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Preface

Motivational interviewing (MI) is an approach for helping people 
change that was originally developed by William R. Miller and Stephen 
Rollnick. It has had a substantial impact on research and practice in 
the fields of substance abuse and health-related problems in the United 
States and many other countries. 

There are several reasons for its appeal. First, it directly addresses 
a significant problem common to all therapies: client ambivalence about 
change. The primary goals of MI are to help clients resolve ambivalence 
and increase their intrinsic motivation for change. Second, it is flexible 
and can be used as a “stand-alone” therapy, a pretreatment or adjunct 
to other therapies, a method to motivate people in need of therapy to 
seek it, or an integrative framework within which other therapies can 
be conducted. Third, there is a considerable body of research evidence 
supporting both the efficacy and effectiveness of MI with substance use 
and health-related problems. Fourth, research has demonstrated that MI 
achieves significant therapeutic effects in relatively few sessions. Because 
of these appealing features, MI has much to offer the field of psycho-
therapy.

In the preface to the first edition, we wrote, “. . . it is surprising 
that MI has hardly been employed or studied outside of the fields of 
substance use and health-related concerns.” As the chapters in this book 
illustrate, this situation has changed a great deal. MI is being applied to 
many more problems. For example, this edition contains chapters on MI 
and suicidal ideation, intimate partner violence, and the transdiagnostic 
treatment of emotional disorders. At the time of the first edition, there 
was little or no research in these areas. Furthermore, there are now more 
publications using rigorous research designs than there were in the past. 
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The scope has widened and the number of empirical studies using strong 
designs has increased. MI is clearly gaining momentum in the field of 
psychotherapy because of its ability to increase motivation in clients and 
enhance clinical outcomes. We approached this second edition with the 
goal of further encouraging this momentum. 

These chapters represent advances in research and practice in MI. 
Each describes a clinical problem and its usual treatments, how MI has 
been used, any modifications that were necessary to tailor MI to the 
problem and population, detailed clinical case histories, and a summary 
of the relevant research. 

A recent search of the literature on MI found extensions to clinical 
problems not covered in the book. We have listed these below. Unfortu-
nately, these works were published too late for us to invite these authors 
to contribute to this book. 

•	 Phobias: Abramsky (2013)
•	 Sex offenders: Marshall and O’Brien (2014)
•	 Sleep problems: Willgerodt, Kieckhefer, Ward, and Lentz (2014)
•	 Teaching MI to parents of young adults with schizophrenia: 

Smeerdijk et al.  (2014)

There is still a long way to go in developing clinical treatment meth-
ods that incorporate MI for a wider array of clinical problems, and to 
evaluate these treatments with strong research designs. Our goal in this 
edition is to further encourage work on MI and psychotherapy. 

This book represents a truly collaborative effort on the part of the 
coeditors. William R. Miller and Stephen Rollnick have done a great 
deal of research and clinical work using MI with substance use disorders 
and health-related problems. Hal Arkowitz has done research and clini-
cal work extending the use of MI to depression and anxiety.

Clinical practitioners from a number of disciplines will find a wealth 
of information in this book on applications of MI, along with numer-
ous case histories and vignettes. Clinical researchers will find in it a rich 
source of hypotheses to be tested regarding the efficacy, effectiveness, 
and mechanisms of MI. Graduate students in clinical, counseling, and 
rehabilitation psychology as well as those in social work programs will 
also find this book of interest. We view MI as a clinical tool that does 
not compete with or displace, but rather can be integrated with, a vari-
ety of other psychotherapeutic interventions. We look forward to what 
future research and practice will reveal about such integration.

For several years, one of us (H. A.) has taught a clinical research 
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practicum on MI to clinical psychology graduate students at the Uni-
versity of Arizona. It has been very well received, and at the end of the 
course most students said they expected to incorporate it into their 
future clinical work, and some into their future research. Later contact 
with some of these students showed that, for the most part, they have. 
For two decades in the PhD training program in clinical psychology 
at the University of New Mexico, another of us (W. R. M.) offered an 
introductory practicum, teaching MI as foundational interviewing and 
counseling skills within which other clinical interventions can be pro-
vided. We hope other universities will offer courses and practica on MI. 
If they do, this book can serve as a text or as supplementary reading in 
seminars and practica on other forms of psychotherapy.
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chaPter 1

learning, applying, 
and extending 

Motivational interviewing

william r. Miller
hal arkowitz

since the first clinical description of motivational interviewing (MI; 
Miller, 1983), research and clinical applications have blossomed like 
wildflowers. From its original use with problem drinkers, MI is now 
being implemented in a broad array of other applications including 
health promotion, social work, psychotherapy, coaching, medicine, den-
tistry, and education. In this chapter we offer an overview of MI and 
the ways it has been used in clinical practice, and then we address the 
evidence base, why MI works, and how clinicians learn it.

Motivation in Clinical Practice and Research

The concept of motivation has played a significant role in the history of 
psychology (Cofer & Apley, 1964; Myers, 2011; Petri & Govern, 2012), 
though this scientific knowledge base has seldom been applied in psycho-
therapy. The concept of motivation is particularly pertinent when clients 
seem “stuck.” A traditional therapeutic view is that such “stuckness” 
represents resistance to change. Clients are sometimes said to be resistive, 
oppositional, or “in denial,” terms that have a pejorative connotation 
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implying pathology and willful (even if unconscious) obstruction of the 
therapist’s benevolent efforts. Schools of psychotherapy have had differ-
ing views on the nature and origins of resistance and how to work with 
it. Focusing instead on the psychological dynamics of motivation can 
invoke a more positive emphasis on how and why people do change and 
how therapists can facilitate it (Engle & Arkowitz, 2006; Miller, 1985).

Social psychologist Kurt Lewin (1935) described various motiva-
tional conflicts (such as approach–avoidance) whereby people can be 
immobilized by ambivalence. Rather than being a pathological phenom-
enon, ambivalence is a normal and common human condition whereby 
people simultaneously want and do not want something. Clients who 
seek therapy are often ambivalent about change, and their motivation 
may ebb and flow during the course of treatment. MI is a method for 
helping clients to get unstuck and resolve such ambivalence in favor of 
positive change.

Within the transtheoretical model of change (Prochaska & Nor-
cross, 2013), ambivalence is a normal process on the road to change. In 
fact, ambivalence (the contemplation stage) is a step forward from the 
earlier precontemplation stage, where change is not even being consid-
ered. Many therapies and therapists are prepared to help clients who 
have already progressed two steps further to the action stage—but what 
about those who are not yet ready for change? In addiction treatment, 
such clients were once told to go away and come back when they were 
motivated. That’s not good enough. Helping people to work through 
ambivalence and readiness for change is an important therapeutic skill, 
enabling one to work with a broader range of clients than just those who 
are already sufficiently “motivated.”

Now, consider the interpersonal dynamic when a client who is 
ambivalent about change sits down to talk with a therapist who wants 
to promote change. Miller and Rollnick (2013) have described a natural 
“righting reflex” of professional helpers to educate, persuade, and advise 
clients about change. Doing so takes up one side of the client’s ambiva-
lence, the prochange side. A predictable result is for the person to then 
respond with the other side of ambivalence, “Yes, but . . . ” If the thera-
pist reciprocates with counterargument, he or she has thereby in essence 
externalized the person’s ambivalence, with the clinician advocating for 
change while the client argues against it. There are both theoretical and 
empirical reasons to be concerned that this pattern is countertherapeu-
tic, actually decreasing clients’ commitment to change.

Daryl Bem (1967) posited that, from a conceptual perspective, 
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people learn what they believe in the same way that others do, namely, 
by hearing what they say. If a noncoercive context (such as counterat-
titudinal role play) causes them to defend a particular position, they 
become more committed to that position. Bem’s self-perception theory 
offered an alternative explanation for the large literature on cognitive 
dissonance (Festinger, 1957). It is also clear that external pressure can 
undermine the desire to change. Brehm and Brehm (1981) adduced that 
an aversive state of reactance arises when people perceive a threat to 
their behavioral freedom. One motivational response is to intensify one’s 
attitudes and behaviors in opposition to the persuasion or coercion.

Empirical evidence can be derived from studies of psycholinguistic 
processes in MI. In spontaneous speech, clients’ ambivalence is repre-
sented by the balance of change talk (verbalizations favoring change) 
and sustain talk (favoring the status quo). The ratio of change talk to 
sustain talk during treatment sessions predicts the likelihood of subse-
quent behavior change (Moyers, Martin, Houck, Christopher, & Toni-
gan, 2009). This finding parallels similar ones from the transtheoretical 
model that movement from contemplation to action is signaled by an 
increase in the pros relative to the cons of change (Prochaska, 1994). 
This relationship might be of only passing interest (“Motivated people 
are the ones who change”) were it not that levels of client change talk and 
sustain talk or resistance are strongly influenced by therapist responses, 
as demonstrated in both correlational (Bertholet, Faouzi, Gmel, Gaume, 
& Daeppen, 2010; Daeppen, Bertholet, Gmel, & Gaume, 2007; Gaume, 
Bertholet, Faouzi, Gmel, & Daeppen, 2010; Moyers & Martin, 2006; 
Moyers et al., 2009) and experimental studies (Glynn & Moyers, 2010; 
Miller, Benefield, & Tonigan, 1993; Patterson & Forgatch, 1985). Thus, 
if therapists counsel in a way that evokes more sustain talk or “resis-
tance” than change talk, clients are less likely to change. In contrast, 
change is promoted by differentially evoking from clients their own 
change talk.

Related findings from social psychology are found in the literature 
on decisional balance. As mentioned above, a person’s balance of pros 
to cons (a passive measure of decisional balance) reflects readiness for 
and probability of change. As a clinical procedure, however, decisional 
balance involves actively evoking and exploring all the pros and cons of 
change, thus causing clients to voice both change talk and sustain talk. 
Clinical studies indicate that doing this with people who are ambiva-
lent consistently decreases their commitment to change (Miller & Rose, 
2015), perhaps by perpetuating rather than resolving ambivalence.
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What Is MI?

MI is a particular way of having a conversation about change so that 
it is the client rather than the clinician who voices the arguments for 
change (Miller, 1983; Miller & Rollnick, 2013). It is strongly rooted in 
the person-centered approach of Carl Rogers (1951, 1959, 1980) in its 
emphasis on understanding the client’s internal frame of reference and 
concerns. In both MI and client-centered counseling the therapist pro-
vides the conditions for growth and change by communicating attitudes 
of acceptance and accurate empathy.

MI can be thought of as an evolution of client-centered counseling. 
It differs from a classic “nondirective” approach in that there is clear 
direction toward one or more specific outcome goals, and the thera-
pist uses systematic strategies to move toward those goals. Usually it is 
the client who brings the change goal(s), although in certain contexts 
(such as addiction treatment or probation) the clinician may by role 
have change goals that the client does not necessarily share, at least at 
the outset.

Four Processes of MI

MI is now described as comprising four processes. The first of these 
is engaging, developing a therapeutic alliance that facilitates working 
together. Client-centered counseling skills are prominent here from the 
very beginning. A second process is focusing, clarifying the goals and 
direction of counseling. With a clear goal in place, the evoking process 
involves eliciting the client’s own motivations for change. It is here that 
the therapist attends in particular to the client’s change talk, seeking 
to evoke, understand, reflect, explore, and summarize it. When there 
seems to be sufficient readiness for change MI proceeds to the fourth 
process of planning. Though the four processes sound linear, in practice 
they are quite recursive. One may double back from planning to evoking 
if motivation seems to wane. It is common for the focus of consulta-
tion to change, and at times it is important to strengthen engagement. 
Somewhat different skills are involved in each process, though the client-
centered engaging skills form a foundation throughout MI.

Underlying Spirit of MI

There is also strong overlap between a person-centered approach and 
what the codevelopers have described as the underlying spirit of MI 
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(Miller & Rollnick, 2013; Rollnick & Miller, 1995). Without this 
larger mindset and “heartset” in practice, MI can be confused with and 
reduced to a set of techniques. Accurate empathy has been a key element 
in MI from the start (Miller, 1983) and is linked to therapeutic efficacy 
(Moyers & Miller, 2013). Empathy is central to the first of four funda-
mentals of the spirit of MI: acceptance, which also includes honoring cli-
ents’ autonomy, affirming their strengths, and respecting each person’s 
absolute worth as a human being. A second component of MI spirit is an 
attitude of partnership, a collaboration between the clinician’s expertise 
and clients’ own expertise about themselves. The component of compas-
sion is the intention to give primacy to the client’s own welfare, growth, 
and best interests. Finally evocation is the mindset of calling forth the 
client’s own wisdom, values, ideas, and plans. Evocation is the opposite 
of a deficit model—that the client is lacking something that the therapist 
needs to install. Rather than communicating “I have what you need, and 
I will give it to you,” the underlying message in MI is “You have what 
you need, and together we will find it.”

Compatibility with Other Methods

MI was never intended to be a comprehensive psychotherapy. It is a 
therapeutic tool for addressing the common issue of ambivalence about 
change. Miller (1983) first conceptualized it as a prelude to or prepara-
tion for treatment, and a surprise in early studies was that after MI cli-
ents often proceeded to change their drinking on their own without seek-
ing further treatment (Miller et al., 1993; Miller, Sovereign, & Krege, 
1988). Thus MI is sometimes practiced as a free-standing treatment, 
often as a brief opportunistic intervention. More commonly, though, MI 
is being combined with other treatments such as cognitive-behavioral 
therapies (Longabaugh, Zweben, LoCastro, & Miller, 2005). A meta-
analysis found that MI had the most enduring effects when it was com-
bined with another active treatment (Hettema, Steele, & Miller, 2005).

In one common adaptation known as motivational enhancement 
therapy (MET), the client is given personal feedback based on individual 
results from standardized assessment measures (Ball, Todd, et al., 2007; 
Miller, Zweben, Diclemente, & Rychtarik, 1992; Stephens, Babor, Kad-
den, & Miller, 2002). This feedback, which concerns the client’s level of 
severity on target symptoms compared to norms, is delivered in an MI 
style. MET may be particularly useful in working with clients at a “pre-
contemplation” level, who perceive little or no reason to change (Miller 
& Rollnick, 2013).
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Basic Engaging Skills of MI

Four clinical microskills derived from client-centered counseling are 
used throughout MI, abbreviated by the mnemonic acronym OARS. The 
O component is to ask Open questions that give clients latitude in how 
to respond. Often intake interviews consist of a long litany of closed, 
short-answer questions that leave the client in a fairly passive role: “I 
ask the questions, and you give me the information I want.” Carl Rog-
ers’s tongue-in-cheek skepticism about assessment was that it’s of limited 
use because the client already knows all this! Beyond the asymmetrical 
power relationship of question and answer, this approach also implies 
that once you have enough information then you will have the solution. 
MI generally avoids this “expert role” where the therapist pretends to 
know more about clients than they do themselves. If change is to be inte-
grated into people’s daily lives, their own expertise about themselves is 
a vital resource. There are also informal guidelines to limit questioning, 
such as not to ask three questions in a row (even open questions).

A is for Affirming. In MI, clinicians watch for and affirm cli-
ents’ strengths and abilities. Each step in the right direction, no mat-
ter how small, is recognized and affirmed. Clients are often asked to 
describe their own strengths, a “self-affirmation” process that tends to 
strengthen therapeutic alliance and reduce defensiveness. Rather than 
focusing on pathology or criticizing shortcomings, the clinician seeks to 
“catch people doing something right.” This affirming of strengths and 
efforts is consistent with communicating positive regard. Some simple 
examples of affirmations are “It took courage to do that” and “That’s a 
really good idea.”

Perhaps the most frequently used microskill in MI is Reflection, 
a key method for experiencing and communicating accurate empathy. 
Simple reflections repeat all or part of what the client said. Though help-
ful at times, they are quite limited and often feel unnatural. Therapeutic 
momentum is much better promoted through complex reflections that 
make a guess about what the person means but has not quite said yet. 
One way to think about this is “continuing the paragraph”—not repeat-
ing what the client has just said but instead saying what might be the next 
phrase or sentence in the paragraph. The goal is to understand clearly 
how clients are experiencing their reality and to reflect that understand-
ing back to them in a way that encourages continued experiencing.

Many therapists learn about reflective listening as part of their early 
training in basic interviewing skills. It is easy to underestimate the diffi-
culty of skillful empathic reflection. High-quality reflective listening is a 
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core skill in MI and in the person-centered approach more generally. The 
majority of responses from a skillful MI practitioner should be reflective 
guesses about the client’s meaning. It can be a challenge for novices as 
well as experienced professionals to rely primarily on empathic reflec-
tion rather than asking questions, offering advice, and relating in other 
ways that impose an external frame of reference.

Finally, the S in OARS is a reminder to Summarize. Summaries play 
an important role in client-centered counseling and have more particular 
uses in MI. They not only show that you have been listening and value 
what clients say enough to remember it; good summaries also link mate-
rial together and can help emphasize certain points.

Beyond the OARS, MI includes a particular way of offering infor-
mation and advice when appropriate. The most general guideline is to 
offer information or advice with permission and not tell clients what 
they already know. A client may ask you for suggestions (“What do you 
think I should do?”), and you can ask directly for permission (“Would 
it be helpful if I told you some things that other people have done that 
worked for them?”). Such offerings in MI are often accompanied by 
autonomy-supporting statements like “You may or may not agree” or “I 
don’t know whether this will concern you or not—it’s up to you, really.” 
Rather than downloading an uninterrupted sequence of information, 
the interviewer offers it in small chunks, checking in regularly for the 
client’s own responses and perceptions, a sequence that Rollnick has 
termed “elicit–provide–elicit” (Rollnick, Miller, & Butler, 2008).

Focusing

Sometimes the focus for conversations about change is set by the con-
text. A person who walks into a smoking cessation clinic does not won-
der what the topic of conversation will be. In more general health and 
social services it is usually the client who offers presenting concerns to be 
addressed. Then there is the situation where the clinician has a focus or 
concern that the client may not share. Brief opportunistic interventions 
are of this kind. A patient comes to a clinic wanting relief from a cough 
and sore throat, and the physician wants to talk about smoking. Proba-
tion officers and disciplinary administrators regularly enter into conver-
sations about change with less-than-eager participants. Many clients are 
referred to addiction treatment services by the courts or relatives and 
offer mostly sustain talk at the beginning. MI can be used in any of these 
circumstances to move toward an identified goal. The focusing process is 
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to identify mutually acceptable goals. When a change goal is prescribed 
by the context or a client is ambivalent, a challenge is to find the client’s 
own motivation to move toward that goal. That is the process of evoking.

Evoking

Evoking is the process that is most unique to MI. Having identified a 
clear focus for the conversation about change, the clinician proceeds 
to steer the conversation toward finding and exploring the client’s own 
motivations for change. This involves three sets of skills for recognizing, 
eliciting, and responding to change talk. This is not to stay that sustain 
talk is ignored or disrespected. When a client offers sustain talk, as hap-
pens naturally in ambivalence, the clinician listens to and often reflects 
it. It is interesting that sometimes when you reflect sustain talk, the cli-
ent responds with the other side of ambivalence. Consider this actual 
exchange:

Client: I really don’t think alcohol is a problem for me.

interviewer: Drinking hasn’t really caused you any problems.

Client: Well, it does. Anybody who drinks as much as I do is bound to 
have some problems.

The MI clinician, however, is particularly interested in finding and 
exploring change talk and usually does not go looking for sustain talk 
(as one might do in a decisional balance intervention). This emphasis 
requires, first, being able to recognize change talk when you hear it and, 
second, realizing that, of all the things clients say to you, this is particu-
larly important material because it predicts change.

Recognizing Change Talk

So, what is change talk? In the most general sense, it is anything clients 
say that signals a move toward or openness to change. You already know 
much about this just by virtue of being a member of society. When you 
ask someone to do something, you pay particularly close attention to 
what he or she says in response to your request because the person’s 
words contain clues as to how likely it is to happen:

“I’ll do it this afternoon.”
“I’ll try to do it.”
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“I might be able to.”
“I would if I could.”

Each culture has a natural language for transactions about change. 
The psycholinguist Paul Amrhein was particularly helpful in clarifying 
and specifying different kinds of change talk in MI (Amrhein, 1992; 
Amrhein, Miller, Yahne, Palmer, & Fulcher, 2003; Moyers et al., 2007).

Some kinds of change talk are termed preparatory in that they sig-
nal inclination toward change without committing to it. Four types of 
preparatory change talk are abbreviated in the acronym DARN: Desire, 
Ability, Reasons, and Need.

Every language on earth has a way of saying “I want” (Goddard & 
Wierzbicka, 1994). Desire statements imply an approach motivation: I 
want, like, wish, prefer, and the like.

“I want to feel less anxious.”
“I would like to lose some weight.”
“I wish I were more comfortable talking to people.”

Ability statements imply the possibility of change:

“I know I can be kinder to my wife.”
“I am able to resist temptation sometimes.”
“I could just keep my mouth shut.”

Reason statements have an if–then quality, expressing a desirable out-
come if the change were made or an undesirable outcome without change.

“If I get arrested again I’ll lose my job.”
“My kids would be happy if I didn’t criticize them so much.”
“I should take my medication so I can concentrate at work.”

Finally, Need statements have an imperative quality of must, have to, 
need to without necessarily stating a reason why:

“Something has got to change in our relationship.”
“I have to get over this performance anxiety.”
“I need to have a better relationship with my kids.”

Other kinds of statements are called mobilizing change talk because 
they signal movement in the direction of change. An acronym here is 
CATs: Commitment, Activation, and Taking steps.
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Commitment language is how we make promises and agreements. 
In a way, the strongest committing speech is also the simplest: I will. I 
do. I promise. There are also endless subtleties to signal greater or lesser 
degrees of willingness:

“I probably will.”
“I promise, I guess.”
“I guarantee that I will.”

Then there are Activation statements that are not quite commitment but 
do signal willingness.

“I’ll consider it.”
“I’m willing to.”
“I might.”

Taking steps statements refer to something the person has already 
done to move toward change. This might occur when a client returns for 
the next session and says:

“I bought a pair of running shoes this week [with the goal of exer-
cising more].”

“I filled the prescription you gave me.”
“I did the diary that you asked me to keep.”
“I went 2 days without smoking this week.”

Change talk matters because it presages change. It literally is clients 
talking themselves into change (Miller & Rollnick, 2004). Some good 
news is that it is not the client’s level of change talk and sustain talk at 
the beginning of a session that predicts change (or the lack thereof); 
rather, it is client speech toward the end of an MI session and the pattern 
over the course of the session (Amrhein et al., 2003). During a successful 
MI session the balance of change talk to sustain talk gradually shifts. 
In an experimental design, this balance rises and drops as the counselor 
shifts back and forth between MI and a more directive method (Glynn 
& Moyers, 2010).

Sustain talk is simply the opposite of change talk. It consists of state-
ments that reflect an inclination toward the status quo and away from 
change. If the topic were whether to begin exposure-based treatment for 
posttraumatic stress disorder [PTSD], a client might say:
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“I really don’t want to do it!” [Desire]
“I can’t do it.” [Ability]
“It would bring up all of those memories for me again.” [Reason]
“I don’t need to do it.” [Need]
“I’m not going to do it, period.” [Commitment]
“I’m not ready.” [Activation]
“I cancelled my appointment.” [Taking steps]

With people who are ambivalent, it is normal to hear both change 
talk and sustain talk together, even in the same sentence and often with 
a “but” in the middle.

“I want to [change talk], but I don’t think I can do it [sustain talk].”
“I’m not very happy about it [sustain talk], but I need to [change 

talk].”
“It’s not what I want to do [sustain talk], it’s what I’m going to do 

[change talk].”

The key to recognizing change talk is to tune your ear to hear it so that 
it stands out in your perception whenever it occurs.

Eliciting Change Talk

You don’t have to wait for change talk to occur (though with ambivalent 
people you’re likely to hear it regardless). There are evoking skills that 
invite clients to express change talk.

Perhaps the easiest and most common way to elicit change talk is to 
ask for it with an open question. This involves thinking one step ahead: 
If I ask this, what is the client likely to answer? Consider the expected 
answers to these open questions:

“What are some good reasons for you to make this change?” 
[Change talk]

“Why haven’t you done it?” [Sustain talk]
“Knowing what you do about yourself, how might you be able to 

do it?” [Change talk]
“What do you like about how things are now?” [Sustain talk]

Ask open questions the answer to which is change talk.
Another evoking strategy involves looking ahead, asking clients 
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what could be the advantages of making the change and what might 
happen if they continue on their present course. Exploring hopes and 
values also can be useful.

“How would you like for your life to be different a year from now?”
“What is the worst that might happen if you keep on as you have 

been?”
“What do you care about most? How would you like to be remem-

bered?”

A simple scaling question is to ask “On a scale from 0 to 10, where 
0 is not at all important and 10 is the most important thing in your life 
right now, how important would you say it is for you to       ?” 
The client offers a number, perhaps a 4. Which would be the better 
follow-up question?

“And why are you at a 4 instead of 0 or 1?”
“And why are you at a 4 instead of a 6 or 7?”

The answer to the former is likely to be change talk, whereas the answer 
to the latter would probably be sustain talk.

These are just a few examples of ways to evoke change talk. There 
are hundreds of ways to do it, and you get immediate feedback from 
your client as to whether you’re doing it well.

Responding to Change Talk

When you hear change talk, don’t just sit there. If you respond in par-
ticular ways, you are likely to hear more change talk. For those four 
ways there is yet another acronym: EARS.

Actually EARS is just OARS with the first letter changed to an E 
because it is a specific type of open question—one that asks for Elabora-
tion or an Example. If a client were to say “I think I would feel better if 
I exercised more,” an E response could be:

“In what ways do you think you would feel better?”
“When have you felt good after exercising? Give me an example.”
“How do you think exercising more might help you?”

All of these encourage the client to keep exploring the change talk theme 
that was just offered. Ask such questions with curiosity and a desire to 
understand better what the person means.
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A again is for Affirm. You can offer a statement of appreciation or 
encouragement in response to change talk:

“Good for you!”
“That sounds like a good idea!”
“You really want to stay healthy.”

Perhaps the most natural response to change talk is to Reflect it. 
This again encourages the person to keep exploring and elaborating on 
the change talk.

Client: We just never talk. We don’t communicate.

interviewer: You’d like to be communicating better. [Simple reflec-
tion]

Client: Yes! Sometimes we go for hours at home without saying any-
thing.

interviewer: That sounds kind of lonely. [Complex reflection]

Client: Well, it is. I feel like he takes me for granted.
interviewer: And you would like to feel closer and cared for. [Com-

plex reflection, continuing the paragraph]

Client: Isn’t that what a marriage is all about?

interviewer: It’s really important to you, important enough that you’re 
willing to work on it. [Trying out some additional change talk]

Client: I am.

In general training on empathic listening, there is often little guidance 
about what to reflect out of all that a client says. In MI, it is particularly 
important to hear and reflect the client’s change talk.

Similarly, although Summarizing is often taught as a basic coun-
seling skill, there are usually few guidelines about what to include in a 
summary. In MI, one is first listening for and evoking change talk and 
reflecting it when it occurs. As change talk accumulates, the clinician 
offers summaries that pull it together. Each bit of change talk is like a 
flower, and the interviewer is assembling a bouquet. After hearing two 
or three flowers, offer back a small summary:

“So far, you’ve said that you would like to be communicating bet-
ter in your relationship and you wish you would spend more time 
together doing fun things instead of just the routine. How else do 
you think you might strengthen your relationship?”
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The open question invites more flowers, and as they come the bouquet 
grows larger. When you sense that you have collected all the change talk 
that is readily available, you can offer a recapitulation summary that 
pulls it all together. Thus, clients first hear themselves expressing change 
talk, then hear it again as you reflect it, and then hear it again in summa-
ries alongside their other change talk. This is a path out of ambivalence, 
and one that is more difficult to do alone, when self-talk tends to vacil-
late between change talk and sustain talk that negate each other.

Planning

The fourth process in MI is planning, developing a specific plan for how 
to implement change or at least a first step. Clients often signal you that 
they are ready to begin the planning process by offering more mobiliz-
ing change talk and less sustain talk. You can test the water by offering 
a recapitulation summary of change talk and then asking a key question 
the essence of which is “So, what next?”

“Given what you’ve said so far, what do you think you ought to 
do?”

“So, what are you thinking at this point about how to proceed?”
“If you do want to move in this direction, what might be a good 

first step for you?”

Perhaps the main point about planning in MI is that you are still 
evoking the plan from the client, drawing on the person’s expertise. The 
MI style encourages a change plan that comes primarily from the client 
rather than the therapist. Switching into a directive mode at this point 
can undermine the motivational progress that has been made. As stated 
earlier, it is fine to offer some information or advice with permission, 
but beware of uninvited advice. What is the person ready, willing, and 
able to do? You may encourage the client to think about change with 
questions like “How do you think you can make that happen?” At times, 
clients may be motivated to change but not know what they need to do 
in order to accomplish the change (e.g., to reduce panic attacks). At such 
times, your own expertise is a useful and necessary part of therapy. The 
issue isn’t whether or not advice and suggestions are offered but rather 
how and when they are offered. In MI, this input is given by a therapist 
who assumes the role of guide or change consultant. A guide doesn’t 
decide when or where you should go but instead helps you get to where 
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you want to go. If the client wishes, you may make suggestions about 
various possible ways to proceed, with the attitude that the client will 
choose those options that fit best at present. For example, a therapist 
might say the following to a client who appears ready to change but 
doesn’t know how to do it: “I have some thoughts about approaches that 
have been helpful for other people with a similar problem. Would you be 
interested in hearing them?” In this way, the therapist conveys respect 
for the clients’ ability to choose what’s best for them while being ready 
to provide input to facilitate change.

We should note that people often vacillate in their degree of motiva-
tion and ambivalence within and across sessions. As Mahoney (2001) 
suggested, change is best described as an oscillating process. It is sel-
dom linear or unidimensional. Most people who seek therapy have more 
than one concern or are weighing change at various levels—for example, 
depression is often accompanied by relationship problems and substance 
abuse. There may be different degrees of motivation for change in these 
different problem areas. In addition, Arkowitz and Burke (2008) and 
Zuckoff, Swartz, and Grote (Chapter 6, this volume) distinguish between 
motivation to change the overall problem (e.g., anxiety) and motivation 
to engage in the actions necessary to accomplish the change. A person 
highly motivated to decrease distress may nevertheless be unwilling to 
pursue a particular strategy for doing so. There may be ambivalence 
about one or both of these.

It is normal for there to be multiple goals. More than half of those 
with a diagnosis of either an anxiety or depressive disorder meet the cri-
teria for at least one additional anxiety or depressive disorder (Brown, 
Campbell, Lehman, Grisham, & Mancill, 2001). With substance use 
disorders as with many others, comorbidity seems to be the rule rather 
than the exception (Miller, Forcehimes, & Zweben, 2011). Clients may 
be at different stages of readiness for change in each problem area. A cli-
ent might be highly motivated to work on his or her anxiety disorder but 
disinclined to change his or her substance use. Fortunately, therapeutic 
change in one problem area is often associated with improvement in 
other problem areas (Newman, Przeworski, Fisher, & Borkovec, 2010).

Resistance

In the first two editions of Motivational Interviewing (Miller & Roll-
nick, 1991, 2002) the concept of resistance was prominent. In fact, dur-
ing the first decade or two a common motivation for clinicians to seek 
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MI training was the unanswered question “How can I deal with my 
most resistant and difficult clients?”

The third edition (Miller & Rollnick, 2013) signaled a significant 
shift away from the concept of resistance, which as noted earlier has 
somewhat pejorative overtones that imply it is a client problem. Two 
findings prompted this movement away from “resistance.” The first 
was abundant evidence that the behavior termed “resistance” is highly 
responsive to therapist style. It can literally be dialed up or down by 
changes in therapist response (Glynn & Moyers, 2010; Patterson & For-
gatch, 1985). It takes two to “resist.” Secondly, it became clear that most 
of what had been described as resistance was merely sustain talk, a nor-
mal manifestation of ambivalence.

If one subtracts sustain talk from resistance, what is left? Miller and 
Rollnick (2013) termed it “discord,” behavior that signals dissonance 
in the therapeutic relationship. Unlike sustain talk, which is about the 
change target, discord statements often contain the word “you”:

“You don’t understand how hard it is for me.”
“You can’t tell me what to do.”
“I’m not sure if you can really help me.”
“You’re not listening to me.”

Both sustain talk and discord are highly responsive to therapist style, 
and high levels of either predict a lack of change.

Both sustain talk and discord are important and warrant your 
notice and response. Our clinical experience, however, is that if you start 
with an MI style from the beginning you are unlikely to encounter much 
discord along the way. Sustain talk will still be there, of course, because 
it is normal with ambivalence, but as MI proceeds sustain talk tends 
to wane while change talk increases. Neither is sustain talk or discord 
necessarily a product of client pathology; both are clearly responsive to 
interpersonal dynamics.

Relationship of MI to Other Psychotherapies

MI is more of a “way of being” with people than it is another “school” 
of therapy (Rogers, 1980). Yet, as in other types of psychotherapy, the 
goal is to facilitate therapeutic change. In this section, we will compare 
and contrast MI with other psychotherapies and briefly discuss how MI 
can be used in conjunction with these other therapies.
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While MI is strongly rooted in Carl Rogers’s client-centered ther-
apy, it also shares similarities with other therapeutic approaches. MI 
and psychoanalytic therapies view ambivalence or resistance as provid-
ing meaningful information that can be used productively in therapy. 
However, they differ sharply in the types of information that they con-
sider important and how they respond to it. In psychoanalytic theories, 
resistance is usually thought of as conflict, mostly unconscious, between 
the client and therapist. A central construct in psychodynamic theories 
and therapies is transference, the unconscious tendency for the client to 
assign to the therapist feelings and attitudes associated with the client’s 
early significant and problematic relationships, especially with parents, 
early in life. In this context, resistance provides clues to repressed con-
flicts that are carried over from the past, and re-enactment in therapy 
allows the therapist to help the client resolve the resistance and the early 
conflicts associated with it. By contrast, MI is almost entirely focused on 
the here and now, without a priori views about why ambivalence occurs. 
Ambivalence and discord are not seen as reflecting pathology. In MI, 
what is important is to understand the client’s perspective and evoke his 
or her own motivations for change.

In cognitive-behavioral therapy (CBT) ambivalence is seldom 
discussed and is not given any special status, though some behavior 
therapists (e.g., Patterson & Forgatch, 1985) and cognitive-behavioral 
therapists (e.g., Leahy, 2002) have addressed resistance. A behavioral 
perspective attributes “resistance” to the therapist’s inadequate con-
ceptualization of the conditions that control the behaviors. Cognitive 
therapists (e.g., Beck, Rush, Shaw, & Emery, 1979) regard resistance as 
providing information about a client’s distorted thinking and beliefs. For 
example, when a depressed client in cognitive therapy doesn’t comply 
with homework assignments, cognitive therapists search for the beliefs 
and schemas that may be causing the resistance, such as pessimism about 
change.

In contrast to MI, CBT is a fairly didactic approach that emphasizes 
teaching clients new behaviors and ways to correct dysfunctional beliefs. 
CBT operates largely from a deficit model, implying that the client’s 
problems emanate from something that is missing (e.g., skills, rational 
thinking, appropriate contingencies) that the therapist can teach. The 
use of the phrase “homework assignments” in CBT highlights the role 
of the therapist as more of a teacher in the change enterprise. The CBT 
therapist is regarded as an expert who can provide direction for the cli-
ent in facilitating change. By contrast, MI involves more of an equal 
partnership than an expert–patient relationship.
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MI has the potential for enhancing the effectiveness of CBT and 
other therapies. MI can provide a context for integrative therapy and the 
use of cognitive-behavioral methods (Arkowitz, 2002; Engle & Arkow-
itz, 2006; Miller, 1988). Strategies of both cognitive-behavioral and psy-
choanalytic therapies (such as structuring between-session activities in 
the former and giving interpretations in the latter) can be conducted in 
the context of a relationship that is more congruent with MI rather than 
in a manner that is more expert-driven. With the benefits of accurate 
empathy and evoking clients’ own motivations for change, MI has the 
potential to enhance the efficacy of other active treatments.

How Effective Is MI?

How well does MI work, for what, and for whom? Across four decades 
a large body of research has accumulated to answer these questions. 
We summarize this literature here in three sections: (1) the efficacy of 
MI in clinical trials, (2) the relative efficacy of MI when compared with 
other approaches, and (3) studies of clinical effectiveness—how well the 
method holds up in community practice, outside the controlled condi-
tions of clinical research. The MI website includes a cumulative bibliog-
raphy of this literature (see www.motivationalinterviewing.org).

Efficacy Trials

Randomized clinical trials are often considered to be the gold standard 
in demonstrating treatment efficacy. In these studies participants agree 
to be randomly assigned to receive different treatments (such as MI or a 
comparison condition). Those in the comparison condition may receive 
no treatment, be placed on a waiting list, or receive treatment as usual 
or a different type of treatment. As we completed this chapter, more 
than 200 randomized clinical trials had been published for interventions 
identified with MI, along with many reviews and meta-analyses summa-
rizing research findings (Britt, Hudson, & Blampied, 2004; Heckman, 
Egleston, & Hofmann, 2010; Hettema et al., 2005; Lundahl et al., 2013; 
Lundahl, Kunz, Brownell, Tollefson, & Burke, 2010; Rubak, Sandbaek, 
Lauritzen, & Christensen, 2005).

Several general conclusions may be drawn from this literature. 
There is strong evidence that MI can be effective in triggering behav-
ior change, with average effect size generally in the small to medium 
range across a wide variety of target problems. Another clear pattern is 
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high variability in the efficacy of MI across studies, therapists, and sites 
within multisite trials, related in part to the quality or fidelity of MI that 
is delivered (Miller & Rollnick, 2014). The outcome literature ranges 
from null findings to large effect sizes, suggesting that other unidentified 
factors may mediate or moderate the efficacy of MI. As with many psy-
chotherapies, the specific effect of MI tends to diminish with the length 
of follow-up. An interesting exception is that MI has continued to show 
a sizable effect (0.6) that holds up over time when MI is added to another 
active treatment (Hettema et al., 2005). MI and other treatment meth-
ods seem to have a synergistic effect. MI may increase the efficacy of 
other methods by enhancing adherence, and the efficacy of MI benefits 
from the additive effect of adhering to another active treatment. In many 
such studies MI was used as a pretreatment to another therapy. Some 
studies have found that the effectiveness of MI is greater with clients 
who have more severe problems (e.g., Handmaker, Miller, & Manicke, 
1999; Westra, Arkowitz, & Dozois, 2009).

Relative Efficacy of MI

What happens when MI is compared directly with other treatment meth-
ods? Here, MI is not added to another approach, but instead clients are 
assigned at random to receive MI or a different treatment. Across stud-
ies, people receiving MI tend to show more change relative to those given 
advice or treated with educational, didactic, or persuasive interventions. 
When MI is compared with other active treatment approaches (such as 
CBT), outcomes tend to be similar, though the MI treatment usually 
involves fewer sessions (Babor & Del Boca, 2003; Hodgins, Currie, & 
el-Guebaly, 2001; Marijuana Treatment Project Research Group, 2004; 
UKATT Research Team, 2005).

Clinical Effectiveness

Published studies tend to show significant positive effects of MI on 
behavior change under the highly controlled conditions of a randomized 
clinical trial, though there are also noteworthy examples of null find-
ings (e.g., Miller, Yahne, & Tonigan, 2003). Efficacy trials, however, do 
not guarantee effectiveness when MI is applied by frontline clinicians 
under ordinary conditions of community practice with diverse popu-
lations (Ball, Martino, et al., 2007). Nevertheless, many studies have 
demonstrated significant clinical benefits of MI when delivered by front-
line providers for problems such as alcohol (e.g., Senft, Polen, Freeborn, 
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& Hollis, 1997) and drug abuse (e.g., Bernstein et al., 2005; Marijuana 
Treatment Project Research Group, 2004), hypertension (e.g., Woollard 
et al., 1995), smoking (e.g., Heckman et al., 2010), and health promo-
tion (e.g., Resnicow et al., 2001; Thevos, Quick, & Yanduli, 2000).

Several aspects of the clinical trial literature are also encouraging in 
regard to generalizability. MI has shown efficacy across a wide range of 
target problems, populations, providers, and nations. U.S. studies of MI 
with ethnic minority populations have shown, on average, substantially 
larger effects than those with primarily white Anglo-American popula-
tions (Hettema et al., 2005). MI may offer advantages in cross-cultural 
counseling, particularly because of the therapist’s focus on understand-
ing the client’s unique context and perspective. Furthermore, studies in 
which clinicians delivered manual-guided MI showed smaller effects 
than those observed when MI did not follow the constrained guidelines 
of a manual (Hettema et al., 2005). This finding is consistent with an 
emphasis on the overall approach or spirit of MI rather than on spe-
cific techniques, and overly prescriptive manuals run the risk of decreas-
ing therapist flexibility in a way that disadvantages effective use of the 
method. In any event, across multiple trials these findings indicate that 
MI is applicable to a range of populations and problems and does not 
require the structure of a procedural manual and adherence monitoring. 
Nevertheless, adequate training is needed for clinicians to be able to 
deliver MI with sufficient fidelity to impact client outcomes (Miller & 
Rollnick, 2014).

Why Does MI Work?

When the effectiveness of a therapy varies across providers and pro-
grams, it suggests the need to understand the critical elements that con-
tribute to its effects. One component of MI regarded by its codevelopers 
(Miller, 1983; Miller & Rollnick, 1991) as central to its efficacy is the 
therapist quality of accurate empathy (Rogers, 1959; Truax & Carkhuff, 
1967). Sometimes misunderstood as having had similar life experiences, 
accurate empathy actually refers to a learnable clinical skill for identify-
ing and reflecting the client’s own experiencing. In research preceding 
the introduction of MI, therapist interpersonal skill in this domain pre-
dicted subsequent client change (Miller, Taylor, & West, 1980; Truax & 
Carkhuff, 1967; Valle, 1981).

As practiced within MI, accurate empathy blends with other inter-
personal skill components to constitute an underlying MI spirit, assessed 
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by global ratings of clinician–client interactions (Baer et al., 2004; Miller 
& Mount, 2001; Moyers, Martin, Catley, Harris, & Ahluwalia, 2003; 
Moyers, Martin, Manuel, Hendrickson, & Miller, 2005). Observers’ 
ratings of clinicians on this global scale predict more favorable client 
responses during an MI session (Moyers, Miller, & Hendrickson, 2005). 
Thus, one important component of the impact of MI appears to be the 
quality of the therapeutic relationship, reflected particularly in the skill 
of accurate empathy (Moyers & Miller, 2013).

Miller (1983) further hypothesized that MI would work by caus-
ing clients to verbalize their own arguments for change. Client ambiva-
lence is resolved in the direction of change as clients express aloud the 
disadvantages of the status quo, the advantages of change, and their 
ability and intentions to change (Miller & Rollnick, 1991). Such cli-
ent statements are now called change talk, and the strategic eliciting of 
client change talk differentiates MI from more general client-centered 
counseling (Miller & Rollnick, 2013). A wide range of studies has now 
confirmed a relationship between change talk expressed by clients dur-
ing MI sessions and subsequent behavior change (Amrhein et al., 2003; 
Bertholet et al., 2010; Gaume et al., 2010; Hendrickson et al., 2004; 
Moyers et al., 2007, 2009).

In contrast, client speech that defends the status quo (sustain talk) 
predicts a lack of subsequent change (Amrhein et al., 2003; Miller, Bene-
field, & Tonigan, 1993). The more a client argues against change, the 
less likely it is to happen. This is not particularly surprising in itself 
(“Resistant clients don’t change”). The implications for practice come 
from findings that client resistance is strongly influenced by the clini-
cian’s counseling style (Miller, Benefield, & Tonigan, 1993; Patterson & 
Forgatch, 1985). An important part of the impact of MI training may 
be to decrease counselors’ countertherapeutic responses that evoke sus-
tain talk and discord associated with poorer outcomes (White & Miller, 
2007)

Much remains to be learned about the mechanisms underlying the 
efficacy of MI. Our current understanding of how MI works is this. If 
the clinician counsels in a way that elicits client defensiveness and sus-
tain talk, change is unlikely to follow. If, on the other hand, the clinician 
provides accurate empathy and counsels in a way that evokes clients’ 
own motivations for and commitment to change, then behavior change 
often follows.

A more complex question would be “Why or under what conditions 
does change talk lead to change?” Is change talk itself causal, or does 
it simply reflect some underlying process that leads to change? Simply 
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reading, writing, or chanting change talk seems unlikely to effect change. 
Neural activation patterns during spontaneous change talk are quite dif-
ferent from those with artificially induced change talk (Feldstein Ewing, 
Filbey, Sabbineni, Chandler, & Hutchinson, 2011).

Are there clients for whom MI is particularly indicated or contra-
indicated? Here the evidence base is thin, but a trend is apparent. The 
more resistant (oppositional, angry) a client, the greater seems to be the 
advantage of MI relative to more prescriptive approaches (Karno & 
Longabaugh, 2004, 2005; Project MATCH Research Group, 1997). MI 
was specifically developed for clients who are ambivalent and less ready 
to proceed with change. Conversely, MI has been found to be unhelpful 
for people who have already decided to change. Within the new four-
process model of MI (Miller & Rollnick, 2013), it is the evoking pro-
cess that is unnecessary if a client is already prepared for change, and 
the appropriate method (with adequate engaging) would be to proceed 
to planning. Continuing to use evoking with clients who are already 
highly motivated may damage therapeutic rapport or even lead to drop-
out because therapist and client are not on the same page.

How Do Clinicians Learn MI?

Understanding how and why a treatment method works is helpful in 
knowing how to help clinicians learn it. This section focuses on what is 
known about how counselors learn the method of MI.

Eight Skills in Learning MI

Miller and Moyers (2006) have described eight skills by which clinicians 
acquire proficiency in MI. The first of these involves at least openness 
to the underlying assumptions and spirit of the method: a collaborative 
rather than prescriptive approach, eliciting motivation from the client 
rather than trying to install it, and honoring client autonomy rather than 
taking a more authoritarian or confrontational stance. Internalization 
of this overall spirit increases with practice, but one is unlikely to learn 
MI (or want to) without first being willing to entertain the feasibility 
of this approach. Learning MI is, in our experience, particularly diffi-
cult for those with a directive-expert perspective on the helping process. 
At the University of Arizona, Arkowitz has taught a semester-long MI 
practicum for students primarily trained in the directive style of cog-
nitive-behavioral therapy. At first, MI seems to students like not doing 
anything useful. As their skill in MI progresses, however, the evidence 
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of client changes usually convinces them that they are indeed “doing” 
something therapeutic with MI.

A next task, and a challenging one in itself, is to develop profi-
ciency in the interpersonal skills of client-centered counseling, partic-
ularly accurate empathy. A skillful clinician makes reflective listening 
look easy, but it is a proficiency that is developed and honed over years 
of practice. To take the next steps in MI, the clinician needs skill and 
comfort in forming accurate reflections that move the client forward, 
encouraging continued exploration.

MI differs from client-centered counseling in the focus of MI on 
ambivalence and in particular on change talk. A third skill in learning 
MI, then, is for the counselor to learn to recognize change talk when 
hearing it, and to distinguish it from other forms of client speech. Being 
able to recognize change talk, the clinician next learns how to elicit and 
reinforce it. In other words, the counselor employs specific strategies to 
evoke change talk and responds differentially in order to increase and 
strengthen it. This is linked to a fifth skill, learning how to respond to 
sustain talk and discord so as not to increase it.

The exploration of client ambivalence can continue almost indefi-
nitely, and there is another skill in knowing when the client is ready to 
proceed to planning. Helping clients to formulate change plans repre-
sents a sixth skill in learning MI. Prematurely pursuing a change plan, 
however, can elicit pushback, increasing client commitment to the status 
quo. In MI, the change planning process continues to be one of collabora-
tive negotiation. With a change plan developed, it remains to engage cli-
ent commitment to the plan—a seventh task in acquiring MI skillfulness.

Finally, there is the skill of flexibly blending MI with other thera-
peutic methods. MI was never intended to be a comprehensive treat-
ment, displacing all others. In fact, some of its most consistent beneficial 
effects are in combination with other forms of treatment. Some counsel-
ors with a high level of skill in MI sometimes have difficulty switching 
back and forth flexibly with other styles when needed (Miller, Moyers, 
Arciniega, Ernst, & Forcehimes, 2005). Others find a way to blend the 
clinical style of MI with other therapeutic approaches without a feeling 
of switching back and forth (Longabaugh et al., 2005).

Initial Training

From the above-described set of skills, it is apparent that there is only so 
much a practitioner could learn from a one-time workshop on MI. Even a 
2- to 3-day initial workshop led by a proficient MI trainer is likely to pro-
vide primarily an introduction to the basic style and spirit of MI, first steps 
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toward learning reflective listening, and an ability to recognize change 
talk. A workshop is not the means but rather the beginning of learning MI. 
Some ambitious learning goals for an introductory workshop are:

1. To understand the underlying spirit and approach of MI.
2. To recognize reflective listening responses and differentiate them 

from other counseling responses.
3. To be able to provide at least 50% reflective listening responses 

during a conversation.
4. To recognize change talk and be able to differentiate commit-

ment language from other types of change talk.
5. To list and demonstrate several different strategies for eliciting 

client change talk.

A workshop without follow-up, however, is unlikely to make a 
significant difference in practice. In an initial evaluation of Miller’s 
own 2-day workshop, clinicians were able to demonstrate some skills 
on demand, but the changes in ongoing practice were minimal (Miller 
& Mount, 2001). More tellingly, there was no change in how clients 
responded to their therapists (e.g., change talk) after the workshop, sug-
gesting no likely improvement in client outcomes.

What does seem to help in initially learning MI is a combination 
of ongoing feedback and coaching. This is sensible in that these two 
components—personal feedback and performance coaching—are help-
ful in learning most any complex skill. To yield a significant gain in 
clinical skill in MI, an introductory workshop should be followed by 
some ongoing individual feedback and coaching based on observation of 
actual practice with clients (Miller, Yahne, Moyers, Martinez, & Pirri-
tano, 2004). Graduate training affords an opportunity for such ongoing 
shaping of clinical skillfulness. As mentioned earlier, the University of 
Arizona clinical psychology graduate program has offered a practicum 
on MI that involves lectures and discussion, demonstrations, roleplay-
ing exercises, and ongoing supervision of clinical cases referred from 
the community. In a randomized trial of MI training strategies, thera-
pists’ clients showed increased change talk only when both feedback and 
coaching were provided after initial training (Amrhein, Miller, Yahne, 
Knupsky, & Hochstein, 2004).

Continuing to Learn

Excellent introductory training in MI, even with a few months of coach-
ing support, still constitutes only an introduction to the clinical method. 
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(Imagine a 2-day workshop to learn psychoanalysis, tennis, piano, or 
chess.) The real learning is in doing, and that requires ongoing practice 
with feedback.

As it turns out, the needed feedback is built into the process of MI 
and depends upon knowing what to watch for. In response to a good 
reflective listening statement, the person keeps talking, reveals a bit 
more, explores a little further. The very process of reflective listening 
helps the counselor improve because clients continually provide imme-
diate corrective feedback. In response to a reflection, a client basically 
says “Yes” or “No,” “Yes, that’s right,” or “No, that’s not quite what 
I meant,” and in either case tends to continue the story and elaborate. 
This is the kind of feedback that permits learning, just as reliable as see-
ing where the golf ball goes after a swing.

Similarly, once one knows the sequence of client language in suc-
cessful MI, there is immediate feedback as to how sessions are going. 
Counselor responses that lead to change talk are the “right stuff.” In 
essence, client change talk becomes a reinforcer for counselor behavior. 
Counselors also learn what responses evoke sustain talk and discord. 
In essence, sustain talk or discord serves as an immediate signal not to 
repeat that response but to try another approach. In this way, clients 
become your teachers, offering ongoing information much as archers 
receive immediate feedback after each arrow shot in target practice.

There are other possible aids to continued learning of MI beyond 
the feedback provided by clients themselves. Computerized simu-
lated encounters have been developed to which clinicians can generate 
responses and receive feedback (e.g., Baer et al., 2012). Recording and 
listening to one’s own sessions can be helpful, particularly when using 
a structured coding system to focus on particular processes within MI 
sessions (Lane et al., 2005; Madson & Campbell, 2006; Pierson et al., 
2007). Such session recordings can also be reviewed by a supervisor or 
coach whose task it is to help clinicians develop skill in MI. Some clini-
cians form peer learning groups to review session recordings together 
and discuss ongoing challenges in applying MI.

Conclusions

In its relatively brief life, MI has already had a significant impact on both 
research and practice for helping people change. A large evidence base 
has accumulated supporting the efficacy of MI in addressing a number 
of problematic health and lifestyle behaviors. Much has been learned 
about how to help practitioners develop proficiency in MI. A puzzling 
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phenomenon is the high variability in efficacy across studies, sites, and 
therapists, suggesting a need to understand better what factors influence 
the effectiveness or ineffectiveness of MI (Miller & Rollnick, 2014).

MI took root first in addiction treatment and medical health 
care. Applications of MI within mainstream mental health services, as 
reflected in this volume, is a newer enterprise. Studies continue to explore 
its utility with common clinical problems such as anxiety, depression, 
eating disorders, suicidality, and other issues that bring people to seek 
psychotherapy. MI has potential not only as a “stand-alone” treatment 
but perhaps more importantly as an approach that can be combined or 
integrated with other effective therapeutic methods. A meta-analysis of 
treatments (primarily CBT) for depression and some anxiety disorders 
by Westen and Morrison (2001) has revealed considerable efficacy, but 
with one-half to two-thirds of clients showing significant improvement. 
However, there is considerable room for improvement in treatment reten-
tion, reduction of problem severity, and prevention of recurrences. Using 
MI as a pretreatment for CBT (e.g., Westra, Arkowitz, & Dozois, 2009) 
or delivering other evidence-based treatments such as CBT in the “MI 
spirit” (Arkowitz & Burke, 2008; Miller, 2004) both have the potential 
to improve upon these results.

Some promising starts have been made to understand how and why 
MI facilitates change. Therapist empathy, client change talk, and dimin-
ished “resistance” all seem to play a role in the efficacy of MI, but still 
we are just getting started in understanding the specific and relational 
elements that yield change (Miller & Rose, 2009). Research on the criti-
cal elements and processes within MI will continue to inform practice, 
quality assurance, and training of MI. Look how far we’ve come! How 
can we still have so far to go?
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cognitive-behavioral therapies (CBT) have demonstrated efficacy for 
a wide variety of problem areas (Butler, Chapman, Forman, & Beck, 
2006), and this is particularly the case for the treatment of emotional 
disorders, such as anxiety and mood disorders (Hollon & Beck, 2013). 
Nevertheless, a significant percentage of clients fail to respond to “gold 
standard” CBT (as well as other evidence-based approaches; Lambert, 
2013), with many of these individuals failing to engage sufficiently in 
treatment and/or terminating prematurely (Boswell, Llera, Newman, & 
Castonguay, 2011; Swift & Greenberg, 2012). Clinicians and research-
ers have increasingly recognized the potential for enhancing the effec-
tiveness of CBT through the integration of specific strategies aimed at 
facilitating client engagement and retention (e.g., Arkowitz & Westra, 
2004; Constantino, Castonguay, Zack, & DeGeorge, 2010). Motiva-
tional interviewing principles and strategies hold considerable promise 
for achieving these aims (Constantino, DeGeorge, Dadlani, & Overtree, 
2009).
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Clinical Problems and Usual Treatments

Decades of research have led to the identification of numerous evidence-
based psychological treatments for specific problems (Lambert, 2013; 
Nathan & Gorman, 2007). Although the impact on behavioral health 
has been considerable, the treatment research Zeitgeist has led to the 
proliferation of treatment manuals that prescribe narrowly defined 
techniques aimed at narrowly defined problems (Boswell & Goldfried, 
2010; Norcross, 2005). The ever narrowing slicing of problem areas to 
be studied and treated has no doubt been influenced by recent iterations 
of the Diagnostic and Statistical Manual of Mental Disorders (e.g., 
DSM-IV-TR, DSM-5; American Psychiatric Association, 2000, 2013). 
However, the field has recognized the conceptual, empirical, and practi-
cal limitations of this approach to the study and treatment of common 
mental health problems (Barlow, Allen, & Choate, 2004), leading to the 
development of principle-driven integrative, transdiagnostic treatments.

Basic and applied psychological research has questioned the utility 
of DSM disorder constructs in the assessment and treatment of psy-
chological problems (Brown & Barlow, 2009). For example, research 
has demonstrated a considerable degree of overlap among various 
anxiety and mood disorders where high rates of current and life-
time comorbidity have consistently been observed (Brown, Campbell, 
Lehman, Grisham, & Mancill, 2001; Kessler et al., 2005; Zimmerman, 
Chelminski, & McDermut, 2002). The high degree of comorbidity may 
be explained by the presence of common underlying factors that con-
tribute to the etiology and maintenance of diverse emotional problems 
(Andrews, 1996; Tyrer, 1989; Wolfe, 2011), with manifest differences 
(e.g., fear of social evaluation vs. contamination) representing relatively 
superficial variations of the same process. In fact, research in the areas 
of neuroscience (e.g., Etkin & Wager, 2007), emotion science (e.g., Fel-
lous & LeDoux, 2005; LeDoux, 1996), and psychopathology (Brown, 
2007) has elucidated common higher-order dimensions of temperament 
that underlie emotional difficulties, most significantly negative/posi-
tive affect and behavioral inhibition/activation (Brown, 2007; Brown, 
Chorpita, & Barlow, 1998; Carver & White, 1994; Watson & Clark, 
1984). These dimensions have been linked to other observed shared 
factors, such as cognitive–emotional processing biases (Beck & Clark, 
1997; Dalgleish & Watts, 1990; McLaughlin, Borkovec, & Sibrava, 
2007; Mobini & Grant, 2007) and increased emotional reactivity and 
cognitive-behavioral avoidance (Brown & Barlow, 2009; Campbell-Sills, 
Barlow, Brown, & Hofmann, 2006).
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Although the aim of developing manualized protocols has been to 
facilitate training and implementation of evidence-based psychosocial 
interventions, from the perspective of clinical practice the abundance of 
increasingly specific treatment manuals (many of which include minor 
and somewhat trivial variations in treatment procedures) has actually 
led to an increased burden on practicing clinicians and trainees as well 
as significant strain on transportability and dissemination (McHugh & 
Barlow, 2010). This reality has led to the development of transdiagnostic 
CBT treatments that integrate common evidence-based change strategies 
(Fairburn, Cooper, & Shafran, 2003; Norton & Philipp, 2008). Driven 
by the accumulating empirical psychopathology and emotion science 
literature, the Unified Protocol for Transdiagnostic Treatment of Emo-
tional Disorders (UP; Barlow et al., 2011a, 2011b) is a unique example 
of this transdiagnostic focus. Along with the integration of evidence-
based CBT change strategies, the UP seeks to target directly core mecha-
nisms implicated in the development and maintenance of anxiety, mood, 
and related disorders.

The Unified Protocol

The UP is a transdiagnostic emotion-focused CBT treatment designed 
to be applicable to mental health conditions that involve a prominent 
emotional component (e.g., mood, anxiety, and somatic symptom dis-
orders). The UP is composed of a series of treatment modules: Motiva-
tion Enhancement for Treatment Engagement (Module 1); Recognition 
and Tracking of Emotional Experiences (Module 2); Emotion Awareness 
Training (Module 3); Cognitive Appraisal and Reappraisal (Module 4); 
Emotion Avoidance and Emotion-Driven Behaviors (Module 5); Aware-
ness and Tolerance of Physical Sensations (Module 6); Interoceptive 
and Situational Emotion Exposures (Module 7); and Relapse Preven-
tion (Module 8; Payne, Ellard, Farchione, Fairholme, & Barlow, 2014). 
Each module includes one or more core intervention strategies that are 
embedded within an evidence-based principle of change (Boswell, 2013). 
A modular framework was chosen to enhance-flexibility of application; 
for example, more time and attention to emotion driven behaviors (e.g., 
social withdrawal) may be needed with depressed clients. Material from 
previously covered modules can be reintegrated at later points in treat-
ment as needed. As we will discuss, this is particularly relevant for the 
Motivation Enhancement for Treatment Engagement module, as many 
clients are likely to require motivation facilitation strategies throughout 
treatment.
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Rationale for Integrating 
Motivation Facilitation Strategies

Motivation Enhancement for Treatment Engagement is the entry-level 
module of the UP. The decision to assimilate motivational interview-
ing (MI) strategies was relatively straightforward, given the ultimate 
goal of integrating evidence-based treatment principles and intervention 
strategies that cut across problem areas and approaches (Boswell, 2013). 
Decades of research, much of which is summarized in this volume (as 
well as in Miller & Rollnick, 2013), has demonstrated the effectiveness 
of MI in diverse problem areas, thereby confirming its transdiagnostic 
relevance. Clinical and research evidence has demonstrated that clients 
begin psychotherapy with variable degrees of motivation for change 
(Engle & Arkowitz, 2006), and ambivalence regarding change is a rela-
tively common phenomenon that is not unique to a given client popula-
tion or problem area (Constantino, Boswell, Bernecker, & Castonguay, 
2013).

The integration of MI-derived strategies in the UP was based heav-
ily on the work of Westra, Arkowitz, and colleagues (e.g., Arkowitz & 
Westra, 2004; Westra, 2004; Westra, Arkowitz, & Dozois, 2009), who 
have demonstrated the benefits of augmenting CBT for anxiety disor-
ders with MI. In a recent UP study involving principally anxious and 
depressed clients, the majority of clients began treatment in the contem-
plation stage of change (Boswell, Sauer-Zavala, Gallagher, Delgado, & 
Barlow, 2012). Within Prochaska and colleagues’ transtheoretical model 
(TTM; Prochaska & DiClemente, 1984; Prochaska & Norcross, 2002), 
clients in the contemplation stage are aware that a problem exists and 
are interested in information about the problem, yet they are still ambiv-
alent and have not made a commitment to take action. We tested the 
hypothesis that overall readiness to change at pretreatment would func-
tion as a moderator of the relationship between initial problem severity 
and the magnitude of change experienced during treatment. Consistent 
with previous research (see Clarkin & Levy, 2004; Newman, Crits-
Christoph, Connolly Gibbons, & Erickson, 2006), higher initial severity 
was negatively correlated with overall change; however, this relationship 
was essentially reversed when the interaction with readiness was exam-
ined. Clients who presented with high initial severity and high readiness 
demonstrated the greatest degree of change in the trial. Consistent with 
Westra et al. (2009), these results highlighted not only the relevance of 
change readiness for individuals with primary anxiety and depression 
but also the particular relevance of motivation enhancement strategies 



Transdiagnostic Treatment of Emotional Disorders 37

for clients entering treatment with high levels of severity and low levels 
of readiness to change.

