller & Rollnick, 2009). This
ambivalence can be the source of clients’ thoughts of “on the one hand I want to change and on
the other I don’t want to change”.
Ambivalence refers to the simultaneous holding of two contrary opinions about the same
subject matter. For example, a person suffering from social anxiety, social isolation, or
depression may have feelings of “I want to increase my social support by approaching and
socializing with others, but I’m afraid of rejection.” Thus, approach (“I want to socialize with
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others”) and avoidance (“I do not want to socialize with others”) thoughts and feelings occur
simultaneously. Thus, ambivalence is defined as the concurrent recognition of both the costs and
benefits of any change (McEvoy & Nathan, 2007).
Ambivalence in the form of approach and avoidance thinking, feelings and behavior is
also common with individuals who are struggling with other problem behaviors. Some such
behaviors include vehemently acting out in anger, repeated failure to complete work or school
tasks, or problem drinking and/or drugging (Miller & Rollnick, 2002). As individuals often
recognize the consequences, risks, and damages associated with their behavior, they are often
concurrently attracted to and repelled by their behavior. For example, with problem anger,
persons may want to yell at or hit individuals with whom they are angry, while at the same time
may have strong inclinations keeping them from wanting to yell at or hit these same individuals.
Although ambivalence is common, when people become stuck in ambivalence, problems can
persist and even progress (Miller & Rollnick). Whereas ambivalence is hypothesized to be the
cause of persistent problem behavior, through the exploration of ambivalence, MI works to
increase individuals’ readiness for change.
The relationship between ambivalence and individuals’ readiness for change can be
conceptualized via the Transtheoretical Model of Change (TTM; DiClememente & Prochaska,
1998). The TTM outlines five stages an individual naturally cycles through when initiating
and/or maintaining behavioral changes. These five stages, which will be further elaborated upon
later, include pre-contemplation (individual is not considering behavioral change), contemplation
(characterized by ambivalence in which the individual is weighing pros and cons of change),
preparation (occurs when the pros of changing outweigh the cons), action (the individual is
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taking steps towards changing), and finally maintenance (upkeep of behavioral changes)
(Prochaska, 1986). Congruent with the TTM, Miller and Rollnick (2002) reported:
…passing through ambivalence is a natural phase in the process of change.
It is when people get stuck in ambivalence that problems can persist and intensify.
Ambivalence is a reasonable place to visit, but you wouldn’t want to live there. In
this way, ambivalence can be a key issue that must be resolved for change to
occur. (p.14).
The TTM suggests that if ambivalence about behavioral change is resolved in favor of
making the change, the individual is likely to move towards the later stages of the model (action
and/or maintenance). Conversely, if ambivalence towards behavior change is resolved in
opposition to making the change, the individual is likely to move back into the precontemplation stage of the TTM. Therefore, this model implies behavior change (and concurrent
symptom relief) hinges on individuals’ ambivalence towards making behavior changes.

Ambivalence and Client Outcomes
As strategies within MI target the exploration and resolution of ambivalence, there is
some evidence to suggest this tenet affects client outcomes. Specifically, Lamberts (1992) study
indicated that client variables (such as ambivalence) are likely to be associated with client
outcomes. Furthermore, the role of ambivalence as a client variable that affects client outcomes
has been thoroughly studied through its role in the TTM. However, the empirical support for the
TTM and client outcomes are mixed (McEvoy & Nathan, 2007). For example, DiClemente
Prochaska, Fairhurst, Velicer, Velasquez, and Rossi (1991) found a relationship between the
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TTM (i.e. client’s stage of change) and client outcomes, whereas Carlson, Taenzer, Koopmas,
and Casebeer (2003) did not. Thus, studies examining the relationship between ambivalence and
client outcomes will be explored in the following paragraphs.
Ambivalence and Symptom Improvement. McEvoy and Nathan (2007) examined the
predictive validity of ambivalence towards behavioral change on client outcomes (specifically,
symptom improvement). The population examined in McEvoy and Nathan’s study included
clients with similar demographics and disorders of the client participants within the current
study. Specifically, the clients in McEvoy and Nathan (2007)’s study included 173 outpatient
clients being seen in a community-counseling clinic for anxiety and depressive disorders. The
mean age of participants was 34.5 years and the average length of treatment was 9.59 sessions.
Also similar to this study, the researchers used scaled questions to assess client ambivalence,
ranging from 1 (slightly) to 5 (very large) and for client readiness to change, ranging from 1 (not
at all ready) to 5 (totally). Dissimilarly, the current study relied on client self-report rather than
the counselors’ perceptions of the clients’ readiness to change. In addition, no psychometric
properties were reported for these means of assessment.
McEvoy and Nathan (2007) tested two hypotheses associated with ambivalence as
defined in the TTM. These hypotheses included (a) ambivalence towards change would be
associated with increased client outcomes, and (b) ambivalent individuals would experience less
symptom change than clients who predominately acknowledged the benefits of change. Clients
were categorized as approachers (those who predominately acknowledged the benefits of
change), avoiders (those who predominately acknowledged the costs of change), ambivalent
(those who acknowledged both the costs and benefits of change), or indifferent (those who
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acknowledged few costs or benefits of change) based on their answers to the questions posed to
them by the researchers. These categorizations were utilized to group treatment participants for
pre-post treatment comparison. The Beck Depression Inventory (BDI; Beck, 1978) and Beck
Anxiety Inventory (BAI; Beck, Epstein, Brown, & Steer, 1988) were utilized to assess pre-post
client outcomes (i.e. symptom improvement). The individuals classified as ambivalent by the
researchers demonstrated significantly better pre to post treatment improvement (as measured by
BDI and BAI scores) than individuals classified as approachers, avoiders, or indifferent. This
study adds to the literature that verifies the utility of the TTM by suggesting that if a client is in a
pre-treatment statement of ambivalence or contemplation (rather than pre-contemplation, action,
or maintenance), their symptoms are likely to demonstrate increased improvement.
McEvoy and Nathan (2007) suggested that a client’s state of ambivalence can be utilized
to predict his/her therapeutic outcomes. Although all of the categories of clients in their study
demonstrated some pre to post improvement, the authors chose to utilize cognitive behavioral
therapy rather than MI to treat participants. As MI has been hypothesized to be effective in
resolving individuals’ ambivalence towards change (thereby improving client outcomes), a study
measuring the use of MI to increase clients’ motivation towards change is needed. Therefore, the
current study examined the impacts of training counselor trainees in the use of MI to treat
outpatient clients (many of which presented with anxiety or depressive disorders) seen in a
community-counseling clinic. Additionally, as the BDI and BAI only examine outcomes
associated with client’s specific disorders, these assessments may miss changes in interpersonal,
occupational, and affective functioning. Being that the Outcome Questionnaire 45 (OQ-45)
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examines a full range of change in client functioning, the OQ-45 was utilized for the purposes of
this study.
Ambivalence and Predictive Validity of Client Attendance. Principe, Marci, Glick,
and Ablon (2006) discovered a connection between clients who were ambivalent (defined by
being in the contemplation stage of the TTM) and client outcomes (defined by their continuation
in therapy). Ninety-one clients being seen in an outpatient community mental health center took
place in this study. The focus of this study was on the relationship between client readiness to
change, perceived therapeutic alliance, and continuation in therapy. Similar to the referral criteria
for the current study, clients from Principe and colleagues’ study who were court mandated or
displayed symptoms of psychosis were excluded.
Another parallel to the current study includes the assessment measures that were utilized.
Principe and colleagues used measures to assess general levels of symptom distress that were not
specific to certain disorders. Particularly, client self-report instruments to include the Brief
Symptom Inventory – 18 (BSI-18) and the Global Severity Index (GSI) were used to yield one
overall score of client symptom distress. In addition, the Stages of Change Scale (URICA;
McConnaughy, Prochaska, & Velicer, 1983) was used to assess the client’s pre-treatment stage
of change and the Working Alliance Inventory (WAI; Horvath & Greenbert, 1989) measured the
strength of the client-counselor alliance.
Principe and colleagues found a relationship between client stage of change and WAI
score. Specifically, their findings suggested that the higher the contemplation score on the Stages
of Change measure, the higher the goal (e.g. level at which clients and counselors agree upon
goals for counseling), task (e.g. level at which clients and counselors agree upon how to achieve
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goals set for counseling), and bond (e.g. level at which clients and counselors report there is a
relational bond between them) scores on the WAI. Further, a logistic regression did not reveal
significance with regard to their second hypothesis: that Stage of Change scores could be used to
predict a client’s therapeutic attendance. This suggests that a client’s pre-therapy stage of change
does not determine whether or not they will attend therapy.
Whereas Principe and colleagues examined the role of ambivalence in predicting
therapeutic outcomes (specifically in relation with the therapeutic alliance and attendance), only
one stage of change (contemplation) was examined. In addition, the researchers did not account
for changes in the client’s stage of change throughout the duration of the therapeutic process. As
ambivalence is hypothesized to be a fluid, rather than a stable, human condition (Miller &
Rollnick, 2002), changes in this state need to be anticipated and accounted for throughout the
duration of treatment. Therefore, the current study will assess participants’ perception of their
client’s stage of change over time (i.e. after each session). Furthermore, the predictive validity of
each of the stages of change (rather than just contemplation) and client outcomes will be
explored in the current study.

MI and Resistance
Resistance, as a theoretical construct pertinent to MI, is arguably as equally important of
a construct as ambivalence (Miller & Rollnick, 2002). An overview of resistance as
conceptualized from an MI framework is given in this section, followed by an exploration of
research investigating resistance and client outcomes with populations similar to the populace
chosen for the current study.
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Resistance, within MI, is conceptualized as an interpersonal process (Miller & Rollnick,
2002). Rather than viewing resistance as static client trait, resistance is thought of as an
indication that the counselor should shift his/her approach and try something different. In
addition, how the counselor responds to resistance (i.e. opposing or rolling with it) will influence
whether the resistance increases or decreases.
The righting reflex is referred to by Miller and Rollnick (2002) as the counselor’s natural
inclination towards making things within the client’s life “right” (from the counselor’s
perspective) in order to alleviate a client’s presumed suffering. For example, if a client were to
discuss problems within his/her relationships that were related to angry outbursts (e.g., throwing
objects, yelling, hitting, etc.), the counselor’s natural inclination might be to pose reasons for the
client to change the angry behavior without exploring the client’s desire for change. This
inclination (i.e. the righting reflex) could influence counselors’ to oppose resistance thereby
reinforcing continued client resistance.
Instead of opposing resistance however, counselors practicing MI are asked to choose to
roll with the resistance and engage the client’s own problem-solving strategies. By rolling with
rather than opposing resistance, the resistance within the counseling relationship is expected to
decrease (Miller & Rollnick, 2002). Thus, rather than directly opposing resistance or persuading
the client to change something that they do not want to change, the counselor instead turns
his/her attention to exploration of what the client does want to change. Therefore, MI proposes
that clients, rather than counselors, should be the ones presenting the arguments for change.
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Resistance and Client Outcomes
Resistance and client outcomes within MI have not been thoroughly researched. In
accord with this, Patton, Kivlighan, and Multon (1997) call for more studies examining
resistance:
“Although a very large theoretical and clinical literature exists about resistance
and how the counselor should address it, there are very few empirical studies that
have investigated how it is recognized, what the effect of confronting resistance is
on the client, what the relationship is between addressing resistance and client
outcome, what the pattern of change is in client resistance across time, or how
such a pattern of change relates to client outcome.” (p. 191)
This suggests that there is a gap in the literature concerning the defining mechanisms and effects
of resistance on client outcomes. The current study will add to the investigation of client
resistance and client outcomes by assessing counselor’s perceptions of their clients’ stage of
change after each session and the relationship between the stage of change and client outcomes.
Further, it is thought that as counselor trainees in the MI treatment group implement MI
strategies with clients, this would help motivate clients towards behavior change thereby
improving client outcomes. In the proceeding paragraphs literature addressing resistance and
client outcomes is presented.
In a review of the mechanisms of change within MI, Apodaca and Longabaugh (2009)
agreed with Patton and colleagues (1997) and reported, “because ‘rolling with resistance’ is a
key MI strategy, the small amount of research on this topic was surprising,” (p. 104). The only
study investigating the link between resistance and client outcomes that Apodaca and
Longabaugh discovered was in Miller, Benefield, and Tonigan (1993)’s study. The author was
unable to find any further studies addressing this topic. Miller and colleague’s study showed a
strong relationship between client resistance and client outcomes (i.e. that increased client
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resistance demonstrated decreased client outcomes). Apodaca and Longabaugh cited the need for
more studies examining the role of client resistance in client outcomes.

Addressing Resistance and Client Outcomes
The research examining the affects (i.e. positive or negative client outcomes) of
counselor’s addressing client resistance is mixed. For instance, some studies (Foreman &
Marmar, 1985; Truax & Wittmer, 1973) suggested that counselors’ addressing and/or
confronting client resistance can result in strengthening working alliance and enhance some
positive effects on client outcome. Conversely, the results of other studies suggest counselors’
confrontation of client resistance had negative effects on the therapeutic relationship, premature
termination, and negative client outcomes (Arizmendi, 1982; Gomes-Schwartz, Hadley, &
Strupp, 1978; Hadley & Strupp, 1976).
Adding to the confusion posed by the literature, each of the above studies utilized
inconsistent measures and definitions of client resistance. For instance, Lewis and Evans (1986)
reported four principle elements that comprised resistance: (a) a client barrier, (b) the counselor’s
subjective evaluation of the client, (c) the client’s reactions to resistance, and (d) the counselors’
and clients’ interactions. Thus Lewis and Evans imply that there are four interactive layers of
resistance. In addition, some of these layers of resistance are at an inter-psychic level (i.e.
client’s reactions to resistance). So, developing a measure that could accurately and consistently
identify what clients identify as barriers (which may be different depending on the client), the
counselor’s thoughts and evaluations of the client (which may be fluid and changing as the
counselor gains more information about the client), the client’s thoughts and reactions to what
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they perceive as client-counselor resistance, and client and counselor reactions to one another is
seemingly difficult.
Birschoff and Tracey (1995) tackled the task of examining client-counselor resistance in
their study. These researchers examined the relationship between client resistance, counselor
confrontation, and client outcomes. Ten archived sessions were examined and coded for
counselor and client utterances of resistance on the Client Resistance Code (CRC; Chamberlain,
Patterson, Reid, Kavanagh, & Forgatch, 1984). The authors found that utterances of client
resistance did not affect counselors’ statements of opposing resistance. Further, the authors
discovered that directive therapeutic responses increased the likelihood of client resistance. This
suggests that counselors can increase client resistance by directly opposing client resistance.
Furthermore, as the experimental group within this study was taught to respond by rolling with,
rather than opposing resistance, it was anticipated that the Treatment Group would not reinforce
and thereby decrease client resistance. Although there were no specific measures of client
resistance within this study, an increase in client attendance Treatment Group would be
hypothesized to stem from a decrease in the reinforcement of client resistance on the part of the
Treatment Group counselor trainees.
Patterson and Forgatch (1985) also examined the relationship between counselor and
client resistance within the therapeutic relationship. The authors of this study looked at the
bidirectional relation of counselor-client resistance. Six families participated in this study and
clients were rated on an observational assessment, the Client Noncompliance Code (Kavanagh,
Gabrielson, & Chamberlain, 1982), which identified five non-compliant client behaviors (i.e.
interrupt, negative attitude, confront, own agenda, not tracking). The counselors were rated by a
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separate observational assessment, the Therapist-Counselor Behavior Code (Forgatch &
Chamberlain, 1982), which coded counselor behaviors such as support, teach, question, confront,
reframe, take, and facilitate. The results of analyses within this study indicated that counselor
behaviors of teaching and confronting significantly increased client reactions of non-compliance.
Further, facilitative and/or supportive counselor behaviors increased the likelihood of clients
responding with what researchers identified as compliance. This study suggests that counselor’s
responses can influence client compliance/non-compliance behaviors. Therefore, as MI teaches
counselors to “roll with client resistance” (viz. facilitating and supporting through the use of
accurate reflection) rather than opposing (viz. confronting or teaching), compliant client
responses are expected to increase. Specifically, in the current study, the following elements of
client behavior are expected to increase as a result of training students in the use of MI: client
compliance as measured by clients’ attendance, counselor self-reported degree of client followthrough on counselor’s recommendations, timeliness, and clients’ completion of counselor
assigned homework.
The one study that did address resistance (as defined by MI) and its role in client outcome
was that by Miller, Benefield, and Tonigan (1993), who examined the effects of resistance on 42
problem drinkers. This study reported a large effect of client resistance on client outcomes.
Specifically, the more clients exhibited resistance within the counseling session, the worse their
substance use became. As Miller and colleague’s study demonstrated a relationship between
resistance and outcomes amongst substance users, more research exploring the relationship
between client resistance and client outcomes needs to be completed, to include the nonsubstance abusing population of clients.
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Therefore, as the participants in the Treatment Group within this study will be taught MI
strategies to reduce client resistance, this study will explore differences between counselor
trainee adherence to MI and client outcomes. Further, as increased client resistance negatively
impacts client outcomes, an inverse relationship (decreased resistance and increased client
outcomes) will be expected in the treatment group. Further, as some studies indicate that
increased client resistance yields worse client outcomes (Birschoff & Tracey, 1995; Forgatch &
Chamberlain, 1982; Miller, Benefield, & Tonigan, 1993; Patterson & Forgatch, 1985),
measuring the relationship between counselor trainee adherence to MI and client outcomes is
expected to shed light on the role of resistance and client outcomes. Although the relationship
between client resistance and client outcomes will not specifically be explored, overall client
functioning (as measured by the OQ-45) and use of MI (via the treatment group) vs. non-use of
MI (via control group) will be examined within this study.

Motivational Interviewing and Client Outcomes
As previously mentioned, MI works to increase client’s motivation towards behavioral
change (Miller & Rollnick, 2002). In addition, Motivational Interviewing has shown promise
with clients whom have a variety of presenting problems and whom were treated in a variety of
clinical settings (2002). However, the majority of the studies examining MI and client outcomes
targeted clients with alcohol and other drug (AOD) disorders. As clients presenting with AOD
disorders are not seen within the clinic setting chosen for this study, the studies outlined in the
proceeding paragraphs targeted behavioral domains that might be seen in the clients who
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participated in this study (i.e. studies with clients presenting with AOD disorders were not
included).
The studies examining MI’s effect on client outcomes and client functioning (e.g., the
relationship between the use of MI for the treatment of Axis I disorders, and for exercise and
dietary behaviors) are discussed in the following paragraphs. Studies targeting these two client
variables were selected because of all the studies reviewed that utilized MI, the participants
within the studies delineated below were the populations that most closely resembled the client
population at the university-based training clinic that participated in the current study.

MI to Treat Axis I Disorders
MI as a pretreatment and/or concurrent method of counseling has been utilized with a
wide array of client disorders (e.g., various types depression and anxiety, eating disorders, posttraumatic stress disorder, and obsessive compulsive disorder) to increase favorable client
outcomes and decrease client symptoms. For example, Slagle and Gray (2007) suggested the use
of MI in combination with exposure therapy to treat a common client-presenting problem seen
within university-based clients: anxiety. Being that anxiety often occurs with concurrent
approach (i.e. “I want to”) and avoidance (i.e. “I don’t want to”) thoughts and behaviors, a
certain level of ambivalence may be inferred from anxious behaviors (Miller & Rollnick, 2009).
Furthermore, as MI works to resolve ambivalence towards behavioral change, Slagle and Gray
proposed the use of MI to resolve ambivalence toward exposure treatment thereby decreasing
clients’ anxiety.
In addition, some researchers suggest using MI as both a pretreatment and concurrent method of

45

counseling included the use of MI for treatment of post-traumatic stress disorder (PTSD;
Murphy, Cameron, Sharp, Ramirez, Rosen, Drescher, & Gusman, 2004; Murphy, Rosen,
Cameron, & Thompson, 2002), obsessive-compulsive disorder (OCD; Maltby & Tolin, 2005),
eating disorders (Treasure, Katzman, Schmidt, Troop, Todd, & de Silva, 1999), and mixed
anxiety and depression (Westra, 2004). These studies suggest that the use of MI in combination
with other therapies is effective in treating these Axis I disorders.
Therefore, the counselor trainee participants within this study can use this theoretical
method concurrently, with other theories of counseling to treat UBCC client populations.
Further, although the majority of the UBCC clients present with relationship issues v61.10
(Diagnostic and Statistical Manual of Mental Disorders, 4th ed.; DSM-IV), the percentage of
clients who do present with axis I disorders, present with affective disorders (i.e. depression or
anxiety). As will be later demonstrated, some of the more common presenting problems of the
university-based client participants within the current study are those mentioned above; anxiety,
depression, OCD and PTSD (the latter, OCD and PTSD, being less common). In addition to
using MI to treat UBCC clients with Axis I disorder, improving exercise behaviors is a common
goal set between clients and counselor being seen in the clinic. Thus, counselor trainees within
this study could also use MI to improve UBCC clients’ exercise behaviors.

MI to Improve Exercise Behaviors
Increasing clients’ exercise behaviors is a common counselor-client goal for the treatment
of many disorders and presenting problems. Whereas low levels of physical activity have been
shown to exacerbate symptoms of affective disorders, exercise has been demonstrated to
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counteract these affects and improve individual’s mood states (North, McCullagh, & Tran, 1990;
Sighn, Clements, & Fiatorne, 2001). Further, increased exercise behavior has also been
associated with increased self-esteem, self-efficacy, and psychological well-being (McAuley,
1994; McGowan, Pierce, & Jordan, 1991; Norris, Carroll, & Cochrane, 1994; Singh, Clements,
& Singh, 2001; Tyni-Lenne, Gordon, Europe, Jansson, & Sylven, 1998), and less stress and
enhanced energy (Gauvin & Rejeski, 1993; Moses, Steptoe, Matthews, & Edwards, 1989;
Stewart, Lelemen, & Ewart, 1994). Equipped with this knowledge, counselors often
collaboratively set goals to improve exercise behaviors with the purpose of increasing client’s
feelings of esteem, increasing positive coping strategies, and/or decreasing feelings of
depression.
Given that some studies (Harland, White, Drinkwater, Chinn, Farr, & Howel, 1999;
Poirier, Clark, Cerhan, Pruthi, Geda, & Dale, 2004) have suggested that training in MI can aid
clinicians in facilitating the achievement of collaborative goals set to increase client exercise
behaviors, MI was considered an appropriate method for assisting the clients participating in the
current study (i.e. those being seen in a university-based clinic setting) in achieving coestablished goals (e.g., increasing clients’ exercise behaviors to enhance self-efficacy, selfesteem, decrease stress, etc.). These studies (i.e. Harland, et al., 1999 and Poirier et al., 2004)
that examined the effectiveness of the use of MI in increasing client’s exercise behavior are
further elaborated upon below. Whereas these studies were not necessarily focused on increasing
exercise behaviors with the purpose of improving clients’ self-efficacy and esteem, and
decreasing depression/stress, these studies did demonstrate that MI could be effectively used to
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increase exercise behaviors: it is therefore assumed that MI could be used with the current
study’s clients to increase exercise behaviors with the abovementioned goals.

MI and Increasing Exercise Behaviors with Overweight Females
As evidence of the effectiveness of MI in aiding clients in achieving exercise goals,
Poirier and colleagues (2004) trained physicians to utilize MI with their overweight female
clients. Forty-two first year medical students received MI training as part of their “Introduction
to the Patient” course. This training consisted of five two-hour classes focused on MI, resulting
in an accrued 10 hours of total MI training. Twenty-five sessions between MI trained physicians
and overweight clients were recorded and coded for adherence to MI. This study correlated
physician’s use of MI and client’s change in exercise patterns and weight loss and found
statistical significance (p<.05). Thus, this study suggests that physicians’ can be trained in the
use of MI via a 10 hour class and that this training may help them increase their client’s weight
loss and exercise behaviors.
The training time accrued within Poirier and colleague’s (2004) study was similar to what
was used within this study (i.e. six total hours). However, dissimilar to the training used in
Poirier’s study, the training used within this study was dispersed over the course of 14 weeks and
included feedback via the MITI 3.0 (Moyers, Martin, Manuel, Miller, & Ernst, 2007). Thus, as
physicians were able to increase their adherence to MI with one 10-hour training, this study will
examine the effects of a condensed four-hour (therefore both time and cost efficient) training in
correlation with two hours of supervision and feedback spread over the duration of 14 weeks.
Furthermore, whereas the participants within this study (i.e. physicians) had little training in
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fundamental counseling skills, the counselor trainees in the current study do have this
foundation. It was therefore hypothesized that counselor trainees would be able to accrue MI
with a lower duration of training.
As previously mentioned, Poirier and colleague’s (2004) study demonstrated that a 10hour training in MI could help physicians increase their clients’ exercise behaviors. Further, as
increasing clients’ exercise behavior has been demonstrated to have curative affects (i.e. selfesteem, self-efficacy, psychological well-being, less stress, enhanced energy, and decreased
feelings of depression), increasing exercise behaviors is a common goal in counseling (Poirier et
al.). Therefore, the current study will train counselor trainees in the use of MI in order to (among
other things) help counselor trainees achieve common behavioral goals such as increasing
clients’ exercise behaviors to achieve desired affective states.

MI and Increasing Exercise Behaviors with Adults Not Engaging in Exercise
Harland and colleagues (1999) assessed the impact of a brief MI intervention (1 session
of MI) versus an intensive MI intervention (6 sessions over 12 weeks) on 523 adults, recruited
from a primary medical practice, who were not engaging in exercise. As many of the clients seen
within the UBCC do not meet criteria for formal Axis I DSM diagnoses, the population included
in Harland and colleagues’ study might be the closest match to the current study’s group of
clients. The results of this study were as follows: participants in the MI group reported
statistically significant increased physical activity scores at 12 weeks, but the increases in
exercise were not sustained in either the treatment or control group. This suggests that MI can
aid in improving individuals’ exercise behaviors while they are receiving MI-focused treatment.
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As a common goal in the UBCC is to increase clients’ exercise behaviors with the goal of
improving such things as self-esteem, counselor trainees were trained in MI with the goal of
equipping them with the tools necessary to achieve such goals.

MI and Client Adherence
An estimated 40% of clients in outpatient community counseling clinics terminate against
their counselors’ advice within the first two visits (Richmond, 1992). Resolutions to enter,
participate, and remain in therapy and follow-through on therapeutic treatments are often met
with ambivalence (Miller & Rollnick, 2002). As MI works to address ambivalence associated
with behaviors such as whether or not to adhere to therapy, numerous studies (Miller & Rollnick,
2002; Parsons et al., 2007; Slagle & Gray, 2007) have incorporated the use MI in treatment to
increase client adherence among various client populaces (e.g., clients with dual diagnoses and
specific disorders such as schizophrenia, eating disorders, alcoholism, depression, and anxiety)
within both inpatient and outpatient settings.
In this section, some of the common problems associated with non-adherence are
discussed. Then information concerning adherence within the setting utilized for the purposes of
this study (a university-based community-counseling clinic), is discussed. Next, the role of the
TTM and adherence is outlined. Finally, studies that have utilized MI to increase client
adherence with the various client populace that are likely to attend the university-based clinic
utilized for the purposes of this study are delineated below.

Consequences of Non-Adherence
Client non-adherence not only affects the non-adhering clients: impacts of non-adherence extend
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to other clients, treatment providers, and society as a whole. Carroll, Nich, Sifry, Nuro,
Frankforter, Ball and colleagues (2000) outlined some of the consequences that non-adherence
has on clients, treatment providers, and society and cited four reasons why client adherence
deserves attention within the literature. These four reasons include (a) costs, (b) occupation of
space, (c) frustration on the part of the treatment provider, and (d) without clients present in
therapy, they cannot be benefited nor impacted through therapy. These four factors will be
further elaborated upon within the following paragraphs.
Costs. As previously mentioned, the cost of client non-adherence affects not only clients,
but extends to society as a whole. For example, the World Health Organization (WHO; 2003)
reported an estimated annual one billion dollars are among the summed costs to society for
mental health related issues. Among the costs noted by the WHO are client relapse, client need
for further treatment, and the cost employers suffer when individuals stay home from work due
to mental illness.
In an attempt to address the need to reduce mental health costs, several studies have examined
the relationship between client outcomes and adherence. Specifically, some of these studies
indicated a relationship between client outcome (specifically symptom reduction) and adherence
(Brown & Miller, 1993; Simpson, Brown, & Joe, 1997; Simpson, Joe, Broome, Hiller, Knight,
& Rowan-Szal, 1997) and a relationship between life style improvement, symptom reduction,
and client adherence (Daley, Salloum, Suckoff, Kirisci, & Thase, 1998; Martins & McNeil,
2009; Mattson, 1995; Mennicke, Lent, & Burgoyne, 1988; Westerberg, 1998). These studies
suggested that improving clients’ adherence to treatment (i.e. attendance and following
recommendations) could improve their daily functioning and reduce their symptoms. Therefore
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if clients’ symptoms decrease, they may be able to return to work. Therefore, improving client
adherence may benefit society by reducing the time clients stay home from work, thereby
reducing the cost employers incur. Thus, if the current study can demonstrate that a four-hour
training in MI can improve client attendance, other providers could provide their counselors with
this training in the hope of limiting the costs providers and society incur from client nonadherence.
Occupation of Space. Treatment providers are among those that incur costs due to client
non-adherence issues. With regard to client absenteeism and non-adherence, eventually, several
client absences could cause financial issues within a mental health agency (Carroll et al., 2000).
However, the costs those treatment providers incur due to non-adherence issues (especially nonattendance) is often linked to the occupation of space that a non-adhering client procures. If a
client schedules an appointment at a treatment facility, but chooses not to attend, this could be
detriment to other potential clients who would utilize the time the non-adhering client seizes.
Therefore, the non-adhering clients might be taking up valuable therapeutic time from other
individuals. Adding to this, given that treatment providers may not get paid for missed hours that
are scheduled with clients, missed appointments could result in both time and monetary losses
amid individual practitioners as well as treatment facilities and other individuals in need of
services. Therefore, if the current study can provide information demonstrating that training in
MI can improve client attendance, other providers could provide their counselors with this
training with the goal of limiting client absenteeism.
Frustration on the Part of the Treatment Provider. As positive regard on the part of
the counselor towards the client is an important therapeutic characteristic (Carroll et al., 2000),
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and adherence issues could cause frustration on the part of the providers, non-adherence could
create a barrier to the therapeutic relationship. Thus, non-adherence could potentially negatively
impact the therapeutic change process and thereby affect client outcomes. As Lambert (1992)
noted, 30% of therapeutic change occurs from common-factors that the counselor provides such
as warmth, empathy, unconditional positive regard, and a non-judgmental attitude. Thus, if the
treatment provider is feeling frustrated with the client for non-adherence behaviors, these
important change factors would be difficult to demonstrate. As a result, frustration may impede
the counseling relationship and the client’s progress in counseling. So if the current study shows
a significant relationship between client attendance and MI training, this would suggest MI
training might also influence the therapeutic relationship.
Benefiting Clients in Therapy. In addition to negatively affecting other clients,
treatment providers, and society as a whole, client non-adherence can negatively affect the client
himself or herself (Carroll et al., 2000). Specifically, if the client does not attend the scheduled
therapeutic session, then he/she cannot receive the benefits (i.e. previously mentioned symptom
reduction, lifestyle improvements, etc.) of therapy. This insinuates that non-adherence could be a
barrier to client wellness. Thus, if the current study shows a significant relationship between
client attendance and MI training, this would suggest MI training might also influence overall
client symptom reduction and lifestyle improvements. The current study will address the
previously mentioned non-adherence issues by giving counselor trainees MI strategies for
working with resistant clients. This will be done with the hope of improving client adherence
within a university-based community counseling clinic population.
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Adherence within a University-Based Training Clinic
Lampropoulos and colleagues’ (2009) study investigating predictors of early termination
within a university-based community-counseling clinic reported the demographics for 380
clients. The clinic utilized within Lampropoulos and colleague’s study had several variables in
common with the facility utilized in the current study. For example, the training clinic in
Lampropoulos and colleague’s study provided services to the local community and was located
in a major metropolitan mid-western city. Further, the clinic received referrals from area mental
health practitioners, private practitioners, and self-referrals. These are similar to the clinic used in
the current study.
The screening criteria used within Lampropoulos and colleague’s (2009) study is also
similar to the screening criteria utilized within the university-based training clinic selected for
the purpose of this study. Lampropoulous and colleague’s training clinic utilized an initial phone
screening to rule-out clients who were in crisis states (i.e. clients with current suicidal and
homicidal ideations, active psychosis or psychotic symptoms, and clients seeking substance
abuse counseling). Upon intake, clients were assigned to a counselor trainee (either doctoral or
master’s level students) and all sessions were observed and videotaped (again, all of which
occurs in the setting used for the current study). Finally, the attendance and early termination
statistics Lampropoulous and colleagues reported are also expected to be similar to the
attendance found within this study.
University-Based Training Clinic Client Demographics. The demographics of the 380
clients collected by Lampropoulous and colleagues (2009) between the years of 1995 and 1999
are important to understand in order to compare them to those found by the current study (both in
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terms of information and diagnosis variables). Sixty-five percent of the 380 clients were female,
with the remaining 35% being male. The majority (83% )of clients were outpatient clients being
seen from the community and 17% were students. The clients seen within this clinic ranged in
age from 17 to 82 (M = 32.7, SD = 10.35). In regard to education, 5% reported they had some
graduate education, 14.2% graduated college, 28.9% reported having some college education,
38.4% graduated high school, 12.6% finished some high school, and .8% did not finish eighthgrade. In reference to marital status, clients reported they were: married (47.4%), never married
(18.5%), cohabitating (7.4%), separated (12.1%), divorced (12.4%), and widowed (2.4%).
Diagnoses. In Lampropoulos and colleague’s study (2009), doctoral students reported
their impressions of client presenting concerns on a list of 24 encoded categories. The most
common client presenting problems reported included depression (41.6%), marital concerns
(45.5%), interpersonal issues (31.8%), self-esteem (20.8%), family concerns (19.2%),
intrapersonal problems (16.6%), guilt (16.1%), anxiety (15.3%) dating relationships (14.2%),
decision-making (12.4), grief (11.8%), and occupational issues (11.1%). In addition, Axis I
(Diagnostic and Statistical Manual of Mental Disorders, 4th ed.; DSM-IV) diagnoses for clients
were reported as follows: partner relational problem (39.8%), major depressive disorder (11.9%),
adjustment disorder (11.6%), other affective disorders (8%), anxiety disorders (6.9%), and other
relational problems (5.6%). An estimated 72% of clients received no Axis II diagnosis, 24%
were reported to have a deferred diagnosis, and 4% were given an Axis II personality disorder.
Finally, clients’ Global Assessment of Functioning (GAF) score revealed an average client score
of 64.04 (SD = 11.28).
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Early Termination Results. The 380 clients were subdivided into three groups based on
their attendance, (a) clients who dropped out after intake (intake dropouts), (b) clients who
dropped out of counseling after attending at least one session (therapy dropouts), and (c) clients
who attended counseling throughout the duration of the semester (completers) (Lampropoulos et
al., 2009). The results showed 61 (16%) dropped out after intake, 218 (57%) dropped out after
attending at least one session, and 101 (27%) completed counseling (results were rounded to a
full percent). A multinomial logistic regression, predictive discriminate analysis, and
classification and regression trees were run to test the authors’ predictive model (age, income,
difficulty, and GAF score). This model was hypothesized to predict early termination in clients
attending this university-based outpatient-training clinic. Results indicated that clients who were
40.5 years old or older, with an annual income greater than $20,000, moderate/high perceived
difficulty, and GAF score less than 49 were more likely to be dropouts at intake. Age was
discovered to be the most indicative variable within the model of predicting early termination,
with clients 40.5 years of age or older indicated to be more likely to terminate prematurely. The
overall accuracy of this model (age, income, perceived difficulty, and GAF) in predicting early
termination with these clients was 58.9%. These variables were considered to be predictive of
early termination in clients that were treated in a similar treatment setting as was utilized for the
purposes of this study. Thus, these variables will be analyzed for statistical significance within
the overall statistical model examining adherence. Additionally, this study suggests client
attendance within a university-based community counseling training facility is a common issue
that needs to be addressed. Therefore, this study will examine variables of adherence to include
client attendance. Further, given that Lampropoulos and colleagues’ only examined adherence
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and did not attempt to train practitioners to intervene to resolve this issue within the setting, this
current study will attempt to go a step further and train practitioners in the use of MI to increase
client therapeutic attendance.

The Transtheoretical Model of Change and Adherence
Being that client non-adherence is an issue that can negatively affect clients, treatment
providers, and society, practitioners need to be able to understand and intervene with clients
whom are non-adherent (Bosworth, Oddone, & Weinberger, 2006). There are numerous models
that explain client adherence and methods that clinicians can utilize to address client nonadherence. As noted earlier, of these, the most widely utilized model of client adherence
(Bosworth et al.), the Transtheoretical Model of Change (Prochaska and DeClemente, 1963), is
utilized conceptually with MI to increase client’s motivation towards change. Further, the current
study asked counselors to determine and report the clients’ stage of readiness for change after
each session. Furthermore, as MI targets different strategies and interventions at each stage of
change, counselor trainees in the treatment group were taught to conceptualize what stage of
change their clients were in and target their interventions with the objective of moving clients
into the latter stages of change within the Transtheortical Model. Below, the Transtheroretical
Model is explained in more detail than offered earlier, research measuring the effectiveness of
the Transtheoretical Model is outlined, and finally, the incorporation of the Transtheoretical
Model, MI, and its relationship with client adherence are discussed.
Prochaska and DeClemente’s Transtheoretical Model of Change (TTM: 1983; 1986) is a
model of behavioral change that describes how people acquire new healthy behaviors or modify
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a problem behavior. This stage model can be utilized to conceptualize adherence. It does so by
describing the stages by which an individual intends on changing (viz. client motivation) through
five stages of change. These stages are pre-contemplation, contemplation, preparation, action,
and maintenance. Some individuals define termination/relapse as a sixth stage of the TTM,
however, for the purposes of this study, five rather than six stages (being that this study will not
assess [via the OQ-45.2 or CSQ] clients who choose to terminate therapy) will be discussed.
Whereas the TTM was briefly discussed earlier within this chapter in relation to MI and
ambivalence, the model (to include a description of each stage of change) will be discussed in
greater detail herein.
The first stage of the TTM, pre-contemplation, describes a client whom is not considering
change at the time. If an individual were to move from pre-contemplation to the second stage of
Prochaska and DeClemente’s (1986) model, contemplation, the individual would likely be
actively considering behavioral change. Preparation, the third stage of the TTM, depicts a client
whom is planning on making a change in the near future. Typically, these individuals have taken
some action within the past year towards the target behavioral change (i.e. joined a fitness class,
cut back on the problem behavior, consulted with a counselor). Action, the fourth stage of
change (although clients are noted to spend the least amount of time in this stage) is usually a
counselor’s favorite stage. At the action stage, clients have been actively experimenting with
behavioral change and have been doing so for the past six months. The final stage, maintenance,
is the stage in which individuals are working to prevent relapse. However, individuals at this
stage are typically less tempted to repeat the unwanted behavior and more certain that they can
continue behavioral change than in the action phase.
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Research. Several studies have examined the predictive validity of the Transtheoretical
Model of Change across the five stages of change among several behavioral domains (e.g.,
adherence to smoking cessation, exercise, dietary programs, medication, weight control, and
stress management) (Kim, 2007; Guillot, Kilpatrick, Herbert, & Hollander, 2004; Velicer,
Prochaska, Rossi, & Snow, 1992). Whereas these studies suggest the TTM has been successfully
utilized to conceptualize behavioral change with regard to a wide array of behaviors, they have
demonstrated the TTM is able to accurately depict client adherence/non-adherence to change.
Brogan, Prochaska, and Prochaska (1999) examined the ability of the TTM to predict
termination and continuation status of clients in therapy. This study examined the predictive
validity of the TTM on a population of clients that was similar to the population that was utilized
for the purposes of the current study. Specifically, 60 client-counselor pairs participated in this
study. Of these (n = 60), 51.7% were from university counseling clinic settings, 38.3% were
taken from a community mental health center, and 10% were from doctoral training facility. A
discriminant analysis was used to separate the clients into three groups based on their therapeutic
attendance: (a) premature terminators (discontinued therapy against counselors’
recommendations), (b) appropriate terminators (discontinued therapy per the counselors’
recommendations), and (c) therapy continuers (continued therapy throughout the duration of the
study). Clients and counselors completed a packet of self-report questionnaires no later than the
third counseling session, which included demographic reports, symptom checklists, and the
Stage of Change Questionnaire (SCQ; McConnaughy et al., 1983) a 32-item questionnaire that
assessed which stage of change clients were in at the beginning of the study.
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The results of Brogan and colleague’s (1999) study indicated a client’s stage of change
has some predictive validity in determining continuation or premature therapeutic dropout.
Specifically, premature terminators were highly correlated with being in the pre-contemplation
stage of change. This was different than clients who were defined as appropriate terminators
(i.e. clients who collaboratively, with their counselors, decided to terminate counseling) had high
scores in the action stage of change. Conversely however, the therapy continuers group had the
most ambiguous and dispersed scores on the SCQ, with the highest scores in the contemplation
and maintenance stages. This study suggests that clients in the pre-contemplation stage of change
in the TTM are more likely to drop out of therapy against their counselor’s advice than clients in
the later action or maintenance stages of change.
The study by Brogan and colleagues’ (1999) was the only study found that examined the
TTM’s ability to predict therapeutic adherence without focusing on specific client populations or
behaviors (i.e. medication adherence with HIV/AIDS patients, smoking, alcohol or drug use,
dieting, etc.). Being that Prochaska and DeClemente’s Transtheoretical Model of Change (1983;
1986) is hypothesized to depict the natural human process of motivation associated with
behavioral change, the TTM should be applicable across all behavioral domains. Therefore, there
should be more studies investigating the TTM’s ability to predict motivation, behavioral change,
and therapeutic adherence targeted towards general client populations, rather than specific client
populations or behavioral domains. Thus, the current study will examine counselors’ perceptions
of general clients populations’ stage of change after each counseling session. By examining
counselors’ perceptions of clients’ stages of change, and by examining the relationship between
client outcomes (i.e. adherence, OQ-45 scores, client satisfaction, etc.) and clients’ stage of
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change, this study will further investigate the TTM’s ability to predict client motivation across
the behavioral domains of a population that has not yet been targeted (i.e. community clients
seen in university-based training clinic).
MI, the Transtheoretical Model, and Adherence. Motivational Interviewing (Miller &
Rollnick, 2002) is the method commonly used in connection with the Transtheoretical Model of
Change Model. This client-centered method involves two phases of treatment for adherence
(2002). The goal of the first phase of care incorporates strategies for increasing the clients’
adherence to the problem (i.e. recognition of the problem). Some of the strategies included in the
first stage of care (increasing client adherence to the problem), include (a) expression of
empathy, (b) developing the discrepancy, (c) rolling with resistance, and (d) encouraging client
autonomy (Miller & Rollnick, 2009).The second portion of treatment focuses on clients’
adherence to treatment. In the second phase, motivation for change and intentions of changing
are assessed utilizing scaling questions. In addition, Miller and Rollnick (2009) recommended
strategies such as (a) expression of empathy, (b) exploring clients’ conceptualization and
providing education concerning how treatment works, (c) incorporating social supports in
treatment planning, (d) supporting clients’ self efficacy, and (e) exhibiting confidence in
treatment effectiveness at this phase of adherence. The current study examined both adherence to
the problem (attendance, timeliness, stage of change) and adherence to treatment (following
treatment recommendations, stage of change, attendance). This study hypothesized that clients in
the Treatment Group (e.g. with counselor trainees whom were taught strategies to increase client
adherence) would demonstrated increased adherence outcomes (e.g. attend more sessions, miss
fewer sessions, complete more homework assignments, and follow treatment recommendations
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to a higher degree). Therefore, information examining the effects of MI and client adherence are
presented herein.

