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This anicle offers a meta-analytic, qualitative, and process review of the empirical litera-
ture for adapiations of motivational interviewing (AMIs), a promising approach (o treat-
ing problem behaviors. AMIs are equivalent Lo other active treatments and yield moderate
effects (from 0.35 to 0.56) compared (o no-treatment/placeho for problems invelving alco-
hol, drugs, and diet and exercise. Results do not support the efficacy of AMIs for smoking
or HIV-risk behaviors, Conclusions regarding the mechanisms of action for AMIs are lim-
ited by methodological problems: confounding motivational interviewing with leedback,
unclear definitions of the AMI interventions used, dilficulties in therapist training, and
limited use of treatment integrity rating scales. Extanl research suggests that AMIs are
equivalent in efflicacy to and briefer than cognitive behavioral skills training (CBST)
approaches. Since AMIs [ocus on readiness 10 change while CBST targets the change
process, AMIs may be useful as preludes or additions 1o CBST.

relationship-building principles of humanistic therapy (Rogers, 1951) with more

active strategies targeted to the client’s stage of change (Prochaska, DiClemente, &
Norcross, 1992). Since publication of the first edition of the motivational interviewing book
(Miller & Rollnick, 1991), empirical research has accumulated on approaches related 1o
motivational interviewing for a variety of clinical problems. The present article will review
this research domain, focusing on controlled clinical trials of individually delivered inter-
ventions that incorporate the basic principles of motivational interviewing,

Motivational inlerviewing is a promising therapeutic approach that integrates the
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310  Emerging Evidence for Motivational Interviewing

In the research literature, the most widely used approach related to motivational inter-
viewing has been one in which the client (often alcohol or drug addicted) is given feedback
based on individual results from standardized assessment measures, such as the Drinker’s
Check Up (Miller, Sovereign, & Krege, 1988). This feedback, which concerns the client’s
level of severity on the target symptom compared to norms and associated risk factors, is
delivered in a motivational interviewing “style” wherein possibilities for change are elicited
from the client in a strategic and non-threatening manner. Discussion of the problem and the
client’s concerns may extend to one or more sessions that continue to embody the funda-
mental spirit and methods of motivational interviewing. As described in more detail previ-
ously (e.g., Burke, Arkowitz, & Menchola, 2003), we consider MI-based approaches that
incorporate structured feedback, as well as briefer and idiosyncratic MI-style interventions,
to be “adaptations” of motivational interviewing (AMIs). To date, virtually ail of the empiri-
cal studies in this area (and therefore in this review) deal with the efficacy of AMIs rather
than motivational interviewing in its relatively pure form.

Four previous reviews of motivational interviewing approaches have been published.
Noonan and Movyers (1997) reviewed the 11 clinical trials of AMIs available at that time (9
with problem drinkers and 2 with drug abusers) and concluded that 9 of these studies sup-
ported the efficacy of AMIs for addictive behaviors. Dunn, DeRoo, and Rivara (2001) per-
formed a systematic review of 29 randomized trials of brief interventions claiming to use the
principles and techniques of motivational interviewing (or what we have called AMIs) to
change behavior in four areas: (a) substance abuse, (b) smoking, {¢) HIV-risk reduction, and
(d) diet/exercise. Data on methodological features were tabled, as were calculations of effect
sizes and their 95% confidence intervals. The strongest evidence for efficacy was found in the
alcohol and drug abuse area, where AMIs appeared to work well for problem drinkers and
improved the rate of entry into and retention in intensive substance abuse treatment, AMI
effects did not appear 1o ditninish over time, and the effect sizes for AMIs as preludes to other
treatments (e.g., inpatient care) were found to be roughly equivalent to those for AMIs as
stand-alone interventions.

Burke, Arkowitz, and Dunn (2002) qualitatively reviewed 26 studies that met their spec-
ified inclusion criteria. The authers concluded that the research supported the efficacy of
AMISs for alcohol problems, drug addiction, hypertension, bulimia, and diabetes treatment
compliance. Mixed support was found for AMIs in the areas of cigarette smoking, increasing
physical activity, and enhancing dietary adherence in patients with hyperlipidemia. No sup-
pert was found for AMIs in the reduction of HiV-risk behaviors (e.g., needle-sharing). In
general, the AMIs reviewed were superior to no-treatment or placebo control groups and
were equal to active comparison treatments. After examining evidence regarding the mech-
anism of AMIs, Burke and colleages (2002) reported that the research literature failed 1o shed
light on how the treatment actnally worked. For instance, no direct support was found for
the idea that AMIs exerted their clinical effects by enhancing the clients motivation to
change. In addition, the authors found virtually no data to indicate for whom these treat-
ments were optimal, since most clinical trials of AMIs that looked for aptitude by treatment
interactions {moderators) were unable to find them,