Theory and the scope of treatment research in this area, therefore, 
support the transdiagnostic relevance of motivation and motivation 
enhancement strategies. Within the framework of the UP’s transdiag-
nostic focus on emotion, emotional experience itself is often the source 
of ambivalence. Research has shown that many clients are ambivalent 
about having any emotional experience, whether positive or negative 
(Campbell-Sills et al., 2006; Mennin, Heimberg, Turk, & Fresco, 2005). 
This predisposition to experience heightened levels of negative affect and 
to perceive such experiences as threatening (i.e., neuroticism) can lead to 
attempts (both cognitive and behavioral) to control, suppress, and avoid 
emotions (Campbell-Sills, Ellard, & Barlow, 2014). Such responses 
typically result in short-term reductions in negative arousal (Borkovec, 
Lyonfields, Wiser, & Diehl, 1993). Emotion avoidance strategies are, 
therefore, maintained through negative reinforcement as well as the 
lost opportunity for corrective learning (Borkovec, Alcaine, & Behar, 
2004; Boswell, 2013; Hayes, Beck, & Yasinksi, 2012). For example, it 
is extremely difficult to disconfirm a strongly held expectation that one 
will be socially rejected if one avoids all interpersonal contact.

Unfortunately, emotion avoidance strategies often increase and gen-
eralize to new situations and experiences. Furthermore, the paradoxical 
effects of suppression and avoidance on subsequent subjective distress 
have been well documented (Abramowitz, Tolin, & Street, 2001; Gross 
& John, 2003; Wegner, Schneider, Carter, & White, 1987). These con-
sequences and behaviors can lead to an increasingly restricted life. Many 
clients who enter psychotherapy have some awareness of the negative 
consequences of their avoidance; however, this may not be their primary 
reason for seeking help. Many clients believe that the emotions are the 
problem and that reduction (or complete elimination) of the emotions 
themselves is the appropriate target of treatment. This belief is the driv-
ing force behind their sustain talk. When offered a different perspective 
in the UP, clients are often forced to ask themselves, “Can I give up 
learned behaviors if it means facing what I fear most—my own emo-
tions?” MI-derived stances and strategies can be highly useful in facili-
tating awareness of such ambivalence, evoking change talk, and increas-
ing the client’s commitment to treatment tasks and goals.

The decision to label the UP module “motivation enhancement” 
rather than motivational interviewing is worthy of note. While CBT 
therapists are taught to assume the role of expert and often adopt a 
directive style, MI requires a less directive, guiding style. Although this 
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distinction represents an important theoretical difference, in practice 
there are likely wide variations in the level of directiveness among CBT 
therapists and within a given course of treatment. Regardless, motiva-
tion facilitation in the UP can be considered a CBT adaptation of core 
MI strategies. Specifically, the UP takes an assimilative integration 
(Boswell, Nelson, Nordberg, McAleavey, & Castonguay, 2010; Messer, 
2001) approach to the transdiagnostic application of MI. In assimilative 
integration, case formulations and treatment plans are anchored within 
a specific theoretical framework (e.g., CBT) while simultaneously incor-
porating techniques and from other approaches (as needed for a particu-
lar client) that might address underemphasized factors in the primary 
approach (e.g., assimilating MI strategies into CBT). Assimilation in the 
UP occurs in two ways, beginning with the Motivation Enhancement for 
Treatment Engagement Module (Module 1), during which the topics of 
motivation and ambivalence are brought up explicitly by the therapist. 
The following points are specifically addressed: (1) motivation exists on 
a continuum and is likely to ebb and flow over the course of treatment; 
(2) motivation will be relevant to the process and outcome of the treat-
ment; and (3) the identification of concrete value-driven goals will be 
important for both the process and outcome of the treatment (Gollwit-
zer, 1999). The second method of assimilation is the flexible application 
of MI-consistent strategies throughout the course of treatment, based on 
relevant markers such as ambivalence and the increased use of sustain 
talk (Constantino et al., 2013).

General Considerations

The level of attention devoted to specific motivation enhancement strat-
egies depends on the individual client. Regardless of duration or inten-
sity, the primary goals of the motivation enhancement module are to 
use evidence-based motivational strategies to increase clients’ (1) overall 
readiness for behavior change, (2) positive engagement, (3) openness/
receptivity to an emotion-focused transdiagnostic problem conceptual-
ization, and (4) change efficacy (e.g., goal selection and hope regarding 
the likelihood of goal attainment). These goals effectively span the four 
MI processes of engaging, focusing, evoking, and planning. Motivation 
is addressed at the beginning of treatment, prior to the introduction 
of specific CBT skills, because change readiness and self-efficacy are 
viewed as prerequisites for treatment engagement, which in turn will 
greatly influence the likelihood of achieving positive lasting change.

Furthermore, low levels of readiness, receptivity, and mutual goal 
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specification are indicators of a poor-quality working alliance, which 
itself is a transdiagnostic, pantheoretical prognostic indicator of sub-
sequent treatment process and outcome (Castonguay, Constantino, 
Boswell, & Kraus, 2010). Collaborative engagement is the mortar that 
holds together the bricks in CBT (Castonguay, Constantino, McAleavey, 
& Goldfried, 2010), and one of the primary functions of integrating MI-
derived strategies in the UP is to increase engagement and facilitate the 
development and maintenance of a positive working alliance. The con-
ceptualization of the working alliance in this transdiagnostic treatment 
is consistent with Bordin’s (1979) three-component model—(1) affective 
bond, (2) agreement on treatment goals, and (3) agreement on tasks (in 
order to reach identified goals)—although more emphasis is admittedly 
placed on tasks and goals. For example, Webb et al. (2011) found that 
agreement on tasks and goals explained more of the outcome variance in 
CBT for depression than the quality of the affective bond.

Clinical Applications

Motivation Facilitation in Early Treatment

Along with engaging, other core MI processes are facilitated by an early 
functional assessment of the client’s emotions (Barlow et al., 2011b). 
Due to its transdiagnostic framework, the UP generally eschews a focus 
on diagnostic labels or specific symptoms. Rather, the focus is on the 
client’s emotional experience, in particular (1) the types, frequencies, 
intensities, and contexts for strong emotions; (2) how the client responds 
to this experience (e.g., efforts to control or suppress distressing affects); 
and (3) the impact on functioning, quality of life, and the achievement 
of short- and long-term life goals. In our experience, clients respond 
more openly to this form of assessment because it is closer to their sub-
jective experience and values. This assessment also facilitates discussion 
of functional treatment goals, which can otherwise be experienced as 
disembodied when the primary focus is on the presence or absence of a 
diagnosis or symptom frequencies.

With sufficient engagement, the functional assessment process 
flows naturally into focusing, evoking, and subsequent planning. A key 
element of focusing during Module 1 is achieving a shared conceptu-
alization of the problem and treatment plan. It should be emphasized 
that a shared agreement is not tantamount to convincing the client to 
see things the therapist’s way. The therapist’s goal is to maintain a guid-
ing stance. For example, an important element of the engagement and 
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focusing process in the UP is a discussion of the nature and function 
of emotions along with the long-term costs of emotion avoidance. This 
discussion may trigger ambivalence within clients because the therapist 
will ultimately convey that “getting rid of” or eliminating painful emo-
tions is the primary problem and, therefore, will not be a viable goal for 
treatment. Ambivalence may be a marker of progress at this early stage 
because it indicates that the client (or at least a part of him or her) recog-
nizes the costs of emotion avoidance.

Therefore, the early guiding style of the functional assessment 
serves multiple aims, such as increasing openness/receptivity to an emo-
tion-focused transdiagnostic problem conceptualization and promoting 
change efficacy. Both of these aims serve the complementary function of 
developing discrepancy, and well-described evoking questions are com-
monly used (see Miller & Rollnick, 2013). For example, clients who 
describe a restricted life owing to increased reliance on avoidance strate-
gies can be asked, “How would you like to live a less restricted life?” or, 
alternatively, “What could be some advantages to getting out of your 
head and taking some action?” With patience, this discussion can shift 
into increasingly concrete planning.

Treatment cannot progress to a subsequent UP module until plan-
ning has begun, underscoring the importance of evoking and reinforcing 
change talk and change efficacy. Nevertheless, as previously noted, moti-
vation is not a “finish line” to be crossed and never thought of again. The 
therapist must be responsive to the individual client and judge whether 
or not to move forward with particular treatment tasks. Therefore, cli-
ents who are still in the precontemplation stage of change (Prochaska 
& DiClemente, 1984) are not ready to proceed to subsequent modules; 
such cases are examples of when ambivalence may be a sign of progress. 
In these instances, decisional balance exercises are conducted where the 
client is guided to weigh the pros and cons of both changing and staying 
the same (e.g., the cost of continuing to work so hard to control or avoid 
emotions). The goal in such cases is to foster and clarify ambivalence, 
which can then be explored through focusing and evoking strategies.

For clients exhibiting a higher level of readiness, the transition into 
the planning process begins with the identification of “higher-order” 
values and goals articulated in the focusing and evoking process. A com-
mon client higher-order goal statement is “I feel like I don’t have a life. 
I’m afraid of everything. I want to actually start living.” Within Module 
1, the next step is making this general goal-directed stance more concrete. 
A common therapist follow-up question is “What would you be doing, 
let’s say 6 months from now, if you were living your life? How would 
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you know?” The client may choose to focus on developing meaningful 
relationships, or seeking out new experiences, or obtaining employment. 
If a client wishes to focus on social concerns and relationship issues, for 
example, then the therapist guides the discussion toward collaborative 
agreement on increasingly concrete goals (e.g., improving interactions 
with coworkers or finding a romantic partner) and the necessary steps 
to achieve those goals.

Motivation throughout Treatment

Although we advocate addressing motivation with every client, and 
Module 1 serves as a prerequisite for subsequent UP modules, the 
degree of attention devoted to motivation and engagement mainte-
nance and enhancement throughout the course of treatment will vary 
considerably among individual clients. Because of the importance of 
between-session activities (i.e., homework), collaborative engagement is 
paramount; therefore, the therapist must be sensitively attuned to fluc-
tuations in motivation and engagement. Consistent with the growing 
alliance–rupture–repair literature (Safran, Muran, & Eubanks-Carter, 
2011), markers of disengagement can be either subtle or overt. A com-
mon form of subtle disengagement is when a pliant client acquiesces to 
a directing therapist in the absence of a shared understanding of the 
value and purpose of the task or goal. Compared to more overt markers 
of disengagement (e.g., a comment that explicitly devalues the therapy 
or therapist) or ambivalence (“I’m not sure that I can do this”), subtle 
markers are more difficult to detect and, therefore, address. MI-derived 
strategies are integrated into the UP so that therapists can be mindful of 
maintaining a guiding style and fostering collaboration on both within- 
and between-session tasks and activities. Furthermore, therapists are 
prepared to identify markers of disengagement and ambivalence, such 
as sustain talk. When the “going gets tough,” the therapist may need 
to shift to the engaging and evoking strategies of MI. This discussion 
may include revisiting the client’s initially articulated values and goals 
as well as metacommunicating about the therapy process.

It is important to note that acknowledging and working with ambiv-
alence may itself be a primary focus of UP treatment for some clients. 
We have found that some clients have difficulty tolerating ambivalence 
because of the strong emotions that are attached and the natural anxi-
ety it triggers. This represents a particularly interesting complementary 
relationship between MI and UP processes where not only is ambiva-
lence normalized but also clients may be asked simply to sit with and 
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fully experience their ambivalence and uncertainty as a form of expo-
sure (Boswell, Thompson-Hollands, Farchione, & Barlow, 2012). The 
primary goal in this instance, at least initially, is learning to tolerate 
the presence of ambivalence and associated affect. Premature foreclosure 
on a resolution of ambivalence may function as an emotion avoidance 
strategy that leads to short-term relief but yet will likely prove to be 
problematic in the long term, as with other forms of emotion avoidance 
(e.g., behavioral, cognitive) that clients may be using.

Clinical Illustration

Given the transdiagnostic focus of the UP, we describe a clinical case 
that involved complex mood and anxiety disorder comorbidity. Satoko1 
was a 36-year-old single Japanese woman. She moved to the United 
States to attend college when she was 22 years old. She was referred to 
the Center for Anxiety and Related Disorders by her psychiatrist. Satoko 
initially completed a clinical assessment that involved self-report mea-
sures and administration of the Anxiety Disorders Interview Schedule 
for DSM-IV (Lifetime Version, ADIS-IV-L; DiNardo, Brown, & Bar-
low, 1994). Based on this assessment, she was given a principal diagno-
sis (most severe and interfering) of recurrent major depression (clinical 
severity rating [CSR] = 6, on a scale from 0 to 8, with 8 being most 
severe and interfering) and secondary diagnoses of social phobia (CSR = 
5), posttraumatic stress disorder (CSR = 4), and marijuana dependence 
(CSR = 4).

Satoko reported feeling “overwhelmed” and “stuck.” She described 
pervasive feelings of worthlessness, shame, and guilt, which she often 
connected to her inability to complete college (largely owing to financial 
limitations), find steady employment, and “have a successful life.” She 
reported being interested in art and interior design; however, after leaving 
college, she could only find a job at a local restaurant. She reported hav-
ing no friends until she began to socialize with some of her co-workers. 
These individuals were heavy users of drugs and alcohol, and she began 
to use these substances as well, which she attributed to perceived social 
pressure. However, Satoko also found the effects of marijuana and 

1 This client participated in a university Institutional Review Board approved 
(#3126E) case series study. She provided informed consent to have her sessions’ 
audio recorded and clinical information used for research and publication purposes. 
The client’s name and certain characteristics (e.g., precise age) have been altered to 
ensure confidentiality.
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alcohol to be highly reinforcing through the subsequent, albeit short-
term, reductions of her negative affect, worry, and rumination. On one 
occasion when she was intoxicated, she was sexually assaulted by one 
of her coworkers. She did not report the assault; instead, she quit her 
job and withdrew further. She eventually found a job at a different res-
taurant and, through an acquaintance, was introduced to an individual 
who owned a home decor and interior design shop. To Satoko’s amaze-
ment, this person offered her a position in his shop as a consultant/sales 
associate. Although this was her “dream job,” Satoko reported intense 
anticipatory social anxiety and worry-precipitated panic attacks. She 
experienced intense anxiety and intrusive worry/rumination when inter-
acting with clients as well as intense shame (“The clients were always 
white . . . wealthy and successful. I would be shaking talking to them. 
My English is not good, and I don’t have a college education. I had no 
business being there. They must be thinking I am so stupid . . . that I 
don’t belong”). Eventually, Satoko stopped showing up for work, and 
it became increasingly rare for her to leave her apartment. At the time 
that she began psychotherapy at our center, she was extremely socially 
isolated and smoking marijuana most days of the week.

Satoko was visibly upset and in tears throughout most of her first 
appointment. At the beginning of treatment, she received total scores 
of 18 and 16 (out of a possible 20) on the Overall Depression Sever-
ity and Impairment (ODSIS; Bentley, Gallagher, Carl, & Barlow, 2014) 
and Overall Anxiety Severity and Impairment (OASIS; Norman, Hami-
Cissell, Means-Christensen, & Stein, 2006) scales, respectively. She also 
received a total score of 41 on the Beck Depression Inventory–II (BDI-II; 
Beck, Steer, & Brown, 1996) and a total score of 28 on the Beck Anxiety 
Inventory (BAI; Beck, Epstein, Brown, & Steer, 1988). In addition, she 
received a percent maximum score of 23 on the Quality of Life Enjoy-
ment and Satisfaction Questionnaire (Q-LES-Q; Endicott, Nee, Har-
rison, & Blumenthal, 1993) and a total score of 16 (out of a possible 48) 
on the State Hope Scale (SHS; Snyder et al., 1996). Her initial expec-
tancy rating on the Credibility and Expectancy Questionnaire (CEQ; 
Borkovec & Nau, 1972) was 50%, and her highest URICA (University 
of Rhode Island Change Assessment) subscale score was for the contem-
plation stage.

Motivation Enhancement Module

The first session with Satoko focused on conducting a functional analysis 
of her emotions and behaviors (i.e., the identification of antecedent and 
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reinforcing factors that influence the occurrence of specific thoughts, 
feelings, and behaviors), providing basic information (e.g., regarding the 
overall treatment model), and gauging expectations and motivation for 
CBT-oriented treatment. Satoko described a life largely characterized 
by extreme cognitive and behavioral avoidance. Although her recogni-
tion of the costs of these strategies led her to seek nonpharmacological 
treatment for the first time and she frequently referred to herself as “des-
perate,” she was openly skeptical of her ability to change and comply 
with any treatment approach that would ask her to begin facing her 
emotions and reducing her reliance on avoidance strategies. This appar-
ent ambivalence regarding the tasks of treatment and the likelihood of 
improvement was consistent with her quantitative indicators of outcome 
expectations and readiness.

More formal motivation facilitation strategies were introduced in 
the second session. The therapist began by asking Satoko about her expe-
rience of the first session. Satoko reported finding the session “OK” and 
beginning to experience more hope (because “this therapy could be help-
ful”). The therapist summarized the concerns that Satoko had communi-
cated in the first session and discussed the dynamic nature of motivation 
and ambivalence. He asked if there was anything in particular that led 
Satoko to feel “desperate.” Satoko described feeling as if her “life is tick-
ing by.” This feeling had been amplified by a sense that she “ruined” 
her opportunity at the home decor store. Concomitantly, she reported 
experiencing a sense of dread at the prospect of reentering a context 
that consistently triggered feelings of intense shame and worthlessness. 
The therapist chose to explore this feeling of shame in more depth and 
provide some psychoeducation regarding the nature and function of 
both basic and “moral” emotions. He empathized with Satoko’s urges 
to avoid situations and people who trigger such strong negative emo-
tion; yet, he also noted the costs when quitting a job owing to anxiety 
becomes the most recent piece of evidence to support one’s negative view 
of self, which, in turn, leads to greater distress and subsequent avoid-
ance (e.g., resorting to substance use). The therapist wondered what it 
would mean to Satoko to no longer be ashamed or driven by negative 
emotion. Satoko was able to describe general indicators, such as having 
a meaningful job and friends whom she can trust and spend time with. 
The therapist encouraged Satoko to complete two tasks prior to the next 
session: a values analysis that involved rating the relative importance of 
different life domains and a review of the motivation enhancement and 
goal-setting chapter in the UP workbook.

Prior to the third session, Satoko completed the Working Alliance 
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Inventory—Short Form (Tracey & Kokotovic, 1989). Her mean item 
rating was 5.42, indicating her perception of a moderately strong bond 
as well as moderate agreement on treatment tasks and goals. Consis-
tent with this rating, she had completed the suggested values activity 
and reading. The results of her values analysis indicated that Satoko 
highly valued work and social domains. In addition, she communicated 
an increased willingness to engage in treatment tasks that involved con-
fronting feared emotions and situations if it meant that she “could have a 
better life.” The therapist noted this change talk and encouraged Satoko 
to expand on her emerging sense of hope and trust in the psychotherapy 
process. This evoking process led directly into concrete planning. Satoko 
identified the following goals: (1) find employment in her area of inter-
est; (2) build social connections with people in her age range who share 
similar interests; and (3) develop a more balanced and accepting sense of 
self. Each goal was discussed in more detail, and Satoko was encouraged 
to write down any further goal-related considerations over the following 
week in addition to reviewing the next chapter in the workbook.

This marked the beginning of a shift from the motivation enhance-
ment module into the first formal UP skills module. Prior to the sub-
sequent session, Satoko once again completed the URICA, CEQ, and 
WAI-S. Her expectancy rating was 90% (a 40% increase from her base-
line rating) and her SHS total score was 25 (compared to 16 at baseline). 
Her highest URICA subscale score was for the action stage, and her 
mean WAI-S item score was 6.75.

Motivation and Engagement in Subsequent Sessions

Motivation and engagement are rarely linear or uniformly high through-
out treatment. Satoko’s frequent and intense experience of shame and 
anxiety not only triggered subjective distress but also contributed to the 
generalization of avoidance behaviors that maintained and exacerbated 
her difficulties. These very emotions colored her ambivalence regarding 
treatment, including both the task of therapy and its likelihood of suc-
cess. The decision to move ahead with subsequent treatment modules 
was based on the therapist’s judgment that Satoko was sufficiently moti-
vated and oriented toward engaging in new learning experiences.

The therapist had witnessed sufficient change talk and instillation 
of hope to facilitate the identification of value-driven treatment goals. 
Nevertheless, difficulties arose throughout the course of treatment 
that required the therapist to reintegrate motivation facilitation strate-
gies. For instance, when discussing potential between-session activities 



46 Motivational interviewing in the treatment of Psychological Problems 

related to initiating social contact, Satoko suggested visiting a coworker 
at the home decor store where she had previously been an employee. This 
particular individual designed pieces for the shop, and Satoko admired 
this person’s talent and knowledge. In addition, this coworker had dis-
closed to Satoko that she was a “recovering alcoholic,” which she identi-
fied with to some extent. However, after offering this example, Satoko 
quickly dismissed its viability. The therapist attempted to clarify Sato-
ko’s experience at that moment, and she described experiencing a mix of 
sadness, shame, and anxiety. In Satoko’s mind, this activity would surely 
trigger intense negative emotion and cognitive appraisals (e.g., “Why 
would she waste her time with me? She is brilliant, and I have nothing 
to offer. I would be boring or irritating, and I won’t be able to speak 
clearly”). The therapist took this opportunity not only to evoke and 
strengthen Satoko’s arguments for change (including revisiting previ-
ously identified values and long-term goals) but also to practice increas-
ing cognitive flexibility prior to and during the between-session task. 
At the beginning of the subsequent session, Satoko reported visiting her 
former coworker despite experiencing significant anticipatory anxiety. 
She described being “shocked” by her coworker’s level of excitement to 
see Satoko. They spoke for over an hour, and at one point the coworker 
told Satoko that she had always admired her creativity. This represented 
a major corrective experience for Satoko (see Castonguay & Hill, 2012) 
that had important implications for the remainder of treatment.

Because Satoko was able to (1) engage in value-driven behaviors 
despite experiencing negative emotion and (2) hear and “take in” her 
coworker’s feedback, this experience marked a transition toward genu-
ine self-acceptance for her. Similar instances of doubt and occasional 
sustain talk emerged over the course of treatment (e.g., in anticipation of 
exposure tasks and further efforts to reduce emotion avoidance); how-
ever, the therapist maintained a guiding style and integrated motivation 
facilitation strategies as needed. Over time, Satoko developed a friend-
ship with this former coworker, and she was eventually invited back to 
work in the store. Satoko did return to the store. She chose not to start 
full-time on the retail floor, yet she gradually increased her contact with 
clients. At the end of 20 sessions, Satoko had ODSIS and OASIS total 
scores of 8. Her total BDI-II score was 11, and her total BAI score was 
18. She received a percent maximum score of 48 on the Q-LES-Q.

Relevant Research

Research to date has examined the overall efficacy of the UP with all 
eight modules delivered sequentially (although the number of sessions 



Transdiagnostic Treatment of Emotional Disorders 47

devoted to each module has varied). Studies have included intensive 
case analyses (Boswell, Anderson, & Barlow, 2014), open trials (Ellard, 
Deckersbach, Sylvia, Nierenberg, & Barlow, 2012; Ellard, Fairholme, 
Boisseau, Farchione, & Barlow, 2010), and randomized controlled trials 
(RCTs; Farchione et al., 2012) with clients presenting with diverse prin-
cipal anxiety and secondary/comorbid conditions (e.g., anxiety, mood, 
or somatic symptom disorders). Moderate to large pre- to posttreatment 
effect sizes, in terms of symptom reduction and functional improvement 
within and between groups (i.e., UP compared to a wait-list control; 
Farchione et al., 2012), have been observed across principal and comor-
bid problem areas. Results have shown that these changes are typically 
maintained or enhanced at 6-month follow-up (Ellard et al., 2010; Far-
chione et al., 2012).

Research on the application of motivation facilitation in transdi-
agnostic psychotherapy such as the UP is also still in its infancy. As 
noted above, Boswell et al. (2012) found that the level of pretreatment 
readiness for change functioned as a moderator of the relationship 
between initial severity and magnitude of change in UP treatment. In 
addition, Thompson-Hollands, Bentley, Gallagher, Boswell, and Barlow 
(2014) found that clients reported an average percentage of expected 
improvement of 70% following the introduction of the UP motivational 
enhancement module at Session 2. However, the wait-list/delayed treat-
ment control group in this RCT (Farchione et al., 2012) did not provide 
expectancy ratings. Consequently, the specific impacts of the Motivation 
Enhancement for Treatment Engagement Module or the integration of 
MI-derived strategies throughout UP treatment have yet to be examined 
empirically.

Our research group is currently conducting a large RCT comparing 
the UP to single-diagnosis protocols (SDPs) for diverse principal anxiety 
disorders (as well as a wait-list/delayed treatment condition). All clients 
receive 16 sessions of weekly psychotherapy with the exception of indi-
viduals with principal panic disorder, who receive only 12 weekly ses-
sions to be consistent with existing empirically supported CBT protocols 
(e.g., Craske & Barlow, 2007). The motivation enhancement strategies 
described above are introduced with all clients who are randomized to 
the UP condition. The trial is still in the active treatment phase; however, 
we will present some preliminary results that are relevant to the motiva-
tional enhancement module here.

We are examining readiness to change with the University of Rhode 
Island Change Assessment (URICA; McConnaughy, DiClemente, Pro-
chasta, & Velicer, 1983; McConnaughy Prochasta, & Velicer, 1989). 
Participating clients are asked to complete the URICA at pretreatment 
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and after Session 4. Using the sample to date (n = 115), we conducted 
two MANOVAs testing between condition differences (UP [n = 58], 
compared to SDPs [n = 57]) in URICA stage of change scores. The 
first MANOVA examined stages of change at baseline. Interestingly, 
no clients have thus far entered the trial at the precontemplation stage 
of change. As expected (given randomization), the between-condition 
effect on subscale scores at baseline was not significant, Wilks’ λ (4, 110) 
= .99, p = .88, partial η2 = .01. A significant between-condition effect 
was observed, however, at Session 4, Wilks’ λ (4, 89) = .89, p < .05, 
partial η2 = .11. Univariate tests indicated a significant difference in 
action stage scores, F(1, 92) = 4.65, p < .05. Clients in the UP condi-
tion exhibited higher action scores (M = 4.32, SD = .46) as compared to 
SDP participants (M = 4.11, SD = .47, Hedges’ g = .44). For those clients 
in the UP condition, 42% would be categorized as being in the action 
stage, compared to 18% of clients in the SDP condition. Some 54% of 
the UP participants would be categorized as being in the contemplation 
stage, compared to 82% of the SDP participants. These results are quite 
preliminary, however, given that the trial recruitment phase is only at 
its midpoint. Further, it is important to note that these results cannot 
conclusively be attributed to the motivational enhancement module, as 
psychoeducation and emotion monitoring strategies are also introduced 
by Session 4 of the treatment.

Problems and Suggested Solutions

Although few significant difficulties in applying motivation facilitation 
strategies arose in the case of Satoko (perhaps owing to her willingness 
to identify and disclose treatment-related concerns and ambivalence), 
conceptual and practical difficulties can certainly arise when utilizing 
MI-derived strategies in CBT-oriented transdiagnostic treatments such 
as the UP. As noted above, one conceptual difficulty is the role and style 
of the psychotherapist. Traditionally, CBT therapists assume the expert 
role and maintain a directive style. Conversely, MI deemphasizes the 
therapist as expert and encourages a guiding style. These differences, of 
course, have practical implications for the nature of the working rela-
tionship and the tasks and goals of treatment. Clearly, we do not believe 
that these approaches are irreconcilable. There will be times when it is 
necessary for a therapist to adopt a more directive style; however, we are 
in favor of adopting a guiding style early in treatment as well as shift-
ing to it in a flexible manner throughout the course of treatment. With 
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the establishment of a positive working alliance, the therapist will have 
more “degrees of freedom” to adopt a directive stance when needed. It 
is also good practice to frequently check in with clients (“Does this fit 
with your goals?”).

The modular structure of the UP presents another potential dif-
ficulty. Although the modular approach is aimed at increasing flexibil-
ity and personalization, there is the risk that therapists will approach 
the motivation enhancement module as a box that is simply checked 
after one or two sessions. This approach may result in either moving 
ahead prematurely with other treatment elements or failing to address 
motivation and engagement issues as they arise over the course of treat-
ment. The likelihood of the former result is diminished with sufficient 
patience and attunement. To avoid the latter, therapists will do well to 
attend to process markers (Constantino et al., 2013), such as increased 
sustain talk and subtle alliance ruptures. Just as one would not ignore 
an opportunity to practice cognitive reappraisal after it was formally 
introduced several sessions earlier, one should not abandon potentially 
useful motivation enhancement strategies because “they were already 
covered.” Nevertheless, flexibility should operate in both directions. 
Formal implementation of the motivation enhancement module may 
ultimately be unnecessary for some clients. In such instances, motiva-
tion enhancement strategies are best integrated on an as-needed basis in 
response to specific markers. Empirical evidence is lacking in this area, 
unfortunately, which makes it difficult to advocate for any particular set 
of guidelines.

Another potential difficulty is highlighted by the transdiagnos-
tic conceptualization. In many ways, the aim of the UP is to address 
underlying neurotic temperament (Barlow, Sauer-Zavala, Carl, Bullis, 
& Ellard, 2014). Negative self-views are part and parcel of the so-called 
neurotic spectrum, as illustrated in the case described above. Indeed, a 
major focus of treatment is the modification of this negative self-view, 
and one of the goals of the motivation enhancement module is the instil-
lation of hope (or an activation of positive self-striving). Basic social 
psychological theory and research has shown that people possess both 
self-enhancement and self-consistency strivings (Swann, 1996). For indi-
viduals with a neurotic temperament, these may be in conflict. In these 
instances, patients may employ strategies to protect the self from incon-
sistent feedback (see Pinel & Constantino, 2003). Therefore, therapists 
will need to be sensitive to patients’ self-strivings by balancing their need 
for self-verification with movement toward change-oriented strategies. 
Moving too quickly toward changing this self-view (e.g., by attempting 
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to provide corrective feedback—“This isn’t the real you”) may actually 
hinder engagement and disrupt the development of the working alliance 
(Constantino et al., 2010).

Conclusions

Considerable research has led to the identification of evidence-based 
treatments (Lambert, 2013), intervention principles (Castonguay & Beu-
tler, 2006), and relationship factors (Norcross, 2011). Despite significant 
advances in these areas, a routine challenge is whether or not, and the 
degree to which, these elements generalize and can be effectively assimi-
lated into ostensibly different treatment approaches and problem areas. 
Accumulating research and the chapters in this volume provide strong 
evidence that we are taking strides toward meeting this challenge. In 
this chapter, we have described how a specific transdiagnostic treatment 
approach (Unified Protocol for Transdiagnostic Treatment of Emotional 
Disorders) integrates MI-derived motivation enhancement strategies and 
principles. The cognitive-affective basis of motivation and ambivalence 
makes these factors particularly well suited for an emotion-focused treat-
ment such as the UP. Moreover, the focus on shared underlying factors—
which we believe are at the core of emotional difficulties—requires a 
level of conceptualization that goes beyond the more superficial varia-
tions in symptom constellations that have traditionally been the focus of 
CBT. This approach offers a pathway for the transdiagnostic application 
of MI strategies.

Research on the transdiagnostic application of MI principles and 
strategies is firmly in the action stage, and thus continued empirical 
attention is warranted. We believe that future work in this area should 
focus on the following questions:

1. What are the specific effects of motivational enhancement strat-
egies on the process and outcome of transdiagnostic psychother-
apy?

2. What are the client characteristics that moderate the relationship 
between motivational enhancement and treatment outcome, and 
for whom is it indicated (or contraindicated)?

3. What are the evidence-based within-treatment markers for 
responsively integrating motivational enhancement strategies?

4. How do we train clinicians to apply these strategies and prin-
ciples in a flexible manner, particularly with complex clients?
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Results from the current UP RCT will be an excellent resource for 
beginning to address the first three questions in transdiagnostic CBT. 
Addressing the fourth question will require additional research on the 
dissemination and implementation of intervention principles in routine 
treatment settings.
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with a lifetime prevalence of 2–3%, obsessive–compulsive disorder 
(OCD) is an important cause of illness-related disability. This dispro-
portionate impact reflects the fact that OCD typically starts in child-
hood or adolescence, persists throughout a person’s life, and produces 
substantial impairment in functioning because of the severe and chronic 
nature of the illness.

The hallmarks of OCD are obsessions (i.e., recurrent intrusive 
thoughts, images, or urges that cause anxiety or distress) and compul-
sions (i.e., repetitive mental or behavioral acts). Compulsions are typi-
cally performed in response to an obsession (e.g., fears of contamination 
leading to washing rituals) to reduce the distress triggered by obsessions 
or to prevent a feared event (e.g., becoming ill). However, these compul-
sions are either not realistic (e.g., repeatedly calling up a positive image 
to prevent harm befalling a loved one) or are clearly excessive (e.g., 
showering for many hours each day).
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Although all people with OCD have obsessions and/or compul-
sions, the specific content of the obsessions and compulsions differs 
among individuals with the disorder. Certain themes are common, 
including forbidden or taboo thoughts (e.g., aggressive, sexual, and reli-
gious obsessions and related compulsions), cleaning (with fears of con-
tamination associated with related cleaning rituals), harm (with fears 
of harm to oneself or others resulting in checking compulsions), and 
symmetry (with symmetry obsessions resulting in repeating, ordering, 
and counting compulsions). Historically, hoarding concerns (the obses-
sive collecting and maintaining of worthless objects) have also been 
included with OCD, although the Diagnostic and Statistical Manual 
of Mental Disorders now recognizes a separate diagnosis of hoarding 
disorder. People with OCD also differ significantly in their recognition 
of the irrationality of their obsessions and compulsions (“insight”), and 
the level of insight can fluctuate over the course of the illness and thereby 
complicate treatment.

Usual Treatments

Practice guidelines for OCD recommend pharmacotherapy with sero-
tonin reuptake inhibitors (i.e., clomipramine and the selective serotonin 
reuptake inhibitors [SSRIs] like fluoxetine) and cognitive-behavioral 
therapy (CBT) alone or in combination as first-line treatments (Koran, 
Henna, Hollander, Nestadt, & Simpson, 2007). The form of CBT 
employed is called exposure and response prevention (EX/RP). Ran-
domized controlled trials have shown that 70–80% of clients who enter 
EX/RP treatment will respond to it, and up to 50% will achieve minimal 
symptoms after acute treatment (Foa et al., 2005; Simpson, Foa, et al., 
2008, 2013). Not only does EX/RP lead to acute improvement in OCD 
symptoms, but many clients can also maintain their gains over time. In 
some randomized controlled trials, CBT with or without medication has 
been shown to be more effective than medication alone (Foa et al., 2005; 
Simpson et al., 2013).

EX/RP teaches people new strategies to cope with obsessions and 
compulsions (Kozak & Foa, 1997). Specifically, clients are taught to 
confront what they fear (“exposure”) and to refrain from performing 
compulsions (also known as “ritualizing”) when doing so (“response 
prevention”). Exposures involve live confrontations with feared situa-
tions (e.g., touching objects in public bathrooms for a client with con-
tamination fears) and imaginal confrontations with feared consequences 
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(e.g., imagining killing someone for a client with aggressive concerns). 
When clients face their fears for a prolonged period without ritualizing, 
their belief that the consequences they fear will inevitably follows is typi-
cally disconfirmed; the usual result is a reduction in their anxiety and in 
the perceived need to ritualize.

When clients adhere to these procedures, EX/RP is highly effi-
cacious. For example, in a recent trial of EX/RP, client adherence to 
EX/RP procedures significantly predicted posttreatment OCD sever-
ity (Simpson et al., 2011; Simpson, Marcus, Zuckoff, Franklin, & Foa, 
2012). Moreover, the degree of client adherence was significantly associ-
ated with the degree of improvement and the odds of response.

However, some clients refuse EX/RP, and others choose not to 
adhere by dropping out of treatment or by not fully implementing 
the procedures as recommended (Abramowitz, Franklin, Zoellner, & 
DiBernardo, 2002; Foa et al., 1983; Simpson et al., 2006). It is esti-
mated that at least 50% of OCD clients who try EX/RP do not respond 
optimally, even when combined with pharmacotherapy (Simpson, Hup-
pert, Petkova, Foa, & Liebowitz, 2006; Simpson, Foa, et al., 2008; 
Simpson et al., 2013; Sookman & Steketee, 2007). If the link between 
client adherence and EX/RP outcome is causal, then increasing treatment 
entry, reducing dropout, and improving client adherence to EX/RP proce-
dures should improve treatment outcomes. We and others have explored 
whether motivational interviewing (MI) can be used to improve client 
adherence to EX/RP.

Rationale for Employing MI 
in the Treatment of OCD

MI has demonstrated efficacy in increasing adherence to a variety of 
treatments for substance use, mental health, and chronic medical condi-
tions (Lundahl, Kunz, Brownell, Tollefson, & Burke, 2010; Zuckoff & 
Hettema, 2007). In particular, MI has been used to foster participation 
in cognitive-behavioral therapies for persons with anxiety disorders (see 
Westra & Aviram, Chapter 4, and Yusko, Drapkin, & Yeh, Chapter 5, 
this volume for discussions of the use of MI in the treatment of general-
ized anxiety disorder and posttraumatic stress disorder). MI appears to 
be especially effective when employed as a prelude or adjunct designed to 
enhance the effects of lengthier or more intensive treatments, including 
cognitive-behavioral therapy (Hettema, Steele, & Miller, 2005).

MI has motivated people with alcohol dependence to adhere to 
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alcohol treatment (Connors, Walitzer, & Dermen, 2002), people with 
uncontrolled pain to attend a pain reduction workshop (Habib, Mor-
rissey, & Helmes, 2005), overweight women with diabetes to adhere 
to behavioral weight control treatment (West, DiLillo, Bursac, Gore, 
& Greene, 2007), and depressed Hispanics to remain in antidepressant 
treatment (Lewis-Fernandez et al., 2013). In all these cases, MI can be 
conceived of as increasing motivation to do something challenging or 
unpleasant in the short term (i.e., resist urges to drink and make a vari-
ety of behavioral, emotional, and lifestyle changes; engage in difficult 
physical rehabilitation activities; self-monitor dietary intake and blood-
sugar levels; take medications as prescribed) for long-term gains. Analo-
gously, MI might also be able to help motivate OCD clients to resist or 
ignore urges to ritualize (even if rituals relieve short-term distress) and 
to confront fears (even if exposures produce short-term distress) in order 
to improve their OCD symptoms, functioning, and general well-being.

Zuckoff and colleagues (Zuckoff & Daley, 2001; Zweben & Zuck-
off, 2002) argued that the likelihood that a person will enter, participate 
in, and complete treatment may be impacted by ambivalence not only 
about change but also about the treatment itself as a pathway toward 
change. For clients with OCD, the benefits of reducing the time spent 
obsessing and engaging in rituals, and the negative impact of these 
symptomatic behaviors on their lives, may be balanced or outweighed 
by the benefits of symptomatic behaviors (e.g., perceived safety, short-
term anxiety reduction). Additionally, their confidence in their ability to 
change their symptomatic ways of thinking and acting may be low. If MI 
were successful in helping OCD clients resolve their ambivalence about 
change, they might commit more fully to EX/RP treatment. However, 
the aversiveness of the EX/RP procedures may be an especially potent 
obstacle. In EX/RP, OCD clients are asked to expose themselves repeat-
edly and at length to feared stimuli without ritualizing or avoiding. Suc-
cessful outcomes in EX/RP thus require the willingness to tolerate the 
considerable anxiety and discomfort such exposures evoke and to com-
mit substantial time and energy to a highly structured and demanding 
treatment. If ambivalence about taking these actions were resolved, cli-
ents might participate more fully in EX/RP.

Important aspects of MI include building engagement and develop-
ing a collaborative focus. Clients with OCD express a wide variety of 
reasons for being uncertain about change and for reluctance to initiate 
EX/RP, attend consistently, participate actively, and continue until the 
therapy is complete. The receptive, exploratory nature of the MI style 
and its highly individualizing approach would therefore seem a good 
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fit. EX/RP relies primarily on psychoeducation and encouragement to 
motivate clients to participate in treatment; EX/RP therapist manuals 
do not provide an explicit framework for recognizing when the therapist 
has “gotten ahead” of clients’ readiness to change and for responding 
accordingly. MI’s emphasis on recognizing, evoking, and responding to 
change talk before collaborating on action toward change could also 
bring added value.

Whether the clinical style of MI represents a good match with the 
approach of EX/RP is more ambiguous. On the one hand, MI does 
not promote behaviors that could undermine the effectiveness of EX/
RP, such as “neutralizing” (i.e., compulsively canceling out unwanted 
thoughts with positive alternatives), and it does promote factors upon 
which standard EX/RP relies for its effectiveness: a strong therapeutic 
alliance, a collaborative relationship, and a client’s sense of self-efficacy.

On the other hand, although EX/RP relies on a strong therapeu-
tic alliance for its effects, there is a directive component as well that 
conflicts with the interactional style of MI. The foci of treatment are 
identification of and treatment of OCD symptoms. It is assumed that 
the client has come to treatment to learn a new set of skills and that the 
therapist’s role is to teach these skills and direct the treatment; client 
adherence to the procedures the therapist recommends is crucial. Pos-
sible ramifications of tension between this expert-driven approach and 
the client-centered style of MI will be discussed later in this chapter.

Clinical Applications

Research by Others on Enhancing the Effects of CBT  
for OCD

To date, few studies have been conducted to assess how MI might 
enhance the effects of CBT for clients with OCD. Maltby and Tolin 
(2005) developed a four-session readiness intervention that was intended 
to decrease EX/RP refusal among clients with OCD. The readiness inter-
vention consisted of 4 individual visits with a therapist over 1 month 
and included (1) psychoeducation focused on OCD and the empirical 
data supporting the efficacy of EX/RP; (2) explicit use of MI procedures 
in two of the four sessions; (3) presentation of a videotape about EX/
RP; (4) construction of a sample exposure hierarchy; and (5) speaking 
with a client who had completed EX/RP. Twelve clients who had previ-
ously refused EX/RP (for other than logistical reasons) were randomly 
assigned to receive this readiness intervention (n = 7) or to remain on 
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a waiting list (n = 5) for 1 month. After 1 month, they were offered 15 
EX/RP sessions. Of the participants who received the readiness inter-
vention, 86% agreed to begin EX/RP treatment as compared to 20% 
of those who received the waiting-list condition. When EX/RP treat-
ment followed the readiness intervention (but not when it followed the 
waiting-list condition), clients experienced a decrease in OCD symptoms 
comparable to that observed in OCD clients who did not refuse EX/RP. 
However, the dropout rate for EX/RP following the readiness interven-
tion was 50%, a rate higher than the typical EX/RP dropout rate. These 
data provide preliminary support for the hypothesis that a multimodal 
intervention that includes some MI elements can increase the rates of 
acceptance of EX/RP, but the data also suggest that this intervention 
is insufficient to prevent later dropout. However, the small sample size 
precludes strong conclusions. Moreover, the fact that the readiness inter-
vention was multimodal makes it impossible to ascertain the importance 
of the addition of the MI procedures per se.

Meyer and colleagues (2010) provided two individual sessions of 
MI and thought mapping (TM) prior to group CBT. TM is a struc-
tured approach based on the transtheoretical model (Prochaska & 
DiClemente, 1984) that aims to help clients understand the relationship 
between thoughts and actions (Leukefeld, Brown, Clark, Godlaski, & 
Hays, 2000; Leukefeld et al., 2005; Inciardi et al., 2006). The group CBT 
sessions were conducted over a period of 12 weeks, with eight partici-
pants per cohort. These sessions included psychoeducation, EX/RP tech-
niques, cognitive techniques to change dysfunctional beliefs, and general 
group therapy techniques. Results from the study (n = 93) showed that 
the group receiving the MI+TM pretreatment showed a greater reduc-
tion in OCD symptoms as compared to those with CBT alone. They 
also noted that there was further symptom reduction at the 3-month 
follow-up for the MI+TM group. However, because once again MI was 
combined with another intervention, it is not possible to determine its 
specific contribution to outcome.

Focusing on children and adolescents (n = 16) with OCD, Merlo 
and colleagues (2010) compared clients who received a three-session pre-
treatment to those who received psychoeducation (PE), both followed by 
group CBT. The CBT intervention consisted of providing information 
about OCD and the treatment rationale, EX/RP exercises, and later in 
the treatment cognitive interventions for obsessive thinking. The MI or 
PE sessions were conducted before the first session of the CBT, imme-
diately following Session 4, and before Session 8. Results showed that 
by Week 5 of treatment, OCD symptoms were significantly lower for 
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the CBT+MI group than for the CBT+PE group. The difference found 
between groups at week 5 was not sustained posttreatment. However, 
clients in the CBT+MI group achieved their treatment gains in fewer ses-
sions than those in the CBT+PE groups (10.75 vs. 13.75 sessions, respec-
tively).

Research by Our Group

We have explored two ways of using MI to enhance OCD treatment 
engagement and adherence. First, in what we called the “MI stuck” 
procedure, we employed MI to motivate clients to seek evidence-based 
treatment for OCD (i.e., medication or EX/RP or both). Second, in the 
CBT+MI procedure, we added MI to EX/RP with the goal of enhancing 
treatment adherence and improving client outcomes. We describe each 
of these interventions and summarize the results of our research in the 
two sections that follow.

“MI Stuck”

The “MI stuck” intervention focused on clients who had declined refer-
ral for OCD treatment despite experiencing significant symptoms and 
wishing for relief from those symptoms. We thus conceptualized them as 
“stuck” in ambivalence about change and/or treatment. Clients received 
four weekly MI sessions that each lasted 1 hour, with the goal of moti-
vating them to pursue an evidence-based treatment for OCD (i.e., either 
EX/RP or pharmacotherapy or both) (Simpson & Zuckoff, 2011).

The intervention was structured as follows. In Session 1, the thera-
pist began by asking what clients identified as their main problem (with-
out assuming a priori that it was OCD or that the client would call 
it OCD). After developing a shared perspective about the problem, the 
therapist then elicited how this problem affected clients’ lives. The aim 
was to use MI to increase motivation for change by developing and high-
lighting discrepancy between how their life was and how they would 
like it to be. The therapist also assessed how important clients felt it was 
to make a change in their OCD symptoms and worked to increase the 
importance of change as needed.

Assuming that the client expressed that change was important, Ses-
sion 2 focused on assessing and building confidence for change. This 
included reviewing clients’ prior attempts at change, specifically elicit-
ing clients’ perspective on any negative aspects of prior treatments as 
well as why the treatments failed (Grote, Zuckoff, Swartz, Bledsoe, & 
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Geibel, 2007; Swartz et al., 2008). The therapist’s goal was to build con-
fidence in change by reflecting what had worked in the past, providing 
a different perspective on past failures where appropriate (e.g., attrib-
uting disappointing outcomes to factors other than the efficacy of the 
treatments or clients’ inability to succeed), and offering key information 
about evidence-based treatments in an MI-congruent way. Inevitably, 
ambivalence not only about treatment but also about change emerged, 
and the therapist shifted between building importance for change and 
building confidence in being able to make the needed changes.

If the client expressed that change was necessary and possible, Ses-
sion 3 focused on what options for change, if any, clients were consid-
ering now. The goal was to help those clients who appeared ready for 
change (as indicated by their level of change talk in Sessions 1 and 2) to 
express a commitment to change by engaging in evidence-based treat-
ments (EX/RP and/or medication).

If the client made a commitment to change using one or both of 
these treatments, Session 4 was used to help the client develop a spe-
cific change plan. This entailed evoking the specific changes the cli-
ents wanted to make, the reasons for making them, steps they planned 
to take to achieve their goals (i.e., what treatments), and hurdles they 
anticipated and potential solutions to address these obstacles. Appropri-
ate referrals were offered if requested. If a client continued to express 
ambivalence about change or treatment in Session 3, Session 4 was used 
to continue to evoke change talk with the goal of moving the client closer 
to commitment.

Six clients received this intervention. One month after Session 4, 
the therapist called the clients to assess their current perspective about 
their OCD and their need for change as well as to learn whether they 
had sought (or planned to seek) OCD treatment. Three would have met 
the new DSM-5 diagnostic criteria for hoarding disorder. Of these, all 
had previously tried and failed SSRI treatment, and none wanted EX/
RP, primarily because they did not want to discard their clutter. Two 
expressed the intention to take smaller steps (e.g., to stop acquiring and 
start organizing their possessions) but were unable to construct a con-
crete change plan, given the enormity of the task (e.g., apartments full 
of clutter such that entire rooms were inaccessible) and their inability 
to decide where and how to start. Despite expressing strong wishes for 
their lives to be different, all three continued to highly value the per-
ceived benefits of hoarding (e.g., ensuring that objects with potential use 
did not go to waste, increasing a sense of security that they would not be 
without material resources, maintaining ties to the past). At follow-up, 
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none of the three had engaged in EX/RP or pharmacotherapy or made 
significant progress in self-directed activities to address their hoarding. 
At the same time, all expressed a desire to change their behavior and 
wished to continue to work with the MI therapist. As one client said: 
“You are the first person whom I feel really understands my dilemma. 
I feel hopeful when I speak with you, and I can see that keeping all this 
stuff is ruining my life. My mind is clear in your office. The problem is 
when I go home I seem to forget everything I learn here.”

In contrast, the other three clients, who would have met DSM-5 
criteria for OCD but not for hoarding disorder, did shift in their will-
ingness to pursue evidence-based treatment. One committed to EX/RP 
treatment in the fourth session and was receiving EX/RP at 1-month 
follow-up. Another did not commit to evidence-based treatment at the 
fourth session and was not pursuing treatment at 1-month follow-up; 
however, 2 weeks later, she spontaneously called the therapist to say 
that she had sought and received medication for OCD. At the fourth 
session, the remaining client committed to continuing his SSRI medica-
tion and implementing EX/RP procedures on his own. At follow-up, he 
continued on his SSRI and reported progress in his self-directed efforts. 
Although we do not have controlled empirical data as yet on the “MI 
Stuck” approach, these results show promise, at least for clients who do 
not meet the criteria for hoarding disorder.

Adding MI to EX/RP (EX/RP+MI)

In this intervention, MI was combined with standard EX/RP treatment 
to help clients who either drop out or only partially adhere to the EX/RP 
procedures. The goal was to determine whether MI could enhance EX/
RP retention and adherence and thereby improve client outcomes.

The two standard introductory sessions of EX/RP were expanded 
into three, and MI was integrated into the sessions. Although the goals 
of the introductory sessions included accomplishing the same tasks as 
in standard EX/RP (assessment, psychoeducation, and treatment plan-
ning), therapists conducted the sessions using an MI-congruent stance—
empathic, affirming, and autonomy-supportive—and with the intention 
of developing a collaborative relationship by finding the place where the 
therapist’s aspirations for the client intertwined with the client’s aspi-
rations for him- or herself. Consistent with this stance, therapists were 
taught to use the elicit–provide–elicit framework for exchanging infor-
mation and offering feedback. They were also taught to listen for, respond 
effectively to, and evoke client talk in the direction of motivation for and 
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commitment to change and treatment adherence, using the full range of 
MI strategies and in particular drawing out clients’ values and goals and 
highlighting how change through EX/RP could help achieve them.

During the 15 exposure sessions that followed, standard EX/RP pro-
cedures were employed (therapist-supervised exposures, assignment of 
between-session EX/RP practice, and review of between-session EX/RP 
practice). If clients balked at completing in-session exposures, reported 
not doing between-session exposures, or otherwise expressed reluctance 
to proceed with the treatment, therapists initially used standard EX/RP 
methods (e.g., psychoeducation, encouragement) for responding to them 
in these situations. However, if these strategies were insufficient to achieve 
adherence with the key procedures of EX/RP, therapists were to shift into 
use of a short (15- to 30-minute) MI module. The objective of this module 
was to assess and enhance commitment to the time-limited and intensive 
EX/RP used in the treatment protocol and to reengage the client before 
proceeding. Therapists were trained to recognize “resistance” (what we 
would now call discord) using the Miller and Rollnick (2002) adapta-
tion of the rubric developed by Chamberlain and colleagues (1984) and 
to respond in MI-consistent ways designed to reduce it. They were also 
taught to view clients as rich resources for solving problems that arise in 
treatment and to respect clients’ determination to chart their own course 
through the treatment process. Once the client’s commitment to continu-
ing with the EX/RP procedures was reestablished, the therapist shifted 
back into the standard directive EX/RP stance.

Six clients received this EX/RP–MI intervention in an open prospec-
tive pilot trial (Simpson, Zuckoff, Page, Franklin, & Foa, 2008), and all 
but one completed treatment. Five showed a decrease in the severity of 
their OCD symptoms and an increase in their quality of life, and three 
had either no or minimal symptoms at the end of treatment. The out-
come in these six clients was at least as good as it is with standard EX/
RP (Foa et al., 2005; Simpson, Foa, et al., 2008).

We then conducted a pilot randomized controlled trial comparing 
EX/RP with and without the addition of MI (Simpson, Zuckoff, et al., 
2010). Specifically, 30 adults with OCD were randomized to 18 ses-
sions of EX/RP or EX/RP+MI. Therapists rated client adherence at each 
exposure session. Independent evaluators assessed the change in OCD 
and depressive symptoms, and clients completed self-report measures of 
readiness for change, readiness for treatment, and quality of life. There 
were no significant between-groups differences either in improvement in 
OCD symptoms or in client adherence as rated with the Patient EX/RP 
Adherence Scale.



68 Motivational interviewing in the treatment of Psychological Problems 

The failure of MI to enhance adherence or outcomes in this study 
could be attributable to one or more factors. Perhaps MI cannot resolve 
ambivalence about change in at least some clients with OCD, or perhaps 
poor EX/RP adherence is unrelated to ambivalence. On the other hand, 
clients in both treatment conditions were high in measured readiness for 
treatment from the start; given that, on average, client adherence was 
good in both treatment groups, the absence of differences could reflect 
a ceiling effect. It might also be that the intervention protocol we used 
did not provide sufficient quantity or quality of MI to yield significant 
effects, or that the therapist’s shifting between MI and CBT stances was 
confusing for clients. We discuss these considerations in more detail later 
in this chapter.

Clinical Illustrations

MI Stuck

At the start of Session 1, the client stated that he had tried all evidence-
based treatments for OCD, and none had worked. At the same time, 
he described his obsessions about harm and checking compulsions as 
an “addiction” that crippled his social and work functioning. Rating 
the importance of change as a 10 (on a scale from 0 to 10), he rated his 
confidence that he could change as 3 of 10. As the session progressed, it 
became clear that the primary issue for this client was not motivation for 
change but motivation for treatment: he was deeply discouraged about 
the prospect that treatment could work for him and thus unwilling to 
initiate either of the two evidence-based treatments available.

In Session 2, the client revealed that he had never fully stopped his 
rituals during prior EX/RP trials nor done his homework exposures as 
instructed. The therapist elicited several reasons: the client doubted the 
procedures would work for him, he didn’t like the anxiety he experi-
enced, and he felt his vigilance about harm helped make him an ethical 
person. The therapist then reframed the client’s EX/RP experience not as 
a treatment failure (as the client had perceived it) but as a question that 
remained to be answered, namely: What would happen if the client were 
to complete a course of EX/RP with full engagement? The discussion 
that followed included information exchange about EX/RP’s effective-
ness and the necessity of full participation to obtain the desired effects. 
The therapist was careful not to imply that the client was to blame for the 
failure of the previous treatment, attributing it instead to a lack of clarity 
in the dialogue between the client and his previous therapist. Following 
this discussion, the client expressed a wish that his previous therapist 
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had been clearer. Building on this, the therapist validated the client’s 
anxiety at the prospect of taking on EX/RP again, empathizing with 
how pointless it would seem to embark on a difficult treatment without 
any reason to think that it would lead to positive changes—something 
the client had not had the chance to discover the last time. The session 
ended with the client expressing less pessimism and the therapist feeling 
increased hope for the client.

In Session 3, after validating the client’s sense that his OCD kept 
him and others safe, the therapist elicited from the client the view that 
his checking was “exaggerated” and unrelated to any real threat. As they 
explored this change talk, the client spoke with increasing conviction 
about how the checking, instead of generating safety, was simply ruining 
his life. This seemed to lead the client to reconsider treatment. However, 
he did not want the sexual side effects of SSRIs and expressed continued 
doubts about EX/RP, saying that exposures merely “replicated” the anx-
iety he already felt. Here, the therapist elicited the client’s understanding 
of how EX/RP works, uncovering several misperceptions that appeared 
to contribute to his prior nonadherence and the failure of the treatment 
to reduce his symptoms.

A key moment appeared to be when the client mentioned that there 
were areas of his life in which he did not feel compelled to minimize risk. 
When the therapist asked for an example, the client recalled military 
training in how to leap from an airplane with a parachute and accepting 
that he might need to do so. The therapist reflected that he was the sort 
of person who did what needed to be done when there were no other 
options. Shortly thereafter, the client expressed the view that EX/RP 
was his “only option,” and he began to wonder whether it might work 
this time. The therapist asked what would make a difference, and the 
client was clear: an EX/RP therapist who gave him explicit directions 
and a “clear path” so that there was effectively no option to fail. The 
therapist’s perception was that affirming the client by expressing interest 
in his story and admiring his resolve resulted in a shift in how the client 
saw himself—that is, as a man of action—and an enhancement of the 
client’s confidence in his ability to take on EX/RP.

In Session 4, the client asked for a referral to an EX/RP therapist 
of the kind they had discussed previously, one who would communi-
cate clearly and firmly guide the client through the treatment as it was 
intended to be done. The therapist and client collaboratively completed a 
change plan that included adherence to between-session exposures and 
in-session completion of exposures at the top of his hierarchy. The ses-
sion ended with the client committing to that plan.

Upon follow-up, the client had entered into and completed a 
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standard treatment course (2 introductory sessions and 15 exposure ses-
sions) of EX/RP, adhered to the homework, and conducted exposures 
at the top of his hierarchy. Before and after the four MI sessions, his 
OCD severity scores, based on the Yale–Brown Obsessive Compulsive 
Scale (Y-BOCS; Goodman, Price, et al., 1989a; Goodman et al., 1989b), 
were 23 and 22, respectively, indicating moderate severity. After EX/
RP treatment, his OCD symptoms decreased dramatically such that his 
symptoms were no more than mild (Y-BOCS = 8).

EX/RP+MI

At the initial assessment, Client A presented with severe OCD symptoms 
(Y-BOCS = 30) within two domains: contamination and harm. Her con-
tamination fears were widespread, and she had extensive washing ritu-
als. She also feared harm befalling her or her family, and these fears 
involved magical thinking (e.g., verbalizing bad thoughts would harm 
her family). Thus, she initially did not allow sessions to be recorded. 
Rituals included repeating mantras.

During the introductory sessions, the client expressed clear reasons 
for change and a commitment to conduct contamination exposures in 
response to the therapist’s evocative questions and empathic reflections. 
However, she expressed great reluctance about conducting harm expo-
sures. In standard EX/RP, a therapist might try to use the psychoeduca-
tional component to convince the client that harm exposures were nec-
essary and ask for the client’s commitment to try them. Instead, once 
reluctance about the exposures surfaced and did not resolve despite 
empathic reflections or information provided in an MI-congruent way 
(elicit–provide–elicit), the therapist shifted focus, supporting the cli-
ent’s personal choice and control regarding the focus of exposures to be 
conducted. The result was that toward the end of the session the client 
agreed to engage in contamination exposures and to reevaluate the pos-
sibility of engaging in harm exposures as treatment progressed.

During the exposure sessions, the client progressed quickly through 
her hierarchy of contamination exposures, surpassing her worst fears and 
engaging in previously unimaginable exposures by mid-treatment (e.g., 
bringing “contaminated” objects into her mother’s apartment). How-
ever, the client rejected exposures that tested her magical thoughts about 
harm. At a pivotal moment halfway through treatment, she expressed 
anger when the therapist suggested such an exposure. In standard EX/
RP the therapist might have offered more psychoeducation, called for 
courage, and emphasized that avoiding the exposure could jeopardize the 
therapy. Instead, the therapist responded by shifting to the MI module. 
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This included coming alongside (“This seems like a risk that is too dan-
gerous to take”), looking forward (“What will your life be like if your 
fears and rituals about doing harm don’t change?”), and increasing confi-
dence by eliciting discussion of past successes and strengths (“This seems 
impossible right now. Tell me about times when you’ve done things that 
seemed impossible”). The therapist also developed discrepancy through 
a discussion of the client’s values in which she described how deeply she 
valued her family’s well-being and her realization of how her OCD symp-
toms caused her family “anxiety and pain” rather than keeping them 
safe. After this conversation, the client renewed her commitment to EX/
RP, thereafter helping the therapist construct exposures that tested her 
magical thoughts and allowing sessions to be recorded. After EX/RP+MI 
treatment, she had minimal symptoms (Y-BOCS = 5).

Client B also had severe OCD (Y-BOCS = 29). She had near constant 
intrusive thoughts of things needing to be perfect or exact and spent 
hours every day performing compulsions to ensure exactness (e.g., orga-
nizing and arranging, reviewing decisions and conversations, rereading 
and rewriting). Although she had recently received 1 year of weekly CBT, 
the client had refused to participate in exposures or ritual prevention.

During the introductory sessions, the client expressed great uncer-
tainty about treatment, vacillating between rage at her OCD (“I have 
no choice—I have to fight this!”) and fear of “losing” her OCD (“It’s 
the only thing that makes me a good person”). Similarly, she vacillated 
between embracing and then rejecting EX/RP, lacking confidence that she 
could stop ritualizing. In standard EX/RP, this client would likely have 
received extensive psychoeduction and attempts at persuasion. Instead, 
she was given key information about EX/RP in MI style after the thera-
pist elicited what she knew, resulting in far less didactic instruction than 
would typically have been provided. Instead of trying to directly per-
suade her to embark on the exposures, the therapist focused on accept-
ing and exploring her ambivalence about change and EX/RP, employing 
amplified reflection (“You are absolutely terrified right now about the 
thought of doing this impossible thing”; “Without the OCD, you would 
be totally immoral”) and double-sided reflection (“In some ways your 
rituals feel like a good thing, and at the same time they are stopping you 
from living the life you want to live”). In exploring the ambivalence, the 
therapist sought to normalize it and support the client’s autonomy while 
developing discrepancy between her current life and her values (thereby 
enhancing the importance of change) and evoking change talk without 
triggering discord (allowing the client to talk herself into change).

Given the client’s strong ambivalence, it was unclear whether she 
would proceed to EX/RP treatment, but at the third introductory session 
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she agreed to try it. However, at the fourth session, she refused to engage 
in the planned exposure. The therapist responded by reassessing the cli-
ent’s attributed importance and confidence for change through EX/RP 
while emphasizing her personal choice and control. A pivotal moment 
came when the therapist, working to enhance confidence, asked if she 
had ever done something that she thought was impossible. The client 
vividly recalled her initial terror of riding a rollercoaster and how this 
terror was transformed into thrill once she did it; the therapist then 
expressed the idea that EX/RP was like this rollercoaster, a challenge 
to be overcome. This rollercoaster metaphor was subsequently referred 
to frequently throughout the remaining treatment sessions whenever the 
client’s confidence in her ability to tolerate the exposures flagged.