Studies Measuring the Effects of MI and Client Adherence
Several studies have provided a link between the use of MI and client adherence (Daley
et al., 1998; Harland et al., 1999; Hayward, Chan, David, Kemp, Youle, & David, 1995;
Humfress, Igel, Lamont, Tanner, Morgan, & Schmidt, 2002; Kemp, Kirov, Everitt, Hayward,
David, 1998; Swanson, Pantalon, & Cohen, 1999; Thrasher, Golin, Earp, Tien, Porter, & Howie,
2006, Thyrian et al., 2007). Of these, the two studies with populations that are the most closely
related to the population of university-based clients utilized within this study (Daley et al., 1998
and Humfress et al., 2002) are outlined below.
MI and Adherence with Dually Diagnosed Clients. Daley and colleagues (1998)
measured the effects of the use of MI on increasing treatment adherence with outpatient clients
diagnosed with depression and cocaine dependence. The participants in the study were 23 clients
discharged from a university-based psychiatric hospital with dually diagnosed cocaine
dependence and depression. The mean age for all clients was M=33.6 years. The 23 clients were
divided into two groups, treatment (11 clients who received MI group) and control (12 clients
who received treatment “as-usual,” which was described as supportive therapy,
psychopharmacology, and psychoeducation). The individuals within the treatment group were
statistically significantly (p<.01) more likely to complete 30 to 90 days of outpatient therapy.
These results suggest that MI increases client adherence with clients dually diagnosed with
substance dependence and depression.
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This study only examined the affects of MI on client adherence and failed to report
information concerning other client outcomes (e.g., other areas of client functioning such as
occupational, relational, or symptom). In addition, the clients in this study had co-morbid
addictive disorders and research examining the effects of MI with individuals who have
addictive disorders is rich. Further, although the specific population targeted within this study,
clients with current substance abuse and dependence, are excluded from treatment within the
UBCC, clients with depression are commonly seen within the clinic. In addition, clients in
recovery from problematic substance frequent the UBCC. Again, as the TTM (Prochaska &
DiClemente 1983; 1986) is hypothesized to apply to all behavioral changes and given that MI
works to resolve ambivalence towards change and move clients’ to the later stages of the TTM,
more studies examining the affects of MI on general outpatient client populations is needed.
Therefore, this study will examine the effects of MI on client adherence and outcomes with
clients seen within a university-based community-counseling clinic.
MI, Adherence, and Client Satisfaction with Outpatient Clients. Humfress and
colleagues (2002) conducted a study measuring the effects of the use of MI on 45 clients referred
to a mental health team. The focus of this study was to examine the effects of MI with
community-based psychiatric clients. The participants were separated into two groups, treatment
and control, with similar demographics. The treatment group received a structured interview and
feedback letter, both of which drew from the principles of MI, whereas the control group
received a standard psychiatric assessment. The clinicians conducting the MI interventions
received training manuals along with two half-day training sessions. The research team assessed
the relationship between MI and psychiatric clients’ attitudes, motivation, and compliance with
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treatment. As clients who were actively psychotic, too ill, non-English speaking, or had a history
of violence were excluded from the study, 50% of the clients (as the other 50% of the
participants presented with substance misuse and therefore would be excluded from being seen
in the UBCC) who were included in this study closely resembled the demographics of
individuals seen in the UBCC (e.g. the population of clients used within this study). In particular,
of the clients’ who participated in this study, 50% met ICD-10 (World Health Organization,
1992) criteria for neurotic, stress-related, or eating disorders, 43% met criteria for substance
misuse, and 7% met criteria for other disorders.
A structured interview (adapted from Asch, Kohler, Papanicolaou, Postel, & White,
1991) was used in the Humfress et al. (2002) study to assess client’s (a) satisfaction with
treatment, (b) perception of the counselor’s use of accurate empathy, (c) perception of their level
of involvement in their own care, and (d) how well they felt they comprehended and understood
the information exchange that took place in the session. However, the psychometric properties
for this assessment were not reported. In addition, clients ICD-10, global assessment of
functioning score (GAF; DSM-IV, APA, 1994), the University of Rhode Island Change
Assessment Scale (URICA; McConnaughy et al., 1983), and clients’ views on the severity of
their problem (Marks, 1986) were assessed.
In regard to client satisfaction, Humfress et al. (2002) reported that the treatment group
(i.e. practitioners received MI training) showed greater levels of client satisfaction (p = .09) than
those in the control group. Additionally, the treatment group reported feeling more listened to,
involved in their treatment planning, and greater levels of satisfaction regarding the information
they received about the problem than the control group. These results suggest a brief MI
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intervention can positively impact client’s attitudes towards treatment.In addition, the research
team used a Wilcoxon’s matched pairs ranked sign test to compare the treatment control groups’
(n= 45) URICA scores. This indicated that the treatment group was more motivated towards
change than the control group (z = -1.65; p = .1). The results of the study indicated that clients
who received the MI intervention were more motivated towards change and had more positive
attitudes towards treatment.
However, the above study only provided a brief intervention in MI. In addition, as
previously mentioned, the researchers did not report the psychometric properties of some of the
measures used within this study (viz. measures of client satisfaction). Therefore, the current
study utilized a valid measure of client satisfaction (i.e. the Client Satisfaction Questionnaire-8;
Larsen, Attkisson, Hargreaves, & Nguyen, 1979) and provided 10 to 14 weeks of integrated MI
treatment. Therefore, this study will explore the use of MI and its effects on client satisfaction
with a replicable and valid measure of client satisfaction.

MI and Client Satisfaction
As previously mentioned, there is some evidence to suggest that treatment providers’ use
of MI can influence self-reported client satisfaction (i.e. feeling more listened to, involved in
their treatment planning, and greater levels of satisfaction regarding the information they
received about the problem) (Humfress et al., 2002). Van Voorhees, Fogel, Pomper, Marko,
Reid, Watson and colleagues’ (2009) found increased client self-reported satisfaction with an
MI-based Internet intervention (i.e. an Internet course designed to prevent symptom increase for
clients identified at risk for depression) with N=83 adolescents (aged 14-21) at-risk for
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depression. These individuals spent more time on the MI Internet site and reported increase
feelings of satisfaction with the MI over the advice-based intervention. These studies suggest
client’s report greater levels of satisfaction with MI over other interventions.
The link between MI and client satisfaction as seen in Van Voorhees and colleagues
(2009) study might be explained by the relationship between MI and counselor demonstrated
empathy. There is a strong relationship between client satisfaction with services and perceived
counselor empathy within the literature (Lambert & Cattani-Thompson, 1996; Miller, Taylor, &
West, 1980). Consequently, as counselor empathy is one of the key components of MI (Miller &
Rollnick, 2002) it is expected that a relationship between the use of MI and client satisfaction
exists. Therefore, studies investigating the relationship between (a) MI and empathy, (b) client
satisfaction and empathy, and (c) empathy, the therapeutic alliance, and client satisfaction are
explored within the proceeding paragraphs.

MI and Counselor Empathy
Accurate expression of empathy on the part of the MI counselor is arguably the most
important component of the MI method (Miller & Rollnick, 2002). As previously mentioned,
empathy is reflected in the counselor’s utterances that accurately depict an understanding of the
client’s values, thoughts, feelings, and perceptions. Miller and Rollnick (1991) originally
designed the Helpful Responses Questionnaire (HRQ) to assess the degree to which counselors
utilized reflective listening to express accurate empathy after training in MI. Originally, Miller
and colleagues’ trained 190 volunteers in the use of accurate empathy. They assessed the
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volunteers’ pre and post scores on the HRQ and discovered a significant improvement in post
training scores (p<.001). This suggests that MI training increases counselors’ empathy.
Miller and Mount (2001) also administered the HRQ at pre-training, post-training, and 4month follow-up during their study measuring the effect of one workshop in MI on counselors’
behaviors. Upon coding the HRQ with pre and post-training responses, Miller and Mount found
large improvements in HRQ scores. Specifically, reflecting increased [F(1,21)=27.83, p<.0001],
MI-consistent responses increased [F(1,21)=22.43, p<.0001], reflection to question ratio
increased [F(1,21)=49.30, p<.0001], and MI-inconsistent responses decreased [F(1,21)=21.69,
p<.0001]. This suggests that MI training significantly increases counselors’ ability to respond
with accurate empathy through the use of reflective listening.
Likewise, Miller, Yahne, Moyers, Martinez, and Pirritano (2004) administered the HRQ
to the 140 participants that participated in their study measuring the differences between five
training conditions. The five training conditions were (a) workshop only (participants engaged in
one 16-hour workshop), (b) workshop plus practice feedback (workshop plus feedback received
on training tapes via scores on the Motivational Interviewing Sills Code), (c) workshop in
addition to individual coaching (16 hour workshop plus, workshop, feedback, and coaching, and
with list self-guided training, (d) workshop, feedback, and coaching, and (e) a waitlisted control
group. Researchers reported differences in pre and post training on the HRQ amongst
participants. These differences suggest training in MI increases trainees expression of empathy
within the therapeutic session. Thus, this assessment was administered pre and post MI training
within this study.
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As discussed with Miller and colleagues’ (2004) study pre and post MI training is
expected to increase counselor-exhibited empathy. In addition to Miller and colleagues’ study,
several studies (Brug, Spikmans, Aartsen, Breedveld, Bes, & Fereira, 2007; Miller & Mounts,
2001; Smith, Amrhein, Brooks, Carpenter, Levin, Schreiber… et al., 2007; White, Gazewood, &
Mounsey, 2007) suggest that training in MI increases counselors’ expressions of empathy in
session with clients. These increases in empathy have been measured primarily via the MITI
(Moyers, Martin, Manuel, & Miller, 2003), but also via the Motivational Interviewing Skills
Code (MISC; Moyers et al., 2003) and the Helping Responses Questionnaire (HRQ; Miller,
Hedrick, & Orlofsky, 1991). These previously mentioned studies (that suggest counselor
empathy improves with MI training), along with their detailed findings, are further delineated
within the “evidence-based implementation of motivational interviewing” section within this
chapter.

Client Satisfaction and Counselor Empathy
Relationships between client satisfaction and counselor expression of empathy have been
found within the research. For example, Goodchild, Skinner, and Parkin (2005) found a
connection between counselor expressed empathy and client satisfaction in their study involving
three dieticians working with forty clients with diabetes. The researchers used the Empathetic
Communication Coding System (ECCS; Bylund & Makoul, 2002) to measure practitionerexpressed empathy. The results suggested a correlation with empathy; specifically, the more
empathetic practitioners scored on the ECCS, the more satisfied were clients. This study suggests
that clients may be more satisfied with practitioners who respond to clients with increased
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empathy. Likewise, Orlinsky, Grawe, and Parks (1994) conducted an analysis of 115 studies of
empathy and outcome. Upon analysis, Orlinsky and colleagues discovered clients’ perception of
practitioner-expressed empathy correlated with positive outcomes (to include client satisfaction)
in 72% of the studies they examined. This meta-analysis suggests that practitioner-expressed
empathy is related to positive client outcomes with regard to several studies.
Another variable positively correlated with client satisfaction is the therapeutic alliance
(Bjorngaard, Andersson, Ose, & Hanssen-Bauer, 2008; Bjorngaard, Ruud, & Friis, 2007), with
empathy serving as a key element of the therapeutic alliance (Feller & Cottone, 2003). Thus, first
the link between the therapeutic alliance and empathy is examined. Then the link between the
therapeutic alliance and client satisfaction is delineated.

Empathy, Therapeutic Alliance, and Client Satisfaction
Empathy and the Therapeutic Alliance. Both the literature and theories of counseling
suggest empathy is a key construct in establishing a therapeutic alliance (Feller & Cottone,
2003). Rodger’s (1957) client-centered therapy posits that the establishment of the therapeutic
alliance rests in the counselor’s ability to empathize with the client. In addition, psychoanalytic
theory (Duan & Hill 1996), existential theories (Heartley, 1998), Gestalt (Pearson, 1999), and
behavior theories (Bordin, 1979) of counseling assert that empathy is a foundational variable to
establishing the client-counselor alliance. Further, the therapeutic alliance, of which empathy is a
key component, has been linked to client satisfaction.
Therapeutic Alliance and Client Satisfaction. There is evidence to suggest that some
components of client satisfaction are related to the therapeutic alliance (Bjorngaard et al., 2008;
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Mallinckrodt, 1996). Bjorngaar and colleagues’ (2007) study measuring client satisfaction
among adult clients of a mental health center found 12% of client satisfaction was related to the
therapeutic relationship. These researchers further stated, “Both conceptually and
methodologically, the therapeutic relationship is intertwined with treatment satisfaction, which is
typically viewed as a central outcome criterion,” (p. 124). As additional evidence, Druss,
Rosenheck, and Stolar (1999) measure of client satisfaction assesses the therapeutic relationship
and includes measures of reported quality of the therapeutic relationship in client’s overall scores
of satisfaction with treatment. These assessments have internal consistency with other similar
measures and demonstrate that the therapeutic relationship and client satisfaction are correlated
constructs (Klinkenberg, Calsyn, & Morse, 1998; Martin, Garske, & Davis, 2000; Neale &
Rosenheck, 1995; Solomon & Draine, 1994; Solomon, Draine, & Delaney,1995; Tattan &
Tarrier, 2000).
Kim, Kim, and Boren (2008) discovered the quality of the therapeutic alliance predicts
client satisfaction. A total of 601 clients participated in this study. Hierarchical multiple
regressions revealed that approximately 35% of the variance in general satisfaction scores on the
Patient Satisfaction with Health Care Provider Scale (Holmes-Rovner, KroU, Schmitt, Rovner,
Breer, Rothert…et al., 1996) were accounted for by a measure of therapeutic alliance score (the
Kim Alliance Scale; Kim, Boren, & Solem, 2001). This study discovered that therapeutic
alliance scores predicted one-third of clients’ general satisfaction scores. This suggests that client
perceptions of a strong therapeutic alliance predict increased client satisfaction.
The literature in regard to Motivational Interviewing including the four main factors of
MI (a) developing discrepancy, (b) rolling with resistance, (c) improving client self-efficacy, and
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(d) empathy, MI and ambivalence including ambivalence and (a) client outcomes, (b) symptom
improvement, and (c) predictive validity of client attendance, resistance and client outcomes was
delineated above. In addition, MI and client outcomes including (a) axis I disorders, (b) exercise
behaviors, MI and client adherence including (a) consequences of non-adherence, (b) adherence
within university-based training clinics, (c) adherence and the TTM, and (d) studies measuring
the effects of MI and client adherence, MI and client satisfaction, and empathy, the therapeutic
alliance, and client satisfaction was outlined. As this study examines the effects of a unique brief
training in MI, the eight stages by which trainees are assumed to learn MI will be covered herein.

Eight Stages of Learning MI
Miller and Moyers (2007) composed eight stages of learning MI based on their research
and experience. Although these stages are not necessarily hierarchical and sequential, the authors
anticipate practitioners would learn the earlier stages before learning skills presented in the later
stages of learning MI. These stages are as follows: (1) the spirit of MI, (2) O.A.R.S. clientcentered counseling, (3) recognizing and reinforcing change talk, (4) eliciting and strengthening
change talk, (5) rolling with resistance, (6) developing a change plan, (7) consolidating
commitment, and (8) switching between MI and other theories of counseling (2007). The MI
manual “Changing Lasting Change” as well as the course was designed to present knowledge
that targeted each of these stages in succession. Thus, each of these stages of learning was
included in the counselor trainee training and were the foundation for the development of the MI
training manual utilized within this study. Therefore, brief overviews of each of these eight
stages are further elaborated upon below. For a detailed synopsis of the training provided to the
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counselor trainees, please refer to chapter three of this study and the training manual in appendix
M.

Spirit of MI
The spirit of MI (the method recommended for trainees to learn first) shares common
principles with client-centered (Rogers, 1979) counseling. These principles involve certain
assumptions concerning human nature, including the idea that individuals possess the innate
wisdom toward positive growth and if given the proper support they will develop in a positive
manner (Miller & Moyers, 2006). Further, the spirit of MI promotes the suspension of
counselors’ influences and values. Instead, counselors are invited to assume a position of
genuine curiosity in the client’s values, experiences, and capabilities.
In addition, clinicians are taught to collaborate rather than confront, evoke rather than
educate, and promote their client’s autonomy rather than assume the role of an authority (Miller
& Moyers, 2006; Moyers et al., 2007). The three principles that comprise the spirit of MI
encourage counselors to adopt a system of beliefs towards the client, rather than the utilization of
specific techniques. The adoption of these beliefs would be visible within the session through
counselor’s behaviors. These three principles (i.e. collaboration, evocation, and
autonomy/support) along with the effect of these beliefs on counselor’s behavior will be further
explained in the following paragraphs.
The first principle listed, collaboration, involves working cooperatively with clients
within sessions to achieve co-established goals (Moyers et al., 2007). Collaboration requires the
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counselor to relinquish the role of the expert, share power within the therapeutic relationship, and
actively involve the client in cooperative problem solving.
The second principle included in the spirit of MI, evocation, requires the counselor to
actively evoke and/or facilitate client change talk (Moyers et al., 2007). In addition, a counselor
who adheres to this principle will actively inquire assume a position of curiosity concerning the
client’s reasons for change, thoughts on how change would occur, and client’s readiness for
change.
The third and final principle of the sprit of MI, autonomy/support, requires counselors to
not only accept, but also encourage client independence and control (Moyers et al., 2007).
Specifically, counselors who promote client autonomy adopt the principle that change is the
client’s choice. Also, promotion of autonomy involves acknowledging that the client is both in
control of and responsible for their own behavioral changes.

OARS Client-Centered Counseling
The goal of the second stage of learning, O.A.R.S. client-centered counseling, involves
the counselor learning to provide a facilitative, safe atmosphere for clients (Miller & Moyers,
2006). Additionally, skillful active listening and accurate empathy as described by Rogers (1979)
is encouraged at this stage of learning MI (Miller & Moyers, 2006). One of the ways counselors
are taught to do this is through the use of classic client-centered skills, O.A.R.S. This acronym is
representative of four basic counseling skills utilized within MI, Open questions, Affirmations,
Reflections, and Summarizations (Miller & Rollnick, 2002). These four counselor skills (i.e.
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open questions, affirmations, reflections, and summarizations) are further delineated within the
following paragraphs.
Open questions as compared to closed questions are queries that allow room for various
possibilities in response. Further, these questions do not have closed or yes, no, or one word
responses (Young, 2009). Thus, MI promotes the use of more open rather than closed questions
to promote client’s choices in responding and influence over the direction of the session.
Affirmations are counselor responses that involve pointing out client’s strengths,
capabilities, efforts or complementing the client in some way. These statements do not have to be
related to the targeted behavioral change in order to be deemed MI adherent affirmations.
Reflections, within O.A.R.S., can be simple, complex, double-sided, or amplified
reflections (see definitions in MI manual appendix M). These skills are utilized in a directive
manner within MI as the clinician purposefully steers the course of the session by selectively
reflecting client utterances that are geared towards behavioral change. Similar to reflections,
summarizations are a collection of client utterances that serve as transitions to new topics,
closure, developing change plans, enhancing client commitment towards change, etc. Thus, the
skills of asking open questions, affirming the client, using reflections, and summarizing (i.e.
O.A.R.S.) are used purposely to provide an atmosphere that is conducive to client change.

Recognition and Reinforcement of Change Talk
Recognition and reinforcement of change talk is at the root of the third stage of learning
MI. This involves counselors’ ability to first recognize and then reinforce client’s utterances that
are in the direction of positive behavioral changes. In addition, counselors learn how to recognize
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client resistance. Client change talk consists of client’s readiness, ability, and willingness to
change. The acronym DARN CAT is often utilized to teach preparatory (preparing for changes)
versus active (making changes) change talk (Miller & Moyers, 2006). DARN CAT stands for
client’s Desire, Abilities, Reasons, Need, Commitment, Activation, and Taking steps towards
change.

Strengthening Change Talk
Next, MI counselors learn ways to elicit and strengthen change talk. Client centered
OARS are applied strategically to reinforce client’s commitment towards change at this stage. In
addition, MI counselors invite clients to elaborate, provide examples, use scaling questions in the
form of change rules (i.e. how important is it for you to change on a scale of 0 to 10), explore
goals and values to reinforce change talk. In addition, the skills represented by the acronym
EARS (Explore, Affirm, Reflect, and Summarize) are employed to reinforce client change talk
(Miller & Moyers, 2006).

Rolling with Resistance
At the fifth stage, rolling with resistance, MI counselors learn to respond to client
resistance in a way that respects, without reinforcing resistance. The focus at this stage of
learning is to roll with, rather than confront or oppose client resistance. Three techniques that are
taught at this stage include shifting focus (e.g. shifting the topic of conversation), rolling with
resistance (e.g. reflect and promote the client’s autonomy), and reframing (e.g. reframing client’s
perceptions in a new light) (Miller & Moyers, 2006). For more information concerning these
techniques, please see the training manual in appendix M.
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Developing a Change Plan
The sixth stage of learning MI, developing a change plan, involves accurate timing and
collaboration. This involves the transition from the first phase of counseling (building
motivation), to the second (action). Usually, MI counselors utilize strategies to increase client’s
self-efficacy along with techniques such as elicit-provide-elicit (please see the training manual in
appendix M for more information) to co-facilitate a change plan with the client (Miller &
Moyers, 2006). As negotiating a plan that is specific to and appropriate for the client is
important, client-centered principles are still at work within this stage of learning.

Consolidating Commitment
The seventh stage of learning MI, consolidating commitment, entails counselors’ ability
to purposefully elicit and strengthen client’s commitment to change in regard to the change plan
(Miller & Moyers, 2006). First, counselors should be able to recognize the clients’ level of
commitment based on their change talk (2006). For instance if a client says “I will try to
change” (similar to the TTM stage of Contemplation) counselors should be able to note this
change talk is a lower level of commitment, versus “I will change” (similar to the TTM stage of
Preparation) which is a much higher level of commitment. In addition, counselors are tasked
with refraining from prematurely pushing for commitment before the client is ready to do so.
Thus, learning to strengthen commitment language that is targeted towards the change plan is the
seventh level of learning MI.
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Transition and Blending
The final stage, transition and blending of MI, refers to counselors’ ability to transition
into and out of MI and other therapeutic approaches (Miller & Moyers, 2006). As MI was not
meant for use with clients whom are already in the action phase of counseling, MI was never
meant to be the only therapeutic method to be utilized within counseling. Miller and Moyers
(2006) recommend using MI to transition clients into the action stage, then join MI with other
evidence-based counseling methods. All eight of the stages of learning MI as outlined above
were utilized for the purposes of this study as the foundation for training the counselor trainees in
the use of MI. Miller and Moyers (2006) hypothesized that learning MI occurs sequentially and
roughly in the order in which these stages were presented where earlier stages serve as building
blocks for later stages of skill acquisition. Therefore, the training manual utilized within this
study was designed to present information to counselor trainees sequentially and in the order
Miller and Moyers deemed most adequate for knowledge acquisition. For more information
concerning methods by which these stages of learning MI were taught to trainees within this
study, please refer to the training manual in appendix M and detailed descriptions of the
counselor trainee training in chapter 3. Now that the stages of learning MI have been thoroughly
reviewed, the focus of this chapter will now turn to evidence-based training in the use of MI.

Evidence-Based Implementation of Motivational Interviewing
In recent years there has been a rapid rise in the identification of evidence-based practices
[EBPs] to address a wide range of client concerns (Morgenstern, Morgan, McCrady, Keller, &
Carroll, 2001; Sholomskas et al., 2005). Evidence-based practices, as defined by the American
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Psychological Association’s (APA) Task Force on Evidence Based Practice are, “the integration
of the best available research with clinical expertise in the context of patient characteristics,
culture, and preferences, ” (2006, p. 273).
In discussing EBPs, it is important to make the distinction between EBPs and empirically
supported treatments (EST). Whereas ESTs begin by examining whether the treatment works
with certain disorders or presenting problems, EBPs begin by examining what the research
suggests in terms of achieving the best outcome for that particular client. Thus, ESTs refer to the
use of a specific treatment to treat a disorder, whereas EBPs refer to the implementation of a
wide array of empirically supported treatments through an informed decision-making process.
When APA’s Task Force on Evidence Based Practice (2006) established criteria (e.g.
treatment efficacy and utility) and identified several EBPs (one of which was MI) this ignited
both enthusiasm and disagreement. Although the public recognized the need to identify effective
therapeutic treatments, they also raised concerns regarding the use of brief manualized
treatments and the lack of emphasis of the EBPs on the therapeutic common factors and client
diversity. Thus, groups such as APA Division 26, APA Division 17, Society for Behavior
Medicine, and APA Division 43 were established to offer countervailing positions.
The groups established in opposition to APA’s Task Force on Evidence Based Practice
(2006) offered alternative frameworks for integrating research into practice. For example, APA’s
Division 29 offered a framework that focused on the integration of empirically supported clientcounselor relationships, based on the idea that the strength of the client-counselor relationship is
predictive of client outcomes (Norcross, 2001). In addition, other alternative frameworks
included APA Division 17’s evaluation of ESTs (Wampold, Lichtenberg, & Waehler, 2002), the
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Society of Behavioral Medicine’s examination of empirically supported behavioral medicine
(Davidson, Trudeau, Ockene, Orleans, & Kaplan, 2003).
As previously mentioned, although there has been a rise in the identification of EBPs to
treat client concerns, comparatively, there has been relatively small amount of research
conducted on the best way in which to implement EBPs into clinical settings. Thus there is still a
research gap between EBPs and translating these EBPs to front-line clinicians (Moyers et al.,
2008).
In regard to evidence-based implementation of EBPs, the President’s New Freedom
Commission on Mental Health (2003) stated, “There is an uncomfortable irony in moving
forward to implement evidence-based practices in the absence of an evidence base to guide
implementation practice” (p.12). Thus, the proceeding paragraphs will present a review of the
literature exploring the evidenced based implementation of the EBP that was utilized for the
purposes of this study, namely Motivational Interviewing. First, definitions and descriptions of
dissemination studies are presented. Then, information concerning the various methods (i.e. 16
hours, one workshop, one workshop plus such things as feedback, supervision, videos, and
training manuals) that researchers have used to train various populations (i.e. parole officers,
medical students, dieticians, air force employees, etc.) in MI (and the effectiveness of these
trainings) is presented within the following paragraphs.

MI Dissemination Studies
Dissemination studies typically examine the effects of various methods of training on
trainee’s adherence and proficiency to a particular EBP. Dissemination studies measuring the
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ability of practitioners to gain information about MI have demonstrated promise (Miller &
Mount, 2001; Rubell, Sobell, & Miller, 2000; Shafer, Rhode, & Chong, 2004). In particular,
William Miller and others have recently broken ground in testing and developing methods of
EBP training with studies he has conducted on training practitioners in the use of motivational
interviewing.
However studies that examined the effects of MI training on direct observed practitioner
skill have produced mixed results (Baer et al., 2004; Baer, Wells, Rosengren, Hartzler, Beadnell,
& Dunn, 2009; Miller et al, 2004; Miller & Mount 2001; Mitcheson, Bhavsar, & McCambridge,
2009). These results are confounded by practitioner motivation and skill level. Studies that have
utilized highly motivated and skilled practitioners (Baer et al., 2004; Miller et al., 2004) have
yielded more promising results than those that utilized front-line clinicians with lower levels of
expressed motivation to learn MI (Schoener, Madeja, Henderson, Ondersma, & Janisse, 2006).
Augmenting dissemination research, Miller and Mounts’ (2001) examined the effects of
one 16-hour workshop on practitioner behavior and found that one workshop improved
counselor’s knowledge of and skill in utilizing an EBP (as measured by scores on the
Motivational Interviewing Treatment Integrity Code 2.0 [MITI]). However, these improvements
were not sustained after a 4-month follow-up and counselors were not able to attain what Miller
and Mounts deemed MI proficiency (e.g., scores of five out of seven or higher on the MITI 2.0)
without further support (i.e. ongoing feedback, coaching, supervision, or consultation).
Being that seasoned practitioners were utilized for the purposes of this study (Miller &
Mount, 2001), the authors noted that although a statistically significant increase in MI
knowledge and adherence was seen, what might not have changed, were old practice behaviors.
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Thus, new skills were added to previously acquired habits and skills. However, without any
ongoing feedback or supervision, practitioners returned to previous practice behaviors.
Therefore, the counselor population (viz. counselor trainees) chosen for the current study,
although they had beginning foundation and understanding of counseling skills, they had not yet
had the opportunity to form therapeutic habits that would need to be “undone”. In addition,
ongoing feedback (i.e. the results of the MITI 3.0), a MITI manual, review of MI, and
supervision were given to counselor trainees at three time frames throughout their semester in
practicum.
Furthermore, as the MITI 3.0 and the MISC are the two most common measures of MI
adherence and the majority of the training studies utilize one of the these two assessments to
assess MI adherence, these two assessments are explained in the following paragraphs. Then, the
results of studies that have evaluated the effects of MI training on trainee and client outcomes are
discussed below.