More recently, Burke and colleagues (2003) condueted a meta-analysis on 30 controlled
clinical trials investigating AMIs, The authors concluded that AMIs were equivalent to other
active treatments and yielded moderate effects (from 0.25 to (.57) compared to no-treat-
ment/placebo for problerns involving alcohol, drugs, and diet and exercise. Results did not
support the efficacy of AMIs for smoking or HIV-risk hehaviors. AMIs showed chinical
impact, with 31% improvement rates, a 36% reduction in client drinking, and moderate
effect sizes on substance-related problems (e.g., legal, social, and occupational; d = 0.47).
Potential moderators were identified using both homogeneity analyses and exploratory
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multiple regression. The authors found that longer AMIs were more efficacious than shorter
AMIs (i.e., a dose-response effect), and that the AMI treatments were more efficacious as
preludes to other clinical services rather than as stand-alone interventions.

Because the most recent review (Burke et al., 2003} included 30 of the 38 studies
reviewed herein, the atm of the current article is to briefly update and extend those meta-
analytic findings, as well as to focus chiefly on three specific issues that Burke and colleagues
(2003) did not address in detail: (a) process findings, with a review of what we know about
how AMIs may work; (b) methodology, including a review of AMI treatment fidelity and
integrity issues; and (c) how AMIs compare to cognitive behavioral skills Training (CBST),
along with issues relating 10 the use of AMIs in combination with CBST. Due to space limi-
tations, the reader is referred to Burke and colleagues (2003) for a detailed description of the
methods used here, including specific selection and inclusion criteria, meta-analytic formu-
lae (see also Lipsey & Wilson, 2001), and overall data analytic strategies.

WHAT 1S THE COMPARATIVE EFFICACY OF AMIs?

Thirty-eight controlled clinical trials involving AMls met inclusion criteria for this updated
meta-analysis. There were 20 studies investigating AMIs for alcohol problems, 6 for drug
addiction, 2 for smoking cessation, 2 for HIV-risk hehaviors, 4 for diet and exercise prob-
lems, and 1 each for treatment compliance, eating disorders, asthma management, and
injury-risk behaviors, The prototypical study was conducted in a substance abuse clinic or
hospital and compared two sessions of an AMI to no-treatment or placebo (e.g., 5 minutes
of education) for about 200 total participants; the study measured target drinking oulcomes
in standard ethanol content (SEC) per week over approximately 20 weeks of follow-up with
75% response rates.

Table 1 shows the combined effect sizes for AMI treaiments, updated to reflect the 38
studies included herein. In this review, effect size (d; Cohen, 1988) means that a person
receiving the AMI treatment improved by an average of “d” standard deviations on that par-
ticutar measure (from intake 1o post-treatment) relative 10 a person in the control group.
Compared to no-treatment or placebo control groups, AMIs produced significant effects in
the areas of alcohol use (drinking frequency, d = 0.35; degree of intoxication, d = 0.53), drug
use {d = 0.56), and diet and exercise behaviors (d = 0.53). Furthermore, AMIs have impact-
ed broader problem areas related to substance use in addition to the target symptoms (e.g.,
legal, social, and occupational realms; d = 0.34). However, AMIs have not produced any sig-
nificant effects for cigarette smoking (nicotine use) or HIV-risk behaviors (e.g., needle-shar-
ing, risky sexual practices) to date. AMIs did not show any additional significant effects
when compared to other active treatments for alcohol and drug abuse (d = 0.07), although
the AMI interventions were shorter than the alternatives by an average of 120 minutes (two
sessions), Thus, AMIs work moderately well with most clinical applications tested so far,
improving both target symptoms and substance-related problems, and produce outcomes
equal to longer alternative treatments,

How DOES MOTIVATIONAL INTERVIEWING WORK?

Although a substantial amount of thought, practice, and research has already been devoted
to motivational interviewing (Miller & Rollnick, 2002}, we are still far from understanding
the precise links between its processes and outcomes (Burke et al., 2002). The bottom pot-
tion of Table 1 shows a meta-analytic summary of process measures from among the 38 stud-
ies included in this review. There is some evidence 10 suggest that AMIs may work by
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enhancing motivation or readiness for change, as measured by the Stage of Change algorithm
{Prochaska et al., 1992}, SOCRATES {(Miller & Tonigan, 1996), or URICA (McConnaughy,
DiClemente, Prochaska, & Velicer, 1989), The overall effect of AMIls on motivation for
change compared Lo no-ireatment or placebo groups was small but significant (d = 0.17),
although ne specific mediation analyses were performed in any of the studies. Moreover, the
AMLI interventions did not differentially increase readiness for change in comparison 10 other
active interventions (Schneider, Casey, & Kohn, 2000; Treasure et al., 1999). Thus, while
AMIs increase motivation or readiness for change compared to no-treatment, there is no evi-
dence that this is the specific mechanism of action of AMI treatments, especially since com-
parison treatments (e.g., CBT) have shown a similar motivational impact.