Although the next few exposure sessions went well, the client’s con-
fidence continued to fluctuate, requiring a shift into the MI module in 
each session. The therapist employed strategies including exploration of 
the pros and cons of change and enhancement of self-efficacy by evoking 
prior situations in which the client demonstrated strength and resolve. 
The client engaged in increasingly difficult exposures, but she had trou-
ble stopping some rituals. In response, the therapist offered amplified 
reflections of the client’s statements about the relief she experienced from 
ritualizing (“They feel so good”), agreed with a twist to her description 
of being controlled by rituals (“You feel completely controlled by the 
sense of relief you get from doing your rituals”), and reframed the task 
at hand (“You’re not sure that you can eliminate rituals, but you feel that 
you can and need to try”). By the end of treatment, the client was much 
improved (Y-BOCS = 16). Although she had not eliminated all rituals, 
she expressed a sense of accomplishment at having engaged in and com-
pleted treatment.

Unanswered Questions about Using MI 
to Enhance Treatment of OCD

Does the Nature of OCD Limit the Benefits of MI?

One issue worth considering is whether the nature of OCD might limit 
MI’s effectiveness. Miller and Rollnick (2013) have noted that, unless 
there is something more precious to the client than the behavior in which 
he or she is currently engaging, MI has no basis for success. MI works 
by helping clients tap into their most important values and goals, recog-
nize how their current behavior is preventing them from realizing those 
values and goals, and see how they can move toward change. However, 
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some OCD clients have poor insight into the senselessness of their symp-
toms and truly believe, at least some of the time, in the power of their 
thoughts and actions to cause or prevent terrible events. As a result, it is 
rational for them to continue to avoid feared situations or to ritualize, 
as they may value protecting themselves on behalf of those they care 
for more than anything else. In the DSM-IV Field Trial (Foa & Kozak, 
1995), only 13% of OCD clients were certain that their feared conse-
quence would not occur: 27% were mostly certain; 30% were uncertain; 
but 26% were mostly certain and 4% were completely certain that it 
would occur. An added complication is that insight can fluctuate over 
time and in different contexts; for example, some clients can sometimes 
see the senselessness of their symptoms in the therapist’s office and yet 
lose that perspective when faced with an OCD stimulus. It is an open 
question as to how effective MI can be in clients who lose reality testing 
like this.

Another issue relates to the age of onset of the OCD. Half of OCD 
cases start by age 19 and 25% by age 14 (Kessler et al., 2005). Thus, 
many adults with OCD can’t remember a time when they didn’t experi-
ence OCD; their OCD has been incorporated not only into their activi-
ties of daily living but also into their sense of self. When such clients 
hesitate about changing their life to be less about OCD, it is not clear 
whether this is best conceptualized as ambivalence (and thus more ame-
nable to an intervention like MI) or better conceptualized as disrupted 
development (requiring an intervention that could ameliorate the effects 
of the missing developmental process).

Finally, our clinical experience was that OCD clients with promi-
nent symmetry and exactness concerns and who had to do things until 
they felt “just right” did not always respond well to typical MI strat-
egies (e.g., open-ended questions, reflections, the elicit–provide–elicit 
style of providing information). Instead of experiencing the therapist as 
empathic, some of these clients found the therapist’s MI style at best 
vague and at worst irritating; it appeared that they would have preferred 
the more directive therapist-driven style of standard EX/RP.

Which Format Should Be Used to Enhance Treatment  
of OCD?

The Additive Model

The most common format for using MI to improve adherence to and 
outcomes of a longer or more intensive treatment is the “additive” 
model in which one or more MI sessions are offered separately from 
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the primary treatment, usually as a pretreatment. Often these sessions 
are provided by a different clinician from those who provide the pri-
mary treatment, which may involve a therapeutic approach that has 
little in common with the spirit and practice of MI. One meta-analysis 
found that, in contrast to other formats, when MI was added to another 
treatment, the effects of MI were maintained at the 1-year follow-up 
(Hettema et al., 2005).

Typically, MI sessions are added as a prelude to the primary treat-
ment. Studies by Westra and colleagues (Aviram & Westra, 2011; Wes-
tra, Arkowitz, & Dozois, 2009; Westra & Dozois, 2006) provide evi-
dence that offering MI as a prelude to CBT for anxiety disorders can 
enhance both adherence and outcomes (see Westra & Aviram, Chapter 
4, this volume for details). As noted earlier, the prelude model showed 
promise for enhancing treatment adherence and outcomes in OCD in 
preliminary studies by Maltby and Tolin (2005) and Meyer and col-
leagues (2010), but because these researchers blended MI with other 
approaches, it is difficult to draw meaningful conclusions about the role 
of MI in treatment outcomes. Our use of the prelude model in the “MI 
stuck” study returned mixed results, as clients with prominent hoarding 
symptoms were not helped to change or engage in treatment, but those 
with classic OCD symptoms seemed to benefit.

A clear advantage of the prelude model lies in the greater likeli-
hood that MI can be provided in a relatively “pure” way. Evidence that 
a mixture of MI-consistent and MI-inconsistent practice is ineffective 
(Miller & Mount, 2001) supports the value of avoiding the intermix-
ing of other clinical practices with MI, especially such a structured and 
directive treatment as EX/RP. Dedicated MI clinicians can more eas-
ily be trained, coached, and monitored for MI fidelity, and they ben-
efit from well-recognized practice effects in the presence of objective 
and supportive feedback on performance. On the other hand, clients’ 
reluctance to adhere to treatment procedures can arise at any point dur-
ing treatment, and thus confining MI to pretreatment misses the oppor-
tunity to reengage ambivalent clients whose commitment to the treat-
ment flags. This is especially salient in EX/RP, where the aversiveness 
of treatment participation increases as clients approach the top of their 
exposure hierarchy, before decreasing again as symptoms abate and the 
functional impairment caused by OCD is reduced.

One alternative is to add MI sessions during active treatment as 
well as using it before treatment starts. For example, West and col-
leagues (2007) found that adding five individual MI sessions at intervals 
throughout the first 12 months of an 18-month-long group behavioral 
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weight control treatment improved treatment adherence and outcomes 
in overweight women with type 2 diabetes as compared with five indi-
vidual health education sessions provided at the same intervals. Merlo 
and colleagues (2010) utilized a similar approach in their pilot study 
with children and adolescents with OCD, inserting individual MI ses-
sions into the primary CBT intervention. This approach might main-
tain the advantages of the additive model while also ensuring that all 
clients receive MI in the midst of exposure sessions. If separate MI and 
CBT practitioners were required to provide treatment to each client, the 
real-world applicability of this model would be uncertain, especially for 
primary treatments that are also delivered individually. However, it may 
be possible to teach practitioners to provide each intervention with fidel-
ity and to reduce client confusion over shifts in style by transparently 
informing clients about the reasons behind the shifts.

The Integrative Model

The main alternative to the additive model is to integrate MI into the 
primary treatment. In this model MI is provided during treatment ses-
sions with the primary clinician, who must thus be trained in both MI 
and the primary treatment.

The extent to which MI is integrated into the treatment can vary. 
One approach is to begin treatment sessions with a brief MI interven-
tion designed to improve motivation for change and adherence to the 
treatment. Nock and Kazdin (2005) had clinicians begin the first, fifth, 
and seventh of eight sessions of behavioral parent management training 
(PMT) for children with behavior problems with 5–15 minutes of MI 
and exploration of barriers and solutions, targeting parents’ attendance 
at treatment sessions and adherence to between-session activities. Com-
pared with parents receiving standard PMT, those receiving the “par-
ticipation enhancement intervention” scored higher on a parent motiva-
tion index, attended more treatment sessions, and adhered more fully to 
treatment procedures. (Treatment outcomes were not reported.)

Further along the continuum of integration is the approach that we 
took in our “EX/RP+MI” study: blend MI with the preparatory tasks of 
the primary treatment during the initial sessions and then provide an MI 
module that the therapist can deploy as needed during the active treat-
ment sessions, when issues of treatment adherence may arise.

Although it has the advantages of real-world applicability (a single 
practitioner provides the treatment) and availability of MI to enhance 
motivation for change and adherence throughout the treatment process, 
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integrating MI into standard EX/RP as we did might have an important 
drawback. In our protocol, therapists had to shift back and forth between 
MI and EX/RP during exposure sessions if clients became reluctant to 
adhere in-session or were inconsistent in between-session adherence. We 
found that, although the signs of nonadherence were sometimes clear 
(e.g., clients expressed the desire to drop out of treatment), in many cases 
the signs were more subtle (e.g., partial adherence to between-session 
practice) and varied from session to session. With such clients, therapists 
had to judge at each session whether MI was warranted, and unless the 
signs were obvious, their tendency was not to shift and to rely instead 
upon familiar CBT strategies. This perhaps was to be expected, given 
that the therapists had expertise in EX/RP but were relatively new to 
MI; moreover, the protocol explicitly stated that the MI module was 
only to be used during exposure sessions if standard CBT procedures 
were ineffective. Notably, results of intervention fidelity checks using the 
Motivational Interviewing Treatment Integrity global codes (MITI 3.0; 
Moyers, Martin, Manuel, Miller, & Ernst, 2005) suggested that little 
MI was provided during the exposure sessions

It is possible that therapists who had more experience in MI might 
make the shift from EX/RP to MI more readily and with greater fidelity—
but allegiance to a powerful and effective treatment approach like EX/RP 
can be strong, and the development of an equal allegiance to two distinct 
approaches might be unlikely. As a result, the MI might be diluted to 
the point of being rendered ineffective. If expertise in both treatments 
is necessary to conduct such an integrated protocol, the applicability of 
this model to routine treatment settings may be limited.

What, then, of the employment of a more integrated approach 
where exposure and ritual prevention procedures would be conducted 
in a manner consistent with the MI spirit and where MI elements would 
be fully integrated into sessions? It is possible that this approach could 
increase the quality and quantity of MI received. Such an approach 
would target not only ambivalence about entering treatment but also 
ambivalence about engaging in the individual exposures and other com-
ponents of between-session exercises. In such an approach, the clinician 
would evoke from clients how achieving an individual exposure might 
make them feel or what it might mean in terms of their progress toward 
overcoming OCD. Similarly, successes with exposures might more stra-
tegically be used to evoke change talk and build commitment and confi-
dence to continuing with treatment and overcoming OCD.

The risk of this approach mirrors that of the one previously dis-
cussed, namely, potentially diluting the effectiveness of EX/RP by 
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intermixing it with MI. The skilled practice of MI requires that the ther-
apist take up an egalitarian and empathically expressive stance, whereas 
the skilled practice of EX/RP requires him or her to direct the client with 
authority through the complex and demanding set of treatment proce-
dures needed to reduce OCD symptoms. Thus, MI might have the poten-
tial to decrease rather than increase the impact of the EX/RP procedures 
if integrated into the treatment. This risk could strengthen the preference 
for the additive model in the context of OCD treatment. Many of the 
studies with positive findings for MI as an adjunct employed prelude 
interventions prior to other treatments (e.g., traditional inpatient reha-
bilitation) whose style and procedures likewise presented strong con-
trasts to those of MI.

Conclusions

Considerations for Future Research

MI should be considered a promising but still unproven approach for 
enhancing treatment seeking and outcomes in EX/RP for OCD. More 
research is needed not only to identify whether one format for combin-
ing MI and CBT is superior to others in improving outcomes but more 
generally to determine the degree to which MI is effective among this 
client population, given certain characteristics of OCD.

Addressing these issues requires reliable and valid measures for 
assessing the impact of MI (as well as other interventions) on adherence 
to treatment. A brief therapist-administered measure (Simpson, Maher, 
et al., 2010) has demonstrated good reliability and predictive validity for 
assessing adherence to between-session assignments in EX/RP.

Adherence can be also be measured in terms of rates of treatment 
entry. However, an MI intervention could be considered successful 
not only if it increases the likelihood that people with OCD will enter 
treatment but also if people who are very unlikely to adhere to treat-
ment procedures decide not to enter treatment. When clients adhere 
only partially to EX/RP for OCD, treatment is likely to be ineffective. 
Clients who engage half-heartedly risk demoralization and decreased 
willingness to access treatment later, even if motivation for change is 
high. Therefore, when MI is used as a prelude to treatment, perhaps it 
is not starting treatment that is the most accurate metric of MI’s effec-
tiveness but rather the extent to which clients complete MI either fully 
committed to treatment or resolved not to enter treatment until ready 
to adhere.
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Theoretically, MI should be most useful to those who are ambiva-
lent about treatment by helping them resolve this ambivalence as well as 
enhancing readiness for change. However, testing this hypothesis requires 
valid and reliable measures of these constructs. We found that a Readiness 
Ruler targeting readiness to engage in the components of EX/RP, rather 
than general readiness to change, predicted adherence, which in turn pre-
dicted treatment outcome (Maher et al., 2012; Simpson et al., 2012).

It is not clear how feasible it is to train therapists experienced in pro-
viding standard EX/RP for OCD to deliver MI in an integrated protocol. 
Developing proficiency in MI requires careful training, especially if clini-
cians have been trained in highly structured treatments (Cook, Schnurr, 
Biyanova, & Coyne, 2009). It remains to be determined whether the 
potential benefits to clients make the required commitment of time and 
effort for EX/RP therapists to learn and use MI worthwhile.

Clinical Observations

In our experience, MI was successful when it helped address two distinct 
but related decisional conflicts that can lead to treatment ambivalence. 
The first is whether the advantages of changes in OCD symptoms out-
weigh those of sustaining the status quo to the client. Here, what seemed 
particularly helpful was eliciting the values the OCD behaviors reflected 
(e.g., material security and antiwastefulness or carefulness about the 
well-being of others) and contrasting these with the values that could be 
expressed if the OCD behaviors were reduced (e.g., improved intimate 
relationships, mastery of their own destiny, belief in a benevolent world). 
The recognition that giving up the OCD behaviors was not just compat-
ible with, but also facilitative of, living out cherished values appeared to 
fuel the desire for change.

The second conflict we observed centered on whether the aversive-
ness of treatment itself (i.e., the intense anxiety inherent in EX/RP, the 
side effects inherent in pharmacotherapy) was outweighed by the poten-
tial relief from debilitating symptoms. Here a key appeared to be the 
therapist’s ability to empathize with clients’ fears while also evoking and 
affirming their strengths, especially their courage in the face of daunting 
obstacles and their willingness to persist despite the difficulty of doing 
so. Providing a nonjudgmental space for clients to think out loud about 
the available pathways for achieving change also seemed to play an 
important role. In those cases where clients sought or participated more 
fully in evidence-based treatment for OCD after an MI intervention, the 
clients appeared to come to an acceptance of the reality and limitations 
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of the current treatment options and to feel willing and able to commit 
to short-term pain for long-term gain because change was so essential.

Motivational interviewing has demonstrated effectiveness in 
enhancing commitment to treatment for a variety of problems. In light 
of the distress and impairment caused by OCD, and the availability of 
empirically supported treatments that nonetheless do not reach many of 
those who could benefit, we and others have begun to explore the poten-
tial of MI to engage OCD sufferers into treatment and enhance their 
adherence once engaged. The nature of OCD, as well the character of 
the primary treatments themselves, appears to create special challenges 
in using MI for these purposes. It’s clear that much more research will 
be needed before we can draw any firm conclusions regarding the value 
of adding or integrating MI into these treatments. Nonetheless, our ini-
tial explorations leave us sufficiently encouraged to warrant continuing 
those efforts.

References

Abramowitz, J. S., Franklin, M. E., Zoellner, L. A., & DiBernardo, C. L. 
(2002). Treatment compliance and outcome in obsessive–compulsive dis-
order. Behavior Modification, 26(4), 447–463.

Aviram, A., & Westra, H. A. (2011). The impact of motivational interviewing 
on resistance in cognitive behavioural therapy for generalized anxiety dis-
order. Psychotherapy Research, 21, 698–708.

Chamberlain, P., Patterson, G., Reid, J., Kavanagh, K., & Forgatch, M. (1984). 
Observation of client resistance. Behavior Therapy, 15, 144–155.

Connors, G. J., Walitzer, K. S., & Dermen, K. H. (2002). Preparing clients for 
alcoholism treatment: Effects on treatment participation and outcomes. 
Journal of Consulting and Clinical Psychology, 70(5), 1161–1169.

Cook, J. M. Schnurr, P. P., Biyanova, T., & Coyne, J. C. (2009). Apples don’t 
fall far from the tree: Influences on psychotherapists’ adoption and sus-
tained use of new therapies. Psychiatric Services, 60, 671–676.

Foa, E. B., Grayson, J. B., Steketee, G. S., Doppelt, H. G., Turner, R. M., & 
Latimer, P. R. (1983). Success and failure in the behavioral treatment of 
obsessive–compulsives. Journal of Consulting and Clinical Psychology, 
51(2), 287–297.

Foa, E. B., & Kozak, M. J. (1995). DSM-IV field trial: Obsessive–compulsive 
disorder. American Journal of Psychiatry, 152, 90–96.

Foa, E. B., Liebowitz, M. R., Kozak, M. J., Davies, S., Campeas, R., Franklin, 
M. E., et al. (2005). Randomized, placebo-controlled trial of exposure and 
ritual prevention, clomipramine, and their combination in the treatment 
of obsessive–compulsive disorder. American Journal of Psychiatry, 162, 
151–161.



80 Motivational interviewing in the treatment of Psychological Problems

Goodman, W. K., Price, L. H., Rasmussen, S. A., Mazure, C., Delgado, P., Hen-
ninger, G. R., et al. (1989). The Yale–Brown Obsessive Compulsive Scale: 
II. Validity. Archives of General Psychiatry, 46, 1012–1016.

Goodman, W. K., Price, L. H., Rasmussen, S. A., Mazure, C., Fleischmann, R. 
L., Hill, C. L., et al. (1989). The Yale–Brown Obsessive Compulsive Scale: 
I. Development, use, and reliability. Archives of General Psychiatry, 46, 
1006–1011.

Grote, N. K., Zuckoff, A., Swartz, H. A., Bledsoe, S. E., & Geibel, S. (2007). 
Engaging women who are depressed and economically disadvantaged in 
mental health treatment. Social Work, 52, 295–308.

Habib, S., Morrissey, S., & Helmes, E. (2005). Preparing for pain management: 
A pilot study to enhance engagement. Journal of Pain, 6(1), 48–54.

Hettema, J., Steele, J., & Miller, W. R. (2005). Motivational interviewing. 
Annual Review of Clinical Psychology, 1, 91–111.

Inciardi, J. A., Surratt, H. L., Pechansky, F., Kessler, F., Von Dimen, L., Meyer 
da Silva, E., et al. (2006). Changing patterns of cocaine use and HIV risks 
in the south of Brazil. Journal of Psychoactive Drugs, 38, 305–310.

Kessler, R. C., Berglund, P., Demler, O., Jin, R., Merikangas, K. R., & Walters, 
E. E. (2005). Lifetime prevalence and age-of-onset distributions of DSM-
IV disorders in the National Comorbidity Survey Replication. Archives of 
General Psychiatry, 62, 593–602.

Koran, L. M., Henna, G. L., Hollander, E., Nestadt, G., & Simpson, H. B. 
(2007). Practice guideline for the treatment of patients with obsessive–
compulsive disorder. American Journal of Psychiatry, 164(Suppl. 7), 5–53.

Kozak, M. J., & Foa, E. B. (1997). Mastery of obsessive–compulsive disorder: 
A cognitive-behavioral approach. San Antonio, TX: Psychological Corp.

Leukefeld, C., Brown, C., Clark, J., Godlaski, T., & Hays, R. (2000). Behav-
ioral therapy for rural substance abusers. Lexington: University of Ken-
tucky Press.

Leukefeld, C. G., Pechansky, F., Martin, S. S., Surratt, H. L., Inciardi, J. A., 
Kessler, F. H. P., et al. (2005). Tailoring an HIV-prevention intervention 
for cocaine injectors and crack users in Porto Alegre, Brazil. AIDS Care, 
17, 77–87.

Lewis-Fernandez, R., Balan, I. C., Patel, S. R., Sanchez-Lacay, J. A., Alfonso, 
C., Gorritz, M., et al. (2013). Impact of motivational pharmacotherapy on 
treatment retention among depressed Latinos. Psychiatry, 76, 210–222.

Lundahl, B. W., Kunz, C., Brownell, C., Tollefson, D., & Burke, B. L. (2010). A 
meta-analysis of motivational interviewing: Twenty-five years of empirical 
studies. Research on Social Work Practice, 20(2), 137–160.

Maher, M. J., Wang, Y., Zuckoff, A., Wall, M. W., Franklin, M., Foa, E. B., et 
al. (2012). Predictors of patient adherence to cognitive behavioral therapy 
for obsessive–compulsive disorder. Psychotherapy and Psychosomatics, 
81, 124–126.

Maltby, N., & Tolin, D. F. (2005). A brief motivational intervention for treat-
ment-refusing OCD patients. Cognitive Behavioral Therapy, 34(3), 176–
184.

Merlo, L. J., Storch, E. A., Lehmkuhl, H. D., Jacob, M. L., Murphy, T. K., 



EX/RP in the Treatment of OCD 81

Goodman, W. K., et al. (2010). Cognitive behavioral therapy plus motiva-
tional interviewing improves outcome for pediatric obsessive–compulsive 
disorder: A preliminary study. Cognitive Behavioral Therapy, 39, 24–27.

Meyer, E., Souza, F., Heldt, E., Knapp, P., Cordioli, A., Shavitt, R. G., et al. 
(2010). A randomized clinical trial to examine enhancing cognitive-behav-
ioral group therapy for obsessive–compulsive disorder with motivational 
interviewing and thought mapping. Behavioural and Cognitive Psycho-
therapy, 38, 319–336.

Miller, W. R., & Mount, K. A. (2001). A small study of training in motivational 
interviewing: Does one workshop change clinician and client behavior? 
Behavioural and Cognitive Psychotherapy, 29, 457–471.

Miller, W. R., & Rollnick, S. (2002). Motivational interviewing: Preparing 
people for change (2nd ed.). New York: Guilford Press.

Miller, W. R., & Rollnick, S. (2013). Motivational interviewing: Helping peo-
ple change (3rd ed.). New York: Guilford Press.

Moyers, T., Martin, T., Manuel, J. K., Miller, W. R., & Ernst, D. (2005). Moti-
vational Interviewing Treatment Integrity 3.0: Increasing participation 
in parent management training. Available at http://casaa.unm.edu/down-
load/miti3.pdf.

Nock, M. K., & Kazdin, A. E. (2005). Randomized controlled trial of a brief 
intervention for increasing participation in parent management training. 
Journal of Consulting and Clinical Psychology, 73, 872–879.

Prochaska, J. O., & DiClemente, C. C. (1984). The transtheoretical approach: 
Crossing traditional boundaries of therapy. Homewood, IL: Dow-Jones/
Irwin.

Simpson, H. B., Foa, E. B., Liebowitz, M. R., Huppert, J. D., Cahill, S., Maher, 
M. J., (2013). Cognitive-behavioral therapy vs risperidone for augment-
ing serotonin reuptake inhibitors in obsessive–compulsive disorder: A ran-
domized clinical trial. JAMA Psychiatry, 70, 1190–1199.

Simpson, H. B., Foa, E. B., Liebowitz, M. R., Ledley, D. R., Huppert, J. D., 
Cahill, S., et al. (2008). A randomized, controlled trial of cognitive-behav-
ioral therapy for augmenting pharmacotherapy in obsessive–compulsive 
disorder. American Journal of Psychiatry, 165, 621–630.

Simpson, H. B., Huppert, J. D., Petkova, E., Foa, E. B., & Liebowitz, M. R. 
(2006). Response versus remission in obsessive–compulsive disorder. Jour-
nal of Clinical Psychiatry, 67(2), 269–276.

Simpson, H. B., Maher, M., Page, J. R., Gibbons, C. J., Franklin, M. E., & Foa, 
E. B. (2010). Development of a patient adherence scale for exposure and 
response prevention therapy. Behavior Therapy, 41, 30–37.

Simpson, H. B., Maher, M. J., Wang, Y., Bao, Y., Foa, E. B., & Franklin, M. 
(2011). Patient adherence predicts outcome from cognitive behavioral ther-
apy in obsessive–compulsive disorder. Journal of Consulting and Clinical 
Psychology, 79, 247–252.

Simpson, H. B., Marcus, S. M., Zuckoff, A., Franklin, M., & Foa, E. B. (2012). 
Patient adherence to cognitive-behavioral therapy predicts long-term out-
come in obsessive–compulsive disorder. Journal of Clinical Psychiatry, 73, 
1265–1266.



82 Motivational interviewing in the treatment of Psychological Problems

Simpson, H. B., & Zuckoff, A. (2011). Using motivational interviewing to 
enhance treatment outcome in people with obsessive–compulsive disorder. 
Cognitive and Behavioral Practice, 18, 28–37.

Simpson, H. B., Zuckoff, A., Maher, M. J., Page, J., Franklin, M., Foa, F. B., 
et al. (2010). Challenges using motivational interviewing as an adjunct to 
exposure therapy for obsessive–compulsive disorder. Behavior Research 
and Therapy, 48, 941–948.

Simpson, H. B., Zuckoff, A., Page, J., Franklin, M. E., & Foa, E. B. (2008). 
Adding motivational interviewing to exposure and ritual prevention for 
obsessive–compulsive disorder: An open pilot trial. Cognitive Behaviour 
Therapy, 37, 38–49.

Sookman, D., & Steketee, G. (2007). Directions in specialized cognitive behav-
ior therapy for resistant obsessive–compulsive disorder: Theory and prac-
tice of two approaches. Cognitive and Behavioural Practice, 14, 1–17.

Swartz, H. A., Frank, E., Zuckoff, A., Cyranowski, J. M., Houck, P. R., Cheng, 
Y., et al. (2008). Brief interpersonal psychotherapy for depressed mothers 
whose children are receiving psychiatric treatment. American Journal of 
Psychiatry, 165, 1155–1162.

West, D. S., DiLillo, V., Bursac, Z., Gore, S. A., & Greene, P. G. (2007). Moti-
vational interviewing improves weight loss in women with type 2 diabetes. 
Diabetes Care, 30(5), 1081–1087.

Westra, H. A., Arkowitz, H., & Dozois, D. J. A. (2009). Adding a motivational 
interviewing pretreatment to cognitive behavioral therapy for generalized 
anxiety disorder: A preliminary randomized controlled trial. Journal of 
Anxiety Disorders, 23, 1106–1117.

Westra, H. A., & Dozois, D. J. A. (2006). Preparing clients for cognitive behav-
ioral therapy: A randomized pilot study of motivational interviewing for 
anxiety. Cognitive Therapy Research, 30, 481–498

Zuckoff, A., & Daley, D.C. (2001). Engagement and adherence issues in treat-
ing persons with nonpsychosis dual disorders. Psychiatric Rehabilitation 
Skills, 5, 131–162.

Zuckoff, A., & Hettema, J. E. (2007, November). Motivational interviewing to 
enhance engagement and adherence to treatment: A conceptual and empir-
ical review. In H. B. Simpson (Chair), Using motivational interviewing to 
enhance CBT adherence. Paper presented at the 41st annual convention of 
the Association for Behavioral and Cognitive Therapies, Philadelphia, PA.

Zweben, A., & Zuckoff, A. (2002). Motivational interviewing and treatment 
adherence. In W. R. Miller & S. Rollnick, Motivational interviewing: Pre-
paring people for change (2nd ed., pp. 299–319). 2nd edition. New York: 
Guilford Press.



 83 

chaPter 4

integrating Motivational 
interviewing into the 
treatment of anxiety

henny a. westra
adi aviram

the application of motivational interviewing (MI; Miller & Rollnick, 
2002, 2013) to anxiety disorders is a relatively recent development. 
Common treatments for anxiety such as cognitive-behavioral therapy 
(CBT) typically require a high level of motivation for change since the 
individual is required to take active steps toward recovery, such as expo-
sure to fear-provoking stimuli. Yet, many individuals, even those pre-
senting for treatment, are ambivalent about change and implementing 
change strategies. Given the focus on helping individuals move through 
ambivalence about change, applications of MI for anxiety hold prom-
ise for complementing existing effective treatments (see Westra, 2012). 
In this chapter, we begin by briefly discussing existing treatments for 
anxiety and making a case for applying MI to the treatment of anxi-
ety disorders. The bulk of the chapter then presents an overview of this 
approach along with clinical illustrations. Finally, we outline the clinical 
challenges of this work and present a summary of the research assessing 
the use of MI in the treatment of anxiety.
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Usual Treatments

Various treatment guidelines currently recommend CBT as the first-line 
approach to treating anxiety disorders. Although CBT typically con-
sists of multiple intervention strategies (e.g., breathing retraining, self-
monitoring), exposure to feared situations and/or stimuli is considered 
a critical ingredient. The specific focus of exposure varies depending 
on the type of anxiety that is being treated, but the theoretical prin-
ciple remains the same, namely, by facing anxiety-provoking stimuli, 
fears can become extinguished, new coping skills may be developed, 
and adaptive cognitive changes occur. In particular, change in threat-
related cognitions occurs as new evidence that is discrepant from one’s 
catastrophic beliefs is accumulated, thereby providing an opportunity 
for new learning to take place. The efficacy of CBT for a variety of anxi-
ety disorders is well established. For example, in a recent review of 269 
meta-analyses examining CBT efficacy for a wide range of presenting 
problems, anxiety disorders emerged as a class of mental health difficul-
ties where in which support for CBT was consistently strong (Hofmann, 
Asnaani, Vonk, Sawyer, & Fang, 2012).

Rationale for Using MI for Anxiety

Although effective treatments have been developed for anxiety, client 
resistance to change and nonadherence to recommended treatment pro-
cedures are formidable problems limiting the benefits of these treatments 
(e.g., Antony, Ledley, & Heimberg, 2005). Homework noncompliance 
and limited client engagement are commonly acknowledged problems 
among CBT practitioners (e.g., Helbig & Fehm, 2004; Sanderson & 
Bruce, 2007). For example, in a survey of practitioner-identified obsta-
cles to the implementation of empirically supported treatments for panic 
disorder, client unwillingness to engage in treatment was reported by 
61% of therapists, and minimal client motivation at the outset of therapy 
was identified as a problem by 67% of the therapists surveyed (American 
Psychological Aaaociation, 2010). Similarly, in a recent survey of thera-
pists on their clinical experiences conducting CBT for generalized anxi-
ety disorder (GAD), the majority of respondents identified client resis-
tance to the directiveness of treatment as a barrier to treatment efficacy 
(Szkodny, Newman, & Goldfried, 2014). Moreover, there is strong and 
consistent evidence that the effectiveness of psychotherapy is associated 
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with the relative absence of resistance (e.g., Beutler, Harwood, Michel-
son, Song, & Holman, 2011). Indeed, despite being relatively rare as 
compared to client cooperation, resistance even as early as the first ses-
sion of therapy is a very strong predictor of reduced subsequent engage-
ment in CBT (i.e., in-session task involvement, Jungbluth & Shirk, 2009; 
homework compliance, Aviram & Westra, 2011) as well as poorer treat-
ment outcomes (Westra, 2011). And, importantly, receiving MI prior 
to CBT for anxiety has been shown to substantially reduce resistance 
within CBT (Aviram & Westra, 2011).

Much of what is thought of as resistance or noncompliance in psy-
chotherapy may be a reflection of ambivalence about change (Engle & 
Arkowitz, 2006). As just one example, although clients with GAD see 
their worry as a problem, they also hold positive beliefs about worry 
(e.g., worry is motivating) and are therefore ambivalent about relinquish-
ing it (Borkovec & Roemer, 1995). In addition, recent research suggests 
that the way a therapist responds to client ambivalence may be criti-
cal to treatment outcomes. In general, more supportive strategies have 
been indicated in the presence of resistance, while directive strategies 
are contraindicated in this context (Beutler et al., 2011). In fact, stud-
ies on interpersonal process in therapy have underscored the disruptive 
nature of therapists’ directiveness in rigidly adhering to CBT techniques 
at times in which clients voice concerns about the therapy or the thera-
pist (Aspland, Llewelyn, Hardy, Barkham, & Stiles, 2008; Castonguay, 
Goldfried, Wiser, Raue, & Hayes, 1996). Such findings underscore the 
need for flexibly moving between supportive and directive responses to 
client readiness for change. A combination of MI and CBT may thus be 
promising in the treatment of anxiety, with MI directed at increasing 
motivation and resolving ambivalence about change and CBT directed 
at helping clients achieve desired changes (Westra, 2012).

Clinical Application

Miller and Rollnick (2013) define MI as a collaborative goal-oriented 
style of communication that gives particular attention to the language 
of change. It is designed to strengthen personal motivation for and com-
mitment to a specific goal by eliciting and exploring the person’s own 
reasons for change within an atmosphere of acceptance and compassion. 
In essence, the goal of MI is to help people move through ambivalence 
and toward change. Four overlapping processes are identified within 
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MI, including engaging, focusing, evoking, and planning. After a brief 
discussion of MI spirit, the application of MI to the treatment of anxi-
ety is discussed and elaborated within these four processes.

The “Spirit” of MI

Any discussion of MI should begin with the underlying spirit of the 
approach. At its core, MI rests on a particular view of human nature, 
the change process, and the therapist’s role in facilitating that change. 
Any therapist behavior, no matter how much it may resemble MI, is 
not considered MI unless it is congruent with this underlying attitude 
(Miller & Rollnick, 2002, 2013). Thus, there is an onus on the counselor 
practicing MI to know, cultivate, and nurture MI spirit—and to monitor 
any deviations from it.

In MI, the client is not viewed as deficient or lacking in expertise 
that the therapist then supplies. Instead, clients are seen as already pos-
sessing all they need to resolve ambivalence and accomplish change. The 
clinician practicing MI trusts this fundamental notion, thus seeking to 
identify and mobilize the client’s intrinsic resources to stimulate behavior 
change. Since motivation is seen as coming from within and can never be 
supplied from without, the MI therapist consistently communicates the 
message “I don’t have what you need, but you do. And I will help you to 
find it.” Thus, the MI therapist operates as a guide or consultant to the 
client (Miller & Rollnick, 2002, 2013).

Elements of this underlying spirit include partnership, acceptance 
(including empathy), compassion, and evocation (Miller & Rollnick, 
2013). MI therapists strive to create a safe atmosphere that enables cli-
ents to work productively toward resolving ambivalence and mobilizing 
resolve and resources for change. In this sense, one is not so much an 
expert on the content of the problems or their resolution (as that is the 
client’s domain); rather, one is an expert on the process (Westra, 2012).

MI therapists seek to work in harmony with clients at all times. 
They avoid coercion, argumentation, persuasion, and confrontation. 
The latter styles of interacting emerge from a therapist-as-expert per-
spective and run the risk of engendering client resistance and opposi-
tion. Importantly, MI is not coercive or “strategic.” The MI therapist 
recognizes that choices always reside with the individual and can never 
be appropriated by another. At moments of disharmony, MI therapists 
avoid pejorative perceptions of clients as unmotivated, obstructive, or 
difficult. They seek to reframe client opposition by reflecting it, working 
with it, and understanding it.
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As noted by Westra (2012), MI therapists also bring themselves—
their humanity—to the encounter. They bring their curiosity, compas-
sion, understanding, and validation. They bring faith in the process and 
in the capacity of everyone to be free from suffering and live a meaning-
ful, satisfying life that is congruent with his or her values. They protect 
their clients’ right to self-determination and freedom from coercion and 
offer themselves as confident companions and guides in clients’ journeys 
of self-discovery and, ultimately, behavior change.

Engaging

Client engagement with the process of treatment has been identified as 
a central component of effective psychotherapy (Orlinsky, Grawe, & 
Parks, 1994). Regardless of the approach used, clients must be actively 
involved in the process and tasks of treatment in order to achieve good 
outcomes, and active engagement is a necessary prerequisite at all stages 
in therapy. Accordingly, client disengagement should be of significant 
concern for therapists. Within MI, listening and empathy are identified 
as being among the skills necessary for establishing a solid working alli-
ance. Below we discuss two key elements of engagement, providing a 
credible treatment rationale and expressing empathy.

Providing a Rationale

In workshops, participants sometimes ask if they should tell their clients 
that they are stuck or low on motivation and are thus in need of MI. 
What participants are really getting at here is the issue of providing a 
rationale for your approach. Indeed, a critical part of engaging clients 
is to provide a credible rationale for the selected approach. This may be 
particularly true in the case of MI when applied to anxiety disorders, 
given that it is more exploratory or conversational in style, whereas cli-
ents may expect a more directive interaction where the therapist operates 
as an expert. It is thus incumbent on the therapist not only to be pre-
pared to explain his or her approach and provide a treatment rationale 
but also to actively solicit client process expectations and negotiate the 
approach to be taken in accordance with the client’s preferences (Con-
stantino, Ametrano, & Greenberg, 2012).

Communicating your view of the importance and relevance of ambiv-
alence and how exploration of this can be an important component of 
the treatment of anxiety is likely to increase client receptivity to this way 
of working. When introducing MI into the treatment of anxiety, Westra 
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(2012) outlines several points that can be communicated to enhance cli-
ent receptivity to this approach, including noting that ambivalence about 
change is normal and omnipresent (“even though people know that they 
shouldn’t worry or avoid feared situations, another part of them argues 
for continued worry and avoidance”), that change is difficult (“while 
change may be desirable, the process of change is not and is typically 
quite difficult”), that therapy offers an important space to explore dif-
ferent parts of self (e.g., “parts of yourself one day insist on change and 
the next day try to talk you out of it”), and that change involves not only 
taking action but also thinking about resolving conflicted feelings and 
preparing for change.

Expressing Empathy

Expressing empathy involves striving to understand and experience the 
world from the client’s perspective without judgment or criticism and 
continually reflecting this emergent and evolving understanding back to 
the client (Rogers, 1951). It means far more than a kind, friendly attitude 
toward the client; rather, it is a highly active, complex, and multilayered 
process that is critically important in helping clients with anxiety under-
stand and work through ambivalence about change. To be empathic also 
requires therapists to actively put aside their own hopes, biases, values, 
agendas, and the like in order to “experience” the client and the unique-
ness of the client’s reality (Geller & Greenberg, 2002).

Moreover, as a vehicle for promoting self-awareness and encour-
aging self-confrontation, empathic listening can play a central role in 
accomplishing this vital task of treatment. That is, empathy serves to 
more fully understand and deconstruct anxious clients’ dominant views 
of themselves, others, and the world by bringing that which has been 
marginalized and silenced to center stage. In the service of this objective, 
the therapist strives to be neither behind the client (e.g., simply parroting 
or restating client statements) nor too far ahead of the client (e.g., making 
reflections that are too far outside of the client’s immediate awareness 
or that the client is not likely to accept), given that neither of these posi-
tions will facilitate movement in the client’s developing understanding or 
awareness Rather, the therapist strives to capture the implicit meanings 
that are immediately outside of the client’s awareness, but are nonethe-
less contained within it (Sachse & Elliott, 2002).

While empathy is central to engaging the client, it can also serve 
many functions that go well beyond maintaining a positive working alli-
ance. For instance, empathic responding facilitates clients’ self-reflection 
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in therapy and acknowledges that they can know themselves, evaluate 
their beliefs and behaviors, and make choices about how to best enhance 
the quality of their lives or change (Rogers, 1951). Moreover, empathic 
listening also promotes self-acceptance. That is, empathy is a major vehi-
cle through which the therapist is able to convey the underlying attitudes 
of MI to his or her client. Such experiences of being regarded by another 
in this accepting and nonjudgmental manner can serve as a catalyst for 
greater client self-regard and self-acceptance. Moreover, such experi-
ences are especially important for clients with anxiety and depression, 
who suffer from chronic self-criticism and low self-regard.

clinical exaMPle of Using eMPathy in the context  
of working with aMbivalence

Consider a young woman with social anxiety who articulated ambiv-
alence about managing conflict. She characterized her approach as 
“immature” and noted that she often sulks for a protracted period of 
time and is passive–aggressive (e.g., indirectly indicating displeasure, 
such as by slamming doors and giving others “the silent treatment”). 
The client noted that, although she knew what a better strategy would 
be, she was consistently unable to navigate these situations in a more 
“mature” manner.

therapist: I hear that you are displeased with yourself for acting in an 
“immature” manner. If you are willing, can you say what are you 
attempting to get or hoping to get by dragging out your displeasure 
at the other person.

Client: (C): (pause) I think I want them to notice me—and to know that 
they hurt me.

therapist: So, this is a way of communicating very important feelings, 
things you don’t want people to overlook or just pass over. And 
that sounds important, given that you’ve said that you often feel 
invisible or unimportant to others—it’s hard to get their attention. 
[Garnered from previous sessions with the client; the therapist is 
attempting to reframe “negative” behavior during conflict.]

Client: Right. Like, I try and try to get my parents to take me seriously 
but usually I feel like I might as well just talk to the wall.

therapist: So, it goes nowhere, and that’s what you’re used to. And 
you’ve had to develop creative ways to get noticed—to be taken 
seriously. If I hear you right, you have tried the “more mature” 
approach, probably quite a few times, and it hasn’t worked.
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Client: Absolutely. Being rational and reasonable never accomplishes 
anything with them.

therapist: So, it may not be ideal, in an ideal world, and there are some 
things you don’t like about how you’re acting—but it works! And it 
certainly sounds better than the alternative of just giving up.

Client: That’s true. But why can’t they just listen to reason? Why do I 
have to resort to this?

therapist: You sound frustrated with the situation and with yourself 
for having to act in ways that another part of you—the mature 
part—really dislikes. I’m curious. What happens when you act this 
way with your parents?

Client: Well, my dad, who just ignores me most of the time, comes 
around. Like when I’m mad, I usually say “I don’t want to eat sup-
per”—which is a big deal because of my diabetes. Then he actually 
goes out of his way to come up to my room. And then he is very 
sweet and kind and asks me to calm down. And then I usually draw 
it out—my anger—some more.

therapist: And what is it like when he comes to you and is kind?

Client: It feels really good. Like he talks with me and notices me 
(pause), and I feel powerful.

therapist: So, quite a nice change from feeling helpless and powerless 
with him! And it sounds like those are the rare moments where you 
feel connected with him—feel like he cares.

Client: Yes, absolutely.

therapist: So, it makes a lot of sense then that you would act this way. 
If I’m hearing it right, it sounds like a smart and necessary strategy 
to get some control and feel close to others. [The therapist prizing 
and validating]

Client: I never thought about it that way. But it actually does feel really 
good. Even though I know I’m being stubborn and difficult, I like 
it in some ways.

therapist: And you learned that people are like that—that they can 
only hear you when you are stubborn and withdraw. So, naturally, 
you would keep acting that way.

Client: But I don’t think that everyone is like that though.

therapist: So, there’s another part of you that thinks that the world, 
or others, may operate with different rules or ways of conducting 
themselves. What makes you say that? [The client, having further 
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uncovered and heard what she thinks, then begins to challenge her 
assumption. The therapist hears this protesting voice and invites the 
client to expand further, thereby inviting change talk. Importantly, 
the protest has arisen from the client and not from the therapist].

Client: Well, my boyfriend. He really cares about me and how I’m feel-
ing. He often asks me how I’m doing, even when I’m not angry with 
him but I seem upset or like I’ve had a bad day.

therapist: So, if I hear you right you are saying, “I don’t have to be this 
way in order for him to take an interest. I learned to be this way; it’s 
well practiced—and it works, at least with some people. But I may 
not have to be this way with everyone in order to be taken seriously 
or to get others interested in me.” Is that right?

Through the process of empathic reflection aimed at understanding 
ambivalence and the motives underlying seemingly negative behaviors, 
clients can then more freely make decisions about how well the behav-
ior is working to meet these vital needs and contemplate whether there 
are other ways of meeting these core needs that are less self-destructive. 
When the therapist reframes problematic views and reactions in this 
way, it not only assists in helping clients become more aware of and 
able to deconstruct these reactions, but it also reduces clients’ pejorative 
perceptions of ambivalence. Such pejorative perceptions are very com-
mon among individuals with anxiety, with clients frequently expressing 
frustration with themselves or becoming overtly self-critical as a result 
of continuing to think and/or act in ways that they are painfully aware 
are self-defeating. Therefore, the therapist holding and reflecting a more 
compassionate view of resistance to change as understandable and infor-
mative can be a powerful antidote to the client’s pejorative, self-critical 
attitudes and can provide potent modeling for enhancing positive client 
self-regard.

Caveat: A Deviation from MI as Originally Conceived

As MI has evolved, and the mechanisms underlying its effectiveness 
have largely yet to be determined, various hypotheses have emerged to 
explain its impact. This has led to differing prescriptions about how 
MI should be practiced (see Arkowitz, Miller, Westra, & Rollnick, 
2008). Miller and Rollnick (2013) argue that clients talk themselves into 
change, and so the focus, from this perspective, should be on change talk 
rather than sustain talk. The way of working with MI described above 
reflects our experience in adapting MI to the treatment of anxiety and 
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related problems, but it differs from MI as currently conceived (Miller & 
Rollnick, 2013) in that both sides of a client‘s ambivalence—including 
arguments for the status quo (or “sustain talk”)—are explored. From 
this perspective, MI can be conceptualized as a type of conflict resolu-
tion between competing aspects of the self. Thus, in our approach, the 
therapist helps the client explore both sides of his or her ambivalence 
about change: resistance to change and reasons to change. Unlike in 
MI as described by Miller and Rollnick (2013), the client is encouraged 
to voice and elaborate counterchange positions and not exclusively or 
predominantly change positions. That is, the therapist helps the client 
explore both sides of his or her ambivalence about change: resistance to 
change and reasons to change. Most significantly, this means that the 
client is encouraged to voice and elaborate counterchange positions, and 
not exclusively or predominantly change positions. When exploring the 
part of the person that argues against change, such conversations should 
exemplify the spirit of rolling with resistance (Miller & Rollnick, 2002, 
2013); and one employs all the methods for coming alongside opposition 
that are so beautifully outlined in MI.

Focusing

In anxiety disorders, comorbid problems are the norm rather than the 
exception, with common comorbidities such as mood disorders, sub-
stance abuse, interpersonal problems, and other anxiety disorders. Each 
of these areas of concern may be a focus for the person, and there may be 
varying levels of motivation to address each problem. Further, the client-
centered nature of MI, with its focus on the client as the expert and 
evoking client agency in treatment, suggests that a rigid predetermined 
focus on the part of the clinician is not appropriate. Moreover, the cli-
ent’s focus may shift—and in fact frequently does—in clinical practice.

We have found it helpful and most consistent with MI spirit to con-
sider common foci for work with anxiety (as noted above) but to allow 
the specific focus to be fluid and determined by the client. With respect 
to anxiety-specific foci, we consider that an individual could be ambiva-
lent on two levels: (1) change in anxiety itself (i.e., “What would life 
look like without panic or worry?” “Who would I be?” “Would there 
be other demands?”); and (2) change in the use of existing avoidant cop-
ing methods or, conversely, the implementation of alternative means of 
managing anxiety (e.g., exposure, reducing reassurance-seeking, reduc-
ing overprotective behavior, taking interpersonal risks). Consequently, 
although the focus remains on exploring ambivalence and enhancing 
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motivation, this breadth in focus permits a freedom or flexibility that is 
important in working with comorbid populations while also striving for 
a client-centered interaction.

As Miller and Rollnick (2013) note, one can be engaged in a conver-
sation but not necessarily focused within it, and focusing or steering the 
conversation is a critical task of the therapist. The client-centered model 
on which MI is based can often lead to difficulties among therapists in 
assuming responsibility for guiding the conversation since this can seem 
(to the inexperienced trainee) as interfering with a client‘s process or as 
antithetical to trusting the client. Alternatively, beginning therapists may 
attempt to “reflect everything,” mistakenly assuming that everything a 
client says is of equal significance. Since reflection has a natural ampli-
fying function (it focuses the client‘s attention) and carries a natural 
invitation to expand on what was reflected, one must choose what to 
reflect (and what to ignore). If one tries to reflect everything or refuses 
to “direct” or guide the client, that is also a choice, one that essentially 
gives the client permission to meander, sometimes aimlessly. Such con-
versations often have the feeling of “not moving” or not going anywhere.

Thus, a major component of expertise in therapy is knowing what 
to reflect and how to steer the conversation. Accordingly, a major com-
ponent of your expertise is recognizing that not all moments are equally 
significant, and thus, watching for the markers that indicate significant 
moments requiring differential focus and expansion. What the therapist 
watches for is based on his or her theoretical model, and with expe-
rience therapists may develop multiple lenses that guide them and tell 
them what is significant and key in a therapy session. In the case of MI, 
this involves client motivational language (change talk, counterchange 
or sustain talk, ambivalence), moments of disharmony or disagreement, 
and signals of readiness for change. Moreover, in our experience, cli-
ents expect the therapist to guide and steer the conversation and to be 
informed about best therapy practices and processes. Rather than being 
affronted by a therapist who guides the process of therapy, clients typi-
cally welcome this.

Evoking

Informed by recent research on the role of client language in MI, close 
attention is paid to client speech and therapist behavior in shaping it 
(Miller & Rose, 2009). The proficient use of MI should ultimately 
increase clients’ in-session “change talk” (talk in the direction of change) 
and decrease their “sustain talk” (talk in favor of not changing). Emerging 
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process research in MI supports the importance of client language within 
MI (see the review in Miller & Rollnick, 2013). Interestingly, recent 
research examining client motivational language in the context of CBT 
for anxiety also suggests that early client statements regarding change 
have important predictive value. In these studies, while early change 
talk has been found to be unrelated to outcomes, early client arguments 
against change (counterchange talk or sustain talk) are highly signifi-
cant predictors. Specifically, a greater frequency of arguments against 
change in the first session of CBT for GAD has been found to be a sub-
stantive predictor of lower homework compliance and poorer treatment 
outcomes across two randomized controlled trials (Button, Westra, & 
Hara, 2014; Lombardi, Button, & Westra, 2014). Moreover, a higher 
frequency of early arguments against change differentiated those who 
went on to experience an alliance rupture later in therapy (major disrup-
tion in the therapeutic alliance as defined by significant drops in client 
alliance ratings) from those who did not experience an alliance rupture 
(Hunter, Button, & Westra, 2014).

The Case for Observation

Thus, a necessary prerequisite for the use of MI skills, including or 
especially evoking clients’ own motivations, is the identification of key 
moments and markers. Research on client language and resistance has 
indicated that not all moments are equally significant. Indeed, some 
moments, although relatively rare (e.g., arguments against change, signs 
of readiness for change, disagreements and other signals of disharmony 
in the therapy relationship), have important predictive significance. 
Moreover, such markers are not only relevant within MI but also gen-
eralize to other standard models of therapy such as CBT. In general, 
psychotherapy training and research have largely focused on interven-
tion more than observation. However, in models such as MI that are 
predicated on responsivity (Stiles, Honos-Webb, & Surko, 1998; i.e., 
what you do depends on the immediate and ever changing moment-to-
moment context), the ability to accurately observe key moments and 
markers becomes vital.

Moreover, Hara, Westra, Aviram, Constantino, Antony, et al. (2015) 
recently reported that accurate observation of important phenomena 
such as resistance cannot be assumed. In particular, we found that CBT 
therapists’ postsession ratings of resistance (degree of opposition to the 
therapist/therapy) among clients with GAD were not related to either cli-
ent postsession alliance scores or posttreatment outcomes. In contrast, 
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the ratings of trained observers of resistance in these same sessions were 
highly predictive of outcomes (Hara et al., 2014). Such findings suggest 
that therapist observation is a particular (and trainable) skill. In essence, 
a therapist that is trained to be a good participant-observer is constantly 
getting feedback on a moment-to-moment basis (i.e., How engaged is 
this person? Are there markers of ambivalence or, alternatively, signals 
of readiness to begin planning for change? Is there any change talk? Is 
there any evidence that the client is receptive to the therapist’s sugges-
tion? Are there signals of disharmony or opposition?) Notably, collecting 
and providing therapists with feedback on client progress has been found 
to enhance performance, particularly in the case of negative outcomes 
(e.g., Lambert, Harmon, Slade, Whipple, & Hawkins, 2005). Of direct 
relevance to MI however, where therapists must shift and interpolate 
between more supportive and more directive counseling styles, gather-
ing this feedback on client engagement and ambivalence on an ongoing 
basis is especially vital in guiding effective intervention. Moreover, this 
feedback is particularly crucial to the evocation skills that distinguish 
MI from other client-centered approaches.

Clinical Illustration of Evoking Motivation for Change

In the proficient use of MI, it is the client rather than the therapist who 
articulates the reasons for change. Thus, when hearing change talk, 
therapists facilitate the client’s exploration and elaboration of the argu-
ments for change, thereby addressing both the downsides of anxiety/
avoidance and the possible benefits to change. Increasing change talk (or 
talk in the direction of change) is the proximal goal of MI here.

Consider the following example of elaborating emergent change 
talk with a young mother with GAD whose son was nearly injured in a 
sledding accident. She reported that she kept ruminating over the inci-
dent and criticizing herself for not being a better mother, given that she 
was unable to prevent the accident.

Client: I would do anything for him. It scares me so much to know that 
there are things out there that could hurt him, and I just want to 
do everything I can to protect him from that. And it’s so hard to do 
what we have been talking about . . . to just accept that bad stuff 
happens, you know, . . . and to be OK with that.

therapist: Absolutely. And I’m guessing that doing that, accepting 
that, might leave you feeling helpless. But by worrying about it, by 
keeping it alive in your mind, then at least you’re doing something, 
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exerting some control . . . because it’s just so awful to think that 
you don’t always have control, especially over crucial things like the 
safety of your son. Would that be right?

Client: Yes. (pause) But then I think I pay the price, you know. Like, 
he’s OK, but I still end up thinking about it (laughing). [Change talk 
emerges.]

therapist: Oh, I see. It hurts you to dwell on this—is that right? And 
you’re laughing as you say that—what’s the laughter about? [The 
therapist is also attuned to the way the client‘s statement is uttered, 
hearing the entire message; i.e., the laughter implies thinking that 
likely comes from the change position.]

Client: Well (smiling), it’s quite ridiculous. The world didn’t end, we 
coped, and he was all right. It’s so silly that I continue to dwell on it.

therapist: It doesn’t sound silly to me at all. And I hear another part of 
you talking, maybe the real you or at least another voice that says 
“The anxiety tells me it’s the end of the world, but I don’t agree—I 
think differently.” Would that be right? Say, more from that other 
voice.

Client: (indignant, disgusted) Yes, like he was fine, and when we came 
home I was the one who cried and had a meltdown!

therapist: Ouch! I’m hearing, all this worry causes you a lot of stress 
and overreacting to things. And I’m hearing “I don’t like myself 
when I do that. It turns me into someone that I am not and that I 
don’t want to be.” Would that be true?

Client: (quietly, tearfully) Yes. And I don’t want to model that for my 
son.

therapist: That really touches you. That sounds important. You don’t 
want him to suffer like you do. You don’t want him to be anxious 
like you are sometimes. Talk from the tears.

Client: There’s more to life than worry.

therapist: I see. You’re saying, “I want him to know that there are 
other priorities in life—that you don’t have to be worried all the 
time.” Is that right? If you’re willing, say more.

The emergence of change talk, or the protest of the status quo posi-
tion, is an important process marker that the therapist seeks to nurture 
and expand in order to allow the client to more fully hear herself and 
elaborate incentives for change. Moreover, the change voice can often 
be quite muted, secondary to a highly dominant anxious voice. As 
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such, gently encouraging further expansion of the protest voice is key 
to facilitating movement away from the status quo and toward change 
(Westra, 2012). Moreover, repeated articulation of the arguments for 
change often results in experiencing mounting or increasing pressure to 
change. Importantly, while enhancing internal advocacy and momen-
tum for change in the client is a focus of MI, given the potential of this 
process to evoke resistance to change (i.e., retreat to the status quo 
position), it is imperative to be prepared to “roll with resistance” in 
this process. We now turn our attention to this important phenomenon 
of resistance.

Two Ways to Argue against Change

In the third edition of Motivational Interviewing (Miller & Rollnick, 
2013), the authors note that they had confounded two different phe-
nomena within the term “resistance.” That is, they had lumped together 
sustain talk (counterchange talk) with the notion of discord in the 
therapeutic relationship. Elaborating on this distinction, Sijercic, But-
ton, Westra, and Hara (in press) noted that a client may argue against 
change in a therapy session for two reasons. The first reason is that the 
client is merely expressing the part of him- or herself that is conflicted 
or ambivalent about change and in that moment favors the status quo. 
In GAD for example, this might involve statements such as “Worrying 
keeps me in control and motivated.” Interpersonally, this would merely 
reflect a disclosure that presents one component of a client’s ambivalence 
about change. And there is nothing inherently pathological about such 
ambivalence.

However, another reason for arguing against change may poten-
tially be more disruptive since it may reflect disharmony in the thera-
peutic relationship (Miller & Rollnick, 2013; Sijercic et al., 2015). That 
is, a client may argue against change in order to disagree with or other-
wise oppose the therapist’s direction. For example, the therapist makes 
a suggestion and the client argues that this would not be worthwhile 
to attempt, putting forth the reasons for this position. And in general 
therapists who more strongly argue for change, or push the client in a 
direction he or she is not amenable to, may expect such disagreement to 
occur as a result (Miller & Rollnick, 2013).

Data presented by Sijercic et al. (in press) confirm the importance 
of this distinction between sustain talk as ambivalence and sustain talk 
as reflecting opposition. In this study, two process coding systems were 
utilized simultaneously to code the first session of CBT for GAD: client 
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motivational language (change talk vs. sustain or counterchange talk) 
and resistance (client opposition to the therapist or therapy). Client 
statements made in order to oppose the therapist (i.e., in the context of 
interpersonal disharmony or resistance) were then separated from those 
uttered outside of resistance (i.e., when no evidence of opposition or 
disharmony was present). Findings indicated that a higher number of 
statements against change representing opposition or disharmony were 
highly toxic to subsequent homework compliance and posttreatment 
worry outcomes, even up to 1 year posttreatment. However, arguments 
against change that occurred when opposition and disharmony were not 
present (i.e., mere disclosures of ambivalence) bore no significant rela-
tionship to outcomes. Sijercic and colleagues concluded that the inter-
personal context of arguments against change is crucial to understand-
ing their predictive value. Moreover, client ambivalence may only be a 
problem when it leads to opposition and disagreement. Such findings 
also suggest that learning to listen for client motivational language is 
important in a CBT context and not just within MI, since such state-
ments have a strong ability to predict what will happen later in therapy.

Given the strong capacity of disharmony to predict outcomes, the 
presence of early arguments against change uttered in order to oppose 
the therapist/therapy (e.g., disagreement, ignoring, interrupting) should 
serve as critical process markers in therapy. Thus, it becomes incumbent 
on the therapist to continually gauge the level of harmony and collabora-
tion in the process and be alert to signs of disengagement and discord. 
Moreover, given that these process markers are strong predictors of sub-
sequent engagement (e.g., later homework compliance), CBT therapists 
do not have to wait until the client fails to complete homework to appre-
ciate that there is a problem with client engagement. Once identified, the 
manner in which the therapist responds to resistance plays a major role 
in perpetuating or diminishing it.

Thus, a major contribution of MI to clinical practice is providing 
for an alternative nonpejorative framework (with accompanying clinical 
strategies) for effectively managing such discord or disharmony in the 
therapeutic relationship. This discord communicates vitally important 
information about engagement and collaboration, namely, that the ther-
apist is not appreciating something important that the client is attempt-
ing to communicate or bring into the conversation. Rather than persist-
ing with his or her own agenda, the therapist needs to shift in order 
to effectively hear the message that the client is communicating. Fortu-
nately, the data are very clear that resistance or disharmony is quite mal-
leable and highly responsive to clinician style (Aviram & Westra, 2011; 
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Beutler et al., 2011). Moreover, Miller and Rollnick (2013) note that the 
way one responds to sustain talk (counterchange talk) is similar to that 
for responding at moments of discord.

In general, the approach in MI is to roll with or get alongside of 
opposition rather than confronting it directly. Specific strategies for 
rolling with opposition are outlined in MI and include various forms 
of reflection (e.g., double-sided, amplified), reframing opposition (i.e., 
seeing the wisdom in it), and emphasizing choice and autonomy. Below 
we outline an example of opposition to the therapist for an OCD client 
seeking therapy to reduce chronic tendencies toward excessive organi-
zation and orderliness. In the example, signals of client disengagement 
and discord in the relationship are noted. Following this illustration, 
we outline how the same interaction could have proceeded, had it been 
conducted in an MI style, using MI strategies for reflecting and rolling 
with opposition and sustain talk.

MI-INCONSISTENT APPROACH

therapist: So, if you were to begin changing this problem, where would 
you start?

Client: (quickly) I don’t know. I have no idea. [Passivity reflecting dis-
engagement]

therapist: Is there anything from your previous experience of getting 
over the fear of driving that could be useful here?

Client: (Interrupts, states abruptly.) I don’t think that’s the same at all. 
[The client is objecting to the therapist’s suggestion.]

therapist: Well, actually strategies for overcoming anxiety can have a 
lot in common, even though the situation is different. It sounds like 
in the past, when you overcame your fear of driving, you let go of 
some of the specific behaviors that the anxiety told you were neces-
sary to stay safe—like not driving fast, not venturing too far. . . . 
For being overly organized, a similar strategy might involve letting 
go of some of the organizing and not having everything in its place 
all the time. It will make you more anxious in the short term—just 
like the driving did—but you might find out whether or not the 
anxiety eventually goes down as you change things up. How does 
that . . . 

Client: (Interrupts.) I don’t want people to think I’m lazy, though, if 
I don’t clean up right away. [Interrupting, disagreeing, articulating 
arguments for not changing]



100 Motivational interviewing in the treatment of Psychological Problems

therapist: Would people think that, though? Is there a chance they 
wouldn’t think that?

Client: (passively) Well, maybe not, but it’s important to me to be 
impressive to others. Like, when we get together with other parents 
and my kids will talk about all the fun things we do, people say, 
“Gosh, you do a lot of stuff with your kids!” And that makes me 
feel good. It makes me feel like I’m a great mom.

therapist: I could be wrong about this, but I also seem to recall that 
one of the reasons you wanted to work on the problem is because 
you’re concerned about how it might affect your kids. Is that right?

Client: Yes, I do worry that I might be pushing them too hard, but I 
worry too about letting things go. [Yes, butting]

therapist: I wonder if the best thing for your kids would be for you to 
be less perfect—less organized. [Note here that the therapist, not 
the client, is the one who is making the arguments for change.]

Client: I do want them to have a terrific childhood though, and so I 
have to push myself to do more. [Ignoring and disagreeing]

therapist: And it sounds like your anxiety says that a perfect child-
hood is one that is completely stimulating. I wonder if another ver-
sion of a terrific childhood is one in which you do things with your 
kids but it’s more balanced—where you let go of some stuff.