Measures of MI Adherence: MISC and MITI
There have been several studies that have measured the effects of MI training on
counselor trainee proficiency in MI. Of these studies, the majority utilizes either the Motivational
Interviewing Skills Code (Moyers et al., 2003) or the Motivational Interviewing Treatment
Integrity code (MITI; Moyers et al., 2007). Although the MISC and the MITI are similar in that
they both measure an individual’s proficiency in MI, Moyers and colleagues assert the MISC and
the MITI are not competing assessments designed for the same task. These differences, as well
as the similarities between the MISC and the MITI are discussed below.
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MISC. The MISC is an MI assessment that measures practitioner’s behaviors (i.e.
adherence to MI), client behaviors, and the interaction between the two. It requires two to three
reviews to code these behaviors. During the first review, coders watch for global practitioner
ratings. The second review is completed in order to code (in frequency counts) counselor and
client’s behaviors. Moyers and colleagues (2007) recommend utilizing the MISC for detailed
process research and in exploring the mechanisms of change in MI. First a detailed outline of the
MITI is given, then a comparison of the MISC and MITI is delineated.
MITI 3.0. Unlike the MISC, the MITI only codes practitioner (and not client) behaviors.
Moyers and colleagues (2007) designed the MITI to answer the question, “How well or poorly is
a practitioner using motivational interviewing?” (p. 2). The MITI can also be used as a tool to
provide feedback to individuals in order to increase individuals’ adherence to MI.
Being that the MITI, and not the MISC was chosen for the purposes of this study,
explanations of each of the variables assessed on the MITI are explained herein. First the global
factors of the MITI are examined, and then the behavioral factors are explained.
There are five global factors that are assessed via the MITI 3.0. These five factors include
evocation, collaboration, autonomy/support, direction, and empathy (Moyers et al., 2007).
Clinicians who receive high ratings (5 being the highest global rating that they can receive) on
the MITI in evocation actively explore and evoke client change talk. They understand the benefit
of having clients devise and discuss their own reasons for change and the means of going about
change. Thus, they elicit change talk from the client with curiosity and inquisitiveness rather than
providing clients with practitioner devised reasons for changing.
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Practitioners who are high (5 being the highest and 1 being the lowest) on global
collaboration work cooperatively with clients, rather than advising, teaching, or telling their
clients what to do. Thus, collaborative practitioners allow clients to have influence over the
direction of the therapeutic session, take the client’s expertise and ideas into account, and do not
rely on counselor dominance to achieve forward momentum (Moyers et al., 2007). Therefore, in
this way, the counselor encourages power sharing (i.e. collaboration) with the client within the
therapeutic relationship.
Practitioners who display high levels of global autonomy/support with clients actively
reinforce client’s control and choice in their own behavioral changes. Also, these practitioners
help clients recognize their choices in regard to behavioral changes. Lastly, clinicians high in this
global factor have faith both in their clients’ abilities and capacity to change. The average of
these three previously mentioned global factors (i.e. evocation, collaboration, and
autonomy/support) on the MITI, comprise practitioners total spirit ratings (Moyers et al., 2007).
In addition to the spirit of MI (i.e. evocation, collaboration and autonomy/support),
practitioners are assessed for global direction and empathy. Direction involves clinician’s
attempts to steer the client towards discussion of behavioral change. High global empathy
involves the practitioner expressing a deep understanding of what the client’s perspectives,
values, and meanings (Moyers et al., 2007).
In regard to behavioral frequencies, the MITI 3.0 assesses six practitioner behaviors. The
factors assessed are MI adherent giving information, MI non-adherent giving information, closed
questions, open questions, simple reflections, and complex reflections. These behaviors (with the
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exception of open and closed questions as they were previously described) are examined in the
following paragraphs.
MI adherent forms of giving information involve asking the client permission before
giving information, affirming, and/or supporting the client, and/or emphasizing client’s control
and/or choice in regard to the information given (Moyers et al., 2007). In contrast, MI nonadherent methods of giving information include confronting, providing information without
asking permission, and/or telling the client what they “should” do (i.e. shaming or giving the
client advise).
The terms simple and complex reflection, as defined by Moyers and colleagues (2007) in
the MITI 3.0 manual, are explained within the following paragraphs. Simple reflections are
restatements of what the client said that add little meaning to what clients say. For example, if a
client says, “I don’t know what’s been wrong with me lately. I cannot get out of bed some
mornings to face the world. I just want to curl up and sleep until it all goes away.” A simple
reflection might be, “It seems as if it has taken a lot of strength to get yourself out of the house
recently.”
A complex reflection, on the other hand, does either add meaning to what the client said,
serve to steer the conversation in a new, intentional direction, or incorporates an implied, but
unstated feeling (Moyers et al., 2007). Thus, if a client says, “I don’t know what’s been wrong
with me lately. I cannot get out of bed some mornings to face the world. I just want to curl up
and sleep until it all goes away.” A complex reflection might be, “It seems as if you have been
feeling blue lately. That you are confused as to what’s keeping you from wanting to get out of
the house and that you would like these feelings to stop.”
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In accord with assessing practitioners’ adherence to MI and providing practitioners with
feedback, there are two levels of adherence that can be achieved via observational coding on the
MITI. These levels, deemed “basic MI proficiency” and “MI competency” are examined in the
following paragraphs.
The MITI scores recommended for meeting basic MI proficiency (Moyers et al., 2003)
are divided into two groups: global and behavioral ratings. In regard to the global ratings on the
MITI, scores of five or above on global empathy and MI spirit ratings meet the recommended
level specified for MI proficiency. Proficiency for behavioral counts on the MITI are as follows:
(a) 50% or higher ratio of open questions, (b) 40% or higher of complex reflections, (c) ratio of
reflections to questions one or greater, and (d) 90% adherence to MI speech. The three mean post
training ratings that met MITI proficiency were scores in the following areas (a) empathy, (b)
percent MI adherent, and (c) ratio between reflections and questions.
The recommended scores on the MITI 3.0 (Moyers et al., 2007) that meet MI competency
(MI competency is considered to be a higher level of adherence to MI than basic MI proficiency)
are outlined within the following paragraph. In regard to the global ratings on the MITI, scores of
4 or above on global empathy, direction, and MI spirit ratings (calculated by dividing the sum
total of evocation, collaboration, and autonomy/support global scores by 3) meet the
recommended level specified for MI competency. MI competency for behavioral counts on the
MITI is as follows: (a) 70% or higher ratio of open questions (which is configured by dividing
the total number of open questions by the total number of open added to the total number of
closed questions), (b) 50% or higher of complex reflections (configured by dividing the total
number of complex reflections by the total number of complex and simple reflections), (c) ratio
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of reflections to questions two or greater (which is configured by dividing the total number of
reflections by the total number of open and closed questions), and (d) 100% adherence to MI
speech (calculated by dividing the total MI adherent frequency count by MI adherent and MI
non-adherent speech). These a priori recommended values were compared to the counselor
trainees’ scores within this study. This was done in order to evaluate whether or not the training
measures utilized in this study were sufficient in producing basic MI proficiency or MI
competent practitioners. For more information concerning the MITI 3.0, including this
assessments’ psychometric properties, please refer to chapter three of this study and to Appendix
H. A comparison between the MISC and MITI is discussed below.
Some of the differences between the MISC and the MITI include, the MISC may require
several reviews (i.e. the coder may need to watch the 20 minute video segment submitted for
coding on the MISC three or more times), whereas the MITI only requires one 20-minute review.
The MISC assesses for client’s readiness towards change, whereas the MITI does not. The MISC
is a comprehensive coding system, whereas the MITI is not. In other words, the MISC assesses
more subcategories of practitioner behavior, whereas the MITI combines these subcategories into
one or more larger categories. For example, MISC categories of practitioner behaviors such as
advise, confront, and direct were collapsed into one category “MI non-adherent” within the MITI
(Miller, Moyers, Ernst, & Amrhein, 2008). Thus, the MISC is recommend for more detailed
process research (i.e. measuring client/counselor interactions) than the MITI.
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The Effects of One Workshop Training in MI on Practitioner Adherence to MI
Miller and Mounts (2001) study investigating the effects of one workshop on
practitioner’s proficiency in MI and client outcome yielded mixed results. Twenty-two probation
officers and correction counselors participated in this four-month study. These individuals
received a two-day, 15-hour workshop on MI administered by the researchers involved in this
study. One-half of the workshop was spent with informative presentations and demonstrations
and the remaining half of instruction was given to practice and role play with feedback and
supervision from MI instructors. The materials that were disseminated included Miller and
Rollnick’s (1991) text on MI, a counselor manual (Miller, Zweben, DiClemente & Rychtarik,
1992), and MI training handouts.
Participants in Miller and Mounts (2001) study were assessed via pre and post training
evaluations on the Helpful Responses Questionnaire (Miller, Hedrick, & Orlofsky, 1991) and the
Motivational Interviewing Skill Coding [MISC] system. Participants submitted an audio taped
sample of their actual work with clients for pre and post evaluations on the MISC. In addition,
participants were asked to complete a self-report created by the authors of this study. The selfreport contained a series of questions that asked participants to report on 10-point Likert scales
their understanding, proficiency, and use of MI. Although participants reported feeling more
proficient in their ability to use MI, their observational scores as evaluated by the MISC did not
correlate with their self-reported feelings of proficiency. However, participants did show modest
gains from pre to post on the following scales of MI adherence assessed by the MISC: (a)
acceptance (Effect Size = +.29), (b) egalitarianism (ES = +.48), (c) empathy (ES = +.29), (d)
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warmth (ES = +.28), and (e) consistency with overall spirit of MI (ES = .27). However, there
was a decrease in the rating of overall congruence (ES = -.29) post training.
Although participants demonstrated an increase of the utilization of MI in session, client
outcomes did not reflect the findings of prior research on MI (Miller et al., 1993). Prior research
found a decrease in client resistance with the use of MI and that this decrease led to better client
outcomes. Client outcomes were measured by assessing four types of client responses: (1)
inquiries for information, (2) change statements, (3) resistance statements, and (4) neutral
statements. Unlike other studies, none of these client measures changed from pre (M = .60, SD =
.31) to post training (M = .62, SD = .15) or upon follow up (M = .64, SD = .23). This suggests
that changes in counselors’ practice were not sufficient enough to create changes in clients’
behaviors.
Miller and Mounts (2001) noted that although statistically significant practice behaviors
were made with their participants that were also maintained upon follow up, old practice
behaviors did not change as much. Thus, new skills were added to an agglomeration of
previously acquired habits and skills. Being that studies indicate relatively few confrontational
responses are necessary to increase client resistance (Miller et al., 1993; Miller & Rollnick,
2002), this may be one of the reasons why client outcomes were unchanged. Therefore, the
current study focused on training counselor trainees who have not had the time to accrue and
solidify negative habits and behaviors. Thus, it was thought because counselor trainees would
not have old practice habits to unlearn, they would be better able to learn MI and their use of MI
would transfer to positive changes in client behaviors.
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Five Methods of MI Training
In examination of evidence-based implementation of MI, Miller and colleagues’ (2004)
study investigated the effects of five methods of MI training on trainee proficiency for 140
licensed substance abuse professionals. The selection criteria for the participants included they
must be English-speaking U.S. citizens, licensed health professionals in counseling, social work,
psychology, medicine, or nursing, and they must be treating five or more clients with substance
disorders per week in individual sessions. One author-expressed limitation of this study was that
client outcome measures were not gathered for analysis.
In Miller and colleagues’ (2004), all five groups were given the training tapes
Motivational Interviewing: Professional Training Series (Miller, Rollnick, & Moyers, 1998) and
counselor manual Motivational interviewing: Preparing people to change addictive behavior
(Miller & Rollnick, 1991). In addition, these individuals were assigned to one of the following
training conditions: (a) workshop only (W) that included attending a two-day workshop, (b)
workshop plus feedback (WF) that included attending the same two-day workshop plus receiving
personal feedback on their tapes and up to six coaching sessions, (c) workshop plus coaching
(WC) that included the workshop plus six coaching sessions, (d) workshop plus feedback and
coaching (WFC) that included all of the above training interventions, and (e) self-training control
(STC) where participants received only the counselor manuals and training tapes. These five
groups were referred to by the above acronyms throughout the duration of this review.
Participants were asked to submit four 20-minute taped sessions of their best work with
clients for analysis on the MISC within this study. In addition, participants were assessed via the
Helpful Responses Questionnaire, Self-Esteem Inventory (Coopersmith, 1975), Myers-Briggs
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Type Indicator and the Confidential Pre-training Questionnaire (questionnaire with self-ratings
of MI proficiency and utilization). To prevent coder drift when coding tapes submitted for
evaluation on the MISC, a randomly selected 20% of the tapes were double coded for measures
of reliability and feedback for coders.
Although the researchers involved in this study expected all five groups to significantly
improve their skills in MI, the STC group showed no significant change in their MI skills
(MANOVA; F (1, 22) = 2.49, p = .129). The remaining four groups did show significant
improvement in their MI scores. However, the workshop only group (W) demonstrated only
moderate improvements (F (1, 11) = 6.13, p = .031). Whereas the other three groups made large
improvements workshop and feedback (WF) (F (1, 22) = 20.10, p <.001), workshop and
coaching (WC) (F (1, 27) = 42.78, p <.001) and workshop feedback and coaching (WFC) (F (1,
17) = 35.24, p <.001). The six dependent measures of the MISC (viz. global spirit, reflection-toquestion ratio, percentage of open questions, percent of complex reflections, MI-consistent
response ratio, and counselor talk time) were analyzed via a MANCOVA for differences among
the four trained groups (i.e. W, WF, WC, and WFC). However, no significant differences were
found (F (18, 187) = .77, p = .735).
The authors reported four surprises with their findings. First, the two-day workshop
produced larger gains in MI proficiency than expected based on Miller and Mount’s (2001) pilot
study. As the participants in this study volunteered their participation and participants in Miller
and Mount’s (2001) study were required to participate, the authors attribute the sharp increase in
MI proficiency to increased motivation to learn MI with this study’s participants. The second
surprise was that the workshop only group’s gains in MI proficiency decreased upon four-month
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follow-up evaluation to nearly that of the self-training control (STC) group. Third, the STC
group had not caught up with the other three groups after they were given a workshop towards
the end of the study. Last, contrary to Miller & Mount’s (2001) study, the finding was made that
there was not so much an increase in MI consistent response as there was a decrease in MI
inconsistent response (viz. confrontation). Moyers and colleagues (2004) use this finding to
reinforce Miller & Mount’s (2001) speculation that having practitioners unlearn old counseling
habits may be equally as important as learning MI-compatible behavior. Being that beginning
counselors are anticipated to have few, if any, old counseling habits to unlearn, counselor
trainees were chosen for this study.
These findings add evidence that real-world (rather than just laboratory) practitioners
who desire to learn MI can do so proficiently within a matter of months. This study lends support
to the use of two-day workshops in training practitioners in MI. In addition, due to the relapse in
skill seen within the workshop only group, feedback and support in the form of supervision or
consultation is recommended to maintain skill proficiency. Therefore, this study employed the
use of initial training followed by feedback via the MITI and three one-hour sessions of MI
group supervision in order to facilitate and maintain lasting counselor behavioral changes. In
addition, the current study will also double-code every 10th session scored on the MITI for the
same reasons given in Miller and colleagues (2004) study (providing feedback and further
training to the coders and in providing measures of inter-rater reliability).
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MI Training and Post-Workshop Feedback with Addictions Counselors
In a study related to Miller and colleagues’ (2004), Smith and colleagues (2007) study
assessed the effects of a two day workshop in addition to 5 live supervision sessions on
addictions counselor’s adherence to MI. Following a two-day workshop training substance abuse
clinicians in the use of MI, 13 clinicians received feedback (7.5 hours total) via live supervision
by telephone during five counseling sessions. The 13 participating clinicians were assessed on
the MITI. Intraclass coefficients were calculated to determine reliability of MITI codes. In
addition, repeated measures one-way ANOVAs were conducted to determine significance of
MITI scores at three time periods (i.e. post-workshop, post-training, and 3-month follow-up). Of
the 13 counselors trained in MI, 12 were included for analysis. Improvement was seen in the
increase of MI adherent behavior and decrease in MI non-adherent behavior. Specifically,
statistical significance [F(2,22) = 3.59, p<.05] was noted with the reflection to question ratio
scores, as was the percentage of open questions [F(2,22) = 4.63, p<.05]. An exploratory analysis
of the increase in frequency counts of open questions was due to a suppression in the frequency
counts of closed questions [F(2,22) = 3.84, p <.05]. Although the frequency counts of reflections
and MI adherent/non-adherent behaviors did not reveal statistical significance differences, there
was overall significance from pre, post workshop, and follow-up (M=2.52, SD=1.06,
F(1,11)=9.25, p<.02). These results suggest feedback via live supervision following MI training
increases counselor’s proficiency in the use of MI. Therefore, the current study will provide
counselor trainees with feedback via live supervision, follow-up group supervision (three onehour sessions), and MITI 3.0 scores. It is hypothesized that feedback to participants trained in MI
will help increase counselor trainee participants proficiency in the use of MI.
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MI Training’s Effects on Confidence in the Use of MI with First-Year Medical Students
Poirier and colleagues (2004) study examined the effectiveness of motivational
interviewing training on medical students’ confidence and ability to promote behavioral change
in their clients. Forty-two first year medical students participated in this study. These students
participated in a total of ten hours of MI training, which consisted of five two-hour sessions. This
training took place in conjunction with a required course that taught history-taking techniques
entitled “Introduction to the Patient”. Each of the faculty members that conducted the MI
training participated in a 6 hour in-service in MI.
Students were asked to complete a pre and post MI training questionnaire designed by the
researchers that conducted this study. Although there were no measures of reliability or validity
reported for this instrument, the researchers did comment on the construction and purpose of the
questionnaire. Thus they reported the eight-item questionnaire utilized within this study was
designed to assess the participant’s feelings of confidence in performing MI. In addition, this
questionnaire utilized a self-report five-item Likert scale ranging from very confident to very not
confident. This instrument inspired the development of the MI Knowledge Questionnaire, which
was utilized to assess trainees pre and post self-reported knowledge of MI within this study.
As only the participants who completed both the pre and post test questionnaires, 36 of
the 42 participants’ questionnaires were compared utilizing a signed rank test. All comparisons
indicated a statistically significant (p<.001) improvement in overall confidence levels. Of these
comparisons, the greatest improvement in confidence was reported to be in participant
understanding of MI. This study suggests that 10 hours of MI training improved first year
medical student’s self-reported confidence in understanding and implementation of MI with
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clients. However, this study relied solely on self-report and knowledge pre and post-tests. The
researchers did not measure client outcomes, observational adherence, or utilize a population of
students with a foundation in the basic counseling skills. Therefore, as the current study includes
a total of eight hours of MI training with counselor trainees, it is thought that counselor trainees
understanding and implementation of MI with clients will increase.

MI Training’s Effects on MITI Scores & Knowledge with Third-Year Medical Students
Another study that examined the effects of MI training on medical students was that by
White and colleagues (2007). One-hundred and twelve first year medical students were given MI
training, which consisted of lectures, small group teaching, and role plays. Students’ videotaped
role-plays, which were recorded post-training, were evaluated on the MITI in order to assess the
training’s effectiveness. In addition, students’ were given a MI knowledge examination and a
self-report questionnaire to evaluate the MI training. Although the total amount of time that the
first year medical students spent covering MI was not reported within this study, the researchers
did discuss the MI curriculum. Foremost within students first year of medical school, a threehour lecture series on behavior change motivation was presented, which addressed components
of MI. Small group processing and MI role-plays were said to immediately follow this lecture
series. Then, in students’ third-year of medical school, they were given an MI discussion-review
followed by role-plays. Finally, students were asked to practice behavioral change counseling
with at least one client during their internship. Students were assessed on the MITI following the
previously mentioned activities.
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The results of the MITI 2.0 scores for 46 third year medical students were measured
utilizing a 7-point Likert scale. Post-training evaluations at 95% confidence intervals yielded the
following scores: empathy (M=4.02), MI spirit (M=4.07), 66% MI adherent giving information,
29% open question frequency, 6.9% reflection frequency, and a 10.4 rate of reflections per 10
minutes within the role play sessions. This means that students scored an average of around four
out of seven points on the empathy and MI spirit scales, suggesting that they were attempting to
understand the client’s perspective with some success (empathy) and moderately collaborating,
supporting, and evoking change talk with their clients. In addition, these results suggest that
medical students presented information in an MI adherent manner (i.e. asking permission,
supporting, and emphasizing the client’s control) approximately two-thirds of the time. The other
one-third of the time medical students were presenting information in an MI non-adherent
manner (i.e. giving advice, confronting, or directing). As the medical students whom participated
in this study had little prior experience with counseling and the counselor trainees in the current
study did have a background in counseling, these ratios are hypothesized to be of increased MI
proficiency in the current study than were found in White and colleagues’ (2007) study.
In White and colleagues study, first year students were asked a series of questions
designed by the researchers to assess their knowledge of MI and effectiveness of the course
curriculum. The results on the pre-post knowledge exam yielded a statistically significant
improvement in MI knowledge. In addition, 83% of participants felt MI curriculum helped them
feel more comfortable with discussing behavioral change with clients and 98% felt it was an
important skill for physicians to have. These results suggest that although participants’
knowledge of MI improved, their proficiency in utilizing MI was limited. However, the
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researchers neglected to report the time spent covering MI. In addition, a population of medical
students who were not assumed to be equipped with prior knowledge of basic counseling skills
was utilized. Thus, as the current study focused on MI training with counselor trainees who
possessed foundational knowledge of basic counseling skills, it was thought that students would
acquire and be able to demonstrate MI adherence at a higher rate of proficiency than the
previously mentioned population.

MI training with Dieticians
Both Brug and colleagues (2007) and Jansink and colleagues (2009) utilized diabetic
client populations for their studies. Thirty-seven dietitians participated in a two-day training in
MI tailored to dieticians working in diabetes dietary counseling in Brug and colleague’s (2007)
study. The goal of this study was to demonstrate that MI could work to improve clients’ dieting
behaviors. Dieticians submitted two sessions (within the first month after training and 5-6 month
follow-up) for observational coding on the MITI and demonstrated significant improvement in
regard to MI adherence. Specifically, one-way ANOVAs revealed the variables that were
statistically significant between the treatment and control groups on the MITI 2.0, which
included global empathy, MI spirit, MI non-adherence, simple reflections (also known as
paraphrases), complex reflections (deeper reflections that usually target client’s values and/or
feelings), and total reflections (the total number of complex and simple reflections spoken in a
session), whereas MI adherence, closed, open, and total number of questions were not
statistically significant.
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In regard to dieticians’ use of MI and client outcomes, over the course of the study,
treatment group dieticians used MI with their clients when discussing their dietary behaviors.
The treatment participants (N = 142), all of whom were diabetic clients, possessed lower
saturated fat intakes upon follow-up than the clients of the control dieticians. This suggests that
the clients in the MI group improved their diet to a greater degree than individuals in the control
group. The main outcome measure included the total self-reported saturated fat, fruit, and
vegetable intake and measured body mass index (BMI) of their diabetic clients. Thus weight loss
and improved dietary intake were the two variables that were examined for differences between
the MI treatment and control groups. An analysis of variance (ANOVA) and multiple linear
regression analysis revealed a relationship between MI training and positive client outcomes.
Thus, this study suggests that a two-day training can improve dieticians’ use of MI. In addition
the use of MI was correlated with improvement in client dietary adherence. This suggests that
dieticians can be trained to use MI to increase their client’s dietary adherence. Therefore, if
dieticians with no or little background in fundamental counseling techniques can be taught to use
MI with their clients in 16 hours, it is hypothesized that counselor trainees who do have
knowledge of basic counseling skills could learn MI.

MI Training with Air Force Employees
Another population with little prior knowledge of counseling that was trained in MI for
research purposes included a population of United States Air Force personnel. Moyers and
colleague’s (2007) study measured the impact of training in MI on a group of behavioral health
providers in the United States Air Force who were diverse in their professional affiliation and
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levels of motivation to learn MI. The 129 participants were assigned to one of three conditions,
(a) workshop training, (b) workshop and training enrichment, and (c) self-directed training. All
participants received a copy of Miller’s (1998) training videos. Both the practitioners assigned to
the workshop only and workshop plus training enrichment conditions participated in the same
two-day workshop. The workshop plus training enrichment group received 30-minute
consultation calls one time every other week. The self-directed group received the previously
mentioned training videos and Miller and Rollnick’s (2002) book.
All participants submitted a baseline video of their work with actual clients all of whom
had problematic substance use. In addition, participants’ submitted samples of their actual client
work at 4, 8 and 12-month intervals after the initial training. These tapes were evaluated for
practitioner’s adherence to MI utilizing the MITI (Moyers, Martin, Manuel, & Miller, 2003).
Only 49 (38%) of the participants provided sample tapes at the second, third, and fourth point of
data collection for analysis. A multivariate analysis of variance [MANOVA] was utilized to
assess the difference between the pre and post training MITI scores. Upon exploring the
differences between pre and post MITI score via a MANOVA, there was a significant overall
difference between the three groups (Wilks’ lambda, F(12,204) = 5.94, p<.001). A multivariate
analysis of covariance [MANCOVA] was used to explore the difference between the three
groups.
Although all three groups showed significant (p < .05) improvement on the MITI, the
participants in this study met or exceeded only three of the a priori recommended levels of MI
proficiency on the MITI. In addition, the self-directed group was given workshop training during
the last few weeks of the study, then all three groups were asked to submit tapes for analysis on
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the MITI. The results were surprising. Upon evaluating the three groups for MI proficiency in all
six areas noted above, only 4.3% of the participants met criteria for proficiency in the workshop
only group, 7.5% of the workshop plus training enrichments (i.e. supervision) group met
proficiency in all six areas, and 10.3% of the self-directed group that received delayed workshop
training met MI proficiency. Although skill in MI did increase with all three groups, the increase
was not great enough to meet MI proficiency.
As the majority of the participants in this study did not have a solid foundation of basic
clinical skills, these results suggest a base of clinical skills is needed in order to achieve
proficiency in MI (Baer et al., 2004; Moyers et al., 2007). Thus, the current study utilized
counselor trainees as they were thought to have a beginning foundation of clinical skills on
which to build upon, but few therapeutic habits to unlearn. In addition, the results of this study
suggest that MI can be implemented with front-line clinicians in diverse clinical environments
with some success.

MI Training with Mental Health Counselors
Although the previously mentioned populations of trainees (those who had little or no
prior knowledge of counseling) did not closely resemble the population used within the current
study, Schoener and colleagues (2006) examined the effectiveness of MI training on 10 front-line
community mental health counselors’ adherence to MI. The MI training consisted of a two-day
workshop in MI followed by eight group supervision sessions given every other week. Onehundred and fifty-six sessions were randomly selected and coded on the MISC (Moyers et al.,
2003) in order to examine practitioner adherence to MI. Although the MISC contains over 30
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variables, only seven were selected for analysis with this study. Those variables included: (a)
empathy, (b) MI spirit, (c) reflective listening, (d) open-ended questions, (e) close-ended
questions, (f) advising without permission, and (g) change talk. These variables, which are also
assessed within the MITI, are considered to be foundational therapeutic components of MI.
Schoener and colleagues used hierarchical linear modeling (HLM) to analyze the data
and account for changes across time. Level-1 model represented changes across time for
individual clients; level-2 coefficients included the impact of the intervention in account for
variance across clients; and the Level-3 model the Level-2 coefficients were measured for
variance across time with practitioners. The criterion significance for the model as a whole was
significant (p<.05). Thus, there was a significant change in six of the seven MISC variables (i.e.
empathy, MI spirit, reflective listening increased and closed questions and advising without
permission declined). The client outcome variable measured (i.e. client change talk) increased to
a significant degree after training. The results of this study indicate front-line mental health
clinicians can improve their adherence to MI with training and supervision to such a degree that
this change can help their clients with co-occurring mental health and substance abuse disorders.
Being that MI training and supervision can improve client outcomes, providing efficient MI
training and supervision to front-line mental health clinicians seems worthy of study.

Madson’s Review of MI Training
Upon outlining the studies examining MI training and proficiency amongst diverse
participant populations and with a variety of training methods, a review of Madson and
colleagues’ (2009) review of MI training is presented. In accord with the need to develop
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effective training programs in MI, Madson, et al. (2009) conducted a systematic review of MI
training programs and noted several areas necessitating further research. Foremost, of the 27
studies identified for inclusion in the study, there were no published studies found that
specifically addressed MI training with graduate level students in the helping professions (e.g.
counseling, social work, or psychology). Furthermore, as presented earlier, trainees in the
helping profession have (a) little in the way of “bad” counseling habits to unlearn, and (b) a
knowledge of basic, fundamental counseling skills. Therefore, there is arguably a need for the
exploration of the impacts of MI training with graduate level students in the helping professions.
Although research on the impacts of MI on client populations has yielded promising
results, the limits of MI (i.e. all human behavioral domains and MI’s impact on these behaviors
have not yet been explored) are not yet known (Miller & Rollnick, 2002). Therefore, MI may be
a helpful or harmful treatment across other human behaviors (i.e. conduct disorder, oppositional
defiant disorder, etc.). In order to test the limits of MI, helping professionals that work with
general client populations (e.g., outpatient, community counseling clinics, public schools) would
need to be trained in MI. However, this has not yet been accomplished. In accordance with this
position, Madson, et al.’s (2009) review on MI training reported only 2 of the 27 assessed studies
focused on training professionals in working with general mental health client populations. The
additional 25 studies included in Madson, et al.’s review were from the following disciplines:
medicine, general health care (e.g., nutrition, physical fitness), and substance abuse. Being that
the majority of counselor trainees will work with general client populations, research examining
the relationship between the use of MI and its impact on client outcomes would lay the
foundation for counselor trainees’ occupational prospects.
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Furthermore, there is a vast inconsistency in the methods used in administering and
assessing training in MI (Madson, et al., 2009). The inconsistency within these methods that will
be further elaborated upon below include (a) the length of training, (b) poor measures of
practitioner adherence to MI, and (c) the incorporation of Miller and Moyer’s (2006) 8 stages of
learning MI. First, the studies reviewed by Madson, et al. noted wide-ranging and inconsistent
lengths. These trainings ranged from less than 8 hours to more than 24. In addition, most of the
trainings relied on invalidated instruments and/or methods of trainee self-report to measure
trainee satisfaction, use, knowledge of, and adherence to MI. Relying on trainee self-report may
be an issue because it may not be a reliable measure of actual adherence (Madson et al.).
In order to address the previously mentioned issues noted by Madson and colleagues
(2009), this study not only clearly defined the length of training, but also the contents of that
training (viz. manualized training). In addition, this study utilized various common measures of
practitioner adherence to MI including trainee self-report, observational assessment via the
MITI, the Helpful Responses Questionnaire, and an MI knowledge questionnaire. Finally, each
of the 8 stages of learning MI (Miller & Moyers, 2006) was addressed within the manualized
training developed by the researcher in collaboration with consultation from MI experts (i.e.
William Miller, Theresa Moyers, Denise Ernst, and MINT trainer Jennifer Luther).
To further elaborate upon the previously mentioned issues identified by Madson and
colleagues (2009), Miller, Yahne, Moyers, Martiez, and Pirritano’s (2004) study addressing MI
training demonstrated practitioner self-report was unrelated to observed proficiency with regard
to MI training. Furthermore, although Miller and Moyers (2006) identified eight stages for
effectively learning MI, which were outlined earlier in this chapter, none of the trainings

102

discussed within Madson and colleagues’ (2009) review addressed all of these stages. In fact, the
vast majority of these trainings addressed 4 or fewer stages. In addition to utilizing inconsistent
methods in administering training, only 6 of the 27 research studies examined by Madson, et al.
incorporated some sort of ongoing feedback into MI training. This was despite the evidence that
ongoing training or support is necessary for trainees to achieve an adequate skill level in MI
(Miller & Mount, 2001; Miller et al., 2004). Thus, these findings are consistent with Madson and
colleague’s critique that studies addressing MI training need to utilize accurate measures of
adherence to MI, address the 8 stages of learning MI, and provide ongoing feedback to
supervisees.
Madson and colleague’s findings are consistent with earlier studies by Davis, Thomson
O’Brien, Freemantle, Wolf, and Mazmanians (1999) and Thomson O’Brien, Freemantle, Oxman,
Wolf, Davis and Herrins (2001) that examined the medical training procedures of physicians.
These studies suggest that although initial trainings/workshops create predispositions for trainee
change, ongoing feedback and support is needed to obtain lasting skill attainment and
proficiency in trainees.
Miller and colleagues (2004) in addition to Miller and Mount (2001), like Davis and
colleagues and Thomson O’Brien and colleagues, also examined the evidence-based
implementation of training in MI. Surprisingly, practitioner’s proficiency in MI improved much
more after the two-day workshop alone in Miller and colleagues’ study than in Miller and
Mount’s study. The reason for the between-studies increase in improvement is still unknown.
Perhaps the improvement was based on differences amongst the individuals (viz. they were more
motivated, more attentive to the training, etc.).
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Miller and Mounts (2001) study demonstrated that one 16-hour workshop in MI could
nominally improve trainee’s skill in using MI. However, Miller and colleagues’ (2004) found
workshops that also incorporated continued coaching and feedback produced superior results in
improving trainee’s efficiency in MI than just workshops alone. Despite these findings, the
studies cited by Madson, et al. (2009) reported that only 6 of the studies noted some form of
ongoing coaching or supervision and solely 6 mentioned the provision of ongoing feedback to
trainees. Therefore, there is a need for developing and examining trainings that utilize replicable
and consistent methods of evaluating and implementing MI training.
Madson and colleagues (2009) cited a paucity of, and clear need for, future studies to
examine the impacts of MI training on client outcomes. Therefore, research that is targeted
towards assessing the impacts of MI training on client outcomes with general client populations
is amply scarce. However, there have been some studies measuring the relationship between
practitioner’s adherence to EBPs and client outcomes that have shown promising results.
In conclusion, training in MI has been demonstrated to improve trainee’s proficiency in
the use of MI. However, this increase in trainee proficiency in MI has yet to translate into
improved client outcomes with front line clinicians. In addition, although a variety of trainee
populations have been taught to use MI, the effects of training masters level graduate students
whom are in a helping profession (e.g. social work, counseling, or psychology) has not yet been
studied. In addition, as the literature demonstrated MI could give counselors strategies for
improving client self-efficacy, managing resistance and ambivalence, increasing the therapeutic
working alliance as well as client motivation, adherence, and satisfaction, training in MI given to
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graduate level counselor trainees is expected to increase client outcomes as trainees improve
their proficiency in MI.
In regard to improving counselor trainees proficiency in the use of MI, a review of the
literature discussed eight proposed stages by, which counselor trainees were anticipated to learn
MI. Although these stages of learning do not necessarily occur in hierarchical and/or sequential
order, learning at each of these stages is expected to translate to proficiency in MI. Therefore, the
training manual developed for the purposes of this study presented MI to trainees in accord with
the eight stages of learning MI (Miller & Moyers, 2007). In addition, as the MITI has been
demonstrated to accurately measure proficiency in MI, this observational assessment will be
utilized for the purposes of this study. Finally, research examining the evidence-based
implementation of MI training discovered that although an initial training, ranging from 10 hours
to two days, could improve trainee’s proficiency in MI (Brug et al., 2007; Jansink et al., 2009;
Miller et al., 2004; Miller & Mount, 2001; Moyers et al., 2007; Schoener et al., 2006), these
changes did not last over time without the use of feedback and supervision (Miller et al., 2004;
Miller & Mount, 2001; Moyers et al., 2007). This suggests that training along with follow-up
supervision and feedback is needed to facilitate lasting changes in trainees’ proficiency in MI.
This indicated need for follow-up supervision and feedback in correlation with an initial
training, along with the abovementioned factors, was taken into account in the development of
the research design utilized within this study. Therefore, the research methodology, which
includes the research questions, design, participants, setting, training procedures,
instrumentation, data collection, and data analysis, is reviewed in the following chapter.
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CHAPTER 3: RESEARCH METHODOLOGY
There were two purposes of this study. The first was to investigate the effect that a
unique student-based MI training program has on counselor trainees’ ability to accurately
perform MI with their university clinic-based clients. The second purpose was to determine the
effect that this MI training program had on client outcomes. This chapter includes the research
questions and a description of the research methodology. The latter includes the sampling
procedure and population, the MI training used within this study, instrumentation, and
procedures for data collection and analysis.

Research Questions
1. How does a brief training in Motivational Interviewing given to counselor trainees affect
their ability to accurately perform MI?
2. How does a brief training in Motivational Interviewing given to counselor trainees affect
client functioning?
3. How does a brief training in Motivational Interviewing given to counselor trainees affect
client adherence?
4. How does a brief training in Motivational Interviewing given to counselor trainees affect
client satisfaction with treatment?

Research Design
A quantitative quasi-experimental methodology was utilized for the purpose of this study.
A purposive sample of seven practicum classes in a university-based training clinic in the
Southeastern United States was chosen for this design. The seven classes were purposefully
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divided into two groups (treatment and control) based on the supervisors’ willingness to
participate in this study. This resulted in a total population of 43 graduate level counselor trainee
participants and 81 client participants.

Participants in the Study
Forty-three counselor trainees and 81 clients participated in this study. Informed consent
for each of the 124 participants was obtained prior to the study. In addition, all participants were
affiliated with a counselor education program that had tracks in Mental Health, Marriage and
Family, and School Counseling. Thus, in total there were four groups of participants. There was
one treatment and one control group for each of the following: (a) counselor trainees (i.e. those
who either received MI training or did not), and (b) the clients the counselor trainees were seeing
(i.e. clients of the counselors who received MI training and those who did not). In addition, six
doctoral-level supervisors and three graduate-level MITI coders participated in this study. Last,
this researcher participated in the training, supervision, and in providing feedback to the
counselor trainee participants involved in the study. The demographics, experience, and training
of the participants involved in this study (i.e. the counselor trainees, supervisors, MITI coders,
and this researcher) are outlined in the proceeding paragraphs.

Counselor trainees
The counselor trainees involved in this study were all students attending a large, (50,000+
student) CACREP-accredited doctoral-degree granting university located in an urban area of the
Southeastern United States. This group consisted of (a) mental health, school, and marriage and
family tracked students in their first semester of practicum, and (b) mental health and marriage
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and family students in their second semester of practicum. Based on Program requirements,
between 60 and 63 hours of graduate study coursework, to include two practicum experiences,
are required of all mental health and marriage and family tracked students, whereas sixty hours
of graduate study, with one practicum, was required for graduation of all school counseling track
students. Furthermore, of the six prerequisite courses necessary for students to enroll in
practicum, two focused on an introduction to theories of counseling, the techniques used in
counseling, and the practice of basic helping skills (i.e. paraphrasing, reflections of meaning,
reflections of feeling, simple and complex reflections, open questions, closed questions, and
expressions of empathy, warmth, and unconditional positive regard). Students used Young’s
(2009) textbook, Learning the Art of Helping: Building Blocks and Techniques, as the
instructional text that taught the basic helping skills and techniques.
Informed consent for this research study was gathered from those students who agree to
participate. The exact demographics of the counselor trainee participants are delineated in
chapter 4 of this study. The demographic details include exact counselor trainee participant
figures, gender ratios, ages, scores of total self-reported knowledge of motivational interviewing,
educational track, previous experience counseling, reported theoretical approaches and/or
orientations, and ethnic makeup for both the treatment and control groups. Please see refer to
Chapter 4 and the counselor trainee demographic questionnaire located in Appendix E for a
complete listing of these variables.
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Clients
For the purposes of this study, the 81 clients who participated in this study consisted of
those who were 18 years of age or older (i.e. to avoid the need to obtain parental consent). The
clients were seen for up to 14 weeks in a University-Based Counseling Clinic (UBCC). Local
outpatient clinics and area public educational schools made up the majority of the referrals for
the clients seen at the UBCC. Informed consent to participate in this study was thoroughly
discussed with each subject involved in this study and each client who chose to participate
signed the Research Informed Consent form (Appendix D). In addition, each client was given a
copy of the informed consent and told that there would be no consequence for declining
participation in this study. Clients and counselors were informed that the purpose of this study
was to augment understanding to the counseling field of how training in Motivational
Interviewing affects counselor trainee behavior and to see if these anticipated behavioral changes
in counselor trainees were beneficial to clients.
The client screening and referral criteria utilized for the purpose of this study was that of
the established referral criteria of the UBCC. The staff of the UBCC and the Counselor
Education faculty at this southeastern university developed the criteria for referral. Three main
premises were considered when developing the criterion for exclusion that included (a) counselor
trainees must have adequate knowledge in the areas clients are seeking help, (b) because the
UBCC is not set up as a crisis stabilization unit (e.g., no 24-hour care is available, clients are
seen once a week, clients can only contact their counselors on the day that they have therapy,
etc.), clients must not be in crisis states (i.e. this would rule-out clients with current suicidal and
homicidal ideations, clients with active psychosis, clients who are current victims and/or
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perpetrators of domestic violence, mandated clients, clients seeking substance abuse counseling,
and clients who have a Global Assessment of Functioning Score of 55 or below), and (c) because
of the transient nature of the counselor trainees who operate the UBCC, clients who may need
documentation of ongoing services (e.g., clients whom were petitioned by the courts for
mandated counseling) were referred to facilities that could ensure this documentation could be
provided. Efforts were made to ensure that clients not meeting inclusion criteria were given the
appropriate community referrals to obtain the help that they needed. The demographics of the
client participants are delineated in Chapter 4 of this study. The demographic details include
exact client figures, gender ratios, diagnoses, psychiatric and educational histories, relationship
status, and ethnic composition for both treatment and control groups.

Supervisors
The supervisors who participated in this study were comprised of seven practicum
professors (who possess a Ph.D. in counseling or a related field, are currently licensed and/or
certified, and have experience in supervising doctoral and master’s level students). The mean age
for these participants was 46.29 ranging between 37 and 57 with 29% being male and 71%
female. The majority, four, of these supervisors were Caucasian, one was African American, and
one was Russian. These participants had an average of 7.67 years (range 2 to 12) of experience
supervising and 13.33 years (range 2 to 17) counseling. Furthermore, each of the supervisors
reported unique theoretical orientations, with one reporting an Adlerian/Solution Focused blend,
one a Humanistic/Cognitive Behavioral blend, one a Choice/Cognitive Behavioral/Structural
Family blend, one a Humanistic/Eclectic blend, one a Cognitive Behavioral/Existential blend,
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one a Humanistic/Existential blend, and one a Client-Centered/Systemic blend. Whereas these
supervisors were diverse in their therapeutic approach, they were not as diverse in their model of
supervision with five reporting they ascribed to the Integrated Developmental Model, one the
Humanistic Model of Supervision, and one the Discrimination Model.

MITI Coders
The three MITI coders who participated in this study were comprised of two third-year
students in a southeastern university doctorate of philosophy in counselor education program and
one advanced masters student in mental health counseling at the same university. Each of the
coders involved in MITI coding completed the MITI training (which is further explained later
within this chapter) and the required 4.5-hour protection of human subjects research training
offered by the Collaborative Internal Review Board (IRB) Training Initiative (CITI). In addition,
the coders were added to the research study’s IRB. The coders who participated in this study
consisted of two males and one female. The racial composition of the coders included: one
African-American male, one Caucasian male, and one Hispanic female. The mean age for all
coders was 28 with a range from 22 to 34.

Researcher
At the time of the study, the researcher and trainer possessed approximately five years of
clinical experience. This included an estimated 4 years as a licensed associate counselor. In
addition, the researcher accumulated 2 years managing the UBCC and providing supervision and
training to counselor trainees. Since graduation with a master’s of science in counseling, the
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researcher worked as a mental health counselor for couples, families, and individuals in
inpatient, outpatient, and school settings.

Research Setting
The University-Based Counseling Clinic (UBCC) used for this study is a training facility
for master’s-level graduate students in counselor education. This state-of-the-art training facility
has 10 counseling room, each equipped with digital video/audio recording devices. All sessions
were digitally recorded and stored on a secure server, and viewed in real-time by the practicum
supervisor via closed circuit television. Practicum supervisors monitored students’ sessions and
offered live supervision to counselor trainees via bug-in-ear technology.
The main control room in the clinic afforded a central location where all ongoing sessions
could be monitored. Thus, through live observation, the researcher was able to ensure all
research guidelines were followed, informed consent was properly obtained, and outcome
measures were appropriately administered and scored. Additionally, trained MITI coders were
able to access and score the digitally stored counseling sessions directly from the secure server.
The UBCC operates in accordance with the academic schedule and offers free couples,
individual, and family counseling sessions to members of the community. Counseling sessions
were usually 50 minutes in length, and occurred Monday through Thursday during the afternoons
and evenings throughout the duration of the study. An estimated 1,200 clients are served
annually in the UBCC. In addition, the UBCC adheres to the ethical standards of practice
outlined by the American Counseling Association (ACA, 2005) and the Association for
Counselor Education and Supervision (ACES, 1993).
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Procedures
There was a total of one experimental and one control group with this research design.
These groups included one treatment and one control group of both students and clients. Of the
student groups, students in the treatment and control groups were assigned clients based on their
progression in practicum (i.e. first semester practicum students see three clients per day and
second semester practicum students see two clients). Each week, participants were given one
hour of triadic supervision (two trainees and one supervisor), one and a half hours of group
supervision (six to eight trainees with one to two supervisors), and live supervision from their
practicum supervisors via bug-in-ear technology. In addition, students in both treatment and
control groups were scored on the MITI at three intervals during the 14-week study. The
treatment groups were given the results of their MITI scores via a report before their third, sixth,
and second to last sessions. The students completed a total of 14 weeks of therapy with their
assigned clients in a university-based setting.

Training
The four treatment groups were administered the counselor trainee created MI training
program “Facilitating Lasting Change,” which consisted of a four-hour face-to-face motivational
interviewing curriculum followed by three one-hour sessions of group supervision. Counselor
trainees were asked to complete the MI training and group supervision, along with a brief pretest (the Motivational Interviewing Knowledge Questionnaire), during the first night of their
practicum class. Additionally, students were given a training manual Motivational Interviewing:
Facilitating Lasting Change (see Appendix M) constructed by the researcher. This manual
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presented information on MI methods in accord with the 8 stages of learning MI (Miller &
Moyers, 2006). The construction of this manual is discussed later within this chapter.
Counselor trainee Training. Counselor trainees in the experimental group were
familiarized with the methods of MI through exposure to readings (Miller & Moyers, 2006;
Moyers, Martin, Manuel, Miller, & Ernst, 2007) and training videotapes (Miller, Rollnick &
Moyers, 1998). These articles and training tapes were chosen for the purposes of replication and
to add to the generalizability of the study, being that they were used in previously mentioned MI
training studies (i.e. Miller & Mounts, 2001 and Miller and colleagues, 2004). In addition, they
participated in one four-hour face-to-face training with the researcher where an MI training
manual created by the researcher was discussed and dispersed. All in all, counselor trainees’
accumulated an additional seven hours or more of training to their pre-existing knowledge of MI
(the tally of which is described below).
The MI training “Facilitating Lasting Change” began with a brief overview of MI given
by the researcher. Then participants viewed a 41-minute video (Miller et al., 1998) interview of
Bill Miller and Steve Rollnick, which was conducted by Theresa Moyers in 1997. Some of the
information that this segment of the video covered included MI’s background, current directions,
theoretical underpinnings, and the five basic principles of MI. After the video, an interactive
discussion in which participants were asked to recall what new information they gained by
watching the video took place (see training manual in Appendix M for more information). The
researcher used the MI technique elicit-provide-elicit to elicit what information was gained,
provide new information, then check to see of the new and prior information, what participants
were willing to use with their clients. Continuing to demonstrate this MI technique, the
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researcher raised participants’ awareness that this technique was being utilized and then turned
the discussion to the topic of the most important tenet in MI, empathy.
Further, the counselor trainees involved in this study received MITI 3.0 evaluations
coded by MITI coders at three times throughout the study duration. In addition, one hour of MI
group supervision (that included discussion of MITI scores, application of MI with clients, and a
review of MI) was given three times throughout the semester. Also, counselor trainees worked
with their practicum supervisors to increase their skill development in and adherence to MI. For
thorough descriptions of the contents of this training, please refer to the training manual
Motivational Interviewing: Facilitating Lasting Change in Appendix M of this study.
Supervisor Training. MI supervisors were familiarized with the methods of MI through
the use of readings by Miller and Moyers (2006) and Moyers, et al. (2007) and training
videotapes (Miller et al., 1998). In addition, they participated in the initial four-hour face-to-face
training with the researcher where MI supervision resources were discussed and dispersed. All in
all, supervisors accumulated a sum total of an additional four hours or more of training to their
pre-existing knowledge of MI. The supervisors involved in this study worked with their
supervisees by providing additional feedback to increase counselor trainee’s adherence to the
basic skills of counseling.
MITI Coder Training. MITI coders were familiarized with the methods of MI through
the use of readings by Miller & Moyers (2006) and Moyers, et al. (2007) and training videotapes
(Miller, Rollnick, & Moyers, 1998). Coders were asked to proceed through a succession of
evaluated educational tasks. These tasks consisted of an assessment of their evaluation of the two
main divisions of the MITI, behavioral tasks and global ratings. All coders mastered successful
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behavioral coding in successive tasks determined by the researcher before moving on to global
evaluative tasks. In addition, two “gold standard” MITI transcripts were utilized for training
purposes and to measure the accuracy of MITI coder’s scoring. These training methods were
selected per recommendations made concerning effective training measures for use with the
MITI 3.0 via personal communication with author of MITI 3.0, Denise Ernst, PhD June 26,
2009.