The positive effects of AMIs as a prelude or adjunct to further clinical services may be at
least partially mediated through increased treatment participation. While several studies sug-
gest that AMIs improve future treatment participation (often measured by days in treatment
or session attendance; Brown & Miller, 1993; Martino, Carroll, O'Malley, & Rounsaville, 2000;
Saunders, Wilkinson, & Phillips, 1995; Swanson, Pantalon, & Cohen, 1999), only ene of them
(Connors, Walitzer, & Derman 2002) employed specific tests for mediation. Using rigorous
statistical analyses, Connors and colleagues (2002) concluded that session attendance medi-
ated the impact of AMIs upon heavy drinking days (during the first 3 months after treatment)
but not upon post-treatment abstinence. Moreover, two studies (Dench & Bennett, 2000;
Siein, Charuvastra, Maksad, & Anderson, 2002) did net support the hypothesis that AMIs
encouraged engagement in or seeking of treatment. As indicated in Table 1, AMIs have had a
significant effect on treatment participation overall (d = 0.37), but whether this increased par-
ticipation in fact mediated the outcomes of AMIs has yet to be conclusively determined.

The most immediate question facing research in motivational interviewing is to dis-
mantle AMIs into their two main components—Ifeedback and motivational interviewing—in
order to determine relative contributions to cutcome. As discussed in prior reviews, we do

TABLE 1. EFFECT SIZES OF ADAPTATIONS OF MOTIVATIONAL INTERVIFWING (AMIS} COMPARED
10 NT/PLACEBO

Measure Effect Size {d) with 95% CI
Target symptoms
Alcohol use-SEC (N = 15) 0.35 {0.25, 0.46)
Alcohol use-peak BAC (N = 5) 0.53 (0,20, 0.86)
Nicotine use (N = 2) 0.11 (-0.05, 0.27}
Drug use (N = 4) 056 - (0.33, 0.79)
[11V-risk behaviors (N = 2) 0.01 (-0.29, 0.3
Diet and exercise behaviors (N = 4) 0.53 0.32, 0.74)
Substance-related problems (N = 9} (.34 (0.23, 0.45)
AMIs compared to active treatments (N = 8) 0.07 {(-0.05, 0.18)
Process measures '
Treatment participation {N = 7} 0.37 (0.20, 0.53)
Motivation for change (N = 7) 0.17 (0.03, 0.32)
Effect of AMI versus feedback only (N = 4} 0.57 (0.35, 0.79)
Ellect of therapist confrontation (N = 2) -1.08 (-1.74,-0.43)

BAC = (peak) blood alcohol concentration (a measure of degree of intoxication); CI = con-
lidence interval; NT = no-treatment control group; SEC = standard ethanol content (a
measure ol drinking frequency).

Effect sizes in bold are significant at p < .035.
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not yet know whether feedback, motivational interviewing, or the combination is essential
to produce a therapeutic effect. Table 1 shows that AMIs have yielded moderate effects (d =
0.57) when compared to feedback interventions alone, indicating that there was benefit (o
adding an average of 92.5 minutes (one or two sessions) of an AMI 1o personal feedback
delivery, While one study suggested that the feeclback component may be more critical than
the motivational interviewing component for cotlege student drinkers (Judrez, 2001), two
others (Maisto et al., 2001; Sellman, Sullivan, Dore, Adamson, & MacEwan, 2001) provided
evidence that motivational interviewing may be a valuable addition (o feedback alone.
Whether motivational tnterviewing alone can equal the effects of an AMI (motivational inter-
viewing with problem feedback) remains 10 be investigated.

An imporiant improvement ol AMIs over past feedback delivery approaches is the
emphasis on collaborative technique eliciting feedback rather than confronting or labeling
feedback. Two studies to date (Miller, Benefield, & Tonigan, 1993; Project MATCI Research
Group, 1997, 1998) provide empirical support for the potentially deleterious elfects of ther-
apist conlrontalional behaviors on client outcome. As displayed in Table I, the combined
effect size for the impact of therapist confrontation on drinking at follow-up was negative
and large (d = -1.08), indicating that non-MI therapist behaviors (such as challenging, dis-
agreeing, head-on disputes, incredulity, and sarcasm) led to peorer client outcomes. com-
pared to empathic/supportive (Ml-style) counseling responses.