Client: I’d like my kids to have more freedom, but I have a hard time 
letting go. [Yes, butting]

As illustrated in this segment, by repeatedly placing demands on 
the ambivalent client, the therapist creates a tense and conflictual inter-
personal climate. That is, persisting with his or her agenda for the client 
to change and see/do things differently, and failing to hear the client’s 
objections, places the client in the position of further articulating her 
objections to change in order to oppose the therapist. Importantly, the 
client in this case is merely articulating that there is an important part 
of her that resists or fears change, and is seeking to have this part heard 
and understood. If this important information is not acknowledged, 
the client may persist (e.g., by turning up the volume, making repeated 
attempts to communicate objections). In essence, this results in the client 
and therapist acting out the client’s ambivalence rather than helping the 
client process and work through her ambivalence. In order to work more 
harmoniously and reestablish collaboration, the therapist integrating MI 
would be alert for such signals of disharmony and shift from a directive 
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to a more supportive, exploratory, and empathic stance, as illustrated in 
the following example:

MI-CONSISTENT APPROACH

therapist: So, if you were to begin changing this problem, where would 
you start?

Client: (quickly) I don’t know. I have no idea. [Passivity, reflecting dis-
engagement]

therapist: It’s hard to know even where to begin. And only you can 
know whether it makes sense right now to start changing this. It 
might not. What are your thoughts?

Client: Well, I do worry that I’m setting a bad example for my kids. I 
feel like I push them too hard and I need to let go of some of that. 
But, at the same time, I worry about letting go too. [Note here that 
the therapist’s support of the client’s autonomy allows the client 
to merely disclose her ambivalence rather than placing her in the 
position of having to disagree or oppose the therapist in order to 
do so.]

therapist: It sounds like you feel conflicted about changing this. And 
I’m also hearing that you might be afraid of what would happen if 
you do let up more. Is that right? [The therapist reflects sustain talk 
and aims to help the client further understand her ambivalence.]

Client: Yes. Like I worry a lot about what other people think of me. It’s 
important to me that people look up to me. Like when people say, 
“Gosh, you do a lot of fun stuff with your kids,” I feel really proud 
as a mom.

therapist: Naturally, who wouldn‘t! So, this is an important way of 
feeling good about yourself. [Validating underlying positive inten-
tions of the existing behavior.]

Client: Right. Like, other parents look up to me. They ask me for 
advice. They admire me.

therapist: And that feels good. And it sounds like it’s important not to 
risk losing that . . . because you’re thinking, “If I weren’t the perfect 
mom, people might not respect me . . . and I might damage my kids 
too. I would feel worse, and they would feel worse.” [Amplified 
reflection]

Client: As I hear you say that, the way I am thinking sounds extreme 
actually. [Change talk]
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therapist: Maybe that’s not really true. Can you say more?

Client: Well, I know that I overdo it with my kids, and I need to let up 
sometimes. And as much as I like working hard to be a great parent, 
I think going overboard also sets a bad example for them too. Like, 
I already see my son getting flustered when his things are out of 
order. He gets really upset about it and he’s five! [Notice here as well 
that the therapist’s rolling with opposition allows the client rather 
than the therapist to articulate the arguments for change.]

therapist: So, while being a perfect mom is really gratifying in many 
ways, there’s a sense that there is a significant cost to this—this 
could hurt my kids. [Reflecting in order to elaborate]

When the therapist gets alongside of the client’s objections to change 
and fosters the client’s autonomy in making choices, the client can then 
freely and unobstructedly process his or her ambivalence. Were the ther-
apist not to adopt this style of responding in the presence of critical 
markers of opposition and disharmony, it is easy to see how therapeutic 
communication could easily deteriorate into argument or lead to the cli-
ent’s shutting down. In our experience, these are among the most diffi-
cult skills to master. Indeed, it is much easier to be warm and experience 
positive regard for the client when things are going well. The trickier ter-
rain involves continuing to prize and seek to understand the client when 
encountering opposition. Identifying and effectively navigating (rolling 
with) such moments is a key skill in MI and as such may hold promise 
in helping therapists develop confidence and competence in responding 
to commonly occurring critical events in CBT such as client opposition 
(e.g., disagreement, challenging, sidetracking, ignoring) and noncompli-
ance.

Planning

When reduced resistance to change and increased interest in achieving 
change are present, the therapist needs to shift with the client and sup-
port him or her in planning for, experimenting with, and supporting 
the efforts to change. Essentially, the focus shifts from why to change to 
how to change (Miller & Rollnick, 2013). At this stage, there is often a 
palpable shift in the client, with greater interest in specifically envision-
ing change and experimenting with ways to achieve desired changes.

In terms of integrating MI with more directive approaches such as 
CBT in the treatment of anxiety, Westra (2012) has noted that MI can be 
used as a foundational platform from which any specific change-oriented 
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approach can be practiced. That is, the underlying spirit and methods 
of MI do not have to be abandoned when clients are planning for and 
taking steps to change. For example, a central aspect of MI is the belief 
that clients have inherent expertise, not only to resolve ambivalence but 
also to initiate and accomplish change. Trusting this, the MI therapist 
is primarily concerned with creating a safe collaborative space that is 
conducive to uncovering, discovering, calling forth, and helping clients 
realize and apply this inherent expertise.

Integrating the foundational spirit and methods of MI has much to 
offer in terms of informing the process of therapy and facilitating sen-
sitivity to the contextual influences (client receptivity and engagement) 
inherent in it. Moreover, integrating MI does not inform one as to what 
techniques or methods of promoting change to use; rather, it can signifi-
cantly inform when and how to support clients in selecting and imple-
menting methods for achieving change. Here, therapists informed by MI 
can operate as guides or consultants to clients in developing, implement-
ing, and processing their plans for change (Miller & Rollnick, 2013).

When planning for change, therapists can continually evoke client 
ideas, preferences, and proposed solutions (e.g., “If you did decided to 
make a change, where would you start?” “If you imagined your anxi-
ety greatly diminished in future, what would have happened to get you 
there?”; Westra, 2012). Importantly, the therapist actively works to 
refrain from imposing his or her own ideas and preferred methods about 
how change should be accomplished, in order to avoid coercing clients 
to conform to their agenda.

In addition, Westra (2012) outlines how the spirit of tentativeness 
that is inherent in empathic reflections can be generalized to support 
clients’ autonomy and underscore client expertise and authority when 
offering feedback, providing psychoeducation, planning for change, 
and making suggestions. Such valuable guidance and additions to cli-
ents’ efforts to change can be introduced and processed in a way that 
enhances the probability of client engagement with such offerings. Of 
particular significance is protecting and reinforcing client autonomy 
and freedom of choice. Also, explicit monitoring of client receptivity 
and level of engagement with such offerings is critically important. Con-
tributing your perspective using MI spirit means recognizing that it is 
your perspective and not currently the client‘s, thus “holding it lightly” 
(tentatively) with an attitude of “information for the client to possibly 
consider, should they choose to do so.” Moreover, such underlying spirit 
involves being prepared to back off from your suggestion, idea, or posi-
tion if the client rejects it or is not prepared to engage with it. This 
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is similar to the style of elicit–provide–elicit as outlined by Miller and 
Rollnick (2013). Consider the following clinical illustration of this style.

therapist: Sometimes when other people criticize, it can say more 
about them than the person they‘re criticizing. Does that fit for you 
at all? It might not.

Client: That‘s true.

therapist: You seem to agree. Say more.

Client: Like, it could just be a reflection of their need to be critical or 
their insecurity.

therapist: And, if I‘m hearing you right, it might be important to con-
sider where it‘s coming from—rather than seeing it as all equally 
valid. Would that be true? I might be off on that, though.

Client: Yes. Like, right now I just think anything negative anyone has 
to say about me is true.

therapist: And you’re saying that it might not be.

Client: Right. In fact, most of the time I think it’s not valid at all.

therapist: So, there are times—even a lot of them—when criticism is 
not valid. Assuming that all criticism is right might be the way to 
go, and only you can know if it’s helpful or necessary to make that 
kind of assumption. What do you think?

Problems and Suggested Solutions

Over the years, we have identified that a major difficulty in implement-
ing MI is the seamless movement between promoting acceptance and 
facilitating action (Westra, 2012). Working with this dialectic is particu-
larly challenging if one is more experienced with action-oriented and 
structured methods for facilitating anxiety management. In these cases, 
one has the dual task of making the MI-consistent response but also of 
inhibiting the MI-inconsistent response. If this is not effectively accom-
plished, therapists can find themselves saying the right words (e.g., “you 
get to decide”) while communicating the very opposite message.

Empathy and related concepts such as alliance have garnered 
much empirical support in contributing to positive psychotherapy out-
comes. As such, they hold great promise as points of fuller integration 
through methods such as MI with action- or change-based models. Yet, 
greater integration of these ideas is not always smooth or easy. That is, 
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substantial integration of the “spirit” of MI can be a source of challenge 
to foundational assumptions about how change emerges, the source of 
change, processes and mechanisms of change, the role of the therapist, 
and so on. Being truly empathic requires a fundamental shift that is not 
always easily accomplished. Put differently, using MI as a clever tech-
nology to facilitate change is antithetical to the very foundations of the 
model. In a reciprocal manner, it is often difficult for therapists from 
empathy-based models to seamlessly integrate action-based methods. 
Although this dialectic of acceptance and change, ways of being and 
technique, directive and nondirective, may be worthwhile to contend 
with, it is important to recognize that it is also precarious terrain.

Studies Evaluating the Efficacy of MI for Anxiety

The diversity of the ways in which MI and other related procedures 
that include elements of MI (often known as motivational enhancement 
therapy [MET]) have been used in the treatment of anxiety disorders 
is striking (for a review, see Westra, Aviram, & Doell, 2011). Within 
this growing body of literature, MI has been most commonly used as 
a prelude to other therapies or as an approach that is integrated into 
standard assessment and intake procedures, or, alternatively, integrated 
throughout treatment as one part of a larger multicomponent treatment 
package. Beyond these uses, MI has also been applied to increase treat-
ment seeking and problem recognition among those who are not yet 
seeking or who refuse treatment and for early prevention among indi-
viduals deemed at risk for developing anxiety disorders (see Westra et 
al., 2011).

Although preliminary studies investigating the use of MI in the 
treatment of anxiety have shown that it may be applied flexibly, research 
has only recently begun to examine the value of adding MI to existing 
treatments for anxiety. Consistent with the early stages of this work, 
this research includes uncontrolled case studies and controlled pilot 
studies, which have generally been supportive of the use of MI (Wes-
tra et al., 2011). In small randomized controlled studies comparing MI 
to psychoeducational, supportive, or no-treatment control conditions, 
MI is demonstrating promise in increasing treatment seeking, increasing 
problem recognition and treatment attendance, enhancing receptivity to 
recommended exposure-based treatments, and improving response to 
CBT for anxiety. For example, in a larger randomized controlled trial 
(RCT) comparing four sessions of MI pretreatment to no intervention 
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prior to CBT for GAD, MI was associated with greater homework com-
pliance and symptom reduction during the CBT phase, particularly for 
those with severe worry at the outset of treatment (Westra, Arkowitz, 
& Dozois, 2009). Among those with high worry severity, those who 
received MI, as compared to those who did not, showed substantially 
lower levels of resistance (i.e., higher receptivity to change) in CBT, and 
this accounted for their higher levels of worry reduction in treatment 
(Aviram & Westra, 2011).

While promising, the methodological limitations of these stud-
ies are significant. Small sample sizes, single-subject designs, and lack 
of control conditions are some of the limitations that characterize the 
research. Future studies using rigorous controlled designs are needed 
to determine the value of adding or integrating MI with other treat-
ments for anxiety. Most notably, few studies have examined adjunctive 
MI use relative to a control group that received equivalent additional 
therapist contact. For example, Korte and Schmidt (2013) randomized 
participants with elevated anxiety sensitivity, a known risk factor in 
the development and maintenance of anxiety psychopathology, into an 
MET or health-focused psychoeducation control group. Results revealed 
that participants in the MET condition showed a significant reduction in 
anxiety sensitivity as compared to those in the psychoeducational group 
and that this effect was mediated by changes in motivation (i.e., the con-
fidence to change).

While MI is associated with increased attendance and engagement 
with treatment (Westra et al., 2011), more research from well-controlled 
studies is required to identify whether such effects mediate the impact of 
adding MI on clinical outcomes. Additionally, quantitative and qualita-
tive research methods are required to identify major active ingredients 
within MI. For example, Marcus and colleagues reported that client 
accounts of their experiences of MI as a pretreatment for GAD reflected 
increased motivation, the importance of therapist empathy, and cre-
ation of a safe climate to explore feelings about change (Marcus, Wes-
tra, Angus, & Kertes, 2011). The delineation of such mechanisms has 
important implications for understanding how MI works and for effec-
tive training in MI (Miller & Rose, 2009).

Conclusions

Given the prevalence of ambivalence about change in individuals with 
anxiety, MI holds promise as an adjunct to, or a fundamental context 
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for, existing and effective methods in the treatment of anxiety (Westra, 
2012). Although existing early data are promising, more rigorous inves-
tigation of this integration is clearly required. One of the major advan-
tages of investigating MI in the treatment of anxiety and other related 
disorders is that MI is conceptually and methodologically complemen-
tary to existing treatments. Moreover, the diversity of ways that MI can 
and has been used in the treatment of anxiety suggests that this model is 
very transportable to various clinical populations and can be adapted to 
many different treatment contexts.

While interest in and research on MI for anxiety and related prob-
lems are still in the early stages, existing evidence is consistent in sup-
porting the potential of MI to enhance engagement with and response 
to other treatments for a wide range of anxiety disorders. It is particu-
larly promising that MI is demonstrating efficacy with populations (e.g., 
those who refuse treatment, those reluctant to seek care) and subsets of 
populations (e.g., high severity, comorbid presentation) that typically do 
not respond well to treatment or are otherwise difficult to engage (Wes-
tra et al., 2011). Such findings speak to the promise of MI in the treat-
ment of people with anxiety disorders who often experience significant 
ambivalence regarding change as well as difficulty engaging with treat-
ment and completing therapeutic tasks that require them to confront 
their fears and abandon avoidance strategies.

References

American Psychological Association. (2010). Division 12 Committee on build-
ing a two-way bridge between research and practice: Clinicians’ experi-
ences in using an empirically supported treatment for panic disorder. The 
Clinical Psychologist, 64, 10–20.

Antony, M. M., Ledley, D. R., & Heimberg, R. G. (Eds.). (2005). Improving 
outcomes and preventing relapse in cognitive-behavioral therapy. New 
York: Guilford Press.

Arkowitz, H., Miller, W. R., Westra, H. A., & Rollnick, S. (2008). Motivational 
interviewing in the treatment of psychological problems: Conclusions and 
future directions. In H. Arkowitz, H. A. Westra, W. R. Miller, & S. Roll-
nick (Eds.), Motivational interviewing in the treatment of psychological 
problems (pp. 324–342). New York: Guilford Press.

Aspland, H., Llewelyn, S., Hardy, G. E., Barkham, M., & Stiles, W. (2008). 
Alliance ruptures and rupture resolution in cognitive-behavior therapy: A 
preliminary task analysis. Psychotherapy Research, 18, 699–710.

Aviram, A., & Westra, H. A. (2011). The impact of motivational interviewing 
on resistance in cognitive behavioural therapy for generalized anxiety dis-
order. Psychotherapy Research, 21, 698–708.



108 Motivational interviewing in the treatment of Psychological Problems

Beutler, L. E., Harwood, T. M., Michelson, A., Song, X., & Holman, J. (2011). 
Resistance/reactance level. Journal of Clinical Psychology, 67, 133–142.

Borkovec, T. D., & Roemer, L. (1995). Perceived functions of worry among 
generalized anxiety disorder subjects: Distraction from more emotionally 
distressing topics? Journal of Behavior Therapy and Experimental Psy-
chiatry, 26, 25–30.

Button, M., Westra, H. A., & Hara, K. (2014, April). Ambivalence and home-
work compliance in cognitive behavioral therapy: A replication. Paper 
presented at the annual meeting of the Society for the Exploration of Psy-
chotherapy Integration, Montreal, Canada.

Castonguay, L. G., Goldfried, M. R., Wiser, S., Raue, P. J., & Hayes, A. M. 
(1996). Predicting the effect of cognitive therapy for depression: A study of 
unique and common factors. Journal of Consulting and Clinical Psychol-
ogy, 64, 497–504.

Constantino, M. J., Ametrano, R. M., & Greenberg, R. P. (2012). Clinician 
interventions and participant characteristics that foster adaptive patient 
expectations for psychotherapy and psychotherapeutic change. Psycho-
therapy, 49, 557–569.

Engle, D., & Arkowitz, H. (2006). Ambivalence in psychotherapy: Facilitating 
readiness to change. New York: Guilford Press.

Geller, S., & Greenberg, L. (2002). Therapeutic presence: Therapists experi-
ence of presence in the psychotherapy encounter in psychotherapy. Person-
Centered and Experiential Psychotherapies, 1, 71–86.

Hara, K. M., Westra, H. A., Button, M. L., Aviram, A., Constantino, M. J., & 
Antony, M. M. (2015). Therapist awareness of client resistance in cognitive-
behavioral therapy for generalized anxiety disorder. Cognitive Behavior 
Therapy, 44, 162–174.

Helbig, S., & Fehm, L. (2004). Problems with homework in CBT: Rare excep-
tion or rather frequent? Behavioral and Cognitive Psychotherapy, 32, 
291–301.

Hofmann, S. G., Asnaani, A., Vonk, I. J. J., Sawyer, A. T., & Fang, A. (2012). 
The efficacy of cognitive behavioral therapy: A review of meta-analyses. 
Cognitive Therapy and Research, 36, 427–440.

Hunter, J. A., Button, M. L., & Westra, H. A. (2014). Ambivalence and alliance 
ruptures in cognitive behavioral therapy for generalized anxiety. Cognitive 
Behavioral Therapy, 43, 201–208.

Jungbluth, N. J., & Shirk, S. R. (2009). Therapist strategies for building involve-
ment in cognitive-behavioral therapy for adolescent depression. Journal of 
Consulting and Clinical Psychology, 77, 1179–1184.

Korte, K. J., & Schmidt, N. B. (2013). Motivational enhancement therapy 
reduces anxiety sensitivity. Cognitive Therapy and Research, 37, 1140–
1150.

Lambert, M. J., Harmon, C., Slade, K., Whipple, J. L., & Hawkins, E. J. (2005). 
Providing feedback to psychotherapists on their patients’ progress: Clini-
cal results and practice suggestions. Journal of Clinical Psychology, 61, 
165–174.

Lombardi, D. R., Button, M. L., & Westra, H. A. (2014). Measuring motivation: 



Integrating MI into the Treatment of Anxiety 109

Change talk and counter-change talk in cognitive behavioral therapy for 
generalized anxiety. Cognitive Behavior Therapy, 43, 12–21.

Marcus, M., Westra, H. A., Angus, L., & Kertes, A. (2011). Client experiences 
of motivational interviewing for generalized anxiety disorder: A qualita-
tive analysis. Psychotherapy Research, 21, 447–461.

Miller, W. R., & Rollnick, S. (2002). Motivational interviewing: Preparing 
people for change. New York: Guilford Press.

Miller, W. R., & Rollnick, S. (2013). Motivational interviewing: Helping peo-
ple change (3rd ed.). New York: Guilford Press.

Miller, W. R., & Rose, G. S. (2009). Toward a theory of motivational interview-
ing. American Psychologist, 64, 527–537.

Orlinsky, D. E., Grawe, K., & Parks, B. K. (1994). Process and Outcome in 
Psychotherapy: Noch einmal. Oxford, UK: Wiley.

Rogers, C. R. (1951). Client-centered therapy. Boston: Houghton Mifflin.
Sachse, R., & Elliott, R. (2002). Process-outcome research on humanistic ther-

apy variables. In D. J. Cain (Ed.), Humanistic psychotherapies: Handbook 
of research and practice (pp. 83–115). Washington, DC: American Psycho-
logical Association.

Sanderson, W. C., & Bruce, T. J. (2007). Causes and management of treatment-
resistant panic disorder and agoraphobia: A survey of expert therapists. 
Cognitive and Behavioral Practice, 14, 26–35.

Sijercic, I., Button, M. L., Westra, H. A., & Hara, K. M. (in press). The inter-
personal context of client motivational language in cognitive behavioral 
therapy. Psychotherapy.

Stiles, W. B., Honos-Webb, L., & Surko, M. (1998). Responsiveness in psycho-
therapy. Clinical Psychology: Science and Practice, 5, 439–458.

Szkodny, L. E., Newman, M. G., & Goldfried, M. R. (2014). Clinical experi-
ences in conducting empirically supported treatments for generalized anxi-
ety disorder. Behavior Therapy, 45, 7–20.

Westra, H. A. (2011). Comparing the predictive capacity of observed in-ses-
sion resistance to self-reported motivation in cognitive behavioral therapy. 
Behaviour Research and Therapy, 49, 106–113.

Westra, H. A. (2012). Motivational interviewing in the treatment of anxiety. 
New York: Guilford Press.

Westra, H. A., Arkowitz, H., & Dozois, D. J. A. (2009). Adding a motivational 
interviewing pretreatment to cognitive behavioral therapy for generalized 
anxiety disorder: A preliminary randomized controlled trial. Journal of 
Anxiety Disorders, 23, 1106–1117.

Westra, H. A., Aviram, A., & Doell, F. (2011). Extending motivational inter-
viewing to the treatment of major mental health problems: Current direc-
tions and evidence. Canadian Journal of Psychiatry, 56, 643–650.



110

chaPter 5

enhancing Motivation in 
individuals with Posttraumatic 
stress Disorder and comorbid 

substance Use Disorders

David yusko
Michelle l. Drapkin

rebecca yeh

Posttraumatic stress disorder (PTSD) is a significant public health chal-
lenge owing to its substantial impact on mental health, physical health, 
and interpersonal, social, and occupational problems. The military 
engagements in Iraq and Afghanistan have brought greater awareness 
to the public of the health significance of PTSD. Exposure to trauma 
has been a relatively common experience. Epidemiological studies in 
the United States estimate that between 37 and 92% of respondents 
(depending on the sample; see Breslau, 1998) report experiencing at 
least one traumatic event as defined by Criterion A1 of the Diagnostic 
and Statistical Manual of Mental Disorders (4th ed., text rev. [DSM-IV-
TR]; American Psychiatric Association, 2000). Despite the prevalence 
of trauma, only a relatively small proportion of people who experience 
it will develop PTSD. For example, the National Comorbidity Survey 
found that only 20.4% of female trauma survivors and 8.2% of male 
trauma survivors developed PTSD during their lifetime (Kessler, Son-
nega, Bromet, Hughes, & Nelson, 1995). Notwithstanding a lifetime 
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prevalence of PTSD of around 8.7% in the population at large (Kessler et 
al., 2005), these symptoms may persist for years following the traumatic 
event. PTSD is also highly comorbid with such other psychiatric illnesses 
as anxiety disorders, depression, and substance use disorders (Hol-
brook, Hoyt, Stein, & Sieber, 2001; Kessler et al., 1995), causing further 
diminished functioning and low quality of life (e.g., Kessler, 2000). For 
example, the prevalence of severe impairments in quality of life in PTSD 
(59%) was comparable to that associated with major depressive disorder 
(63%; Rapaport, Clary, Fayyad, & Endicott, 2005). PTSD is also linked 
to poor health outcomes, including cardiovascular, neurological, and 
gastrointestinal disorders (Breslau & Davis, 1992; McFarlane, Atchi-
son, Rafalowicz, & Papay, 1994; Shalev, Bleich, & Ursano, 1990). Fur-
thermore, there is strong evidence that PTSD is associated with marked 
economic costs. For example, an analysis of PTSD and depression in 
veterans of the conflicts in Iraq and Afghanistan showed that the social 
costs (lost productivity, mental health treatment, and suicides) during a 
2-year period totaled approximately $925 million (Kilmer, Eibner, Rin-
gel, & Pacula, 2011). Results of several studies suggest that the reduc-
tion of PTSD symptoms leads to marked improvements in quality of 
life (Foa et al., 1999; Schnurr, Hayes, Lunney, McFall, & Uddo, 2006), 
and Kilmer et al. (2011) estimated that evidence-based treatments would 
result in a savings of some $138 million (approximately a 15% reduc-
tion) of the aforementioned $925 million in social costs attributable to 
PTSD and depression.

Given the significant negative consequences of PTSD, along with 
the potential for successfully reducing PTSD symptoms and their conse-
quences via evidence-based treatments, it is critical to better understand 
this disorder and maximize our interventions to prevent and treat its 
occurrence. In this chapter, we first provide an overview of the concep-
tualization of PTSD, specifically highlighting the unique comorbidity of 
PTSD and substance use disorders; briefly review the efficacy of empiri-
cally supported interventions for the disorder; we then discuss the poten-
tial for motivational interviewing (MI) to improve treatment outcomes 
with this often challenging clinical population.

Clinical Population

In the current version of the Diagnostic and Statistical Manual of Men-
tal Disorders (DSM-5; American Psychiatric Association, 2013), PTSD 
is now designated a “trauma- and stressor-related disorder,” defined as 
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a disorder that encompasses severe and persistent stress reactions after 
exposure to a traumatic event. A PTSD diagnosis requires the expe-
rience of a traumatic event, defined as exposure to death, threatened 
death, actual or threatened serious injury, or actual or threatened sex-
ual violence (Criterion A). PTSD is also composed of four additional 
symptom clusters. The first of these symptom clusters involves intru-
sion symptoms, like intrusive memories of the trauma, trauma-related 
nightmares, flashbacks, intense emotional reactions to trauma remind-
ers, and intense physical reactions to trauma reminders. The second 
symptom cluster involves avoidance symptoms, including active avoid-
ance of thoughts, feelings, and/or situations that are reminders of the 
trauma. The third symptom cluster involves negative changes in cogni-
tions and mood, including symptoms like excessive self-blame, inappro-
priate levels of guilt and/or shame, negative beliefs about oneself and/
or the world, significantly diminished interest in activities, and dimin-
ished access to positive emotions. The fourth symptom cluster involves 
arousal and reactivity symptoms, including irritable or aggressive behav-
ior, impulsive or self-destructive behavior, hyper-vigilance, exaggerated 
startle response, concentration difficulties, and sleep disturbance. A 
PTSD diagnosis requires the presence of symptoms for at least 1 month 
after the traumatic experience.

As a disorder, PTSD usually follows a typical course. While indi-
viduals often report posttraumatic stress reactions in the first days after 
experiencing a trauma, most of these reactions are transient (Bryant, 
2003). For example, 94% of rape survivors reported PTSD symptoms 1 
week posttrauma, and this rate dropped to 47% 11 weeks later (Roth-
baum, Foa, Riggs, Murdock, & Walsh, 1992). In another study, 70% of 
women and 50% of men were diagnosed with PTSD at an average of 19 
days after an assault; at 4-month follow-up the rate of PTSD dropped 
to 21% for women and zero for men (Riggs, Rothbaum, & Foa, 1995). 
Similar observations exist for people following motor vehicle accidents 
(Blanchard, Hickling, Barton, & Taylor, 1996) and other catastrophes 
and traumas (Galea et al., 2002; Galea et al., 2003; van Griensven et 
al., 2006).

It is important to note that PTSD is often associated with other psy-
chiatric disorders. Lifetime comorbidity with PTSD has been reported 
as ranging between 62 and 92% (de Girolamo & McFarlane, 1996; Kes-
sler et al., 1995; Perkonigg, Kessler, Storz, & Wittchen, 2000; Yehuda 
& McFarlane, 1995). PTSD is most commonly comorbid with depres-
sion, other anxiety disorders, and substance abuse. This comorbidity 
may involve the individual’s developing a primary psychiatric disorder 
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first, rendering him or her vulnerable to developing PTSD after a trauma 
(Breslau, Davis, Peterson, & Schultz, 1997; Perkonigg et al., 2000), or 
PTSD developing first, thereafter increasing the likelihood of developing 
other disorders (Perkonigg et al., 2000). Of particular concern is the 
comorbidity between PTSD and substance use disorders (SUD), with 
data suggesting that as many as 62% of those with an SUD have comor-
bid PTSD (Chilcoat & Menard, 2003; Dore, Mills, Murray, Teesson, & 
Farrugia, 2012). Similarly, up to as many as 65% of patients with PTSD 
also have a comorbid SUD (Pietrzak, Goldstein, Southwick, & Grant, 
2011). The combination of PTSD and substance use is especially prob-
lematic, given how PTSD can uniquely limit the effectiveness of sub-
stance use treatment (Ouimette, Ahrens, Moos, & Finney, 1997). These 
findings highlight the overriding importance of treating PTSD, because 
it typically presents with other disorders and can contribute to a broader 
range of psychopathology.

Evidence-Based Treatments for PTSD

Prolonged Exposure Therapy

Prolonged exposure (PE) is a form of cognitive-behavioral therapy (CBT) 
that is based primarily on emotional processing theory (EPT; Foa & 
Kozak, 1985, 1986). According to EPT, fear is represented in memory 
as a cognitive structure that includes information about fear stimuli and 
fear responses. In a pathological fear structure, fear is overgeneralized 
such that objectively safe stimuli and responses (e.g., fireworks and one’s 
heart beating fast) are erroneously associated with meanings of incom-
petence (e.g., “I am a weak person”), danger (e.g., “Nobody can be 
trusted”), and self-blame (e.g., “I am responsible for what happened”). A 
pathological fear structure is maintained when a trauma victim avoids 
confrontation with trauma-related stimuli in daily life. Thus, PE aims 
to help the patient disconfirm these irrational cognitions through direct 
exposure to trauma-related stimuli discussion of trauma memories in 
safe settings.

PE, which typically consists of 8–15 individual 90-minute sessions, 
is distinguished by three main components: in vivo exposure to trauma-
related stimuli, imaginal exposure to the trauma memories, and process-
ing of the imaginal exposure. In vivo exposure consists of the deliberate 
presentation of trauma-related situations that the client normally avoids 
because they cause him or her distress. Exercises are selected from a 
hierarchical list of avoided situations that are ranked by how anxious the 
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patient would be if he or she normally approached the situation. During 
in vivo exposures, the patient is instructed to remain in the situation for 
at least 30 minutes or until his or her anxiety decreases by at least 50%. 
The exposure is repeated until the situation no longer produces signifi-
cant distress, at which point the patient proceeds to confront the next 
challenging situation on the hierarchy. Patients are expected to complete 
in vivo exposures on their own between sessions. The remaining sessions 
are primarily focused on conducting imaginal exposures, in which the 
patient revisits the traumatic experience by verbally describing thoughts, 
feelings, and physical sensations experienced at the time of the trauma 
and imagining him- or herself revisiting the traumatic event. The patient 
is encouraged to remain in the imaginal exposure for about 45 minutes. 
Each imaginal exposure is audio recorded so that patients can listen to 
the trauma narrative as daily homework assignments. After each expo-
sure, the therapist helps the patient process the experience by asking 
open-ended questions about thoughts and feelings that arose during the 
session and commenting on any learning that was observed either within 
or between sessions. By engaging in the memory rather than avoiding 
it, the patient may gain insights about the trauma and is able to modify 
irrational cognitions. PE has been repeatedly shown to be efficacious in 
reducing PTSD symptoms in various study samples, including patients 
with co-occurring PTSD and SUD (Foa, Gillihan, & Bryant, 2013), vic-
tims of sexual assault (Foa & Rauch, 2004; Foa et al., 1999), and vic-
tims of combat or terror (Nacasch et al., 2011; Schnurr et al., 2007).

Cognitive Processing Therapy

Cognitive processing therapy (CPT; Resick & Schnicke, 1993) focuses 
on how individuals incorporate trauma information into existing sche-
mas about safety, trust, power/control, esteem, and intimacy. According 
to CPT, distorted cognitions develop when trauma is recalled inaccu-
rately in order to preserve preexisting schemas or when beliefs about 
the self and world are modified too drastically in order to account for 
trauma information. These distorted interpretations lead individuals to 
experience “manufactured” and unrealistic emotions (e.g., guilt) that 
interfere with natural recovery from a trauma. The goal of CPT is to 
help patients modify distorted interpretations, known as “stuck points,” 
that contribute to manufactured emotions so that patients develop more 
realistic beliefs about the trauma and allow natural recovery to occur.

During CPT, the patient is asked to write an “impact statement” in 
which he or she describes what caused the trauma and how it impacted 
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the patient’s perspectives on him- or herself and the world. The purpose 
of the impact statement is to help identify stuck points. Using this impact 
statement, the therapist teaches the patient to label thoughts and emo-
tions and understand how distorted beliefs could influence or intensify 
the experience of unrealistic emotions. The therapist also introduces cog-
nitive therapy techniques to address stuck points, such as brainstorming 
alternative explanations of events, gathering evidence to challenge exist-
ing beliefs, or identifying areas of problematic thinking (e.g., self-blame, 
hindsight bias, survivor’s guilt). At home, the patient is asked to write 
elaborate accounts of the trauma that describe in detail the events that 
took place and the natural emotions that they produced. These accounts 
are read aloud in sessions to further identify and challenge stuck points. 
For exposure purposes, the patient is also asked to read the narrative 
on a daily basis in order to call up natural emotions and allow their 
expression. According to many CPT therapists, natural emotions dis-
sipate if they are expressed and can run their course. Repeated exposure 
to natural emotions is not necessary for habituation. Several studies have 
demonstrated both the efficacy and effectiveness of CPT among samples 
of sexual assault victims and victims of child sexual abuse (Chard, 2005; 
Resick & Schnicke, 1992), refugees (Schulz, Resick, Huber, & Griffin, 
2006), military veterans (Alvarez et al., 2011; Forbes et al., 2012; Mac-
donald, Monson, Doron-Lamarca, Resick, & Palfai, 2011), and female 
victims of interpersonal violence (Resick et al., 2008).

Eye Movement Desensitization and Reprocessing

The goal of eye movement desensitization and reprocessing (EMDR; 
Shapiro, 1995, 2001) is to help the patient reprocess various elements 
of a trauma memory so that those elements become associated with 
more adaptive emotions, beliefs, and behaviors. EMDR follows a three-
pronged protocol that targets past experiences, present situations, and 
future behaviors for reprocessing. Depending on the complexity of the 
trauma, treatment can range from as few as 3 sessions to 12 or more 
sessions, with each session typically lasting 90 minutes. The protocol 
consists of eight phases. In the first three phases (i.e., history and treat-
ment planning, preparation, and assessment), the therapist identifies 
“target events” from the past trauma and present situations that require 
reprocessing and determines skills that will be useful for guiding future 
behaviors. The patient is asked to visualize a scene that best represents 
the target event and to formulate statements that express negative beliefs 
associated with the target (e.g., “I am helpless”). Afterward, the patient 
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is asked to formulate opposing statements that are more adaptive (e.g., 
“I am in control”) and to rate the extent to which he believes the state-
ment to be true on a Validity of Cognition (VOC) scale ranging from 
1 (not true) to 7 (very true). The patient also identifies any emotions 
or physiological sensations associated with the target event. The next 
three phases (i.e., desensitization, installation, and body scan) focus on 
reprocessing target memory networks so that elements of the target are 
associated with adaptive cognitions identified in previous phases. Future 
behaviors are also discussed so that they are aligned with these adap-
tive cognitions. During sessions, the patient engages in bilateral stim-
ulations that last 15–30 seconds each repetition, usually in the form 
of eye movements, tones, and taps. Successful reprocessing results in 
decreased negative emotions, reduced physiological reactivity, and 
increased endorsement of adaptive cognitions on the VOC scale. In the 
last two phases (i.e., closure and reevaluation), the therapist ensures that 
the patient leaves the session feeling calmer and reevaluates the patient at 
the start of the subsequent session to confirm that treatment gains were 
maintained. Treatment is completed when all identified targets have 
been reprocessed and the patient no longer experiences anxiety when 
reminded of the trauma. Although few randomized controlled trials 
have rigorously evaluated the efficacy of EMDR, results from existing 
studies have shown improvements in adults and children receiving this 
type of treatment (Ahmad, Larsson, & Sundelin-Wahlsten, 2007; Lee, 
Gavriel, Drummond, Richards, & Greenwald, 2002; Rothbaum, Astin, 
& Marsteller, 2005; Scheck, Schaeffer, & Gillette, 1998; Taylor et al., 
2013).

Rationale for Employing MI 
for PTSD and Comorbid SUD

As reviewed above, research has made it abundantly clear that there are 
several treatments that are highly effective in ameliorating the symptoms 
and associated difficulties stemming from PTSD. However, there is a 
significant proportion of PTSD patients who have difficulties engaging 
in these evidence-based approaches. One of the most commonly cited 
critiques of evidence-based treatments for PTSD is the unexplained per-
centage of patients that drop out. For example, PE is the treatment with 
the largest amount of research supporting its efficacy, but it has up to 
a 20.5% dropout rate (Hembree, Rauch, & Foa, 2003; Hembree et al., 
2003). Similarly, the dropout rates are considerable for other empirically 
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supported PTSD treatments (e.g., CPT, 22.1%, and EMDR, 18.9%). 
Given that most treatments incorporate some kind of traumatic mem-
ory revisiting, it can be hypothesized that those who struggle to engage 
in PTSD treatment are ambivalent about this element of treatment and 
possibly the therapy as a whole and either drop out or do not engage 
in interventions that help the most. Unfortunately, there is no decisive 
research about what factors are related to treatment responders and non-
responders.

An MI approach may help resolve ambivalence related to engag-
ing in trauma-focused therapies. Avoidance of traumatic memories and 
reminders has been associated with a habit of coping that ultimately 
serves to maintain symptoms of PTSD over time (Riggs, Cahill, & Foa, 
2006). Problematic drug and alcohol use often accompany PTSD and 
may also be maintained by a similar pattern of maladaptive avoidant 
behaviors. Therefore, research on how to change drug and alcohol 
behaviors could also be applied to PTSD avoidance behaviors. For exam-
ple, commitment to change has been found to predict outcomes for drug 
and alcohol use treatments (Amrhein, Miller, Yahne, Palmer, & Fulcher, 
2003), and retrospective studies that examined patient language in treat-
ment sessions found that commitment language is the strongest predictor 
of future behavior (Moyers et al., 2007; Moyers, Martin, Houck, Chris-
topher, & Tonigan, 2009). Therefore, it is possible that PTSD treatment 
dropout and other lack of response to treatment might be associated 
with a deficit in commitment language during PTSD treatment sessions. 
MI is particularly adept at eliciting commitment language (Amrhein, 
2004; Amrhein et al., 2003; Moyers et al., 2007) and therefore may be 
particularly helpful in increasing patient engagement efficacy in PTSD 
treatments (Miller & Rollnick, 2013).

Similarly, given the high comorbidity between PTSD and substance 
use disorders, MI may be applicable in helping with both. There is a 
growing body of literature supporting concurrent treatment for these 
disorders (Foa et al., 2013; Hien et al., 2009; Mills et al., 2012). To 
date, the most commonly utilized concurrent treatment program is Seek-
ing Safety (Najavits, 1999). While this is not based in an MI approach, 
Seeking Safety has demonstrated the ability to address the comorbidity 
of PTSD and substance use at the same. However, Seeking Safety has 
also not demonstrated an ability to produce better treatment outcomes 
in either the short or long term when compared to treatment as usual 
(Hien et al., 2009). Other approaches to therapy have incorporated pro-
longed exposure therapy for PTSD concurrent with other treatments for 
substance use disorders. For example, Mills et al. (2012) combined MI 
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and CBT for substance dependence with PE for PTSD and compared 
that to treatment as usual only for substance use alone. While adding 
PE produced improved PTSD outcomes, substance use outcomes were 
no different as compared to those with treatment as usual. In a simi-
lar study, Foa et al. (2013) compared concurrent delivery of PE therapy 
and naltrexone to a sequential treatment of offering naltrexone prior 
to PTSD treatment. The benefits of this study suggested that combined 
treatment of PE plus naltrexone, compared to either treatment alone, 
helped reduce relapse after treatment ended. As the evidence suggests, 
concurrent treatment models could become the treatment of choice for 
this population, but it isn’t yet clear what kinds of interventions will 
create the most effective treatment program. Given the effectiveness of 
MI for substance use treatment, it seems natural that MI could also be 
utilized as a component of combined treatments.

In particular, the new four-processes approach in MI is a good fit to 
the treatment of both PTSD and comorbid PTSD/SUD (Miller & Roll-
nick, 2013). Engagement is a key process for individuals suffering from 
these disorders. It is defined as “the process of establishing a mutually 
trusting and respectful helping relationship” (p. 40). PTSD treatments 
require a solid working relationship, mutual respect, and collabora-
tion between the therapist and the patient. One of the more common 
“traps” in the treatment of these disorders is the “premature focus trap,” 
where “the counselor presses too quickly to focus the discussion, discord 
results and the person may be put off, becoming defensive” (p. 43). Using 
an MI approach can facilitate a more effective engagement process to 
reduce discord and increase the willingness to focus on one or both of 
the targets (i.e., PSTD and/or PTSD/SUD).

Clinical Applications

At present, the Philadelphia and the Minneapolis Veterans Affairs Medi-
cal Centers are conducting a research study that we hope will provide 
us with some insight into these challenges (Drapkin et al., 2014). This 
multisite study is designed to examine the efficacy and effectiveness of 
an integrated versus a sequential treatment approach for comorbid SUD 
and PTSD. The treatment strategies used in the trial are motivational 
enhancement therapy (MET, which is MI with feedback about the prob-
lem) for SUD as well as PE for PTSD. Both treatments involve 16 weekly 
90-minute individual psychotherapy sessions that are conducted over 
a 20-week period. The integrated treatment is designed to incorporate 
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MET and PE within the session by the same therapist. MET follows 
the protocol described by Miller, Zweben, DiClemente, and Rychtarik 
(1994) and is most heavily incorporated into the first three sessions of 
treatment. Each session begins with MET, and then the focus of the ses-
sion transitions to a standard PE protocol, ending with an integration 
of the two. The sequential treatment is also delivered by one therapist, 
with the important distinction that the first four sessions involve the 
MET protocol only, coupled with a health education component as a 
control condition for time not being dedicated to PE content. Therefore, 
the first four sessions of the sequential treatment do not have any PE; at 
Session 5 a standard 12-session PE protocol commences with little or no 
MET treatment from Sessions 5–16. Participants are randomly assigned 
at each site to either the integrated or sequential treatment.

The primary hypothesis of the study is that the integrated treatment 
will show greater overall symptom improvement (for both PTSD and 
SUD) for the participants than in the sequential treatment. Symptom 
improvement is defined by at least a 50% reduction in PTSD symptoms 
as measured by the PTSD Checklist (PCL) and the number of absti-
nence days from substance use. Secondary hypotheses will examine the 
degree of symptom improvement in each symptom domain separately. 
Specifically, it is hypothesized that participants in the integrated treat-
ment will demonstrate greater PTSD symptom improvement than those 
in the sequential treatment during the 16 weeks of treatment and will 
also show greater rates of abstinence from substance use than partici-
pants in the sequential treatment. Additionally, exploratory analyses will 
examine whether participants in the integrated treatment sustain greater 
improvements in PTSD and SUD symptoms over 6 months as compared 
to participants in the sequential treatment and, moreover, lower rates of 
treatment dropout and greater treatment satisfaction.

Another similarly designed study is currently being conducted by 
the Center for the Treatment and Study of Anxiety at the University 
of Pennsylvania. The participants in this study are current cigarette 
smokers who are also diagnosed with PTSD. The design of this study 
is focused on examining how to maximize smoking cessation interven-
tions within a PTSD population. All participants in this study receive 
varenicline (Chantix), a U.S. Food and Drug Administration-approved 
medication for smoking cessation. Subjects are randomly assigned to 
either an MI intervention designed to assist with smoking cessation 
alone or to a combined MI and PE treatment protocol designed to 
address both smoking cessation and PTSD symptoms concurrently. The 
MI treatment is a brief intervention consisting of 15-minute sessions 
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delivered over 12 weeks as an adjunct to the varenicline. The goal of 
the treatment is to assist participants in attaining smoking cessation 
goals by helping to resolve ambivalence over quitting smoking, increas-
ing motivation to reach smoking cessation goals, and problem-solving 
difficulties associated with reaching smoking goals. In the combined 
MI and PE treatment, the same 15-minute MI intervention is added to a 
standard 12-session PE protocol. Given that this is primarily a smoking 
cessation study, the goals of this research are to determine whether a 
combined treatment for smoking cessation and PTSD is a more success-
ful approach than addressing smoking symptoms alone.

These two treatment research studies are the first to incorporate 
an MI intervention along with an evidence-based treatment for PTSD. 
We hope they will help us better understand the potential benefits of 
integrated versus sequential, and singular versus combined, treatment 
modalities. Additional benefits of these projects include testing the fea-
sibility of therapists who are primarily trained in either MI or PE and 
are challenged to learn and implement both MI and PE. These studies 
will begin to help us understand how MI can be incorporated into PTSD 
treatment for comorbid populations that need more effective treatments 
to address their challenging clinical presentations. That being said, there 
currently remain no published treatment research studies that involve 
MI in a PTSD-only population. While theoretically it seems apparent 
that MI could help enhance treatment commitment and compliance, 
there are no data supporting this theory or guiding clinicians about how 
this could be most effectively accomplished.

Previous Research on MI for Treatment of PTSD

Increasing motivation, enhancing commitment to change, and increas-
ing treatment engagement are specific components targeted for improve-
ment in evidence-based treatments for PTSD. Trauma victims are often 
ambivalent about seeking treatment because they view their existing 
coping strategies as adaptive responses to daily events rather than seeing 
those behaviors as ones that need to be changed. For example, a veteran 
who perceives his extreme irritability as a normal response to an “unjust 
world” may believe that he does not need treatment and becomes frus-
trated when family members feel upset by his behaviors. Furthermore, 
some trauma victims are also skeptical about psychotherapy and/or feel 
ashamed about starting treatment. Lastly, fear of revisiting traumatic 
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events of the past is a powerful motivator to avoid treatment and signifi-
cantly adds to the ambivalence felt toward engaging in treatment.

The PTSD Motivation Enhancement (ME) Group (Murphy, 2008; 
Murphy, Rosen, Cameron, & Thompson, 2002) is a seven-session inter-
vention that has primarily been implemented in Veterans Affairs PTSD 
treatment programs. The PTSD/ME group aims to help patients iden-
tify problematic behaviors, make decisions to change these behaviors, 
and follow through with plans to change. Patients first generate three 
separate lists of problems that they “definitely have,” “might have,” or 
“don’t have.” They then categorize problems that they “might have” into 
two additional categories: “problems you have wondered if you have” 
and “problems other people say you have but you disagree.” The goal of 
all subsequent group sessions is to help patients evaluate the severity of 
problems they “might have.” To do so, patients compare the frequency, 
severity, and purpose of “might have” problems to age-appropriate 
norms, weigh the pros and cons of these behaviors, and identify dis-
torted beliefs that interfere with their willingness to acknowledge these 
problems.

The PTSD/ME group referenced above has been integrated into 
PTSD treatment programs in several ways. For instance, the interven-
tion can be conducted concurrently with other treatment components 
of a comprehensive PTSD treatment program. This approach can be 
advantageous in that it allows patients to address ambivalence issues 
throughout the entire course of treatment. However, if this group treat-
ment is introduced along with other treatment techniques, the patients 
may not be fully engaged in skills that are taught early in the program 
before any ambivalence is resolved. Thus, some treatment programs pre-
fer to integrate the intervention during a preliminary phase of treatment 
so that patients actively participate in the remainder of treatment. The 
intervention can also be delivered as an occasional component of ongo-
ing supportive therapy groups.

To date, only one randomized controlled trial of the PTSD/ME 
group has been conducted (Murphy, Thompson, Murray, Rainey, & 
Uddo, 2009). This trial found evidence that the intervention increased 
treatment engagement (defined as readiness to change, perceived treat-
ment relevance, and PTSD program attendance) among veterans receiv-
ing outpatient CBT. Further research on interventions for enhancing 
motivation will be required to understand how to increase engagement 
among patients receiving treatment for PTSD and the potential impact 
of MI on PTSD treatment outcomes.
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Clinical Illustration

The first difficulty to overcome is simply getting an individual with 
PTSD to entertain the possibility of treatment. Therefore, from the very 
first assessment appointment, efforts to increase engagement in treat-
ment begin. Jerry was a 26-year-old veteran of Operation Iraqi Freedom, 
having been twice deployed to Iraq. He reported experiencing several 
traumatic events during his deployments. Jerry was resistant to come in 
for the evaluation but was under pressure from his wife to address the 
difficulties associated with his PTSD as well as alcohol use symptoms. 
Jerry made it clear during the initial evaluation that the only reason he 
was there was because of his family, and while he did recognize that 
things were not going well, he was clearly ambivalent about undertaking 
treatment. By the end of the 2-hour evaluation, enough information had 
been gathered to counsel Jerry that he met the criteria for PTSD as well 
as having alcohol dependence and major depressive disorder. The thera-
pist explained to Jerry how those diagnoses were obtained, and he was 
given the opportunity to ask questions about them and what treatment 
options were available to him, including not doing anything. Therefore, 
from the very first encounter with Jerry, assessment feedback was uti-
lized to engage him in the evaluation and treatment decision-making 
process.

What appeared particularly helpful to Jerry was providing him with 
information. This included discussing with him the research about the 
unique interaction between trauma and substance use issues, how recent 
concurrent treatment programs had had success in ameliorating both 
symptoms, and that if nothing were done, the research indicated that 
his symptoms would likely persist despite his hope that all of this would 
eventually go away. Jerry’s decision making was reinforced, and he was 
informed about the treatment options, which included alcohol treatment 
only, sequential treatment for alcohol use first followed by PTSD treat-
ment, concurrent treatment for alcohol use and PTSD, or no treatment. 
Jerry was encouraged to take this information home, think it over, dis-
cuss it with people close to him, and contact the clinic in 1 week with his 
decision about treatment. Jerry decided to pursue concurrent treatment 
for PTSD and alcohol dependence involving MET and PE. He contin-
ued to express ambivalence about the treatment program, especially the 
ideas of talking about his traumas and making changes in his drinking. 
At the same time, Jerry was not happy with the severity of his symptoms 
and the associated problems these symptoms caused.

All treatment sessions were weekly individual 90-minute sessions 
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that incorporated both MET and PE in each visit. The agenda for the 
first session was to provide an overview of the concurrent treatment 
program and describe the an initial rationale for a treatment program 
similar to that in PE but emphasizing the unique comorbidity of PTSD 
and substance use, to discuss and gather information about Jerry’s alco-
hol use, and finally to use the MI methods of open-ended questions, 
affirmations, reflective listening, and summaries (OARS) to elicit and 
reinforce change talk and strengthen his commitment change.

Jerry and his therapist discussed his traumatic experiences and 
selected one where Jerry was part of a convoy that was struck by a road-
side bomb as his “index trauma” (i.e., the most disturbing or haunting 
memory according to Jerry that was driving the majority of his PTSD 
symptoms). They used this trauma to talk further about Jerry’s strate-
gies for coping (including alcohol use) that typically focus on avoidance 
of the traumatic memory, trauma triggers, and other thoughts and feel-
ings associated with the trauma. As Jerry shared his examples of avoid-
ance, the therapist focused on how these avoidance strategies entailed 
short- and long-term consequences. The goal of this conversation was to 
segue into the rationale for why PE utilizes in vivo and imaginal expo-
sure interventions to break the cycle of relying on avoidance (including 
alcohol use) for its short-term benefits, and thereby achieve long-term 
resolution of his symptoms. The hope was that providing him with the 
reasoning behind the treatment would help him better understand what 
he was being encouraged to do, thereby increasing his motivation to 
engage in treatment. While the rationale for treatment was not described 
explicitly in MI language, an MI approach can be applied in the delivery. 
This is very consistent with MI information exchange approaches (ask-
ing permission, reflecting, asking open-ended questions, etc.).

The second half of the session focused on MET content. Jerry and 
his therapist completed an assessment of his alcohol use pattern, dis-
cussing the consequences he had experienced related to his alcohol use, 
the risk factors associated with alcohol use problems, and posing and 
answering any questions related to his readiness for change (including its 
importance o him and confidence rulers). This assessment was used in 
the next session as part of a personalized feedback report. Using open-
ended nonjudgmental questions, the therapist engaged Jerry in a con-
versation about his alcohol use. He reported enjoying both the social 
aspects of drinking and the numbing component that helped him sleep 
at night and avoid negative emotions. As Jerry discussed the pros and 
cons of his alcohol use, the therapist asked him what, if anything, he 
wanted to change about his drinking. Jerry wasn’t sure what he wanted 
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to do, but he did feel he needed to change something. The session ended 
with a breathing retraining exercise (consistent with PE) and discussion 
of homework.

The agenda for Session 2 was set collaboratively and included 
homework review, examination of Jerry’s personal feedback report 
regarding his alcohol use, psychoeducation around the common reac-
tions to trauma, discussion of the rationale for in vivo exposure, and 
construction of an in vivo exposure hierarchy. After reviewing Jerry’s 
homework, therapy moved on to his personalized feedback report. This 
began with a summary of his typical alcohol consumption over an aver-
age week and included normative feedback based on his age and sex. 
Jerry averaged over 30 standard drinks a week, typically consumed over 
4 days of drinking per week. His peak BAC level was 0.25, and he was 
drinking more than 99% more than of his peers. The primary negative 
consequences for drinking were related to his family and job. His spouse 
was threatening separation, he felt bad about being irritable and impa-
tient with his children, and his work supervisors had recently warned 
him about his poor performance and excessive use of sick days. Finally, 
his family history of alcohol use problems, along with his symptoms of 
PTSD and mild traumatic brain injury, were identified as risk factors 
for alcohol use disorders. This report provided an honest, accurate, and 
objective reflection of Jerry’s alcohol use and related problems for him 
to consider while avoiding an adversarial or confrontational counsel-
ing stance. Jerry and his therapist were able to engage in a collabora-
tive review of the assessment results focused on eliciting his reactions 
to this information without the therapist’s opinions or interpretations 
about his alcohol use. Reflections of both verbal and nonverbal behavior 
were used throughout. Lastly, this report was a mirror that enabled Jerry 
to see his own behavior, consider whether he had a potential problem, 
and begin to discuss options for change. By the end of the conversation, 
Jerry stated that he wanted to decrease his alcohol use and set a goal of 
limiting himself to three standard drinks per drinking episode during 
the coming week.

Then, the session transitioned to concentrating on the PE compo-
nents of reviewing common reactions to trauma and developing an in 
vivo exposure hierarchy. The purpose of discussing common reactions 
to trauma was to help Jerry better understand his symptoms as norma-
tive common experiences for someone with trauma and to provide hope 
that most of these reactions would improve since he was now receiving 
a trauma-focused therapy. Some of his most common reactions included 
fear and anxiety being easily triggered; reexperiencing the trauma via 
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memories and flashbacks; nightmares; hyperarousal; hypervigilance; 
depression; feelings of guilt and/or shame; increased alcohol/drug use; 
increased anger and irritability; increased negative thinking about one-
self/others/the world; and disrupted relationships. This conversation 
was designed to allow Jerry to tell the therapist how each of these com-
mon reactions was or was not experienced by him. The therapist elicited 
information and permission by using open-ended questions, reflected 
empathy and support, and encouraged his client by reinforcing how PE 
would help improve these issues.

The remainder of the session was focused on implementation of 
in vivo exposure. This began with a conversation about the treatment 
rationale, followed by a discussion of how Jerry had been avoiding and 
coping with trauma triggers in his environment. In short, this discus-
sion reviewed how in vivo exposure helps to block avoidance and thus 
prevent the short-term benefits of that coping strategy (specifically the 
concept of negative reinforcement). In vivo exposure helps disconfirm 
beliefs of what might happen if one is exposed to trauma triggers; dis-
confirms the belief that anxiety or distress lasts forever (process habitu-
ation); and increases the client’s confidence, helping to instill and a sense 
of competence. As in the previous session, the review of the treatment 
rationale was designed to increase Jerry’s understanding of why this is 
being asked of him and how this intervention could help him feel better. 
The remainder of the session was spent generating items for the hierar-
chy, with the goal of identifying low-, moderate-, and high-difficulty 
items to practice over the course of treatment. Some typical hierarchy 
items for veterans of the war in Iraq include being in crowded places like 
shopping malls or movie theaters, driving (especially under bridges or on 
roads with debris on the shoulder), dealing with Middle Eastern people/
places/things, going somewhere alone at night, stopping at red lights 
while driving, and reading about a similar event or seeing it on television 
or movies. Jerry’s first homework assignment was an in vivo exposure. 
We collaboratively discussed what he felt relatively comfortable and con-
fident doing. For him, that was going to the gym in the evening, even 
when it was more crowded than usual.

The agenda for Session 3 was to review homework, discuss alcohol 
use, review the rationale for imaginal exposure, do imaginal exposure, 
process the exposure, and assign homework. Jerry came to this session 
having done relatively well with his alcohol goal, drinking four stan-
dard drinks per drinking episode. He did exceed that drinking goal on 
one occasion, and this prompted a discussion of what had happened. 
The therapist continued to use the MI strategies of OARS and attempts 
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to elicit preparatory change talk (DARN: statements of Desire, Ability, 
Reasons and Need for change) along with mobilizing change talk (CAT: 
Commitment, Activation, and Taking steps to change). Jerry expressed 
an overall commitment to continue to change his drinking habits while 
also identifying some ambivalence around certain social drinking occa-
sions in which he was less committed to his four standard drink goal. 
Ample time was devoted to exploring Jerry’s motivation as it relates to 
drinking and arriving at a goal that he is comfortable with. After more 
discussion, Jerry agreed to eliminate nonsocial drinking during the com-
ing week and to limit himself to six standard drinks in social situations.

This also was the last session where the planned rationale for expo-
sure was discussed. Revisiting traumatic memories can be very difficult 
for trauma survivors. Therefore, invoking a specific rationale for imagi-
nal exposure is very important. This process begins by validating how 
difficult and painful remembering the trauma can be, how Jerry feels 
about remembering, and how he has relied on avoidance to cope. Once 
again, the short-term benefits of avoidance were reviewed along with 
the long-term consequences of this approach. Very often an analogy is 
helpful in illustrating how imaginal exposure helps process and digest 
traumatic experiences. The goals of imaginal exposure were reviewed: to 
process and organize the traumatic memory; to increase the differentia-
tion between “remembering” the trauma and being “retraumatized”; to 
learn to appreciate that memories of the trauma are not dangerous; to 
promote differentiation and decrease generalization between the trau-
matic event and other similar but safe events, to bring about habituation 
(i.e., with repetition, anxiety and distress decrease); and to enhance a 
sense of personal competence, mastery, and confidence over the mem-
ory. Jerry was ambivalent about this procedure but understood the con-
sequences of continuing to avoid and the potential benefits of exposure. 
He agreed to imaginal exposure try and spent 45 minutes revisiting his 
memory in session. While the process was difficult for him, he began to 
realize that he could do it and became more personally invested in the 
rationale rather than just intellectually understanding how it could help.

The remaining sessions followed the same agenda. Jerry eventually 
settled on a drinking goal of four standard drinks during one social 
drinking episode per week and was able to reach this goal successfully. 
By not forcing a goal of abstinence on Jerry, he was able to discuss his 
drinking openly and honestly with the therapist each week until he found 
a goal that he was motivated to accomplish. Jerry struggled at times with 
the PTSD treatment. He skipped several sessions early on in the treat-
ment, along with avoiding some of the PE-focused homework. However, 
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the therapist was able to discuss with him the reasons he skipped ses-
sions and opted out of homework assignments. Since the beginning 
of treatment focused so much on rationale as well as eliciting Jerry’s 
personal reasons for avoidance and what he had to gain by engaging 
in therapy, these problems were resolved by revisiting those conversa-
tions as ambivalence about therapy waxed and waned over the course 
of treatment. This flexibility enabled Jerry to explore his struggles with 
the treatment, to problem-solve his difficulties, and ultimately to end 
treatment no longer meeting the criteria for PTSD, major depression, or 
alcohol dependence.

Problems and Suggested Solutions

The most substantial problem related to the integration of MI into PTSD 
treatment is the glaring lack of research. There are currently no ran-
domized controlled trials on how MI could be used in conjunction with 
evidence-based PTSD treatments (PE, CPT, or EMDR) and therefore no 
data indicating that MI should increase the efficacy of treatments. Theo-
retically, it makes sense that MI could increase PTSD treatment engage-
ment, enhance PTSD treatment compliance, decrease PTSD treatment 
dropout, and therefore improve PTSD treatment outcomes. Unfortu-
nately, however, currently these are just educated guesses, and therapists 
have no guidelines on whether this expectation is realistic and, if so, 
how best to incorporate MI into PTSD treatment manuals. The research 
that does exist, utilizing the PTSD ME group, suggests that an MI-based 
intervention may be effective in increasing treatment engagement. How-
ever, this research does not demonstrate that treatment outcomes are 
enhanced or inform us about how this group would work with the most 
commonly used evidenced-based treatments for PTSD (PE, CPT, and 
EMDR). Similarly, current research with comorbid substance use and 
PTSD populations does not examine how MI could be used within the 
PTSD treatment, as MI is only being utilized within the substance abuse 
intervention. These studies will help us better understand whether inte-
grated treatments for both disorders can be conducted within the session 
by the same therapist, but the treatments themselves remain separate. MI 
is being used for the substance use, and PE is being used for PTSD. The 
notion that these two things can be done at the same time is certainly 
an advance in the treatment literature, but unfortunately it will not help 
us learn more about how MI could be used in PTSD therapy. Therefore, 
the obvious solution here is to conduct more specific research that tests 
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whether MI could enhance PTSD treatment outcomes. Until we have 
more data, the perspective that “good” therapists are already adhering 
to an MI style in PTSD treatment—and that therefore specific MI train-
ing is unnecessary—will likely persist in the PTSD treatment field.

Beyond the need for more research, there are also some potential 
conflicting aspects of MI and PTSD interventions. MI is predicated on 
certain values, such as abandoning labels, allowing for client choice, 
avoiding the expert stance, and maintaining a client-centered attitude. 
While these values do not preclude the use of MI in PTSD treatments, 
they complicate the balance of going back and forth between styles by 
the same therapist. PTSD treatment is often at the opposite end of the 
spectrum from MI with regard to several of these values. Inclusion for 
PTSD treatment is predicated on a diagnosis and the presence of certain 
symptoms. The PTSD therapist is taught to be the expert and wants to 
teach the patient a set of skills that he or she currently does not posseass 
or is not using, and the need for treatment is based on the idea that 
natural recovery has failed. Therefore, the patient “needs” these skills 
in order to recover from the label (PTSD). PTSD therapists are often 
more directive than those who use MI, adhere to a more strict session-
by-session structure, and attempt to convince patients why treatment is 
necessary. Incorporating MI more formally into the protocol, could be 
uncomfortable for a PTSD therapist, as well as confusing for therapists 
and patients. However, it may be possible to conduct the PTSD treat-
ment within an MI framework.

Potential solutions to these problems appear to be a function of 
education and training. MI has been successfully incorporated into 
cognitive-behavioral treatments for substance use, which often tend to 
be skills-based, expert-driven interventions (Bien, Miller, & Tonigan, 
1993; Heather, Rollnick, Bell, & Richmond, 1996). However, this could 
be a product of the training of substance use therapists, who are taught 
early on how to use MI in the treatment. There are no such training 
programs that currently teach PTSD therapists how to flexibly apply 
MI and integrate an MI-oriented therapeutic approach into a PTSD-
focused treatment approach. Additionally, the training of therapists in 
evidenced-based approaches, both MI and PTSD interventions, varies 
across programs and disciplines. Just as with any attempt to change 
behavior, there are significant barriers to changing a therapist’s style. 
Therefore, one potential solution is to increase the training for evidence-
based treatments such as MI and PE early on during the educational 
process, as students are learning to become therapists. Such an increase 
in training might well make it easier to then teach therapists how to 
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integrate the two treatments when working with a comorbid PTSD/SUD 
individual.