Instrumentation
Two counselor trainee skill measures (i.e. the researcher-created MI Knowledge
Questionnaire and the Helping Responses Questionnaire; Miller, Hedrick, & Orlofsky, 1991)
were used as pre and post measures of counselor trainee therapeutic skill level. Additionally, two
observational methods (the MITI, a measure of counselor trainee MI adherence; the researchercreated Session Summary, a measure of client adherence) and two client self-report
questionnaires (the Outcome Questionnaire-45.2; Lambert et al., 1996), a measure of client
functioning; and Client Satisfaction Questionnaire (Larsen et al., 1979), a measure of client
satisfaction with counseling) were utilized in measuring the four dependent variables (i.e. MI
adherence, functioning, client adherence to treatment, and client satisfaction). Observational
methods included the counselor trainees’ report of client attendance and the supervisors’ MITI
score of counselor trainee behaviors. A detailed description of these measures is provided in the
proceeding paragraphs.
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Counselor trainee MI Skill Measures
MI Knowledge Questionnaire. Counselor trainee participants were asked to complete a
12-item questionnaire (the MI Knowledge Questionnaire; Appendix F) assessing their
understanding of the basic ideas and principles of MI, their feelings of proficiency in their ability
to use MI in practice, their previous exposure to MI, and their demographic and experience (i.e.
months of experience working with clients) variables (Appendix E). The self-report was
administered to both treatment and control groups at the pre and post study experience.
Therefore, a measure of pre-existing knowledge of MI was accounted for. In addition, as
participants may have had prior knowledge of MI, both treatment and control groups were asked
to report how often they utilized MI in previous counseling experiences. It is thought that use
and knowledge of MI with participants in the control group might affect MITI and client
outcome scores. Therefore, this influence was accounted for through counselor trainee selfreport. The development of this instrument was inspired by the instrument created by Miller and
Mount (2001) to measure pre and post level of self-reported confidence in the use of MI. Similar
to Miller and Mount’s instrument, no methods were taken to validate the MI Knowledge
Questionnaire developed for the purposes of this study.
As previously mentioned, Miller and Mounts’ (2001) study that assessed the changes one
workshop in MI had on counselor and client behavior, utilized a similar instrument designed by
the researchers to measure pre and post training self-reported confidence in the use of MI. The
researchers expected the self-report scores that were assessed by this instrument to increase post
MI training. Scores on the MI self-report ranged from 12 to 60, with 12 being the lowest and 60
being the highest possible score. Lower scores (12 being the lowest score) on both the MI
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Knowledge Questionnaire in this study and the MI self-report questionnaire in Miller & Mount’s
(2001) study indicated individual test-takers perceived themselves as having low levels of
competence and knowledge of MI. Higher scores (60 being the highest) indicated higher levels
of self-reported knowledge of MI. In addition, the MI Knowledge Questionnaire was designed to
assess feelings of competency and knowledge of each of the 8 stages of learning MI (Miller &
Moyers, 2006). This self-report was given pre and post practicum experience (Appendix F).
Helpful Responses Questionnaire. The Helpful Responses Questionnaire (HRQ; Miller,
Hedrick, & Orlofsky, 1991) is an open-response assessment that is used to measure accurate
empathy, a key component in MI. This assessment was used to measure pre and post-training
outcomes in several MI training studies (Miller et al., 2004; Miller & Mount, 2001). In addition
to measuring accurate empathy, the HRQ was designed to assess the extent to which individuals
utilize reflective listening in session. This six-item questionnaire consists of summaries that
communicate the specific concerns of individuals. Test-takers were asked to provide a written
response in the space provided below the individual’s concern.
The HRQ takes approximately 15 minutes to administer and is scored on a 5 point Likert
scale of depth reflection. Truax’s depth rating system and concepts from Gordon’s (1970)
roadblocks to communication are used to score this measure. A score of one, which is considered
the lowest score in regard to an empathetic answer, is given if the response does not contain a
reflection and does have one or more of Gordon’s (1970) roadblocks to communication (some of
which include: directing, threatening, making suggestions or providing solutions, lecturing,
preaching, judging or disagreeing, agreeing, approving, or praising, labeling, interpreting or
analyzing, sympathizing or consoling, questioning or probing, distracting, humoring, or changing
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the subject) in the written reply. Conversely, a score of five is given if the response is an accurate
paraphrase, contains an element of meaning that is inferred by the statement, and either contains
an accurate reflection of feeling, metaphor or simile.
The Helpful Responses Questionnaire was normed on a group of 190 individuals.
Reliability coefficients ranged from .71 to .91 for various items and inner rater reliability for
total Helping Responses Questionnaire scores was .932. The internal consistency was
satisfactory at a reported mean inter-item correlation of .67 and Chronbach’s alpha of .92. Thus
the measures of reliability for both the total and individual scores seem to be acceptable as well
as measures of internal consistency. Therefore, this assessment is an accurate measure of the
expression of empathy. All identifying information was removed from the HRQs and each of
these assessments was assigned a random number. This researcher, who was blind to the
treatment assignment of the HRQs, scored both the pre and post HRQs at the culmination of the
study. The scored HRQs were then decoded (i.e. paired via numerical assignment with the
counselor trainee’s proper name, pre or post test, and treatment group) and input into the
Statistical Package for Social Sciences (SPSS, 2008; version 18.0).
Motivational Interviewing Treatment Integrity (MITI) 3.0 code. One of the most
commonly used instruments for measuring the use of MI in session is the Motivational
Interviewing Treatment Integrity (MITI) code (Moyers, Martin, Manuel & Miller, 2003). The
MITI is a brief coding system that measures treatment fidelity to MI. The MITI measures
interviewer behaviors and requires coders to randomly select a 20-minute segment of a
counseling session and make a single pass (viz. watch the 20-minute video segment without
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stopping one time) (Forsberg, Berman, Kallmén, Hermansson, & Helgason, 2008). This
assessment is attached within Appendix H of this study.
There are two components measured by the MITI: global ratings and behavioral counts.
The global ratings request coders to give gestalt or holistic impressions on five point Likert
scales measuring participants’ adherence to the spirit of MI. Scores range from 1 to 5 with scores
of 1 being the lowest possible score on the Likert scale and scores of 5 being the highest possible
score. Moyers and colleagues (2007) reported that global scores (again an average of the sum
total of the evocation, collaboration, and autonomy scores) of 4 out of 5 or higher on the MITI
indicate a scorer’s proficiency in MI. The behavioral counts (i.e. MI adherent statements, MI
non-adherent statements, open questions, closed questions, simple reflections, and complex
reflections) are measured via coder’s counting of verbal statements.
In regard to the psychometric properties of the MITI, Moyers, Martin, Manuel,
Hendrickson, and Miller (2005) assessed the reliability, validity, and sensitivity indices of this
assessment. The majority (70%) of the interclass correlation coefficients for items on the MITI
received ratings of excellent and ranged from .52 (empathy) to .97 (closed questions). To assess
the MITI’s ability to measure clinician behavioral change, pre and post training sessions were
coded and compared via paired samples t-tests. Several key MITI variables were significantly
different pre to post training suggesting movement towards MI fidelity.
Pierson, Hayes, Gifford, Roget, Padilla, Bissett and colleagues (2007) also examined
interclass correlation coefficients for the MITI and similarly, found good to excellent rates of
inter-rater reliability for each MITI item. Additionally, 10 and 20-minute time segments were
compared and found to yield the same levels of reliability and validity. Thus, Pierson and
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colleagues concluded MITI is a superior measure of adherence to MI when measures of client
change talk (and other elements the MISC measures) are not needed. Thus, 20-minute time
segments were still chosen for use with the current study.
Further, as this instrument is both a reliable and valid measure of MI adherence and
sensitive to changes in practitioners’ behavior, the MITI has been used in several training studies
(Madson et al., 2009). For a detailed explanation of recommendations for MITI 3.0 scores that
meet MI proficiency, please refer to Chapter 2 of this study. For the purposes of this study,
trained coders at three time points within the study scored the MITI 3.0. For more information
concerning the use of this instrument please refer to the procedures section within this chapter.

Client Outcome Measures
Three client outcome measures (client functioning, adherence, and satisfaction) were
assessed through the use of the following instruments and methods. The Outcome Questionnaire
(OQ; Lambert et al., 1996) was used to track client progress and functioning in this study.
Additionally, counselor trainee observational report (via the researcher-created Session
Summary) was used to measure client adherence and the Client Satisfaction Questionnaire (CSQ;
Larsen et al., 1979) provided a measure of reported client satisfaction with treatment. Reported
psychometric properties and detailed aspects of these methods and measures are outlined in the
proceeding paragraphs.
Outcome Questionnaire 45.2. The Outcome Questionnaire (OQ; Lambert et al., 1996) is
commonly used to track client improvements. The OQ is a well-established measure that has
been nationally validated across a broad range of client and general populations (Ellsworth,
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Lambert & Johnson, 2006). This instrument was selected because it does not measure specific
diagnoses and does not require diagnoses; therefore it is appropriate for use with this universitybased client population. Additionally, the OQ-45 was designed to detect client change and
treatment effectiveness regardless of treatment modality, diagnosis, or the practitioners’
therapeutic orientation (Lambert et al., 1996). As MI was designed to facilitate client change and
the OQ-45 was designed to measure client change, this was a solid method utilized to measure
the effectiveness of training in MI on client improvement and treatment efficacy. Also, this
questionnaire was easy to administer, score, and took a relatively short amount of time for the
client to complete (average of 5 minutes). This self-report assessment is for use with clients’ 18
years and older, contains 45 items, and the total score in the sum of scores for the 45 items
ranges from 0 to 180 (Lambert, 2005).
The OQ-45.2 has relatively high reliability, Cronbach alpha .93 normed on a population
of 5,007. The individuals who were involved in the norming of this instrument consisted of both
clinical (viz. inpatient and outpatient clients with diagnoses) and non-clinical (i.e. the general
public) populations. However 90% of the individuals who were utilized to norm this instrument
were Caucasian. Thus, some critics argue this instrument is not culturally reliable.
This instrument measures three separate scores: symptom distress (SD), interpersonal
relationships (IR), and social role (SR). Thus, it measures how individuals are feeling (SD), how
they are functioning in their relationships (IR), and how they are functioning in their work,
school, etc. environments (SR), which combine to yield an overall picture of client functioning.
A likert type scale is utilized within this instrument whose values range from 0 (Never) to 4
(Almost Always).
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Observational Measure of Adherence. In measuring client adherence for the purpose of
this study, adherence must first be operationally defined. Miller and Rollnick (2002)’s definition
of adherence will be used for the purpose of this study. Miller and Rollnick define adherence as
the degree to which an individual receiving services follows through with agreed upon
appointments, completes assigned homework, and attends sessions in a timely manner.
Thus, a simple behavioral observation was created and utilized to measure whether or not
clients attended scheduled counseling sessions, were on time, and completed their homework.
The term “homework” was defined to counselor trainee participants of this study as the tasks that
they requested that clients complete between counseling sessions (e.g. “between now and next
week, see if you can identify a time when the problem doesn't occur” or “fill this worksheet out
and bring it back next week”). Further, a document entitled the Session Summary Form was
designed as a method of observationally recording all of the previously mentioned elements of
adherence. This document allowed counselor trainees to keep a record of their clients’ attendance
via questions such as, “Did your client attend the session, yes or no?”
In addition to the abovementioned variables, counselor trainees were asked to rate the
degree to which they perceived that their clients followed their recommendations and/or
interventions on a scale of 1 to 10, 1 being not at all and 10 being follows every time. Thus,
counselor trainees were asked to record their perceptions of their client’s adherence to their
recommendations on the Session Summary. No methods were taken to validate this instrument
and no attempts were made to control the wide variance that likely resulted in counselor’s
perceptions of degree to which clients followed their recommendations.
Furthermore, counselor trainees were asked to report their clients’ perceived Stage of
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Change (Prochaska & DiClemente, 1986) after each session on the Stage of Change Ruler. This
measure was documented via the Session Summary Form and counselor trainees were asked, to
report on a scale of 1 to 10 “How ready would you say your client(s) is/are to change at this
point?” The scale ranges from 1 being the lowest level of perceived client change to 10 the
highest level of perceived client change. The scale below correlated in the following order; 1 to
3, client is not considering change, 3 to 5 client is ambivalent about change, 6 to 8 client is trying
out some changes, 8 to 10 client is actively changing. These correlations were chosen in
accordance with Prochaska and DiClimente’s (1983) Stages of Change Model because this
model was used to conceptualize what stage of change clients are in by counselor trainees
practicing MI. All participants were exposed to the Stages of Change Model in a required
addictions counseling or techniques of counseling course. Also, MI treatment counselor trainee
participants received a review of Porchaska and DiClimente’s (1983) Stages of Change Model
during the MI training. MI practitioners utilized strategies to move clients into the next stage of
change to help motivate their clients towards behavioral change (Miller & Rollnick, 2002).
The scores on the Stage of Change Ruler portion of the Session Summary Form that
ranged from 1 to 10, reflected Prochaska & DiClimente’s definitions of the four stages of change
in the Transtheoretical Stages of Change Model. For example, scores ranging from 1 to 3 (client
is not considering change) matched with the definition for Precontemplation, scores ranging
from 3 to 5 (client is ambivalent about change) matched Contemplation, 6 to 8 (client is trying
out some changes) matched Preparation, and 8 to 10 (client is actively changing) matched
Action. Clients in later stages of change were considered to be adherent to treatment (Miller &
Rollnick, 2002). Therefore, client adherence was recorded (viz. missed sessions, attended
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sessions, reason for terminating therapy, completion of homework assigned, counselor perceived
client stage of change and level of following prescribed recommendation) on a document entitled
the Session Summary Form (Appendix K).
Client Satisfaction Questionnaire (CSQ). The Client Satisfaction Questionnaire (CSQ;
Larsen et al., 1979) is one of the most thoroughly investigated instruments used to measure client
satisfaction in mental health settings (Pekarik &Wolff, 1996). The CSQ is attached in Appendix
L of this study. More than a decade after the development of the CSQ, this instrument remains
the most highly regarded and widely used measure of client satisfaction in the literature (1996).
The CSQ is one-dimensional, solely measuring client satisfaction, and is rather short and easy to
complete. This 8-item questionnaire is scored on Likert scales ranging from 1 to 4: total scores
range from 8 (which is associated with the lowest report of client satisfaction with regard to
treatment), to scores of 32, (which is considered to be related to high client reported satisfaction
with treatment received). The CSQ was normed on a group of 3,628 clients from diverse mental
health settings (Maruish, 1999). Furthermore, it has a high internal consistency (Cronbach’s
alpha = .93) and high construct validity (r = ranges from .6 to .8 with the CSQ and other
strategies used to measure the same construct) (Attkisson & Zwick, 1982). The CSQ has been
translated into Dutch, French, and Spanish. The CSQ is typically administered one time at the
culmination of counseling services.

Data Collection
Subsequent to obtaining permission from the Institutional Review Board (IRB) on
August 11, 2009, the purposes and procedures of the research study were explained to all
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participant groups involved in this study. There was one treatment group and one control group.
Of the treatment group, the participant groups could be sub-divided as follows: (a) counselor
trainees who received MI training, and (b) clients of the counselor trainees who received MI
training. Of the control group, the participant groups could be sub-divided as follows: (a)
counselor trainees who do not receive the training, and (b) clients whose counselor trainees did
not receive MI training.
The data collection procedures that were utilized for both participant groups included
informing participants about the study and obtaining participants’ informed consent. The
researcher thoroughly explained the purposes of the study and asked counselor trainees (i.e.
practicum students) if they would like to volunteer to participate in the study. Counselor trainees
were responsible for informing their clients about the study. Students and clients who agreed to
participate in the study were asked for their informed consent (see Appendices B & C for copies
of the consent forms). No incentives or consequences were offered for students’ or clients’
participation.
The two groups (treatment and control) involved in this study were sub-divided into two
participant groups: (a) counselor trainees and (b) clients. Therefore, the data collection
procedures for the treatment (potentially aided by MI training) and control groups (not affected
by MI training) were grouped together because the data collection processes for the treatment
and control groups for counselor trainees and clients were very similar. These data collection
processes for the treatment and control groups for (a) counselor trainees, and (b) clients are
outlined below.
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Counselor trainee Data Collection Process
The following paragraphs include a discussion of the data collection procedures for
counselor trainees. The counselor trainee participants that comprise this section include both
those that (a) received motivational interviewing training (i.e. treatment group), and (b) did not
receive the training (i.e. control group). Both groups were asked for their participation in this
study and the data collection procedures were similar for both treatment and control groups of
counselor trainees. There were three times when data was collected with the counselor trainees.
These three periods were during (a) UBCC orientation, (b) the first practicum class in the UBCC,
and (c) the last practicum class in the UBCC.
UBCC Orientation. The UBCC orientation took place the week before the start of the
academic semester. Attendance was mandatory for all counselor trainees seeing clients in the
clinic. The Helping Responses Questionnaire (Miller, Hedrick, & Orlofsky, 1991) was
administered to all counselor trainees during this orientation.
First Practicum Class. There were three things that were collected during the first week
of the study, which occurred during the first practicum class: (a) informed consents, (b)
demographic questionnaires, and (c) MI Knowledge Questionnaires. The researcher explained
the study and consent was obtained during the first night counselor trainees had class in the
UBCC in practicum. Counselor trainees also received an orientation to the UBCC, their
practicum professor reviewed the course syllabi, and then ½ of the counselor trainee classes had
the choice of either receiving a four-hour face-to-face training in motivational interviewing or
reviewing a practicum DVD (i.e. contained videos and written information explaining
procedures for scheduling clients, writing clinical notes, and other practicum procedures). The
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other ½ of the counselor trainee classes received an extended four-hour orientation to the UBCC
in order to minimize counselor trainee’s feelings of being deprived of training and the
Hawthorne effect on counselor trainee’s motivation. The Hawthorne effect suggests that
individual’s behaviors might be altered because they know they are being studied (Chiesa &
Hobbs, 2008). For more information concerning this effect, please see the limitations section
within Chapter 5 of this study. Upon training counselor trainees in the MI training (i.e. Treatment
group), the researcher explained the purpose of the study in a small group format (i.e. via each
practicum class), and then asked for the participation of all of the counselor trainees (i.e.
Treatment & Control groups) seeing clients in the UBCC during the Fall of 2009.
The informed consent forms, demographic questionnaires, and MI Knowledge
Questionnaires took approximately 10 minutes for the student participants to complete. These
forms were collected, placed in a file, and locked in a file cabinet in the researcher’s office.
These forms remained in this cabinet until the completion of the Fall semester when all of the
data was collected and analyzed for the purposes of this study.
Last Practicum Class. There were three things that were collected during the sixteenth
week of the study, which occurred on last night of practicum class: (a) Helping Responses
Questionnaire, (b) MI Knowledge Questionnaire, and (c) demographic questionnaire. Counselor
trainees were asked to complete all three of these documents regardless of their participation in
this study. If counselor trainees agreed to participate, then these questionnaires were collected
and analyzed.
Lastly, MITI scores were reported to the MI treatment participants at each of the three
sessions of supervision administered by this researcher. Counselor trainees were scored on the
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Motivational Interviewing Treatment Integrity [MITI] 3.0 three times throughout the semester
(during the first, fifth, and second to last counseling sessions) by the trained MITI coders. MITI
scores were input into SPSS 18.0 proceeding last day of class.

Client Data Collection Process
Both the clients who had counselors trained in MI (treatment group of clients) and the
clients who received counseling from counselors who were not trained (control group of clients)
were asked to participate in this study. Furthermore, they were asked to sign an informed consent
allowing the researcher access to their: (a) scores on the Outcome Questionnaire 45.2 [OQ 45]
(Lambert et al., 1996) , (b) Client Satisfaction Questionnaire [CSQ] (Larsen et al., 1979), (c)
attendance record, and (d) demographic questionnaire. As mentioned previously, the OQ, CSQ,
demographics, and attendance is data that was administered and collected regardless of client’s
participation in this study.
Confidentiality. The researcher did not compile client participant’s scores and/or
responses into the SPSS 18.0 database until the culmination of the 16-week study. During that
time, participants were assigned a case number and all of their identifying information was
removed for the purposes of confidentiality. This data was then input into SPSS 18.0 and
password protected. All of the data collection methods took place in an individual format (i.e. the
counselor trainees, rather than the researcher, gathered data from their clients). In addition, this
data was compiled by trainees (via inputting and scoring progress notes, psychosocials, treatment
plans, and other client documents into a password protected software program). Also, counselor
trainees gave clients the CSQ to fill out during their last session at the UBCC and entered client’s
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responses on the OQ-45.2 into a software program designed to score these assessments. Upon
entering the OQ-45.2 data into the previously mentioned software programs and collecting the
CSQ, counselor trainees would generate a copy of all of their clients’ confidential documents,
place them in their clients’ file, and store them in locked client filing cabinets in the UBCC filing
room.
Informed Consent. Counselor trainees were responsible for explaining this study to
clients, to determine if clients wished to participate, and for obtaining clients’ informed consent.
Although counselor trainees were already familiar with the process of obtaining informed
consent from clients, as it was part of both their professional training and a part of the UBCC
protocols, the researcher explained the procedures for requesting and formally obtaining clients’
informed consent. Some of the specific procedures outlined included being sure to communicate
that any identifying client information would remain confidential and only clients’ OQ-45
scores, CSQ scores, and specific demographic variables (see Appendix E) would be utilized for
research purposes.

Counselor trainee Data Collection Process: First, Fifth, and Next-to-Last Sessions
Three data collection time frames were selected for the purposes of gathering data for use
with this study. These time frames included counselor trainees first, fifth, and next-to-last
counseling sessions. The first session was selected in order to obtain clients’ consent to
participate in the study before utilizing MI with clients. In addition, data collection points were
utilized in order to obtain a snapshot of client functioning (via the OQ-45) pre-treatment, midtreatment, and post-treatment. The first session provided the first OQ-45.2 measure. The average
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client OQ-45.2 score was expected to improve for both treatment and control groups; however a
significant difference between treatment and control groups was anticipated.
In addition, counselor trainees made weekly behavioral observations of client adherence
and recorded these observations on the Session Summary form (Appendix C) and reported their
diagnostic impression (Appendix J). This information was collected and input into SPSS by the
researcher after the last session between counselor and client. These three previously mentioned
data collection points, along with the data collection procedures utilized within this study are
outlined below.
First Session. Clients were asked to complete four forms during their first session with
their counselors. The forms required of client participants of this study were as follows: (a)
demographic questionnaire, (b) informed consent for the study, (c) informed consent for the
UBCC, and (d) the OQ-45.2. The information gathered at this time provided the basis for the
data set utilized in evaluating demographic client variables (i.e. client diagnosis, history of abuse,
age, race, etc.). These demographic variables are delineated within Chapter 4 of this study.
Fifth Session. Counselor trainees were expected to administer the Outcome
Questionnaire 45.2 to their clients during the fifth session with their clients. This provided
counselor trainees and the researcher with a mid-therapy assessment of client functioning. The
OQ-45 was the only client data collected during this session.
Second to Last Session. Counselor trainees asked their clients to complete two forms
during their second to last session with their counselors. The forms that were collected during the
second to last session and required of the client participants of this study were as follows: (a)
Client Satisfaction Questionnaire-8, and (b) OQ-45.2. Akin to previous procedures for data
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collection, counselor trainees entered these assessments into a password protected software
program, Athena.

Data Analysis
A statistical analysis was performed using SPSS (2009) package 18.0 for this study.
Descriptive statistics were generated for the demographic counselor trainee and client data
collected. The range of the distribution of the demographic data was reported utilizing standard
deviations and percentages.

Repeated Measures Mixed Mode Analysis of Variance (ANOVA): Research Question 1
In order to test the first research question “How does a brief training in Motivational
Interviewing given to counselor trainees affect their ability to accurately perform MI?” several
repeated measures 2X3 mixed mode one-way ANOVAs, were used to determine if there was a
difference between two groups, the treatment and control groups, with regard to counselor
trainee MITI scores. The MITI 3.0 scores were assessed via a repeated-measures ANOVA at
three time points (first, fifth, and next-to-last counselor trainee sessions) and across several MITI
3.0 variables (i.e. evocation, collaboration, autonomy/support, empathy, direction, MI adherent
responses, MI non-adherent responses, open questions, closed questions, simple reflections,
complex reflections, total reflections, and various ratios such as open to closed questions,
complex to simple reflections, etc.).
Furthermore, this statistic was used to assess both between and within subject factors for
the abovementioned research question. The between-subject factor, “training” had two levels.
The two levels included those counselor trainees who received training in MI and those who did
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not receive the training. The within-subject factor was represented by “time” and had three levels
(i.e. the three time points: first, fifth, and next-to-last sessions). Thus, both time and MI treatment
were assessed for significance through this statistical analysis. In addition, two repeated
measures 2X2 mixed mode one-way ANOVAs were used to discover any existing between
group differences (i.e. MI treatment and control) across two time periods (pre and post) with the
HRQ and the MI Knowledge Questionnaire.

Repeated Measures Mixed Mode Analysis of Variance (ANOVA): Research Question 2
Several 2X3 repeated measures mixed mode ANOVAs were also used to test the second
research question listed within this study, “How does a brief training in Motivational
Interviewing given to counselor trainees affect client functioning?” These analyses were used to
determine if there was a difference between two client groups (treatment and control groups)
concerning total symptom score (TS), Symptom Distress score (SD), Interpersonal Relationship
score (IR), and Social Role score (SR) as measured by the Outcome Questionnaire 45.2.
Furthermore, this statistic was used to assess both between and within subject factors for
the abovementioned research question. The between-subject factor, “treatment” or “MI trained
counselor trainees” had two levels. The two levels included those clients who were counseled by
counselor trainees trained in MI and those who were counseled by counselor trainees without the
training. The within-subject factor was represented by time and had three levels. The three
within-subject levels were the “time” between OQ-45.2 data collection.

Chi-Squared and Independent Samples T-Tests: Research Question 3
Two chi-squared tests were conducted to analyze differences between treatment and
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control group in regard to two categorical variables (i.e. reason for terminating and therapeutic
dropout, therapeutic completer, or intake dropout). In addition independent samples t-tests were
utilized to answer the third research question presented in this study, “How does a brief training
in Motivational Interviewing given to counselor trainees affect client adherence?” In answering
this question, several t-tests were used to determine if there was a difference in the mean
therapeutic attendance (measured by number of sessions attended, number of sessions missed,
ratio of number of times tardy to session by the number of sessions attended, and ratios of the
number of times counselors assigned homework versus the number of times clients completed
the homework that the counselor assigned) of the treatment and control groups. In addition,
independent t-tests were used to analyze the results of two questions assessed on the Session
Summary. The first was, “To what degree does/do your client(s) follow agreed upon
recommendations and/or interventions” and counselor trainees reported the answer to this
question on a 1-10 (10 being always and 1 being never) Likert scale and the second was “How
ready would you say your client(s) is/are to change at this point?” (10 being actively changing
and 1 being not considering change).

Independent Samples T-Tests: Research Question 4
An independent samples t-test was utilized to answer the fourth research question, “How
does a brief training in Motivational Interviewing given to counselor trainees affect client
satisfaction with treatment?” This study looked for a difference of the mean total client
satisfaction (determined by the CSQ) as well as the individual responses to each of the eight
questions assessed on the CSQ, between the treatment and control groups. The purpose of this
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statistical procedure was to determine if clients of counselor trainees that were trained in MI,
were more satisfied with counseling.

Intraclass Correlations
Intraclass correlations were calculated in order to calculate the reliability of the coding on
the MITI of the dependent measures. Therefore, similar to Moyer, et al. (2007), for every 100
tapes that were coded, 10 would be randomly selected and double coded. This resulted in a total
of three independent reliability estimates. In addition, this allowed the researchers an opportunity
to identify and correct supervisor’s coding ability on the MITI.

Power Analysis
An a priori power analysis was calculated using G power.com for all statistical analyses
used within this study. The power analysis for a repeated measures mixed mode analysis of
variance with three repetitions, a power equal to .80 (Cohen, 1992) and an alpha of .05, indicated
that a sample size of 28 clients and counselor trainees will be needed to detect a medium effect
size .25. Repeated measures mixed mode ANOVA will be used with research questions 1 and 2
and these questions’ respective hypotheses listed in Chapter 1 of this study.
Two independent t-tests will be used for analyzing the remaining research questions, 3
and 4 and these questions’ corresponding hypotheses. For a one-tailed sample t-test with a
power equal to .80 (Cohen, 1992) and an alpha of .05, an a priori power analysis indicated that a
sample size of 102 clients would be needed to detect a medium effect size .50 (i.e. Cohen’s d).
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Conclusion
The purpose of this quasi-experimental study was to investigate the effects of a unique
brief training in MI on counselor trainees and clients’ behaviors. Forty-three counselor trainees,
81 clients, 6 supervisors, 3 MITI coders, and this researcher participated in this study, which was
conducted in a university-based training clinic. The eight stages of learning MI (Miller &
Moyers, 2006) were used as a foundation in the development of the training manual Motivational
Interviewing: Facilitating Lasting Change, which was utilized to administer the brief training in
MI conducted within this study. In addition, the psychometric properties of the assessments that
were selected for this study were outlined within this chapter. The instruments selected were
measures of counselor trainee skill and client outcomes. All of the proper procedures for
ensuring the informed consent and confidentiality of both clients and counselor trainee
participants were taken during the course of this study. In addition, a priori power analyses were
conducted and statistical procedures were selected for analysis of the data collected.
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CHAPTER 4: RESEARCH FINDINGS
This section presents the results of the study. First demographic characteristics of the
treatment and control groups are presented. Then the first research question is addressed to
include a repeated measures mixed mode ANOVA and intraclass correlations. Finally, research
questions two through four are addressed to include two one-sample t-tests.

Demographic Characteristics
First the demographic characteristics of the combined groups of counselor trainees are
presented along with a test of homogeneity of variance for all demographic variables presented.
Then a cross tabulation is used to define the demographic characteristics of the treatment and
control groups of counselor trainees along with the results of independent sample t-tests to
determine if there were statistically significant group differences. After this, the demographics of
the combined client groups are presented, followed by a cross tabulation of the treatment and
control groups of clients.

Counselor trainee Collective Demographics
A total of 38 females (88%) and 5 males (12%) volunteered for the study. The mean age
of the overall counselor trainee participants (N = 43) was 25.53 (SD = 4.73) with a range
between 22 and 41 years of age. All participants were graduate students at a southern university
enrolled in their first (n = 35, 81%) or second (n = 8, 19%) semester of practicum. Of the 43
participants, 11 (25.6%) were school tracked, 18 (41.9%) were mental health, and 14 (32.6%)
were marriage and family tracked students (see table 2). In addition, the racial demographics of
the overall sample is as follows, 26 (60.5%) were Caucasian, 8 (18.6%) were Hispanic, 3 (7%)
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were African-American, 3 (7%) were Asian/Pacific-Islander, 1 (2.3%) was Middle Eastern, and
2 (4.7%) were Indian (see table 2).
Professional characteristics, in addition to demographic characteristics were composited.
Before the commencement of the study, participants reported their theoretical orientation and
experience. In regard to experience, 35 (81.4%) responded they had no prior counseling
experience, 3 (7%) reported they had 1-6 months of experience, 2 (4.7%) reported they had 6
months to 1 year, 3 (7%) reported they had more than 1 year of experience counseling (see table
2).
When counselor trainees were asked to report what theoretical orientation they identified
with, the results were as follows. Ten (23.3%) counselor trainees participants reported they were
client-centered, 10 (23.3%) cognitive behavioral, 9 (20.9%) solution focused, 2 (4.7%) reality
therapy, 1 (2.3%) family systems, 1 (2.3%) existential, 1 (2.3%) eclectic, and 9 (20.9%) reported
they had not yet decided what theory they identified with (see table 2).
Finally the researcher ran a test assessing for homogeneity of variances in order to be
determine if any statistical assumptions were violated with regard to the demographic variables.
Homogeneity of variances could be assumed for the following variables: counselor trainee track,
age, theory, race, gender, experience, and self-reported total knowledge of MI score. Counselor
trainee practicum semester (i.e. first or second semester of practicum) was statistically significant
(p <. 05, Levene (1) = 5.2). Therefore, this variable violated the statistical assumptions (see table
1). Thus, this variable was assessed for significance with regard to each statistical model.
However, being that practicum semester did not significantly interact with any of the statistical
models, the simple statistical models were used.
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Table 1: Test of Homogeneity of Variances for Counselor trainee Demographic Variables
Levene Statistic

df1

df2

Sig.

Counselor Practicum

5.200

1

41

.028

Counselor Track

.289

1

41

.594

Counselor Age

2.007

1

41

.164

Counselor Theory

3.921

1

41

.054

Counselor Gender

3.036

1

41

.089

Counselor Race

.581

1

41

.450

Counselor Experience

3.152

1

41

.083

MIKQ Total

1.081

1

41

.305

139

Table 2: Counselor trainee Collective Demographic Characteristics
Cumulative
n

Percent

Valid Percent

Percent

Track
School

11

25.6

25.6

25.6

Mental Health

18

41.9

41.9

67.4

Marriage and Family

14

32.6

32.6

100.0

Total

43

100.0

100.0

Caucasian

26

60.5

60.5

60.5

Hispanic

8

18.6

18.6

79.1

African-American

3

7.0

7.0

86.0

Asian/Pacific-Islander

3

7.0

7.0

93.0

Middle Eastern

1

2.3

2.3

95.3

Indian

2

4.7

4.7

100.0

Total

43

100.0

100.0

None

35

81.4

81.4

81.4

1-6 months

3

7.0

7.0

88.4

6 months to 1 year

2

4.7

4.7

93.0

More than 1 year

3

7.0

7.0

100.0

Total

43

100.0

100.0

Client Centered

10

23.3

23.3

23.3

Cognitive Behavioral

10

23.3

23.3

46.5

Solution Focused

9

20.9

20.9

67.4

Undecided

9

20.9

20.9

88.4

Eclectic

1

2.3

2.3

90.7

Reality

2

4.7

4.7

95.3

Family Systems

1

2.3

2.3

97.7

Existential

1

2.3

2.3

100.0

Total

43

100.0

100.0

Race

Self-Reported Prior Counseling
Experience

Theory
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Counselor trainee Treatment & Control Group Demographics
Although the treatment (n = 25) and control (n = 18) groups of counselor trainees were
purposively selected, these groups were similar (see table 3). An independent sample t-test was
utilized to measure statistically significant mean differences between these two groups amongst
the various demographic data variables collected. The only statistically significant difference
between the treatment and control groups was in regard to the practicum semester in which
counselor trainees were enrolled (t (41) = 1.06, p < .05). This suggests there were more
counselor trainees enrolled in their second semester of practicum in the treatment group, than in
the control group. Therefore, this variable (i.e. counselor-trainee practicum semester) will be
utilized as a covariate when running analysis within this study.
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Table 3: Counselor trainee Treatment and Control Group Differences - Independent samples ttest
Levene's

Counselor

Equal

Prac

variances

t-test for Equality of Means
Sig. 2-

Mean

F

Sig.

t

df

tail

Difference

SE

5.200

.028

1.061

41

.295

.12889

.12154

1.113

40.942

.272

.12889

.11580

.501

41

.619

.12000

.23964

.502

37.181

.618

.12000

.23891

-.347

41

.730

-.51333

1.47851

-.335

31.546

.740

-.51333

1.53358

-1.509

41

.139

-.84444

.55977

-1.384

24.846

.179

-.84444

.61000

-.862

41

.394

-.08667

.10057

-.818

29.239

.420

-.08667

.10600

-.627

41

.534

-.31111

.49652

-.604

31.442

.550

-.31111

.51538

assumed
Not
assumed
Counselor

Equal

Track

variances

.289

.594

assumed
Not
assumed
Counselor

Equal

Age

variances

2.007

.164

assumed
Not
assumed
Counselor

Equal

Theory

variances

3.921

.054

assumed
Not
assumed
Counselor

Equal

Gender

variances

3.036

.089

assumed
Not
assumed
Counselor

Equal

Race

variances

.581

.450

assumed
Not
assumed
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Levene's

Counselor

Equal

Experience

variances

t-test for Equality of Means
Sig. 2-

Mean

F

Sig.

t

df

tail

Difference

SE

3.152

.083

.954

41

.346

.25778

.27031

.997

40.840

.325

.25778

.25854

.684

41

.498

.19333

.28257

.645

28.283

.524

.19333

.29988

assumed
Not
assumed
Counselor

Equal

Knowledge

variances

of MI

assumed
Not

1.130

.294

assumed

Specifically, of the counselor trainees in the control group, 19 (76%) were enrolled in their first
semester of practicum and six (24%) were enrolled in their second semester of practicum. In
contrast, of those in the treatment group, 16 (89%) counselor trainees were enrolled in their first
semester and 2 (11%) were enrolled in their second semester of practicum (see table 4). This
suggests that there were more counselor trainees in their second semester of practicum in the
treatment group than in the control group. Therefore, practicum class status (first versus second
semester) will be assessed to determine if this difference is statistically significant as a covariate
when analyzing the results via the repeated measures mixed mode ANOVA.
Twenty-five (58%) counselor trainee participants made up the treatment group (counselor
trainees that received MI training) and 18 participants (42%) made up the control group
(counselor trainees that did not receive MI training). Of these individuals in the treatment group
(N = 25), 23 were female (92%) and 2 were male (8%). In the control group (N = 18), 15 were
female (83%) and 3 were male (17%). An independent samples t-test (alpha = .05) did not find
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significant difference between group genders (t (41) = .50). This suggests that there were no
statistically significant differences between the groups in regard to gender.
The mean age of the treatment counselor trainee participants (n = 25) was 25.33 (SD =
4.3) with a range between 23 and 41 years of age. Similarly, the mean age of the control
counselor trainee participants (n = 18) was 25.83 (SD = 5.3) with a range between 22 and 41
years of age. An independent samples t-test (alpha = .05) did not find significant difference
between group ages (t (41) = -.347). This suggests that there were no statistically significant
differences between groups in regard to age.
Of the 25 treatment group participants, 6 (24%) were school tracked, 10 (40%) were
mental health tracked, and 9 (36%) were marriage and family tracked students (see table 4).
Similarly, of the control group participants (n = 18), 5 (28%) were school tracked, 8 (44%) were
mental health tracked, and 5 (28%) were marriage and family tracked students (see table 4). An
independent samples t-test (alpha = .05) did not find significant difference between group tracks
(t (41) = .501). This suggests that there were no statistically significant differences between
groups in regard to tracks.
In addition, the racial demographics of the Treatment Group is as follows, 16 (64%) were
Caucasian, 4 (16%) were Hispanic, 2 (8%) were African-American, 2 (8%) were Asian/PacificIslander, and 1 (4%) Indian (see table 4). Similarly, the racial composition of the control group
included 10 (56%) of the participants were Caucasian, 4 (22%) were Hispanic, 1 (5.5%) was
African-American, 1 (5.5%) was Asian/Pacific-Islander, 1 (5.5%) was Middle Eastern, and 1
(5.5%) was Indian (see table 4). An independent samples t-test (alpha = .05) did not find a
significant difference between group races (t (41) = -.627). This suggests that there were no
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statistically significant differences between groups in regard to race.
Professional characteristics, in addition to demographic characteristics were composited for
both groups. Before the commencement of the study, participants reported their theoretical
orientation and experience. In regard to prior experience, the treatment group responses were as
follows: 19 (76%) responded they had no prior counseling experience, 2 (8%) reported they had
1-6 months of experience, 2 (8%) reported they had 6 months to 1 year, 2 (8%) reported they had
more than 1 year of experience counseling (see table 4). In regard to prior experience, the control
group responses were as follows: 16 (89%) responded they had no prior counseling experience, 1
(5.5%) reported they had 1-6 months of experience, 0 (0%) reported they had 6 months to 1 year,
1 (5.5%) reported they had more than 1 year of experience counseling (see table 4). An
independent samples t-test (alpha = .05) did not find significant difference between group selfreported experiences (t (41) = .954). This suggests there are not statistically significant
differences between groups in regard to counselor trainee experience.
When counselor trainees were asked to report their theoretical orientation, those in the
treatment group reported the following: six (24%) reported they were client-centered, 7 (28%)
cognitive behavioral, 5 (20%) solution focused, 1 (4%) reality therapy, and 6 (24%) reported
they had not yet decided upon a theory In regard to theoretical orientation, the control group
reported 4 (22%) were client-centered, 3 (17%) cognitive behavioral, 4 (22%) solution focused, 1
(5.5%) reality therapy, 1 (5.5%) family systems, 1 (5.5%) existential, 1 (5.5%) eclectic, and 3
(17%) reported they had not yet decided upon a theory (see table 4). An independent samples ttest (alpha = .05) did not find significant difference between group self-reported theoretical
orientations (t (41) = -1.509). This suggests there are not statistically significant differences
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between groups in regard to counselor trainee identification with specific theoretical orientations.
Finally, an independent sample t-test was utilized to examine if there were differences
between the treatment and control groups in regard to self-reported knowledge of MI. There was
no statistical significance (alpha = .05, t (41) = .684) found between the treatment (n = 25, M =
32.32, SD = 5.54) and control (n = 18, M = 30.06, SD = 7.05) groups. This suggests that both
groups scored similarly on the initial administration of the MI Knowledge Questionnaire.
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Table 4: Counselor trainee Treatment and Control Group Demographics
Treatment Group: MI