In summary, research suggests that AMIs may exert their therapeutic effects by enhane-
ing future treatment participation or by amplifying the impact of personalized problem feed-
back. There is sparse evidence to suggest that AMIs may work by increasing motivation for
change, although another article in this special issue will discuss the importance of change
talk as a mechanism of action of AMI interventions. In addition, there is evidence that con-
frontational (non-MI) therapist behaviors may result in reduced treatment eflicacy, high-
lighting the value of the motivational interviewing style. Despite these promising beginnings,
we still know rather little about hew motivational interviewing works. More process studies
are necessary in order to elucidate the precise mediators and moderators of AMI treatments,

How CAN THE INTERNAL VALIDITY OF MOTIVATIONAL INTERVIEWING
RESEARCH BE IMPROVED?

As our prior qualitative review indicates (Burke et al., 2002), there has been an imbalance in
methadological quality between internal and external validity in motivational interviewing
research to date. Tt appears that researchers have been more interested in evaluating the
extent to which AMIs can be useful with different populations than in constructing rigorous
designs to rule out alternative explanations. The most severe threat 10 internal validity in
these clinical trials has been the specification of the independent variable. The majority of
studies were quite weak in this respect, thereby jeopardizing any strong conclusions.
Lreatment fidelity, or how fairly and faithfully a treatment is represented (Kazdin, 1992}, was
difficult (o ascertain due to the paucity of appropriate treatment manuals for the AMIs. The
majority of studies simply referred 10 the [irst edition of the motivational interviewing book
(Miller & Rollnick, 1991) as the AMI intervention under study, although an increasing num-
ber of studies are employing specific (reatment manuals (such as the Motivational
Enhancement Therapy manunal—see Miller, Zweben, DiClemente, & Rychtarik, 1992). In
most studies, neither the credentials of the treatment providers nor the specilic training pro-
cedures were adequately described and were often addressed wi th a vague statement such as
“four upper-level undergraduate psychology students . . . therapist training in MI included
the assignment of relevant readings followed by 6 hours of didactic instruction” (Swanson et
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al., 1999, p. 632). Further, treatment integrity, or whether the therapeutic procedures were
carried out as intended (Kazdin, 1992), was rarely assessed in these studies. Integrity checks
to measure the implementation of treatment—including videotaping, ongoing supervision,
and coding of actual therapist behaviors—were entirely absent from many studies (e.g.,
Brown & Miller, 1993; Colby et al., 1998; Gentilello et al., 1999; Handmaker, Miller, &
Manicke, 1999; Harland et al., 1999; Martino et al., 2000; Smith, Heckemeyer, Kratt, &
Mason, 1997; Woollard el al., 1995). Since we repeatedly advise motivational interviewing
researchers to attend to issues of treaument fidelity and integrity more closely (Burke et al.,
2002, 2003), we will review the emerging literature that pertains specifically to motivation-
al interviewing training and AMI rating/coding schemes.

The issue of psychotherapy training has been a largely overlooked but critical piece in
understanding the use and dissemination of treatments (see Atkins & Christensen, 2001, for
a review). Across therapies and disorders, randomized clinical trials (RCTs) typically include
little information about the training or qualiflications of therapists who deliver the interven-
tions under investigation. While research therapists are often highly trained doctoral-level
clinicians who go through an intensive period of training and supervision both priot te and
during the research study, other common training methods include courses in graduate
school and two-day professional workshops with no follow-up supervision. Future research
would do well to mvestigate whether these dilferent training experiences are in fact equiva-
lent in terms of client and study outcomes.

Miiler and Mount {2001) evaluated the effectiveness of a two-day workshop in maotiva-
tional interviewing in the most thorough investigation of AMI training to date. The authors
provided 15 hours of training to probation officers and community correction counselors
focusing on techniques described in Miller and Rollnick (1991), using both didactic teach-
ing, demonstrations, and small-group practice with coaching. Twenty-four participants com-
pleted questionnaires about their background and knowledge of motivational interviewing
(MD), and provided an audiolape of a counseling session prior to the training, immediately
after the training, and 4 months after the training.

In this study, participanis’ self-reported knowledge, proficiency, and use of MI tech-
niques all increased following the workshop and were retained at the 4 month follow-up. In
addition, participants’ responses to open-ended scenarios on the Helpful Responses
Questionnaire also demonstrated increased use of reflections and MI-consistent responses,
as well as higher reftection-l0-question ratios and decreased MI-inconsistent responses from
preworkshop to postworkshop.