Mental health organizations may also face several challenges when 
seeking to integrate MI into treatments for PTSD. The first challenge 
for an organization is a willingness to concurrently treat substance use 
disorders and PTSD. Despite a growing body of literature supporting 
the efficacy of a concurrent treatment approach, the general practice is 
still to address substance use disorders before treating trauma. It would 
take a strong commitment from an organization’s leadership to make 
this systemic change. The second organizational challenge is related to 
the separation of mental health and substance use treatment facilities. In 
many states an organization is chartered to be either a mental health or 
a substance abuse treatment facility—but typically not both. Therefore, 
clinical staff members are typically trained for just one of these treat-
ment modalities. This pattern highlights a related challenge regarding 
the feasibility of training clinicians and disseminating evidence-based 
treatments to clinical providers already working in their respective fields.

Despite the availability of several well-known effective treatments 
for PTSD, most patients continue to receive treatment of unknown 
efficacy (Foa et al., 2013). The additional challenge of incorporating 
MI into evidence-based treatment for PTSD requires the acquisition of 
another therapeutic strategy. To complicate the training needs further, 
an individual clinician seeing a comorbid substance use disorder and 
PTSD patient would need to be knowledgeable about substance use dis-
orders and proficient in MI and PTSD treatments. One potential solu-
tion would be to have different providers for substance use problems 
and PTSD symptoms, but there are limitations to this approach. This 
increases obstacles around coordination of treatment, differences of 
opinion between providers, extra treatment visits, and rapport building 
with multiple providers.

This set of circumstances raises the broader issue of the dissemina-
tion of evidence-based treatments in general. Given that most patients do 
not receive an evidence-based treatment for PTSD, the challenge of prop-
erly training therapists in both MI and PTSD treatment interventions is 
something experts need to start addressing. The Veterans Affairs Health 
System has taken this need seriously and has implemented evidence-
based treatment “rollouts” (e.g., Karlin et al., 2010) that undertake to 
train therapists across the entire system on MI and PTSD treatments 
(PE and CPT in particular). But this initiative requires the leadership of 
an organization to mandate such training and its implementation. Until 
there are more incentives (and substantive consequences for not acting) 
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interventions like MI and evidence-based PTSD treatments will continue 
to be underutilized.

Conclusions

The incorporation of MI strategies into evidence-based treatments for 
PTSD remains in an early stage of development. Each strategy by itself 
has an abundance of literature supporting its efficacy, but taken together 
there is only one randomized controlled trial to date. The hopeful news 
is that we already have highly effective treatments for PTSD that, when 
given a chance, have already helped countless victims of trauma. How-
ever, these treatments are not universally effective and have limitations 
that could be significantly minimized or reversed by integrating the 
treatments with MI. Specifically, treatment retention is a problem that 
needs to be better understood in order to see if MI strategies would 
help keep patients engaged in treatment after they make that difficult 
decision to schedule an appointment. Furthermore, enhancing treatment 
engagement could be another way that MI can increase PTSD treat-
ment effectiveness. Given that we have a sense of what does work in 
PTSD treatment, the problem seems more related to not knowing how 
to increase our ability to engage our patients in that process. MI would 
seem to be an obvious partner for PTSD therapists, given the inherent 
difficulty involved in helping patients commit to changing these patterns 
of behavior and perspective that maintain symptoms over time.

Many clients go through trauma treatment by willingly facing dif-
ficult experiences from the past. At the same time, their ambivalence 
about overcoming the past and being unsure about facing their fears 
is understandable. MI offers the opportunity to help those courageous 
individuals to take advantage of the treatments that can deliver the relief 
they deserve.
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Mothers of psychiatrically ill children and economically disadvan-
taged pregnant women are two groups that have especially high rates 
of depression and low rates of treatment. Swartz and colleagues (2005) 
found that 61% of mothers bringing their children to a pediatric men-
tal health clinic met DSM-IV (American Psychiatric Association, 1994) 
criteria for a current Axis I disorder, most commonly depression (35%); 
two-thirds of those with a psychiatric diagnosis were not receiving psy-
chiatric treatment. Most pregnant (Flynn, Blow, & Marcus, 2006; Mar-
cus, Flynn, Blow, & Barry, 2003) and low-income (Levy & O’Hara, 
2010; Lorant et al., 2003; Miranda, Azocar, Komaromy, & Golding, 
1998) women suffering from depression go untreated despite being at 
high risk for depression (as compared with the general population).

Practical barriers to treatment participation by depressed and vul-
nerable women include cost, clinic inaccessibility, and problems with 
child care. Depressed people suffer, by definition, from low energy, hope-
lessness, and cognitive slowing, symptoms that may make them more 
vulnerable to the “time and hassle” factors associated with participating 
in treatment. Worry or embarrassment about acknowledging depression 
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and doubts that treatment could be helpful (Scholle, Hasket, Hanusa, 
Pincus, & Kupfer, 2003) as well as previous negative experiences with 
mental health services (McKay & Bannon, 2004) inhibit initial engage-
ment, and feeling misunderstood or unhelped predicts premature dis-
continuation (Garcia & Weisz, 2002). Mismatches between the type of 
treatment offered and that desired (McCarthy et al., 2005), incompatible 
views of the nature of the problem, negative attitudes about the legiti-
macy of accepting help, disclosing private experiences, or taking care 
of oneself (e.g., Mackenzie, Knox, Gekoski, & Macaulay, 2004), and 
negative relationship expectancies are also inhibitory. Cultural insen-
sitivity or ignorance on the part of therapists may also present a sig-
nificant barrier (Miranda, Azocar, Organista, Muñoz, & Lieberman, 
1996). Low perceived need for services, especially among those with 
mild to moderate depression (Mojtabai et al., 2011), suggests that some 
may feel resigned, assuming that there is nothing to be done about their 
low mood.

Usual Treatments

Interventions to improve engagement in mental health treatment include 
psychotherapy preparation strategies such as role induction, vicarious 
therapy pretraining, experiential pretraining, and use of cognitive ther-
apy techniques (Pollard, 2006; Walitzer, Dermen, & Connors, 1999). 
Case management has been employed to engage depressed women in 
primary care into depression treatment (Miranda, Azocar, Organista, 
Dwyer, & Areane, 2003). None of these approaches has been widely 
used.

Rationale for Adapting Motivational Interviewing 
to Enhance Engagement in Depression Treatment

Treatment preparation interventions have rarely attended to clients’ 
agendas—including a wish to tell their story, understand the nature of 
their problems, and specify the kind of help they wish to receive—or to 
the psychological and cultural barriers they might face. Motivational 
interviewing (MI; Miller & Rollnick, 2013) emphasizes the meeting of 
the treatment aspirations of client and therapist within a client-centered 
relationship. Furthermore, many barriers to treatment can be under-
stood in terms of ambivalence about change, participating in treatment, 



138 Motivational interviewing in the treatment of Psychological Problems

or both. As a counseling style for resolving ambivalence in the context 
of an accepting, compassionate, and autonomy-supportive understand-
ing of individuals’ perspectives, hopes, and concerns, MI provides a 
promising framework for engagement intervention. A substantial body 
of research supports the use of MI for this purpose (Lundahl, Kunz, 
Brownell, Tollefson, & Burke, 2010; Zuckoff & Hettema, 2007), with 
the evidence suggesting that the effects of adding MI to lengthier or 
more intensive treatments are meaningful and lasting (Hettema, Steele, 
& Miller, 2005).

Clinical Applications

Development of the Engagement Session

Seeking effective yet feasible ways to reach out to difficult-to-engage 
populations, Swartz, who had developed a brief form of interpersonal 
psychotherapy for depressed mothers of psychiatrically ill children (IPT-
B; Swartz et al., 2004; Swartz, Grote, & Graham, 2014), and Grote, who 
adapted IPT-B for depressed socioeconomically disadvantaged pregnant 
women (Grote, Bledsoe, Swartz, & Frank, 2004), initiated a collabora-
tion with Zuckoff (Grote, Swartz, & Zuckoff, 2008; Swartz et al., 2007), 
who with colleagues had described (Daley & Zuckoff, 1999; Zuckoff & 
Daley, 2001; Zweben & Zuckoff, 2002) and pilot-tested (Daley, Sal-
loum, Zuckoff, Kirisci, & Thase, 1998; Daley & Zuckoff, 1998) an MI-
based approach to adherence intervention targeting motivation for treat-
ment as well as motivation for change. From ethnographic interviewing 
(Schensul, Schensul, & LeCompte, 1999), we incorporated an empha-
sis on the potential for interviewers’ culturally specific values, ways of 
understanding others, and judgments about what constitutes “rational” 
behavior to interfere with their ability to grasp and support the cultur-
ally specific values, understandings, and judgments of the interviewee. 
From IPT, we incorporated psychoeducation about depression, provided 
in an MI-consistent style: remaining sensitive to the potential for the 
discord-triggering “labeling trap” but also recognizing that the diag-
nostic language of “major depression” can provide the client some relief 
by conveying that changes in behavior are attributable not to personal 
weaknesses or moral failings but to an illness for which clients are not to 
blame and which can be effectively treated.

The “engagement session” we developed is a single-session prether-
apy intervention focused on communicating the therapist’s understand-
ing of clients’ individual and culturally embedded perspectives, helping 
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them see how the potential benefits of treatment align with their own 
priorities and concerns, facilitating the identification and resolution of 
ambivalence, and problem-solving barriers to engagement. We named 
our intervention prior to the development of the “four processes” model 
of MI (Miller & Rollnick, 2013), which describes “engaging” as one MI 
process. While the goal of the intervention is to increase engagement 
of depressed persons into an effective therapy for that condition, the 
provider of the intervention employs all four MI processes: engaging the 
client, developing a collaborative focus for the session, evoking talk in 
favor of participating in treatment for depression, and planning for the 
initiation of treatment.

Research on the Engagement Session

In an open prospective pilot study (Swartz et al., 2006), a group of 
depressed, nonsuicidal mothers of adolescents receiving mental health 
treatment was offered the engagement session and eight sessions of IPT-
B. Of 13 mothers who met DSM-IV criteria for major depressive dis-
order and were not in treatment, 11 received an engagement session. 
Following the session, all completed the Client Satisfaction Question-
naire (CSQ), an eight-item instrument assessing subjective satisfaction 
with treatment, with possible scores ranging from 8 to 32 (Attkisson 
& Greenfield, 2004). The mean CSQ score for the engagement session 
was 27.2 (±4.0), indicating high levels of satisfaction. All 11 participants 
subsequently scheduled an initial treatment appointment, and all but 1 
completed a full course of therapy. The one noncompleter, who attended 
seven of the eight sessions, had also clearly “engaged.”

In the randomized controlled trial that followed (Swartz et al., 
2008), depressed mothers of youth in psychiatric treatment (n = 47) 
attended twice as many sessions at the 3-month treatment endpoint (9.0 
vs. 4.5, p < .05) when randomly assigned to receive the engagement ses-
sion and eight sessions of IPT-B (“ES+IPT-MOMS”) versus referral to 
treatment as usual in the community. Clients receiving ES+IPT-MOMS 
also showed superior depression outcomes at treatment completion and 
9-month follow-up.

In a randomized pilot study in the public obstetrics clinic of a large 
urban women’s hospital (Grote, Zuckoff, Swartz, Bledsoe, & Geibel, 
2007), 64 depressed socioeconomically disadvantaged pregnant women 
(63% African American) who were not seeking depression treatment but 
agreed to accept treatment through the study were offered either the 
engagement session and eight sessions of IPT-B provided by the same 
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therapist in the prenatal clinic (“Engagement and IPT-B”) or a refer-
ral for standard depression treatment by a community mental health 
provider in the prenatal clinic or their neighborhood (“Enhanced Usual 
Care,” EUC). Of 31 women assigned to Engagement and IPT-B, 25 
entered the study and received an engagement session; 24 women (96%) 
attended an initial treatment session, and 17 (68%) completed a full 
course of IPT-B. Of 33 women assigned to EUC, 28 entered the study, 
10 (36%) attended an initial treatment session, and 2 (7%) completed a 
course of standard depression treatment. Treatment entry and retention 
were significantly superior in Engagement and IPT-B as compared to 
EUC (p < .001). Clients receiving Engagement and IPT-B also showed 
superior depression outcomes before childbirth (3 months postbaseline) 
and at 6 months postpartum (Grote et al., 2009).

In a pilot randomized controlled trial (O’Mahen, Himle, Fedock, 
Henshaw, & Flynn, 2013), 55 racially diverse and low-income pregnant 
women with major depressive disorder were offered either 12 sessions of 
modified cognitive-behavioral therapy that included an engagement ses-
sion (mCBT) or referral for treatment as usual (TAU) in the community. 
Of women assigned to mCBT, 83% attended the engagement session, 
72% returned for the second session, and 60% attended at least four 
sessions. Of women assigned to TAU, 17% received some psychother-
apy. Women assigned to mCBT showed a greater decrease in depressive 
symptoms than those assigned to TAU at posttreatment and 3-month 
follow-up, although there were no differences in reliable and clinically 
significant change.

Description of the Engagement Session

The engagement session is semistructured, with five phases: Eliciting the 
Story; Providing Feedback and Psychoeducation; Exploring the History 
of Distress, Coping, and Treatment, and Hopes for Treatment; Problem-
Solving Practical, Psychological, and Cultural Treatment Barriers; and 
Eliciting Commitment or Leaving the Door Open. We describe each 
phase and provide an annotated transcript with a prototypical client.

Eliciting the Story

The goals of the initial phase are to ensure that the client feels under-
stood and to elicit talk about the importance of change. The therapist 
begins by inquiring how the client has been feeling and what things have 
been like for her lately. If she responds by talking solely about how she 
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feels, the therapist also asks about her situation: “You’ve been feeling 
so hopeless lately. . . . What has been going on in your life that might 
be affecting you?” Similarly, if she responds by talking solely about the 
circumstances of her life, the therapist also asks about how she has been 
feeling: “You’re stuck with all these bills and busy all the time. . . . Tell 
me about how you’re being affected by the lousy situation you’re in.” 
The therapist listens for the client’s perspective on how she is suffering, 
what she believes is contributing to her suffering, and how it interferes 
with her daily life, attending specifically to the social and interpersonal 
context.

In almost all cases, the client’s “story” can be framed as a dilemma, 
a problem that is unsolvable in principle because each potential solution 
would exact intolerable costs. This both reflects and is a source of feel-
ings of hopelessness inherent to depression. A successful conclusion to 
this phase usually results in a summary that both crystallizes the client’s 
dilemma and highlights her wishes for help in escaping from it.

therapist: Tell me how things have 
been going and how you’ve been 
feeling lately.

Beginning with an open-
ended question to draw out 
the story.

Client: My son Johnny is a terror. He 
is getting on my nerves so bad. I 
feel like I’m really going to hurt 
him. He’s been getting into trouble 
at school. He won’t let me alone at 
home. I don’t know what to do.

The client focuses on how 
her troubled child is affect-
ing her and conveys her 
sense of helplessness and 
distress.

therapist: You’re starting to worry 
about the way you feel around 
him—you might lash out and do 
something that you’d regret.

The therapist reflects 
meanings and feelings.

Client: It’s affecting my whole life. I’m 
irritable at work and snapping at 
my coworkers.

therapist: It affects you when you’re 
not with him, too. What else have 
you noticed about how you’ve been 
feeling and acting that’s different 
from the way you usually feel or 
act?

Reflection. 
Asking for elaboration to 
elicit problem recognition, 
a contributor to increased 
importance of change.
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Client: I’m not enjoying my free time. 
I’m always angry. I don’t want to 
talk to anyone. I’m never happy.

The client describes symp-
toms of depression.

therapist: It doesn’t matter where you 
are or who you’re with or what 
you’re doing, you feel the same 
way . . . this angry, unhappy feel-
ing, and it’s really hard because 
you are trying to deal with Johnny, 
and no matter what you do it 
doesn’t seem to get any better.

Summary of the client’s 
expressions of dissatisfac-
tion with the status quo.

Client: Yeah. Anything I try just 
doesn’t work with him. It’s getting 
worse and worse.

The client confirms that 
she feels understood.

therapist: It’s been incredibly frustrat-
ing for you.

Reflection of feeling.

Client: I’m frustrated with everything.

therapist: And this is a big change 
from the way things were before.

Looking back.

Client: Yeah, it’s just over the past 
year that he’s gotten worse. His 
father left, and now he’s living 
across the street with his girlfriend.

Focusing on the context of 
her child’s problems, she 
describes sources of current 
distress.

therapist: That’s a difficult situation. Supportive statement.

Client: And before that things weren’t 
too good between his father and 
me, and he saw a lot of that, but 
it’s been worse since his father left. 
It seems like he’s escalating. He’s 
on the verge of being expelled. I’ve 
had conferences with his teachers 
and his guidance counselor, and 
they make it seem like it’s all my 
fault.

 
 
 
 
 
 
Is she afraid she will be 
blamed by this therapist 
and/or a future therapist as 
well?

therapist: You’re doing everything 
you can think of to get Johnny to 
come around, and not only is it not

Affirmation and complex 
reflections; highlighting an 
aspect of her dilemma and
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working, which is really hard for 
you, but you’re feeling blamed by 
other people who you’re looking to 
for help. (Client nods.) And you’re 
really angry about this.

identifying a possible  
barrier to engagement.

Client: I am. Nobody seems to under-
stand what is going on.

She’s beginning to feel 
understood.

therapist: You feel pretty much alone 
in all of this. (Client nods.) No one 
seems to be able to help, no one 
seems to really get it.

Reflecting meaning and 
feelings.

Client: Even my mother blames me 
for the break-up. She thinks I 
should’ve stuck it out.

therapist: How did you make that 
decision? What happened between 
you?

Drawing out more about 
her dilemma . . . 

Client: I couldn’t take it anymore. He 
was going to kill me. I felt really 
bad because Johnny saw all of 
this. I would try to have him go 
upstairs, but he’d sneak down and 
sometimes he’d see his father beat-
ing on me. 

 . . . which she describes in 
terms of her situation and 
the reasons for her actions.

therapist: You felt like you had no 
choice. You had to leave. (Client 
nods vigorously.) Let me see if I’m 
understanding. 
You’ve been dealing with these 
problems for a while now, but 
things were getting worse. So, you 
decided you had to get away before 
something horrible happened, and 
you made that decision for yourself 
but also for Johnny because you 
were worried about what he was 
seeing and how that was affecting 
him. You’re trying to do the best

Empathizing with her 
choice in the face of her 
dilemma. 
 
Transitional summary, 
including understanding of 
her view of how she came 
to be in her current prob-
lematic situation . . .  
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thing you know how to do, make 
the best decision you can, and the 
result has been that things have 
seemed to get worse.

 . . . affirmation of her 
good intentions and  
efforts . . . 

Client: That’s right!

therapist: Instead of feeling or acting 
better, Johnny seems to be acting 
worse, and you don’t know how to 
get through to him or how to help 
him or what to do for him. It’s like 
you took this incredibly difficult 
step, and things have just gone 
downhill.

 . . . crystallizing her 
dilemma . . . 

Client: No matter what I do, I can’t 
win.

therapist: And now you don’t  
know where to turn, you don’t 
know what to do, and you’re 
worried about what you might be 
capable of if things don’t get bet-
ter.

 . . . and reflecting her fears 
about what will happen if 
she doesn’t get help.

Client: Yeah, I’m afraid I’m going to 
lose control or at work I’m going 
to lose my job.

Implicit recognition of the 
need for change.

therapist: And that’s really scary 
because the bottom could really 
drop out.

Client: Yeah. And I don’t know how 
to get out of this by myself.

First approach to talk in 
favor of treatment  
(engagement talk).

Providing Feedback and Psychoeducation

The goal of this phase is to offer the client a different perspective on her 
current difficulties. The therapist reframes the problems as comprising a 
recognizable medical condition for which effective treatment is available 
rather than a hopeless situation or a failure of will or ability. This is not 
intended to minimize the importance of the contextual factors but rather 
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to suggest that alleviating the mood disorder will allow the client to cope 
with these factors more effectively.

The client is given individualized feedback on her current condition. 
Examples of assessment tools include standardized self-assessments of 
depressive symptoms such as the Quick Inventory of Depressive Symp-
toms (Rush et al., 2003) or the nine-item Patient Health Questionnaire 
(Kroenke, Spitzer, & Williams, 2001). The therapist then elicits what the 
client already knows about depression, offers (with permission) psycho-
education tailored to the client’s individual concerns and current knowl-
edge, and then elicits her reaction. The elicit–provide–elicit format helps 
to ensure that the client is open to what the therapist has to say and 
reduces the likelihood of discord, which often emerges when people are 
given education they’re not interested in. It also communicates respect 
for her views and acknowledges that it will be her interpretation of this 
information that will ultimately determine what she does with it.

The psychoeducation offered by the therapist includes the ideas that 
depression is a “no-fault” illness and thus that the depressed person is 
not to blame for the troubles she is having; that depression negatively 
affects people’s ability to solve interpersonal problems or manage diffi-
cult situations; that depression can be effectively treated; and that when 
depression is treated successfully, people often begin to see alternative 
solutions to what had seemed like unsolvable life problems. Should the 
client object to diagnostic language, express uncertainty as to whether 
she is really “depressed” (rather than, for example, “stressed out” or 
“overwhelmed”) or feel reluctant to acknowledge that she needs “treat-
ment,” the therapist accepts the status quo side of the client’s ambivalence 
and responds nondefensively. Inquiring about the client’s perspective 
and emphasizing its legitimacy, the therapist at the same time looks for 
opportunities to connect troubles the client describes—painful feelings, 
problematic thinking patterns, difficulty functioning—to the therapist’s 
ability to help: “As you see it, stress is very different from depression, 
and you’re sure that you’re stressed rather than depressed. You’ve also 
told me that your new situation has been a big source of stress. Would a 
therapy that could help you find and use some better ways of managing 
the situation be something you’d find worthwhile?”

This phase, in which the therapist shifts focus from the client’s per-
spective to a professional one, is one place where racial, cultural, or 
gender-related barriers may arise. Understanding the client’s cultural 
context and allowing the client to educate the therapist about unique 
elements of her background and identity are crucial. However, it is often 
very difficult for individuals of different backgrounds to frankly discuss 
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issues of mistrust and misunderstanding. Therefore, the therapist should 
invite and even encourage clients to voice concerns related to aspects of 
the psychiatric view of depression and its treatment that may be consid-
ered culturally unacceptable. These concerns may include reluctance to 
confide in a therapist of a different race or gender or to reveal sensitive 
information in a professional treatment context. 

therapist: I’d like to review the 
depression questionnaire we gave 
you to let you know what we make 
of your responses and see what 
your thoughts are. Is that OK?

Introduction of feedback. 
 
 
 
Asking permission.

Client: Yes, it sounds good.

therapist: Let me know if anything I 
say doesn’t sound right to you—
because I really want to know 
that—as well as anything that 
does make sense to you. This is the 
Patient Health Questionnaire. It 
asks about markers that we use to 
tell us if somebody is depressed or 
not, and of the seven markers you 
agreed with five. For example, you 
said you had noticed some changes 
in your sleep. Tell me what you’ve 
noticed about how your sleep has 
changed.

Inviting her to be active in 
the discussion to promote 
collaboration. 
 
 
Characterizing the source 
of feedback, explaining 
how the assessment was 
arrived at, and providing 
feedback. 
 
Asking for elaboration.

Client: I’m waking up a lot in the 
middle of the night. I’ll have a 
nightmare about something that 
I’m worried about, and when it 
wakes me up, I stay awake.

therapist: So, it’s harder to stay 
asleep, and it’s harder to get back 
to sleep. You also said your appe-
tite is not as good.

Clarifying symptoms.

Client: I’ve been living on junk food. 
I eat, but not regular meals like I 
usually do.
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therapist: Changes in sleep and 
appetite are two physical changes 
we often see when people are 
depressed. Depression affects 
people’s bodies as well as their 
thoughts and feelings. You’ve also 
been feeling much less interested in 
things, you don’t have the energy 
you usually have, and you’ve had 
some thoughts of wanting to die. 
Tell me about that.

Offering information, 
in terms of the model of 
depression.

Client: Well, Johnny really acts out, 
and I don’t have anybody to talk 
to. I feel like the reason I am living 
now is to take care of him, and 
then when he acts out it makes 
me feel like there is nothing really 
worth living for.

therapist: You’re exhausted all the 
time trying to deal with this,  
and you can’t sleep well or eat 
right and that’s taking a toll also. 
So, you sometimes reach this  
point where you want to give  
up, like there’s no point in going 
on.

Collecting summary.

Client: Yeah, why should I do it for 
him if he’s going to treat me like 
that?

therapist: So, there is an angry part, 
too. Like, “The hell with you . . . if 
you’re going to act this way, I don’t 
even want to be here.”

Reflection of feeling.

Client: Exactly. Isn’t that terrible to 
feel that way toward your son?

therapist: When people have these 
kinds of problems with sleeping, 
appetite, energy, interest, and feel-
ing like giving up, we say they have

With implicit permission 
to provide information, 
reframing her mood and 
behavioral changes, and
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depression. So, from our perspec-
tive it looks like you are depressed 
and that’s why you’re feeling and 
acting in ways that aren’t normal 
for you. What are your thoughts 
about that?

her self-blame, in terms 
of the medical model of 
depression. 
 
Eliciting her reaction.

Client: I don’t think I’d be depressed 
if it wasn’t for everything going on 
in my life.

A little defensiveness (dis-
cord) arises.

therapist: It’s having a big impact 
on how you feel and how you’re 
doing.

Defusing discord via reflec-
tion.

Client: Yeah, if Johnny wasn’t act-
ing out, if his father wasn’t living 
across the street with his girlfriend, 
if I wasn’t trying to scrape to get 
by, I don’t think I would feel this 
way.

therapist: That makes sense. People 
in stressful situations are more  
vulnerable to becoming depressed 
and feeling the way you’ve been 
feeling. I think that is very  
consistent with the way we  
see things. Do you have any o 
ther thoughts about that?  
(Client shakes her head, looking 
uncertain.) You’re sure?

Reframing in line with the 
model of depression. 
 
 
 
 
Eliciting her reaction. 
 
Checking for unspoken 
disagreement.

Client: So, is depression something 
inside me? Is it like a disease?

therapist: You’re wondering what I 
mean by “depression.” When you 
hear the word “depression,” what 
is your understanding?

Eliciting the client’s under-
standing, and the concern 
she’s hinting at.

Client: Just feeling sad. Like when my 
friend broke up with her boyfriend, 
she was down and she said she was 
feeling depressed.
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therapist: People can use the word 
“depression” to talk about times 
when they feel kind of down or 
sad—that will probably pass on 
their own. It sounds like that’s 
how you’re thinking about it. Our 
understanding is that depression 
is a medical illness that people can 
suffer from but, fortunately, also 
something that’s treatable and 
that we know how to help people 
with. (Client looks thoughtful.) 
We also think that once someone 
is depressed, stressful situations 
are more difficult to deal with. 
So, each affects the other. The 
stress and difficulties can trigger 
a depression. Then, once you’re 
depressed, the difficulties are 
harder to deal with. You don’t 
have the same energy and focus 
to handle the stressful situations 
in your life. Does that sound like 
what’s been happening?

Providing  
psychoeducation . . .  
 
 
 
 
 
 
 . . . and offering hope. 
 
 
 
 
 
 
 
 
 
 
 
 
 
Eliciting her reaction to the 
psychoeducation.

Client: So, what you’re saying is that 
the way I’m feeling is because of 
everything going on, and once I 
feel this way it is going to make 
everything seem like it is worse 
than it really is?

Is she suspicious that the 
therapist is implying that 
her complaints are exagger-
ated?

therapist: Not that it seems worse 
than it really is, but probably 
more hopeless than it is. I believe 
your situation is very difficult and 
that it feels really bad. We find 
that when someone is depressed it 
becomes very hard to see any kind 
of solution to difficult situations. 
Everything looks sort of bleak. As 
people become less depressed, 

Being careful not to mini-
mize the difficulty of her 
situation . . .  
 
 
 . . . and reframing in terms 
of the model of depression, 
which offers hope.
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it doesn’t make the situation get 
better right away, but they’re more 
able to see ways to improve the 
situation and to use the things that 
they know how to do to deal with 
difficult situations. Does that make 
sense?

Client: Yes. I could definitely use 
some help dealing with some of the 
things that are going on—because 
I can’t fix them myself.

Engagement talk—the dis-
cord seems defused.

therapist: The good news is that if we 
can provide that help for you, you 
will probably start to feel a little 
more like you can deal with the 
situation, and that’s actually going 
to help the depression as well. How 
does that sound?

Conveying optimism.

Client: Good. That would be good.

Exploring the History of Distress, Coping, and Treatment,  
and Hopes for Treatment

The therapist’s goals in this phase include understanding the client’s cur-
rent difficulties in the context of her relevant history; uncovering poten-
tial barriers to engagement related to negative experiences with or beliefs 
about treatment; understanding her past and present coping efforts and 
affirming the strengths she has called on in coping; and eliciting talk 
about the possibility of positive change (i.e., hope).

The therapist begins by asking whether the client has previously felt 
the way she feels now. Discussion of the client’s experience with depres-
sion is followed by questions about how she coped with these feelings (if 
she has been depressed previously) as well as about what she has tried 
recently to help herself feel better and manage her situation. The thera-
pist looks for opportunities to affirm the client for her efforts and to 
support self-efficacy as well as to understand the kinds of interventions 
she is likely to find plausible or desirable.

If the topic has not come up already, the therapist then asks about 
the client’s perceptions of treatment. These may derive from personal or 
vicarious (e.g., children’s or other family members’) experience or from 
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therapist: Were there times in the past 
when you’ve felt like you’re feeling 
now?

Asking for history of 
depression.

Client: When my dad passed. It only 
lasted about a month and gradually 
it got better. This time it seems to 
be getting worse.

Recognition that the  
current problem is dif-
ferent and could require 
professional help.

media portrayals. It is crucial to elicit discussion of both positives and 
negatives—the former, because they constitute “engagement talk,” and 
the latter, because they potentially constitute the most potent sources of 
ambivalence or barriers to engagement. The therapist employs empathic 
reflection to communicate nonjudgmental understanding of negative 
feelings and/or beliefs about treatment, strategies such as shifting focus 
and emphasizing personal choice and control if such negativity general-
izes to the current therapist or treatment, and reframing to emphasize 
the potential for the proposed treatment to be more helpful.

Finally, the therapist asks about the client’s hopes and fears for 
treatment now. Encouraging the client to describe what she does and 
does not want from the treatment and from the therapist is both an 
unusual thing to do and, we believe, among the elements of the ses-
sion that have the most powerful engagement effect. Looking forward—
“What would you like to be different at the end of this treatment?” or 
“If this treatment were to work exactly the way you hope, what would 
your life be like 2 months from now?”—can further evoke hope that 
things can be better and that treatment could play an important role in 
the improvement.

During this discussion, the therapist looks for opportunities to help 
the client see how the treatment on offer can provide what she is looking 
for. This typically involves briefly describing the treatment’s basic prin-
ciples and noting consistencies between the treatment approach and the 
client’s wishes. We have found IPT to be a good match for the women 
with whom we work; the idea that depression is linked to transitions, 
disputes, or losses in our interpersonal world seems to make intuitive 
sense to them and almost always fits with the focus of the discussion. 
Similarly, the stance of the IPT therapist—warm, active, encouraging, 
moving flexibly between more and less directive interventions—has 
great appeal. The effectiveness of the engagement session is tied in part 
to the acceptability of the treatment in which clients are being asked to 
engage.
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therapist: You expect to have difficult 
periods in your life and then things 
get back to normal. But it’s not get-
ting back to normal.

Highlighting this recogni-
tion through reflection.

Client: Yeah, usually I am able to kind 
of get myself back up.

therapist: How have you done that? Asking about past success 
in coping.

Client: Well, Johnny’s father was 
there for me. Johnny wasn’t as bad 
when he was around. And when 
my dad was around, if I felt this 
way I could talk to him. Then after 
my dad passed, I could talk to my 
mom. Now it just seems like I’m 
taking care of Johnny all by myself, 
and no one really cares or under-
stands. They can’t understand 
what’s going on.

 
 
 
 
 
 
 
 
Identifying interpersonal 
contributors to current 
depressive episode.

therapist: You feel like you don’t have 
anyone to turn to when you’re 
feeling down and when you need 
someone to understand you or offer 
a little support. That’s the big dif-
ference between now and before—
you don’t have anyone to turn to 
who could help.

Reflection of meaning . . . 
 
 
 
 
 . . . and a subtle reframe. 

Client: I hadn’t thought about it that  
way. I don’t have anyone now who I 
can talk to.

therapist: And you miss that, and  
you’re really feeling the need for it  
now.

OK—but it would be  
better to elicit this from 
the client.

Client: I’ve got to do something. I just 
can’t go on feeling like this any 
more.

Preparatory engagement 
talk.

therapist: Have you ever been able to 
talk to someone outside the family 
or friends?

Asking about previous 
treatment experience.
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Client: I used to talk to Johnny’s 
pediatrician. She understood the 
problems he was having. But she 
seemed to understand me, too. We 
talked about how hard it was for 
me to deal with him. I always felt 
better after that.

Describing what she wants 
from a “helper” by recall-
ing positive experiences of 
being helped.

therapist: What was it about her that 
made you feel understood?

Asking for elaboration.

Client: Even though the focus was on 
Johnny, she would take time to ask 
how I was dealing with things and 
listen to me. I feel like I’m taking 
care of everyone else all the time, 
and she was interested in how I was 
feeling.

 
 
 
Positive talk about help 
from a professional.

therapist: You didn’t have to worry 
about taking care of her. You could 
let her take care of you a little bit, 
be concerned about you.

Reflection of meaning.

Client: Yeah. I mean, she wasn’t fam-
ily, so she never really talked about 
her problems.

therapist: She listened, she seemed  
to understand, and she wanted  
to help. She seemed to care about 
you and wanted to help  
you feel better and deal with 
Johnny better.

Interim (collecting)  
summary.

Client: She would help me deal with 
Johnny and tell me what to do  
with the problems he was having—
not like I was a bad mom, but just 
suggestions.

Key point about what she 
wants and doesn’t want 
from a helper.

therapist: That was a very positive 
experience. Were there times when 
you had less positive experiences 
with doctors or therapists?

A specific reflection could 
have highlighted the key 
point about not feeling 
blamed.
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Client: That’s the only time I ever 
talked to anyone outside of friends 
or family. I always felt like I could 
handle it myself. My girlfriend 
went to see someone, and they put 
her on this medicine, and then she 
wasn’t herself. I’d rather feel like 
myself than be on the medication 
and change like she did. I tried to 
talk to my doctor once, and he 
wanted to put me on medicine.

 
 
 
 
 
 
Revealing a barrier:  
negative treatment  
expectations.

therapist: And that was not something 
you felt comfortable with at all.

Reflection of feeling.

Client: Yeah, he gave me a prescrip-
tion, but I didn’t have it filled.

She will not follow a 
course of treatment just 
because a professional tells 
her to. 

therapist: It was scary for you to see 
the change in your friend. (Cli-
ent nods.) There are two kinds of 
help you’ve seen people get. One 
is medication, which you are not 
comfortable with. It wasn’t helpful 
when your doctor gave you medica-
tion, because you didn’t feel it was 
right for you. On the other hand, 
having somebody to talk to, who 
understands you and seems to care 
and want to help—somebody you 
don’t have to worry about taking 
care of—that feels like it could be 
a helpful thing. At least that was a 
helpful thing before.

Reflection of feeling. 
 
 
Linking summary and 
reframe.

Client: Yes, a very helpful thing. Preparatory engagement 
talk.

therapist: What we offer is called 
“interpersonal therapy.” It’s a talk-
ing therapy that focuses on rela-
tionship problems to help relieve

Introducing the treatment.
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depression. The therapist will be in 
your corner, listening to you and 
helping you figure out what you 
can do to make things better.

Client: That sounds good. Those are 
the kinds of problems I have.

Preparatory engagement 
talk.

therapist: Looking down the road 
months from now, if the therapy 
works and is helpful for you, how 
will things be different?

Looking forward.

Client: What I would really like to 
be different is the situation with 
Johnny, but I don’t see how that 
could change because it takes 
everything I have to keep my cool 
at work and get through the day 
and take care of him.

Expressing her wish but 
also her pessimism—i.e., 
her ambivalence.

therapist: A change with Johnny is 
one thing that you would really 
like, yet you can’t quite see how 
that would happen.

Double-sided reflection.

Client: Maybe, if I could get a break 
or have a little time for myself, I 
wouldn’t be so short with him. I 
spend my whole day working,  
and then I have to come home  
in the evenings and take care  
of everything there and fight  
with Johnny, and I never get a 
break.

Thinking about possible 
steps toward change and 
the barriers to taking 
them.

therapist: If things could go well  
with the therapy, one change  
would be that you would somehow 
find a way to get some help with 
Johnny so that you could have a 
break to focus more on yourself 
and take care of yourself instead  
of just taking care of everyone  
else.

Highlighting a source of 
hope through reflection.
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Client: And I would like to have the 
energy to do that. I can barely drag 
myself out of bed to go to work and 
take care of Johnny.

Reason for change.

therapist: The way you’re feeling it 
doesn’t seem like there’s any way 
you could do this, but if things 
went well and you had the energy 
again, you could figure out how to 
get some additional help or handle 
situations with Johnny more con-
structively or get a break to take 
care of yourself. Those would be 
some really positive changes.

Reframing in terms of the 
model of depression, from 
pessimism to hope.

Client: Yeah. It would be really great if 
therapy could help with that.

Envisioning change 
through engagement.

Addressing Practical, Psychological, and Cultural Treatment Barriers

As the focus of the session shifts from evoking to planning (building 
and strengthening commitment to treatment), the therapist’s goal moves 
to drawing out, exploring, and problem-solving remaining barriers to 
engagement. Practical reasons why it will be hard to come for treatment 
are usually the first ones offered; they are safe—socially appropriate and 
not too revealing. The therapist takes these at face value and works to 
resolve them; if they are the only barriers, that will soon become appar-
ent, and if there are other concerns, these will emerge once the practical 
barriers are addressed.

Underlying psychological barriers include disagreement with the 
diagnosis of depression, desire for a different kind of treatment, nega-
tive mental health treatment experiences, discomfort with self-disclo-
sure, or generally negative relationship expectations (e.g., anticipation of 
being controlled, neglected, or exploited). In particular, many mothers 
express feelings of guilt about taking care of their own needs rather 
than thinking only of their family members. Culturally-related concerns 
may include doubts as to whether someone of a different race, gender, 
ethnicity, religion, age, sexual orientation, or social status can really 
understand their lives or anticipation of being judged negatively for their 
differences. Alternatively, some clients from small minority communities 
may fear recognition and stigmatization by another member of the same 
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community and prefer a therapist from a different ethnic or religious 
background.

In some cases the client will not spontaneously offer any barri-
ers; she may even initially deny that any exist. This may be true, but 
to ensure that important barriers are not going unspoken the therapist 
should suggest some. For example: “Some people have told me that, even 
though they wanted to come for therapy, it might be hard to find the 
time or money. Others have worried about what it would be like, or felt 
guilty about taking time for themselves instead of putting all their effort 
into taking care of their families, or had other concerns. It wouldn’t be 
unusual if you had some doubts like these . . . ” Trying to elicit the direct 
expression of these potential unspoken barriers, remaining nondefensive 
and open to client’s worries, and placing the client in the role of teacher 
can often diffuse such concerns.

therapist: What could make it hard 
for you to come for treatment?

Open-ended question to 
elicit barriers.

Client: I don’t have much energy, and 
that makes it hard to do anything.

A psychological  
barrier.

therapist: No energy to get here. Reflection of meaning.

Client: It takes all the energy I have 
to take care of Johnny and make it 
to work. I had trouble coming here 
today.

therapist: It takes energy to get help so 
that you can have more energy.

Acknowledging the appar-
ent paradox.

Client: If I could see someone on Mon-
day, I could probably come. That’s 
my afternoon off. The rest of the 
week I have to be at work and take 
care of Johnny.

A potential practical bar-
rier.

therapist: The last thing we want to 
do is to put one more thing on you 
that’s going to make your life more 
difficult. I’m certain we’ll be able to 
work out the schedule so that you 
can come on your afternoon off. 
It sounds like that would clear one 
potential hurdle out of the way. 

Reflection of meaning. 
 
 
Problem-solving the prac-
tical barrier first . . .
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That doesn’t necessarily solve the 
energy problem, though. When you 
imagine yourself coming to the next 
session, what kinds of thoughts go 
through your mind?

 . . . then returning to the 
psychological barrier, ask-
ing for specifics.

Client: I know it will be hard to get 
here—I’ll just want to go home and 
shut myself in my room. If I come, 
someone might try to tell me how 
to feel better, but I don’t know if 
it’s going to work. They might try 
to tell me that I should do this and 
that to feel better, but it’s hard for 
me to do anything right now.

 
“Low energy” is revealed 
to be related to concerns 
about what the therapist 
will expect of her and how 
much control the therapist 
will seek to exert.

therapist: You are imagining yourself 
getting ready to come in, and part 
of you will be wondering “How is 
this going to go?”

Reflection—a bit general.

Client: I may not be able to do what 
they’re going to tell me to do. If I 
didn’t have the energy to do those 
things and someone didn’t under-
stand that, then it wouldn’t help.

Trying again to get the 
therapist to understand 
her concerns.

therapist: I’m sure it wouldn’t help. It 
would be very important for your 
therapist to understand how hard it 
is for you right now to get yourself 
to do the things you need to do, 
and not have unrealistic expecta-
tions. If you felt the therapist was 
going to be critical and give you 
things to do that you couldn’t 
handle, it would be very discourag-
ing for you.

Joining, empathizing, and 
subtly reframing. 
 
 
 
 
Implying the counter-
factual: “If this were to 
happen, it would feel bad 
. . . (but it won’t happen 
here).”

Client: Yeah, or things I didn’t want to 
do, like “Take this pill.”

An underlying concern.

therapist: You’re wondering if the 
therapist might tell you to do things 
that didn’t feel right to you.

Still too general for the cli-
ent to feel understood. 
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Client: I want to make sure that they 
would understand certain things 
about my life. I need them to not 
be telling me things about work or 
Johnny or his father that I can’t do.

She really wants this 
therapist to understand, 
concretely.

therapist: What would not be helpful 
would be for someone to say,  
“Just tell your boss you need time 
off, and tell your son’s father that 
he has to help you”—things like 
that.

The therapist “gets it,” 
concretely.

Client: Because that would just make 
things worse—create problems at 
work and more arguments with 
Johnny and his dad.

therapist: Right. You’re in this delicate 
situation. The therapist needs to 
understand and respect that. I’m 
wondering if you have any thoughts 
about how you could make sure the 
therapist understands?

 
 
 
Eliciting her ideas for  
solving the problem.

Client: I guess I need someone who 
will listen to me—someone who 
understands my situation. My 
mom doesn’t even understand. She 
doesn’t know what it’s like to have 
no one who is really there just for 
you, to listen to you.

The client says what she 
wants from therapy—
though not how to get it.

therapist: So, imagine a therapist who 
is first going to sit down and listen 
to you and try to understand your 
situation, not offer advice or sug-
gestions right away, but take the 
time to understand how difficult 
things are for you and the delicate 
situation you’re in. If you knew you 
were coming to see a therapist like 
that, would that make it easier to 
make it here?

The therapist implicitly 
offers her what she is ask-
ing for . . .  
 
 
 
 
 
 
 . . . and then asks if this 
resolves the barrier.
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Client: Yeah, because I don’t know 
how to get the energy to come to 
see someone if it isn’t going to help. 
My situation is difficult. I’m not 
just making a big deal out of noth-
ing.

 
 
 
Indirectly expressing 
recurring concern about 
being blamed or criticized.

therapist: It’s a bad situation and a 
delicate one. You feel like you’re 
right at the edge and if you’re not 
careful you could fall off.

Validates her perspective 
. . . but could have spoken 
to her anxious anticipation 
of being blamed.

Client: Yeah, and I’ve got to do 
something to keep from doing 
that because I have to take care of 
Johnny.

Preparatory engagement 
talk.

therapist: I’m hearing both things: it 
does feel important to get help with 
this, to find something that is going 
to help you feel better; and, if there 
is something that you really believe 
is going to help you feel better, 
you’ll probably be able to find the 
energy you need to get there.

Reframing summary, 
with the implication that 
“energy” is a metaphor for 
willingness or motivation.

Client: I have to, because Johnny is 
difficult enough to handle when I 
am feeling good, and I’m afraid of 
what I might do.

Engagement talk.

therapist: And what would take your 
energy away would be feeling like 
you were coming to someone who 
doesn’t get your situation and 
understand how difficult it is.

Using her language.

Client: Like that doctor who tried to 
give me pills.

A potent potential barrier 
to engagement.

therapist: You probably didn’t feel like 
going back to see him at all.

Client: No, I haven’t gone back to him.

therapist: What else can you think of  
that might keep you from coming in?

Asking for more barriers.
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Client: Nothing, really.

therapist: Some mothers we’ve  
worked with have identified some 
things that make it difficult for 
them to come in. Would it be all 
right if I mention these things just 
to see if they apply to you? (Client 
nods.)

 
 
 
 
Asking permission to 
explore other possible  
barriers.

One thing that sometimes comes 
up is concern about whether a  
therapist can understand you 
because of differences between  
you and the therapist or between 
the therapist’s life and your life. 
Has that thought crossed your 
mind at all?

 
 
Probing for cultural bar-
riers (which the client has 
not raised spontaneously).

Client: No. I just need somebody who 
will listen. As long as they are 
willing to listen, I think they could 
understand.

therapist: It’s not so important who 
the therapist is—their background, 
if they’re a man or woman, white 
or black, rich or poor. What  
matters is how interested and  
willing they are to hear you and 
understand your situation and  
not impose their ideas on you.

Reflecting meaning . . .  
 
 
 
 . . . though also reflecting 
her wish to be heard with-
out being blamed would 
have added to the impact.

Client: Yeah, like Johnny’s pediatri-
cian. She didn’t have a life like 
mine. We didn’t really talk  
about her life. She would just listen 
to me.

therapist: It didn’t look like you had 
similar lives. But that didn’t matter 
because she cared and was willing 
to listen.

Client: Yeah, and I guess I didn’t really 
think about the rest of it.
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Eliciting Commitment or Leaving the Door Open

The therapist’s final goal is to elicit commitment to treatment. This 
begins with a recapitulation: the client’s perceived dilemma and change 
talk; the strengths she has shown in coping with challenges; objective 
evidence of “no-fault” depression and expressed ambivalence about see-
ing herself as depressed or coming for treatment; what the client most 
wants from treatment and the therapist and anything she does not want; 
and identified barriers to treatment participation and potential solu-
tions. After providing information about the next steps in the treatment 
process, the therapist asks a “key question”—“How does this sound to 
you? Is this what you want to do?”—and listens for the opportunity to 
highlight commitment talk.

Whether or not the client expresses commitment to treatment, the 
therapist seeks to end the session on a positive note: taking a positive and 
inviting stance regarding the client’s ability to participate in and gain 
benefits from treatment, should she choose to participate; normalizing 
occasional struggles with treatment attendance; and offering hope by 
affirming the client’s participation, reiterating the view of depression as 
a treatable condition, and expressing the belief that the client has already 
taken a first step toward feeling and functioning better.

therapist: [Following the recapitula-
tion] Is that a fair summary?

Client: Yeah, I think it is. (Pause) I 
would be taking a chance, I guess.

 
Not quite a commitment.

therapist: How are you feeling about 
taking that chance right now?

Key question.

Client: I need to find a way to deal 
with some of the problems I’m 
having. If it gets any worse, I might 
do something I’d regret. It’s at least 
worth trying therapy to see if it will 
help.

Preparatory engagement 
talk. 
 
 
Mobilizing (commitment) 
talk.

therapist: There’s a part of you that 
feels “I’m taking a chance here,” 
and at the same time it feels like not 
taking that chance might be even 
more risky for you.

Double-sided reflection, 
ending with a gentle 
reframe.
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Client: Right. I can’t afford not to do 
something, so it’s worth taking a 
chance.

therapist: Got it. I can schedule you 
an appointment. Is that what you 
want to do?

 
Asking for commitment to  
treatment . . . 

Client: Yeah. I think it would be good.  . . . and getting it.

therapist: I’d like to mention a couple 
of things before we end. If you can’t 
keep the appointment, we’d like you 
to call to let us know so that we 
can reschedule. At the same time, 
we know that sometimes things 
come up at the last minute and you 
might not be able to call. We under-
stand that when people’s lives are 
as stressful as yours, these things 
can be unavoidable. I don’t want 
you to feel like you can’t call later 
to reschedule.

 
Recalling the practical  
barrier and its solution. 
 
 
 
 
 
 
 
 
Emphasizing the  
nonpunitive stance.

Client: That’s good. I do have a very 
busy life, and things change at the 
last minute.

She appreciates this 
stance.

therapist: I guess this seems especially 
important because there is every 
reason to think that we will be  
able to help you. We have had a  
lot of success in helping moms like 
you in the past. And, as you said, 
our therapy tackles just the kinds  
of problems you’re having. And 
you’re already working hard to 
make things better. So, we don’t 
want you to miss this chance.  
(Client nods, smiles.) Is there any-
thing else you’d like to ask about 
before we stop?

 
 
 
Expressing optimism 
about treatment success. 
 
 
 
 
Affirming her efforts. 
 
 
Eliciting questions/ 
reactions.

Client: No. I think I’ve got it.
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therapist: I’m glad you came in today. 
It’s not always easy talking with a 
stranger about such personal things. 
I appreciate your trust. I think this 
went well, and that’s a good sign for 
what’s to come.

Ending with affirmation 
and optimism.

Problems and Potential Solutions

Semistructured Intervention

A challenge in conducting semistructured interventions is to find the 
balance between adhering to the structure too rigidly or too loosely. The 
outline we provide represents an “ideal” form of the engagement session, 
and the structure is intended to ensure that the therapist accomplishes a 
set of tasks designed to enhance commitment to treatment. At the same 
time, the session should be delivered flexibly to meet the specific needs of 
each client. If a particular area does not seem relevant to a given client, it 
should be noted briefly and skipped; if the client seems to be addressing 
topics in an order that differs from that specified here, therapists should 
follow the client and not the outline. Being flexible may also mean that, 
in rare cases, the therapist may determine that the need for a given client 
to tell her story and be heard is so great that the bulk of the session must 
be given over to simply listening empathically. Delivering the engage-
ment session in a rigid or “cookbook” fashion is likely to undermine its 
purpose of meaningfully engaging the client being interviewed.

Intervention Duration

The engagement session takes 45–60 minutes to complete. Factors that 
drive the duration of the interview include client style (loquacious vs. tac-
iturn), mood disorder symptoms (psychomotor agitation vs. retardation), 
the number of treatment barriers, and the extent of client ambivalence 
about treatment. If pressed for time, the therapist should focus primarily 
on those aspects of the session that seem most relevant for a given client. 
For example, a client may come for therapy already well educated about 
the nature of depression, making extended psychoeducation redundant; 
another may have had positive treatment experiences for another condi-
tion, yet may never have been depressed before, requiring more focus on 
understanding depression than on ambivalence about treatment. It is also 
important to explain the intervention duration to clients so that they allot 
enough time in their schedules to complete the interview.
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Engagement Session versus Psychotherapy

Although the engagement session may be therapeutic for the client, it is 
not intended as psychotherapy but as a “pretherapy” intervention. Ther-
apists who are unaccustomed to starting this way may be tempted to 
revert to a more familiar initial agenda—for example, taking a thorough 
history, making a final diagnosis, and establishing a treatment plan. The 
rationale for conducting an engagement session is simple: clients who 
are ambivalent about treatment may be more likely to drop out; in such 
cases, history taking, diagnosis, and treatment planning are premature. 
Investing a session in engaging the client prior to initiating the formal 
treatment process has the potential to get the treatment started on a 
more solid footing.

The Suicidal, Psychotic, or Agitated Client

Good clinical judgment supersedes all protocols. If the therapist observes 
acute suicidal ideation, psychosis, uncontrollable agitation, or another 
critical condition, the intervention should be abandoned in favor of 
making arrangements for the client’s immediate safety and an appro-
priate level of care. Zerler (2008) provides guidance on how to engage 
suicidal individuals using an MI-consistent approach.

When the Engagement Session Therapist Is Not  
the Psychotherapist

In some settings, the individual conducting the engagement session may 
not become the client’s therapist. Although it is optimal to arrange for 
continuity of care, it may not always be practical. In these cases, the 
therapist conducting the interview should align him- or herself with 
the prospective therapist (e.g., “It will be very important for us both to 
keep in mind that you felt intimidated by your previous therapist”) and 
emphasize that he or she will communicate the important aspects of the 
session with the individual’s consent. It goes without saying that ensur-
ing such communication is essential.

When the Engagement Session Is Not the First Encounter 
with the Client

In some settings, the first encounter with the client must follow external 
guidelines promulgated by the facility or by regulatory agencies. In these 
cases, therapists who want to enhance engagement have two options. 
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Therapists may choose to look for moments in the standard interview in 
which they can insert elements of the engagement session—for example, 
while inquiring about previous treatment episodes, the therapist could 
ask what the client did and did not find helpful in each of those experi-
ences. Alternatively, the therapist may conduct the initial visit in the 
standard way and then initiate an engagement session at the follow-up 
meeting. In these cases, the client is likely to have already articulated 
key elements of her story, and the admitting diagnosis may have been 
discussed. Rather than repeating this material, the therapist can begin 
by summarizing what has already been discussed and then either ask for 
elaboration (if this seems likely to deepen the encounter) or move on to 
the next phase of the session.

Using the Engagement Session Prior to Other Forms  
of Treatment

Although developed as a prelude to IPT-B, the engagement session seems 
easily transferable to other contexts. Many of the issues the session is 
intended to address are found frequently in the treatment of persons with 
anxiety, substance use, and other disorders. O’Mahen and colleagues 
(2013) successfully added an engagement session to a CBT intervention 
for depressed perinatal women, and we think it likely that therapists 
can adapt the intervention for use prior to other treatment modalities 
as well. The goal of helping clients to see how the help they want can be 
provided by a given treatment extends to multiple treatment approaches.

Conclusions

We view the engagement session with promise. At face value, the MI, 
ethnographic interviewing, and psychoeducational strategies work well 
together to address common barriers to treatment. Anecdotally, women 
who have completed the session have consistently expressed the sense 
that it had helped them to clarify their treatment needs and goals and 
facilitated their participation in treatment. We have also trained numer-
ous therapists from a variety of disciplines in both research and commu-
nity settings to conduct the intervention, with good results. The engage-
ment session is worthy of further investigation to determine the extent to 
which the addition of an MI-based integrative engagement intervention 
can help to address the pressing problem of limited treatment engage-
ment and participation among depressed individuals.
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advances in the understanding of depression drive the need for inno-
vations in intervention delivery. Major depressive disorder (MDD), for 
example, is still poorly detected and treated in the United States, and 
randomized controlled trials of treatment effectiveness show that many 
persons do not adhere to treatment or recover from their disorder (San-
taguida et al., 2012). This chapter begins with a rationale for the use 
of motivational interviewing (MI) in the treatment of depression. We 
review MI as a brief stand-alone intervention for depression as well 
as MI integrated with other treatments such as cognitive-behavioral 
therapy (CBT) with behavioral activation (BA) and interpersonal psy-
chotherapy (IPT). Whereas Chapter 6 (by Zuckoff, Swartz, & Grote) 
focused on MI as a pretreatment to engage individuals in treatment for 
their depression, this chapter shifts the focus to MI during the course 
of the depression treatment. We begin where the empirical evidence is 
strongest: MI for the treatment of depressive symptoms in the context 
of other medical conditions and medical settings, such as primary and 
chronic care. We also include coverage of MI for perinatal depression in 
light of preliminary evidence for the value of MI in this area. We then 
describe clinical issues related to the integration of MI with prominent 
psychotherapies for depression and conclude with recommendations for 
future treatment research.
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Clinical Problems and Usual Treatment

There is an urgent need to explore novel treatments and adaptations, 
given that depression continues to be among the leading causes of dis-
ability in the United States and worldwide (Ferrari et al., 2013). Despite 
the availability of treatments such as antidepressant medications and 
psychotherapy, and costly investments in clinical research, the preva-
lence and burdens of depression have not improved in the United States. 
The majority of adults in the United States with depression do not receive 
evidence-based depression care (Rost, Smith, & Dickson, 2004; Shim, 
Baltrus, Ye, & Rust, 2011; Young, Klap, Sherbourne, & Well, 2001). 
Women in the postpartum period are particularly at risk, with a preva-
lence of 22% the year after birth and treatment rates of only 14% as 
compared to 26% in the general population (Wisner et al., 2013).

According to DSM-5, depressive disorders is a category that includes 
a number of diagnoses in addition to major depressive disorder: pre-
menstrual dysphoric disorder, persistent depressive disorder, substance/
medication-induced depressive disorder, and unspecified depressive dis-
orders. All share the common feature of sad, empty, or irritable mood 
along with behavioral, somatic, and cognitive changes that significantly 
affect the ability to function. This chapter focuses on the critical need for 
innovation in the treatment of MDD and depression in other contexts.

Rationale for Using MI 
in the Treatment of Depression

Arkowitz and Burke (2008) suggested that MI “fits the symptoms” 
of depression. Symptoms and features of depression such as motiva-
tional deficits, ambivalence about change, and problematic decision 
making are specific MI foci. Watkins et al. (2011) note that, in addi-
tion to addressing ambivalence, MI focuses on supporting self-efficacy 
and reinforcing optimism, which may be key to reducing symptoms of 
depression. As elaborated upon below, there are myriad behaviors that 
worsen mood, exacerbate depression severity, or prolong course (such as 
interpersonal stress) that may be targets of MI, which is aimed at posi-
tive behavior change. In this way, MI may be used as a stand-alone treat-
ment to address the symptoms of depression, particularly in populations 
and settings where depression is less severe, less chronic, or secondary to 
another physical condition.

MI may also be combined or integrated with existing evidence-based 
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psychotherapies. For example, although it is clear that CBT has been 
shown to be largely effective for depression, aggregated response and 
remission rates can be improved upon (Cuijpers et al., 2013; Hollon, 
Thase, & Markowitz, 2002). Remission and response rates for IPT are 
comparable to those of CBT (Hollon et al., 2002). MI can be conceptu-
ally and practically integrated throughout CBT and IPT whenever moti-
vational issues arise, thereby perhaps enhancing CBT outcomes. Adher-
ence to psychotherapy is vital to treatment response, and MI directly 
addresses ambivalence about change and treatment. CBT and IPT do 
not formally address ambivalence; rather, the primary focus is on assist-
ing clients with specific changes and skills. In that sense, MI can add a 
specific and strategic focus for building treatment motivation and adher-
ence and for specific behavioral changes or decisions. MI also has an 
explicit focus on client–clinician relationship factors that may directly 
affect therapy outcome. For example, expressing empathy, a core MI 
skill, has been linked to CBT outcome in treatment studies (Burns & 
Nolen-Hoeksema, 1991, 1992; Miller, Taylor, & West, 1980). There-
fore, MI has the potential to increase the efficacy of existing therapies.

Clinical Applications and Relevant Research

Brief MI to Address Depressive Symptoms

MI delivered in four sessions or less is considered a brief treatment for 
depression as an alternative to a low-intensity CBT approach (Hides, 
Carroll, Lubman, & Baker, 2010), or as part of a stepped-care approach 
in primary care (Robinson, Triana, & Olson, 2013). Much of the 
research to date has focused on depressive symptoms in individuals 
with physical health concerns. Naar-King and colleagues (Naar-King 
et al., 2009; Naar-King, Parsons, Murphy, Kolmodin, & Harris, 2010) 
adapted motivational enhancement therapy (MET) for young adults liv-
ing with HIV. MET is a manualized four-session MI-based intervention 
originally developed to target alcohol use (Project MATCH Research 
Group, 1997). It differs from MI in that it includes a feedback compo-
nent informing the client about where the severity of his or her problem 
falls as compared to others with the same problem. The Healthy Choices 
Intervention targeted general health behaviors, medication adherence, 
substance use, and sexual risk. It consisted of four 60-minute sessions, 
focusing on the two most problematic behaviors from the baseline 
assessment. Session 1 began with an overview of the approach, empha-
sizing how the intervention focuses on the client’s readiness to change 
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rather than pressuring an individual to change. The practitioner elicited 
the client’s view of his or her choice of the first of the two behaviors and 
utilized OARS (Open Questions, Affirmations, Reflections, Summaries) 
to increase treatment engagement and elicit and reinforce change talk. 
Then the practitioner reviewed the structured personalized feedback 
from the baseline assessment and initiated a discussion of the conse-
quences of these behaviors. The remainder of the session focused on 
increasing the client’s commitment to change and completing a written 
plan for change including goals and potential barriers. For clients who 
were not ready to change behaviors, goals included preliminary steps 
such as thinking about change, talking to someone about change, or 
simply attending the next session.

The second session occurred the following week and followed a 
similar format focusing on the second behavior. In the third session (dur-
ing Week 6), the practitioner and the client reviewed progress, renewed 
motivation, and affirmed commitment. The practitioner and the client 
examined the client’s current importance of and confidence to change 
as well as a decisional balance activity for both behaviors (eliciting pros 
and cons). The session ended with a review and revision of the client’s 
goal statement and change plan, integrating both behaviors into a single 
change plan. It is important to note that in more recent updates of MI, 
the use of a decisional balance activity is no longer recommended as a 
routine strategy for all clients but rather as a possible strategy for indi-
viduals less motivated to change who are exhibiting high levels of sustain 
talk (Naar-King & Suarez, 2011). The fourth session focused on termi-
nation and included a final review and revision of the client’s goals and 
change plan. Particular emphasis was placed on assessing the client’s 
self-efficacy for maintaining his or her goals for the two behaviors. In 
addition to improvements in health outcomes (Naar-King et al., 2009) 
and risk behaviors (Chen, Murphy, Naar-King, & Parsons, 2011; Mur-
phy, Chen, Naar-King, Parsons, & for the Adolescent Trials Network, 
2012), youth receiving Healthy Choices reported significantly greater 
improvements in self-report of self-efficacy and depressed mood as com-
pared to youth receiving standard care alone in a randomized clinical 
trial (Naar-King et al., 2010).

Two additional randomized clinical trials support the use of MI 
to improve depressed mood in patients with physical health conditions. 
In a randomized controlled trial, Bombardier et al. (2009) found that 
MI delivered by phone focusing on improving functional recovery after 
traumatic brain injury (TBI) significantly improved multiple measures 
of self-report of depressive symptoms as compared to usual care. The 
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intervention did not focus directly on depression but rather on increasing 
adherence to TBI treatment. However, the sessions incorporated several 
components of depression treatment such as exploration of client con-
cerns, increasing engagement with rewarding activities, problem-solving 
skills, and goal setting. In a randomized controlled trial with patients 
following acute stroke, Watkins et al. (2011) reported that an MI inter-
vention not only improved depressed mood but also improved mortality 
rates. Patients in the intervention group received up to four sessions of 
MI using agenda setting to focus on the patient’s goals for recovery, 
compared to a usual care control group.