Control Group: No MI

Total: Combined

Training

Training

Groups

Practicum 1

19

16

35

Practicum 2

6

2

8

Total

25

18

43

School

6

5

11

Mental Health

10

8

18

Marriage and Family

9

5

14

Total

25

18

43

Caucasian

16

10

26

Hispanic

4

4

8

African-American

2

1

3

Asian/Pacific-Islander

2

1

3

Middle Eastern

0

1

1

Indian

1

1

2

Total

25

18

43

None

19

16

35

1-6 months

2

1

3

6 months to 1 year

2

0

2

More than 1 year

2

1

3

Total

25

18

43

Practicum Semester

Track

Race

Experience

In summary, an independent sample t-test was utilized to measure statistically significant
mean differences between the treatment (n = 25) and control (n = 18) groups of counselor
trainees amongst various demographic data variables collected. The results of these analyses
suggest the two groups were similar in regard to gender, age, and race composition. In addition,
both groups were similar in regard to self-reported experience and theoretical orientation. As
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noted, the only statistically significant difference found between the treatment and control groups
was with regard to the number of counselors in their first and second semesters of practicum

Client Participant Demographics
Of the 81 client participants, a total of 48 females (59.3%) and 33 males (40.7%)
volunteered for the study. The mean age of the overall client participants (N = 81) was 35.36 (SD
= 10.89) with a range between 19 and 65 years of age. All client participants were residents of
the major metropolitan southern city where this study was conducted. Of the 81 participants, the
racial demographics were as follows, 41 (50.6%) were Caucasian, 29 (35.8%) were Hispanic, 7
(8.6%) were African-American, 1 (1.2%) was Native American, 1 (1.2%) was biracial/bicultural,
and 2 (2.5%) identified themselves as other (see table 5).
In regard to relationship status, 23 (28.4%) of client participants were single, 2 (2.5%)
were engaged, 30 (37%) were married, 5 (6.2%) were cohabitating and unmarried, 3 (3.7%) were
partnered, 9 (11.1%) were separated, and 9 (11.1%) were divorced (see table 5). When clients
were asked if they currently practiced or affiliated with a specific religion, 24 (29.6%) reported
they did not practice or affiliate with a particular religion and 12 (14.8%) reported they were
spiritual but did not affiliate with a particular religion. However 21 (25.9%) responded Christian,
16 (19.8%) Catholic, 2 (2.5%) Jehovah’s Witness, 3 (3.7%) Muslim, 2 (2.5%) Mormon, and 1
(1.2%) Buddhist (see table 5).
Educational characteristics, in addition to demographic characteristics were composited.
Client participants reported their highest level of education. In regard to highest level of
education, 6 (7.4%) responded they had some high school education, 13 (16%) reported they had

148

a high school diploma, 19 (23.5%) reported they had a bachelor’s degree, 1 (1.2%) reported they
had a doctorate degree, 8 (9.9%) reported having a GED, 19 (23.5%) reported having had some
college education, 3 (3.7%) reported that they obtained a master’s degree, and 12 (14.8%)
reported that they obtained an associate’s degree (see table 5). Also, clients were asked to report
any history of school problems that they may have had. In response, 65 (80.2%) of the client
participants said no, 10 (12.3%) reported school suspensions, 5 (6.2%) expulsions, and 1 (1.2%)
reported receiving referrals (see table 5).
In addition, clients were asked to report factors considered to contribute to their emotional
wellbeing (hospitalization, emotional upset, previous counseling, number of supports, and the
number of hours they sleep at night). When clients were asked whether or not they have ever
been hospitalized for emotional concerns 10 (12.3%) reported they had and 71 (87.7) reported
they had not (table 5). In reference to the question, “Have you ever had a severe emotional
upset?” 59 (72.8%) of clients responded yes and 22 (27.2%) responded no (see table 5). Fiftyfour clients (66.7%) reported they have previously received counseling of some sort and 27
(33.3%) reported they had not (see table 5). The majority of clients 52 (64.2%) reported having
some (1-5) supportive people that they could depend on in their lives. However, 5 clients or
6.2% reported having no support and 24 (29.6%) reported having many (5 or more people) that
they could depend upon (see table 5). The mean hours of sleep clients reported having was 6.33
hours (SD = 2.04), the range being between 2 and 12 hours (see table 5).
Finally, clients were asked to report if they had a history of abuse as well as their current
drug and alcohol use. In response to client abuse, 47 (58%) reported having received some sort
of abuse (i.e. physical, sexual, or emotional) in their past and 34 (42%) reported they were never
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abused (see table 5). When clients were asked if they currently used alcohol or drugs, 43 (53.1%)
reported they drank alcohol and 9 (11.1%) took illegal drugs of some sort, whereas 38 (46.9%)
said they do not drink and 72 (88.9%) said they do not take illegal drugs (see table 5).
In regard to overall client participant five Axis diagnoses (DSM-IV, APA, 1994), similar
to Lampropoulos and colleagues study (2009), client Axis I disorders were sub grouped into
eight categories. The results of analyzes of counselor trainee formulated diagnoses revealed of n
= 81 clients were as follows: partner relational problems (41%), depressive disorders (14%),
adjustment disorders (10%), other affective disorders (9%), anxiety disorders (6%), other
relational problems (3%), diagnosis deferred (7%), no diagnosis (3%) and missing diagnosis
(9%) (see table 5). An estimated 89% of clients received no Axis II diagnosis, 2% were given an
Axis II personality disorder and 9% were missing this information. Assessment of clients’ Global
Assessment of Functioning (GAF) score (see table 6) revealed a mean client score of 64.01 (SD
= 6.46). Finally, client prognosis was as follows (3%) excellent, (58%) good, (26%) fair, (3%)
poor, and missing (11%). As only one previous study was found that discussed the demographics
amongst the clients being seen in university-based training clinics (Lampropoulos et al., 2009),
this level of detail was included in this study in order to distinguish the types of clients being
seen in the UBCC. Furthermore, the demographics to include GAF scores and DSM diagnoses
are presented for comparison within chapter 5 of this study.
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Table 5: Client Participants Total Demographics Characteristics
Frequency

Percent

Valid Percent

Cumulative Percent

African American

7

8.6

8.6

8.6

Caucasian

41

50.6

50.6

59.3

Native American

1

1.2

1.2

60.5

Hispanic/Latino

29

35.8

35.8

96.3

Biracial/bicultural

1

1.2

1.2

97.5

Other

2

2.5

2.5

100.0

Total

81

100.0

100.0

Single

23

28.4

28.4

28.4

Engaged

2

2.5

2.5

30.9

Married

30

37.0

37.0

67.9

Cohabitating and

5

6.2

6.2

74.1

Partnered

3

3.7

3.7

77.8

Separated

9

11.1

11.1

88.9

Divorced

9

11.1

11.1

100.0

Total

81

100.0

100.0

Some High School

6

7.4

7.4

7.4

High School

13

16.0

16.0

23.5

Bachelors

19

23.5

23.5

46.9

Doctorate

1

1.2

1.2

48.1

GED

8

9.9

9.9

58.0

Some College

19

23.5

23.5

81.5

Masters

3

3.7

3.7

85.2

AA/AS Community

12

14.8

14.8

100.0

81

100.0

100.0

65

80.2

80.2

Race

Relationship Status

unmarried

Client Education

Diploma

College
Total
School Problems
No
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80.2

Frequency

Percent

Valid Percent

Cumulative Percent

Suspension

10

12.3

12.3

92.6

Expulsion

5

6.2

6.2

98.8

Referrals

1

1.2

1.2

100.0

Total

81

100.0

100.0

Yes

10

12.3

12.3

12.3

No

71

87.7

87.7

100.0

Total

81

100.0

100.0

Yes

59

72.8

72.8

72.8

No

22

27.2

27.2

100.0

Total

81

100.0

100.0

Yes

54

66.7

66.7

66.7

No

27

33.3

33.3

100.0

Total

81

100.0

100.0

None

5

6.2

6.2

6.2

Some

52

64.2

64.2

70.4

Many

24

29.6

29.6

100.0

Total

81

100.0

100.0

Yes

47

58.0

58.0

58.0

No

34

42.0

42.0

100.0

Total

81

100.0

100.0

Yes

43

53.1

53.1

53.1

No

38

46.9

46.9

100.0

Total

81

100.0

100.0

Yes

9

11.1

11.1

11.1

No

72

88.9

88.9

100.0

Total

81

100.0

100.0

Hospitalization

Emotional Upset

Previous Counseling

Client Support System

History of Abuse

Alcohol Use

Drug Use

Axis I DSM Diagnosis

152

Frequency

Percent

Valid Percent

Cumulative Percent

33

40.7

44.6

44.6

Depressive Disorder

11

13.6

14.9

59.5

Adjustment Disorder

8

9.9

10.8

70.3

Other Affective

7

8.6

9.5

79.7

Anxiety Disorders

5

6.2

6.8

86.5

Other Relational

2

2.5

2.7

89.2

Diagnosis Deferred

6

7.4

8.1

97.3

No Diagnosis

2

2.5

2.7

100.0

Total

74

91.4

100.0

System Missing

7

8.6

Total

81

100.0

None

72

88.9

95.9

95.9

Axis II Diagnosis

2

2.4

2.8

100.0

Total

74

91.4

100.0

System

7

8.6

Total

81

100.0

Excellent

2

2.5

2.8

2.8

Good

47

58.0

65.3

68.1

Fair

21

25.9

29.2

97.2

Poor

2

2.5

2.8

100.0

Total

72

88.9

100.0

System Missing

9

11.1

Total

81

100.0

Partner Relational
Problem

Disorders

Problems

Axis II DSM Diagnosis

Client Prognosis
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Table 6: Client Participants Descriptive Statistics
N

Minimum

Maximum

M

SD

Client Age

81

19.00

65.00

35.3580

10.89072

Client Gender

81

1.00

2.00

1.4074

.49441

Client Race

81

2.00

7.00

3.7778

1.20416

Client Physical

81

1.00

5.00

2.3086

.99551

81

1.00

2.00

1.2716

.44756

81

1.00

2.00

1.3333

.47434

Client Support

81

1.00

3.00

2.2346

.55389

Client Medication

81

1.00

2.00

1.7160

.45372

Client

81

1.00

2.00

1.8765

.33101

81

2.00

12.00

6.3333

2.04328

Client GAF

72

45.00

80.00

64.0139

6.45568

Valid N (listwise)

81

Health
Client Emotional
Upset
Client Previous
Counseling

Hospitalization
Client Hours of
Sleep

The researcher ran a test assessing for homogeneity of variances in order to be determine if
any statistical assumptions were violated with regard to client’s demographic variables (p<.05).
Homogeneity of variances could be assumed for the following variables: client age, race, gender,
education, emotional upset, previous counseling, support, hospitalization, hours of sleep, abuse,
alcohol and drug use, school problems, relationship status, and religion (see table 7). As these
demographic variables did not violate the test of homogeneity of variance, homogeneity of
variance could be assumed for all client demographic variables. Therefore, clients seen by
counselor trainees in the treatment and control groups were similar.
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Table 7: Client Participant Descriptive Statistics - Test of Homogeneity of Variances
Levene Statistic

df1

df2

Sig.

Client Age

1.949

1

79

.167

Client Race

1.693

1

79

.197

Client Emotional

.096

1

79

.758

.419

1

79

.519

Client Support

.101

1

79

.751

Client

2.044

1

79

.157

.547

1

79

.462

Client Abuse

1.338

1

79

.251

Client Alcohol

.328

1

79

.568

Client Drugs

.400

1

79

.529

Client Education

.374

1

79

.542

Client School

.097

1

79

.757

Client Religion

1.362

1

79

.247

Client Relationship

.854

1

79

.358

Upset
Client Previous
Counseling

Hospitalization
Client Hours of
Sleep

Problems

Status

Client Treatment & Control Group Demographics
Of the 81 total clients, the treatment group (the clients whose counselors received MI
training) consisted of n = 49. The control group of clients (the clients whose counselors did not
receive MI training) was comprised of n = 32. To be sure these groups were similar across the
demographic variables, emotional well-being, history of abuse, and alcohol and drug use
information collected, the researcher ran an independent samples t-test to determine if there were
any between group differences. There were no statistically significant differences seen between
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the treatment and control groups (see table 8).
Table 8: Client Demographics Independent Samples t-test
Levene's

Client Age

Equal

t-test for Equality of Means
Sig. (2-

Mean

F

Sig.

t

df

tail)

Difference

SE

1.949

.167

-.343

79

.732

-.85459

2.48905

-.330

57.472

.743

-.85459

2.59045

.474

79

.637

.05357

.11292

.476

67.194

.636

.05357

.11253

.922

79

.359

.25255

.27394

.935

69.476

.353

.25255

.27016

-.156

79

.877

-.01594

.10235

-.155

65.281

.877

-.01594

.10287

.318

79

.752

.03444

.10842

.319

67.412

.751

.03444

.10794

.206

79

.837

.02615

.12665

variances
assumed
Not
assumed
Client Gender

Equal

.949

.333

variances
assumed
Not
assumed
Client Race

Equal

1.693

.197

variances
assumed
Not
assumed
Client Emotional

Equal

Upset

variances

.096

.758

assumed
Not
assumed
Client Previous

Equal

Counseling

variances

.419

.519

assumed
Not
assumed
Client Support

Equal

.101

.751

variances
assumed
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Levene's

F

t-test for Equality of Means

Sig.

Not

Sig. (2-

Mean

t

df

tail)

Difference

SE

.207

67.055

.837

.02615

.12629

.718

79

.475

.05421

.07546

.691

57.583

.493

.05421

.07850

1.303

79

.196

.60268

.46239

1.367

75.812

.176

.60268

.44088

-.715

79

.476

-.08099

.11321

-.711

65.009

.480

-.08099

.11392

-.445

79

.658

-.05102

.11471

-.444

65.902

.659

-.05102

.11497

.318

79

.752

.02296

.07228

.311

61.914

.757

.02296

.07374

1.701

79

.093

.95791

.56307

1.680

63.629

.098

.95791

.57007

assumed
Client

Equal

Hospitalization

variances

2.044

.157

assumed
Not
assumed
Client Hours of

Equal

Sleep

variances

.547

.462

assumed
Not
assumed
Client Abuse

Equal

1.338

.251

variances
assumed
Not
assumed
Client Alcohol

Equal

.328

.568

variances
assumed
Not
assumed
Client Drugs

Equal

.400

.529

variances
assumed
Not
assumed
Client Education

Equal

.374

.542

variances
assumed
Not
assumed
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Levene's

Client School

Equal

Problems

variances

t-test for Equality of Means
Sig. (2-

Mean

F

Sig.

t

df

tail)

Difference

SE

.097

.757

.031

79

.976

.00446

.14571

.029

55.583

.977

.00446

.15298

1.531

79

.130

.60459

.39489

1.561

70.593

.123

.60459

.38738

1.156

79

.251

.53061

.45901

1.166

68.406

.247

.53061

.45491

.802

72

.425

.40613

.50646

.822

64.774

.414

.40613

.49381

-.313

72

.755

-3.677180

11.762263

-.298

50.581

.767

-3.677180

12.331270

-.914

70

.364

-1.42021

1.55302

-.906

58.367

.368

-1.42021

1.56689

assumed
Not
assumed
Client Religion

Equal

1.362

.247

variances
assumed
Not
assumed
Client

Equal

Relationship

variances

Status

assumed

.854

.358

Not
assumed
Client Axis I

Equal

1.232

.271

variances
assumed
Not
assumed
Client Axis II

Equal

.391

.534

variances
assumed
Not
assumed
Client GAF

Equal

.096

.758

variances
assumed
Not
assumed
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Levene's

Client Prognosis

Equal

t-test for Equality of Means
Sig. (2-

Mean

F

Sig.

t

df

tail)

Difference

SE

.025

.876

.109

70

.913

.01524

.13967

.108

57.529

.915

.01524

.14147

variances
assumed
Not
assumed
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Research Question One
How does a brief training in Motivational Interviewing given to counselor trainees affect
their ability to accurately perform MI? To address this question: (a) several 2x3 repeated
measures mixed mode ANOVAs were conducted to analyze variables on the MITI 3.0, (b) one
2X2 repeated measures ANOVA was conducted to measure pre and post responses on the HRQ,
and (c) one 2X2 repeated measures ANOVA was conducted to measure pre and post responses
on the MI Knowledge Questionnaire using SPSS 18.0. With an N = 43 participants, assuming an
alpha of .05, and a medium effect size .25 a power equal or greater to .80 (Cohen, 1992) was
achieved for all of the following MITI 3.0 analyses. Further, as counselor trainee practicum did
not demonstrate significant (p<.05) interactions with any of the MITI 3.0 variables, there was no
need to include this variable as a covariate in this statistical model. Furthermore, two coders,
blind to each other’s ratings on the MITI, coded 10% of the sessions for reliability ratings. The
reliability of this sub-sample of sessions was r = .977, p < .05.
First, the 2x3 ANOVAs analyzing variables measured by the MITI 3.0 are presented.
These analyses assess each of the specific variables on the MITI 3.0 including (a) evocation, (b)
collaboration, (c) autonomy/support, (d) empathy, and (e) direction, (f) MI spirit ratings, (g) ratio
of open questions, (h) ratio of complex reflections, (i) ratio of reflections to questions, (j)
adherence to MI speech, and (k) individual frequency scores for open questions, closed
questions, complex and simple reflections and MI adherent and non-adherent statements. After
which, the results of pre and post HRQ analysis are outlined. Finally, the MI Knowledge
Questionnaire pre and post-test analyses are delineated.
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MITI 3.0 Evocation
A mixed-model ANOVA was conducted with counselor trainee participant groups (MI
training, control) as the between subjects factor (see table 14 in Appendix B), assessment time
point (1, 2, 3) as the within subjects factor (see table 13 in Appendix A), and Evocation ratings
on the MITI as the dependent variable. Results revealed significant main effects for both MI
training (F(1, 41) = 4.29, p = .045, η2p = .095) and time (F(2, 82) = 8.11, p = .001, η2p = .165).
The training by time interaction was not statistically significant (F(2,82) = 1.31, p = .275, η2p =
.031). These results indicated that counselor trainees who received MI training (M = 3.61, SE =
.09) demonstrated more evocation (see figure 1) with their clients during sessions than counselor
trainees who did not receive MI training (M = 3.32, SE = .11) (see table 13). LSD post hocs (see
table 15 in appendix C) revealed that counselor trainees exhibited significantly more evocation
during the third assessment time point relative to the first two time assessments (p < .05; 1=2<3).
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Figure 1: MITI 3.0 Treatment Group Evocation

MITI 3.0 Collaboration
A 2X3 mixed-model ANOVA was conducted with Collaboration ratings on the MITI as
the dependent variable and as in the previous analysis, “counselor trainee participant group” as
the between subjects factor, and “assessment time period” as the within subjects factor. Results
revealed significant main effects for both MI training (F(1, 41) = 30.64, p < .001, η2p = .43) and
time (F(2, 82) = 10.52, p < .001, η2p = .204). The training by time interaction was not
statistically significant (F(2,82) = 1.35, p = .874, η2p = .003). These results indicated that
counselor trainees who received MI training (M = 4.0, SE = .08) demonstrated greater levels of
collaboration (see Figure 2) with their clients during the 20 minute sessions that they submitted
than counselor trainees who did not receive MI training (M = 3.35, SE = .09). LSD post hocs
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revealed that counselor trainees exhibited significantly more collaboration across all three time
points of assessment (p < .05; 1<2<3).

Figure 2: MITI 3.0 Treatment Group Collaboration

MITI 3.0 Autonomy/Support
Counselor trainee Autonomy/Support as assessed on the MITI 3.0 was assessed via a 2X3
mixed-model ANOVA with “counselor trainee participant group” as the between subjects factor
and “assessment time period” as the within subjects factor. Results indicated significant main
effects for both MI training (F(1, 41) = 9.69 p = .003, η2p = .191) and time (F(2, 82) = 6.18, p =
.003, η2p = .131). The training by time interaction was not statistically significant (F(2,82) =
.037, p = .963, η2p = .001). These results indicated that counselor trainees who received MI
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training (M = 3.85, SE = .08) demonstrated greater levels of Autonomy/Support (see figure 3)
with their clients than counselor trainees who did not receive MI training (M = 3.59, SE = .09)
within sessions submitted for coding on the MITI. LSD post hocs suggest counselor trainees
exhibited significantly more Autonomy/Support during the third assessment time point relative
to the first two time assessments (p < .05; 1=2<3).

Figure 3: MITI 3.0 Treatment Group Autonomy/Support

MITI 3.0 Empathy
The variable Empathy was assessed on the MITI 3.0 and analyzed via a 2X3 mixed-model
ANOVA with counselor trainee participant group as the between subjects factor and time period
as the within subjects factor. Results indicated significant main effects for both MI training (F(1,
41) = 13.49 p = .001, η2p = .248) and time (F(2, 82) = 18.32, p < .001, η2p = .309). The training
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by time interaction was not statistically significant (F(2,82) = .093, p = .911, η2p = .002). These
results indicated that counselor trainees who received MI training (M = 3.93, SE = .080)
demonstrated greater levels of empathy (see figure 4) with their clients than counselor trainees
who did not receive MI training (M = 3.48, SE = .094) within sessions submitted for coding on
the MITI. LSD post hocs suggest counselor trainees exhibited significantly more empathy as
time continued (p < .05; 1<2<3).

Figure 4: MITI 3.0 Treatment Group Empathy

MITI 3.0 Direction
Direction as assessed on the MITI 3.0, was analyzed via a 2X3 mixed-model ANOVA with
counselor trainee participant group as the between subjects factor and time period as the within
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subjects factor. Results indicated significant main effects for both MI training (F(1, 41) = 8.50, p
= .006, η2p = .172) and time (F(2, 82) = 11.10, p < .001, η2p = .213). The training by time
interaction was not statistically significant (F(2,82) = .734, p = .483, η2p = .018). These results
indicated that counselor trainees who received MI training (M = 3.90, SE = .103) demonstrated
greater levels of direction (see figure 5) with their clients than counselor trainees who did not
receive MI training (M = 3.44, SE = .121) within sessions submitted for coding on the MITI.
LSD post hocs suggest counselor trainees exhibited significantly more direction during the third
assessment time point relative to the first two time assessments (p < .05; 1=2<3).

Figure 5: MITI 3.0 Treatment Group Direction

MITI 3.0 MI Adherent Giving Information
MI Adherent giving information frequency counts (i.e. the number of times counselor
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trainees gave their clients information in a MI adherent manner within coded counseling
sessions) was assessed on the MITI 3.0 and analyzed via a 2X3 mixed-model ANOVA. The
counselor trainee participant group was the between subjects factor and time period was the
within subjects factor. Results indicated significant main effects for time (F(2, 82) = 3.45, p =
.035, η2p = .078), but not training MI training (F(1, 41) = 1.34 p >.05, η2p = .032). The training
by time interaction was also not statistically significant (F(2,82) = 1.81, p > .05, η2p = .042).
This suggests that there was no difference between the MI adherence response frequency
between counselor trainees that received MI training and those that did not receive the training
(see figure 6). LSD post hocs suggest counselor trainees exhibited significantly more MI
adherent information giving statements in the second and third sessions than in the first session
(p < .05; 1<2=3).

167

Figure 6: MITI 3.0 Treatment Group MI Adherent Giving Information

MITI 3.0 MI Non-Adherent Giving Information
MI Non-Adherent giving information (i.e. directing, advising, or confronting) frequency
counts were assessed on the MITI 3.0 and analyzed via a 2X3 mixed-model ANOVA. Counselor
trainee participant group was the between subjects factor and time period was the within subjects
factor. Results indicated significant main effects for both time (F(2, 82) = 5.115, p = .008, η2p =
.111) and MI training (F(1, 41) = 6.623, p = .014, η2p = .139). However, the training by time
interaction was not statistically significant (F(2,82) = .020, p > .05, η2p = .000). This suggests
that counselor trainees who received MI training uttered fewer MI non-adherent (M = .453, SE =
.910) than counselor trainees who did not receive MI training (M = 1.352, SE = 1.889) within
sessions submitted for coding on the MITI (see figure 7). LSD post hocs suggest counselor
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trainees exhibited significantly fewer MI non-adherent information giving statements in the third
session than in the first and second sessions (p < .05; 1=2>3).

Figure 7: MITI 3.0 Treatment Group MI Non-Adherent Giving Information

MITI 3.0 MI MITI Closed Questions
Frequency counts of the number of closed questions counselor trainees posed to their
clients was assessed on the MITI 3.0 and analyzed via a 2X3 mixed-model ANOVA. Counselor
trainee participant group was the between subjects factor and time period was the within subjects
factor. Results indicated significant main effects for training (F(1, 41) = 5.094, p = .029, η2p =
.111), but not for time (F(2, 82) = 5.115, p > .05, η2p = .111). The training by time interaction
was also not statistically significant (F(2,82) = 1.188, p > .05, η2p = .028). This suggests that
there was a difference in the number of closed questions asked between Treatment Group
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participants (M = 6.96, SE = 9.084) and the Control Group participants (M = 10.630, SE =
13.133) (see figure 8). LSD post hocs were not statistically significant (p > .05; 1=2=3).

Figure 8: MITI 3.0 Treatment Group Closed Questions Frequency

MITI 3.0 Treatment Group Open Questions Frequency
The number of open questions counselor trainees posed to their clients as assessed on the
MITI 3.0 was analyzed via a 2X3 mixed-model ANOVA. Counselor trainee participant group
was the between subjects factor and time period was the within subjects factor. Results indicated
significant main effects for time (F(2, 82) = 10.248, p < .001, η2p = .200), but not for training
(F(1, 41) = .017 p > .05, η2p = .000). The training by time interaction was statistically significant
(F(2,82) = 3.629, p = .031, η2p = .081). This suggests that there was not a difference in the mean
number of open questions asked between Treatment Group participants (M = 6.133, SE = .577)
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and the Control Group participants (M = 6.019, SE = .680) (see figure 9). LSD post hocs were
statistically significant (p < .05; 1>2<3).

Figure 9: MITI 3.0 Treatment Group Open Questions Frequency

MITI 3.0 MI Treatment Group Simple Reflections
Simple reflections were assessed on the MITI 3.0 and analyzed via a 2X3 repeated
measures mixed-model ANOVA. Counselor trainee participant group was the between subjects
factor and time period was the within subjects factor. Results indicated significant main effects
for both time (F(2, 82) = 5.815, p = .004, η2p = .124) and MI training (F(1, 41) = 11.11 p = .002,
η2p = .213). However, the training by time interaction was not statistically significant (F(2,82) =
.507, p > .05, η2p = .012). This suggests that there was a difference between the simple reflection
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frequency counts and the treatment (M = 8.627, SE = .704) and control (M = 5.00, SE = .830)
groups (see figure 10). LSD post hocs suggest counselor trainees exhibited significantly more
simple reflections in the second and third sessions than in the first session (p < .05; 1<2=3).

Figure 10: MITI 3.0 Treatment Group Simple Reflections

MITI 3.0 Complex Reflections
Complex reflections were assessed on the MITI 3.0 and analyzed via a 2X3 repeated
measures mixed-model ANOVA. Counselor trainee participant group was the between subjects
factor and time period was the within subjects factor. Results indicated there were significant
main effects for training (F(1, 41) = 11.11 p = .018, η2p = .130), but not for time (F(2, 82) =
5.815, p > .05, η2p = .004). Additionally, the training by time interaction was not statistically
significant (F(2,82) = 1.263 p > .05, η2p = .030). This suggests that there was a difference
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between the complex reflection frequency counts and the treatment (M = 2.813, SE = .295) and
control (M = 1.685, SE = .348) groups (see figure 11). LSD post hocs were not statistically
significant (p > .05; 1=2=3).

Figure 11: MITI 3.0 Treatment Group Complex Reflections

MITI 3.0 Total Reflections
The total number of reflections (complex and simple) was assessed on the MITI 3.0 and
analyzed via a 2X3 mixed-model ANOVA. Counselor trainee participant group was the between
subjects factor and time period was the within subjects factor. Results indicated significant main
effects for both time (F(2, 82) = 4.664, p = .012, η2p = .102), and training (F(1, 41) = 13.22, p =
.002, η2p = .213). The training by time interaction was not statistically significant (F(2,82) =
.661, p > .05, η2p = .016). This suggests that there was a difference between the total reflections
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frequency count between counselor trainees that received MI training (M = 11.440, SE = .849)
and those that did not receive the training (M = 6.667, SE = 1.001) (see figure 12). LSD post
hocs suggest counselor trainees exhibited significantly more total reflections in the second and
third sessions than in the first session (p < .05; 1<2=3).

Figure 12: MITI 3.0 Treatment Group Total Reflections

MITI 3.0 MI Global Score
MI global scores (i.e. the average of participants evocation, collaboration, and
autonomy/support scores on the MITI 3.0) were analyzed via a 2X3 mixed-model ANOVA.
Counselor trainee participant group was the between subjects factor and time period was the
within subjects factor. Results indicated significant main effects for both time (F(2, 82) = 12.025,
p < .001, η2p = .227), and MI training (F(1, 41) = 14.34, p < .001, η2p = .259). The training by
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time interaction was not statistically significant (F(2,82) = .148, p = .862, η2p = .004). This
suggests that there was a difference in global scores between the counselor trainees that received
MI training (M = 3.827, SE = .070) and those that did not receive the training (M = 3.420, SE =
.082) (see figure 13). LSD post hocs suggest counselor trainees had significantly higher global
scores in the third session than in the first and second sessions (p < .05; 1=2<3).

Figure 13: MITI 3.0 Treatment Group Global Score

MITI 3.0 Ratio of Open Questions
The ratio of the total number of open questions divided by the sum total of open and closed
questions as assessed on the MITI 3.0 was analyzed via a 2X3 mixed-model ANOVA. Counselor
trainee participant group was the between subjects factor and time period was the within subjects
factor. Results indicated significant main effects for both time (F(2, 82) = 7.245, p = .001, η2p =
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.150) and training (F(1, 41) = 10.12 p = .003, η2p = .198). However, the training by time
interaction was not statistically significant (F(2,82) = 1.588, p > .05, η2p = .037). This suggests
that there was a open question ratio difference between counselor trainees that received MI
training (M = .528, SE = .026) and those that did not receive the training (M = .398, SE = .031)
(see figure 14). LSD post hocs suggest counselor trainees had significantly higher open to closed
question ratios in their third sessions than in the first and second sessions (p < .05; 1=2<3).

Figure 14: MITI 3.0 Treatment Group Ratio of Open Questions

MITI 3.0 MI Ratio of Reflections
The ratio of the total number of reflections (complex and simple) divided by the sum total
questions (open and closed) as assessed on the MITI 3.0 was analyzed via a 2X3 mixed-model
ANOVA. Counselor trainee participant group was the between subjects factor and time period
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was the within subjects factor. Results indicated there were statistically significant main effects
for training (F(1, 41) = 12.74 p = .001, η2p = .237), but not time (F(2, 82) = .346, p > .05, η2p =
.008). However, the training by time interaction was not statistically significant (F(2,82) = .100,
p > .05, η2p = .002). This suggests that there was a reflection to question ratio difference between
counselor trainees that received MI training (M = 1.295, SE = .149) and those that did not receive
the training (M = .471, SE = .176) (see figure 15). LSD post hocs were not statistically
significant (p > .05; 1=2=3).

Figure 15: MITI 3.0 Treatment Group Ratio of Reflections

MITI 3.0 MI Ratio of Complex Reflections
The ratio of the total number of complex reflections divided by the sum total reflections
(complex and simple) as assessed on the MITI 3.0 was analyzed via a 2X3 mixed-model
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ANOVA. Counselor trainee participant group was the between subjects factor and time period
was the within subjects factor. Results indicated there were no statistically significant main
effects for training (F(1, 41) = .064 p = .802, η2p = .002), or for time (F(2, 82) = 2.352, p > .05,
η2p = .057). Similarly, the training by time interaction was not statistically significant (F(2,82) =
.867, p > .05, η2p = .022). This suggests that there were no between group differences with
regard to complex to total reflection ratios (see figure 16). LSD post hocs suggest counselor
trainees had significantly lower complex to total reflection ratios in their third sessions than in
the first and second sessions (p < .05; 1=2>3).

Figure 16: MITI 3.0 Treatment Group Ratio of Complex Reflections
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MITI 3.0 MI Ratio of MI Adherent
The ratio of the total number of MI adherent statements divided by the sum total MI
adherent and non-adherent statements as assessed on the MITI 3.0 was analyzed via a 2X3
mixed-model ANOVA. Counselor trainee participant group was the between subjects factor and
time period was the within subjects factor. Results indicated there were statistically significant
main effects for both training (F(1, 41) = 15.47 p < .001, η2p = .274) and for time (F(2, 82) =
3.689, p = .029, η2p = .083). However, the training by time interaction was not statistically
significant (F(2,82) = 1.813, p > .05, η2p = .042). This suggests that there was a MI adherent to
MI adherent and non-adherent ratio difference between counselor trainees that received MI
training (M = .925, SE = .037) and those that did not receive the training (M = .701, SE = .043)
(see figure 17). LSD post hocs suggest counselor trainees had significantly higher adherence
ratios in their third sessions than in the first and second sessions (p < .05; 1=2>3).
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Figure 17: MITI 3.0 Treatment Group Ratio of MI Adherent

180

Table 9: MITI 3.0 2X3 Repeated Measures ANOVA - Estimates
95% Confidence Interval
Treatment Group

M

SE

Lower Bound

Upper Bound

MI Training

3.613

.093

3.425

3.802

No MI Training

3.315

.110

3.093

3.537

MI Training

4.000

.076

3.847

4.153

No MI Training

3.352

.089

3.172

3.532

MI Training

3.867

.079

3.708

4.026

No MI Training

3.593

.093

3.405

3.780

MI Training

3.933

.080

3.773

4.094

No MI Training

3.481

.094

3.292

3.671

MI Training

3.907

.103

3.700

4.114

No MI Training

3.444

.121

3.200

3.689

MI Training

3.053

.333

2.381

3.726

No MI Training

3.648

.392

2.856

4.440

MI Training

.453

.226

-.003

.910

No MI Training

1.352

.266

.814

1.889

MI Training

6.960

1.052

4.836

9.084

No MI Training

10.630

1.240

8.126

13.133

MI Training

6.133

.577

4.967

7.299

No MI Training

6.019

.680

4.644

7.393

MI Training

8.627

.704

7.205

10.048

No MI Training

5.000

.830

3.325

6.675

MITI Evocation

MITI Collaboration

MITI Autonomy/Support

MITI Empathy

MITI Direction

MITI Adherent

MITI Non-Adherent

MITI Closed Questions

MITI Open Questions

MITI Simple Reflections
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95% Confidence Interval
Treatment Group

M

SE

Lower Bound

Upper Bound

MI Training

2.813

.295

2.217

3.410

No MI Training

1.685

.348

.982

2.388

MI Training

11.440

.849

9.725

13.155

No MI Training

6.667

1.001

4.645

8.688

MI Training

3.827

.070

3.686

3.967

No MI Training

3.420

.082

3.254

3.585

MI Training

.528

.026

.475

.582

No MI Training

.398

.031

.335

.461

MI Training

1.295

.149

.993

1.597

No MI Training

.471

.176

.115

.826

MI Training

.264

.028

.208

.321

No MI Training

.276

.035

.205

.347

MI Training

.925

.037

.851

1.000

No MI Training

.701

.043

.613

.789

MITI Complex Reflections

MITI Total Reflections

MITI Global Score

MITI Ratio of Open Questions

MITI Ratio of Reflections

MITI Ratio of Complex Reflections

MITI Ratio of MI Adherent

Helping Responses Questionnaire: 2X2 Mixed-Mode Repeated Measures ANOVA
The total score on the pre and post HRQ administered to counselor trainees was analyzed
via a 2X2 mixed-model ANOVA with counselor trainee participant group as the between
subjects factor and time period as the within subjects factor. Results indicated significant main
effects for time (F(1, 41) = 23.28, p < .001, η2p = .362), but not MI training (F(1, 41) = .433 p =
.514, η2p = .010). The training by time interaction was not statistically significant (F(1,41) =
.057, p = .813, η2p = .001). These results indicated that counselor trainees who received MI
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training (M = 15.34, SE = 1.126) did not demonstrate greater empathetic responses on the
Helping Responses Questionnaire than those who did not receive MI training (M = 14.194, SE =
1.327). LSD post hocs suggest counselor trainees responded with significantly greater empathy
at post-test (see figure 18) than at pre-test (p < .05; 1<2).

Figure 18: Helping Responses Questionnaire Treatment Group Pre to Post

MI Knowledge Questionnaire: 2X2 Mixed-Mode Repeated Measures ANOVA
The MI Knowledge Questionnaire was administered to counselor trainees pre and post
training. As students may have been enrolled in a concurrently offered advanced addictions
course were also taught MI during the duration of the course, this variable (i.e. enrollment in
advanced addiction course for the Fall of 2009 semester) was assessed and utilized as a covariate
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for this analysis. This instrument was analyzed via a 2X2 mixed-model ANOVA with counselor
trainee participant group as the between subjects factor and time period as the within subjects
factor. Results indicated significant enrollment in advanced addictions by MI Knowledge
Questionnaire interaction (F(1, 40) = 12.96, p = .001, η2p = .245).
Further, analysis revealed significant main effects for both time (F(1, 41) = 24.49, p < .001,
η2p = .380), and MI training (F(1, 40) = 26.29, p < .001, η2p = .397). The training by time
interaction was also statistically significant (F(1,40) = 37.99, p < .001, η2p = .487). These results
indicated that counselor trainees who received MI training (M = 38.515, SE = 1.037)
demonstrated higher self-reported knowledge of MI on the MI Knowledge Questionnaire than
those who did not receive MI training (M = 30.201, SE = 1.226). LSD post hocs suggest
counselor trainees responded with significantly greater scores on the MI Knowledge
Questionnaire at post-test (see figure 19) than at pre-test (p < .05; 1<2).
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Figure 19: MI Knowledge Questionnaire Treatment Group Pre to Post
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Research Question Two
How does a brief training in Motivational Interviewing given to counselor trainees affect
client functioning? To address this question 2x3 repeated measures mixed mode ANOVAs were
conducted to analyze variables on the Client Outcome Questionnaire 45-2. A total population of
n = 40 clients completed three measures of the OQ-45. Thus, these clients were included for
analysis. An independent sample t-test found group differences (between clients included in
analysis and those without a third OQ-45.2) for one variable (client attended previous
counseling) of more than twenty variables included in the analysis. However as this variable did
not demonstrate a statistically significant interaction effect with any of the statistical models, the
simple model was utilized for all of the following analyses.
Furthermore, as the sample population of clients included in analysis was n = 40,
(assuming an alpha of .05, and a medium effect size .25) a power equal or greater to .80 (Cohen,
1992) was achieved for all of the following OQ-45.2 analyses. In the proceeding paragraphs, the
results of four repeated measure ANOVAs analyzing the OQ-45.2 total score along with three
OQ-45.2 sub-scores (i.e. symptom distress, interpersonal relationships, and social role) are
delineated.