However, the observational data based on video and avdiotapes provided equivocal evi-
dence of the effects of waining. On the one hand, global ratings of therapist behavior (e.g.,
acceptance, egalitarianism, empathy) derived from the Motivational Interviewing Skill Code
(MISC: Miller, 2002) reflected positive improvement [oliowing the workshop and 4 months
later. Yet, specific behavioral codes revealed that actual therapist behavior was not changing dra-
matically and was nol being sustained over time. For example, while reflections per minute and
ratios of reflections to questions both increased following the workshop, they had returned o
neatly preworkshop levels by 4 months postworkshop. In addition, behavioral improvements
fell far short of the levels obtained by experts in motivational interviewing, particularly in the
areas of percentage of open questions and percentage of complex reflections. Finally, clients’
verbal reports in session were coded for change-indicative and change-resistant talk. There were
no differences in client behavior across the study, which led the authors to conclude that, “. ..
whatever was changing in counselor practice behavior, it was not enough to make a difference
for their clients” (Miller & Mount, 2001, p. 466). Of even greater concern to the authors was
that counselors left the workshop viewing themselves as fairly proficient in the approach, and
therefore perceived little need for further training (Miller & Mount, 2001, p. 468).
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Rubel, Sobell, and Miller (2000) also examined the eflicacy of a 1two-day workshop in
motivational interviewing for 44 addictions counselors, Participants’ knowledge of motiva-
tional interviewing and MI-consistent responses to open-ended vignettes improved follow-
ing the workshop. However, only 38% of the 115 workshop participants provided data prior
to and following the workshop. In a somewhat different seuting, Saitz, Sullivan, and Samet
(2000) studied the effect of a half-day workshop on motivational counseling on the behav-
ior of health care providers. At a follow-up interview, high percentages of participants report-
ed assessing alcohol and drug use in their patients as a result of the warkshop.
Preintervention data were not available, however, complicating the interpretation of these
sell-reported data,

Thus, there is neither a great quantity of data on motivational interviewing training nor
any solid evidence that the most common method of disseminating therapy skills (i.e., pro-
fessional workshops) leads to lasting hehavioral change in therapists and their clients. In the
face of these sobering reflections, there is cause for optimism on two ceunts, One reason for
optimism is the ongoing stucdy of an AMI (motivational enhancement therapy) via the Clinical
Trials Network (CTN}), which is one of the largest and best designed studies of psychothera-
py training to date (Carroll et al., 2002). To address the concern that clinical trials (and MI
training studies) often use a skewed sample of highly motivated therapists (i.e., “eager vol-
unteers”), therapists of different educational and therapeutic backgrounds were selected from
comimunity treatment centers and randomly assigned to learn the AMI or to the treatment-as-
usual condition. The clinicians being trained in the AMI received a two-day workshop along
with ongoing supervision, heginning with several “training” cases. Interestingly, during the
traiting, many clinicians initially expressed the view that their current therapy methods were
quite similar t¢ motivational interviewing. However, the subsequent training cases demon-
strated that most clinicians were not aiready doing motivational interviewing and needed sig-
nificant supervision to become proficient. This anecdotal evidence provides another example
of the disconnection between sell-reported knowledge and actual therapist behavior, and the
study will likely provide useful data about how to bridge that gap in order to optimally train
clinicians in the skilled practice ol motivational interviewing.

A second reason for optimism is the Motivational Interviewing Network of Trainers
(MINT). This is an international group of therapists who have participated in a
“training of trainers” workshop and are committed to the teaching and dissemination of
AMI methods. The assets of the MINT include an active listsery, annual meetings,
and a website with helpful information regarding AMI training (wwwmotivationalinterview,
org/training/trainers.huml). The MINT provides an ideal vehicle for ongoing studies of training in
AMI and encourages good practice, communtication, and collaboration among the international
AMI community. Thus, while the existing data on training in AMI may be insubstantial, we are
encouraged by a therapist communily devoted to AMI training, supervision, and training research,

The data on measures of treatment adherence to AMI protocols are also at a nascent stage
of development. At the present time, there are no published data on such measures. However,
several rating scales exist and studies are currently underway to explore their reliability and
validity. We will briefly mention two of the most widely used scales. The “gold standard” for
measuring MI-consistent behavior in therapy is Miller’s (2002) Motivational Interviewing
Skills Code (MISC), which requires three separate passes through a tape. On the first pass,
global ratings are made of both therapist and client, covering such areas as acceptance, egali-
tarianism, empathy, genuineness, warmth, and spivit for the therapist, as well as affect, coop-
eralion, disclosure, and engagement for the client, There are also two global interaction scales;
collaboration and benefit. On the second pass, each utterance by both therapist and client is
classified into mutually exclusive and exhaustive categories including both MI-consistent
(e.g., therapist reflection or support, client change talk) and MI-inconsistent {e.g., therapist
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confrontation, client arguing) behaviors, Summaries of the two classes of behaviors as well as
the percentage of Ml-consistent behaviors are calculated. On the third and final pass, the
amount of talk time is calculated for both therapist and client,