Collaborative care models, often referred to as depression care man-
agement, involve the incorporation of several intervention components 
into primary care practices and are aimed at improving the detection 
and treatment of depression. Such components typically include screen-
ing for depression in primary care, supports for the physician to treat 
depression such as interface and/or consultation with a care manager 
(such as social worker) or psychiatrist, as well as systematic monitoring 
of depression treatment adherence and response. Depression care man-
agement interventions that integrate MI have been shown to enhance 
the efficacy of depression treatment care management outcomes in adult 
primary care settings. In a large-scale randomized controlled trial, Rost 
and colleagues (Rost, Nutting, Smith, Werner, & Duan, 2001) trained 
nurses in a low-cost and exportable MI-based protocol for the treat-
ment of depression. The intervention significantly increased the odds 
of engaging in and adhering to evidence-based treatment for depression 
including pharmacotherapy or psychotherapy over a 6-month period as 
compared to standard primary care (Rost et al., 2001). Improvements 
in clinical and cost outcomes were observed after 2 years (Dickinson et 
al., 2005). Therefore, MI may be integrated with depression intervention 
programs in primary care in order to directly affect motivational factors 
that impact treatment engagement and outcomes.

Integration of MI with depression interventions for women around 
the time of childbearing (perinatal depression) may be particularly effec-
tive in addressing the critical problem of undertreatment (i.e., no treat-
ment or inadequate treatment) in this population. The problem of under-
treated depression during pregnancy (especially among low-income and 
underserved women) is a critical public health issue because it constitutes 
a costly and burdensome risk to obstetrical and birth outcomes, such as 
premature labor and delivery, problematic birth weight, increased fetal 
activity, and infant neurobehavioral problems (Dieter et al., 2001; Field, 
Diego, & Hernandez-Reif, 2006; Hoffman & Hatch, 2000). Infants of 
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mothers with prenatal depression may also manifest sleep, feeding, and 
temperament problems, all of which have been linked to later develop-
mental, behavioral, and psychiatric risk (Armitage et al., 2009; Righetti-
Veltema, Conne-Perréard, Bousquet, & Manzano, 2002) Moreover, the 
strongest risk for postpartum depression exists when prenatal depres-
sion is not adequately treated (Beck, Gable, Sakala, & Declercq, 2011).

A few recent studies illustrate the need for treatment engagement, 
highlighting the importance of addressing motivational factors by using 
client-centered counseling approaches (Flynn, Henshaw, O’Mahen, & 
Forman, 2010; Henshaw et al., 2011; O’Mahen & Flynn, 2008). A 
recent qualitative study showed that eliciting women’s preferences and 
values along with providing a menu of options for treatment were para-
mount in increasing the likelihood of treatment follow-through (Hen-
shaw et al., 2011). In a pilot study aimed at improving perinatal treat-
ment engagement and outcomes, O’Mahen and colleagues (O’Mahen, 
Himle, Fedock, Henshaw, & Flynn, 2013) found that a CBT interven-
tion modified to include MI components was feasible and effective for 
low-income women with MDD.

Integrating MI with Psychotherapy for Depression

In addition to the direct targeting of symptoms, several existing evi-
dence-based depression treatments are ideally suited to integration with 
MI with the goal of improving overall treatment response rates. Antide-
pressant medications are the most commonly used treatment for MDD 
worldwide; however, initiation and adherence are known to be subopti-
mal, limiting their impact on the overall illness burden (American Psy-
chiatric Association, 2010). The use of MI for medication adherence is 
covered by Balán, Moyers, and Lewis-Fernández (Chapter 9, this vol-
ume). The two most commonly studied psychotherapeutic treatments 
for depression are cognitive-behavioral therapy (CBT) and interpersonal 
psychotherapy (IPT). Both CBT and IPT are usually time-limited (e.g., 
up to 20 sessions) and aimed at remission of target symptoms.

There are now multiple studies suggesting that MI in combination 
with more intensive treatments like CBT is effective and perhaps more 
effective than a single treatment alone (see Burke, 2011, and Moyers 
& Houck, 2011, for reviews), though most studies targeted substance 
abuse and not depression. To our knowledge, there have been no studies 
combining MI and IPT. Burke (2011) notes that MI may work best to 
build motivation for change, whereas treatments like CBT provide the 
skills to take action for change.
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MI and CBT

Westra and Arkowitz (2011) discuss several ways that MI can be com-
bined with CBT. MI may be a delivered as a prelude to CBT (see Zuckoff, 
Swartz, & Grote, Chapter 6, this volume) or as an adjunct when ambiva-
lence arises during CBT. Alternatively, MI can serve as an integrative 
framework in which other interventions such as CBT can be delivered. 
Specific MI skills that may be used include reflecting, asking open-ended 
questions, affirming, summarizing, and informing/advising (see Miller 
& Arkowitz, Chapter 1, this volume). The basic CBT model emphasizes 
the interplay among events, thoughts, behavior, and mood. Key elements 
of CBT include a problem-oriented focus, individualized case formula-
tions, cognitive restructuring, skills training, and behavioral activation 
(Wright, Basco, & Thase, 2006). Next we will discuss the main elements 
of CBT and how each can be done in MI-style while using the MI-3 
framework (Miller & Rollnick, 2013).

ProbleM-orienteD focUs

Both MI and CBT share a problem-oriented focus in which a specific 
goal or target behavior is the focus of the therapeutic interaction. How-
ever, to promote the engaging process when integrating MI with CBT, 
the target behavior is not identified as a “problem” per se, as that is 
counter to a client-centered perspective. Rather, depression is seen as 
resulting in behaviors that the client perceives as interfering with func-
tioning. In this way, the practitioner avoids words like “problem” or 
“disorder” and instead reflects the client’s language regarding the target 
behaviors, emotions, or goals.

case forMUlation anD treatMent Planning

In CBT, the case formulation addresses the connections between 
thoughts, emotions/moods, and behaviors. Case formulation guides the 
course of treatment by prioritizing goals and planning the choice and 
timing of interventions as well as predicting possible problems. This 
process often begins with an assessment, or functional analysis. During 
the functional analysis, the practitioner assesses thought and behavior 
patterns by helping the client identify antecedents or triggers for depres-
sion and the positive and negative consequences of depressive symptoms. 
In CBT, this typically proceeds in a question-and-answer format. As 
is consistent with the engaging and focusing processes of MI (Miller 
& Rollnick, 2013), integrated CBT-MI would involve use of MI skills 
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(open-ended questions, reflections, summaries) throughout the case 
formulation. The assessment might begin with permission to ask more 
open-ended questions: “If it’s OK with you, I want to find out more 
about your mood patterns. Some things that get in the way of reducing 
depression might be certain people, certain places, the time of day—
things like that. What types of things get in the way for you?” In this 
example, aspects of the CBT case formulation, such as hypothesis test-
ing, can be done in an MI style.

Following the assessment and case formulation, the client and prac-
titioner collaboratively set goals and plan for treatment, consistent with 
the focusing and planning processes of MI. Agenda setting can be as 
simple as offering the choice of what to discuss first: “Would you prefer 
to talk first about mood, activity level, or what’s going on with your 
family?” A more comprehensive approach involves eliciting the client’s 
view of his or her situation and then placing these ideas in the context 
of collaborative goals for treatment: “So, we have talked about several 
things that make you feel like you are not reaching your full potential. 
Now let’s talk about which of these targets will give you the biggest 
bang for your buck.” If the client is not able to set an agenda or develop 
treatment goals independently, presenting a menu of options provides 
direction while simultaneously supporting autonomy consistent with the 
spirit of MI.

skills training anD cognitive restrUctUring

The skills training and cognitive restructuring components of CBT 
involve identifying and modifying automatic thoughts and schemas and 
then learning and practicing skills to change these thoughts and develop 
new coping patterns. Ensuring the engaging process is critical during 
this process, for when the practitioner must take an expert role during 
this teaching phase, the therapeutic alliance may suffer. Without ensur-
ing collaboration and evoking motivation, clients may passively accept 
the practitioner’s suggestions and yet not fully commit to learning the 
skill. Several communication strategies can ensure that the MI processes 
are maintained throughout the restructuring and skills training compo-
nents of treatment. A primary strategy for maintaining engagement is to 
ask for permission before engaging in any therapeutic task.

As the therapist begins to undertake the more expert-driven teach-
ing elements of CBT, the elicit–provide–elicit strategy (E–P–E strategy) 
can serve to maintain an MI style when providing information or feed-
back (Rollnick & Prout, 2008). First, the practitioner elicits what the 
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client is thinking about the information or skill. Then the practitioner 
reflects back the client’s statements while adding additional informa-
tion (again, emphasizing respect and choice), “So, you can see how 
managing your thoughts might help you be less depressed, and if you 
are ready we can consider some intervention strategies to address these 
thoughts—starting with recording when they happen and what they feel 
like.” Finally, the practitioner elicits the client’s view of the information, 
advice, or new skill. In this way, the practitioner avoids the “expert trap” 
and maintains relational components of MI even in the context of offer-
ing new information or advice.

The E–P–E strategy is particularly powerful when discussing the 
rationale for such treatment components as skills training. Often in 
CBT, the practitioner provides the rationale. Consistent with the evoking 
process of MI, the client rather than the therapist expresses the reasons 
to engage in session activities. In this example, the practitioner also uses 
E–P–E to evoke and reinforce change talk about engaging in treatment 
tasks. Here’s an example of this process:

praCtitioner: I am wondering what you think it means to do a careful 
assessment and record your triggers for feeling sad. [Elicit]

Client: Well, I guess it’s like when am I most likely to feel sad.

praCtitioner: Right, we want to know when as in the timing [Reflect] 
but also what situations and maybe what thoughts and feelings you 
have when you miss [Provide]. So, why do you think it would be 
important to carefully look at how all that fits together? [Elicit]

Client: I guess because then you can help me figure out what to do.

praCtitioner: You are hoping we can figure out how to manage these 
triggers [Reflect]. When we know the different things that trigger 
feeling depressed, we can come up with specific plans for situa-
tions—like when you’re fighting with your husband, or thoughts 
and feelings, like when you feel like you are no good. If you record 
what situations or activities make you feel good, this can also help 
us to schedule more pleasurable activities down the road. [Provide] 
What do you think about these reasons for recording situations, 
thoughts, and feelings in the next week? [Elicit]

Client: Makes sense.

Cognitive restructuring and skills training typically involve home-
work assignments such as tracking thoughts or practicing coping skills. 
Homework assignments are a recommended component of virtually 
all CBT manuals, and homework completion has been associated with 
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improved outcomes (Carroll, Nich, & Ball, 2005). The E–P–E approach 
builds motivation for homework completion by ensuring that the client 
agrees with the purpose of the assignments and how they are related to 
his or her goals. When homework is missed, a pros and cons activity may 
help address sustain talk. Here, the practitioner first elicits the client’s 
reasons for avoiding homework in an attempt to understand the barri-
ers and reduce discord between the client and practitioner. Next, the 
practitioner elicits the “pros” of completing the assignment. If sustain 
talk around homework continues to emerge, an MI approach suggests 
“rolling” with it by allowing the client to consider alternatives and to 
reconsider whether the skill is important to his or her personal plan for 
change. Rulers may be tailored to evoke motivation for the specific skill 
or homework assignment. For example, “On a scale from 1 to 10, how 
would you rate the importance of keeping a thought record at home this 
week?” Following this question with “Why did you say a 5 and not a 
lower number?” may help to build motivation for homework.

behavioral activation

The behavioral component of CBT is commonly referred to as behav-
ioral activation (BA), which has emerged as a “stand-alone” treatment 
for depression as well (Coffman, Martell, Dimidjian, Gallop, & Hollon, 
2007; Dimidjian et al., 2006). BA includes functional analyses of trig-
gers for mood and symptom followed by interventions aimed at gradu-
ally increasing the patient’s engagement in experiences, behaviors, and 
activities that boost positive mood and improve symptoms. A major 
clinical challenge to the effective use of BA is patient ambivalence. MI 
can be helpful in this respect.

MI was developed specifically for targeting behavior change. There 
are a number of specific behaviors that are commonly targeted in BA, 
such as increasing engagement in pleasant events, exercising, changing 
negative interpersonal behaviors, and reducing avoidance behaviors (i.e., 
avoidance of behaviors that would improve mood) and rumination. Each 
of these behavior change goals may be met with client ambivalence and 
resistance. It is here that MI may be most useful in potentially decreasing 
ambivalence and increasing engagement in treatment.

Client: I had a really bad day yesterday again. I woke up in a bad mood, 
and it got worse throughout the day.

praCtitioner: You’ve learned a lot about things that worsen your 
mood and make it better from your mood tracking work. What 
would have made it better?
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Client: Well, definitely if I had gone for a walk and listened to music—
but I was just not feeling like it.

praCtitioner: You know it would have helped, but it’s getting over that 
hump that you’d like to work on?

Client: Yes, that’s really the problem. It’s not that I don’t know what to 
do, it’s making myself do it.

praCtitioner: We can focus on that aspect of it now—would that be 
helpful?

Client: Yes, I think it would.

MI and IPT

IPT emphasizes the link between depression and interpersonal relation-
ships and functioning. Within the IPT framework, depressed patients 
are often lacking varied aspects of social support, owing either to inter-
personal conflict, losses, or other life changes. Integration of MI, there-
fore, has the potential to enhance the effectiveness of IPT by improving 
adherence to specific IPT behavior change targets as well as by facilitat-
ing explicit exploration of relationship problems. No published studies 
have specifically evaluated the efficacy of MI–IPT integration through-
out the course of IPT treatment. However, MI has been used successfully 
as an IPT treatment engagement strategy for low-income women (see 
Zuckoff, Swartz, & Grote, Chapter 6, this volume).

Components of MI spirit such as expression of empathy and col-
laboration have been shown to enhance client–practitioner engagement 
in psychotherapy (Burns & Nolen-Hoeksema, 1992; Castonguay, Gold-
fried, Wiser, Gaue, & Hayes, 1996). Given that a key focus of IPT is on 
improving interpersonal connection, functioning, and support, the prac-
titioner’s use of skills to promote MI spirit serve as a therapeutic model 
for the IPT client. In fact, it may be useful for therapists specifically to 
teach clients some of the basic skills of MI as a way of relating to others. 
The example below illustrates one way in which integration of MI spirit 
may be explicitly used to help the client understand, articulate, and then 
communicate with significant others:

Client: The problem is that I have no one else like you I can talk to 
about this stuff.

praCtitioner: You have plenty of people in your life, but there is a 
certain need for support you get here and nowhere else.

Client: Yes, I don’t know if it’s possible, they don’t listen the way you do.
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praCtitioner: What is it exactly about the way you feel interacting 
with me that you don’t feel with others?

Client: Well, I don’t feel like you are trying to push me in any one direc-
tion, but you listen and then ask me what I want to do. So, I don’t 
feel defensive.

praCtitioner: That’s something you need, is for someone to listen and 
then help you figure out what to do rather than tell you or dictate 
to you?

Client: Exactly.

praCtitioner: Yes, it’s not something people do naturally, especially 
when they care about you and get into “fix it” mode—so, we have 
to actually clearly ask for that sometimes. How would you feel 
about asking specifically for that from someone?

Client: I feel like my mom is probably the best person to try with.

As with CBT, ambivalence is commonly encountered in IPT. Here, 
again, MI can be useful to resolve ambivalence about specific behaviors 
and decisions. For example, in IPT, depressed mood and other symp-
toms may be linked to deficient or unsatisfactory social support. One 
target of treatment, therefore, is changing the ways in which patients 
communicate their needs for support to others.

praCtitioner: In the last session you mentioned that you planned to 
talk to your husband about helping watch the kids for an hour at 
night while you take some time for yourself. How did that go?

Client: Well, I never actually got around to talking to him about that.

praCtitioner: You had some mixed feelings about whether or not this 
was the right time.

Client: Yes, every time we had a few minutes I chickened out.

praCtitioner: You’re not sure exactly what to say?

Client: Yes, and I am sort of afraid of his reaction—like what if he gets 
angry or says “no”?

praCtitioner: It seems that you know that it’s critical to your mental 
health to have that downtime for yourself, and you’d like to get 
more comfortable and confident with asking. How confident are 
you on a scale of 1–10, with 10 being very confident in your ability 
to ask him for this?

Client: I’d say about a 6.

praCtitioner: Why a 6 and not a 0?
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Client: Well, I’m pretty good at being assertive in a friendly way at 
work, and I have been able to ask him some things before that actu-
ally went well.

praCtitioner: You definitely have the skills to do this.

Client: Yes, I guess so; I think I just need to be ready for any reaction 
and figure out how I will handle that.

praCtitioner: That makes sense—would it be OK if we practiced some 
scenarios here to help you prepare?

Client: Yes, I think that would take away some of the anxiety.

MI and Relapse Prevention

As noted above, relapse rates for depression are high. The primary 
model of relapse prevention comes from the addictions literature (Mar-
latt & George, 1984), with a focus on changing cognitions around how 
the client views lapses and helping the client to understand the differ-
ence between lapses and relapse (Curry, Marlatt, & Gordon, 1987). If 
setbacks or lapses are viewed as irreparable failures by the client, relapse 
is more likely to occur. However, if lapses are viewed more as learn-
ing experiences, it is more likely that relapses will be reduced and per-
haps even eliminated. Furthermore, the engaging process of MI suggests 
avoiding the terms “lapse” and “relapse” and instead expressing empa-
thy about the difficulties of maintaining changes, as well as support-
ing autonomy and choice with regard to maintaining behavior change 
(Miller, Forcehimes, & Zweben, 2011). In the following sections, we 
prefer to use terms like “slips” and “maintenance” instead of “lapse” 
and “relapse prevention.”

Increasing the Importance of Behavior Change

One way to evoke motivation and address a slip (formerly lapse) is to 
revisit the importance of maintaining the behavior changes. This can 
be done using an importance ruler. The practitioner asks the person to 
rate the level of commitment to the specified goal on a 10-point scale. 
After reflecting on the response, the practitioner asks why the person 
picked that number and not a lower number to elicit the person’s own 
reasons for the importance of maintenance. The specificity of the lan-
guage is important here. Whereas change talk earlier in treatment may 
address desire, ability, reasons, need, and commitment to making initial 
changes, change talk about maintenance could emphasize arguments in 
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favor of maintaining changes (e.g., “It is important for me to stay active 
because I don’t want to go back to spending so much time in bed; I like 
the way I am feeling since I started treatment, and I want it to stay that 
way”). Change talk about maintenance may also include desire, ability, 
reasons, needs, and commitment to the maintenance phase of treatment 
(e.g., “I know I need to keep coming to sessions even though I am feeling 
better, because I don’t want to start all over again”).

Increasing Confidence

Self-efficacy is considered a key predictor of maintenance success. How-
ever, few maintenance interventions specify exactly how a practitioner 
might support self-efficacy (Beshai, Dobson, Bockting, & Quigley, 2011; 
Herz et al., 2000; Lam & Wong, 2005; Marlatt & Donovan, 2005; 
Minami et al., 2008; Nigg, Borrelli, Maddock, & Dishman, 2008).

MI has specific strategies for supporting self-efficacy. One is the 
use of affirmations (“You are very persistent in your goals”) as opposed 
to praise (“I think it’s great that you are so persistent”). There are sev-
eral types of questions a practitioner may ask to support self-efficacy, 
including asking about past change successes or asking about success-
fully accomplished goals from earlier treatment sessions and discuss-
ing how to use these to maintain change. Indeed, open-ended questions 
can be useful in eliciting self-affirmations. For example: “How have you 
achieved these changes in the past” or “How does it feel having commit-
ted energy and effort to this behavior and achieved change?”

When a client does not easily identify personal strengths, particu-
larly in relation to maintenance, an exploration of what others (friends, 
family) say about strengths may be fruitful. An affirmation card sort 
activity may also help to identify these strengths. The client can endorse 
qualities he or she possesses from a list of strengths and then answer ques-
tions about how these qualities are currently evident in his or her life, both 
in relation to past successes and the maintenance of behavior change. For 
example: “You mentioned you’ve always been a strong person. How might 
being a strong person help you maintain the changes you have made in 
overcoming depression?” It is also critical for the practitioner to directly 
convey hope and optimism regarding the client’s ability to maintain 
changes. This does not have to be a blanket belief in change but rather 
can be linked to certain constraints. For example, “I believe you can get 
back on track (after a slip-up) when you get the help from your family.” 
Research suggests that practitioner optimism is a common factor evident 
in positive therapeutic outcomes (Lambert & Barley, 2001).
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Another way to increase self-efficacy is to use a confidence ruler—
similar to the rulers described earlier but instead asking about confi-
dence in maintaining a specific behavior or using a particular skill. An 
important point about self-efficacy has been emphasized by Polivy and 
Herman (2002), who define the “false hope syndrome” as “unrealistic 
expectations about the likely speed, amount, ease, and consequences of 
self-change attempts” (p. 677). Overconfidence and setting unrealistic 
goals often undermine successful change. In fact, the Polivy and Herman 
review suggests that self-efficacy at the end of treatment is more predic-
tive of success than that at the onset of treatment. They note that confi-
dence that is earned is more likely to be associated with future success 
than is confidence that has not been earned. Furthermore, realistic and 
flexible goal setting will also help avoid the false hope syndrome. These 
strategies demonstrate how MI can increase the importance accorded, 
and confidence in maintaining changes, and decrease the high rates of 
relapse in depression treatment.

Conclusions and Future Directions

MI has clear potential for enhancing depression treatment outcomes, 
both in terms of addressing depressive symptoms directly in brief MI and 
integrating MI with other psychotherapies. While several studies support 
the use of brief MI to reduce depressed mood in populations with physi-
cal health conditions, studies targeting depressed mood in other popula-
tions within primary care (e.g., subclinical depression in the context of 
nonchronically ill persons and adolescent populations) are lacking. Also 
lacking are studies of the efficacy of MI with people with primary depres-
sion who do not necessarily have any significant health problems.

There are a few studies addressing the integration of MI and CBT 
for depressed people with health-related concerns. Results of these stud-
ies have demonstrated the potential of this approach, but additional 
research is needed specifically to test whether integrating MI with 
depression-specific psychotherapies as compared to depression treatment 
alone significantly improves depression and quality of life outcomes. 
Such studies should be done with samples large and diverse enough to 
understand whether particular characteristics of patients (such as demo-
graphic or illness characteristics) influence (moderate) the effects of the 
treatment on outcomes.

There is little literature available on how to successfully implement 
integration of MI and other psychotherapies into “real-world” settings. 
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For example, little is known about the training length and format needed 
for community clinicians in order to produce effective results. Also, little 
is known about the sustainability of MI in the context of routine clinical 
services in community settings. Moyers and Houck (2011) contend that 
combining MI with other psychotherapies often requires the practitioner 
to make decisions when the two treatments have competing goals or 
priorities. Studies of decision rules are necessary to provide guidance on 
how practitioners should proceed at different choice points.

We know little about the use of traditional MI fidelity measures 
to code interactions when MI is integrated with other treatments, and 
further research is necessary on fidelity measures for combined treat-
ments. We have some preliminary data on a supervisor rating scale for 
MI fidelity within sessions where practitioners are expected to integrate 
MI and CBT for a family-based treatment. In a small pilot study, super-
visors rated counselors on MI components by using a four-point rating 
scale. The preliminary results from Rasch measurement models (Chap-
man, Sheidow, Henggeler, Halliday-Boykins, & Cunningham, 2008) are 
promising: the components formed a single dimension, the four-point 
rating scale performed as intended, the components assessed the full 
range of counselors and families, and the components could differenti-
ate about five levels of MI fidelity in the sample. The final measure is 
presented in Table 7.1.

Finally, an innovative approach to depression treatment emerging 
in recent years is physical activity. Both cross-sectional and longitudinal 
studies in several countries over the past 20 years consistently show a 
link between exercise and improved mood (Otto & Smits, 2011), and a 
meta-analysis of 70 intervention studies showed that exercise resulted in 
improvements in depressed mood in nonpsychiatric populations (Conn, 
2010). Several studies have shown that physical activity interventions are 
at least as effective in improving depressed mood in both clinical and 
nonclinical samples as is treatment through antidepressants or psycho-
therapy (Blumenthal et al., 2007; Stathopoulou, Powers, Berry, Smits, 
& Otto, 2006). Despite its multiple benefits, the majority of adults in 
the United States and other developed countries do not engage in suffi-
cient physical activity to substantially improve their mental and physical 
health (Lee et al., 2012). It is likely that undertaking an exercise regimen 
is even more difficult for those with depression. MI has the potential of 
increasing motivation to exercise so that it becomes even more effective. 
There is a growing literature on the use of MI to promote physical activity 
(Martins & McNeil, 2009), and future studies are warranted to address 
the use of MI in encouraging physical activity to improve depression.
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TABLE 7.1. Measures of MI Fidelity in CBT Sessions

Item Definition

 1. The counselor cultivates 
empathy and compassion 
with the client.

The counselor understands or makes an effort to 
grasp the client’s perspectives and feelings and 
conveys that understanding to the client.

 2. The counselor fosters 
collaboration with the 
client.

The counselor negotiates with the client and 
avoids an authoritarian stance. A metaphor for 
collaboration is dancing instead of wrestling.

 3. The counselor supports 
the autonomy of the 
client.

The counselor emphasizes the client’s freedom 
of choice and conveys an understanding that the 
critical variables for change are within the client 
and cannot be imposed by others.

 4. The counselor works to 
evoke the client’s ideas 
and motivations for 
change.

The counselor conveys an understanding that 
motivation for change, and the ability to move 
toward that change, reside mostly within the client 
and therefore focuses efforts on eliciting  
and expanding it within the therapeutic 
interaction.

 5. The counselor balances 
the client’s agenda with 
focusing on the target 
behaviors.

The counselor maintains appropriate focus on a 
specific target behavior or concerns directly tied 
to it while still addressing the client’s concerns.

 6. The counselor 
demonstrates reflective 
listening skills.

The frequency of reflective statements is kept in 
balance with questions.

 7. The counselor uses 
reflections strategically.

The quality of the reflections is always 
considered—low-quality reflections are 
inaccurate, lengthy, or unclear. High-quality 
reflections are used to express empathy, develop 
discrepancy, reinforce change talk, reduce 
resistance, and in general strategically increase 
motivation.

 8. The counselor reinforces 
strengths and positive 
behavior change.

The counselor affirms personal qualities or efforts 
made by the client that promote productive change 
or that the client might harness in future change 
efforts. 
 
              (continued)
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MI was never intended to be a comprehensive psychotherapy (Miller 
& Rollnick, 2009). Yet, studies suggest that MI alone can improve mood 
(Bombardier et al., 2009; Naar-King et al., 2010; Watkins et al., 2011) 
and provide a strong foundation to address therapeutic alliance and 
motivational concerns in other interventions.

TABLE 7.1. (continued)

 9. The counselor uses 
summaries effectively.

Summaries are used to pull together points from 
two or more prior client statements. At least two 
different ideas must be conveyed, as opposed to 
two reflections of the same idea. Summaries are a 
way to express active listening and reflect back to 
the client the “story.” Summaries are also used to 
structure the session as well as to guide clients in 
the direction of change.

10. The counselor asks 
questions in an open-
ended way.

An open-ended question is one that allows a wide 
range of possible answers. Closed-ended questions 
may be answered with a one-word response. 
Multiple-choice questions are considered open, 
particularly with clients who struggle with open 
and more abstract questions.

11. The counselor solicits 
feedback from the client.

The counselor asks the client for his or her 
response to information, recommendations, 
feedback, and the like. This is analogous to the 
ask–tell–ask or elicit–provide–elicit strategy in 
Motivational Interviewing.

12. The counselor 
addresses THE client’s 
ambivalence.

The counselor responds to ambivalence either 
reflectively or strategically. Ambivalence may 
emerge as statements against change either 
directly about the target behaviors, about 
engaging in the treatment program, or discord 
in the relationship. Clients who are ambivalent 
may mix statements against change (sustain 
talk) with statements for change. Sometimes 
ambivalence is indicated more indirectly— 
lack of homework completion, minimal 
communication in the session, or statements 
such as “I guess so” or “I will do that if you 
want me to” indicating acquiescence or only 
half-hearted agreement with the plan for 
change.
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chaPter 8

Motivational interviewing 
to address suicidal ideation

Peter c. britton

in 2015, some 40,600 people died by suicide in the United States (Cen-
ters for Disease Control and Prevention, 2015), making suicide the 10th 
leading cause of death overall and the 4th leading cause of years of 
potential life lost before age 65. Studies indicate that over 90% of indi-
viduals who die by suicide struggle with a diagnosable psychiatric disor-
der (Cavanagh, Carson, Sharpe, & Lawrie, 2003; Yoshimasu, Kiyohara, 
& Kazuhisa, 2008). These individuals often seek care for psycholog-
ical and other problems shortly before their death, and an estimated 
20% of decedents make contact with mental health care services dur-
ing the month before suicide and 45% make contact with primary care 
(Luoma, Martin, & Pearson, 2002). Clinicians working in these set-
tings must have access to empirically supported treatments they can use 
with patients whom they believe are at elevated risk. Although a number 
of interventions have been shown to reduce risk for suicide attempts in 
high-risk patients (Tarrier, Taylor, & Gooding, 2008), there is a paucity 
of empirically supported brief treatments and none has used a motiva-
tional approach.

Usual Treatments

Suicide researchers frequently use suicide attempts as a proxy for sui-
cide, because they are more common and are robust predictors of suicide 
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(Harris & Barraclough, 1997; Owens, Horrocks, & House, 2002). To 
date, four behavioral interventions have been shown to reduce risk for 
suicide attempts in high-risk populations. Dialectical behavior therapy 
(DBT), a 1-year treatment using individual and group modalities, has 
been shown to reduce suicide attempts in women with borderline per-
sonality disorder (Linehan et al., 2006). Cognitive therapy (CT) for sui-
cide prevention, a 10-session treatment, has been shown to reduce reat-
tempts in attempters when combined with case management (Brown, 
Newman, Charlesworth, Crits-Christoph, & Beck, 2004). Brief cogni-
tive-behavioral therapy (B-CBT) for suicide prevention is a 12-session 
treatment that has been shown to reduce attempts in a military popula-
tion with recent attempts or suicidal ideation with intent (Rudd et al., 
2014). Problem solving therapy, a five-session treatment conducted on 
inpatient units and/or in the home after discharge, has also been shown 
to reduce reattempts in attempters (Salkovskis, Atha, & Storer, 1990). 
The obvious benefit of DBT, CT for suicide prevention, B-CBT for sui-
cide prevention, and problem solving is that they have been shown to 
reduce risk for suicide attempts where other approaches have failed and 
should therefore be integrated into practice wherever possible. Because 
they utilize a cognitive-behavioral framework, these treatments use a 
modality that is familiar to many practitioners.

The Clinical Problem

These treatments do, however, have limitations. The majority of these 
interventions are costly, as DBT requires yearlong individual and group 
treatment, CT for suicide prevention uses case management to ensure 
basic needs are met, B-CBT was effective in the military (which pro-
vides one’s living quarters, food, and an income), and the efficacious 
problem solving treatment required in-home sessions after discharge 
from inpatient units. Many providers do not have the resources, and 
insurance companies and health care systems may not cover the costs 
required, to provide these treatments; moreover, it is unclear whether 
these approaches are efficacious without their costly components. DBT, 
CT, and B-CBT for suicide prevention also require 10 or more sessions 
and are inappropriate for settings that treat large numbers of individu-
als at acute risk such as emergency departments and acute psychiatric 
inpatient units. With the exception of B-CBT, the treatments were found 
to reduce risk for reattempts and may or may not reduce risk for suicide. 
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This distinction is important for a number of reasons. Suicide attempts 
and suicide are different behaviors, as most attempts are overdoses 
whereas most suicides are by firearms (Desai, Dausey, & Rosenheck, 
2008; Kellermann et al., 1992; Wiebe, 2003). Although reducing risk 
for suicide attempts in high-risk suicide attempters is critical, these cited 
studies may have limited generalizability, as they exclude the estimated 
50% or more of individuals who die by suicide on the first attempt 
(Isometsa & Lonnqvist, 1998). The majority of participants in three of 
the studies (involving DBT, CT, and problem solving) were also female, 
and it is unclear whether the findings generalize to males, who have 
higher rates of suicide in the United States (Centers for Disease Control 
and Prevention, 2014).

Treatments that are briefer than 10 sessions, require fewer resources, 
are generalizable, and are appropriate for practitioners in most settings 
must therefore be developed and tested. It is important to note that there 
is precedence for the success of such approaches. In a study of hospital-
ized depressed or suicidal patients who refused follow-up treatment, hav-
ing an attending clinician send 24 caring letters over 5 years was shown 
to reduce suicide risk for up to 2 years (Motto & Bostrom, 2001), and a 
similar intervention was found to reduce risk for nonfatal self-poisoning 
(Carter, Clover, Whyte, Dawson, & D’Este, 2007; Carter, Clover, Whyte, 
Dawson, & D’Este, 2005), indicating that simple interventions can be 
surprisingly efficacious. Brief interventions can also be used as adjuncts 
to more intensive treatments such as DBT, CT for suicide prevention, 
B-CBT, and in-person or telephone follow-ups. A 1-hour educational 
intervention (about suicide risk, protection, and treatment) paired with 
nine follow-up telephone calls or home visits was shown to reduce risk 
for suicide over 18 months in patients in emergency care across five low- 
to middle-income countries (Fleischmann et al., 2008).

Rationale for Using Motivational Interviewing 
for Suicidal Ideation (MI-SI)

Suicidality Conceptualized as a Motivational Issue

One of the reasons that motivational interviewing (MI) has been pro-
posed as a brief one- to three-session suicide prevention intervention 
is that suicide can be conceptualized as a motivational issue (Britton, 
Patrick, & Williams, 2011; Britton, Williams, & Conner, 2008; Zerler, 
2008, 2009). In 1977, Kovacs and Beck (1977, p. 361) described the 
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suicidal act “as the outcome of the internal subjective struggle between 
the wish to live and the wish to die, rather than the consequence of a sin-
gle unidirectional motivation.” Research generally supports the “inter-
nal struggle” hypothesis, showing that outpatients who wanted to live as 
much or more than they want to die made less severe attempts (Kovacs 
& Beck, 1977) and are less likely to die by suicide (Brown, Steer, Hen-
riques, & Beck, 2005). Increasing the motivation to live in patients who 
are thinking about suicide may reduce their risk for continuing to think 
about and engage in suicidal behavior (Britton et al., 2008) and likely 
increases their likelihood of engaging in mental health and/or substance 
abuse treatment to resolve their problems (Britton et al., 2011).

The Theory of MI and Suicide Prevention

The theory of MI can be used to model how it might be used to help 
patients regain the motivation to live (Miller & Rose, 2009). Process 
outcome research suggests that MI works through interpersonal and 
technical pathways. Interpersonally, MI provides patients with a thera-
peutic relationship that fosters openness and supports growth and devel-
opment, known as the MI spirit. At the same time, there is a desired 
outcome, and clinicians use their MI skills to actively elicit and rein-
force change talk (indicating that the patient is thinking about making 
changes) and commitment talk (indicating that the patient will be mak-
ing changes) while simultaneously reducing counterchange talk (usu-
ally called “sustain talk”), all of which are predictive of posttreatment 
change (Moyers, Martin, Houck, Christopher, & Tonigan, 2009; Moy-
ers et al., 2007). A similar model can be applied to suicidal patients (see 
Figure 8.1). In MI-SI, clinicians seek to provide patients with a caring 
listener who is supportive of growth and adaptation. Such a relationship 
is hypothesized to directly reduce the client’s risk of thinking about and 
engaging in suicidal behavior (i.e., both attempts and actual suicide). 
Clinicians also use MI skills to evoke talk associated with living and 
reduce talk associated with death and suicide. Increased exploration of 
living and reduced discussion about suicide is hypothesized to decrease 
the client’s risk of thinking about or engaging in suicidal behavior after 
the session is over. As noted previously (Miller & Rose, 2009), it is 
unlikely that merely talking about living will decrease a person’s risk for 
suicide, but when it is genuine and meaningful, such talk may be reflec-
tive of the resolution of the internal struggle between the wish to live and 
the wish to die.
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Clinical Applications and Considerations

MI-SI as a Component of Treatment

Individuals who are at risk for suicide are a heterogeneous population 
that often has complex and chronic problems, and it is unlikely that one 
to three sessions of any treatment will be sufficient. MI-SI may therefore 
be most effective as an adjunct to more intensive treatment, as people 
who are motivated to live might also be motivated to engage in life-
sustaining and enhancing activities such as treatment. This may be par-
ticularly critical with suicidal patients, for whom it is better to err on the 
side of too much care rather than too little. An MI session cannot replace 
a structured risk assessment that can be used to identify critical risk fac-
tors for suicide that need to be addressed, such as a suicide attempt his-
tory (Harris & Barraclough, 1997; Owens et al., 2002) or access to fire-
arms (Hemenway & Miller, 2002; Miller, Azrael, & Hemenway, 2002; 
Miller & Hemenway, 1999). Patients are also likely to require additional 
treatment to adequately address their risk, such as coping skills training, 
problem solving therapy, or substance abuse treatment. In the sequence 
of treatment with suicidal patients (see Figure 8.2), MI-SI is therefore 
best conceptualized as a component of treatment that follows a struc-
tured suicide risk assessment and is followed by additional treatment to 
directly address the patient’s risk or problems that may be contribut-
ing to it. Although some treatments such as coping skills, problem solv-
ing, or reducing substance use can be implemented using an MI-based 
approach, such components would have to be added after basic MI-SI.
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FIGURE 8.1. Hypothesized MI-SI process model.
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The MI Spirit and Suicidality

Care must also be taken when applying the MI spirit to suicidal patients. 
The concept of the MI spirit was developed by Miller and Rollnick 
(1991) and further refined in 2013 (Miller & Rollnick, 2013) to describe 
the relational characteristics that are needed to create an interpersonal 
environment that is supportive of change and growth.

Miller and Rollnick’s (2013) most recent model of MI spirit 
includes partnership, acceptance, compassion, and evocation. When 
using MI, clinicians strive to develop a good collaborative partnership 
with the patient, accept the patient as a fellow human being with his 
or her own perspective, have an attitude of compassion in which the 
welfare and needs of the other are actively promoted, and evoke the 
person’s strengths and resources rather than deficits. When using MI 
with suicidal patients, clinicians should aspire to interact according 
to these beliefs or values. However, they must do so thoughtfully in a 
manner that does not increase risk. All suicidal patients are ultimately 
autonomous, as the rates of suicide attempts and suicides after signing 
no-harm contracts and during and after hospitalization attest (Appleby 
et al., 1999; Goldacre, Seagroatt, & Hawton, 1993; Meehan et al., 
2006; Qin & Nordentoft, 2005; Rudd, Mandrusiak, & Joiner, 2006). 
Denying patients autonomy can have a negative impact on treatment 
outcome, as power struggles focused on establishing autonomy can 
sometimes exacerbate risk for suicidal behavior (Filiberti et al., 2001; 
Hendin, Haas, Maltsberger, Koestner, & Szanto, 2006). Although it 
is important to respect suicidal patients’ autonomy, there are inherent 
differences in substance abuse behaviors and suicidal behaviors that 
require consideration. There is little risk in supporting the autonomy 
of substance abusers, as relapses can be expected, are rarely fatal, and 
may increase the patient’s motivation to address his or her substance 
use (Anglin, Hser, & Grella, 1997; Miller, Walters, & Bennett, 2001). 
There is obviously greater risk in supporting the autonomy of suicidal 
patients, as attempts often result in serious injury and can end in death. 
When using MI with suicidal patients, clinicians may therefore feel that 

Suicide Risk
Assessment

MI-SI
Additional
Treatment

FIGURE 8.2. MI-SI in the sequence of treatment.
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they are in a bind between supporting their patient’s autonomy and 
providing adequate protection.

This bind, however, exists for all clinicians working with suicidal 
patients and requires an informed and thoughtful approach to autonomy 
support. When exploring patients’ motivation for and plans to make 
life worth living, clinicians can support patients’ autonomy in much the 
same way they do with substance abusers. However, when patients are 
actively thinking about suicide, clinicians must reserve and exercise the 
right to protect patients when they are at imminent risk to themselves 
or others, whether they are using MI or any other intervention. Like all 
clinicians, MI clinicians should share with patients the limits of confi-
dentiality and the need to take protective action if the person is deemed 
a danger to self or others, but should do so in way that is respectful of 
the individual’s autonomy. From an MI perspective, it may be helpful for 
clinicians to clarify that their preference is not to hospitalize patients or 
keep them hospitalized but, rather, to help them identify their reasons 
for living and collaboratively develop a plan to keep them safe. It may 
also be helpful to emphasize the desire to help patients develop a plan 
to make life worth living so that hospitalization is not needed. Although 
arguments about autonomy tend to be rare in our experience, they are 
to be avoided whenever possible, as there is little to be gained. When 
pressed, clinicians can acknowledge that patients are ultimately autono-
mous and will eventually leave the clinician’s office or the hospital, as 
both are true and unlikely to increase risk. However, clinicians should 
avoid supporting the patient’s “right” to suicide, as the patient may mis-
takenly believe the clinician condones the option.

The Technical Component of MI and Suicidality

In the context of a supportive relationship based on the MI spirit, clini-
cians use MI skills strategically to promote living talk and reduce suicide 
talk, which is hypothesized to be predictive of increased engagement 
in life-sustaining and enhancing behavior and reduced suicide-related 
behavior (see Figure 8.1). Similar to MI clinicians working with indi-
viduals with substance abuse problems, clinicians use open questions 
to elicit their patients’ perspective, reflections to share their under-
standing of patients’ thoughts and feelings about living, affirmations 
to reinforce patients’ motivation to live and to encourage engage-
ment in life-sustaining and -enhancing activities, and summaries to 
integrate patients’ thoughts, feelings, and actions into a coherent and 
life-affirming narrative. However, recent advances in MI theory and 
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research and our clinical experience have significantly impacted our 
strategic approach to applying MI to suicidal patients.

In early applications (Britton et al., 2008, 2011), clinicians were 
instructed to start the intervention by asking patients why they were 
thinking about suicide. The idea was based on use of the decisional bal-
ance, a structured exploration of the pros and cons of changing and not 
changing, to resolve ambivalence about changing (Miller & Rollnick, 
2002); findings suggested that when sustain talk about suicide transi-
tioned to change talk about living, positive changes occurred (Bertholet, 
Faouzi, Gmel, Gaume, & Daeppen, 2010). However, the model for using 
MI with suicidal patients posits that evoking living talk should reduce risk 
for suicidal behavior whereas evoking suicide talk should increase the risk 
for suicidal behavior, which would suggest that the decisional balance 
could be ineffective and even harmful (Miller & Rose, in press). In fact, 
the most recent version of MI (Miller & Rollnick, 2013) views the use 
of decisional balance for effecting change as inappropriate. Instead, the 
focus is on eliciting and reinforcing change talk. Clinical experience also 
supports this latter view. Discussing reasons for suicide often unnecessar-
ily returns patients to the thought patterns and overwhelming emotions 
that characterize the suicidal state. Because the intervention is only one 
to two sessions long, time spent in exploring patients’ suicidality would 
replace time spent in exploring motivations to live. Clinicians using MI 
with suicidal patients should avoid deliberately evoking suicidal thoughts 
and should instead provide patients with an opportunity to talk about 
their reasons for living, hopes, wishes, and dreams. This can be accom-
plished by empathically tailoring the opening question to the patient.

If the patient is thinking about suicide, the clinician can ask:

“I know you are in a lot of pain and have been thinking about sui-
cide. I’m wondering why you thought it was important to talk to me 
instead of making an attempt?”

If the patient made an attempt and admitted him- or herself to the Emer-
gency Department or hospital, the clinician can ask:

“I know that you are here because you made a suicide attempt and 
called 911. Obviously you’ve been in a lot of pain, and there are rea-
sons that you have been thinking about suicide. What I’m curious 
about is why did you call 911?”

It can be challenging to come up with an opening question when a 
patient makes a potentially lethal suicide attempt and did not die or 
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someone else contacted emergency services, but there are questions that 
clinicians can ask:

“You made a very serious attempt and came very close to dying. 
Obviously, you were in a lot of pain before you made the attempt. 
I’m wondering how were you able to keep fighting to live for so long 
before you made the attempt?”

If clinicians believe that the patient is not engaged, want to under-
stand the patient better, think the patient is not ready to discuss reasons 
for living, or the starting question fails to elicit reasons to live, it may 
be helpful to inquire about patients’ personal values and beliefs, abilities 
or strengths, accomplishments, or a time in their life when things were 
going well and they felt that life was worth living. Such information pro-
vides clinicians with the positive side of suicidal patients’ ambivalence, 
which clinicians can reinforce, and can serve as the first step to explor-
ing the motivation to live.

The model also raises questions about how clinicians should 
respond when patients engage in suicide talk, as is bound to happen. 
Following MI theory and research as well as the MI mantra to “let your 
patient be your guide,” clinicians should respond to suicide talk in an 
empathic patient-centered manner that does not evoke more suicide talk. 
Responses that reflect patients’ suicide talk in the context of their moti-
vations to live and provide an opportunity for positive or at least neutral 
responses can be particularly helpful. For example, if a patient says “I 
still think about suicide,” the clinician can:

•	 Reframe: “You could use some help with the problems that make 
you think about suicide.”

•	 Agree with a twist: “You still think about suicide sometimes and 
are still trying to find another way out.”

•	 Use double-sided reflections: “On the one hand, you still think 
about suicide sometimes, and, on the other hand, you know that 
killing yourself may really hurt your children.”

Clinical Illustration

MI is conceptualized as consisting of four phases: (1) engaging, (2) focus-
ing, (3) evoking, and (4) planning (Miller & Rollnick, 2013). The phases 
are conceptualized as successive and yet recursive, such that each phase 
builds on the preceding one, but progress is expected to require the 
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ability to transition between phases when needed. For example, patients 
have to engage in the process before a focus can be decided, but clini-
cians may have to ask questions to facilitate engagement. The phases are 
therefore more similar to compass directions—which allow for the flex-
ibility to travel in other directions to avoid lakes and mountains—than 
they are to a map, which is used to plan the necessary detours.

To illustrate MI-SI, we will examine the case of a veteran who is at 
increased risk for suicide. The illustration is divided by phases, starting 
with a discussion examining the critical topics to consider when work-
ing with suicidal patients and ending with a clinical interchange that 
exemplifies the phase. To respect the patient’s confidentiality, the one 
portrayed is deliberately a composite of many patients that have been 
seen. Throughout the interchange we identify the MI skill that is being 
used, whether it is a reflection, open-ended question, affirmation, or 
summary or another action, such as giving information or structuring 
when appropriate.

Engaging

Clinicians should start the session by trying to engage the patient in the 
treatment process. Although the importance of engaging patients who 
are thinking about suicide in treatment seems obvious, there are many 
pressures that can interfere, such as the fear of having a patient die by 
suicide, the reflexive use of no-harm contracts and hospitalization, as 
well as patient characteristics such as a challenging interpersonal style 
or fear of hospitalization. When suicidal patients never engage or disen-
gage, clinicians lose the opportunity to help them rediscover their rea-
sons for living and find the motivation they need to resolve their prob-
lems. To engage patients, clinicians should help them feel as comfortable 
as possible and provide them with a sense of what the process may look 
like and ask them what they think about it. It may be helpful for clini-
cians to share their perspective on working with suicidal patients, such 
as the limits of confidentiality, as well as their desire to help patients 
avoid hospitalization by helping them rediscover their motivation to live 
and develop a plan to resolve their problems. As mentioned earlier, ask-
ing patients about their values, beliefs, strengths, accomplishments, and 
desires can also facilitate engaging. Here is an example of an interview 
emphasizing the engagement phase of MI:

CliniCian: So, we just finished a risk assessment, and it looks like you 
have been thinking about suicide and even have a plan to overdose, 
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although you said you are not sure whether you are going to do it 
or not.

veteran: Yeah, I’ve been thinking about it . . . I just don’t know.

CliniCian: It’s kind of hard to talk about. [Reflection]

veteran: It’s really hard to talk about; I don’t want you to send me to 
the hospital!

CliniCian: Would it be OK for me to give you some information on how 
I look at this? [Asking permission]

veteran: Yeah, go ahead.

CliniCian: Suicide is obviously a very serious issue. Just like any other 
therapist you are going to work with, I have a responsibility to take 
steps to protect you or other people if I think you are a threat to 
yourself or others. Although I think hospitalization is helpful in 
some situations, I don’t think it is the right decision for everyone, 
so my goal is not to hospitalize you. What I’d really like to do is 
to work with you to figure out what has prevented you from mak-
ing an attempt and what would give you the best chance of getting 
through this difficult time. [Giving information] How does that 
sound? [Open question]

veteran: That makes sense. I think suicide is something that people 
just think of when they hit bottom. I’ve hit bottom lots of times, 
and I’ve been down there so long that I can’t imagine finding my 
way out.

CliniCian: And that’s why we’re talking, because it sounds like there’s a 
part of you that wants to make it out of that hole alive. [Reflection]

veteran: Yeah, I never thought of it that way, but I guess there’s some-
thing in me that’s not ready to die. 

Focusing

After engagement, the next step is to agree to focus on rediscovering the 
motivation to live. This can be easy when the focus of treatment is deter-
mined by the context. For instance, when a patient calls a suicide crisis 
line, both the patient and the responder understand that the discussion 
is most likely going to address suicide. However, in other settings such as 
outpatient mental health, patients frequently have a number of problems, 
and the focus may have to be negotiated. If there is disagreement, the cli-
nician’s approach to determining the focus can have a substantial impact 
on the treatment process. In such cases clinicians can take a directive, 
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following, or guiding approach. When taking a directive approach, the 
clinician decides the focus of treatment without asking for the patient’s 
input. With suicidal patients, prematurely deciding to focus on their 
motivation to live may make them feel their pain is being ignored and 
cause them to disengage, resulting in a step backward. When taking 
a following approach, clinicians allow patients to determine the focus, 
which may prevent clinicians who are working with suicidal patients 
from ever discussing suicide versus living. A guiding approach is halfway 
between a directive approach and a following approach. When guid-
ing, clinicians try to understand each patient’s perspective but introduce 
potentially important topics such as the motivation to live, and bring 
patients back to those topics when they stray. Such a flexible approach 
enables clinicians to keep clients engaged in the process of exploring 
sensitive topics such as their reasons for living despite their pain and 
suicidal thoughts. Here is an example of an interview emphasizing the 
focusing phase of MI:

veteran: Yeah, I never thought of it that way, but I guess there’s some-
thing in me that’s not ready to die.

CliniCian: You‘re obviously in a lot of pain. From the assessment I 
know that you’re feeling depressed, your PTSD symptoms have 
returned, and you’ve been drinking a lot to manage them. Your 
relationship with your wife is also strained, and you’ve been feeling 
disconnected and lonely. And yet, there is also that other side, that 
side of you that’s not ready to die. [Reflection]

veteran: I don’t know what it is, but it has kept me from doing any-
thing, you know, permanent.

CliniCian: There’s a sense that these feelings you have now may not be 
permanent, they may not last forever. [Reflection]

veteran: It doesn’t feel that way right now, but that’s basically it. 
Something has to change, because I can’t keep going into this dark 
hole. Every time I fall back down I feel more hopeless, like it’s just a 
matter of time before I’m in the hole for good.

CliniCian: Something really does need to change, and I really want 
to talk about that. However, I’m also very curious about that part 
of you that keeps trying to climb out of that hole. [Affirmation, 
structuring statement] Can we explore that first? [Asking permis-
sion]

veteran: I know it’s there, but I don’t know what it is.
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Evoking

In the evocation phase, clinicians elicit, listen for, and reinforce reasons 
for living. They try to identify living talk expressing the desire (e.g., 
“I don’t really want to die”), ability (e.g., “I can make my life worth 
living”), reasons (e.g., “I need to live for my kids”), and need to live 
(e.g., “I need to live”). To reinforce each patient’s desire, ability, reasons, 
and need to live, and make these more personal, clinicians acknowl-
edge them, affirm them, and explore them in detail. Patients’ reasons 
for living typically consist of such common things as the belief that they 
can cope with their problems and will survive, as responsible to family 
members, or have child-related concerns, moral or religious beliefs, a 
fear of attempt-related pain or of death, or a fear of others’ disapproval 
of their suicide (Linehan, Goodstein, Nielsen, & Chiles, 1983). How-
ever, there may also be unexpected reasons that do not fall into common 
categories, such as the desire to explore the world or the realization that 
little things in life such as dew on the grass have beauty and meaning. 
Such verbalizations are thought to signal that the patient is considering 
living and believed to be preparatory. They often precede stronger state-
ments expressing commitment (e.g., “I am not going to kill myself”), 
activation (e.g., “I am going to give treatment a try”), and taking steps 
to resolving problems (e.g., “I have already gotten rid of my firearms”). 
Some patients may have difficulty expressing their motivation to live, 
and sometimes the clinician’s goal is simply to encourage the patient to 
begin thinking about living. Clinicians can ask patients about their core 
beliefs and values and explore their congruence with living and discrep-
ancy with suicide and what life was like when it was worth living, what 
a life worth living would look like, and what might have to change to 
make life worth living. At the conclusion of this phase, clinicians should 
ask patients for a commitment to living, as it may be helpful for patients 
to hear themselves say it out loud. Here is an example of an interview 
emphasizing the evoking phase of MI:

veteran: I know it’s there, but I don’t know what it is.

CliniCian: Why did you come in to see me today instead of making an 
attempt? [Open question]

veteran: I honestly didn’t want to kill myself today. I woke up and was 
a little disappointed I did—but I didn’t really think about trying to 
kill myself. I mean, I don’t really want to die, but sometimes I think 
it’s the only thing I can do to stop feeling so bad.

CliniCian: Although you haven’t been able to find another way out, you 
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don’t really want to kill yourself, at least not all the time. On some 
days you want to live more than you want to die. [Reflection]

veteran: But on the bad days I forget that I don’t want to die. Anyway, 
I know that I need help.

CliniCian: It takes a lot of courage to admit you need help. [Affirma-
tion] So, what does it look like when your life is going well? What 
makes it worth living? [Open question]

veteran: When I was doing well, my relationship with my wife was 
good, we had a lot of fun together. She said I was strong and depend-
able, but that was before my PTSD got bad and I started drinking to 
deal with it. Now she can’t get away fast enough. 

CliniCian: You value your relationships with your wife and family. 
[Reflection]

veteran: That’s what’s so hard. I feel like my kids and definitely my 
wife would be better off without me, but they tell me it’s not true.

CliniCian: Tell me about your kids. [Open question]
veteran: My kids are great. My son is a doctor, and he has two kids, 

and my daughter is a journalist and is always traveling.

CliniCian: You’re really proud of them. [Affirmation]

veteran: I am very proud.
CliniCian: And they would be upset if you killed yourself. [Reflection]

veteran: They would be devastated, for a while at least. I don’t want to 
hurt them anymore, but I don’t know what to do.

CliniCian: So, one of the reasons you’re still living is that on some 
level you know your suicide would hurt your family, and that’s not 
the kind of husband, father, or grandfather you want to be. You 
also said that when you get along with them life is more enjoyable. 
[Reflection]

veteran: It’s great when we are getting along! I feel like I’m worth 
something, and I don’t even think about suicide.

CliniCian: The good times with your family—they make life worth liv-
ing. [Reflection] What are some other things that make life worth 
living? [Open question]

veteran: I’ve always loved the outdoors, hiking, hunting, fishing, and 
stuff like that. But it’s been a while since I’ve done anything like 
that. When my PTSD hits I don’t want to leave the house. I have 
nightmares and sleep in a different room than my wife. I’m always 
tired and grouchy . . . I’m hell to be around. 
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CliniCian: Your PTSD takes you away from your family and the activi-
ties you love. You really miss being in touch with nature, there’s 
something special about it. [Reflection]

veteran: It’s really like my spirituality. I love smelling the pine trees, 
feeling the air on my face.

CliniCian: Like those good moments with your family, you really feel 
alive when you can get out into nature. It’s very personal for you. 
[Reflection]

veteran: I’m not religious and I don’t go to church, but the woods are 
kind of like my church.

CliniCian: You need to get back in touch with your spiritual side. It 
gives you a sense of perspective—that there’s something bigger than 
you. [reflection]

veteran: I feel alive and my problems don’t feel like as big of a deal. 
It’s a good feeling, and I need to find a way to get myself to do those 
things that I enjoy.

CliniCian: And that’s one reason why you’re here. [Reflection]

veteran: That . . . and the other day I thought about my first order. 
Every once in a while I think about boot camp, and I think about 
reciting my first order. Never leave your post until you have orders 
to do so. 

CliniCian: That’s really stuck with you. You’re not the type of soldier 
who leaves his post. [Reflection]

veteran: I was a good soldier, and that was important to me. I took 
pride in serving and felt I was doing something important. I have to 
find a way to stay at my post.

CliniCian: You said that your service gave you a sense of meaning—
that you were serving a purpose. [Reflection] I’m wondering, what 
kind of purpose you can find going forward? [Open question]

veteran: I don’t know. If I get through this, I want to do something 
valuable like help other veterans. I don’t even care if I get paid, but I 
want to show other veterans that they aren’t alone and that we can 
all stand by each other. 

CliniCian: You have to stand by your post, but there’s nothing that says 
you have to do it alone. One purpose you can find for yourself is to 
help other veterans who are having some of the same struggles that 
you are having. [Reflection]

veteran: I can help them, and they can help me.
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CliniCian: So, you have reasons for living. Your wife and your kids are 
important to you, and when you get along with them, life has mean-
ing and is even fun. Nature has always been important to you spiri-
tually, and you find meaning and peace when you are in the woods. 
And when you think about creating meaning going forward, you 
think about helping other veterans—doing something you feel is 
important and that you can be proud of. So, after thinking about 
these reasons for living, how committed are you to living? [Open 
question]

veteran: I’m committed. I don’t want to kill myself, but I can’t go on 
living this way.

Planning

When patients have fully explored their motivation for living, verbalized 
a commitment to living, or already taken steps toward making life worth 
living, it may be time to introduce the possibility of making a plan. Cli-
nicians can assess patients’ readiness by summarizing the patient’s living 
or commitment talk and asking an open question such as “What do you 
think you could do to make life worth living?” The process of planning 
may require a variety of strategies. Some patients have no ideas, and 
plans need to be developed from scratch; other patients have numerous 
ideas and have to make choices or set priorities; still others know exactly 
what they want to do and how to do it. Activities should match patients’ 
needs and may include brainstorming, weighing the pros and cons of 
various options, troubleshooting concerns or barriers, identifying the 
steps that need to be taken, developing alternative plans in case the pri-
mary plan is unsuccessful or more difficult than expected, and eliciting 
and reinforcing the patient’s motivation to engage in the plan. Clini-
cian may ask if putting the plan in writing would be helpful, as it could 
provide patients with a resource they can refer to after they leave and 
that clinicians can refer to in later sessions. Clinicians may also want 
to inquire about enlisting the help of others so that patients have some 
assistance in following through on their plan. Like verbally committing 
themselves to living, it may also be helpful to ask for a patient’s commit-
ment to following through with the plan so that the patients hear them-
selves agree to do it. If continued contact is possible, clinicians should 
also ask permission to inquire about the patient’s progress at a later date 
so that they can reinforce any changes the patient makes, troubleshoot 
any barriers, and revise the plan if necessary. Here is an example of an 
interview emphasizing the planning phase of MI:
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veteran: I’m committed. I don’t want to kill myself, but I can’t go on 
living this way.

CliniCian: You are committed to living, but something needs to change. 
[Reflection] What steps can you take to make sure your life is worth 
living? [Open question]

veteran: I’ve been taking my medication and coming to therapy, but 
they don’t seem to be working as well as they could.

CliniCian: You’re feeling that your treatment needs some adjustments. 
[Reflection]

veteran: My PTSD symptoms have been really bad lately. I’m not sure 
why, but I haven’t been able to sleep because of the nightmares, 
and I’ve been jumpy and irritable all the time. I’ve been really mean 
lately, so my family can’t stand to be around m—and I don’t blame 
them.

CliniCian: Could we talk about some options that I know about? [Ask-
ing permission]

veteran: Definitely.

CliniCian: Well, I’m aware that they have recently made some advance-
ments in the use of medication to treat nightmares. I’m a psycholo-
gist, so I can’t prescribe medication, but there are psychiatrists in 
the VA who are familiar with the medications who you can talk to. 
It also sounds like you may want to discuss other medication adjust-
ments as well. [Giving information]

veteran: That would be great if there is something that could help 
with the nightmares. My wife stopped sleeping with me years ago 
because I would thrash and accidentally hit her.

CliniCian: It also sounds like what we’ve been doing hasn’t been help-
ing you with your PTSD symptoms. We have some specialists in 
empirically supported treatments for PTSD, and that means they 
are trained in treatments that have been scientifically shown to 
reduce PTSD symptoms in veterans. [Giving information]

veteran: That would be great too. I’ve been thinking about suicide—
that’s how bad things have gotten—so I’ll try anything. Can’t you 
help me with that treatment?

CliniCian: I know enough about them to talk about how they work, but 
I don’t have the training and expertise that some of my colleagues 
do. [Giving information] I’d like you to be able to get the best treat-
ment you can get. [Affirmation]
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veteran: OK, let’s do it!

CliniCian: You said you were drinking. What are your thoughts about 
your substance use? [Open question]

veteran: I’ve got to go back to AA. It’s worked for me before, and I just 
have to get back to the steps.

CliniCian: You’ve been successful in changing your drinking in the past 
and already know what you have to do about your drinking. [Affir-
mation] What else do you think will be helpful? [Open question]

veteran: I have to get out of the house and figure out a way to spend 
more time in nature, and I really want to help other veterans—so, I 
have to figure out how I can do that. But it’s so easy to come up with 
reasons not to do it—I’m tired, I’m depressed, it’s cold out, I don’t 
know how to make sure I do it.

CliniCian: So, it’s important to figure out a way to hold you account-
able so that you actually spend some time in the woods. [Reflection]

veteran: I think if I scheduled a time to hike with my wife or go fishing 
with a friend, I would be more likely to do it.

CliniCian: Involving others in your plans is one way of making sure you 
do it, and it’s also a way of building your relationships with your 
wife and your friends. [Affirmation]

veteran: They’ve wanted to help, asking what they can do, and I’ve 
just been telling them to go away and leave me alone because they 
don’t understand. I don’t want to hurt them anymore—but I can’t 
be alone all the time either, I just feel worse.

CliniCian: And spending time with them in nature, where you feel more 
peaceful and spiritual, is one way you can be around them without 
being angry. [Reflection] 

veteran: My wife and I used to love to go hiking and camping. It’s 
something we always shared, but we had kids and were working 
and just got away from it. It would be nice to build that back into 
our relationship.