Outcome Questionnaire 45.2 Total Score: 2X3 Mixed-Mode Repeated Measures ANOVA
The total score on the OQ-45.2 was analyzed via a 2X3 mixed-model ANOVA with client
participant group as the between subjects factor and time period as the within subjects factor.
Results indicated significant main effects for time (F(2, 76) = 15.689, p < .001, η2p = .292), but
not client treatment (i.e. MI trained or untrained counselor trainees) group (F(1, 38) = .002 p =
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.961, η2p = .000). The training by time interaction was also not statistically significant (F(2, 76)
= 1.995, p = .143, η2p = .050). These results indicated that clients who received MI trained
counselors did not demonstrate greater symptom improvement on the OQ-45.2 (M = 63.88, SE =
3.99) than those who did not receive MI trained counselors (M = 63.56, SE = 4.88). LSD post
hocs suggest clients symptoms significantly improved (i.e. scores decreased on the OQ-45.2)
from pre to mid, and pre to post test (see figure 20) than at pre-test (p < .05; 1>2=3).

Figure 20: OQ 45 Total Score - Treatment Group Pre to Mid to Post

Outcome Questionnaire 45.2 Symptom Distress: 2X3 Repeated Measures ANOVA
The subscale score of the OQ-45.2, Symptom Distress, was analyzed via a 2X3 mixedmodel ANOVA with client participant group as the between subjects factor and time period as
the within subjects factor. Results indicated significant main effects for time (F(2, 76) = 11.39, p
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< .001, η2p = .231), but not client treatment group (F(1, 38) = .061 p = .806, η2p = .002). The
training by time interaction was also not statistically significant (F(2, 76) = 1.953, p = .149, η2p
= .049). These results indicated that clients who received MI trained counselors (M = 35.598, SE
= .2.283) did not demonstrate greater symptom improvement on the symptom distress subscale
OQ-45.2 than those who did not receive MI trained counselors (M = 36.563, SE = 3.074). LSD
post hocs suggest clients symptoms significantly improved (i.e. scores decreased on the symptom
distress subscale OQ-45.2) from pre to mid, mid to post, and pre to post assessment (see figure
21) (p < .05; 1>2>3).

Figure 21: OQ 45 Symptom Distress - Treatment Group Pre to Mid to Post
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Outcome Questionnaire 45.2 Interpersonal Relationships: 2X3 Mixed-Mode Repeated
Measures ANOVA
The OQ-45.2 subscale score, Interpersonal Relationships, was analyzed via a 2X3 mixedmodel ANOVA with client participant group as the between subjects factor and time period as
the within subjects factor. Results indicated significant main effects for time (F(2, 76) = 5.89, p
< .001, η2p = .134), but not client treatment group (F(1, 38) = 1.39 p = .245, η2p = .035). The
training by time interaction was also not statistically significant (F(2, 76) = 1.39, p = .245, η2p =
.035). These results indicated that clients who received counseling by MI trained counselors did
not demonstrate greater symptom improvement on the interpersonal relationships subscale OQ45.2 than those who did not receive MI trained counselors. LSD post hocs suggest clients
symptoms significantly improved (i.e. scores decreased on the interpersonal relationships
subscale OQ-45.2) from pre to mid and pre to post assessment (see figure 22) (p < .05; 1>2=3).
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Figure 22: OQ 45 Interpersonal Relationships - Treatment Group Pre to Mid to Post

Outcome Questionnaire 45.2 Social Role: 2X3 Mixed-Mode Repeated Measures ANOVA
The OQ-45.2 subscale score, Social Role was analyzed via a 2X3 mixed-model ANOVA
with client participant group as the between subjects factor and time period as the within subjects
factor. Results indicated significant main effects for time (F(2, 76) = 7.218, p = .001, η2p =
.160), but not client treatment group (F(1, 38) = .304 p = .585, η2p = .008). The training by time
interaction was also not statistically significant (F(2, 76) = 2.975, p = .585, η2p = .008). These
results indicated that clients who received MI trained counselors (M = 10.31, SE = .868) did not
demonstrate greater symptom improvement on the social role subscale OQ-45.2 than those who
did not receive MI trained counselors (M = 11.063, SE = 1.063). LSD post hocs suggest clients
symptoms significantly improved (i.e. scores decreased on the social role subscale OQ-45.2)
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from pre to mid and pre to post assessment (see figure 23) (p < .05; 1>2=3).

Figure 23: OQ 45 Social Role - Treatment Group Pre to Mid to Post
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Research Question Three
How does a brief training in Motivational Interviewing given to counselor trainees affect
client adherence? In addressing this question, first a chi-squared test was conducted to analyze
treatment n = 47 and control n = 32 client groups therapeutic attendance (i.e. therapeutic dropout,
intake dropout, or therapeutic completer). Then a chi-squared test was conducted to analyze
group differences between client attendance for the two semesters prior to this study (i.e. Spring
2009 and Summer 2009) as well as the Fall 2009 semester (the semester during which the study
was conducted).
Several factors included in the Session Summary were assessed via independent t-tests.
Specifically, the number of sessions attended and the number of sessions missed for the
treatment and control groups during the Fall 2009 semester were assessed. In addition these
variables (i.e. number of sessions missed vs. attended) were analyzed for group differences
between clients attending the UBCC in the Spring 2009, Summer 2009, and Fall 2009 semesters
via a one-way ANOVA.
Other variables analyzed for between group differences (treatment and control, Fall
semester of 2009) via t-tests on the Session Summary included ratios of (a) the frequencies of
client tardiness and number of sessions clients attended, and (b) counselor assigned vs.
completed homework was analyzed via t-tests. Finally, two variables from the Session Summary
were analyzed via independent t-tests. These variables included counselor trainee reported client
stage of change and counselor trainee reported adherence to recommendations. The results of
these analyses are delineated in the proceeding paragraphs.
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Therapeutic Attendance, Clients Reasons for Terminating: Chi-Square Tests
Therapeutic attendance was assessed via counselor trainee observation and recorded both
on the Session Summary and in the client’s files throughout the semester. Upon termination,
counselor trainees were asked to select the reason for termination from a series of choices (a)
goals of treatment achieved, (b) planned pause in treatment, (c) little or no treatment progress,
(d) client refused to participate in treatment, or (e) client referred. Based on counselor trainees’
responses to this question and attendance reports, these variables were coded into three
attendance variables (therapeutic dropout, intake dropout, or therapeutic completer). Thus three
chi-square tests were conducted to analyze the categorical data.
Reason for Terminating between Treatment and Control Groups. The results of the
first chi-squared analysis indicated the relationship between groups (treatment and control) and
reason for terminating therapy was significant (x2 (3) = 11.818, p = .008). The effect size of the
relationship between the treatment condition and reason for terminating therapy as measured by
Cramer’s V was .387. Of the n = 79 clients included in analysis, n = 47 were Treatment Group
clients and n = 32 were Control Group participants. Within the Treatment Group, the reasons
counselor trainees gave for client termination were as follows: 13% goals of treatment achieved,
72% planned pause in treatment, 2% little or no treatment progress, 13% refused to participate in
treatment. Within the Control Group, the reasons counselor trainees gave for client termination
were 9% goals of treatment achieved, 41% planned pause in treatment, 3% little or no treatment
progress, 47% refused to participate in treatment.
Therapeutic Dropout between Treatment and Control Groups. The results of the
second chi-squared analysis indicated the relationships between groups (treatment and control)
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and attendance variables (therapeutic dropout, intake dropout, or therapeutic completer) were
significant (x2 (1) = 9.691, p = .002). The effect size of the relationship between the treatment
condition and reason for terminating therapy as measured by Cramer’s V was .350. Of the n = 79
clients included in analysis, n = 47 were Treatment Group clients and n = 32 were Control Group
participants. Within the both groups there were no intake dropouts. Further, within the Treatment
Group, 15% of clients were therapeutic dropouts and 85% were therapeutic completers. Within
the Control Group, 47% of clients were therapeutic dropouts and 53% were therapeutic
completers.
Therapeutic Dropout between Semesters (Spring 2009, Summer 2009, and Fall
2009). The results of the third chi-squared analysis indicated the relationships between semesters
(i.e. Spring 2009, Summer, 2009, and Fall 2009) and attendance variables (therapeutic dropout,
intake dropout, or therapeutic completer) were significant (x2 (6) = 15.703, p = .015). The effect
size of the relationship between the treatment condition and reason for terminating therapy as
measured by Cramer’s V was .186. Of the N = 226 clients included in analysis, n = 86 were
Spring semester clients, n = 61 were Summer semester clients and n = 79 were Fall semester (i.e.
the semester during which the MI training was conducted) clients.
Further, within the Spring semester client group, 9% were intake dropouts, 28% of clients
were therapeutic dropouts, 1% were referred to other providers, and 62% were therapeutic
completers. Within the Summer semester client group, 0% were intake dropouts, 33% of clients
were therapeutic dropouts, 0% were referred to other providers, and 67% were therapeutic
completers. Within the Fall semester client group, 0% were intake dropouts, 28% of clients were
therapeutic dropouts, 0% were referred to other providers, and 72% were therapeutic completers.
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Therapeutic Attendance, Sessions Clients Attended and Missed: T-Tests
Therapeutic attendance was recorded by counselor trainees on both the Session Summary
and in the clients’ files throughout the semester. Upon culmination of the study, these
frequencies were entered into SPSS 18.0 for analysis. An independent t-test was conducted to
assess the presence of statistical significance with regard to a relationship between treatment
group and (a) the number of sessions clients attended, and (b) the number of sessions clients
missed. Then a one-way ANOVA was conducted to analyze between semester differences and
(a) the number of sessions clients attended, and (b) the number of sessions clients missed.
Session Attendance between Treatment and Control Groups. The relationship
between the number of sessions clients attended and treatment (M = 8.5, SD = 3.33) and control
(M = 7.25, SD = 4.60) groups was statistically significant (t(76) = 1.417, p = .004). In addition,
relationship between the number of sessions clients missed and treatment (M = 1.83, SD = 1.22)
and control (M = 2.47, SD = 1.80) groups was statistically significant (t(76) = -1.886, p = .048).
This suggests that clients in the treatment group attended more sessions and missed fewer
sessions than clients in the control group.
Session Attendance between Spring 2009, Summer 2009, and Fall 2009 Semesters. A
one-way ANOVA was conducted to assess between semester differences with regard to the
number of sessions attended and missed. The relationship between the number of sessions clients
attended and the Spring 2009 semester (M = 6.53, SD = 4.39), Summer 2009 semester (M = 6.51,
SD = 2.62), and when the semester that the intervention was provided, during the Fall 2009
semester (M = 8.19, SD = 3.92) was statistically significant (F(2, 244) = 3.81, p = .024). In
addition, the relationship between the number of sessions clients missed and Spring 2009
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semester (M = 4.29, SD = 4.31), Summer 2009 (M = 2.44, SD = 2.39), and the Fall 2009
semester (M = 2.09, SD = 1.50) was statistically significant (F(2, 244) = 11.99, p < .001). This
suggests that clients in the Fall semester, when the MI intervention was administered, attended
more sessions and missed fewer sessions.

Figure 24: Client Attendance Fall, Spring, and Summer Semesters

Client Promptness: T-Tests
Counselor trainees recorded client promptness in attendance to therapeutic sessions (i.e.
whether or not clients were late and if so, the number of minutes clients were late) on the Session
Summary throughout the duration of the semester. Upon culmination of the study, these
frequencies were entered into SPSS 18.0 for analysis. An independent samples t-test was
conducted to assess the presence of statistical significance with regard to a relationship between
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treatment group and (a) the number of minutes clients were late, and (b) the ratio between
number of times late and number of times clients attended therapeutic sessions.
The relationship between the number minutes clients were late and treatment group was
not statistically significant (t(65) = 1.094, p > .05). However, the relationship between the ratio
of times late and sessions attended and treatment n = 43 (M = .118, SD = 163) and control n = 24
(M = .043, SD = .068) groups was statistically significant (t(65) = 2.144, p = .012). This suggests
that clients in the control group came to their counseling appointments on time more often than
clients in the control group.

Client Assigned vs. Completed Homework: T-Tests
Counselor trainees kept a record of how often they assigned their clients homework in
comparison with how often clients completed the homework that they were assigned on the
Session Summary throughout the semester. Upon culmination of the study, these frequencies
were entered into SPSS 18.0 for analysis. An independent t-test was conducted to assess the
presence of statistical significance with regard to a relationship between treatment group and the
ratio of times homework was assigned in relation to the number of times the client completed the
assigned homework.
The relationship between the ratio of number of times homework was assigned in relation
to the number of times clients completed assigned homework and treatment n = 35 (M = .89, SD
= .277) and control n = 20 (M = .776, SD = .284) groups was not statistically significant (t(53) =
1.427, p > .05). This suggests that there was no difference between the clients in the treatment
and control groups with regard to completing homework assignments counselors tasked them to
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complete.

Counselor trainee Reported Client Stage of Change: Independent T-Test
Counselor trainees were asked to report on a scale of 1-10 “How ready would you say your
client is ready to change at this point?” A score of 1 corresponded with “client is not considering
change” and a score of 10 corresponded with “client is actively changing.” The results of a t-test
conducted to assess statistical significance between treatment groups and counselor trainee
responses to this question revealed there is no statistical significance (p > .05) between groups.
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Table 10: Client Stage of Change - Group Statistics, Independent t-test
n

M

SD

η2p

MI Treatment Group

43

6.5349

1.69522

.25852

MI Control Group

24

6.0000

1.61515

.32969

MI Treatment Group

43

6.3488

1.55661

.23738

MI Control Group

24

6.0000

1.97814

.40379

MI Treatment Group

40

6.6000

1.64551

.26018

MI Control Group

22

5.9091

1.94958

.41565

MI Treatment Group

39

6.5641

1.61888

.25923

MI Control Group

19

6.4737

1.54087

.35350

MI Treatment Group

38

6.8947

1.37132

.22246

MI Control Group

19

6.6316

1.80156

.41331

MI Treatment Group

33

6.7879

1.47389

.25657

MI Control Group

18

7.1111

1.56765

.36950

MI Treatment Group

33

7.3030

1.48923

.25924

MI Control Group

16

6.9375

1.43614

.35904

MI Treatment Group

33

7.5152

1.52318

.26515

MI Control Group

14

7.2857

1.63747

.43763

MI Treatment Group

28

7.3571

1.66031

.31377

MI Control Group

13

6.3077

1.84321

.51122

MI Treatment Group

21

7.9524

1.71686

.37465

MI Control Group

12

6.6667

1.82574

.52705

16

8.0000

1.63299

.40825

Client Treatment Group
Ready to Change 1

Ready to Change 2

Ready to Change 3

Ready to Change 4

Ready to Change 5

Ready to Change 6

Ready to Change 7

Ready to Change 8

Ready to Change 9

Ready to Change 10

Ready to Change 11
MI Treatment Group
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n

M

SD

η2p

10

7.3000

.94868

.30000

MI Treatment Group

11

8.3636

1.80404

.54394

MI Control Group

7

8.1429

.89974

.34007

Client Treatment Group
MI Control Group
Ready to Change 12

Counselor trainee Reported Client Adherence to Recommendations: Independent T-Test
Counselor trainees were asked to report on a scale of 1-10 “To what degree does your
client follow agreed upon recommendations and/or interventions?” A score of 1 corresponded
with “not at all” and a score of 10 corresponded with “follows every time.” The results of a t-test
conducted to assess statistical significance between treatment groups and counselor trainee
responses to this question revealed there is no statistical significance (p > .05) between groups.
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Table 11: Clients Follow Recommendations - Group Statistics, Independent t-test
n

M

SD

η2p

MI Treatment Group

43

6.0000

1.73205

.26414

MI Control Group

24

5.7083

1.70623

.34828

MI Treatment Group

43

6.2791

1.70888

.26060

MI Control Group

24

5.9167

1.61290

.32923

MI Treatment Group

42

6.4524

1.62604

.25090

MI Control Group

22

5.5455

1.94513

.41470

MI Treatment Group

39

6.5385

1.46622

.23478

MI Control Group

19

6.4211

1.50243

.34468

MI Treatment Group

38

6.8684

1.47357

.23904

MI Control Group

19

6.4737

1.61136

.36967

MI Treatment Group

33

6.8182

1.46745

.25545

MI Control Group

18

7.2778

1.52646

.35979

MI Treatment Group

33

7.0606

1.49874

.26090

MI Control Group

17

6.8235

1.55062

.37608

MI Treatment Group

33

7.1818

1.68550

.29341

MI Control Group

14

7.4286

1.45255

.38821

MI Treatment Group

28

7.3214

1.61138

.30452

MI Control Group

13

6.3846

2.18092

.60488

MI Treatment Group

21

7.9048

1.57812

.34437

MI Control Group

12

6.8333

1.74946

.50503

17

8.0588

1.43486

.34800

Client Treatment Group
Follows Recommendations 1

Follows Recommendations 2

Follows Recommendations 3

Follows Recommendations 4

Follows Recommendations 5

Follows Recommendations 6

Follows Recommendations 7

Follows Recommendations 8

Follows Recommendations 9

Follows Recommendations 10

Follows Recommendations 11
MI Treatment Group
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n

M

SD

η2p

10

7.3000

.94868

.30000

MI Treatment Group

12

8.7500

.96531

.27866

MI Control Group

7

8.0000

1.00000

.37796

Client Treatment Group
MI Control Group
Follows Recommendations 12
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Research Question Four
How does a brief training in Motivational Interviewing given to counselor trainees affect
client satisfaction with treatment? In order to address this question, first an independent t-test
was conducted across all client variables to assess for group significance between treatment (n =
34) and control group (n = 17) with individuals who completed the Client Satisfaction
Questionnaire (CSQ) n = 51, and those that did not n = 30. Results revealed statistical
significance (p<.05) with the following variables client emotional upset, previous counseling,
drug use, religious frequency, and client relationship status. Therefore, these variables will be
utilized as covariates if they are found to have statistically significant interactions with the
statistical model. Finally, an independent t-test was utilized to determine if a relationship exists
between treatment group and total CSQ score. The results of these analyses are delineated in the
proceeding paragraphs.

Client Satisfaction Questionnaire: Independent T-Test
Counselor trainees administered the CSQ (a self-reported measure client of satisfaction
with therapy) at the culmination of therapy (generally administered during the last session of the
semester). As none of the previously mentioned group differences (i.e. client emotional upset,
previous counseling, drug use, religious frequency, and client relationship status) significantly
interacted with the statistical model, the simple model was utilized for analysis. The results of an
independent samples t-test conducted to assess statistical significance between treatment groups
and client responses on the CSQ revealed there was no statistical significance (t(49) = 1.91, p >
.05) on total CSQ score between groups.
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However, results revealed statistically significant group difference across four satisfaction
questions (a) Did you get the kind of services you wanted (i.e. Service Wanted)? (t(49) = 1.565,
p = .004), (b) If a friend were in need of similar help, would you recommend our program to him
or her (i.e. Friend Referral)? (t(49) = -1.01, p = .036), (c) In an overall, general sense, how
satisfied are you with the service you have received (i.e. Satisfaction Service)? (t(49) = 2.417, p
< .001), and (d) If you were to seek help again, would you come back to our program (i.e.
Return)? (t(49) = 1.257, p = .013). In regard to Service Wanted, Satisfaction Service, and Return,
clients in the MI treatment group reported feelings of greater satisfaction than those in the
control group (see table 12). However, participants in the control group reported a statistically
significant greater likelihood to recommend a friend to the training center utilized within this
study (see table 12).
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Table 12: CSQ Group Statistics, Independent Samples t-test
n

M

SD

η2p

MI Treatment Group

34

31.1176

1.29719

.22247

MI Control Group

17

30.5882

1.83912

.44605

MI Treatment Group

34

3.7647

.43056

.07384

MI Control Group

17

3.8235

.39295

.09531

MI Treatment Group

34

3.8824

.32703

.05609

MI Control Group

17

3.7059

.46967

.11391

MI Treatment Group

34

3.9118

.28790

.04937

MI Control Group

17

3.8235

.39295

.09531

MI Treatment Group

34

3.9412

.23883

.04096

MI Control Group

17

4.0000

.00000

.00000

MI Treatment Group

34

3.8824

.32703

.05609

MI Control Group

17

3.8235

.39295

.09531

MI Treatment Group

34

3.7353

.44781

.07680

MI Control Group

17

3.7647

.43724

.10605

MI Treatment Group

34

3.9706

.17150

.02941

MI Control Group

17

3.7647

.43724

.10605

MI Treatment Group

34

3.9706

.17150

.02941

MI Control Group

17

3.8824

.33211

.08055

Client Treatment Group
Client Satisfaction Total

Service Quality

Service Wanted

Needs Met

Friend Referral

Satisfaction With Help

Coping

Satisfaction with Service

Return

In conclusion, the data collected throughout the study was analyzed and the four
hypotheses identified within this study were explored. Counselor trainee and client demographics
were discussed and tests of homogeneity of variance were not significant. This suggests the
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Treatment and Control Groups for the client and counselor participants were similar. In addition,
the client demographics within this study were similar to those found in Lampropolous and
colleagues (2009), which were thoroughly outlined in chapter two. Further, Lampropolous and
colleagues was the only study that was identified in a thorough review of the literature that
discussed the client demographics of a client population that was similar to the clients that
participated in this study (e.g. clients seen within a university-based training clinic for outpatient
clients within the surrounding). Furthermore, the results of statistical analyses for each of the
research questions were discussed. These results, along with limitations to the study, and
implications for future practice and research are outline within the proceeding chapter of this
study.
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CHAPTER 5: DISCUSSION
This chapter will provide a summary of this study. Particularly, limitations, results and
conclusions are discussed. In addition, implications for counselor preparation, practice, and
future research are proposed within this chapter.
The purpose of this study was to evaluate the effect of a brief student-based training in
Motivational Interviewing on client outcomes and counselor trainee MI skill development. By
training counselor trainees n = 25 in the use of MI and comparing their skill development ratings
on various instruments with counselor trainees n = 18 who did not receive the MI training, the
effect of this student based brief training was assessed. Further, as Treatment Group counselor
trainees demonstrated significant improvements across the following variables as measured by
the MITI 3.0, (a) evocation, (b) collaboration, (c) autonomy/support, (d) empathy, and (e)
direction, (f) MI spirit ratings, (g) ratio of open questions, (h) ratio of MI adherent to nonadherent speech (i) ratio of reflections to questions, (j) decrease in non-adherent MI speech, and
(k) individual frequency scores for complex and simple reflections, the effect of these
improvements could be compared with interactions with client outcomes.

Limitations
As always, a single study cannot provide definitive empirical explanations. Thus, it is
important address the limitations of this study in order to attend to the conceptual and practical
boundaries that apply herein. With this in mind, this study was quasi-experimental. Whereas
efforts were made to control for external influences, this study possesses potential limitations
that may have posed a threat to internal and external reliability and validity. Some such
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limitations may include limitations related to the samples, procedures, and assessment
instruments. These potential limitations, along with the steps that were taken to address these
limitations, are expanded upon herein.

Limitations Related to the Samples
Sample Size. The sample size for client (N = 81) and counselor trainee (N = 43)
participants did not meet a priori power analysis N = 104 for conducted t-tests. Furthermore,
results were not robust enough to control for a Type II error (incorrectly failing to reject the
null). Therefore, the results of t-tests (HRQ, CSQ, client promptness, completed homework,
stage of change, and adherence to recommendations) may have been significant, when no
significance was found. Thus, having a larger sample size would have been more efficacious to
the study.
Volunteers. Whereas participants who choose to volunteer to participate in research
studies are more likely to differ from individuals who chose not to participate (Fox, Robinson, &
Broardley, 1998), there might have been differences between the client and counselor trainee
participants who volunteered for this study and those who did not choose (or who would not
have chosen) to participate. As all counselor trainees within this study chose to participate, a
threat to external validity may exist. Thus, this sample of counselor trainees might lack
generalizability to all counselor trainee populations. Further, as a small sample of clients did not
consent to participate in this study, between group differences (between clients who chose to
participate and those that did not) might have existed, which may have influenced client outcome
variables. Additionally, as this study selected treatment and control groups based on supervisor’s
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willingness to participate in the study, this may have been an influential factor in counselor
trainee and/or client outcome.
Client Diversity of Diagnosis. Although diversity amongst client diagnosis was a
strength of the study in some respects (i.e. demonstrates applicability of this training to various
client populations), this feature was also a limitation to the study. This factor was considered to
be a limitation because client diversity limits the study’s ability to identify client populations or
variables by which the use of MI demonstrates increased effects.
Gerneralizability. The effects of MI training had not been previously assessed with the
populations of participants utilized within this study (i.e. clients seen within a university-based
training clinic and graduate level students in any of the helping professions). Generalization from
highly controlled studies to populations and settings more typical of practice is always limited to
some extent and always requires independent replication and larger sample sizes to increase
generalizability.
However, the client and counselor trainee demographics of the participants within this
study were (a) thoroughly delineated for the purpose of comparison with regard to future studies,
and (b) the client demographics were similar in comparison to Lampropoulos and colleagues
(2009) study. This comparison (between the client demographics of this and Lampropoulos and
colleague’s study) will be delineated within the following paragraphs.
Generalizability: Comparison of University-Based Training Clinic Client
Demographics. The demographics of the 380 clients collected by Lampropoulous and
colleagues (2009) study between the years of 1995 and 1999 as well as the 81 clients that
participated in this study (i.e. UBCC clients) will be compared in the proceeding paragraphs. The
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following language will be used when discussing these two groups. The 380 client participants of
Lampropoulous and colleagues (2009) study are referred to as “Lampropoulous and Colleagues’
Clients” or (LCC) and the 81 client participants within this study are referred to as “UBCC
clients”.
First, in regard to gender, sixty-five percent of Lampropoulous and Colleagues’ Clients
were female, with the remaining 35% being male. The gender ratio was similar with UBCC
clients. Of the 81 UBCC client participants, a total of 48 females (59.3%) and 33 males (40.7%)
volunteered for the study. The ages of the clients within these two studies were also somewhat
similar. Lampropoulous and Colleagues’ Clients’ ages ranged from age 17 to 82 (M = 32.7, SD =
10.35) whereas the mean age of the UBCC client participants (N = 81) was 35.36 (SD = 10.89)
with a range between 19 and 65 years of age.
In regard to education, of the Lampropoulous and Colleagues’ Clients’ 5% reported they
had some graduate education comparable to the 3.7% of the UBCC clients reported that they
obtained a master’s degree and the 1.2% that reported they had a doctorate degree, 14.2% of
Lampropoulous and Colleagues’ Clients’ reported that they graduated college whereas of the
UBCC clients 23.5% reported they had a bachelor’s degree, 28.9% of Lampropoulous and
Colleagues’ Clients’ reported having some college education comparable to the 23.5% UBCC
clients who reported having had some college education.
In reference to marital status, 47.4% of Lampropoulous and Colleagues’ Clients reported
they were married versus 37% of UBCC clients, never married 18.5% LCC versus 28.4% of
UBCC clients, cohabitating 7.4% of LCC versus 6.2% of UBCC clients, separated 12.1% of
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LCC versus 11.1% of UBCC clients, and divorced 12.4% of LCC versus 11.1% of UBCC
clients.
Generalizability: Comparison of University-Based Training Clinic Client Diagnoses
and GAF Scores. Axis I (Diagnostic and Statistical Manual of Mental Disorders, 4th ed.; DSMIV) for LCC and UBCC clients were reported as follows: partner relational problem 39.8% for
LCC clients versus 41% for UBCC clients, major depressive disorder 11.9% for LCC versus
14% for UBCC clients, adjustment disorder 11.6% of LCC versus 10% of UBCC clients, other
affective disorders 8% of LCC clients versus 9% of UBCC clients, anxiety disorders 6.9% of
LCC versus 6% of UBCC clients, other relational problems 5.6% of LCC versus 3% of UBCC
clients, whereas 19% of UBCC clients received either: diagnosis deferred (7%), no diagnosis
(3%) or missing diagnosis (9%). This suggests there were striking similarities in DSM diagnoses
between the two university-based client populations.
Furthermore, an estimated 72% of LCC received no Axis II diagnosis comparable to an
estimated 89% of UBCC clients, 24% of LCC were reported to have a deferred diagnosis versus
the 9% of UBCC clients whom were missing this information, and 4% of LCC that were given
an Axis II personality disorder was comparable to the 2% of UBCC clients that were given an
Axis II personality disorder. Finally, LCC clients’ Global Assessment of Functioning (GAF)
score revealed an average client score of 64.04 (SD = 11.28) versus a mean client score of 64.01
(SD = 6.46) for UBCC clients.
The comparisons noted above between the university-based client population utilized
within Lampropoulous and colleagues (2009) study and this study suggest that the client
demographics, DSM diagnoses, and GAF scores were strikingly similar. This suggests that
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clients of similar demographics tend to attend outpatient university-based clinics. Furthermore,
as this study demonstrated training in MI was able to increase client attendance to therapy within
this client population, it is thought that replication with a similar client and counselor trainee
population would produce similar results thus making the study generalizable to university-based
clinic populations. However, further data that is not yet available at this time is needed to support
this hypothesis.

Limitations Related to the Procedures
Maturation. First, as maturation naturally occurs when individuals developmentally
progress across a span of time (Campbell & Stanley, 1963), maturation may have posed a threat
to the internal validity of this study across client and counselor trainee assessments. In this study,
all counselor trainee participants were observationally assessed via the MITI 3.0 at three time
periods across the time span of several weeks. Further, time was demonstrated to be statistically
significant for several MITI 3.0 variables (i.e. evocation, collaboration, autonomy, empathy,
direction, frequency of giving information in an MI adherent manner, decrease in giving
information in an MI non-adherent manner and frequency counts of open questions, simple
reflections, and total reflections, global scores, and ratios of open to closed questions and MI
adherent to non-adherent information giving). Thus, as both counselor trainee groups
demonstrated improvement within these variables, the individuals in the treatment group may
have simply been prone to mature at a faster rate than individuals in the control group. In
addition, as the OQ-45.2 was administered to clients three times over the course of several
weeks, some of their decrease in scores may have been subject to developmental growth. The use
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of a control group (as this would account for naturally occurring maturation) was utilized in
order to address this limitation.
Client Outcomes. Similar to Miller and Mounts (2001) study, statistically significant
changes in counselor trainee behaviors did not equate to increased client outcomes as reflected
by decreased OQ-45.2 scores. Thus, although counselor trainees scores on the MITI 3.0
significantly improved and clients in the MI treatment group significantly attended more
therapeutic sessions, this increase in therapeutic attendance did not equate to symptom
improvement as measured by the OQ-45.2.
However, the statistically significant improvement in therapeutic attendance could be the
very reason for this lack of between group significance in OQ-45.2 score. Specifically, being that
individuals with lower GAF scores, thus higher symptoms (Lampropoulos et al., 2009) are more
likely to dropout than individuals with higher GAF scores, and client dropout rates were
significantly lower in the treatment group, than in the control group, it is possible that individuals
who would have normally prematurely dropped out of therapy (and therefore not completed
second and/or third measures of the OQ-45.2), stayed in therapy. Thus, if individuals with higher
symptom manifestation dropped out of the control group and those with higher symptom
manifestation in the treatment group completed therapy, group differences (assessing OQ-45.2
average scores) between therapeutic dropouts and completers as measured within this study
might not be statistically significant.
MI Basic Proficiency. Only 10 of the 25 individuals in this study’s MI treatment group
obtained basic proficiency as defined by Miller and Mount (2001). Further, although MI
proficiency was obtained by 40% of the individuals who received MI training, the achieved
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proficiency was not sustained. In other words, each of the individuals in the treatment group that
achieved MI proficiency only achieved proficiency in one out of the three sessions assessed on
the MITI 3.0. This suggests more training and feedback is needed in order for individuals to
achieve sustained MI proficiency. This is a limitation of the study as it is unclear if counselor
trainees use of MI (being that these counselor trainees were not proficient in the use of MI)
resulted in improved client outcomes (i.e. increased attendance). Thus, a causal effect between
the use of MI and client outcomes cannot be absolutely discerned. Furthermore, this noted lack
of sustained proficiency in MI might have accounted for the noted lack of improvement in regard
to between group client outcomes as measured by the OQ-45.2.
Feedback. It was hypothesized that feedback given to counselor trainees via the MITI
3.0 would improve counselor trainee’s adherence to MI. However, as this feedback was only
given to the treatment group, the effect of feedback was not isolated. Thus, the relationship
between feedback on the MITI 3.0 and adherence to MI via the MITI 3.0 is not known.
Limitations of Client Diagnoses. Counselor trainees, under the supervision of doctoral
level practicum professors, administered diagnoses to clients. Although the majority of the
counselor trainees within this study did have some form of formal training (i.e. a graduate course
in Diagnosis and Treatment) in diagnosis, the school-tracked students did not take this course.
Thus, these individuals were required to review a “diagnosis tutorial” before participating in
practicum. However, as all of the counselor trainee participants within this study had limited
experience with client diagnosis and the supervisors within this study were basing their support
with client diagnosis on client observation and counselor trainee report, diagnosis might not have
been accurate.
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Session Selection Bias. In addition, counselor trainees in the treatment group were
instructed to select their best 20-minute sessions of MI, whereas the control group was instructed
to select their best sessions. And as previously mentioned, after the first sessions counselor
trainees in the treatment group were given feedback on the MITI 3.0. Thus, they were aware of
what variables they were being measured upon and they were introduced to the instruments used
to score all of the variables on the MITI. As members of the control group were blind to these
variables, they would likely be less apt than the control group to choose sessions that
demonstrate the variables measured by the MITI. Therefore, the treatment group might have
been more equipped to purposefully select sessions that they thought would correlate with higher
scores on the MITI.
Mechanisms of Change. As this study was not able to isolate the mechanisms of change,
just how the MI training changed individuals is unknown. In addition, as the same training was
administered to all treatment groups, the stages of training that are necessary and sufficient for
facilitating change are also unknown.
Halo Effect & MITI Coder Differences. With regard to the MITI coders, halo effect
(Thorndike, 1920) may have been a threat to the internal validity of the study. Halo effect refers
to a bias of perception, whereby an individual (the MITI coders in this case) ascribe values to
particular characteristics (such as empathy) based on their perceptions of previously appraised
characteristics (such as counselor trainee collaboration).
For example, if rater A previously rated counselor trainee A high on empathy, evocation,
and direction, rater A might be more likely to appraise counselor trainee A high on these
(empathy, evocation, and direction) and/or other (collaboration and/or autonomy/support)
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variables on the MITI 3.0. In an attempt to assess the potential for halo effect, 10% of the
sessions assessed on the MITI 3.0 were significantly correlated upon analysis of double coding
by individuals whom were blind to one another’s ratings and these rations. Although this method
attempted to assess the halo effect, this measure cannot account for dual-coder biases.
Sample Contamination & Exposure to MI. Another threat to the study’s reliability
includes the possibility of between group contaminations. Although MI training was isolated to
specific practicum classes, each of which met at separate times, individuals participating in the
treatment group had classes with individuals participating in the control group. Thus, although
individuals were discouraged from disseminating information concerning the study until the
culmination of the study, between-group contamination could not be controlled. Thus, sample
contamination might have been a possible limitation in regard to this study.
Furthermore, treatment and control group participants might have been exposed to MI
throughout the duration of the semester. For example, individuals may have attended
conferences, class lectures, or been exposed to literature on MI. Furthermore, participants may
have used the information that they learned from these exposures in counseling sessions with
their clients. In an attempt to identify these exposures to MI, the MI Knowledge Questionnaire
was administered before and after the duration of the study. Upon analysis, participants’
exposure to MI did not appear to impact their use of MI or adherence to MI. For more
information, please refer to the results section within chapter 4 of this study.
Test Administration. First, as the administration of the Helping Response Questionnaire
occurred at the end of a two-hour practicum orientation and on the last day of practicum class,
counselor trainees may have quickly answered, without thoughtfully considering their responses
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to these assessments. It is possible that their answers to this assessment were rushed for a variety
of reasons. In regard to the pre-administration of the HRQ (a) counselor trainees were excused
from the practicum orientation upon the completion of this assessment, and (b) counselor
trainees may have possessed lack concern with regard to the results of the HRQ as the scores of
this assessment did not individually impact the counselor trainees. In regard to the postadministration of the HRQ (a) counselor trainees had client documentation to complete and were
able to return to these tasks after completing this assessment, (b) counselor trainees may have
possessed lack concern over the results of the HRQ as the scores of this assessment did not
individually impact the counselor trainees.
Repeated Measures. Repeated administration of the same measures (i.e. OQ-45, Helping
Response Questionnaire, MI Knowledge Questionnaire, two variables on the Session Summary:
Stages of Change and Adherence to Recommendations) may have posed a threat to internal
validity (Campbell & Stanley, 1963). Individuals may have habituated themselves to the
responses given that they completed these measures several times.

Limitations Related to the Instruments
Measures of Attendance. There were a number of limitations associated with the
measure of client attendance. First, in regard to attendance assessed between semesters, a number
of threats to the internal validity of the study exist. First, as the Summer 2009 (10 weeks) and
Spring 2009 (13 weeks) sessions were shorter than the Fall 2009 (14 weeks) semester, measures
of client attendance might have been skewed. Thus, statistical comparisons with regard to the
number of client sessions attended and missed might have been subject to a Type I error.
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However, in an attempt to limit the probability of a Type I error, a third measure of client
attendance (i.e. client reason for terminating) was included for assessment and also found to be
statistically significant.
In addition to semester duration differences, between group differences might have
existed in relation to other client variables. Whereas only frequencies of client attendance were
considered for analysis for the spring and summer semesters, no other client variables were
accounted for. Thus, there may have been between group differences across client variables that
might have influenced attendance. For example, Lampropoulos and colleagues (2009) age,
income, perceived difficulty, and GAF score were likely to influence dropout rates. However as
these between-semester client variables were not accounted for, the impact of these variables in
relation to client attendance was not assessed.
Furthermore, as the number of practicum classes increased from 5 in the spring of 2009
to 6 in the summer of 2009 to 7 in the fall of 2009, so too did the number of clients being seen in
the clinic. Thus, sample population increases may have had an effect on the mean number of
sessions attended, missed, and therapeutic completion vs. dropout.
MI Knowledge Questionnaire. There were several limitations with regard to the use of
this instrument to measure pre and post change in counselor trainee self-rated knowledge of MI.
Primarily, as there are no psychometric properties for this instrument, this might not be a reliable
or valid measure of MI knowledge. Thus, it could be that the MI Knowledge questionnaire might
not actually measure what it proposes to measure. Thus, the between group differences shown on
the MI Knowledge Questionnaire, might have been subject to a Type I error.
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Session Summary. Similarly, there are no psychometric properties validating two of the
variables assessed on the Session Summary (i.e. counselor trainee perceived client Stage of
Change and Adherence to Recommendations). Thus, as measures analyzing the scores on this
instrument accepted the null, problems with test reliability and/or validity may have resulted in a
Type II error.

Results and Conclusions
The following section presents a discussion concerning the results and conclusions of the
study. This information is presented in the context of each research question and in relation to
the literature reviewed in chapter 2.