Clearly, the MISC provides a wealth of information on therapy process and its mutually
exclusive and exhaustive format provides the opportunity for a complex understanding of
therapy process both qualitatively and quantitatively. Tlowever, because the coding is incred-
ibly time consuming {3+ hours for a single session), it is unlikely to he used outside of a
research project. These concerns led to the development of the 1-PASS coding system
{Resnicow, 2002). The 1-PASS, which can be coded in a single pass of the tape, is based on
the MISC but codes only therapist behavior. This more parsimonious version of the MISC
allows the 1-PASS to be used for supervision and for less detailed ratings of adherence.
However, the single pass provides only global ratings and does not aliow any specific behav-
ioral counts or precise calculations of talk time.,

Research studies sometimes employ “quicker” adherence checks such as therapist self-
ratings (e.g., Stein et al., 2002), which are of limited value due to the insignificant correla-
tion between self-report and actual MI-consistent behaviors (as noted above). Our review
indicates that accurate AMI integrity checks can only be accomplished using rating scales of
actual therapist behaviors (e.g., MISC, 1-PASS). Given the equivocal data on the success of
mativational interviewing training workshops, it is difficult to estimate whether the AMI
treatment under investigation is indeed being properly implemented without the safeguards
of these rating scales [irmly in place.

How DOES MOTIVATIONAL INTERVIEWING COMPARE TO
COGNITIVE-BEHAVIORAL APPROACHES?

Cognitive behavioral skills raining (CBST) has an over 30-year history of empirical testing
in the treatment of clients with alcohel problems and other behavieral health issues,
Motivational interviewing (M1} has a briefer (20-year) research history, but one that is simi-
lar in its primary aims and methodology. In the realm of substance abuse, CBST and AMIs
are the treatment approaches with the most empirical evidence for their efficacy, as well as
two of the most cost-effective modalities (Miller & Hester, 1986). Interestingly, they have
contrasting styles and target different aspects of the therapy process. The therapeutic style of
CBST might be characterized as collaboralive but assertively instructive, with its central
methods being the assessment of high-risk situations and the teaching of specific coping
skills. Tn contrast, the therapeutic siyle of AMIs has been characterized as quiet and elicit-
ing, and the central method involves using reflective listening to build trust and assess moti-
vation while cliciting client statements of desire and commitment to change. As such, CBST
targets the “how” of change whereas AMIs target the “why” of change. CBST assumes that
the client’s core problem centers around inadequate problem-solving and maladaptive
responses to his/her sitvation, while AMIs see the core problem as unresolved ambivalence
about putting to use the skills that, to some extent, the client already has.

STUDIES ALLOWING DIRECT COMPARISON OF THE
ErreCcTSs OFr AMIs AND CBST

Because the therapeutic styles and goals of CBST and AMIs are clearly different, it is impor-
tant to determine which one works better and for whom., To begin to answer these questions,
we identified four substance abuse studies that allow for direct comparisons between the
effects of AM1Is and CBST.
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Heather, Rollnick, Bell, and Richmond (1996} assessed the effects of these two forms of
briel counseling on 123 heavy drinkers hospitalized for related medical problems. After .
undergoing an assessment interview, patients received 30 10 40 minutes of either an AMI,
CBST, or treatment as usual (control), The AMI included exploration of the pros and cotis of
heavy drinking, information on alcohols effects, eliciting patients’ concerns, a summary of
the pros and cons, and a discussion of future drinking hehavior. CBST included normative
[eedback on consumption, the same information on alcohols effects, and tips for self-moni-
toring and handling heavy-drinking situations. Six-month lollow-up interviews completed
with 71% of patients revealed no differences hetween counseling groups tn weekly alcohol
consumption, both of which reduced their consumption by significantly more than the con-
trol patients, The only significant difference hetween the AMI and CBST treatments was that
patients who were least ready to change at baseline benefited most from the AMI,

Project MATCH (1997, 1998), whose chief purpose was to identify optimal matches
between client traits and three different treatments, nevertheless allowed for direct compar-
1sons to be made between an AMI (motivational enhancement therapy; MET) and CBST. Both
treatments were manualized and the methodological quality was the highest of all swdies
reviewed in this paper in terms of follow-up rates, counselor lraining, and treatment integrity:

CBST clients received 12 consecutive weekly 1-hour sessions and MET clients received
four one-hour sessions spaced over the same 12 weeks. Both groups showed marked
tmprovement in drinking for up to 3 years alter treatment ended. By 3 months, there was a
fourfold increase in abstinent days and a fivefold decrease in drinks per drinking days. About
20% of all clients reported continuous abstinence at 15-month lollow-up. No substantial
treaiment differences were found in percent of days drinking or drinks per drinking day.
However, MET was more cost-effective than CRST hecause it required fewer sessions.