CliniCian: That’s something your wife might enjoy too. It may also help 
her figure out how she can be there for you. [Reflection]

veteran: It will get me some exercise, too. I’ve been gaining a lot of 
weight lately, and my doctor has been getting on my case.

CliniCian: There may be some health benefits as well. [Reflection]

veterans:: But I don’t know how to get into helping veterans. Do you 
know how I can do that?
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CliniCian: How did you get the idea? [Open question]

veteran: I was in the VA and saw one of those peer specialists and was 
thinking that I’d like to do that. He said I could look at USA jobs 
and submit an application.

CliniCian: What do you think about that? [Open question]

veteran: I haven’t gotten around to it but I’m going to do it.
CliniCian: Sounds like you’re already taking steps. [Affirmation] I’ll 

also look into it and see if I can come up with any additional infor-
mation. [Giving information] Anything else you think might be 
helpful? [Open question]

veteran: No, I think that’s a good place to start.

CliniCian: Would you be willing to write down what you are commit-
ted to doing on this piece of paper? Sometime people find it helpful 
to write down their plan so they can return to it when they aren’t 
sure what to do or don’t feel like they are making progress. It’s 
totally up to you though. [Asking permission, giving information]

veterans:: Sure (writing). I’m going to go to a psychiatrist to see if the 
nightmare medication will work for me and to see if other medica-
tions can help me. I’ll see a therapist who has special training in 
PTSD so I can work on my symptoms. I’m going to go back to AA. 
I’m going to schedule trips into nature with my wife and friend once 
a week. I’m also going to find a VA peer specialist to see if there is 
any way that I can volunteer to help other veterans.

CliniCian: It sounds like you are committed to living and working on 
this plan. [Reflection]

veteran: I am. I don’t want to die, I just couldn’t figure out what I 
needed to do. It’s good to have a plan.

CliniCian: So, you are committed to living. You are not ready to leave 
your post, and you want to be there with your family and especially 
your wife. You also don’t want to leave the other veterans behind, 
the ones you may be able to help. Your plan is to make sure you are 
getting the best treatment you can by asking a psychiatrist about 
medication for your nightmare and to see if there are any other 
medications that might help. You are going to see a psychologist to 
focus on your PTSD symptoms so that your symptoms don’t inter-
fere with your life as much, and you are going to go back to AA to 
address your drinking. You also feel like life is worth living when 
you are in nature and smelling the pine trees and feeling the wind on 
your face. Once a week you are going to go on a hike or go fishing 
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with your wife or a friend. That will allow you to get in touch with 
your spirituality and may even help repair your relationships. You 
also want to look into volunteering to help other veterans. Your 
military service gave you a sense of meaning, and maybe you can 
continue to find meaning by helping other veterans. [Summarizing]

veteran: If I can be there for other veterans—help them get through 
what I’ve been struggling with—then going through this will be 
worth something.

CliniCian: You’ve done a lot of work today! [Affirmation] Why don’t 
you start putting your plan into place, and we’ll review it in a cou-
ple of weeks and see how it is going and if anything needs to be 
tweaked. [Structuring]

Current Research and Preliminary Findings

The primary limitation of MI-SI is that there is currently no evidence 
that it is an efficacious intervention for suicidal patients. Clinicians 
should therefore familiarize themselves with and use treatments that 
have already been found to be efficacious. However, research on MI-SI 
is in progress.

Colleagues and I (Britton, Connor, & Maisto, 2012). have con-
ducted an open trial to test the acceptability of MI-SI for psychiatrically 
hospitalized veterans with suicidal ideation, estimate its pre–posteffect 
size on the severity of suicidal ideation, and examine the rate of treat-
ment engagement after discharge. Inpatients were eligible if they were 
veterans who were 18 or over, able to understand the description of the 
study and the informed consent process, eligible to receive VHA health 
care at the local Veterans Affairs Medical Center or outpatient facili-
ties so they could return for follow-up assessments, clinically cleared to 
participate (e.g., not aggressive or violent with staff or other patients), 
had thoughts of suicide, and were not currently psychotic, manic, or 
demented. The presence of current suicidal ideation was determined 
with a score over 2 on Beck’s Scale for Suicidal Ideation (SSI) (Beck, 
Kovacs, & Weissman, 1979), which prospectively predicts death by 
suicide (Brown, Beck, Steer, & Grisham, 2000). Participants received 
a screening assessment, baseline assessment, one to two MI-SI sessions 
(depending on their length of stay), a posttreatment assessment, and a 
60-day follow-up assessment.

Thirteen veterans were enrolled, 9 (70%) completed both MI-SI ses-
sions and the posttreatment assessment, and 11 (85%) completed the 
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follow-up assessment. Participants who received MI-SI found it accept-
able. The mean (SD) CSQ-8 (Client Satisfaction Questionnaire, adapted 
to assess satisfaction with therapy) score was 3.58 (.40), indicating par-
ticipants were “3 = mostly satisfied” to “4 = very satisfied” with the 
intervention. Participants also experienced reductions in the severity of 
their suicidal ideation with a large pre–post effect size that ranged from 
1.66 (using baseline observations carried forward [BOCF] for missing 
data) to 1.95 (using list-wise deletion [LWD] for participants with miss-
ing data). BOCF can underestimate effects, as baseline scores are used 
to replace missing data (tending to ensure that no change is observed). 
Conversely, LWD can overestimate effects because patients who are 
doing poorly are more likely to miss follow-up assessments and as a 
consequence are deleted from the dataset. Together these two measures 
may provide a very rough estimate of what the range for the actual effect 
may be. Additionally, 54% (BOCD) to 64% (LWD) of scores fell below 
the high-risk threshold of lower than 3 on the SSI at follow-up. All par-
ticipants attended one mental health or substance abuse treatment ses-
sion after discharge (indicating initiation of outpatient treatment), and 8 
(73%) of the 11 participants with follow-up data completed two or more 
sessions in each of the 2 months after discharge, indicating engagement 
in treatment. One patient who was engaged with treatment made a sui-
cide attempt that was interrupted by police after he called 911 for help. 
These preliminary findings suggest that MI-SI has potential and that a 
more rigorous trial is needed.

Potential Problems

Not all MI-SI therapy sessions proceed as well as clinicians hope. 
Some patients have difficulty identifying any motivation to live even 
after clinicians inquire about their personal values and beliefs, abilities 
or strengths, accomplishments, or times in their lives when they were 
happy. With these patients, clinicians can attempt to reframe their prob-
lems from a change perspective and ask what would have to change for 
life to be worth living and what would have to change for that to hap-
pen. Patients who are intent on suicide may also require a few days of 
hospitalization before they are willing to explore their motivation to live. 
Additionally, some patients may be in so much emotional and/or physi-
cal pain that a brief intervention will do little to help them resolve their 
suicidality. With these patients it may be more helpful to focus on elicit-
ing a commitment to a treatment or treatments that have already been 
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found to be efficacious or to explore the possibility that a yet untried 
treatment may be helpful. Although it may seem callous to state, cli-
nicians can at least help patients realize that they have to be alive for 
treatment to work and they should therefore refrain from making an 
attempt until they have exhausted all of the treatments that may be help-
ful (Jobes, 2010; Linehan, 1993; Wenzel, Brown, & Beck, 2009).

Conclusions

There is a real scarcity of brief interventions that can be used to reduce 
high-risk patients’ suicide risk and none that takes a motivational 
approach. Individuals who are motivated to live may be more likely to 
engage in potentially life-saving activities such as treatment than those 
who are not motivated to live. The goal of MI-SI is therefore to elicit 
and reinforce the motivation to live and engage in life-sustaining and 
life-enhancing activities. Clinicians using MI-SI with patients who are 
at risk for suicide must take certain precautions. They should not use 
MI-SI as a stand-alone treatment but as a component of treatment, fol-
lowing a structured risk assessment and followed by additional empiri-
cally supported treatments. They should support patients’ autonomy 
whenever possible but be open about their need to take protective action 
when a patient is determined to be a risk to him- or herself and scru-
pulously avoid supporting the “right” to suicide. After engaging with 
the patient, clinicians should start to explore each patient’s motivations 
to live with an empathic question that is cstom-tailored to the patient’s 
experience. When they hear living talk, clinicians should ask for more 
detail, reflect patients’ motivations to live, affirm their reasons for liv-
ing, and construct summaries that support the living side of the inter-
nal struggle. Clinicians should avoid evoking patients’ motivations for 
thinking about suicide as doing so may unnecessarily return them to 
the suicidal state. When they hear suicide talk, clinicians should reflect 
it in an empathic way that does not evoke additional suicide talk. After 
the patient expresses a commitment to living, clinicians should explore 
the possibility of making a plan to ensure that life remains worth living. 
Although MI-SI shows promise, rigorous efficacy studies are needed.
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to Improve Treatment Outcomes
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roberto lewis-fernández

this chapter describes motivational pharmacotherapy (MPT), which 
was developed by integrating motivational interviewing (MI; Miller & 
Rollnick, 2013) with psychopharmacotherapy to complete the tasks of 
antidepressant therapy in an MI-consistent manner. Typical psycho-
pharmacotherapy sessions tend to be brief, focusing on illness history, 
current symptoms, medication information, and dosing. Although the 
psychiatrist’s demeanor can certainly be warm and pleasant, the interac-
tion is usually dominated by close-ended questions that allow the psychi-
atrist to quickly assess the patient’s current state and to offer treatment. 
Although treatment adherence is recognized as critical to the effective-
ness of pharmacotherapy, it is usually discussed in a simple, didactic, 
exhortative manner, with a curious lack of emphasis on how to guide the 
patient to achieve the desired change (i.e., take the medicine).

Clients coming for a psychopharmacotherapy evaluation often 
experience ambivalence about taking antidepressants. On the one hand, 
they want to overcome their depression and its impact on their life; on 
the other, they are concerned about possible side effects, addiction, and 
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cultural taboos about taking psychiatric medication (Vargas et al., in 
press). In integrating MI into psychopharmacotherapy, our aim was to 
create an intervention that respected this ambivalence and that, once the 
ambivalence was overcome, motivated clients to take their medication 
consistently. Furthermore, we sought to establish a client-centered inter-
action throughout the treatment to help patients express any concerns or 
doubts about their care and to encourage them to find solutions together 
with their psychiatrists, rather than unilaterally deciding to discontinue 
treatment, thus prolonging their depression.

Consistent with the four processes in MI (engagement, focus, evoca-
tion, and planning), MPT is conducted with the spirit of MI, taking time 
to engage and understand the client in order to provide a sturdy relation-
ship on which to ground the treatment. The focusing process is brief, as 
patients entering MPT are there specifically to discuss antidepressant 
therapy. Next, we identify opportunities for evoking change talk during 
the session. This is often achieved by shaping fact-gathering questions 
into evocative questions and eliciting from patients the potential benefits 
of taking antidepressants rather than simply informing them.

Lastly, and very importantly, we want to ensure that treatment 
planning, such as the decisions to take the medication, change the dose, 
or switch to a different antidepressant, is made collaboratively. This 
entails a shift in the traditional roles of pharmacotherapy, where the 
psychiatrist is the expert and the client accepts the recommendations of 
the psychiatrist. Instead, we sought to create in both clients and clini-
cians the acknowledgment of mutual expertise: the psychiatrist’s in the 
medication and the client’s in his or her adherence plans, concerns, and 
bodily reactions to the antidepressant. With this reconceptualization 
of the relationship, decisions about medication dosing and changes are 
made jointly, not just by asking the client if the psychiatrist’s decision 
was acceptable but by the psychiatrist sharing treatment options, includ-
ing their pros and cons, so that the client and psychiatrist can together 
choose among them.

The Clinical Problem and Relevant Research

Treatment nonadherence represents a major challenge in the pharma-
cotherapy of psychiatric disorders, whether nonadherence is defined as 
clients not taking medications as prescribed, missing scheduled appoint-
ments, or terminating treatment prematurely. Reviews of full or par-
tial medication nonadherence typically show median rates of > 40% 
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in schizophrenia and bipolar disorder and > 50% in major depressive 
disorder (MDD) across various treatment durations (Bulloch & Patten, 
2010; Velligan et al., 2006, 2010). Treatment retention among individu-
als with MDD, for example, is very low, with 30% of clients on average 
discontinuing antidepressant therapy after 1 month and 45–60% after 
3 months (Velligan et al., 2010), much earlier than recommended by 
treatment guidelines (American Psychiatric Association Work Group on 
Major Depressive Disorder, 2010). All aspects of nonadherence typically 
show worse rates among underserved racial/ethnic groups as compared 
to non-Latino whites (Harman, Edlund, & Fortney, 2004; Lanouette, 
Folsom, Sciolla, & Jeste, 2009; Schraufnagel, Wagner, Miranda, & Roy-
Byrne, 2006; Warden et al., 2007).

Factors contributing to nonadherence include attitudes and expec-
tations about antidepressant therapy, side effects, poor client–provider 
relationship, and few perceived benefits or improvement, as well as 
structural barriers such as cost and availability of treatment (Cabassa, 
Lester, & Zayas, 2007; Interian et al., 2010; Lanouette et al., 2009; Lin-
gam & Scott, 2002; Mitchell & Selmes, 2007). Although many of these 
factors can be overcome through better client–provider communication, 
education about antidepressant therapy, and changes in dosing or medi-
cation, most clients who discontinue their antidepressant do so without 
consulting their provider (Demyttenaere et al., 2001; Maddox, Levi, & 
Thompson, 1994).

Nonadherence presents a major target for intervention in psy-
chopharmacotherapy because antidepressants are frequently effective 
when taken properly. For example, the cumulative remission rate in the 
STAR*D trial, a major study of comparative effectiveness in pharma-
cotherapy, was 67% if all clients stayed in treatment over a sequence of 
four treatment steps. Yet, the percentage of clients exiting the protocol 
after each step was substantial: 20.9% after Step 1, 29.7% after Step 2, 
and 42.3% after Step 3 (Rush et al., 2006). Irregular medication adher-
ence and early discontinuation among clients with antidepressants are 
associated with increased recurrence, leading to shorter well intervals, 
higher severity, lower treatment responsiveness, worsening disability, 
rehospitalization, and higher health care costs (Edwards, 1998; Melfi 
et al., 1998; Roy-Byrne, Post, Uhde, Porcu, & Davis, 1986). Since truly 
innovative psychotropics are still years in the future, a substantial public 
health benefit could be derived in the meantime from maximizing adher-
ence to existing treatments, including medications.

Considerable attention has been paid, therefore, to interventions 
that enhance adherence in psychopharmacotherapy. A major barrier to 
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their implementation is that simple adherence interventions are mini-
mally effective and more effective interventions are not simple. Stan-
dard psychoeducation, a typically didactic approach in which clients 
receive treatment information (e.g., duration, side effects), improves 
adherence only slightly or for a limited period (Zygmunt, Olfson, Boyer, 
& Mechanic, 2002). More complex approaches, such as adjunctive case 
management, intensive behavioral interventions, or Assertive Community 
Treatment teams, are more effective but require substantial investment in 
ancillary staff, time, and cost, which can limit their implementation, espe-
cially in small clinical practices (Haynes, Ackloo, Sahota, McDonald, & 
Yao, 2008; Kreyenbuhl, Nossell, & Dixon, 2009; Zygmunt et al., 2002). 
Furthermore, high-resource interventions are unlikely to eliminate racial/
ethnic disparities in care since minority groups usually receive treatment 
in settings with the highest resource constraints. Moreover, such adher-
ence interventions have rarely been tested with underserved racial/ethnic 
populations, raising questions about their cross-cultural effectiveness. The 
need for sustainable, culturally validated, and cost-effective approaches to 
enhancing adherence in psychopharmacotherapy remains acute.

Curiously, one potentially cost-effective approach to improving 
adherence that has received only limited attention relies on rethinking the 
way that psychopharmacotherapy itself is conducted. Adherence-promo-
tion techniques could be integrated throughout the process of care rather 
than supplementing standard pharmacotherapy with additional inter-
ventions by adjunctive personnel. To be widely implementable, however, 
the intervention would need to avoid complicating or prolonging the 
medication session beyond what is feasible in a busy pharmacotherapy 
practice. Thus MI, which has shown efficacy in improving treatment 
adherence in brief interventions, may be particularly applicable.

Rationale for Using MI in This Context

MI has been effective in enhancing treatment adherence in multiple health 
conditions, even during brief medical visits (Burke, Arkowitz, & Men-
chola, 2003; Hettema, Steele, & Miller, 2005; Rubak, Sandbaek, Laurit-
zen, & Christensen, 2005). In mental health, it has been combined with 
cognitive-behavioral therapy (CBT) to increase treatment initiation and 
adherence for various psychiatric problems (Arkowitz, Miller, Rollnick, 
& Westra, 2008; Arkowitz & Westra, 2009; Westra & Arkowitz, 2011). 
In psychopharmacotherapy, however, the application of MI remains lim-
ited. To date, it has been applied as a stand-alone intervention or in 
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combination with CBT to deliver adjunctive psychotherapy to promote 
pharmacotherapy adherence in clients with MDD (Interian, Martínez, 
Iglesias Rios, Krejci, & Guarnaccia, 2010; Interian, Lewis-Fernández, 
Gara, & Escobar, 2013) and psychotic disorders (Compliance Therapy; 
Kemp, Kirov, Everitt, Hayward, & David, 1998). These have shown ini-
tial efficacy, although replications of compliance therapy have failed to 
reproduce the original results (Drymalski & Campbell, 2009).

Clinical Applications

This chapter is based on two studies of MPT conducted at the Hispanic 
Treatment Program of the New York State Psychiatric Institute, an out-
patient psychiatry research clinic in a primarily Latino neighborhood 
in New York City. Participants in both studies were informed that the 
treatment consisted of antidepressant medication and would be free of 
charge. During the first study, the intervention was developed and pilot 
tested in an open trial of 50 Latino outpatients with MDD treated for 
12 weeks (Lewis-Fernández et al., 2013). The second study was a ran-
domized clinical trial, which was just completed, comparing MPT to 
standard pharmacotherapy for MDD. This study was designed to more 
closely mimic treatment in a typical outpatient setting. Participants were 
followed for 36 weeks, with visits scheduled first weekly, then biweekly, 
then monthly for the duration of the study. Participants were not dis-
continued from the study for missing sessions or for not taking the anti-
depressant, and they could use the treatment sessions to discuss their 
ambivalence about antidepressant therapy. Available antidepressants 
included SSRIs, SNRIs, bupropion, mirtazapine, and nortriptyline; dos-
ing changes and medication switches followed an algorithm designed to 
mimic standard practice (Crismon et al., 1999); and medications were 
free of charge. Participants were not offered psychotherapy at the clinic, 
including from their psychiatrist during sessions; however, those inter-
ested were offered referrals for concomitant psychotherapy elsewhere. 
The case material we present here comes from the treatment of par-
ticipants in the randomized clinical trial, with verbatim transcriptions 
translated from the original Spanish.

Development of MPT

We now describe the specific manner in which MI was integrated with 
standard antidepressant therapy to develop MPT. Our goal is to convey 
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a summary of the intervention training manual that may be useful to 
clinicians, including case illustrations. First, however, we discuss the 
cultural and clinical issues that were considered in tailoring the inter-
vention to our study population, namely, low-income, mostly Spanish-
monolingual, U.S. Latino outpatients with MDD.

From the outset, we considered what adaptations might be needed 
to make MPT most efficacious with depressed Latinos. The ease of 
use across cultures has often been attributed to MI’s focus on evoca-
tion, reflection, and empathy, which may help bridge cultural differ-
ences across clients and providers. Its emphasis on self-efficacy and a 
strengths-based perspective guides the clinician to evoke solutions to 
problems from the client instead of recommending solutions, which 
might otherwise highlight cultural incongruities between clients and 
clinicians. Furthermore, MI’s focus on empathy facilitates the clarifica-
tion of unexpected culturally specific meanings and their negotiation 
between client and clinician in order to arrive at a mutual goal. At the 
same time, however, this emphasis on client-originated solutions, which 
requires a high level of activity and engagement, could be difficult for 
depressed clients, whose low mood interferes with energy, motivation, 
and concentration. Our adaptation of MPT to depressed Latino clients 
forced us to mediate between these two requirements.

In terms of cultural adaptation, we embedded into MPT what Resni-
cow, Baranowski, Ahluwalia, and Braithwaite (1999) term “surface-” 
and “deep-structure” cultural elements. Surface-structure adaptations 
involved matching intervention materials to the target population, such 
as conducting the intervention in the preferred language of the client 
(whether Spanish or English), using the clients’ terms when describing 
depression—such as the Latino idiom for mental distress, “nervios” 
(nerves; Guarnaccia, Lewis-Fernández, & Rivera, 2003)—and word-
ing session materials in a manner easily understandable to clients with 
limited health literacy. Conversely, deep-structure adaptations “require 
an understanding of the cultural, social, historical, environmental, and 
psychological forces that influence the target health behavior in the pro-
posed target population” (Resnicow et al., 1999, p. 12) and it is these 
adaptations which are proposed to determine the efficacy of an interven-
tion.

Various deep-structure elements were also embedded in MPT. The 
content of the handouts used during the sessions (i.e., the list of potential 
reasons for nonadherence) was derived from the treating psychiatrists’ 
clinical expertise and from the results of our formative qualitative study 
on treatment adherence and retention among depressed Latino clients 
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(Lewis-Fernández, 2003). These materials reflect the concerns about 
antidepressant therapy expressed by Latino clients through their cul-
tural lens. Another deep-structure adaptation involved presenting anti-
depressant therapy in a manner compatible with many Latino clients’ 
concerns about “medications for nervios,” (i.e., whether the medication 
will cause addiction, as only people who are “crazy” take medication 
for nervios) while at the same time complying with approved treatment 
guidelines for MDD. For instance, we emphasized that minimally effec-
tive doses were being prescribed for a minimally effective period in order 
to reduce the risk of side effects and/or overreliance on medication; we 
discussed the pros and cons of brief drug holidays (e.g., on some week-
ends) in responding to clients’ impressions that interrupting the medica-
tion occasionally encouraged the body to kick-start its own recovery; we 
encouraged clients’ self-coping as a way of achieving the cultural value 
of poner de su parte (doing one’s share), thereby decreasing the need for 
the antidepressant; and we agreed with the hope that someday medica-
tion would no longer be needed while also discouraging premature dis-
continuation (Vargas et al., in press).

Other deep-structure elements incorporated into MPT involved the 
cultural norms relating to psychiatrist–client interactions. For exam-
ple, we were concerned that the culturally expected power differential 
between psychiatrists and clients might lead the latter to limit their 
expressions of concern or disagreement in order to avoid being “disre-
spectful” (Laria & Lewis-Fernández, 2006). This deference, in the con-
text of treatment difficulties, often leads clients to discontinue therapy 
rather than discuss the difficulties with the psychiatrist in order to seek 
out a mutual solution. As such, the psychiatrist must often work to pre-
empt treatment discontinuation without the benefit of obvious signs of 
resistance, such as sustain talk or discord, that typically alert a clinician 
to the possibility that a client is at odds with his or her treatment or 
the provider. To address this shortcoming, clinicians’ elicitation of cli-
ents’ concerns or obstacles in MPT was typically prefaced by statements 
such as “Many people have expressed concerns to me about . . . ” or by 
offering handouts about common obstacles to adherence or retention, in 
order to help normalize and facilitate discussion of these topics.

We also worried that the psychiatrists’ collaborative approach, 
which deemphasizes an expert role, might diminish their standing in 
the eyes of clients who, from a cultural perspective, expect psychiatrists 
to provide authoritative answers and recommendations related to their 
treatment. In MPT, this was dealt with by demarcating the areas of 
expertise held by both clinicians and clients. When the issue of a client’s 
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expectations of the psychiatrist as an “expert” arose—(e.g., “Well, 
you’re the doctor, what do you think I should do?”), psychiatrists would 
refer to their mutual expertise—the clinician as an expert in psychiatric 
treatment and the client as an expert in his or her personalized health 
knowledge, expectations, and care-related behavior. The expertise of the 
psychiatrist was thereby preserved, and the client’s position was elevated 
to that of a true collaborator in the treatment. Using these approaches, 
we found clients to be verbal and engaged. Nonetheless, the impact of 
culturally prescribed roles and the expectations of physicians and clients 
are likely to vary across groups and should be kept in mind when using 
this intervention with other populations.

In adapting MPT to the clinical requirements of depressed clients, 
we looked for ways to assist clients in being active during sessions. For 
example, while one might effectively elicit concerns, values, or obstacles 
to treatment through dialogue with a client, we found more structured 
and preprepared materials typical of MI interventions (i.e., lists, bubble 
sheets, confidence rulers, card sorts—described in later sections) very 
useful in engaging these clients. Of particular concern was how to foster 
self-efficacy in clients whose depression might impede it. The confidence-
building exercises in the Week 1 session were specifically added for this 
reason. These exercises, discussed in more detail below, included elicit-
ing from the client a story of success in achieving a goal that appeared 
unattainable. If clients were unable to come up with an example on their 
own, the psychiatrist suggested one of several challenges commonly 
experienced by Latino immigrants (e.g., attaining their goal of reaching 
the United States). We found that these adaptations were sufficient to 
promote client participation in the MPT sessions.

Overview of MPT

Typical MPT sessions follow a standard format, which is depicted in 
Table 9.1. The psychiatrist begins each visit by welcoming the client, 
affirming the commitment to treatment evidenced by his or her atten-
dance, and suggesting a brief structure for the session. Using open-ended 
questions, the psychiatrist then inquires about changes the client might 
have noted in his or her condition, including side effects. Improve-
ments are highlighted through the use of reflections and explored in 
order to evoke more change talk; lack of improvement or deterioration 
is reflected empathically and assessed, using open-ended questions and 
reflections. Medication adherence is also explored and successful adher-
ence highlighted and affirmed, even if suboptimal, in order to help build 
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self-efficacy in relation to treatment adherence. The client is then typi-
cally asked to describe what steps or supports enabled him or her to 
adhere to the treatment (e.g., “I put the pills where I can’t miss them 
every morning,” “My husband helps me to remember”). Then, obstacles 
to adherence are elicited and followed by a discussion of strategies to 
overcome them. To foster self-efficacy, clients are first asked for their 
own strategies before any additional solutions are proposed by the clini-
cian. Sessions end with a review of the treatment regimen and a joint 
decision about any treatment changes that might be warranted. The 
exact order of the steps varies somewhat according to clients’ priorities 
during the session. Below, we provide a transcript that illustrates the 
opening exchanges of a typical Week 2 session.

psyChiatrist: I am glad to see you, this is the third time we meet like 
this—which is great! Now we have the opportunity to continue talk-
ing about the treatment, how things are going with the medication, 

TABLE 9.1. Outline of Motivational Pharmacotherapy Sessions

1. Welcome the patient to session.
 a. Affirm the patient’s commitment to getting better.
 b. Explain the structure for session.

2. Discuss the patient’s state/symptoms.
 a. Assess symptoms/side effects, primarily using open-ended questions  
  and reflections.
 b. Improvements in state are reflected and explored to elicit more  
  change talk.

3. Assess treatment adherence.
 a. Focus on adherence successes to build self-efficacy.
 b. Collaboratively identify ways of overcoming obstacles to adherence.

4. Use MI techniques to elicit change talk and commitment language  
 (early sessions).
 a. Goals and values card sort (Week 0).
 b. Confidence ruler and story of overcoming obstacles (Week 1).

5. Elicit and resolve obstacles to treatment (midtreatment).
 a. Obstacles to adherence bubble sheet (Week 4).
 b. Thoughts about early termination from treatment (Week 8).

6. Review medication dosage and treatment plan.
 a. Collaboratively reach decisions about treatment.
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what you think about the medication, any obstacle that might have 
come up in relation to taking the medication, and seeing how we 
might overcome those obstacles. How does that sound?

Client: That’s fine.

psyChiatrist: Tell me, how have you been since we last saw each other?

Client: Really, until now, everything has been going pretty well. I have 
been feeling better, and it looks like the medicine is helping me a 
lot, with more energy, and it’s helping me be more motivated than 
before.

psyChiatrist: Really? What do you notice?

Client: It’s helping me a lot, actually, with things that I had not been 
able to do before. I am taking computer classes and classes for my 
GED so that I can take the exam . . . I want to do more with my life. 
Before, I hadn’t been able to do that. I tried a few times, but because 
of the same problem [depression] I couldn’t motivate myself to do it, 
but now, I feel more motivated.

psyChiatrist: Good! So the motivation has increased so much that you 
have even taken this step. What helped you make this decision?

Client: I had always wanted to. I had tried to do the GED course before 
but never got to do it because by the time the date arrived I would 
feel depressed and would want to stay home, not care about any-
thing, it would really affect me—but now I am feeling good.

psyChiatrist: Good! And what has helped you continue with your 
treatment?

Client: The improvement I see, I am getting better—until now the 
treatment hasn’t affected me in the least . . . 

psyChiatrist: You haven’t noticed any problem with the treatment.
Client: No, no problems.
psyChiatrist: Good, that’s great. You notice more energy, more con-

centration, you were telling me . . . 

Client: More concentration, like I see things more realistically now, I 
see things more positively than how I saw them before—things or 
problems that were really insignificant, and I gave them such impor-
tance. Now I see the situation a different way and even laugh about 
how I would give such importance to things that don’t deserve it.

psyChiatrist: Wow! Now you have a much broader perspective . . . 

Client: The way I think about things now is very different from how I 
used to think before.
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psyChiatrist: How has it changed?

Client: I see things in a more grounded way—more realistically—is 
what I have noticed. I see things more naturally, I see that some 
things really aren’t important.

psyChiatrist: Wow, those are some pretty important changes!

Client: It’s as if they had taken everything off me, all the negative 
things. I hope it continues . . . 

psyChiatrist: The negative things are gone . . . is what you are say-
ing . . . 

Client: Yes, I don’t have them anymore.

psyChiatrist: Good, good.

Client: And another thing I have really noticed is that the fears I had 
have disappeared, I mean, I don’t feel those fears anymore.

psyChiatrist: That sounds great! So, how has it been for you taking 
your medication regularly?

Client: I am taking it at the same time, always. I started thinking, what 
is a good time to take the medication? What time do I go to sleep? 
At what time do I get hungry? And I think it’s a good time for me 
to take the medication.

psyChiatrist: You have established a routine for yourself. Do you have 
any concerns or questions about the pills, any obstacle that inter-
feres with you taking it?

Client: No.

psyChiatrist: None.

Client: No.

psyChiatrist: Well, if at any point any questions arise . . . 

Client: Yes, if I see anything or have any questions about the treatment, 
I will let you know right away.

psyChiatrist: Perfect.

Throughout, the psychiatrist conducting MPT works collabora-
tively with the client to identify and overcome any obstacles to treat-
ment adherence and retention that may arise. The main methods used to 
achieve these goals are open-ended questions, affirmations, reflections, 
and summaries. Close-ended questions and didactic exhortations are 
generally avoided as much as possible because they tend to disrupt the 
client’s momentum by turning attention to the clinician as the center of 
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the session, either as the expert in charge of gathering the information 
in order to reach a conclusion or as the primary holder of motivation for 
why treatment is needed. Of course, some clinical situations require the 
psychiatrist to move away from the specific task of building motivation 
in order to address a critical issue such as suicidal or homicidal ideation 
or to assess for potentially dangerous side effects (e.g., rash). At these 
times, the psychiatrist follows a technique of “bracketing,” specifically 
stating the need to explore in more detail what the client is reporting 
before proceeding with the rest of the session. The clinician then con-
ducts the necessary assessment and “closes” the bracketed period by 
acknowledging the client for the valuable information provided. When 
it becomes necessary to adjust or switch medication over the course of 
treatment, the clinician works collaboratively with the client to reach 
decisions about changes in medication dosage or type. After obtaining 
permission from the client to offer options or suggestions, the clinician 
presents the client with several alternatives to address the situation (i.e., 
wait another week to see if there will be greater improvement, increase 
the dose, or switch to another medication). In effect, the psychiatrists 
share with the clients their own thinking about possible next steps and 
invite the clients to suggest their own treatment modifications. The sce-
nario below is a particularly interesting example of this approach, as it 
depicts a patient who, when offered treatment options, opts for a more 
aggressive approach than the psychiatrist.

The client comes to the Week 4 visit complaining about troublesome 
headaches over the past 2 weeks. So far, he has had minimal improve-
ment in his depressive symptoms and attributes the headaches to a side 
effect of the increase in sertraline dose to 75mg 2 weeks earlier. Below, 
the clinician and the client discuss possible steps to deal with the head-
aches. Although the client does not express ambivalence about continu-
ing in treatment, this combination of minimal improvement and bother-
some side effects suggests high risk of treatment discontinuation. In such 
situations, psychiatrists tend to favor a more cautious approach to treat-
ment in order to minimize discomfort from side effects and the potential 
for early treatment discontinuation.

psyChiatrist: So, you have been at 75 mg these 2 weeks and we have 
various alternatives, and I would like to discuss them with you to 
see what you think. One idea is to keep the medication at 75 mg 
another 2 weeks, see how things go, and see if, even though you 
are having the headaches, they are decreasing. The other is that we 
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can reduce the medicine to 50 mg, and the other alternative is that 
we raise the medication a little bit to 100 mg, which would be two 
50-mg tablets. Remember that I am the expert in medications but 
you are the expert in your body, and you are the one who is feeling 
these things and you decide if you are willing to tolerate more or 
less of what you are feeling. What are you thinking? What are your 
ideas about this?

Client: Well, yesterday and today I took the medication, and the head-
ache is a little . . . 

psyChiatrist: It’s disappearing, it’s less now.

Client: . . . like if the pill, the body is adapting.

psyChiatrist: It has adapted a bit better. So, how does that affect your 
decision—would you like to keep it at 75 mg or raise it a little bit? 
What would you like?

Client: I would like you to raise it to 100 mg. I think that’s better.

psyChiatrist: Yes, we can do that. Remember, if anything happens dur-
ing the week, give me a call, and I would be happy to help you deal 
with it. And if you see that you cannot tolerate the 100 mg, drop it 
to 75 mg. As you said you observed at the beginning, there are some 
side effects and after some time they diminish. So, what do you 
think? We do that then?

Client: Yes, of course.

psyChiatrist: Fine, then let’s raise it to 100 mg. And we can wait and 
see what happens over the next 2 weeks, although—remember—if 
you need to, call me before our next appointment.

The format of these “typical” MPT sessions is augmented in Weeks 
0, 1, 4, and 8 with a more structured series of processes and tasks to 
yield four “enhanced” sessions. These additional techniques address key 
reasons for nonadherence in antidepressant trials (Demyttenaere, 1997, 
1998; Pekarik, 1992) and were placed early in the treatment process in 
order to build and maintain the client’s motivation to begin a course of 
antidepressant medication. The timing of these “enhanced” sessions also 
allowed us to target adherence concerns and behavior prior to the biggest 
wave of discontinuation from mental health treatment, which comes after 
the first or second session in the general population, with Latino ethnicity 
particularly associated with nonretention after three or more visits (Olfson 
et al., 2009). The enhanced sessions are described in more detail below.
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Week 0: Building Motivation to Change and Addressing Obstacles  
to Change

The specific objective of this session is for the client to decide to begin 
antidepressant therapy. This first session begins by affirming the cli-
ent’s attendance and briefly presenting what the session entails, ending 
with a question to the client about what he or she thought of the plan 
for the session. After exploring how the depression has been affecting 
the client’s life, the psychiatrist inquires about any concerns the client 
has about taking antidepressants. If the client is hesitant to report any, 
the psychiatrist presents those typically expressed by other clients in 
order to normalize having concerns and facilitate their expression dur-
ing the session. The specific concerns suggested by the clinician were 
drawn from previous research with depressed Latinos at our clinic and 
include “Antidepressants are addictive,” “Taking medicines harms the 
body,” and “Taking medication means the person is crazy” (Vargas et 
al., in press). Also helpful in eliciting concerns is beginning the inquiry 
indirectly by asking about what the client has heard from others about 
antidepressants, with this serving as an effort to reduce the client’s anxi-
ety about challenging the psychiatrist early on. Framing this question 
about “medicines for nervios [nerves]” instead of “antidepressants” is 
particularly useful for clients who are less familiar with biomedical ter-
minology. To prevent the discussion of concerns from overwhelming the 
session, a list of concerns is generated at the beginning of the session 
but addressed later, just prior to discussing whether the client will begin 
treatment.

At this point, the focus of the session shifts to building an aware-
ness of the importance of entering treatment. The approach used is to 
explore important values in a client’s life and how these values have 
been affected by the depression (Miller & Rollnick, 2013). These value 
explorations can be a powerful way to accentuate the discrepancy 
between the client’s current state and how he or she wishes to be (Grube, 
Rankin, Greenstein, & Kearney, 1977; Rokeach, 1973; Schwartz & 
Inbar-Saban, 1988). Values “card sorts” have often been used in MI 
to facilitate the exploration of values and elicit change talk (Graeber, 
Moyers, Griffith, Guajardo, & Tonigan, 2003; Miller, C’de Baca, Mat-
thews, & Wilbourne, 2001; Moyers & Martino, 2006). In MPT, clients 
are handed a deck of 24 cards with a single value listed on each card 
(including two blank cards enabling the client to identify personal values 
not included in the deck) and asked to select the three most important 
values. The actual values were derived from our clinical experience with 
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Latino clients and included a range of life areas, such as “Being a good 
mother,” “Not losing hope,” “Supporting my family in my country,” 
“Working,” and “Devotion to God.” The psychiatrist evokes an account 
of the importance of these values and selectively reflects statements to 
accentuate their importance in the client’s life prior to the onset of the 
depression. Once the chosen values are explored, the clinician summa-
rizes the discussion and asks how the depression has affected the client’s 
ability to live by and pursue those values. The desired discrepancy is cre-
ated as the client experiences the gap between his or her current condi-
tion and where he or she would like to be. For example:

“I see that for you there are numerous things that are important to 
you related to your family, to being calm, to being happy and not 
losing hope, and with going to church and raising your children in a 
Christian way. How has your depression affected those things—the 
caring for your children, not losing hope, those things?”

Having set the stage by accentuating the sense of discrepancy for 
the client and identifying the depression as its source, the psychiatrist 
then follows up with a key question about the client’s plans to cope with 
the situation. This question usually is: “So, what do you make of all 
this?” or “So, what do you think you need to do now?” Since the values 
exercise has typically built the importance of overcoming the depres-
sion and the client is attending the first session of a treatment based on 
antidepressants, responses to this question often focus on needing (an 
example of change talk) to do something about the depression, including 
a comment about “giving this medicine a chance.” The psychiatrist then 
responds to these statements with reflections in order to highlight and 
magnify the client’s decision to change (e.g., “You really are fed up with 
the problems the depression is causing for you, and you are willing to try 
a new way of coping with it”).

Once some motivation to enter treatment begins to emerge, the psy-
chiatrist addresses the concerns about antidepressant therapy expressed 
earlier in the session. Consistent with an MI style, the psychiatrist uses 
an elicit (concerns about treatment)–provide (information about treat-
ment)–elicit (reaction from client) approach in order to personalize 
information or recommendations to address a client’s specific concerns 
and to maintain a collaborative relationship. This approach also avoids 
giving information that is already known. When necessary, the psychia-
trist also asks permission to offer information about MDD, antidepres-
sants, and how other clients have dealt with similar concerns. Once this 
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step is completed, the focus shifts to providing the client with informa-
tion about his or her own antidepressant therapy (i.e., choice of medica-
tion, dosing, frequency, speed of effect). In order to retain engagement 
in this discussion, after every two to three points the psychiatrist asks 
the client for feedback and whether he or she wants more information. 
Clients are also handed an information sheet with frequently asked ques-
tions about antidepressants and given the option of reviewing these on 
their own after the session. The interactions and decisions about treat-
ment are framed collaboratively, with the psychiatrist explicitly stating 
that it is the client’s decision whether to begin treatment and that deci-
sions as to changes in dosing or medications will be made jointly. Clients 
who express their willingness to start antidepressant therapy are given 
the study medication; those who remain ambivalent are asked to return 
to the next appointment to continue discussing treatment options. The 
session ends with a general prophylactic statement about clients who, 
at times, decide not to continue with treatment after leaving the ses-
sion. Even if the client discontinues the medication, he or she is asked 
to return for the next appointment in order to discuss what led to this 
decision.

Week 1: Building Confidence to Adhere to Treatment

The second session focuses on building confidence and self-efficacy 
toward treatment retention and medication adherence. It also continues 
to address a second goal in MI, reducing obstacles to change, and intro-
duces a third goal, maintaining motivation to change.

Following the standard opening previously described, the focus 
shifts to two exercises. The first, a confidence ruler (Rollnick, Butler, 
& Mason, 1999), asks clients about adherence: “On a scale of 0 to 10, 
where 0 is not confident at all and 10 is very confident, how confident 
are you that you could take this medication daily?” The follow-up ques-
tion, “Why is it a [client’s number] and not a 0?,” elicits from the cli-
ent statements of self-confidence and commitment to the treatment (i.e., 
“Because I have gotten through worse,” “Because I take my other medi-
cations every day,” “Because I know that once I set my mind to some-
thing I do it”). Only then does the psychiatrist ask the client what it 
would take to move him or her from the chosen number up a couple of 
numbers. This is often helpful in identifying other obstacles to medica-
tion adherence that can be subsequently addressed.

The second confidence-building exercise asks the client about a 
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success story, but with a twist. Clients are asked to recall a challenge 
they were unsure of accomplishing at first but which turned out well 
because of their perseverance. Clients unable to provide an example are 
asked about situations common to this client population, such as obsta-
cles encountered in the process of migration or challenges in raising their 
children with limited resources in often dangerous inner-city environ-
ments. Throughout the story, psychiatrists selectively reflect statements 
of self-confidence and determination and explore what clients did when 
they lost hope of achieving their goal. The purpose of the exercise is to 
help clients recognize their perseverance in the face of challenges, which 
can easily be overlooked amid one’s depression. The exercise ends with 
the psychiatrist linking the client’s perseverance in that successful past 
situation with the expected positive effect of persevering in treatment in 
order to overcome his or her depression. The rest of the session follows 
the typical format of MPT sessions.

Week 4: Maintaining Commitment and Addressing Obstacles  
to Treatment Adherence

The goal of this session is to maintain motivation to change by reviewing 
the client’s progress and reinforcing his or her commitment to change. 
The session also focuses on exploring and overcoming obstacles to treat-
ment adherence.

Only one additional procedure is added to the typical MPT format 
in this session. During the discussion of medication adherence, the cli-
ent is presented with a list of 21 obstacles, written in individual bub-
bles, which were culled from our formative work with depressed Lati-
nos (Lewis-Fernández, 2003). Using a list normalizes the presence of 
obstacles by indicating that others have faced similar difficulties. This 
procedure helps the client express the obstacles affecting him or her 
and work collaboratively with the psychiatrist to overcome them and 
remain in treatment. Items include “I don’t want people to think I am 
crazy,” “I forget to take the pills,” “They have too many side effects,” 
and a blank bubble for other unlisted concerns that are then identified. 
The obstacles identified are then problem-solved collaboratively, first 
by evoking solutions from the client and then by supplementing these 
solutions if necessary through the elicit–provide–elicit approach. Clients 
who do not report any obstacles are affirmed for their commitment to 
treatment and invited to raise future obstacles as needed during subse-
quent sessions.
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Week 8: Maintaining Commitment and Addressing Obstacles  
to Treatment Completion

The final enhanced session focuses on reinforcing the client’s commit-
ment to change by celebrating his or her achievements and success at 
tackling obstacles to treatment adherence and retention. These goals are 
achieved through two exercises.

First, the psychiatrist again checks in with the client about possible 
obstacles to continuing in treatment, using a list of 14 obstacles that are 
prominent during the middle stages of treatment, typically after the onset 
of improvement. We compiled the list from our formative work with this 
population, with such obstacles including: “I don’t want to be addicted 
to the pills,” “I feel better already,” “Stopping the pills would tell me 
if I still need them,” as well as a blank statement (“      ”) to 
be filled in by the client for concerns not specifically listed. The client 
is then asked about his or her thoughts regarding premature termina-
tion to address any concerns that might interfere with the guideline-
concordant duration of care for that client. As in Week 4, clients who do 
not express concerns are invited to raise them anytime in the future as 
needed. Although evoking potential obstacles to treatment continuation 
with clients who are adherent appears inconsistent with MI, we wanted 
to facilitate and normalize this type of discussion so that, if thoughts of 
discontinuing treatment arose in the future, the clients would feel com-
fortable raising them on their own before taking action.

The second exercise focuses on emphasizing the discrepancy between 
clients’ current state and their baseline condition in order to reinforce 
commitment to the treatment and maintain motivation to change. Cli-
ents are asked about two things: (1) how things have changed since the 
onset of treatment and (2) how they currently view the future as com-
pared to their baseline visit. In the ensuing conversation, the clinician 
selectively reflects and explores change talk in order to link the person’s 
improvement with his or her participation in antidepressant therapy and 
thereby maximize adherence. The exercise ends with the psychiatrist’s 
providing a summary of the changes the client has reported and offering 
affirmation for his or her sustained commitment to treatment.

Thoughts about premature termination are frequently reported dur-
ing this MPT session, including but not exclusively in response to the list 
of potential concerns presented at the beginning of the session. Often 
these thoughts are related to the onset of initial improvement. Below, 
we illustrate how a psychiatrist negotiated a client’s decision to termi-
nate treatment prematurely at Week 20. MPT allowed the psychiatrist to 
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disagree with the client’s decision while also reinforcing the latter’s role 
in decision making. Through an MI-consistent approach, the client and 
the clinician were able to reach a joint solution that reduced the client’s 
ambivalence and allowed him to remain in treatment.

After achieving substantial improvement on 25 mg of sertraline 
during the first weeks of treatment, a client’s baseline symptoms of 
depression and anxiety reemerged between Weeks 8 and 16. The client 
and the psychiatrist decided to increase the dose to 50 mg during their 
Week 16 visit, to consolidate treatment gains. The client then returned 
for his session in Week 20 reporting headaches, nausea, heart palpita-
tions, and diarrhea for 4–5 days after taking the increased dose. He had 
reduced the dosage on his own to 25 mg, but (given the improvement in 
symptoms he had already sustained) the client concluded that his body 
was rejecting the medication and discontinued sertraline 5 days before 
the Week 20 visit, insisting he could not take this medication or any of 
the other antidepressants in the study. He was attending the session to 
inform the psychiatrist about what he had done. After exploring the 
client’s decision and empathically reflecting the client’s experience, the 
psychiatrist (in the transcript below) reaffirms the client’s autonomy in 
deciding to take medication and moves to establish a plan:

psyChiatrist: So, what would your plan be—what would be the next 
step?

Client: You are the doctor, so you decide . . . and we had decided that I 
would take the medication for the next 9 months, but since I had to 
stop the medication—not because I wanted to but because my body 
was rejecting it—I would like to continue with the treatment for the 
9 months and see how my body is doing without the medication 
during these 3 months. I don’t know if you would be in agreement 
with that.

psyChiatrist: So continuing to come, but evaluating the need for the 
medication; not necessarily taking it, but evaluating how you con-
tinue without it and seeing if there is a need for change.

Client: If you want to, you can even give me the medications, though I 
wouldn’t take it. And if there is a problem, I would have it there . . . 

psyChiatrist: To take.
Client: Yes, to take if anything happens. But more than anything I 

would like you to do an evaluation of these 3 months to see what is 
my reaction to not taking the medication.

psyChiatrist: What you propose is interesting. I understand that it’s 
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like an extended evaluation, like continuing to evaluate you without 
necessarily taking the pill, depending on what happens. I think it is 
fine. It’s a process during which we evaluate jointly what needs to 
be done.

Client: You are the specialist here, and you are the one that knows 
much more about these things.

psyChiatrist: I think this is fine in principle. Let me tell you what I am 
thinking, and we can talk about it, OK? The positive aspect of what 
you are proposing is that we can evaluate your situation without 
you necessarily taking the pill. Nobody would be forcing you to 
take something that your body is telling you that it—at this specific 
time—shouldn’t take. . . . The advantage to this is that we can con-
tinue to evaluate you without you having to take the medicine, and 
that might be the most advantageous thing for you, since your body 
is sending you a message.

Client: Because in reality, if I have been with this treatment so long, I 
would like you to continue treating me in this manner and see what 
happens.

psyChiatrist: Yes, I think that is perfectly fine. The concern that I 
have—and it’s a concern that we can talk about and don’t have to 
reach a decision about today—is that there is a risk that the depres-
sion might return more quickly if you take the medication for less 
time. That is, you have been taking the medication for a few months, 
and that is good, you have that treatment in your body, no one can 
take that from you, and it might be sufficient to protect you.

Client: It’s 6 months since I have been taking the medication, and I 
think that if I would have taken the medication for 9 months it 
would have been much better for me—but in this case it’s not me 
who is making the decision.

psyChiatrist: Yes, it’s your body.

Client: Yes, my body, and if I continue taking medication it can have 
consequences—be it headaches or vomiting—that could start.

psyChiatrist: I understand. The only thing I might add is that pos-
sibility of a slightly higher risk that the depression might return. 
On the one hand, stopping the medication will not do anything to 
your body and, on the other hand, is the slightly higher risk that 
the depression might return. That is the balance that we have to 
consider. And, really my role is to provide you with information so 
we both have the information that is necessary to make a decision.
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Client: If it were for me . . . I am supposed to take the medication 
longer, and if it were possible, I would continue to do so. But in 
reality—maybe it sounds illogical—but really it’s my body that is 
rejecting the medication.

psyChiatrist: No, I hear that, that is very clear. How about if we do the 
following, because I like your plan. We are in agreement about you 
staying in treatment for 9 months, evaluating you and seeing you. 
What we would do during the visits is ask you how you are doing 
and, based on that, decide if it’s worth trying to start the medication 
again or not. And we continue another month with that decision, 
and in the following visit we do the same and we continue that way. 
How does that sound?

Client: Yes, yes.

psyChiatrist: And if that is what happens for the next 3 months, fine—
you don’t restart it. If there is a change . . . we’ll decide on a month-
to-month basis. I can even give you some medication in case you 
decide you want to take some so you have them available—if not, 
no. Like you suggested, having them there just in case.

Client: Yes, I actually brought back the pills I didn’t take, so I can take 
those back with me. I don’t like to take medication unless I have to, 
and right now I don’t need them.

psyChiatrist: And really, you are telling me that you are feeling really 
well right now . . . 

Client: Yes, I feel well—like I told you earlier, it’s like I feel strong, posi-
tive, so I don’t think I will need the medication right now. But, as 
you say, maybe in the future I might relapse.

psyChiatrist: Well, but I think it is fine for us to continue talking about 
it and without any pressure that you should do one thing or another, 
we can do whatever we think will work.

Client: No, I really want to keep coming here, and I am hoping that my 
decision to stop taking the medication will not change anything in 
the treatment.

psyChiatrist: I agree, the idea is to continue with the treatment. Per-
fect. Let’s do that.

Subsequently, the client asked the psychiatrist about how the antide-
pressant works in the body and how long the medication would remain 
in his system, questions that the psychiatrist answered. Although the 
psychiatrist took time to understand the client’s experience and his 
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ambivalence about continuing to take the medication, the whole session 
lasted only 19:58 minutes. The client returned for his session on Week 
24 reporting that, 10 days after his previous session, he restarted the 25 
mg of sertraline after the depressive symptoms reemerged. He continued 
to take the medication with sustained improvement and completed all 
36 weeks of treatment.

MPT demonstrates how MI can be embedded into psychopharma-
cotherapy in order to address ambivalence about medication adherence 
in a manner that is feasible in clinical practice. This integration results 
in a substantially different approach to interacting with mental health 
clients during medication treatment. In our experience, MPT results in 
a client–clinician interaction that is more client-centered, collaborative, 
and personalized than standard psychopharmacotherapy. One major 
contribution of MI to pharmacotherapy is how it recasts the relation-
ship between the clinician and the client as one of equal experts who 
explore together what course to follow. Whereas clinicians are experts 
in antidepressant therapy, clients are experts in their treatment expecta-
tions, subjective medication effects, barriers to treatment, and capacities 
to overcome these barriers. Within the MI framework, clients’ expertise 
is even more crucial to the success of the therapy, since the decision 
whether to adhere to the treatment ultimately rests with them. Second, 
MI brings to pharmacotherapy its emphasis on basic counseling skills 
(i.e., open-ended questions, affirmations, reflections, and summaries) 
during the pharmacotherapy encounter. This contribution reshapes the 
interaction from one focused primarily on assessing and prescribing to 
one centered on understanding the client’s experience with the treat-
ment and responding accordingly. Such an approach fosters improved 
communication and engagement between clinician and client and also 
enables the clinician to more fully understand the obstacles to adherence 
that may arise as well as the personal strengths that the client brings to 
the therapy that can be used to overcome these obstacles.

Third, MI contributes to pharmacotherapy a strong focus on foster-
ing in clients a desire to overcome their depression through antidepres-
sant therapy as well as a belief in their ability to overcome barriers to 
achieve their desired goal. In MPT, the clinician becomes attuned to 
the stream of change talk in order to gauge and influence the momen-
tum of the session. This is not a primary focus of standard pharmaco-
therapy sessions, where the emphasis is placed instead on illness his-
tory, current symptoms, side effects, adherence to dosing, and so on. 
By contrast, in MPT the psychiatrist tends to spend less time pursuing 
multiple details about symptom changes, for example, and more time 
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managing the client’s motivation, obstacles to adherence, and strategies 
to enhance it. This means the psychiatrist has to trust that, by inquir-
ing generally about the client’s condition, he or she will raise important 
symptoms, side effects, and concerns, and that only occasionally will a 
more detailed assessment be necessary. In many practitioners, this may 
raise concerns about missing some basic information, and the psychia-
trists in our trial faced this worry during the development of MPT. Yet, 
it is important to balance this concern with the realization that by over-
focusing on symptom elicitation the client may be lost to early termina-
tion. In effect, MPT does not consist of adding a series of MI techniques 
to what occurs in the standard pharmacotherapy sessions; instead, MPT 
requires that the pharmacotherapist limit some of the typical approaches 
used during these sessions and replace them with an interaction that 
is more consistent with MI. In so doing, the length of these sessions 
remains comparable to that of standard pharmacotherapy and compat-
ible with routine psychiatric practice (Lewis-Fernández et al., 2013).

Research Findings

Findings from our pilot study showed that only 20% of the 50 first-
generation Latino clients with MDD in the study discontinued treat-
ment by Week 12, with a mean therapy duration of 74.2 out of 84 
days. Clients’ symptoms, psychosocial functioning, and quality of life 
improved significantly. After 12 weeks of treatment, 82% of clients were 
considered “responders” (defined as a ≥ 50% drop in depression symp-
toms) and 68% “remitters” (responders with a final symptom score in 
the normal range). Compared to published Latino proportions of nonre-
tention (32–53%) and previous studies at our clinic with similar samples 
and medications using standard psychopharmacotherapy (36–46%), 
these findings suggest that MPT may be effective in reducing treatment 
nonretention among depressed Latino clients who seek antidepressant 
therapy. Data analysis of the randomized clinical trial comparing MPT 
to standard antidepressant therapy is now in progress.

Another MI-based approach to improving antidepressant adher-
ence that is called motivational enhancement therapy for antidepressants 
(META) uses psychotherapists to deliver the intervention (Interian et al., 
2010, 2013) rather than targeting the behavior of the prescribers them-
selves. META is a three 60-minute-session intervention that was devel-
oped through an iterative process that identified Latino cultural values 
and beliefs that could affect antidepressant adherence and incorporated 
these into the intervention (Interian et al., 2010). While empathizing 
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with participants’ concerns about antidepressant therapy, META also 
evokes their motivation to overcome the depression. Specific compo-
nents include providing targeted antidepressant information, nonjudg-
mental sharing of adherence feedback, exploring previous episodes of 
nonadherence, anticipating and problem-solving potential barriers to 
future adherence, and sending a written adherence plan by mail.

In the pilot study assessing the efficacy of the intervention, par-
ticipants were randomized to usual care (UC) or usual care plus META 
(Interian et al., 2013). Two META sessions were provided between the 
baseline and the 5-week assessments, with a booster session between the 
5-week and 5-month assessments. Study participants received natural-
istic psychopharmacologic/psychotherapeutic care from their usual pro-
viders, whose content was not altered for the study. META participants 
showed significantly higher antidepressant adherence than UC clients at 
5 weeks (72.9% vs. 40.8%; p < .01) and 5 months (61.5% vs. 31.7%; 
p < .01). At 5 months, half of the META participants achieved symptom 
remission based on the Beck Depression Inventory–II, compared to only 
20.8% of usual care participants. Thus, META appears to be another 
promising MI-based approach to improving antidepressant adherence.

Potential Problems

While MI approaches to improving retention and adherence in antide-
pressant therapy appear promising, study results to date also highlight 
that these interventions are not successful for all clients. Clearly there is 
a need to understand for whom MPT and META are most helpful, but 
we also need to understand for whom they are not and, potentially, for 
whom these approaches may be contraindicated.

A second challenge focuses on who would provide the interven-
tion. The two interventions discussed offer different approaches, each 
with their pros and cons. A benefit of MPT is that it does not require 
visits with other mental health professionals since it is conducted by 
the prescriber him- or herself. This also allows the prescriber to con-
tinually assess the client’s motivation to remain in treatment throughout 
the course of pharmacotherapy and immediately address concerns that 
might otherwise lead the client to premature discontinuation. However, 
the typical 2–3 days of training plus follow-up coaching that were used 
to develop expertise in MPT may not be feasible in all settings, especially 
in community mental health centers, where psychiatrists face substantial 
clinical responsibilities and resource limitations. It is possible that in 
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some settings the use of adjunct providers to conduct the motivational 
intervention (as was done with META) may be more feasible. However, 
META has only been tested with doctoral-level psychologists, who are 
also frequently unavailable in low-resource settings. Research has shown 
that MI can be learned by providers with a wide range of formal training 
in psychotherapy and counseling. One possible future step for META is 
to test its feasibility and effectiveness among providers with less formal 
clinical training.

Lastly, the psychiatrists who provided MPT found it to be a signifi-
cant shift in the way psychopharmacotherapy sessions are conducted. 
Not all clinicians will necessarily be comfortable with this approach, 
especially in terms of its emphasis on client autonomy. With depressed 
clients, we saw this discomfort manifested in two ways. First, it resulted 
in clinicians’ providing less information than usual when prescribing 
medication, which occurs when clients answer “no” when asked by the 
provider whether they want additional information about the medica-
tion. Second, it more explicitly leaves the decision whether or not to take 
medication in the hands of the client. This challenge may be particularly 
difficult with certain client populations, such as those who are psychotic 
or suicidal, and may be perceived as colluding with a potentially very 
negative outcome. Psychiatrists also had to adapt to not assessing many 
specific symptoms at every visit and to trusting that open-ended ques-
tions would reveal the client’s condition sufficiently to evoke critical 
information.

Conclusions

Both MPT and META appear to be promising interventions for improv-
ing adherence and retention in antidepressant therapy. Although the 
interventions vary in their structure and their provider, MI clearly 
informs them both, as can be seen in the greater focus on empathic 
attunement to the client’s concerns about medications, the use of values 
to build motivation, and the personalized approach to providing infor-
mation about antidepressants. This MI-consistent framework stands in 
sharp contrast to what is typically done to encourage clients to take 
antidepressants, where a prescriber, in an expert role, exhorts the client 
about the benefits of the medication to convince him or her to initiate 
treatment. Concerns and expectations about medication are often mini-
mized as obstacles that can be easily overcome and should not be allowed 
to impede medication taking. While this approach may be sufficient for 
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some clients considering antidepressants, MPT and META have the 
potential to improve treatment adherence, retention, and other clinical 
outcomes among a broader segment of clients prescribed antidepressants 
who might benefit from a more nuanced discussion that considers their 
concerns as well as the potential benefits of the medication.

A natural next step for META and MPT is to assess their effect on 
treatment adherence and retention in other clinical and cultural popula-
tions. MI has been used to augment engagement in psychotherapy and 
pharmacotherapy among clients with anxiety disorders and schizophre-
nia (Drymalski & Campbell, 2009; Graeber et al., 2003; Merlo et al., 
2010; Simpson et al., 2010; Westra, Arkowitz, & Dozois, 2009), and 
these interventions may inform us as to how best to adapt MPT and 
META to these populations.

It is not surprising that both MPT and META proved amenable 
to cultural tailoring to first-generation Latinos, as MI is currently used 
throughout the world, and research has shown it to be effective across 
diverse cultures and social groups (Hettema et al., 2005). This experi-
ence suggests that META and MPT would be amenable to tailoring to 
other cultural groups. It is important to note that research applications 
of both interventions had the luxury of ethnic matching between clients 
and providers, something that is often not possible in community clini-
cal settings. More research is needed on how MI processes may differ 
in culturally matched versus nonmatched interactions as well as on the 
added value of formal cultural tailoring of MI interventions to specific 
cultural groups.

Lastly, a study comparing MPT and META would also be very 
valuable, especially in identifying which clients might benefit the most 
from each of the approaches as well as to formally study the challenges 
of implementing the interventions in community clinical settings.

While the efficacy of MPT in improving treatment retention and 
adherence among depressed Latinos awaits the completion of the current 
randomized clinical trial, and META has only been studied in a pilot 
trial, our experience to date suggests that both MI-based interventions 
may be valuable tools in helping clients engage in pharmacotherapy. This 
would greatly facilitate their ability to participate in an efficacious treat-
ment that is likely to result in symptomatic and functional improvement.
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chaPter 10

Motivational interviewing 
in treating addictions

william r. Miller

“addiction” has long been a generic term applied to a wide range of 
excessive behaviors (Peele, 1985), and it is the title of one of the oldest 
scientific journals in this field. Addictions occur all along a continuum, 
though the term is sometimes associated only with the more severe 
end of the spectrum. Consistent with a public health model, the fifth 
edition of the Diagnostic and Statistical Manual of Mental Disorders 
(American Psychiatric Association, 2013) removed the prior distinction 
between “abuse” and “dependence” and recognized substance use dis-
orders as continuously distributed. Alcohol use disorders, for example, 
vary along a continuum including risky use, harmful or problematic use, 
and dependence (Institute of Medicine, 1990; Miller & Muñoz, 2013). 
Alcohol, tobacco, and other drug use are increasingly recognized as pub-
lic health issues that should be addressed in mainstream health care.

Addiction and Motivation

Motivational interviewing (MI) began as a tool for the treatment of alco-
hol problems (Miller, 1983) and quickly found applications in address-
ing other drug and gambling problems as well. Addiction is a prototypi-
cal focus for MI because it is fundamentally a problem of motivation. 
I do not mean this in a moralistic sense—that people who suffer with 
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addictions somehow have insufficient or flawed motivations. Rather, 
I mean that the phenomena referred to as addictions involve powerful 
and often conflicting sources of reinforcement (Meyers & Smith, 1995; 
Miller, 2006). Some drugs of abuse directly activate central reward 
channels in the brain. Substance use is also strongly influenced by 
social reinforcement and modeling. Physiological dependence and with-
drawal set up a pattern of negative reinforcement for continued use. The 
broader pattern of behavioral dependence involves progressive detach-
ment from other natural sources of positive reinforcement in deference 
to drug use (Edwards & Gross, 1976). Real or imagined access to val-
ued reinforcers (e.g., financial, social, sexual) can also be tied to alcohol 
and other drug use. Thus, any attempt to derail an addictive behavior 
competes with powerful incentives for continued use. This paradox of 
persistence is characteristic of substance use disorders, which are the 
focus of this chapter, as well as process addictions such as pathologi-
cal gambling (see Hodgins, Swan, & Diskin, Chapter 11, this volume) 
and eating disorders (see Cassin & Geller, Chapter 14, this volume). All 
of these involve behavior that persists despite apparent harm or risk of 
harm, often accompanied by a subjective sense of compromised personal 
control (Baumeister, Heatherton, & Tice, 1994; Brown, 1998; Miller & 
Atencio, 2008).