Research Question One
This was a preliminary study assessing how a brief training in Motivational Interviewing
given to counselor trainees affects their ability to accurately perform MI. The results of this
question yielded descriptive statistics and the results of 2x3 repeated measures mixed mode
ANOVAs, 2X2 repeated measures ANOVAs, and between-rater correlations.
As 82% (or 14 out of 17) of the variables assessed on the MITI 3.0 demonstrated between
group differences, the four hour MI training with three follow up feedback and supervision
sessions seemed to positively affect counselor trainees adherence to MI. In regard to MI
proficiency, although 10% of the individuals in the treatment group achieved MI proficiency,
this achievement was not sustained across the three time increments during which MI adherence
was assessed. Thus, although the training was effective in enhancing counselor trainees MI
proficiency, it seems as though the training was not influential enough to produce practitioners
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who were consistently proficient in the use of MI. This finding was similar to several of the MI
training studies that were reviewed in Chapter 2 of this study (e.g., Miller & Mount, 2001; Miller
et al., 2004; Moyers et al., 2007; Schoener et al., 2006).
As previously mentioned, Miller and Mount (2001), Miller and colleagues (2004),
Moyers and colleagues (2007), and Schoener and colleagues (2006) discovered an increase in MI
proficiency within counselor trainees that was not sustained at follow-up without supervision and
feedback. Similarly, although both Treatment and Control Groups demonstrated positively
skewed maturation rates as measured by the MITI, the MI group demonstrated differentially
higher levels of skill in MI between groups and across various time increments. The variables
assessed on the MITI that positively improved to a significant between-group degree included
evocation, collaboration, autonomy/support, empathy, direction, MI non-adherent giving
information, closed questions, simple reflections, complex reflections, total reflections, global
scores, ratio of open questions, ratio of reflections, and ratio of MI adherent behavior as
measured and defined by the MITI (please see chapters two and three for more information
regarding the variables measured on he MITI).
Although pre and post HRQ revealed a statistically significant increase in score across
time for both groups, there was not a statistically significant between group-difference in regard
to this measure. At first, this lack of difference was a surprise. However, the HRQ measures
multiple variables. Specifically, the HRQ measures how often respondents (a) respond to client
statements with a reflection, and (b) respond to client statements with a question (negatively
correlated). If test-takers write a response that contains a question (open or closed are deducted
the same), then they cannot obtain scores higher than 2s for that response. Further, if respondents
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answer the HRQ with a reflection without also responding with a question, then they receive
scores of three or higher. To further investigate reasons to account for the lack of betweengroups difference seen on the HRQ, a correlation was conducted with the control group
participants between the first administration of the HRQ and their first scores on the MITI 3.0.
Correlations between the HRQ and MITI variables were as follows: Total Reflections (r = .622,
p=.006), ratio of reflections to questions (r = .554, p=.017). However, when the third MITI
rations and post HRQ were compared, correlations reflected low (<.10) relationships total
reflections (r = .244), ratio of reflections to questions (r = .174).
Miller and Mount (2001) compared pre and post HRQ and training reflections, MI
consistent, MI inconsistent, and ratios of reflections to questions as measured by the MISC and
found only modest correlations (r = .35 and .38) and concluded “paper and pencil samples of
counseling responses were rather poor predictors of what counselors actually did during
counseling sessions,” (pp. 467). Thus, as these pre to post measures did not reflect between
group changes found on the MITI 3.0, it seems as though the HRQ is not sensitive to the same
counselor behavioral changes that are measured on the MITI.
Last, with regard to MI Knowledge Questionnaire pre and post-test analyses, between
group significance was found in relation to treatment and control groups. Therefore, counselor
trainees who received MI training reported having increased familiarity with, and knowledge of
MI. This suggests that counselor trainees in the MI training group not only exhibited increased
adherence to MI, they also reported having increased their knowledge base of MI.
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Research Question Two
Upon addressing this question, OQ-45.2 total, SD, IR, and SR scores indicated no
between-group differences. However, all clients improved (through the expression of decreased
symptoms) throughout the duration of the therapeutic process (as measured by significant pre to
post OQ-45.2 change). This suggests the counselor trainee participants within this study were all
equally effective in improving client symptoms.
In an attempt to explore the previously mentioned hypothesis (i.e. clients with higher
OQ-45.2 scores who would have normally dropped out of therapy, stayed in the MI treatment
group, whereas they dropped out of the control group), first the combined total of all three
administrations of the OQ-45.2 and GAF scores were analyzed via a one-way ANOVA was
conducted to determine if a relationship between these two scores existed. The results of this
analysis revealed a statistically significant relationship between client’s average total OQ-45.2
score and GAF score (F(12,39) = 3.637, p = .003) correlated at (n = 72, r = -.375, p = .017). This
suggests that lower GAF scores were indeed associated with higher OQ-45.2 scores. Thus, as
these measures were related within this study, this lends support to the hypothesis that
individuals with higher symptoms on the OQ-45.2 might have been at greater risk for client
dropout.
Next, an independent samples t-test was conducted to analyze between group differences
(therapeutic dropouts vs. therapeutic completers) with regard to clients in the control group who
completed an initial OQ-45.2. However, as the differences between initial OQ-45.2 scores with
regard to the clients in the control group who were classified as therapy dropouts M = 78.78 and
clients who were classified as therapeutic completers M = 68.41 were not statistically significant
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(t(24) = 1.318, p = .155) the sample size for this analysis may have been too small N = 26 to
detect between group differences (i.e. Cohen (1992) recommends a sample size of 102 clients in
order to detect a medium effect size .50 for a one-tailed sample t-test with a power equal to .80
and an alpha of .05). Thus, with (n = 9) therapeutic dropouts and (n = 17) clients who completed
therapy, and (n = 3) clients who were classified as therapeutic dropouts, but did not have a
scored initial OQ-45.2, it is possible that (a) the sample size was too small to detect between
group differences, and/or (b) the three un-scored OQ-45.2’s would have made a significant
difference in the overall group difference.
In further support of this hypothesis, a one-way ANOVA was conducted between
treatment and control groups in relation to the average OQ-45 total symptom score and dropout
rates. Results gave further credence the abovementioned trend: with mean OQ-45.2 score
differences that were not statistically significant between treatment group (M = 72.25, SD =
53.88) dropouts and completers (M = 66.26, SD = 25.61) (F(1,39) = .155, p = .696) and mean
OQ-45.2 score differences that were not statistically significant within the control group (F(1,25)
= 3.622, p = .069), with a trend in the control group of clients exhibiting higher symptoms
dropping out of the control group (M = 77.93, SD = 25.51) and clients with lower OQ-45.2
scores completing therapy (M = 63.48, SD = 13.53). However, it is impossible to determine
whether or not individuals with overall higher symptoms on the OQ-45.2 stayed in the treatment
group when they would have dropped out without the MI intervention, whereas individuals with
higher overall symptoms dropped out of the control group because they were not influenced by
the MI intervention. Thus, there is no direct measure to lend support to this hypothesis.
Therefore, this is both a noted limitation to the study and an implication for future research.
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Thus, future research should take into account client dropout when assessing symptom
improvement with clients receiving MI.

Research Question Three
In addressing this question, several measures of client adherence to therapy were
examined. The measures included for analysis were related to Miller and Rollnick (2002)’s
definition of client adherence (i.e. the degree to which clients follow through with agreed upon
interventions, directives, and plans such as attending appointments on time, remaining in
treatment, and completing assigned homework). Thus, the following factors were measured and
included in the study for analysis: (a) reason for terminating therapy, (b) number of sessions
attended, (c) number of sessions missed, (d) timeliness of attendance, (e) ratio of assigned vs.
completed homework, (f) client stage of change, and (g) counselor reported client adherence to
recommendations.
Analyses revealed significant between group differences with the following variables:
reason for terminating, number of sessions attended, and number of sessions missed. In assessing
the mean differences, these analyses suggest that clients in the MI treatment group attended more
sessions, missed fewer sessions, and completed therapy more frequently than clients in the
control group. In addition, group differences (clients attending the clinic in the spring of 2009,
summer of 2009, and fall of 2009) were found with regard to each of these three attendance
variables. Upon assessment of mean differences, these analyses suggest that clients being seen in
the fall semester, during the time of the intervention, attended more sessions, missed fewer
sessions, and completed therapy more often than clients in the previous semesters. Further, these
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preliminary analyses lend support to the idea that a four-hour training in MI can change
counselor trainee behavior enough to increase client adherence. However, experimental
replications with larger sample sizes need to be completed before this hypothesis can be
ascertained.
Although between group differences were found across all attendance variables, the other
variables that comprise Miller and Rollnick’s (2002) definition were not found to be statistically
significant between groups. These variables included timeliness of attendance, ratio of assigned
vs. completed homework, client stage of change, and counselor reported client adherence to
recommendations. However, the latter two (i.e. client stage of change and counselor reported
client adherence to recommendations) were not assessed via valid and reliable instruments.
Therefore, it is possible that there were between group differences in client’s stage of change and
adherence to recommendations that were not accurately assessed in this study. This suggests that
there may have been between group differences with regard to clients’ stage of change and
adherence to recommendations.

Research Question Four
Contrary to anticipated findings, training counselor trainees in the use of MI was no more
effective in raising clients’ total self-reported satisfaction with service than the Treatment Group.
In addressing this question, client responses to the Client Satisfaction Questionnaire (CSQ) were
assessed. First, with regard to total CSQ score, there were no statistically significant between
group differences. However, there were between group differences in relation to client responses
to four questions (a) Did you get the kind of services you wanted (i.e. Service Wanted)? (t(49) =
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1.565, p = .004), (b) If a friend were in need of similar help, would you recommend our program
to him or her (i.e. Friend Referral)? (t(49) = -1.01, p = .036), (c) In an overall, general sense, how
satisfied are you with the service you have received (i.e. Satisfaction Service)? (t(49) = 2.417, p
< .001), and (d) If you were to seek help again, would you come back to our program (i.e.
Return)? This suggests that clients within the treatment group were more satisfied in regard to
Service Wanted, Satisfaction Service, and Return, whereas clients in the control group reported a
statistically significant greater likelihood to recommend a friend to the training center utilized
within this study.
One surprise in relation to this analysis was upon analysis of mean group differences of
responses to the abovementioned questions. Clients in the control group reported they were more
likely to recommend a friend who was in need of similar help to the setting utilized within this
study. However, clients in the treatment group reported that they would be more likely to come
back to the setting utilized within this study. This suggests that clients who reported that they
would be more likely to return to counseling, would not be equally likely to refer their friends for
counseling to the same setting. Furthermore, clients in the treatment group also reported that they
got the services they wanted and were overall more satisfied with the services that they received
than clients in the control group. This suggests that the use of MI may increase client satisfaction
with counseling services.

226

Implications
The results of this study have produced several implications for counselor training,
counseling practice, supervision, and future research. These implications are proposed within the
proceeding paragraphs.

Implications for Counselor Training
The results of this study demonstrate counselor trainees in their counseling practicum can
improve their adherence to MI consistent behaviors following a unique four-hour training with
follow-up supervision and feedback on the MITI. In addition, the four-hour training program,
which utilized the training manual developed by the researcher, Motivational Interviewing:
Facilitating Lasting Change, can be used to facilitate future training in MI. It recommended that
follow up supervision as well as feedback via the MITI 3.0 be incorporated into future trainings.
Through these methods, counselor trainees showed substantial gains in MI proficiency across the
following behaviors: evocation, collaboration, autonomy/support, empathy, direction, MI nonadherent giving information, closed questions, simple reflections, complex reflections, total
reflections, global scores, ratio of open questions, ratio of reflections, and ratio of MI adherent
behavior as measured by the MITI. However, as previously mentioned these improvements were
not enough to produce counselors whom were consistently proficient in the use of MI. Whereas
it seems as if the follow-up supervision and feedback sessions aided counselor trainees in
sustaining initial skill increases, future counselor training should include longer initial and
follow-up training, coaching, feedback, and supervision. Increasing the duration as well as the
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material covered within future trainings would likely result in increasing sustained trainee
proficiency in MI.
Counselor trainees were given feedback via the MITI 3.0 within this study, which seemed
to aid in increasing trainee proficiency in the use of MI. MITI scores, which were assessed by
impartial MITI coders, provided trainees with a visual representation of the counseling session.
This report was helpful in identifying both counselor strengths and areas, which needed to be
improved upon. Future counselor training and supervision could utilize such methods of
behavioral observation to help the supervisor and supervisee focus supervision sessions onto
areas that are in need of growth.
Counselor trainee skill increases seemed to be enough to positively affect counselor
trainees’ clients in many areas. Specifically, clients whom had counselors that were trained in MI
attended more counseling sessions, missed fewer sessions, and completed therapy more often
than clients in the control group. Thus, the findings of this study suggest although more MI
training, feedback, and supervision is needed in order to produce practitioners who are able to
consistently demonstrate proficiency in the use of MI, even a short four-hour training in MI can
produce increases in counselor trainee MI proficiency, which translate to some improvements in
client outcome.

Implications for Counseling Practice
As this study demonstrated that a unique student-based brief training program in MI, in
accord with follow up supervision and feedback, could produce positive increases in client
attendance, the possible implications for the counseling practice are promising. Being that
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improved client outcomes is the goal of most EPB training, it is suggested that future training in
MI and other EBPs evaluate not only improvement in trainee proficiency in the EBP, but the
relationship between noted improvement in counselor proficiency and client outcomes. As
previously mentioned, client non-attendance not only affects the non-adhering clients but others
as well (Carroll et al., 2000). Thus it is a possibility that brief MI training programs administered
to agency counselors could extend to an overall improvement in client adherence. These
improvements in attendance could potentially translate to increased provider profits, decreased
frustration on the part of the treatment provider, and increased client attendance would equate
increased time treatment providers have to provide therapy to clients. Therefore (although
replication of this study with larger sample sizes needs to be completed), it is possible that a brief
training in MI with follow-up supervision could produce increased gains to treatment providers.
Other implications for counseling practice are in indicated by the four main factors of MI
(i.e. developing discrepancy, rolling with resistance, improving client self-efficacy, and
empathy). The use of these four principles of MI in session with clients might be the key to
increasing client adherence to therapy. By increasing client adherence, which includes
attendance, counselors would have a better opportunity to help their clients. Thus, MI (especially
the four main factors of MI), may provide practitioners with the tools necessary for facilitating
client adherence to therapy, thereby giving counselors more time to help their clients through
therapy.
In addition, this study expanded the use of MI to university-based client populations.
Previously, the use of MI had been typically researched with clients presenting with various
forms of addictions. As this study demonstrated an increase in adherence with a university-based
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client population, the application of MI to other client populations is promising. Thus, this is
both an implication for the counseling practice and for future research.

Implications for Future Research
Whereas this study has helped to shed light on some of the essential workings of
practitioner training, several questions still remain. Specifically, this study addressed the effects
that a four-hour initial training in MI, in addition to three hours of group supervision and
feedback on the MITI had on counselor trainee behaviors and client outcomes. However, this
still does not address how much training, ongoing support, and feedback is needed for a student
to obtain competency in using MI. Furthermore, it is still not known if significant between group
increases in MI proficiency were specific to this population of participants (i.e. graduate students
in the helping profession). Also, although increases were seen in counselor trainee behaviors, it
is still not known if increases in MI competency to a level that equated to MI proficiency would
have occurred if the training were to be given in a different setting and time-period (i.e. other
than that of the UBCC and a time other than week before practicum began).
Future research may demonstrate the number of hours of counselor training, supervision,
and feedback that is needed to achieve not only MI proficiency, but proficiency and competency
in EBPs in general. Also, alternative research designs, including longitudinal studies are needed
to determine (a) the mechanisms of change that work within MI, (b) the mechanisms at work
within other specific EBPs, and (c) the amount of supervision and training needed to sustain
lasting proficiency in EBPs. In addition, the discovery of the mechanisms of change at work
within MI and other EBPs may aid in the discovery of time-efficient methods of training.
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In addition, future research measuring the effects of MI on client outcomes would need to
include larger sample sizes of both trainees and clients. Larger sample sizes would provide
strength to the data analyses and decrease the likelihood that statistical errors would occur. Also,
this training should be researched with diverse trainee populations. Although this unique brief
training in MI appeared to increase trainee skill in MI with graduate level counseling students, it
is not know if this training would work with other trainee populations (e.g. practicing clinicians,
social workers, and psychologists). Alternatively, the population of counselor trainees (i.e.
graduate students) that were trained within this study may be more able to increase their
proficiency in EBPs in general given that they do not have therapeutic habits to unlearn. Thus,
future research should lend itself to investigating the effects of training in other EBPs and with
diverse trainee populations. Research in this area would serve to answer the question, “Are
graduate students in helping professions better able to learn EBPs?”
In addition to investigating the effects of training on diverse trainee populations, data
should be collected to determine what elements of training in MI trainees deemed necessary.
Thus, qualitative data collected via follow-up interviews or focus groups could serve to identify
the elements of this unique brief training in MI that trainees found effective and the elements that
trainees did not deem effective. This would be helpful in designing more efficient and effective
trainings. Recommendations for future research were presented. These recommendations
included identification of (a) the amount of training, feedback, and supervision that is needed to
aid counselor trainees in becoming proficient in MI, (b) alternative research designs, (c)
longitudinal studies, and (d) larger sample sizes, and (e) the effect of this training taught to
diverse trainee populations.
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Conclusions
In summary, the purpose of this study was to determine the effect of a unique four-hour
brief training in Motivational Interviewing on client outcomes and counselor trainee skill
development. The independent variables measured within this study were counselor trainee skill
in MI, knowledge of MI, and client adherence, functioning, and satisfaction. The assessment
instruments utilized included three counselor trainee skill measures (i.e. the MI Knowledge
Questionnaire, the Helping Responses questionnaire, and the MITI 3.0) two measures of client
adherence (i.e. observation and the Session Summary), one measure of client functioning (i.e. the
Outcome Questionnaire-45.2), and a measure of client satisfaction with counseling (i.e. Client
Satisfaction Questionnaire).
Through these measures, this study discovered that this unique four-hour training
program in MI, in combination with three additional hours of group supervision and feedback on
the MITI 3.0 was able to produce increases in MI proficiency when taught to counselor trainees
in their first or second semester of counseling practicum. Furthermore, although this training
program was not enough to produce counselor trainees who were consistently proficient in MI, it
was enough to have an effect on client outcomes. Specifically, the program was able to influence
client attendance to therapy as measured by reason for terminating, number of sessions missed
and number of sessions attended. However, there was no between-group difference on client’s
OQ-45.2 scores, amount of homework completed, counselor perceived client stage of change and
level of adherence, and total CSQ score.
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APPENDIX A: MITI 3.0 2X3 REPEATED MEASURES ANOVA WITHIN
SUBJECTS
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Table 13: MITI 3.0 2X3 Repeated Measures ANOVA - Within-Subjects Effects
SS

df

M2

F

p

η2p

7.695

2

3.848

8.108

.001

.165

7.695

1.837

4.188

8.108

.001

.165

Huynh-Feldt

7.695

1.966

3.913

8.108

.001

.165

Lower-bound

7.695

1.000

7.695

8.108

.007

.165

MITI Evocation *

Sphericity

1.245

2

.623

1.312

.275

.031

Treatment Group

Assumed
1.245

1.837

.678

1.312

.274

.031

Huynh-Feldt

1.245

1.966

.633

1.312

.275

.031

Lower-bound

1.245

1.000

1.245

1.312

.259

.031

Sphericity

38.910

82

.475

38.910

75.331

.517

Huynh-Feldt

38.910

80.619

.483

Lower-bound

38.910

41.000

.949

Sphericity

11.120

2

5.560

10.518

.000

.204

11.120

1.829

6.078

10.518

.000

.204

Huynh-Feldt

11.120

1.957

5.681

10.518

.000

.204

Lower-bound

11.120

1.000

11.120

10.518

.002

.204

MITI Collaboration *

Sphericity

.143

2

.072

.135

.874

.003

Treatment Group

Assumed
.143

1.829

.078

.135

.856

.003

Huynh-Feldt

.143

1.957

.073

.135

.869

.003

Lower-bound

.143

1.000

.143

.135

.715

.003

Sphericity

43.345

82

.529

Source
MITI Evocation

Sphericity
Assumed
GreenhouseGeisser

GreenhouseGeisser

Error (Evocation)

Assumed
GreenhouseGeisser

MITI Collaboration

Assumed
GreenhouseGeisser

GreenhouseGeisser

Error (Collaboration)

Assumed

234

F

p

η2p

1.997

6.181

.003

.131

1.926

2.074

6.181

.004

.131

3.993

2.000

1.997

6.181

.003

.131

Lower-bound

3.993

1.000

3.993

6.181

.017

.131

Autonomy * Treatment

Sphericity

.024

2

.012

.037

.963

.001

Group

Assumed
.024

1.926

.013

.037

.959

.001

Huynh-Feldt

.024

2.000

.012

.037

.963

.001

Lower-bound

.024

1.000

.024

.037

.847

.001

Sphericity

26.487

82

.323

26.487

78.957

.335

Huynh-Feldt

26.487

82.000

.323

Lower-bound

26.487

41.000

.646

Sphericity

13.028

2

6.514

18.318

.000

.309

13.028

1.979

6.583

18.318

.000

.309

Huynh-Feldt

13.028

2.000

6.514

18.318

.000

.309

Lower-bound

13.028

1.000

13.028

18.318

.000

.309

Empathy * Treatment

Sphericity

.066

2

.033

.093

.911

.002

Group

Assumed
.066

1.979

.033

.093

.909

.002

Huynh-Feldt

.066

2.000

.033

.093

.911

.002

Lower-bound

.066

1.000

.066

.093

.762

.002

SS

df

M2

43.345

75.008

.578

Huynh-Feldt

43.345

80.248

.540

Lower-bound

43.345

41.000

1.057

Sphericity

3.993

2

3.993

Huynh-Feldt

Source
GreenhouseGeisser

Autonomy

Assumed
GreenhouseGeisser

GreenhouseGeisser

Error (Autonomy)

Assumed
GreenhouseGeisser

Empathy

Assumed
GreenhouseGeisser

GreenhouseGeisser
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F

p

η2p

4.283

11.102

.000

.213

1.953

4.385

11.102

.000

.213

8.566

2.000

4.283

11.102

.000

.213

Lower-bound

8.566

1.000

8.566

11.102

.002

.213

MITI Direction *

Sphericity

.566

2

.283

.734

.483

.018

TreatmentGroup

Assumed
.566

1.953

.290

.734

.480

.018

Huynh-Feldt

.566

2.000

.283

.734

.483

.018

Lower-bound

.566

1.000

.566

.734

.397

.018

Sphericity

31.636

82

.386

31.636

80.092

.395

Huynh-Feldt

31.636

82.000

.386

Lower-bound

31.636

41.000

.772

Sphericity

42.051

2

21.025

3.491

.035

.078

42.051

1.903

22.098

3.491

.037

.078

Huynh-Feldt

42.051

2.000

21.025

3.491

.035

.078

Lower-bound

42.051

1.000

42.051

3.491

.069

.078

MI Adherent * Treatment

Sphericity

21.834

2

10.917

1.813

.170

.042

Group

Assumed
21.834

1.903

11.474

1.813

.172

.042

SS

df

M2

29.159

82

.356

29.159

81.138

.359

Huynh-Feldt

29.159

82.000

.356

Lower-bound

29.159

41.000

.711

Sphericity

8.566

2

8.566

Huynh-Feldt

Source
Error (Empathy)

Sphericity
Assumed
GreenhouseGeisser

MITI Direction

Assumed
GreenhouseGeisser

GreenhouseGeisser

Error (Direction)

Assumed
GreenhouseGeisser

MI Adherent

Assumed
GreenhouseGeisser

GreenhouseGeisser
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SS

df

M2

F

p

η2p

Huynh-Feldt

21.834

2.000

10.917

1.813

.170

.042

Lower-bound

21.834

1.000

21.834

1.813

.186

.042

Sphericity

493.825

82

6.022

493.825

78.019

6.330

Huynh-Feldt

493.825

82.000

6.022

Lower-bound

493.825

41.000

12.045

Sphericity

17.060

2

8.530

5.115

.008

.111

17.060

1.537

11.099

5.115

.015

.111

Huynh-Feldt

17.060

1.624

10.504

5.115

.013

.111

Lower-bound

17.060

1.000

17.060

5.115

.029

.111

MI Non-Adherent *

Sphericity

.068

2

.034

.020

.980

.000

Treatment Group

Assumed
.068

1.537

.044

.020

.956

.000

Huynh-Feldt

.068

1.624

.042

.020

.962

.000

Lower-bound

.068

1.000

.068

.020

.887

.000

Sphericity

136.754

82

1.668

136.754

63.018

2.170

Huynh-Feldt

136.754

66.589

2.054

Lower-bound

136.754

41.000

3.335

Sphericity

182.720

2

91.360

1.747

.181

.041

182.720

1.930

94.661

1.747

.182

.041

Huynh-Feldt

182.720

2.000

91.360

1.747

.181

.041

Lower-bound

182.720

1.000

182.720

1.747

.194

.041

Closed Questions *

Sphericity

124.208

2

62.104

1.188

.310

.028

Treatment Group

Assumed

Source

Error (MI Adherent)

Assumed
GreenhouseGeisser

MI Non-Adherent

Assumed
GreenhouseGeisser

GreenhouseGeisser

Error (MI Non-Adherent)

Assumed
GreenhouseGeisser

Closed Questions

Assumed
GreenhouseGeisser
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SS

df

M2

F

p

η2p

124.208

1.930

64.348

1.188

.309

.028

Huynh-Feldt

124.208

2.000

62.104

1.188

.310

.028

Lower-bound

124.208

1.000

124.208

1.188

.282

.028

Sphericity

4287.047

82

52.281

4287.047

79.140

54.170

Huynh-Feldt

4287.047

82.000

52.281

Lower-bound

4287.047

41.000

104.562

Sphericity

259.349

2

129.675

10.248

.000

.200

259.349

1.986

130.594

10.248

.000

.200

Huynh-Feldt

259.349

2.000

129.675

10.248

.000

.200

Lower-bound

259.349

1.000

259.349

10.248

.003

.200

OpenQuestions *

Sphericity

91.845

2

45.923

3.629

.031

.081

TreatmentGroup

Assumed
91.845

1.986

46.248

3.629

.031

.081

Huynh-Feldt

91.845

2.000

45.923

3.629

.031

.081

Lower-bound

91.845

1.000

91.845

3.629

.064

.081

Sphericity

1037.643

82

12.654

1037.643

81.423

12.744

Huynh-Feldt

1037.643

82.000

12.654

Lower-bound

1037.643

41.000

25.308

Sphericity

407.203

2

203.601

5.815

.004

.124

407.203

1.805

225.538

5.815

.006

.124

Huynh-Feldt

407.203

1.930

211.014

5.815

.005

.124

Lower-bound

407.203

1.000

407.203

5.815

.020

.124

Source
GreenhouseGeisser

Error (Closed Questions)

Assumed
GreenhouseGeisser

OpenQuestions

Assumed
GreenhouseGeisser

GreenhouseGeisser

Error(OpenQuestions)

Assumed
GreenhouseGeisser

SimpleReflections

Assumed
GreenhouseGeisser
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SS

df

M2

F

p

η2p

35.482

2

17.741

.507

.604

.012

35.482

1.805

19.652

.507

.586

.012

Huynh-Feldt

35.482

1.930

18.387

.507

.598

.012

Lower-bound

35.482

1.000

35.482

.507

.481

.012

Sphericity

2871.293

82

35.016

2871.293

74.024

38.789

Huynh-Feldt

2871.293

79.119

36.291

Lower-bound

2871.293

41.000

70.032

Sphericity

1.544

2

.772

.159

.853

.004

1.544

1.796

.860

.159

.831

.004

Huynh-Feldt

1.544

1.919

.805

.159

.845

.004

Lower-bound

1.544

1.000

1.544

.159

.692

.004

Complex Reflections *

Sphericity

12.272

2

6.136

1.263

.288

.030

Treatment Group

Assumed
12.272

1.796

6.833

1.263

.286

.030

Huynh-Feldt

12.272

1.919

6.395

1.263

.288

.030

Lower-bound

12.272

1.000

12.272

1.263

.268

.030

Error (Complex

Sphericity

398.425

82

4.859

Reflections)

Assumed
398.425

73.638

5.411

Huynh-Feldt

398.425

78.677

5.064

Lower-bound

398.425

41.000

9.718

Sphericity

407.755

2

203.877

4.664

.012

.102

407.755

1.924

211.958

4.664

.013

.102

Source
Simple Reflections *

Sphericity

Treatment Group

Assumed
GreenhouseGeisser

Error (Simple Reflections)

Assumed
GreenhouseGeisser

Complex Reflections

Assumed
GreenhouseGeisser

GreenhouseGeisser

GreenhouseGeisser

Total Reflections

Assumed
GreenhouseGeisser
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SS

df

M2

F

p

η2p

Huynh-Feldt

407.755

2.000

203.877

4.664

.012

.102

Lower-bound

407.755

1.000

407.755

4.664

.037

.102

Total Reflections *

Sphericity

57.801

2

28.901

.661

.519

.016

Treatment Group

Assumed
57.801

1.924

30.046

.661

.513

.016

Huynh-Feldt

57.801

2.000

28.901

.661

.519

.016

Lower-bound

57.801

1.000

57.801

.661

.421

.016

Sphericity

3584.493

82

43.713

3584.493

78.874

45.446

Huynh-Feldt

3584.493

82.000

43.713

Lower-bound

3584.493

41.000

87.427

Sphericity

7.190

2

3.595

12.025

.000

.227

7.190

1.920

3.744

12.025

.000

.227

Huynh-Feldt

7.190

2.000

3.595

12.025

.000

.227

Lower-bound

7.190

1.000

7.190

12.025

.001

.227

Global Scores *

Sphericity

.089

2

.044

.148

.862

.004

Treatment Group

Assumed
.089

1.920

.046

.148

.854

.004

Huynh-Feldt

.089

2.000

.044

.148

.862

.004

Lower-bound

.089

1.000

.089

.148

.702

.004

Sphericity

24.512

82

.299

24.512

78.728

.311

Huynh-Feldt

24.512

82.000

.299

Lower-bound

24.512

41.000

.598

Sphericity

.729

2

.364

7.245

.001

.150

Source

GreenhouseGeisser

Error (Total Reflections)

Assumed
GreenhouseGeisser

Global Scores

Assumed
GreenhouseGeisser

GreenhouseGeisser

Error (Global Scores)

Assumed
GreenhouseGeisser

Ratio Open Questions

Assumed
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SS

df

M2

F

p

η2p

.729

1.895

.385

7.245

.002

.150

Huynh-Feldt

.729

2.000

.364

7.245

.001

.150

Lower-bound

.729

1.000

.729

7.245

.010

.150

Ratio Open Questions *

Sphericity

.160

2

.080

1.588

.211

.037

Treatment Group

Assumed
.160

1.895

.084

1.588

.212

.037

Huynh-Feldt

.160

2.000

.080

1.588

.211

.037

Lower-bound

.160

1.000

.160

1.588

.215

.037

Error (Ratio Open

Sphericity

4.124

82

.050

Questions)

Assumed
4.124

77.708

.053

Huynh-Feldt

4.124

82.000

.050

Lower-bound

4.124

41.000

.101

Sphericity

.899

2

.449

.346

.709

.008

.899

1.635

.550

.346

.666

.008

Huynh-Feldt

.899

1.735

.518

.346

.678

.008

Lower-bound

.899

1.000

.899

.346

.560

.008

Ratio Reflections *

Sphericity

.261

2

.130

.100

.905

.002

Treatment Group

Assumed
.261

1.635

.159

.100

.867

.002

Huynh-Feldt

.261

1.735

.150

.100

.879

.002

Lower-bound

.261

1.000

.261

.100

.753

.002

Sphericity

106.604

82

1.300

106.604

67.034

1.590

Huynh-Feldt

106.604

71.140

1.499

Lower-bound

106.604

41.000

2.600

Source
GreenhouseGeisser

GreenhouseGeisser

GreenhouseGeisser

Ratio Reflections

Assumed
GreenhouseGeisser

GreenhouseGeisser

Error (Ratio Reflections)

Assumed
GreenhouseGeisser
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SS

df

M2

F

p

η2p

.282

2

.141

2.352

.102

.057

.282

1.965

.143

2.352

.103

.057

Huynh-Feldt

.282

2.000

.141

2.352

.102

.057

Lower-bound

.282

1.000

.282

2.352

.133

.057

Ratio Complex

Sphericity

.104

2

.052

.867

.424

.022

Reflections * Treatment

Assumed

.104

1.965

.053

.867

.423

.022

Huynh-Feldt

.104

2.000

.052

.867

.424

.022

Lower-bound

.104

1.000

.104

.867

.358

.022

Error (Ratio Complex

Sphericity

4.675

78

.060

Reflections)

Assumed
4.675

76.638

.061

Huynh-Feldt

4.675

78.000

.060

Lower-bound

4.675

39.000

.120

Sphericity

.499

2

.250

3.689

.029

.083

.499

1.977

.253

3.689

.030

.083

Huynh-Feldt

.499

2.000

.250

3.689

.029

.083

Lower-bound

.499

1.000

.499

3.689

.062

.083

Ratio MI Adherent *

Sphericity

.020

2

.010

.151

.860

.004

Treatment Group

Assumed
.020

1.977

.010

.151

.858

.004

Huynh-Feldt

.020

2.000

.010

.151

.860

.004

Lower-bound

.020

1.000

.020

.151

.700

.004

Sphericity

5.550

82

.068

Source
Ratio Complex

Sphericity

Reflections

Assumed
GreenhouseGeisser

Group
GreenhouseGeisser

GreenhouseGeisser

Ratio MI Adherent

Assumed
GreenhouseGeisser

GreenhouseGeisser

Error (Ratio MI Adherent)

Assumed
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F

p

η2p

.250

3.689

.029

.083

1.977

.253

3.689

.030

.083

.499

2.000

.250

3.689

.029

.083

Lower-bound

.499

1.000

.499

3.689

.062

.083

MI Adherent * Treatment

Sphericity

21.834

2

10.917

1.813

.170

.042

Group

Assumed
21.834

1.903

11.474

1.813

.172

.042

Huynh-Feldt

21.834

2.000

10.917

1.813

.170

.042

Lower-bound

21.834

1.000

21.834

1.813

.186

.042

Sphericity

493.825

82

6.022

493.825

78.019

6.330

Huynh-Feldt

493.825

82.000

6.022

Lower-bound

493.825

41.000

12.045

SS

df

M2

5.550

81.071

.068

Huynh-Feldt

5.550

82.000

.068

Lower-bound

5.550

41.000

.135

Sphericity

.499

2

.499

Huynh-Feldt

Source
GreenhouseGeisser

Ratio MI Adherent

Assumed
GreenhouseGeisser

GreenhouseGeisser

Error (MI Adherent)

Assumed
GreenhouseGeisser
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Table 14: MITI 3.0 2X3 Repeated Measures ANOVA - Between-Subjects Effects
SS

df

M2

F

p

η2p

Treatment Group

2.798

1

2.798

4.285

.045

.095

Error

26.768

41

.653

Treatment Group

13.189

1

13.189

30.641

.000

.428

Error

17.648

41

.430

Treatment Group

2.358

1

2.358

5.079

.030

.110

Error

19.037

41

.464

Treatment Group

6.410

1

6.410

13.490

.001

.248

Error

19.481

41

.475

Treatment Group

6.708

1

6.708

8.502

.006

.172

Error

32.347

41

.789

Treatment Group

11.108

1

11.108

1.336

.254

.032

Error

340.768

41

8.311

Treatment Group

25.347

1

25.347

6.623

.014

.139

Error

156.901

41

3.827

Treatment Group

422.775

1

422.775

5.094

.029

.111

Error

3402.806

41

82.995

Treatment Group

.414

1

.414

.017

.898

.000

Error

1024.981

41

25.000

Treatment Group

412.934

1

412.934

11.112

.002

.213

Error

1523.547

41

37.160

39.957

1

39.957

6.105

.018

.130

Source
MITI Evocation

MITI Collaboration

MITI Autonomy/Support

MITI Empathy

MITI Direction

MITI Adherent

MITI Non-Adherent

MITI Closed Questions

MITI Open Questions

MITI Simple Reflections

MITI Complex Reflections
Treatment Group
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SS

df

M2

268.368

41

6.546

Treatment Group

715.334

1

715.334

Error

2217.813

41

54.093

Treatment Group

5.198

1

5.198

Error

14.862

41

.362

Treatment Group

.531

1

.531

Error

2.151

41

.052

Treatment Group

21.347

1

21.347

Error

68.681

41

1.675

Treatment Group

.004

1

.004

Error

2.304

39

.059

Treatment Group

1.578

1

1.578

Error

4.181

41

.102

Source
Error

F

p

η2p

13.224

.001

.244

14.341

.000

.259

10.125

.003

.198

12.744

.001

.237

.064

.802

.002

15.477

.000

.274

MITI Total Reflections

MITI Global Score

MITI Ratio of Open Questions

MITI Ratio of Reflections

MITI Ratio of Complex Reflections

MITI Ratio of MI Adherent
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Table 15: MITI 3.0 2X3 Repeated Measures ANOVA - Pairwise Comparisons
Mean Difference (I-J)

SE

p

2

-.240

.164

.151

3

-.602*

.158

.000

1

.240

.164

.151

3

-.362*

.127

.007

1

.602*

.158

.000

2

.362*

.127

.007

2

-.362*

.148

.019

3

-.729*

.182

.000

1

.362*

.148

.019

3

-.367*

.145

.015

1

.729*

.182

.000

2

.367*

.145

.015

2

-.088

.112

.438

3

-.414*

.133

.003

1

.088

.112

.438

3

-.327*

.126

.013

1

.414*

.133

.003

2

.327*

.126

.013

2

-.387*

.133

.006

3

-.789*

.135

.000

1

.387*

.133

.006

3

-.402*

.124

.002

1

.789*

.135

.000

MITI Evocation
1

2

3

MITI Collaboration
1

2

3

MITI Autonomy/Support
1

2

3

MITI Empathy
1

2

3
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Mean Difference (I-J)

SE

p

2

.402*

.124

.002

2

-.276

.145

.064

3

-.638*

.127

.000

1

.276

.145

.064

3

-.362*

.135

.011

1

.638*

.127

.000

2

.362*

.135

.011

2

-1.009*

.485

.044

3

-1.367

*

.530

.014

1

1.009

*

.485

.044

3

-.358

.589

.547

.530

.014

MITI Direction
1

2

3

MITI Adherent
1

2

3

*

1

1.367

2

.358

.589

.547

2

-.327

.327

.324

3

.566*

.191

.005

1

.327

.327

.324

3

.892*

.309

.006

1

-.566*

.191

.005

2

-.892*

.309

.006

2

.352

1.423

.806

3

2.717

1.646

.107

1

-.352

1.423

.806

3

2.364

1.661

.162

1

-2.717

1.646

.107

2

-2.364

1.661

.162

MITI Non-Adherent
1

2

3

MITI Closed Questions
1

2

3
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Mean Difference (I-J)

SE

p

2

-1.552*

.744

.043

3

-3.512*

.793

.000

1

1.552*

.744

.043

3

-1.960*

.795

.018

1

3.512*

.793

.000

2

1.960*

.795

.018

2

-2.943*

1.215

.020

3

-4.317

*

1.152

.001

1

2.943

*

1.215

.020

3

-1.373

1.488

.362

1

4.317

*

1.152

.001

2

1.373

1.488

.362

2

-.213

.406

.602

3

.039

.481

.936

1

.213

.406

.602

3

.252

.548

.648

1

-.039

.481

.936

2

-.252

.548

.648

2

-3.157*

1.342

.024

3

-4.250*

1.404

.004

1

3.157*

1.342

.024

3

-1.093

1.579

.493

1

4.250*

1.404

.004

2

1.093

1.579

.493

MITI Open Questions
1

2

3

MITI Simple Reflections
1

2

3

MITI Complex Reflections
1

2

3

MITI Total Reflections
1

2

3
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Mean Difference (I-J)

SE

p

2

-.230

.115

.053

3

-.582*

.131

.000

1

.230

.115

.053

3

-.352*

.111

.003

1

.582*

.131

.000

2

.352*

.111

.003

2

-.108*

.044

.017

3

-.186

*

.054

.001

1

.108

*

.044

.017

3

-.078

.049

.123

1

.186

*

.054

.001

2

.078

.049

.123

2

-.189

.280

.504

3

-.169

.274

.542

1

.189

.280

.504

3

.020

.181

.912

1

.169

.274

.542

2

-.020

.181

.912

2

.085

.052

.107

3

.116*

.057

.049

1

-.085

.052

.107

3

.031

.057

.594

1

-.116*

.057

.049

2

-.031

.057

.594

MITI Global Score
1

2

3

MITI Ratio of Open Questions
1

2

3

MITI Ratio of Reflections
1

2

3

MITI Ratio of Complex Reflections
1

2

3
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Mean Difference (I-J)

SE

p

2

.018

.058

.763

3

-.124*

.054

.026

1

-.018

.058

.763

3

-.142*

.059

.021

1

.124*

.054

.026

2

.142*

.059

.021

MITI Ratio of MI Adherent
1

2

3
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Research Informed Consent Form for Counselors
Dear Participant,
My name is Tabitha L. Young and I am a doctoral student and researcher in the
Counselor Education Program at the University of Central Florida (UCF). My committee and I
are working on a research study investigating the effects’ training in motivational interviewing
has on counselor trainee behavior and client outcomes. You are being asked to participate in this
study because you registered for fall of 2009 practicum, which is when this training will occur at
the University of Central Florida. A list of registrants was secured with the faculty’s permission
and approval: your participation is requested whether you receive training in motivational
interviewing or not. You must be 18 years of age or older to participate in this research study.
Approval to conduct this study was obtained from the University of Central Florida Internal
Review Board. This study will be conducted by Tabitha L. Young and supervised by W. Bryce
Hagedorn, PhD.
Purpose of the Research Study
There are two main purposes of this study. The first is to investigate the effect that a
unique student-based MI training program (which would include a 4-hour brief training
curriculum, weekly supervision, and feedback) has on counselor trainees’ ability to accurately
perform MI with their university clinic-based clients. The second purpose of this study is to
determine the effect that a unique student-based MI training program has on client outcomes.
Client outcomes are defined in this study as changes in the client’s behavior as a result of the
therapeutic process. The specific client outcomes being measured in this study includes data that
is already collected as standard procedure in the clinic and includes the following: (a) symptom
distress, interpersonal functioning, and social role functioning as measured by the Outcome
Questionnaire-45.2; (b) client’s adherence to treatment as measured by client attendance, and; (c)
client’s self-reported satisfaction with therapy as measured by the Client Satisfaction
Questionnaire-8. The results of this study will provide further direction for the use of MI with
general client populations and within community-based settings.
Procedures
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A four-hour training in motivational interviewing will be given to one half of the
practicum students during the first night of fall of 2009 practicum. The courses chosen to receive
this training were pre-selected based upon practicum instructors’ knowledge of motivational
interviewing [MI] and desire for their students to receive this training. If your practicum
professor requested this training, you will receive this training as a part of the practicum
experience regardless of your participation in this study. If you would like to participate in this
study, you will be asked to carry out the following: (a) complete two brief documents specific to
this study: the MI knowledge self-report and a brief demographic questionnaire, and (b) allow
researchers to access to data already collected within the clinic (Helping Responses
Questionnaire and MITI scores). Overall, the time required to complete the additional
instruments should take approximately 5 minutes of your time.
The process will be confidential: only this researcher will know how you answered the
survey instruments as no identifying information about you will be reported. Your answers will
be input into database that will be used for statistical analyses. More information related to
confidentiality can be found below.
Voluntary Participation
You should take part in this study only because you want to. There is no penalty for not
taking part, and you will not lose any benefits. You have the right to ask that the data collected in
the clinic not be used for this study at any time.
Risks
There are no known risks for taking part in this study. However, you may be
inconvenienced by taking the 5 minutes to complete the two questionnaires. If allowing the
researcher to view any of the data collected within practicum should make you feel
uncomfortable, there are no consequences to your refraining to include that data.
Benefits
Whereas there are no direct benefits to your taking part in this study, you may learn
something about motivational interviewing that may enhance your future work with your clients.
Compensation
You will not receive any money or other compensation for participating in the study.
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Confidentiality
Your identity will remain confidential during the course of the study.