With few exceptions, most of the matching variables in Project MATCH (1997, 1998) did
not predict outcome of particular treatments as hypothesized (e.g., stage of change, readiness
to change, level of alcohol dependence, or antisocial personality). During the 12-week course
of treaiment, a maiching effect was found for only one client rait: self-efficacy regarding absti-
nence. Clients low in self-efficacy fared better in CBST (han MET; however, once treatment
ended, this advantage disappeared. The most stable and robust interaction eflect, significant
at both 1- and 3-year follow-ups, was that angry clients fared better with MET than CBST.
Surprisingly, clients lower in initial motivation did better with CRST at 4 months; however,
this trend reversed itself into the expected direction by 15 months post-treatment.

In a treatment entry facilitation study (Booth, Kwiatkowski, Iguchi, Pinto, & John,
1998}, 196 injecting drug users were randomized to receive five 30-minute sessions of an
AMI that presented treatment entry as an action option, or the same “dose” of CBST, a risk
reduction intervention thal targeted injecting behaviors placing people at risk for HIV but
did not explicitly bring up treatment entry. There were no differences in rates of treatment
entry between the AMI group (40%) and the CBST group (43%). Offering free treaument had
a greater effect on treatment entry than did either of the two interventions, and readiness to
change at baseline predicted treatment entry better than did intervention type. Most recent-
ly, Stephens, Roffman, and Curtin (2000) compared a two-session individual AMI stand-
alone treatment for marijuana dependence with a 14-session cognitive behavioral group
treatment (CBST) and a delayed treatment control group. There were no significant differ-
ences in outcomes between treatment groups, although both groups fared beiter than the
control group. Relatively large treatment effects (ds = 0.70-1.10) were found in both treat-
ment groups for marijuana use and dependence symptoms,

Across the four studies reviewed above, meta-analysis revealed no significant differences
in efficacy between AMIs and CBST (d = 0.03; 95% confidence interval: -0.1 1, 0.16). Thus,
in these four studies, AMIs and CBST exerted equal influences over substance abuse and
treatment entry when they were compared within identical samples and settings. However,
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the AMIs were shorter in duration, on average, than the CBST treatments to which they were
compared (e.g., Project MATCH, 1997, 1998), This suggests that AMIs may be more cost
effective than CBST, although further studies investigating the efficacy of shorter CBST inter-
ventions are certainly warranted before drawing any firm conclusions in this regard.

Is It Erricacious To COMBINE AMIs aAND CBST?

Do AMIs and CBST share a common mechanism of action that is stimulated by different means,
or do they in fact stimulate different mechanisms of action as theory would suggest? If they exert
different mechanisms of action, then one might expect them to have additive effects when com-
bined in the same sample. As Heather and colleagues (1996) suggested and theoretical mecha-
nisms imply, it is feasible that AMIs may work best to boost motivation for change and when
someone is in the early stages of change, whereas CBST may provide people with the necessary
skills to prepare for change and take useful action. In the research literature to date, this theo-
retically-driven combination has taken the form of comparing an AMI used as a prelude or an
adjunct to CBST to either an AMIL-only or a CBST-only treatment condition.

Two clinical studies have evaluated the effecis of adding an AMI to a CBST-based out-
patient program. Stotts, Schmitz, Rhoades, and Grabowski (2001) tested the effects of adding
a two-session AMI intervention to a 12-session, CBST relapse prevention outpatient treat-
ment program. Rates of cocaine-positive urine screens were lower for AMI clients over the
course of the CBST program, but the AMI had no effect on drop out rates during the CBST
program. Notably, AMI clients made greater use of cognitive hehavioral coping skills during
the CBST program than clients not receiving the AMI prelude. Follow-up did not extend
beyond the end of the treatment program. '

Connors and colleagues (2002) compared three different conditions before 126 1real-
ment-seeking clients began a 12-week CBST outpatient treatment program consisting of
weekly group and individual sessions. A control condition with no treatment preparation
was compared to a 90-minute AMI condition and a similar duration of role induction (RI},
in which clients were educated about what treatment does and how to behave during treat-
ment. Several advantages were found for the AMI over the control and RI conditions: Clients
assigned to the AMI attended significantly more treatinent sessions and drank heavily on sig-
nificantly fewer days during and 12 months after treatment. Moreover, AMI clients had sig-
nificantly more abstinent days during treatment and for up to 3 months after, although this
advantage disappeated by 12 months’ follow-up.