Only your

supervisor who will score you on the Motivational Interviewing Treatment Integrity code
[MITI], and this researcher, who will collect your hand written data will know how you
answered the questionnaires and scored on the MITI. However, no other individuals, including
other participants of this study, will know how you scored. In addition, after this data is
collected, your responses and MITI scores will be kept in a locked filing cabinet in the
Community Counseling Clinic and reported anonymously to protect your identity. You will be
assigned a number and no identifying information about you will be recorded when input into the
data processing software (SPSS 17.0) used by the researcher. All information will be collected
on paper forms, input into a password-protected database (SPSS 17.0), and then the original
documents will be shredded. The numerically assigned data will be stored on the primary
investigator’s password protected computer. The data collected will be used for statistical
analyses, will be presented in a group format, and no individuals will be identifiable from the
pooled data. The information obtained from this research may be used in future research and
published. However, your right to privacy will be retained.
Study Contact for Questions about the Study or to Report a Problem
If you have any questions or comments about this research, please contact Tabitha L.
Young (407-823-4778; tabitha@mail.ucf.edu), University of Central Florida, College of
Education, Suite 192H, Counselor Education Program, Orlando, FL, 32816-1250. Questions or
concerns about research participants’ rights may be directed to the UCF IRB Office, University
of Central Florida, Office of Research & Commercialization, 12201 Research Parkway, Suite
501, Orlando, FL, 32826-3246. The IRB phone numbers are 407-823-2901 or 407-882-2276.
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Consent
Having read the above information, your signature below will be taken as your consent to
participate in the study. You are welcome to print a copy of this form for your records.
Project title: The Effect of Brief Training in Motivational Interviewing on Client Outcomes and
Trainee Skill Development
_____ I have read the procedure described above. I have read the “Research Consent
Form for Counselors” and agree to allow the researchers to use the information I
provide for related presentations and publications.
_____ I voluntarily agree to participate and state that I am over 18 years of age.

__________________________
Participant Signature

__________________________
Date of Signature
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Practicum Counselor Demographic Questionnaire
General Instructions: Please fill-in or circle the best answer.

1. Name: ___________________________________________
2. Age: ______________
3. Theoretical Orientation:________________________________________
4. Gender:
a. Female
b. Male
c. Other
5. Race:
a. Caucasian
b. Hispanic
c. African-American
d. Asian/Pacific-Islander
e. Native American
f. Other:____________________________
6. Previous experience counseling:
a. None
b. 1-6 months
c. 6 months to 1 year
d. more than 1 year
7. Knowledge of Motivational Interviewing (please circle all that apply):
a. Read Miller & Rollnicks MI book
b. Took advanced addictions
c. Read article(s) on MI
d.

Learned about MI from other source(s):_______________________________
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Strongly Agree

Agree

Disagree

Neither Agree nor
Disagree

General Instructions: Please circle the best answer 1-5.

Strongly Disagree

Motivational Interviewing Knowledge
Questionnaire
START HERE

SD

D

NA/
D

A

SA

1.
2.

1
1

2
2

3
3

4
4

5
5

1

2

3

4

5

1
1
1
1

2
2
2
2

3
3
3
3

4
4
4
4

5
5
5
5

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

1
1

2
2

3
3

4
4

5
5

3.
4.
5.
6.
7.
8.
9.
10.
11.
12.

I am very familiar with Motivational Interviewing.
I would feel comfortable using Motivational Interviewing with my
clients in counseling sessions.
I have a good understanding of the spirit of Motivational
Interviewing.
I am able to accurately demonstrate reflective listening skills.
I am familiar with OARS.
I am able to recognize and reinforce client change talk.
I am familiar with the various MI strategies for rolling with client
resistance.
I am confident that I can effectively develop a change plan with
clients.
I am confident that I can effectively consolidate commitment
language with clients.
I am confident that I can integrate MI and other theories of
counseling.
Some clients have resistant personalities.
I am consistently able to demonstrate that I have a deep
understanding of what clients say through active listening.

**Thank you for your time in completing this questionnaire**
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Helpful Response Questionnaire

Instructions: The following six paragraphs are things a person might say to you. With each
paragraph, imagine that someone you know is talking to you and explaining a problem that he or
she is having. You want to help by saying the right thing. Think about each paragraph as if you
were really in the situation, with that person talking to you. In each case write the next thing that
you might say if you wanted to be helpful. Write only one or two sentences for each situation.
Please print or write clearly.
1. A 41-year-old woman says:
“Last night Joe really got high and he came home late and we had a big fight. He yelled at
me and I yelled back and then he hit me really hard! He broke a window and the TV set, too!
It was like he was crazy. I just don’t know what to do!”
The next thing that you might say if you wanted to be helpful is:

2. A 36-year-old man says:
“My neighbor really makes me mad. He’s always over here bothering us or borrowing things
that he never returns. Sometimes he calls us late at night after we’ve gone to bed and I really
feel like telling him to get lost.”
The next thing that you might say if you wanted to be helpful is:

3. A 15-year-old girl says:
“I’m really mixed up. A lot of my friends, they stay out real late and do things their parents
don’t know about. The always want me to come along and I don’t want then to think I’m
weird or something, but I don’t know what would happen if I went along either.”
The next thing that you might say if you wanted to be helpful is:

4. A 35-year-old parent says:
“My Maria is a good girl. She’s never been in trouble, but I worry about her. Lately, she
wants to stay out later and later and sometimes I don’t know where she is. She just had her
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ears pierced without asking me! And some of the friends she brings home—well, I’ve told
her again and again to stay away from that kind. They’re no good for her, but she won’t
listen.”
The next thing that you might say if you wanted to be helpful is:

5. A 43-year-old man says:
“I really feel awful. Last night I got drunk and I don’t even remember what I did. This
morning I found out that the screen of the television is busted and I think I probably did it,
but my wife isn’t even talking to me. I don’t think I’m an alcoholic, you know, ‘cause I can
go for weeks without drinking. But this has got to change.”
The next thing that you might say if you wanted to be helpful is:

6. A 59-year-old unemployed teacher says:
“My life just doesn’t seem worth living anymore. I’m a lousy father. I can’t get a job.
Nothing good ever happens to me. Everything I try to do turns rotten. Sometimes I wonder
whether it’s worth it.”
The next thing that you might say if you wanted to be helpful is:
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Motivational Interviewing Treatment Integrity Code (MITI)
Tape #____________________

Coder:_____________

Time:________

Global Ratings
Evocation

1

2

3

4

Low

Collaboration

1

2

3

4

Low

Autonomy/Support

1
1

2

3

4

1

2

3

4

2

3

4

Behavior Counts
Giving
Information

Adherent

MI

Asking permission, affirm,
emphasize control, support.
Advise, confront, direct.

Non-adherent

Question

Closed Question

(subclassify)
Open Question

Reflect

Simple

(subclassify)
Complex

TOTAL REFLECTIONS:

First sentence:_________________________________________________________
Last sentence:_________________________________________________________
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5
High

Low

MI

5
High

Low

Empathy

5
High

Low

Direction

5
High

5
High
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Research Informed Consent Form for Clients
Dear Participant,
My name is Tabitha L. Young and I am a doctoral student and researcher in the
Counselor Education Program at the University of Central Florida (UCF). My committee and I
are working on a research study investigating the effects’ training in motivational interviewing
has on counselor trainee behavior and client outcomes. You are being asked to participate in this
study because you are receiving counseling at the University of Central Florida Community
Counseling Clinic during the fall of 2009. A list of clients was secured with director of the
Community Counseling Clinic’s permission and approval. You must be 18 years of age or older
to participate in this research study. Approval to conduct this study was obtained from the
University of Central Florida Internal Review Board. This study will be conducted by Tabitha L.
Young and supervised by W. Bryce Hagedorn, PhD.
Purpose of the Research Study
There are two main purposes of this study. The first is to investigate the effect that a
unique student-based MI training program (which would include a 4-hour brief training
curriculum, weekly supervision, and feedback) has on counselor trainees’ ability to accurately
perform MI with their university clinic-based clients. The second purpose of this study is to
determine the effect that a unique student-based MI training program has on client outcomes.
Client outcomes are defined in this study as changes in the client’s behavior as a result of the
therapeutic process. The specific client outcomes being measured in this study includes data that
is already collected as standard procedure in the clinic and includes the following: (a) symptom
distress, interpersonal functioning, and social role functioning as measured by the Outcome
Questionnaire-45.2; (b) client’s adherence to treatment as measured by client attendance, and; (c)
client’s self-reported satisfaction with therapy as measured by the Client Satisfaction
Questionnaire-8. The results of this study will provide further direction for the use of MI with
general client populations and within community-based settings.
Procedures
A four-hour training in motivational interviewing will be given to one half of the
practicum students during the first night of fall of 2009 practicum. The courses chosen to receive
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this training were pre-selected based upon practicum instructors’ knowledge of motivational
interviewing [MI] and desire for their students to receive this training. If the practicum professor
of the counselor trainee you are seeing requested this training, the counselor trainee received this
training as a part of the practicum experience. If you would like to participate in this study, you
will be asked to allow us to access the following, which is already required of you in the clinic:
(a) outcome questionnaire [OQ-45], (b) demographic questionnaire, and (c) client satisfaction
questionnaire. Overall, no additional time will be required of you as this data is already collected
for treatment purposes.
The process will be confidential: only this researcher will know how you answered the
survey instruments as no identifying information about you will be reported. Your answers will
be input into database that will be used for statistical analyses. More information related to
confidentiality can be found below.
Voluntary Participation
You should take part in this study only because you want to. There is no penalty for not
taking part, and you will not lose any benefits. You have the right to ask that the data collected in
the clinic not be used for this study at any time.
Risks
There are no known risks for taking part in this study. If allowing the researcher to view
any of the data collected within practicum should make you feel uncomfortable, there are no
consequences to your refraining to include that data.
Benefits
Whereas there are no direct benefits to your taking part in this study, your contributions
will help further research on counselor training in the hopes of developing better training to aid
counselors in helping their clients.
Compensation
You will not receive any money or other compensation for participating in the study.
Confidentiality
Your identity will remain confidential during the course of the study.

Only your

counselor who will score you on the OQ-45 and this researcher, who will collect your hand
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written and scored data will know how you answered the questionnaires and scored on the OQ45. However, no other individuals, including other participants of this study, will know how you
scored. In addition, after this data is collected, your responses and OQ-45 scores will be kept in a
locked filing cabinet in the Community Counseling Clinic and reported anonymously to protect
your identity. You will be assigned a number and no identifying information about you will be
recorded when input into the data processing software (SPSS 17.0) used by the researcher. All
information will be collected on paper forms, input into a password-protected database (SPSS
17.0), and then the original documents will be placed back in your locked files in the community
counseling clinic. The numerically assigned data will be stored on the primary investigator’s
password protected computer. The data collected will be used for statistical analyses, will be
presented in a group format, and no individuals will be identifiable from the pooled data. The
information obtained from this research may be used in future research and published. However,
your right to privacy will be retained.
Study Contact for Questions about the Study or to Report a Problem
If you have any questions or comments about this research, please contact Tabitha L.
Young (407-823-4778; tabitha@mail.ucf.edu), University of Central Florida, College of
Education, Suite 192H, Counselor Education Program, Orlando, FL, 32816-1250. Questions or
concerns about research participants’ rights may be directed to the UCF IRB Office, University
of Central Florida, Office of Research & Commercialization, 12201 Research Parkway, Suite
501, Orlando, FL, 32826-3246. The IRB phone numbers are 407-823-2901 or 407-882-2276.
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Consent
Having read the above information, your signature below will be taken as your consent to
participate in the study. You are welcome to print a copy of this form for your records.
Project title: The Effect of Brief Training in Motivational Interviewing on Client Outcomes and
Trainee Skill Development
_____ I have read the procedure described above. I have read the “Research Consent
Form for Clients” and agree to allow the researchers to use the information I
provide for related presentations and publications.
_____ I voluntarily agree to participate and state that I am over 18 years of age.

__________________________

__________________________
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Diagnostic Impression
Axis I

_____________ _______________________________________________________________
_____________ _______________________________________________________________
_____________ _______________________________________________________________
_____________ _______________________________________________________________
Axis II _____________ _______________________________________________________________
_____________ _______________________________________________________________
Axis III _____________ _______________________________________________________________
_____________ _______________________________________________________________
Axis IV _____________ _______________________________________________________________
_______________________________________________________________
_______________________________________________________________
Axis V _____________ _______________________________________________________________
Prognosis:
o Excellent
o Very Good
o Good
o Fair
o Poor
o Guarded

273

APPENDIX K: SESSION SUMMARY

274

SESSION SUMMARY
Client’s initials ___________________________________________________________
Time sessions scheduled ____________a.m./p.m.

Days scheduled_________________

Counselor’s name(s)_______________________________________________________
Counselor’s theoretical orientation____________________________________________
(e.g. Existential, Person-Centered, Gestalt, Solution Focused, Motivational Interviewing, Reality Therapy, REBT, Adlerian, Family Systems, Feminist)

Instructions: Please fill in the date, time, and circle one answer for each question below. In
addition, using the ruler shown below, please indicate to what degree you feel your client is
following agreed upon recommendations/interventions and how ready you feel your client is to
change at the time of the session. For example, with question 5, if you do not feel your client is
following any recommendations, you would circle 0. If you feel your client is following all
recommendations, you would circle a 10. If you feel your client is following some of the agreed
upon recommendations, you would circle a 4, 5, or 6.

SESSION 1:
Date_______/________/________
1. Client(s) attended session:
a. Yes
b. No
2. Client(s) was/were on time to session:
a. Yes
b. No
If no, how late was/were your client(s) ___________________minutes
3. Assigned client(s) homework (e.g. “between now and next week, see if you can identify a
time when the problem doesn't occur” or “fill this out and bring it back next week”):
a. Yes
b. No
4. Client(s) completed homework assigned:
a. Yes
b. No
c. Not Applicable (no homework assigned)
5. To what degree does/do your client(s) follow agreed upon recommendations and/or interventions?
1

2

3

4

Not at all

5

6

7

8

Somewhat follows

9

10

Follows every time

6. How ready would you say your client(s) is/are to change at this point?
1

2

Not considering change

3

4

5

Ambivalent about change

6

7

Trying out some changes
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8

9

10

Actively changing
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CLIENT SATISFACTION QUESTIONNAIRE
Please help us improve our program by answering some questions about the services you have received. We are
interested in your honest opinions, whether they are positive or negative. Please answer all of the questions. We
also welcome your comments and suggestions. Thank you very much; we really appreciate your help.
Circle your answer:
1.

2.

3.

How would you rate the quality of service you have received?
4
3
2
Excellent
Good
Fair
Did you get the kind of service you wanted?
1
2
No, definitely
No, not really

4.

Most of my needs
have been met

4
Yes, definitely

2
Only a few of my
needs have been met

1
None of my needs
have been met

If a friend were in need of similar help, would you recommend our program to him or her?
1
2
3
4
No, definitely not

5.

3
Yes, generally

To what extent has our program met your needs?
4
3
Almost all of my
needs have been met

1
Poor

No, I don’t think so

Yes, I think so

How satisfied are you with the amount of help you have received?
1
2
3
Indifferent or mildly
Quite dissatisfied
Mostly satisfied
dissatisfied

Yes, definitely

4
Very satisfied

6.

Have the services you received helped you to deal more effectively with your problems?
4
3
2
1
Yes, they helped a
No, they really didn’t No, they seemed to
Yes, they helped
great deal
help
make things worse

7.

In an overall, general sense, how satisfied are you with the service you have received?
4
3
2
1
Indifferent or mildly
Very satisfied
Mostly satisfied
Quite dissatisfied
dissatisfied

8.

If you were to seek help again, would you come back to our program?
1
2
3
No, definitely not
No, I don’t think so
Yes, I think so
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4
Yes, definitely
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MOTIVATIONAL INTERVIEWING: FACILITATING
LASTING CHANGE
COUNSELOR’S MANUAL
BY:
TABITHA L. YOUNG, Doctoral Candidate, L.A.C.

Department of Child, Family, & Community Sciences
in the College of Education
at the University of Central Florida
Orlando, Florida

Fall Term
2009

Major Professor: W. Bryce Hagedorn
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MI TRAINING AGENDA
I. Introduction to MI (summary & video)
a. Interview with Bill Miller & Steve Rollnick conducted by Theresa Moyers
b. Background, current directions, theoretical underpinnings, and 5 principles of MI.
c. Discussion: Empathy
II. Activity: Walk it Out
III. Reflection MI Style
IV. 8 Stages of Learning MI
a. Spirit of MI
i. MI overview
ii. Roadblock Exercise
iii. MI Ambivalence Activity
b. OARS: client-centered counseling
i. Activity: Video Vignette
ii. Definitions
c. Recognizing change talk and resistance
d. Eliciting change talk
e. Rolling with Resistance
f. Developing a change plan
g. Consolidation commitment
h. Therapeutic integration
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INTRODUCTION TO MI

Motivational Interviewing (Miller & Rollnick, 2002) is a directive, client-centered theoretical
approach that seeks to motivate clients to alter their behaviors by exploring and resolving their
ambivalence towards change. This therapeutic method was designed to help practitioners
conceptualize clients at their current stage of change via Prochaska and DiClimente’s (1986)
Transtheoretical Model of Change (e.g. contemplation, pre-contemplation, preparation, action,
maintenance) and therapeutically intervene in order to help clients’ transition progressively from
one stage to another. Furthermore, this theory was founded on the core humanistic principles of
warmth, empathy, and unconditional positive regard, each of which are considered essential in
order for change to occur. Unlike client-centered therapy, MI is directive in that it utilizes
empathetic reflection to elicit client change talk.
Miller and Rollnick, the founders of MI, make the distinction between the spirit of MI and
techniques utilized with MI. The spirit of MI is noted to be the most essential component of the
MI approach and can be characterized by three main points. The spirit of motivational
interviewing includes (a) autonomy, (b) collaboration, and (c) evocation. Autonomy refers to the
clinician’s position that the client has a right and ability to make their own choices. This is
contrasted with authority: MI practitioners are encouraged to respect clients’ autonomy and
refrain from assuming an authoritative role. In addition, collaboration, rather than confrontation,
is recommended. Thus, counselors work in collaboration with their clients towards their goals
and respect their clients’ inner resources and expertise. Last, the evocation of clients’ inner
resources, expertise, and coping mechanisms is suggested over education.
In addition to the spirit of MI, there are four main factors (or techniques) of MI that Miller
and Rollnick (2002) discussed. These involve the counselor’s use of (a) empathy (e.g. reflective
listening or accurate empathy), (b) developing discrepancy, (c) rolling with resistance, and (d)
improving the client’s self-efficacy. These four factors, in addition to other essential tenets and
techniques of MI, will be discussed in greater detail later in this manual.
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DEFINITIONS AND PRINCIPLES OF MI
Definition of Motivational Interviewing: “A person-centered, goal-directed counseling method
for helping people to change by working through ambivalence” (Miller & Rollnick, 2002).
Ambivalence is a normal step toward change (in the transtheoretical model of change, this is the
contemplation stage). People can remain stuck in ambivalence for a long time.
Purpose of MI: to help motivate people towards positive behavioral change by working through
ambivalence.
The helper’s righting reflex – this is the idea that counselors’ desire to “make things right” in the
clients’ life can cause problems with persuasion and confrontation. Further, when counselors
begin to persuade or confront, this counselor behavior has a predictable effect when ambivalent
clients (i.e. they tend to argue against change in opposition to the counselor).
A continuum of styles: Directing - - - Guiding - - - Following
Directing – planning what will occur within the therapeutic session.
Guiding – involves coming alongside the client while bringing to light on meaningful
points of interest along the way.
Following – pursuing the client while the client leads the way.
Four principles of MI: Empathy, Discrepancy, Resistance, Self-Efficacy
Accurate Empathy - The MI counselor, through the use of accurate reflective
statements concerning the client’s thoughts, feelings, and values, demonstrates empathy
(2009). The use of accurate empathy in counseling sessions involves skillful reflective
listening that clarifies the client’s experience.
Discrepancy – also known as ambivalence, entails the simultaneous holding of two
opposing views. For example an “I want to and I don’t want to,” dilemma (Miller &
Rollnick, 2002, p.14).
Resistance – resistance is a common behavioral response that is made to oppose motion.
Resistance is evoked by environmental conditions and is not a client trait. Furthermore,
resistance is an interpersonal process and should cue MI counselors to shift their
approaches.
Supporting Self-Efficacy – this involves knowing that clients are adept and responsible for
carrying out their own change. Supporting clients’ self-efficacy requires believing clients’
capabilities.
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REFLECTION MI STYLE

Empathy: Empathy is one of the most important components of motivational interviewing;
involves the counselors’ understanding of the client’s perception, worldview and values (Miller
& Rollnick, 2002).

Double-Sided Reflection: a reflection that presents both sides of the client’s declaration. This is
especially helpful in pointing out, exploring, and developing ambivalence. Ambivalence refers to
the simultaneous holding of two contrary opinions about the same subject matter.

Amplified Reflection: intensifies the resistance that is heard in the clients’ statement. This is
done with the intention of getting the client to move away from the argument.
(Above definitions were adapted from: Sobell & Sobell 2003)

MI Reflection – MI utilizes reflection in a directive manner. Counselors learn to listen for
change talk and elicit self-motivated statements through reflection. Therefore, reflection is
utilized in a directive manner. Furthermore, counselors use reflection to guide session, reflecting
empathetically with what was implied but not explicitly stated.
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EIGHT STAGES OF LEARNING MI
Adapted from: William R. Miller, PhD and Theresa Moyers, PhD
1

2

3

4

5
6

7

8

Overview Spirit of MI

The spirit of MI shares common principles with client-centered (Rogers,
1979) counseling. Involves adoption of assumptions concerning human
nature including the idea that individuals possess the innate wisdom
toward positive growth and if given the proper support they will develop
in a positive manner. Further, clinicians are taught to collaborate rather
than confront, evoke rather than educate, and promote their client’s
autonomy rather than assume the role of an authority (Miller & Moyers,
2007).
O.A.R.S: Client-Centered Involves the counselor learning to provide a facilitative, safe
Counseling Skills
atmosphere for clients through use of classic client-centered skills such
as O.A.R.S. This acronym is representative of four basic counseling
skills utilized within MI, Open questions, Affirmations, Reflections, and
Summarizations (Miller & Rollnick, 2002). Skillful active listening and
accurate empathy as described by Rogers (1979) through the
comfortable execution of O.A.R.S (Miller & Moyers, 2007).
Recognizing Change
Recognition and reinforcement of change talk (i.e. desire, ability
Talk and Resistance
reasons, need, commitment to change, and steps towards change) is at
the root of this stage of learning MI. This involves counselors’ ability to
first recognize and then reinforce client’s utterances that are in the
direction of positive behavioral changes.
Eliciting and
Client centered OARS are applied strategically to reinforce client’s
Strengthening Change
commitment towards change at this stage. Counselors invite clients to
Talk
elaborate, provide examples, use scaling questions in the form of change
rules, explore goals and values to reinforce change talk. EARS (Explore,
Affirm, Reflect, and Summarize) is a skill that is also employed to
reinforce client change talk (Miller & Moyers, 2007).
Rolling with Resistance
Responding to client opposition by rolling with rather than reinforcing,
disregarding, or rivaling resistance.
Developing a Change
Recognizing client readiness and negotiating goals for behavioral
Plan
change that are specific to the client. As negotiating a plan that is
specific to and appropriate for the client is important, client-centered
principles are still at work within this stage of learning.
Consolidating
Entails counselors’ ability to purposefully elicit and strengthen client’s
Commitment
commitment to change in regard to the change plan (Miller & Moyers,
2007)
Transition and Blending
Ability to integrate, transition, and blend MI with other theories of
counseling.
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STAGE I:
SPIRIT OF MI
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SPIRIT OF MI

Collaboration

Evocation

Autonomy

Fundamental Approach of MI
Involves honoring the client’s
Confrontation
capabilities and perspectives.
The counselor provides an
atmosphere that is
collaborative. Also, the
counselor invites, but does not
attempt to coerce the client to
change.
The counselor draws upon and
Education
facilitates the client’s intrinsic
strengths, knowledge, values,
goals, and resources, to enhance
clients’ motivation for change.

Opposite of MI
Counseling that involves
raising the client’s
awareness by overruling the
client’s irrational
perspectives and imposing
the acceptance of “reality”
that the client cannot see or
will not admit.
Counselors perceive clients
to be lacking in the skills
and knowledge necessary
for behavioral change. Thus,
the counselor seeks to teach
or enlighten clients in an
attempt to provide them
with the tools necessary to
bring about change.
The counselor gives the
client advice and/or tells
them what to do.

The counselor verifies the
Authority
client’s capability and right to
choose their own courses of
action and behavioral changes.
Adapted from Miller & Rollnick’s (2002) Table 4.1 p.35
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THE STAGES OF CHANGE

1

Prochaska, J.O., & DiClemente, C.C. (1992). Stages of Change in the Modification of Problem
Behaviors. Prog Behav Modif 28:183-218.
2

Visual representation adapted from Jeannie Little, LCSW, Harm Reduction Therapy Center, Oakland, CA; design
by HH Endeavors (http://www.hhendeavors.net/).

288

TWELVE ROADBLOCKS TO LISTENING
(Thomas Gordon, Ph.D.)
1. Ordering, directing, or commanding
2. Warning or threatening
3. Giving advice, making suggestions, or providing solutions
4. Persuading with logic, arguing, or lecturing
5. Moralizing, preaching, or telling clients what they "should" do
6. Disagreeing, judging, criticizing, or blaming
7. Agreeing, approving, or praising
8. Shaming, ridiculing, or labeling
9. Interpreting or analyzing
10. Reassuring, sympathizing, or consoling
11. Questioning or probing
12. Withdrawing, distracting, humoring, or changing the subject
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Please do these five things:
1. Explain why the person should make this change.
2. Give at least three specific benefits that would result from making the change.
3. Tell the person how they could make the change.
4. Emphasize how important it is for them to make the change. This might
include the negative consequences of not doing it.
5. Tell/persuade the person to do it.
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STAGE II:
O.A.R.S.
CLIENT-CENTERED COUNSELING
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OARS: CLIENT-CENTERED COUNSELING
Instructions: Please watch the following video vignette. As you are watching, please
make marks below as you hear the counselor use OARS in this counseling session.

Open
Question

Affirmation

Reflection

Summary

Other

Open Question: can NOT be answered in with a “yes” “no” or one word response. Open questions allow for more
freedom of response and are generally perceived as more helpful (Young, 2009).
Reflection: involves restatement of the client’s thoughts, feelings, or meaning in order to communicate empathetic
listening. Reflection MI style involves using this skill to direct and/or guide the session. There are several types of
reflection including: paraphrasing, feeling reflections, contextual reflections, reflection of meaning, amplified
reflections, double sided reflections. Please refer to page 5 in this manual for a description of several types of MI
reflections.
Affirm: involves supporting and encouraging clients. Also, affirming clients incorporates recognizing client’s
feelings, difficulties, and struggles.
Summary Statements: pull together statements clients’ made throughout the session in order to provide transitions
to the new topics, reinforce, strengthen, or elicit change talk, facilitate the development of a change plan, etc.
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STAGE III:
RECOGNIZING CHANGE TALK AND RESISTANCE
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RECOGNIZING CHANGE TALK AND RESISTANCE

Change talk: is any client utterance that favors movement toward change.

Preparatory change talk: Desire, Ability, Reasons, Need (DARN)

Desire: Need to, have to, must, important, etc. (without stating a particular reason)
Able: Can, could, able
Reason: Specific reason for change
Need: Want, wish, like

Implementing change talk: Commitment/Intention, Activation, Taking Steps (CAT)

Commitment: Will, intend to, going to, etc.
Activation: Ready to, willing to (without a particular commitment)
Taking Steps: Client reports specific actions or behaviors toward change
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STAGE IV:
ELICITING AND STRENGTHENING CHANGE TALK
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TEN STRATEGIES FOR EVOKING CHANGE TALK
1. Ask Evocative Questions (answers to these are change talk)
Why would you want to make this change? (Desire)
How might you go about it, in order to succeed? (Ability)
What are the three best reasons for you to do it? (Reasons)
How important is it for you to make this change? (Need)
So what do you think you’ll do? (Commitment)
2. Ask for Elaboration
When a change talk theme emerges, ask for more detail. In what ways?
3. Ask for Examples
When a change talk theme emerges, ask for specific examples. When was the last time that
happened? Give me an example. What else?
4. Look Back
Ask about a time before the current concern emerged. How were things better, different?
5. Look Forward
Ask what may happen if things continue as they are (status quo). If you were 100% successful in
making the changes you want, what would be different? How would you like your life to be five
years from now?
6. Query Extremes
What are the worst things that might happen if you don=t make this change? What are the best
things that might happen if you do make this change?
7. Use Change Rulers
Ask, on a scale from zero to ten, how important is it to you to [target change] where zero is not at
all important, and ten is extremely important? Follow up: And why are you at ___ and not zero?
What might happen that could move you from ____ to [higher score]? Instead of how important
(need), you could also ask how much you want (desire), or how confident you are that you could
(ability), or how committed are you to ____ (commitment). Asking “how ready are you?” tends to
be a bit confusing because it combines competing components of desire, ability, reasons and need.
8. Explore Goals and Values
Ask what the person’s guiding values are. What do they want in life? Using a values card sort can
be helpful here. If there is a “problem” behavior, ask how that behavior fits in with the person’s
goals or values. Does it help realize a goal or value, interfere with it, or is it irrelevant?
9. Come Alongside
Explicitly side with the negative (status quo) side of ambivalence. Perhaps ____________ is so
important to you that you won’t give it up, no matter what the cost.
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RESPONDING TO CHANGE TALK
When you hear change talk, remember to use your EARS! Respond by making use of one or
more of the four client-centered skills, represented by the acronym EARS:

Explore. Ask for elaboration: how, in what ways, why? Ask for examples: when was the last
time this happened (e.g. for an adverse consequence).
Affirm. Express agreement, understanding, encouragement, etc.
Reflect. Respond with a simple or complex reflection highlighting the change talk.
Summary. Present all of the change talk that the client stated over the course of the session at
once in, what is sometimes called “bouquet” summaries.

TEN THINGS THAT MI IS NOT
(Miller & Rollnick, 2009)

1. Based on the transtheoretical model of change
2. A way of tricking people into doing what you want them to do
3. A specific technique (MI is a counseling method; no specific technique is essential)
4. Decisional balance, equally exploring pros and cons of change
5. Assessment feedback
6. A form of cognitive-behavior therapy
7. Just client-centered therapy
8. Easy to learn
9. What you were already doing
10. A panacea for every clinical challenge
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STAGE V:
ROLLING WITH SUSTAIN TALK AND RESISTANCE
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ROLLING WITH RESISTANCE
There are three main MI strategies for responding to resistance. Those are (a) shifting focus, (b)
rolling with resistance, and (c) reframing. Each of these terms will be defined below. In addition
examples of counselor and client responses are given. Resistance is considered an interpersonal
process and serves as a cue to counselors to try a different approach.
Shifting Focus
Addressing resistant statements is often not motivational. Further, not responding to resistant
statements can help increase the attainment of established collaborative goals. One way to refrain
from responding to resistant statements is simply to shift topics.
Client: There’s no way I can start exercising. I don’t have time!
Counselor: We’re not talking about your starting exercising at the moment, so let's just
stay with what we are discussing - talking through the issues - and later, if you’d like to,
we can focus on that.
Client: Okay, I just wanted to put that out there.
Rolling with Resistance
Rather than challenging client resistance, roll with it. There is a paradoxical element to
responding by rolling with client resistance. Specifically, the objective of this response is to
influence the client to either (a) argue the opposite perspective (i.e. for change) or (b) bring the
clients back to a more neutral position (i.e. neither for or against change). This strategy is often
effective with highly resistant clients.
Client: But I can't quit yelling. I mean, how else can I make her understand!
Counselor: It might be that when we are through that you will decide it is beneficial for
you to raise your voice when you want to be understood. That might be too difficult for
you to change and that is your choice to change or not to change.
Client: Okay.
Reframing
Reframing is a strategy by which the counselor invites the client to examine their perceptions in
a new light thereby reshaping or giving new meaning to the previous perception. For example, if
a client reports a spouse or loved one as saying:
Client: My wife said, “You really need to go to counseling to deal with these problems."
"She's such a nag."
Counselor: She must care a lot about you to tell you how something she feels may be
important to you, knowing that you might get angry with her.

Material adapted from Ingersoll, Wagner & Gharib, 2000; NIAAA Project MATCH Motivational
Enhancement Therapy manual (Miller, Zweben, DiClemente, & Rychtarik, 1992; Rosengren &
Wagner, 2001.
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STAGE VI:
DEVELOPING A CHANGE PLAN

300

DEVELOPING A CHANGE PLAN
The sixth stage of learning MI, developing a change plan, involves being able to
recognize when the client is ready to move into the action stages of the TTM. Furthermore, it is
important that counselors seize the moment and collaborate with clients in facilitating a change
plan. Developing a change plan involves the client transitioning from the first phase of
counseling (building motivation), to the second (action). Usually, MI counselors utilize strategies
to increase client’s self-efficacy along with techniques such as elicit-provide-elicit to co-facilitate
a change plan with the client (Miller & Moyers, 2007). As negotiating a plan that is specific to
and appropriate for the client is important, client-centered principles are still at work within this
stage of learning.

301

DEVELOPING A CHANGE PLAN
Recapitulation and key questions
When you think your client is ready to develop a change plan, a good transition into
developing a change plan involves the use of (a) a recapitulation of the client’s change talk, and
(b) key questions.
Recapitulation - is a huge summary of all of your client’s change talk.
Key questions – are questions that direct your clients toward change. Examples
are: What’s the next step? What changes are you thinking about making?
Elicit – provide - elicit
Elicit – What have you considered? What would you like me to add, if anything?
Provide – This may not work for you, but some people have found ____ helpful.
(This is a form of offering advice. I know, I know – but the first rule of
counseling is: don’t give advice. With MI, you can give advice, but do so
sparingly, remember the spirit of MI (client-autonomy and evocation over
education. Therefore only offer your expertise your client’s permission).
Elicit – What are you thoughts? Of what you’ve considered and what we
discussed, what are you willing to do?
Honing down to a specific change plan
Steps: You mentioned several steps to changing this before. What would be your first
step? Set goals with the client and write it all down.
Beware pressing for a change plan if the client is not ready
Self-efficacy – believe in your client’s ability to change.

Adapted from Ray Gingerich (2009)
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STAGE VII:
CONSOLIDATING COMMITMENT
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CONSOLIDATING COMMITMENT
Consolidating commitment is the seventh stage of learning MI and entails counselors’
ability to purposefully elicit and strengthen client’s commitment to change in regard to the
change plan (Miller & Moyers, 2007). First, counselors should be able to recognize the clients’
level of commitment based on their change talk (2007). For instance if a client says “I will try to
change” (similar to the TTM stage of Contemplation) counselors should be able to note this
change talk is a lower level of commitment, versus “I will change” (similar to the TTM stage of
Preparation) which is a much higher level of commitment. In addition, counselors are tasked
with refraining from prematurely pushing for commitment before the client is ready to do so.
Thus, learning to strengthen commitment language that is targeted towards the change plan is the
seventh level of learning MI.
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CONSOLIDATING COMMITMENT
Consolidating commitment – involves purposefully eliciting and strengthening the client’s
commitment to change.
The table below divides commitment language by the strength of commitment words and
phrases. Please familiarize yourself with this table so that you will be able to differentiate
preparatory change talk (1-3) from commitment language (4-5). Please review page 17 of your
manual for definitions and explanations of change & commitment talk.
5
I guarantee
I will
I promise
I vow
I shall
I give my word
I assure
I dedicate
myself
I pledge
I know

4
I am dedicated
to
I avow to
I consent to
I am ready to
I intend to
I am willing to
I am able to

3
I look forward
to
I consent to
I plan to
I resolve to
I expect to
I concede to
I declare my
intention to

305

2
I believe
I volunteer
I aim
I aspire
I recommend
I anticipate
I predict
I presume

1
I mean to
I foresee
I may
I assume
I bet
I hope to
I will risk
I will try
I think I will
I suppose I will
I imagine I will
I suspect I will
I contemplate
I guess I will
I wager
I will see
(about)

STAGE VIII:
TRANSITION AND BLENDING
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THERAPEUTIC INTEGRATION
The final stage, transition and integration of MI, refers to counselors’ ability to transition
into and out of MI and other therapeutic approaches (Miller & Moyers, 2007). As MI was not
meant for use with clients whom are already in the action phase of counseling, MI was never
meant to be the only therapeutic method to be utilized within counseling. Miller and Moyers
(2007) recommend using MI to transition clients into the action stage, then join MI with other
evidence-based counseling methods.
All eight of the stages of learning MI were presented within this manual. Miller and
Moyers (2007) hypothesized that learning MI occurs sequentially and roughly in the order in
which these stages were presented where earlier stages serve as building blocks for later stages
of skill acquisition. Therefore, this training manual was designed to present information to
trainees sequentially and in the order Miller and Moyers deemed most adequate for knowledge
acquisition.
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