There have been two clinical (rials to date that have evaluated the effects of adding CBST
to an AMI. Baker, Heather, Wodak, Dixon, and Holt (1983} compared two treatment condi-
tions for injecting drug users enrelled in a methadone maintenance program to treatment-
as-usual for their effects in reducing HiV-risk behaviors. The AMI group received a single 60
to 90 minute session aimed at reducing needle sharing, using dirty needles, and risky sexu-
al practices. The AMI/CBST group received this same AMI session plus five more sessions of
cognitive behavioral relapse prevention therapy aimed at imparting coping skills to prevent
injecting drugs and practicing unsafe sex. Follow-up rates were good (84%) for the 6-month
assessment point, although no information was provided on quality control of the AMI inter-
vention. With the exception of a reduction in time since last injecting, the entire sample
reported no other improvements in needle- or sexual-risk taking, At 6 months, no significant
differences in risky behaviors were detected among the three groups, possibly due to a floor
effect and/or low statistical power. In this study, therefore, the more intensive AMI/CBST pro-
gram did not outperform the AMI only group.

Budney, Higgins, Radonovich, and Novy (2000) compared three treatment conditions for
marijuana dependeunce, each spanning a 14-week petiod. The AMI group received four AMI
sessions spaced over 14 weeks. The AMI/CBST group received 14 weekly sessions, 4 of which
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were AMI and 10 of which were CBST. The third group received the same treatment as the
AMI/CBST group but was also rewarded for negative marijuana urine screens with vouchers
for retail merchandise. At the end of the 14-week period, there were no significant differences
in marijuana abstinence between the first two groups, suggesting that CBST had no additive
effect beyond that of only AMI. However, the voucher group did better than either of these
two groups both in duration of abstinence during treatment and percentage of clients absti-
nent at the end of treatment. Treatment retention was the same across all three groups.

Does this evidence snggest that, when combined, AMJs and CBST have additive effects
and therefore might work through different mechanisms? The four studies above actually
raise more questions than they answer. Stotts and colleagues (2001} failed to follow-up
beyond the end of the 12-week program, but there seemed to be a mild additive effect dur-
ing the course of treatment, A stronger effect for adding an AMI to CBST was found in the
Connors and colteagnes (2002) study at 1-year follow-up. In Baker and colleagues (1993),
however, neither the AMI alene nor in combination with CBST was highly effective in reduc-
ing HMIV-risk behaviors. Budney and colleagues’ (2000) findings complicate the picture
because, at the end of a 14-week program, 4 sessions of an AMI had done as well as 4 AMI
sessions plus 1¢ CBST sessions, suggesting that CBST had no effect in this sample, although
reward vouchers made a bigger incremental difference in marijuana abstinence. Effect size
calculations revealed that, across these four studies, when an AMI was used combined with
CBST, there was a modest but significant additive effect {(d = 0.31, 95% confidence interval:
0.06, 0.56). We conclude that combining AMIs with CBST for substance abuse problems is
promising and merits further testing,

Regarding both treatments, we are left for now in the exciting but disquieting state of not
yet knowing how these efficacious treatments work. Morgenstern and Longabaugh (2000)
concluded that CBST works as well as but no better than other viable alcohol treatments, that
it has very promising results when combined with non-CBST treatments, and that its central
hypothesized mechanisms (e.g., enhancing coping skills) do not seem to explain how it
works. Identical conclusions were reached by reviewers of the AMI literature (Burke et al.,
2002; Dunn et al., 2001). Without more careful process analyses during randomized trials as
well as specific dismantling studies, researchers are likely to remain in the dark,

CONCLUSION

Research into the efficacy of motivational interviewing and related approaches is quite prom-
ising. AMlIs are consistently efficacious for substance abuse problems and generally equiva-
lent in efficacy to longer treatments for substance abuse, including CBST. AMis also
demonstrate potential in other problem areas, such as medical treatment compliance, health
behavior change (i.e., diet and exercise), and bulimia. However, evidence for the efficacy of
AMIs in these areas is not yet sufficient. AMIs may work to increase treatment participation
or enhance the efficacy of problem feedback. In addition, there is evidence that confronta-
tional therapist behaviors may result in reduced treatment efficacy, highlighting the vatue of
the motivational interviewing style. However, methodological problems limit conclusions
regarding the precise mechanism of action of AMIs. Our recommendations for improving the
methodelogy of AMI research include: dismantling the motivational interviewing compo-
nent from problem feedback; carefully describing the treatment protocel; providing training
and ongoing supervision of project therapists; and using observer rating scales to verify treat-
ment integrity. Theoretical formulations of AMIs and CBST suggest that these two treatment
approaches may be optimally effective when used together—with AMIs targeting the why of
change and CBST targeting the how. Yet further research is needed to understand if these the- -
oretical mechanisms are reflected in actual clinical outcomes.
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