Yet, despite impaired self-control in addiction, the vast majority 
of people who quit smoking, drinking, or using other drugs still do so 
without receiving any formal treatment. “Disease model” programs ulti-
mately appeal to a personal decision to abstain one day at a time (AA 
World Services, 2001; Nowinski, 2003). Courts seldom find people not 
guilty by reason of alcohol/drug intoxication; more often it aggravates 
rather than mitigates an offense. Whatever the rhetoric, we generally 
tend to treat addictions as a matter of choice.

MI and Other Treatment Methods

In the 1980s and 1990s the clinical style of MI stood in stark contrast 
to dominant models of addiction treatment (Miller & Rollnick, 1991). 
There was a widespread belief, never supported by scientific evidence, 
that people with addictions had a distinctive pathological personality 
characterized by high levels of immature defense mechanisms such as 
denial. In fact, in the first two editions of its Diagnostic and Statistical 
Manual the American Psychiatric Association (1968) classified alcohol/
drug problems among the personality disorders. This categorization 
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served as a rationale for a highly confrontational treatment style that 
was thought to be essential for overcoming denial (e.g., Janzen, 2001) 
but that proved to be largely ineffective or even harmful (White & 
Miller, 2007). Ultimately even Hazelden, the flagship program of the 
Minnesota model (Cook, 1988a, 1988b), renounced such confronta-
tional methods (Hazelden Foundation, 1985). The field was ready for a 
different approach.

Happily, there is now an impressive menu of evidence-based treat-
ment methods available for those seeking help with substance use disor-
ders (Fletcher, 2009; Miller, Forcehimes, & Zweben, 2011). The com-
munity reinforcement approach seeks to establish or reestablish natural 
competing sources of reward that do not depend on substance use (Mey-
ers & Miller, 2001; Meyers & Smith, 1995; Smith, Meyers, & Miller, 
2001). Families can learn to support sobriety (Meyers & Smith, 1997; 
Meyers & Wolfe, 2004), and pharmacotherapies can block some of the 
incentive properties of alcohol and other drugs (O’Malley & Kosten, 
2006). Twelve-step programs provide an immediate social support com-
munity for sobriety (Longabaugh, Wirtz, Zweben, & Stout, 1998). MI 
is thus just one clinical tool within an array of options. It can be com-
bined with other evidence-based treatment methods (e.g., Anton et al., 
2006; Obert et al., 2000), and doing so can increase the efficacy of both 
treatments (Hettema, Steele, & Miller, 2005). MI can also be delivered 
effectively within brief health care consultations (Rollnick, Miller, & 
Butler, 2008).

Rationale for MI in Addiction Treatment

Historically many addiction programs have assumed and even required 
readiness for change as a prerequisite for treatment. The popular (and 
circular) concept of “hitting bottom” implies a sufficient course of suf-
fering to trigger change, and people who did not appear to be adequately 
motivated or compliant were sometimes told, “Come back when you’re 
ready.”

Dissemination of the transtheoretical model of change (Prochaska 
& DiClemente, 1984) suggested, in contrast, that people’s readiness for 
change is malleable and that it is an important part of the clinician’s task 
to help increase clients’ readiness for change. Initial descriptions of MI 
proposed that the high levels of “resistance” being experienced in addic-
tion treatment were largely the product of a confrontational counseling 
style. If people are ambivalent about their substance use, then a counselor 
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strongly voicing prochange arguments would predictably evoke from cli-
ents the other side of their ambivalence, namely, counterchange argu-
ments. Within MI the interviewer seeks to arrange the conversation so 
that it is the client who makes the arguments for change. In essence, 
clients talk themselves into (rather than out of) change by voicing their 
own motivations. Subsequent process research supports this relationship 
of client speech to treatment outcome (Miller & Rose, 2009) and con-
firms that MI-consistent counseling increases client change talk (Glynn 
& Moyers, 2010; Moyers, Houck, Glynn, & Manuel, 2011; Moyers & 
Martin, 2006).

Furthermore, evidence was accumulating that client outcomes vary 
widely, depending on the therapist who provides treatment (Najavits 
& Weiss, 1994; Project MATCH Research Group, 1998). In random 
assignment studies, clients with the most favorable outcomes were those 
who had been treated by therapists with high levels of empathic and 
other client-centered counseling skills, as described by Rogers (1965; 
Truax & Carkhuff, 1967), whereas low therapist empathy was asso-
ciated with poor outcomes (Miller, Taylor, & West, 1980; Moyers & 
Miller, 2013; Valle, 1981).

MI is not the only strategy designed to enhance motivation for 
treatment and change. Coercive interventions were developed to pres-
sure “unmotivated” people into treatment (Johnson, 1986; Trice & 
Beyer, 1984). Although the traditional Johnson Institute intervention 
can engage in treatment a minority of those who initially refuse to seek 
help, many families ultimately refuse to go through with it (Miller, 
Meyers, & Tonigan, 1999), and the Johnson Institute itself no longer 
offers this approach. The community reinforcement and family training 
(CRAFT) approach is effective in engaging about two-thirds of initially 
unmotivated alcohol/drug users in treatment by working unilaterally 
through concerned family members (Azrin, Sisson, Meyers, & Godley, 
1982; Meyers, Miller, Hill, & Tonigan, 1999; Meyers, Miller, Smith, & 
Tonigan, 2002; Meyers & Smith, 1997; Meyers & Wolfe, 2004; Miller 
et al., 1999).

Research on MI and Addictions

Perhaps the most persuasive reason to learn and practice MI is the sub-
stantial evidence base for its efficacy as a brief intervention in addiction 
treatment. Among the more than 200 randomized trials of interventions 
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identified as MI or MI-related, the largest body of trials still focuses on 
alcohol/drug problems.

One evaluation design has compared MI as a brief intervention with 
no intervention or simple advice. Meta-analyses reflect significant ben-
efit from MI in addressing alcohol, tobacco, and other substance use 
problems, with effect sizes varying widely across studies and averaging 
in the small to medium range (Burke, Arkowitz, & Menchola, 2003; 
Lundahl et al., 2013; Lundahl, Kunz, Brownell, Tollefson, & Burke, 
2010).

A different type of trial contrasts MI with other evidence-based 
treatment methods, with the MI intervention typically involving fewer 
sessions. Such studies typically find no difference in client outcomes 
despite the lesser intensity of MI interventions (Hettema et al., 2005; 
Project MATCH Research Group, 1997; UKATT Research Team, 
2005). That is, briefer MI often (though not always) yields effects simi-
lar to those from more intensive treatments and is preferable to placing 
people on a waiting list for treatment (e.g., Miller, Benefield, & Toni-
gan, 1993).

Additive designs have tested the value of combining MI with other 
active treatments. MI can enhance retention and adherence in other 
evidence-based treatments, and this synergistic effect may account for 
why MI has been found to exert longer-lasting effects in additive tri-
als (Hettema et al., 2005). Motivational enhancement therapy (MET) 
combines the clinical style of MI with personalized assessment feedback 
(Ball et al., 2007; Miller, Zweben, DiClemente, & Rychtarik, 1992; 
Project MATCH Research Group, 1997; UKATT Research Team, 2005) 
and may be particularly useful in developing discrepancy (i.e., between 
where one is and wants to be) with clients who show little or no initial 
readiness for change (Miller & Rollnick, 2013).

Addiction treatment outcomes often vary widely across therapists 
working within the same program or therapeutic approach (Anderson, 
Ogles, Patterson, Lambert, & Vermeersch, 2009; Crits-Christoph et 
al., 2009; McLellan, Woody, Luborsky, & Goehl, 1988; Valle, 1981), 
and this is also true with MI (Moyers & Miller, 2013; Project MATCH 
Research Group, 1998). Differences in therapist fidelity and outcomes 
may account for why MI has been found in multisite studies to work at 
some sites and not others (e.g., Ball et al., 2007), because therapists are 
confounded with the sites in which they work. Variations in therapists’ 
MI skills and fidelity in practice also contribute to variability in findings 
across MI outcome trials (Miller & Rollnick, 2014).
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Special Issues and Challenges

Engaging

Engaging is one of the most overlooked tasks and opportunities in addic-
tion treatment. “Intake” is often conceptualized as a fact-gathering 
enterprise that precedes treatment. At one time the public treatment 
agency where I worked required prospective clients to answer 3–4 hours 
of questions over two or three visits with administrative staff. Not sur-
prisingly, many people dropped out before ever seeing a counselor. I later 
discovered that the actual amount of information needed in order for 
us to be paid for a first counseling visit could be gathered in about 20 
minutes. Private for-profit programs are less likely to make this mistake 
as compared to overburdened public programs with long waiting lists. 
Perhaps running the gauntlet of intake is (consciously or not) a kind of 
motivational prescreen.

From my perspective, treatment begins with the first contact. 
Since so many people end up coming for only one session, why not 
give them something useful in their very first visit? After all, as Carl 
Rogers observed, clients already know all of the information that we 
will ask about! Providing MI in the first visit can facilitate change, 
and ironically it can also increase the likelihood that clients will come 
back.

Done well, MI begins with a process of engaging, developing a col-
laborative working alliance. This can begin within a matter of minutes 
and is fostered primarily by the OARS skills (i.e., open-ended questions, 
affirmations, reflective lists, and summaries) derived directly from the 
person-centered approach developed by Rogers and his students. The 
prime objective in engaging is to understand clients’ own experience and 
perspective on their life situation. Even focusing—let alone, evoking and 
planning—comes later. Engaging involves establishing trust and a work-
ing relationship through good listening.

Focusing

Differing goals is a common issue in specialist addiction treatment. 
Often the goal(s) espoused by a provider or program may not be shared 
by the prospective client. This is particularly true when, as has often 
been the case, the announced goal is always lifelong abstinence from 
all psychoactive substances (except perhaps tobacco). People can and 
do make their own choices—so, why not discuss the client’s own goals 
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rather than presumptuously announcing them? Trying to set people’s 
goals for them is likely to evoke reactance.

The challenges of focusing are somewhat different in service con-
texts where the client did not come to discuss substance use. In primary 
health care, for example, people come with more or less specific medical 
concerns. Asking about tobacco use has become routine in health care, 
but screening for alcohol and other drug use is now also encouraged and 
may reveal reason for concern. Substance use may also be related to the 
presenting medical issues. People with substance use disorders are also 
overrepresented among those seen for psychotherapy, social services, or 
in correctional systems. Here the challenge is raising a sensitive topic 
that the client did not necessarily expect to discuss. Asking permission 
is useful here when such discussion is indicated: “I wonder if we might 
talk a bit about your alcohol use. Would it be OK to discuss that for a 
few minutes?”

Clients’ level of motivation for change often varies across the drugs 
that they use. One person may be eager to stop using stimulants, will-
ing to cut back on drinking, but unwilling to consider tobacco cessa-
tion. Another may be ready to quit drinking, contemplating stopping 
smoking, but reluctant to stop opiate use. Telling such people that we 
won’t help them unless they are willing to quit everything immediately 
has a rather predictable result. From an MI perspective, one starts with 
people where they are, working on the changes they are willing to make, 
an approach sometimes referred to as harm reduction (Marlatt, 1998; 
Tatarsky & Marlatt, 2010).

For some providers, an ethical concern is whether it is ill advised 
to work with clients toward any goal other than abstinence. In primary 
health care it is now common to advise heavy drinkers to reduce their 
alcohol use, and there are research-based guidelines for estimating the 
relative likelihood of achieving moderation or abstinence goals, depend-
ing on the alcohol problem’s severity (Miller & Muñoz, 2013). Pursuing 
an intermediate goal is much preferable to offering no treatment at all. 
Focusing, then, involves exploring what changes people are willing to 
consider and then developing agreed-upon goals.

Suppose, however, that as a mental health professional you are con-
cerned about the person’s substance use, whereas he or she does not 
seem to be. Substance use can contribute to psychological problems and 
impede their treatment. A client who is depressed may be using alcohol 
or other depressant drugs. Stimulants complicate treatment for anxiety 
disorders and schizophrenia. It is appropriate to raise your concern in 
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such situations, but how can this be done in a way that does not elicit 
pushback and counterchange arguments from the client?

A key here point is to remember that people get to make their own 
choices and therefore to honor their autonomy. This can best be done 
by asking permission and prefacing your concern with language that 
respects client autonomy:

“There’s something that worries me here. It may not concern you, 
but I wonder if it’s OK for me to tell you what’s on my mind.”

“I’d like to ask you a little more about your drinking. What you 
decide to do is up to you, of course, but I wonder if alcohol might 
be making your depression worse. Can you see how it might?”

In this way you can raise a possible topic for discussion and treatment, 
but in a very real sense it’s not a goal until your client shares it.

Evoking

The process of evoking in MI is about eliciting the client’s own reasons 
for change. Some therapists simply forget to do this, sticking instead 
with client-centered listening. Others follow their righting reflex and 
offer their own arguments for the client to change, with the expected 
result of active or passive resistance. Evoking involves asking and being 
curious about what clients themselves perceive as possible reasons for 
change. If you push ahead into planning (how to) before your client is on 
board and sufficiently motivated to move forward, change is unlikely to 
occur. Never get ahead of your client’s own readiness level.

The most common way of evoking change talk is to ask for it. Ask 
open-ended questions the natural answer to which is change talk.

“If you did decide to stop using cocaine, what do you think would 
be the best way to do it?”

“What would you say are the three best reasons to cut back on 
drinking?”

“How important would you say it is for you to quit smoking? On 
a scale from 0 to 10, where 0 is not at all and 10 is the most 
important thing in your life right now, what number would you 
give yourself? . . . And why do you say        and not 0?”

“You’ve been using several different drugs—and it’s up to you, of 
course—but I wonder what changes you might be willing to con-
sider in your drug use.”
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In MI there are also particular ways to respond when you hear change 
talk that make it more likely to continue:

•	 Ask more about it. Ask for an example or for elaboration (“In 
what ways . . . ?”)

•	 Reflect the change talk. Don’t just repeat it, but offer a complex 
refection that makes a guess about what the person may mean.

•	 Affirm it.
•	 Summarize the change talk you have heard. Think of each self-

motivating statement you hear as a flower, and collect the flow-
ers. When you have heard two or three themes that favor change, 
put them together into a bouquet and ask, “What else?”

Another example of evoking is to ask your client to look ahead. 
“How would you like for your life to be different, say, 5 years from 
now?” (For some people, particularly adolescents, a shorter time frame 
is better.) Explore the person’s hopes, goals, and dreams: “And how does 
your drug use fit into those goals?” Yet another way of looking forward 
as a trigger for change talk is to ask: “Suppose that you don’t make any 
changes in your drinking/drug use but just keep on the way you have 
been. What do you think your life would be like down the line?” It is 
important to ask such questions with open curiosity and no tone of sar-
casm or cynicism. Even voice tone can evoke pushback, and your client 
will tell you if you’re doing it right. When you hear change talk, that’s 
your client telling you that you’re on the right track. When you begin to 
hear defensiveness and justification of the status quo, that’s your client 
suggesting that you try a different approach.

For some reason the idea of doing a “decisional balance” became 
popular in counseling people about substance use. The usual approach 
is to ask about and explore all the pros and cons, all the reasons to 
change and the reasons not to change. This has even been confused with 
MI (Miller & Rollnick, 2009). If you want to maintain neutrality and 
not influence whether the client moves toward or away from a change, 
a decisional balance is a reasonable clinical tool. It was originally devel-
oped as a nondirective method of helping people make difficult deci-
sions without influencing the choice that they make (Janis & Mann, 
1977). If, however, your hope is to help someone who is ambivalent to 
move toward making a particular change, using MI would be preferable. 
When done with ambivalent people, a decisional balance intervention 
tends to decrease commitment to change (Miller & Rose, in press). There 
is no theoretical or empirical justification for systematically evoking and 
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exploring all of the person’s counterchange motivations if your goal is to 
encourage change.

Planning

Once there seems to be sufficient motivation in place, MI moves ahead to 
the planning process of considering how best to proceed toward change. 
Some clients do enter treatment with a high level of readiness already in 
place: “I’ve decided to quit smoking. How can I do it?” In this case, the 
client’s focus is clear and there may not be much need for the evoking 
process. With sufficient engagement, you can move on to planning. If 
planning is premature, it will become clear soon enough.

So often, though, addiction treatment professionals and programs 
jump right into the how-to planning process with little attention to 
engaging, focusing (arriving at common goals), and evoking the cli-
ent’s own motivations for change. More than most any other area of 
behavioral health care, addiction services adopted an expert model: “I 
know what’s best for you, and I’m going to tell you.” Unless they are 
quite ready for change, most people don’t respond well to this approach, 
and the result can be in-session resistance, unaccomplished homework 
assignments, low compliance with treatment, missed appointments, and 
treatment dropout. Those behaviors are signals that discussion about 
planning was premature.

At the other extreme is insufficient planning. “OK, I’ll quit” may 
signal the best of intentions, and for some people the decision to quit is 
enough. A good planning process, though, thinks through how best to 
proceed and anticipates possible obstacles along the way. What would 
be one good next step? When and how will the person do it? Research 
on implementation intentions indicates that people are more likely to 
follow through with an action when they have a specific plan of action 
and state their intention to accomplish it (Gollwitzer, Wieber, Myers, & 
McCrea, 2010).

Addiction treatment has also been rife with black-and-white think-
ing. Any diversion from a goal is thought of as a “relapse”—a peculiar 
concept seldom applied to other behaviors. If someone being treated for 
depression or anxiety comes back with increased symptoms, they are 
seldom told that they have “relapsed.” The process of recovering from an 
addiction is normally progressive, with symptomatic episodes becoming 
shorter, less severe, and less frequent. Periods of remission get longer, 
and for any other chronic condition that would be regarded as dramatic 
success (McLellan, Lewis, O’Brien, & Kleber, 2000; McLellan, McKay, 
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Forman, Cacciola, & Kemp, 2010). Beware being discouraged (either 
yourself or your clients) by unfair black-and-white “relapse” thinking 
that can undermine perfectly good progress (Miller, 1996; Miller, West-
erberg, Harris, & Tonigan, 1996).

Planning is not a one-time event but rather a process that occurs 
over time. In the course of implementing change, people run into obsta-
cles that require new planning. Motivation for change can also fluctuate, 
indicating a need to return to earlier processes of evoking, focusing, or 
even engaging (Miller & Rollnick, 2013).

Clinical Illustration

Treatment for addictions should not be just a specialist affair but rather 
should be part of mainstream psychological and mental health services 
(Miller & Brown, 1997; Miller et al., 2011). After depression, substance 
use disorders are the second most common diagnosis encountered in 
the general population and clinical practice. The following case example 
occured in a community mental health center, beginning with the initial 
contact session. A screening questionnaire alerted the interviewing clini-
cian that heavy alcohol use could be an issue, but the presenting prob-
lem was depression. After initial greetings and orientation the clinician 
began with an open-ended question.

Engaging

interviewer: Well, tell me what brings 
you here today—what’s concerning 
you.

Client: My doctor said I should see 
somebody about my depression. I 
don’t actually feel sad or anything, 
but I’m not sleeping well and I 
don’t seem to have any energy. She 
said there’s nothing wrong with me 
medically, but she could prescribe 
an antidepressant or I could go see 
somebody.

interviewer: And you chose to come 
here.

Reflection (continuing the 
paragraph).
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Client: Uh-huh. I don’t like to take 
medication if I don’t have to. 

interviewer: You’re concerned about 
how medication might affect you.

Complex reflection mak-
ing a guess.

Client: I just don’t like to rely on 
drugs. It feels like a crutch.

interviewer: You like managing on 
your own. That’s important to you.

Complex reflection, mak-
ing a guess.

Client: Yes, it is.

interviewer: Well, tell me a bit about 
what you have been experiencing.

Open question.

Client: I usually sleep right through 
the night, but I’ve been having 
trouble getting to sleep, and also I 
wake up in the middle of the night. 
And I’m normally a pretty energetic 
person, but I don’t feel like doing 
much anymore, so I stay home.

interviewer: That’s a big change for 
you—not like your normal self. 
You’re not doing things you enjoy 
much.

Without asking a lot of 
questions, the interviewer 
stays with complex reflec-
tion as the heart of the 
engaging process.

Client: It’s not like me. I don’t even  
enjoy eating, and I lost some  
weight—which is what got my  
doctor’s attention.

interviewer: You’re pretty healthy, and 
yet you don’t feel like your usual self. 
You’d like to get back to normal.

Summary reflection.

Client: Or even better.

interviewer: Even better than normal! 
In what ways? How might you be 
even better?

Simple reflection, followed 
by an open question to 
evoke change talk broadly.

Client: I think I’ve been in a slump, in 
a rut for quite a while, not really 
going anywhere. Not accomplish-
ing much.
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Focusing

interviewer: Where would you like 
to go?

Open question to begin 
exploring goals. Focusing 
overlaps with continued 
engaging.

Client: I don’t know. I think I’m a 
creative person, but I’m not doing 
anything very creative. 

interviewer: You’ve got some talents 
you haven’t been using lately.  
What kinds of talents?

Complex reflection,  
affirmation. 
Open question.

Client: I’m a potter—I even have my 
own wheel. I can’t remember  
the last time I used it. I like  
storytelling—I used to do that  
for children at the library, and  
I’ve written some stories.

interviewer: Making things from 
scratch—pots, stories. You really 
enjoy that. And telling stories to 
children.

Complex reflection.

Client: I used to enjoy it.

interviewer: And that’s something 
you’d like to have back.

Complex reflection.

Client: Yes.

This exploration of aspects of the client’s depression could go on for 
some time, and MI could be focused on recovery from depression (see 
Chapter 6, this volume). The clinician also remembers the screening 
questionnaire and after a while decides to explore alcohol use.

interviewer: There’s something else 
I’d like to ask you about—if that’s 
OK. In the waiting room you filled 
out a questionnaire for us, and I 
appreciate you taking the time to 
do that. One of the questions was 
about how often you have four or

Asking permission. 
 
 
 
Affirmation. 
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more drinks, and I think you said 
it’s more than once a week. Tell me 
about that.

 
 
Elicit.

Client: I don’t count or anything, and 
I’m not an alcoholic, but I do drink 
at home. I like beer and sometimes 
scotch when I’m watching TV.

interviewer: I ask because alcohol is a 
depressant drug. Do you see where 
I’m going here?

Provide. 
 
Elicit.

Client: Really? It makes you 
depressed? 

interviewer: In larger doses, yes. Provide.

Client: I usually feel better when I 
drink.

interviewer: So, in a way, alcohol 
seems more like a help than a hin-
drance.

Complex reflection (avoid-
ing the righting reflex).

Client: That’s funny since I just said I 
don’t like to rely on drugs.

Responding with the other 
side of ambivalence.

interviewer: You like to manage 
without them.

Reflecting potential change 
talk about drinking.

Client: What do you think?

interviewer: Well, what you said on 
the questionnaire caught my eye 
because alcohol can interfere with 
sleeping right, and as a drug it is a 
depressant. Does that make sense 
to you?

Provide. 
 
 
 
Elicit.

Client: Actually I think it helps me get 
to sleep.

interviewer: That’s right! It can 
sedate you enough to get to sleep, 
but often it’s a restless kind of 
sleep, and you wake up during the 
night. Just a thought. It looks like 
that’s not an idea you like.

Provide. 
 
 
 
 
Reflecting nonverbal cues.
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Client: I just never thought about it. 

interviewer: I wonder if there’s any-
thing else you’ve wondered about 
how alcohol affects you.

Open question, seeking 
change talk.

Client: Does it seem to you like I drink 
too much?

Giving permission.

interviewer: We haven’t really talked 
about it much, so I’m not sure. 
The question you answered asks 
about four or more drinks at a time 
because that’s an unusual amount 
that can cause health problems. 
Does that surprise you?

 
 
 
 
Provide. 
 
Elicit.

Client: Yes and no.

interviewer: No, because . . . Open question.

Client: Sometimes I can’t remember 
things that happened.

Offering some vulnerable 
information—change talk.

interviewer: When you’ve been 
drinking.

Continuing the paragraph.

Client: Right. That bothers me. Change talk.

interviewer: It’s a little scary when 
you can’t remember what happened 
or what you did. What else?

Reflection.

Client: I notice how often I’m buying 
bottles of scotch. 

interviewer: It surprises you. Reflection.

Client: How much I spend on it.

interviewer: Oh, I see. The cost of all 
that.

Reflection.

Client: I’ve heard you shouldn’t drink 
by yourself.

interviewer: Well, my concern is 
whether it’s contributing to this 
depression that you’re experiencing. 
I don’t think eliminating the alcohol 
would solve all these concerns you

Provide.
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have, but it might help. It’s just one 
piece of the puzzle.

Client: Oh. 

interviewer: So, let me see if I under-
stand you right on this, and then 
we can move on. You said on the 
questionnaire that you’re having 
four or more drinks more than 
once a week, which medically is a 
risky level. You’ve been surprised 
sometimes how much alcohol 
you’re buying, especially scotch, 
which you enjoy. You’re troubled 
by depression and sleeping prob-
lems, which alcohol can exacerbate. 
And sometimes you don’t remem-
ber what happened when you  
were drinking, and you don’t like 
that. We’ve puzzled together  
about whether making a change in 
your alcohol use could be one piece 
of the puzzle here. What do you 
think at this point? It’s really up to 
you.

Recapitulation summary 
of change talk themes. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Open question. 
Emphasizing personal 
choice.

Client: I guess I’m willing to think 
about it. What do you think I 
should do?

Client signals openness to 
some planning.

Planning

interviewer: Well, I was just wonder-
ing what you think you’d be willing 
to try.

Open question— 
avoiding giving an  
immediate solution.

Client: I don’t know whether I should 
cut back or just stop it altogether 
for a while.

interviewer: Either cut down or take 
a vacation from alcohol. Both seem 
possible to you.

Reflection and reframe. 
 
Reflection of ability.
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Client: I’d rather not quit altogether 
unless I have to.

interviewer: You’d prefer not to quit 
completely, but it sounds like you’re 
willing to do whatever is in your 
best interest.

Double-sided reflection; 
the “but” places greater 
emphasis on the latter 
(change talk) part.

Client: I am. Something has to change. Change talk.

interviewer: It’s that important. Reflection of change talk.

Client: I just want to get back to my 
usual self again.

interviewer: Whatever it takes. Good 
for you!

Reflection of change talk; 
affirmation.

The planning process could proceed to explore whether the client would 
like some specific support or treatment to make a change in drinking. 
Planning would also focus, of course, on other possible treatment for the 
depression itself. 

Conclusions

Motivational interviewing is not so much a technique as a specific style 
for having a conversation about change. It was originally developed to 
help problem drinkers, and it seems to be particularly useful in the treat-
ment of addictions, where ambivalence is such a central dynamic. It is 
just one tool, not a comprehensive treatment approach in itself, and it 
blends well with other therapeutic tools such as cognitive-behavior ther-
apy or 12-step facilitation. I find it is quite compatible with what Bill W., 
the cofounder of Alcoholics Anonymous, described as “working with 
others” (AA World Services, 2001). In truth, we do not get to make life 
choices for our clients, but we can talk with them in a way that evokes 
their own natural motivations to be healthy and whole.
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gambling is generally understood to incorporate the element of risk in 
an organized way, in which the individual risks something he or she has 
in the hope of acquiring more. Forms of gambling have existed across 
the ages and cultures of humanity. Primitive dice made from the knuck-
lebones of sheep (astralagi) have been found in caves dating from 3500 
B.C.e. (Bernstein, 1996), while as of January 2015, over 3,100 online 
casinos and gambling websites were available to the public (Casino City, 
2015). Even when gambling has not been legally sanctioned, illegal 
gambling opportunities such as floating card and crap games, book-
ies, numbers, and illegal slot machines have been available. Some forms 
of gambling are legal in all provinces of Canada and every state in the 
United States except Utah and Hawaii, with local and regional govern-
ments participating in providing gambling opportunities and sharing in 
gambling revenue.

The majority of gamblers, like the majority of drinkers, do not expe-
rience adverse effects from their activities; however, excessive gambling 
has been a source of serious distress for centuries. Romans who could 
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not pay their gambling debts were sold into slavery (National Research 
Council, 1999), while gambling-related suicide attempt rates for prob-
lem and pathological gamblers currently range from 7 to 26% (Hodgins, 
Mansley, & Thygesen, 2006).

Although “gambling mania” was identified as a form of “mono-
mania” in the early 1800s, pathological gambling was included in the 
American Psychiatric Association’s Diagnostic and Statistical Manual 
of Mental Disorders (DSM) for the first time in 1980 as a disorder of 
impulse control (American Psychiatric Association, 1980). The criteria 
for pathological gambling disorder have continued to be modified in sub-
sequent editions of the manual. At present, DSM-5 (American Psychiatric 
Association, 2013) defines gambling disorder as “persistent and recurrent 
problematic gambling behavior leading to clinically significant impair-
ment or distress” (p. 585). The criteria for gambling disorder combine 
those relating to the effects of gambling (for example, relationship prob-
lems, hiding losses) with some encountered in substance abuse (tolerance, 
withdrawal) and also include the use of gambling as a means of escap-
ing from problems or relieving a dysphoric mood. National estimates of 
the past-year prevalence of pathological gambling, or gambling disorder, 
range from 0.2 to 5.3% worldwide, depending on the availability of legal 
gambling and other cultural factors, but most estimates are between 0.3 
to 1%, with another 1 to 2% showing subclinical signs, often labeled 
problem gambling (American Psychiatric Association, 2013; Hodgins, 
Stea, & Grant, 2011). Throughout this chapter, the term “disordered 
gambling” will be used inclusively to describe problem and pathological 
gambling as well as gambling disorder, as defined by the current DSM.

The effects of disordered gambling are wide-ranging. Gamblers are 
at high risk for stress-related physical illnesses and comorbid psychiatric 
disorders. It is clear that disordered gambling affects more than just the 
gambler. Family, friends, employers, and health and social welfare sys-
tems all feel the impact of problem gambling. Gamblers often face seri-
ous legal problems as a result of committing illegal acts to finance their 
gambling. More specifically, disordered gamblers are more likely than 
recreational gamblers to be divorced, to have received welfare, to have 
experienced bankruptcy, to have been arrested, and to have physical and 
psychological health problems (The National Gambling Impact Study 
Commission Final Report, cited in Volberg, 2001). The relative speed 
at which increased gambling opportunities have become available has 
made it difficult to accurately estimate the extent of the financial and 
social costs of gambling problems.
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Usual Treatments

Based on various understandings of the factors that cause and maintain 
problem gambling, modalities used in its treatment have included psy-
choanalysis, client-centered supportive therapy, various forms of group 
therapy, marital therapy, behavioral and cognitive therapies including 
self-help manuals, Gamblers Anonymous (GA) groups, and pharma-
cological treatments (Hodgins et al., 2011; Stea & Hodgins, 2011). A 
recent systematic review of face-to-face individual psychological ther-
apies for gambling identified 14 randomized controlled trials examin-
ing brief, moderate, or intensive therapies (Cowlishaw et al., 2012). Of 
the 14 studies, 11 examined cognitive-behavioral interventions, four 
examined therapies using motivational interviewing (MI), two studies 
evaluated an integrative therapy, and one study evaluated group therapy 
modeled after the 12 steps of Gamblers Anonymous. The authors con-
cluded that cognitive-behavioral approaches currently have the strongest 
empirical support of the treatments reviewed. However, the authors note 
that several of the treatments reviewed, including MI, showed promise 
for the treatment of gambling problems, although additional research to 
further examine their potential benefits is needed.

Recently, a systematic review and meta-analysis of randomized 
controlled trials included both face-to-face, Internet, and telephone-
based MI for disordered gambling (Yakovenko, Quigley, Hemmelgarn, 
Hodgins, & Ronksley, 2015). The meta-analysis included five con-
trolled trials comparing MI to non-MI interventions such as cognitive-
behavioral therapy, and found a significant positive effect for MI inter-
ventions posttreatment for both days and dollars gambled. Over the 
course of follow-up, the effect of MI interventions was still significantly 
greater for days gambled but not for dollars gambled. The results of this 
meta-analysis suggest there are positive short-term benefits of MI for 
disordered gambling; however, the long-term maintenance of the effect 
is less clear.

Rationale for Using MI with Gambling Problems

MI is a natural fit to the area of disordered gambling for a number of 
reasons. First, it is clear that impairment of control and motivation are 
important features of the disorder. The conceptualization of disordered 
gambling is a matter of some debate, with some theorists focusing on 
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its similarity to addictive disorders such as substance abuse. Some view 
disordered gambling as an impulse control disorder, while others con-
sider it to fall within the obsessive–compulsive spectrum (Mudry et 
al., 2011). The diagnostic criteria of previous and current versions of 
the DSM reflect the lack of a clear consensus: the criteria are modeled 
after those of substance dependence, but until recently the disorder was 
placed within the impulse disorders section of the manual (American 
Psychiatric Association, 2000, 2013). Currently, DSM-5 places gam-
bling disorder in a new section for substance-related and other addictive 
disorders. Regardless, the various conceptualizations share the recogni-
tion that impairment of control over gambling is a central feature of the 
disorder, and, as a result, a struggle with motivational factors is pivotal 
in outcome. It is common to use treatment approaches for pathological 
gambling that are adapted from substance abuse treatment models such 
as cognitive-behavioral treatments.

Heather (2005) has suggested that addiction may be a “disorder of 
motivation,” based on the idea that the “addict” is choosing to behave 
in a way that is against his or her long-term interests. This definition 
includes more than the idea that the person is doing something that soci-
ety finds unacceptable—this is something that the individual him- or 
herself (at least sometimes) wants to change, resulting in “a motivational 
conflict composed of the contrasting incentives and disincentives. . . . 
The resolution of such a conflict is, of course, at the heart of MI” 
(Heather, 2005, pp. 4–5).

A second reason that MI fits well with disordered gambling is the 
observation that recovery from gambling problems without treatment 
(i.e., natural recovery) is common (Hodgins, Wynne, & Makarchuk, 
1999). The existence of self-directed recovery is consistent with the 
notion that motivation is central in the change process. Interviews with 
recovered disordered gamblers confirm that cognitive-motivational fac-
tors are perceived to be primary in maintaining abstinence from gam-
bling (Hodgins & el-Guebaly, 2000).

Clinical Applications

As with many mental health disorders, rates of treatment seeking are 
low relative to the prevalence estimates of the number of people suffer-
ing from the disorder. Less than 10% of disordered gamblers seek out 
the available treatments (Cunningham, 2005; Suurvali, Hodgins, Cord-
ingley, & Cunningham, 2009). To the extent that low treatment seeking 
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is related to motivation and lack of access to treatment, two potential 
complementary solutions are to increase the motivation of individuals 
to seek formal treatment and to broaden the treatment options by offer-
ing more accessible types of treatment. We present examples of both of 
these approaches that use MI. First, we present the use of a brief moti-
vational intervention to increase the efficacy of a self-help workbook for 
disordered gambling. Second, we provide a description of a one-session 
motivational intervention to encourage reduction of gambling behavior.

A third application of MI to gambling treatment relates to treat-
ment compliance. Dropout rates in both psychosocial and pharmaco-
logical clinical trials are unacceptably high (Grant, Kim, & Potenza, 
2003; Hodgins & Petry, 2004; Toneatto & Ladouceur, 2003). An Aus-
tralian study illustrated the value of a variety of compliance-improving 
interventions in increasing attendance in outpatient cognitive-behavioral 
therapy for problem gambling (Milton, Crino, Hunt, & Prosser, 2002). 
The compliance-improving interventions included providing written and 
verbal reinforcement for attendance, encouraging a sense of optimism 
and self-efficacy about the outcome, providing feedback on assessment 
results, the regular use of decisional balance exercises between sessions, 
and the discussion of barriers to treatment involvement. A number of 
these strategies were adapted from the MI literature. Together these 
compliance-improving interventions increased treatment completion 
rates to 65% from a baseline of 35% completion before the changes.

Promoting Self-Recovery in Disordered Gamblers by Using 
Motivational Enhancement

To capitalize on the desire of some disordered gamblers to recover with-
out formal help (Cunningham, Cordingley, Hodgins, & Toneatto, 2011; 
Cunningham, Hodgins, & Toneatto, 2009), a self-help workbook was 
developed that incorporated techniques that recovered gamblers iden-
tified in interviews as significant in the recovery process (Hodgins & 
Makarchuk, 2002). The content of the workbook includes sections on 
self-assessment, goal setting, cognitive-behavioral strategies, relapse 
prevention strategies, and information about more formal treatment 
resources.1

We assessed the efficacy of providing self-help materials to patho-
logical gamblers who did not wish to enter formal treatment in a clini-
cal trial. Media recruitment was used to identify individuals concerned 

1 The workbooks are available through www.addiction.ucalgary.ca.
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about their gambling but not wanting treatment, and two alternative 
self-help protocols were compared to a 1-month waiting-list control (see 
Hodgins, Currie, & el-Guebaly, 2001, for details). The first approach 
involved simply providing a self-help workbook via the mail (workbook-
only group) after a brief telephone assessment; the second involved a 
telephone motivational interview prior to receiving the workbook (moti-
vational group). The workbook was distributed as a bound booklet, 
with the instruction that the participant work through the exercises at 
his or her own pace. Participants were followed for 24 months to track 
their progress with the self-help protocols.

The motivational interview took between 20 to 45 minutes and was 
conducted using MI (Miller & Rollnick, 2002, 2013). In addition to col-
lecting basic assessment information, the interview had four goals that 
aligned with the central processes of MI: engaging, focusing, evoking, 
and planning (Miller & Rollnick, 2013). The general aim of the inter-
view was to be supportive and empathic and to demonstrate interest in 
the client’s problem to enhance engagement. The interviewer attempted 
to elicit the gamblers’ concerns, including the difficulties they were expe-
riencing (focusing). For example:

“What worries have you had about your gambling? What makes you 
think you need to change your gambling?”

The interviewer’s queries focused on the effects on financial and 
legal status, relationships, and emotional functioning and elicited gam-
blers’ thoughts about the advantages of quitting. The second and third 
goals of the interview followed the central process of evoking and were 
intended to explore the gambler’s ambivalence about change and to pro-
mote self-efficacy:

“What might make it difficult to accomplish a change in your gam-
bling? How successful do you think you will be? Looking back, 
what makes you think you can accomplish it?”

Finally, the interviewer suggested specific strategies for the individ-
ual based on past successful change attempts (planning). These strate-
gies were tied to a section of the workbook. For example:

“It sounds like starting exercising was helpful when you quit drink-
ing. There is a section in the workbook that recommends taking on 
new activities—that might be helpful.”
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After the interview, the clinicians prepared a brief personalized note 
to the gambler that was sent in the mail along with the workbook. The 
note focused on affirming the individual’s goal regarding gambling.

Many U.S. states and Canadian provinces offer problem gambling 
helplines to provide treatment information and personal support to indi-
viduals. This motivational intervention protocol is ideally suited to be 
integrated into such a service, as has been done in the statewide gambling 
treatment system in Oregon and the national helpline in New Zealand. 
Our research experience is that it does successfully attract individuals 
not interested in formal treatment.

Description of a Typical Participant

Belinda is married and in her late 40s. Her husband is in charge of their 
finances and has recently told her that if she doesn’t get her slot machine 
gambling under control he will leave her. She has tried Gamblers Anony-
mous, but found that she didn’t like the religious aspect of it and that 
listening to other people talk about gambling made her gambling urges 
even stronger. She also found it difficult to identify herself as the type of 
person who goes to GA. The idea of a treatment approach in which she 
can work at her own pace and speak with someone over the phone really 
appealed to her.

During the motivational interview, Belinda spoke a lot about her 
self-image and how she did not see herself as the type of person who 
would get addicted. She identified a sense of challenge and the pleasure 
of escaping the boredom of life for a while as significant positive aspects 
of playing the slots for her, although she recognized the negative impact 
on her marriage, finances, and self-esteem. Belinda described herself as 
being highly self-directed and having a reasonable amount of self-control. 
She was interested to hear that many people successfully recover from 
gambling. When asked about previous behavior changes, she described 
how she had lost a great deal of weight when she was a teen. The thera-
pist linked the strategies that she had used to lose weight—setting short-
term goals, exercising regularly with friends, and reminding herself of her 
long-term goals—to the contents of the workbook.

The telephone interview lasted about 40 minutes and ended with 
the therapist giving a summary statement, as recommended in MI. At 
the end of the interview, the therapist told Belinda:

“I am impressed with how open you are to talking about your strug-
gles. It sounds like you like the challenge of playing the slots and like 
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the fact that it gives you time alone. On the other hand, it has caused 
you a number of problems—both you and your husband are upset 
with the financial cost, and you are starting to spend your savings, 
which will have implications for your long-term goal of retiring to the 
coast. As well, you are a strong person, so the gambling takes its toll 
on your self-esteem. You find it hard to believe that you would con-
tinue to gamble. You have tackled hard personal issues before—your 
weight—and it sounds like you might be ready to tackle this one.”

Belinda did, in fact, set some short-term gambling goals, following 
the suggestions in the workbook. These goals included not gambling for 
2 weeks as an evaluation period. She changed her behavior by arranging 
to go for daily walks with a friend right after work, which was when she 
typically would visit the casino. She decided to track her finances more 
closely to monitor her “savings” from not gambling. She also prepared 
herself for how she would handle the urges to gamble through distrac-
tion and reminding herself about her long-term goals.

Belinda gambled once after the 2-week period but immediately felt 
that she wanted to make it her last time. She recommitted herself to her 
goals and strategies and did not gamble again.

Research Outcomes

The study described earlier constitutes a randomized clinical trial com-
paring motivational enhancement plus workbook to a workbook-only 
condition and a waiting-list control. The results showed a significant 
advantage for the group receiving the motivational intervention. For 
example, at 3 months 42% of the motivational group was abstinent 
and an additional 39% were categorized as improved, compared with 
19% and 56% of the workbook-only group (Hodgins et al., 2001). At 
24 months, although 37% of the people were abstinent across groups, 
54% of the motivational group had improved compared with 25% of the 
workbook only group (Hodgins, Currie, el-Guebaly, & Peden, 2004). 
These results suggest that the brief telephone motivational intervention 
is a wise investment of resources in enhancing the likelihood of indi-
vidual success.

To replicate and extend these findings, a study comparing a waiting-
list group to a workbook-only group, a motivational telephone interven-
tion plus workbook group (brief group), and a group that, in addition to 
the initial motivational telephone call, received a monthly booster call 
for 5 months (brief booster group) has been conducted (Hodgins, Cur-
rie, Currie, & Fick, 2009). The rationale for this last condition was to 
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determine whether a motivational booster would maintain and improve 
outcomes over time. The results indicated a short-term advantage for the 
brief and brief booster groups. For example, at 6 weeks posttreatment, 
25% of participants in the brief group and 23% of participants in the 
brief booster group were abstinent, compared to 14% in both the work-
book-only and waiting-list control groups. During the first 6 months of 
study follow-up, participants in both the brief and brief booster groups 
gambled significantly fewer days than participants in the workbook-only 
control group; however, there were no significant differences in dollars 
spent gambling between the groups. By the 12-month follow-up, all three 
groups showed improvement, with no significant differences among 
them. While inclusion of booster calls over the follow-up period did not 
yield greater improvements for participants, the results of this study pro-
vide additional support for brief MI interventions for problem gambling.

One-Session MI for Disordered Gambling

The promoting self-recovery approach that was described earlier was 
focused on providing a telephone contact and written materials to indi-
viduals seeking to change their behavior. The next study involved com-
paring a face-to-face motivational intervention with a clinical interview 
that did not contain motivational components in order to determine 
whether the MI elements of the contact specifically accounted for the 
response (see Diskin & Hodgins, 2009, for details). We advertised for 
participants who were experiencing some concerns about their gam-
bling. Participants were not required to be wanting to reduce their gam-
bling but simply to be experiencing some level of concern. The inclu-
sion criteria for the study were intentionally as broad as possible. The 
only exclusion criteria for participation were that potential participants 
must have gambled within the preceding 2 months and that they had 
obtained a score of 3 or higher on the Problem Gambling Severity Index 
of the Canadian Problem Gambling Index (Ferris, Wynne, & Single, 
1998), which is indicative of an “at-risk” level of problem. Participants 
were randomly assigned to one of two groups. Half the participants 
were given the motivational interview (described in detail below). The 
other half spent a similar amount of time with an interviewer talking 
about their gambling and completing various semistructured personality 
measures. Two clinicians conducted both the motivational and nonmo-
tivational interviews. All participants were given a copy of the self-help 
workbook and were followed for a 12-month period with follow-up calls 
at 1, 3, 6, and 12 months.

In developing a brief interview that could be used with a wide range 
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of individuals with varying levels of gambling problems and varying lev-
els of concern about their gambling, we sought, as our primary goal, to 
incorporate the spirit and four central processes of MI into the interven-
tion. The interview was intended as an opportunity for a collaborative 
encounter—a dialogue about gambling. We hoped to provide an oppor-
tunity for gamblers to explore their concerns and ambivalence about 
gambling in a nonjudgmental setting. To this end, it was necessary for 
the interviewers to commit sincerely to the idea that the impetus and 
responsibility for change had to come from the gambler. We found that 
gamblers who received a motivational intervention reduced their gam-
bling significantly more over a 12-month period following the interview 
than gamblers receiving the nonmotivational interview.

The Interview

The intervention closely adhered to the four central processes that make 
up MI. These basic components included a brief discussion about gam-
bling habits (engaging); a discussion of the things people liked and dis-
liked about gambling (focusing); a normative and personalized feedback 
section; a decisional balance exercise, an exploration of self-efficacy, 
a future-oriented imagination exercise, and ratings of motivation to 
change and of confidence (evoking); and, if appropriate, a discussion of 
the participant’s thoughts about changing his or her gambling behavior 
(planning). The discussion about potential changes was left to the discre-
tion of the interviewer in order to tailor the interview to the client. Some 
participants were not ready to consider change or didn’t feel they had a 
problem. Insisting on a discussion of possible change strategies might 
have alienated the participant and would have served to detract from 
the purpose of the interview, which was to allow the participant time 
to access and reflect on his or her thoughts and feelings about what he 
or she was doing. Although all of the components were expected to be 
included in the interview if possible, the order and relative emphasis of 
each were at the discretion of the interviewer, to promote flexibility. If, 
for example, a question about the “good things” about gambling evoked 
a litany of worries, we did not require that individuals stop expressing 
their concerns. Instead, we followed their lead and asked for more infor-
mation. We would ask about the “good things” at a later point in the 
interview, perhaps framing the question historically, for example:

“You’ve told me a lot about the problems you’ve been having with 
gambling, but I’m wondering what was it about gambling that 
attracted you when you started—what did you like about it?”
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The intention was for the interviewer to retain control of the direc-
tion of the encounter while allowing the participant to discuss what was 
important to him or her. We often employed brief summaries of the 
discussion to shift to the next section of the interview.

how DiD the interview ProceeD?

All the interviews began with a very general question about each par-
ticipant’s gambling. After describing their gambling preferences and the 
frequency of their gambling, gamblers often started to describe their 
current difficulties, which led smoothly to an initial discussion of cur-
rent problems. For people who had some difficulty warming up to the 
interview, we asked what had prompted them to participate in the 
study. For people who seemed unconcerned or unsure about why they 
had volunteered, we asked if other people had “said anything” about 
their gambling. If others had voiced concerns, we would then ask if the 
gambler had any concerns or if he or she did not feel that the issues 
identified were a problem. For less talkative gamblers we sometimes 
asked for a description of a typical gambling day, which often generated 
a discussion about employment (or lack of it), situational factors that 
made gambling attractive on certain days, and their feelings before and 
after gambling.

The interviews typically started as follows:

“We advertised for people who have been wondering about their 
gambling. Can you tell me a bit about your gambling?”

•	 “Well, I started off going to Vegas for fun, but now it’s not fun 
anymore.”

•	 “I go to the bar and play the machines and spend money that I 
need for other things.”

•	 “My wife and I separated about 2 years ago, and I’m lonely, so I 
want to go out; but I know I should be spending more time with 
the kids and not wasting my money.”

Good and Not-So-Good Things about Gambling

We next took time to explore what the gambler enjoyed about gam-
bling. Often this line of questioning would generate mixed responses—
gamblers would start out talking about some positive aspects of gam-
bling but would begin to introduce negative elements. We tried to make 
sure that gamblers got the opportunity to explore their attraction to 
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gambling—what drew them to it initially and what they still enjoyed. 
For example:

“Tell me what you like [or liked] about gambling—what’s the best 
part . . . what else . . . ?”

•	 “It gives me somewhere to go and meet people—I often see the 
same people there.”

•	 “I like the rush—the feeling that I might win this time.”
•	 “It’s a really good feeling when I win. I get excited and imagine 

that I can get out of debt.”
•	 “I get to forget what’s going on at home.”

We would then move into a discussion of the not-so-good things 
about gambling. For example:

“You already told me about some concerns you have had about your 
gambling [summarize]. What else is a concern? What else is not so 
good about your gambling?”

•	 “I get depressed when I lose, I feel stupid, I feel like a loser.”
•	 “I think of the things I could have bought for the kids.”
•	 “I’m going further into debt, don’t know how I’m going to pay 

the bills.”
•	 “I never have any extra money.”
•	 “I’m afraid people will find out and think I’m stupid.”

During this discussion of good and not-so-good things about gam-
bling, the interviewers were encouraged to remain sensitive and atten-
tive, using reflective listening to encourage exploration of emotional 
responses and multiple issues. During the discussion of the “not-so-
good things,” emotions were often quite close to the surface, and the 
interviewer could often use an initial statement to explore the effects 
of gambling. For example, in response to “I think of the things I could 
have bought for the kids,” the interviewer could simply reflect perceived 
emotion—“It makes you sad to think that your kids are missing out 
because of gambling”—and allow the participant time to sit with this 
feeling. Alternatively, the interviewer could choose to delve further into 
the impact of gambling on the family. For example:

“It sounds like gambling has impacted your ability to buy things for 
your kids. Has gambling affected your relationship with them in 
other ways?”
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feeDback

After giving the gamblers an opportunity to talk about gambling and 
explore ambivalence, they were asked if they were interested in receiving 
information about how their scores on a measure of gambling problems 
compared with others who had taken the survey. We used data from 
a recent local survey to provide comparisons with participants’ scores 
on a measure of gambling severity. Such information is available in the 
majority of states and provinces and in many locations worldwide. The 
feedback section was the only component of the intervention that is not 
part of the “classic” motivational interview as described by Miller and 
Rollnick (2002, 2013), although it is described as a critical element of 
related brief intervention approaches known as “motivational enhance-
ment therapy” (Miller & Rollnick, 2013). The approach to feedback 
delivery was consistent with the general MI approach. Participants were 
first asked if they were interested in finding out how their scores com-
pared with other adult Albertans. After they were told how their scores 
compared to others and the risk category associated with their score, 
participants were asked for their reaction to the feedback.

None of the study participants declined the offer of comparing their 
scores to the general population. Some responded without surprise, and 
some were quite distressed. Some had difficulty believing that their level 
of gambling was as unusual as it appeared from the comparison. We did 
not argue with participants who felt this way or who suggested that other 
respondents must have minimized their own gambling habits. Instead, 
we reflected their responses—for example: “It seems to you that lots of 
people gamble about as much as you do,” or “It’s hard to believe some 
people don’t gamble at all.” Reflections rather than arguments allowed 
for further exploration of their perceptions of whether or not their level 
of gambling involvement was unusual as compared to others and allowed 
for a consideration of how and with whom they spent time. If participants 
indicated that the feedback confirmed their concerns, the interviewer 
would reinforce their concern and ask for more—for example, “This is 
something you have been thinking about for a while—have you thought 
about what you might want to do about it?” At the end of the 12-month 
follow-up we asked if gamblers remembered receiving the normative 
feedback. About two-thirds of the gamblers who had received normative 
feedback remembered it, and all but one felt it had been helpful.

norMative feeDback

“When you called in response to the ad, the research assistant asked 
you some questions about your gambling—that was a questionnaire 
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that has been given to thousands of people. Would you like to see 
how your score compares to others? You are in the group that is 
considered to be [either at moderate risk for developing gambling 
problems or having a substantial level of gambling-related prob-
lems]. Does that surprise you at all?”

•	 “It depresses me a little. . . . ”
•	 “No, that’s why I came in.”
•	 “Wow! That’s scary.”
•	 “That confirms I have a problem.”
•	 “People were lying when they answered this—I told the truth.”
•	 “I know lots of people who gamble as much as I do.”

PersonalizeD feeDback

“We have another way to look at what’s going on with you and your 
gambling if you’re interested. We can look at how much you’re 
spending as compared to how much you take home in a month. 
You told the research assistant that you take home about $   per 
month. You also talked about how much you spent gambling in the 
last 2 months, which would average about $  . Does that sound 
about right? If we divide what you spend by the amount you make, 
we can see what percentage of your income goes to gambling each 
month. It looks like you are spending about   % of what you 
take home on gambling. What do you make of that?”

•	 “It makes me feel even worse, but committed to change.”
•	 “It depresses me a little—I might cut out scratch cards, but I 

really like the casino.”
•	 “I’m not sure why I do this, I’m an intelligent person.”

Decisional balance

The decisional balance exercise was introduced. This was done in a 
paper-and-pencil format, and a copy was given to the gambler to take 
home. The decisional balance was done as a hypothetical cost–benefit 
exercise. Participants were asked to think about the costs to them if they 
chose to stay the same and continue gambling at the same level (a fur-
ther exploration of the not-so-good things about gambling). They were 
then asked to think about the benefits if their gambling stayed the same 
(another chance to explore what was important to them about their 
gambling). We next asked them about the costs of changing—providing 
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an exploration of what they would be giving up if they did make changes 
(this gave them an opportunity to express some of their fears and con-
cerns about changing their gambling). And finally they were asked to 
consider the benefits of changing their gambling (giving them an oppor-
tunity to imagine a future without gambling). This discussion was 
framed in terms of the thought that that they might be entertaining the 
possibility of making some kind of change in their gambling—quitting 
or cutting down was not introduced unless the gambler brought it up. By 
maintaining the hypothetical nature of the discussion, participants were 
free to talk about what might be different without having to commit to 
any changes at all.

“We have talked a bit about the good and not-so-good things about 
gambling for you—this is an exercise that is a little bit the same but 
gives us a different way to look at things. We can look at these ques-
tions even if you aren’t sure you want to quit or cut down.”

Costs of Staying the Same. We started with thinking about what 
life would be like if no changes were made in gambling—what the costs 
would be to the gambler if he or she made no changes at all in behavior, 
including some of the previously discussed problems.

•	 “I’m leading a double life—lying to family and friends.”
•	 “Stealing.”
•	 “Feeling guilty.”
•	 “Growing debts.”
•	 “I will go broke.”
•	 “I worry about money all the time.”
•	 “I could go bankrupt.”

Benefits of Staying the Same. Next we talked about the benefits of 
not changing—what are the important things about maintaining their 
gambling? This is an opportunity to understand what people like about 
gambling, what purpose it serves in their lives.

•	 “I might win.”
•	 “It’s entertainment.”
•	 “It’s a chance to dream.”
•	 “I like the excitement, rush.”
•	 “Getting away from home, socializing.”
•	 “It’s an escape.”
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Many people could not think of anything that would be good about 
staying the same—often this question would generate a quick response—
“There’s nothing good about it.” After reflecting the feeling we would 
proceed to the next quadrant. We often found that when people moved 
to thinking about the costs of changing their gambling (what they would 
be giving up) they were more able to identify their reasons for persisting 
with gambling, and these were discussed as perceived benefits when the 
thoughts were generated.

Costs of Making Changes. This was a very useful area to explore—
it provoked a great deal of thought in terms of what the gambler would 
be giving up and what might be difficult about changing. It also was a 
springboard for the gamblers to generate alternatives to their current 
activities.

•	 “I would lose the chance to go out, boredom.”
•	 “I would lose the chance to escape from stuff at home.”
•	 “It’s hard to change.”
•	 “It’s hard to be responsible.”
•	 “I’d have to give up the chance of winning.”

Benefits of Making Changes. What would he or she imagine would 
be different if a change were made? This was an opportunity to imagine 
a hypothetical future—an opportunity to think about the things besides 
gambling that are important. Again, some of the items raised from the 
previous discussion could be discussed and expanded.

•	 “I could trust myself more, not feel guilty.”
•	 “I could do things with the money: eat healthier food, travel, give 

kids more, pay debts, buy a house.”
•	 “I could have less stress, be healthier, spend time with kids, 

friends.”
•	 “My spouse wouldn’t divorce me.”

encoUrageMent of self-efficacy

This was an opportunity to talk about change more generally, to ask 
about how this individual makes changes in his or her life. People could 
usually think of something that they had had some success with, even 
if they hadn’t been totally successful. Even if they had not succeeded 
in changing a behavior, they could often generate some thoughts about 
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what had and hadn’t worked. This was an opportunity to restate that the 
client is the best authority on him- or herself and is the person most likely 
to know what he or she is willing to undertake. Often people would 
start to generate ideas about how they could change their gambling if 
they wanted to by using previously successful strategies. If they had no 
personal experience or ideas around change, we might ask if they knew 
of any strategies other people had used. We also asked about situations 
where they had the opportunity to gamble but chose not to, exploring 
what they had done differently in those situations.

“We’ve been talking about the idea of making changes—have you 
ever made changes in other areas of your life? What works best for 
you?”

•	 “I need to do it cold turkey.”
•	 “Telling people, being open with them, getting help.”
•	 “Getting counseling.”
•	 “Just deciding—made a decision I didn’t want it.”
•	 “I have to cut ties with people who were involved in the same 

things [e.g., drinking, drugs].”

fUtUre-orienteD iMagination exercise

We asked people to think about their lives in 5 or 10 years. What did 
they imagine their lives would be like based on two scenarios—if they 
did make changes in their gambling and if they didn’t?

“If you decided you don’t want to change anything about your 
gambling, what do you imagine your life would be like in 5 or 10 
years?”

•	 “The same, maybe worse.”
•	 “I’d be homeless.”
•	 “I would disappear, be lonely.”
•	 “I would get more depressed.”
•	 “I would lose my family.”

“If you decide you want to make some changes in your gambling, 
what do you imagine your life would be like in 5 or 10 years?”

•	 “I could have a different house.”
•	 “I would be healthy, less anxious.”
•	 “Better marriage.”
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•	 “I could help my kids, take care of grandkids.”
•	 “Get married, have a family, have a nice house.”
•	 “I would be debt-free.”

ratings of Motivation anD confiDence

This exercise was introduced as another way to get an idea of how the 
gambler was feeling about his or her gambling and the possibility of 
change. We asked people to imagine a ruler with markings from 0 to 10 
and asked them two questions:

“If we had a ruler in front of us, and 0 on the ruler was ‘not at all 
motivated to change anything about my gambling,’ and 10 on the 
ruler was ‘absolutely motivated to make changes in my gambling’—
where would you put yourself right now?”

“If you decided you did want to make changes in your gambling, 
how confident are you that you could—with 0 being not at all con-
fident and 10 being absolutely confident you could do it if you set 
your mind to it?”

After each exercise we explored why a particular number had been 
chosen. If the person rated his or her motivation as a 5, we might ask 
more questions. If they seemed quite negative and yet chose a 5, we might 
comment, “Wow, it sounds like, even though you’re worried about what 
changing would be like, you still rate your motivation as a 5.” This could 
be followed with questions such as “Why are you a 5 and not a 0?” or 
“What would it take for your motivation to move to a 7 or 8? What 
would have to happen?” Responses ranged from enthusiastic—some 
even said 12 on the 10-point scale, for example—to extremely doubtful. 
This was another opportunity for the gamblers to think about whether 
or not changing gambling was something they were really interested in 
doing at this time.

Decision DiscUssion

At the end of the interview we summarized the discussion and acknowl-
edged that talking about their gambling with a stranger could be very 
difficult. This was not only intended to continue the practice of affirm-
ing the clients, a central MI concept, but also to let them know that we 
were aware that they had allowed us to share in painful and difficult 
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areas of their lives. We also expressed our appreciation for their willing-
ness to take part in the interview, acknowledging that by doing so they 
were not only helping with our research but also doing something to 
care for themselves. Next we asked participants to tell us their thoughts 
after having gone through the interview. We encountered a wide range of 
responses to this question. At this point gamblers often expressed ambiv-
alence about change. Some people were quite clear that they wanted to 
quit or cut down substantially and made statements about fairly specific 
changes they wanted to make. We reinforced these plans and encouraged 
further thought and planning about how change could take place. Oth-
ers were not ready to consider any changes. People who were not ready 
to change were encouraged to continue to think about the discussion and 
refer to the workbook if they were interested at a later date. We acknowl-
edged that we had covered a lot of territory in the interview and that the 
participant was the person who was the best authority on what he or she 
should be doing (or not doing).

“We’ve talked about a lot of things today—what do you think about 
all this?”

•	 “I feel overwhelmed, it makes me sick.”
•	 “I’d quit if I really thought it was a problem or it started to affect 

my health.”
•	 “I really have to do something.”
•	 “I would have to stay away from the casino/bar, those friends.”
•	 “I would have to make some different arrangements about 

money.”
•	 “I would have to start exercising.”
•	 “I have to do it cold turkey.”
•	 “I could make a list of things I want to spend my money on 

instead of wasting it.”
•	 “It made me think about everything I could lose.”
•	 “I’m not wanting to change right now.”

Research Outcomes

This study involved a randomized clinical trial comparing a face-to-face 
motivational intervention with a control interview that consisted of tra-
ditional close-ended assessment questions (Diskin & Hodgins, 2009). 
We intended this to be a fairly stringent test of the effectiveness of MI 
with problem gamblers. Everyone received a workbook, and everyone 
spent about 45 minutes to an hour speaking with a clinically trained 
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interviewer. We used a 12-month follow-up period in order to take into 
account the high rate of natural recovery in this population.

Immediately after the interviews participants were asked to evalu-
ate their experiences of the interview and of their interviewer. The two 
groups did not differ in their ratings of their interviewer, with both 
groups rating their interviewers quite highly in terms of empathy, trust-
worthiness, respect, and understanding. However, the groups did dif-
fer in their ratings of the interview they received. Gamblers rated the 
motivational intervention higher in terms of several variables, including 
helpfulness, overall satisfaction, and whether problems were worked on 
effectively.

Since participation in the study did not require that participants 
intend to quit gambling (or even intend to make any change in their gam-
bling), we decided to use the number of days gambled per month and 
monthly gambling expenditures as the dependent variables of interest. 
Both groups were gambling a mean amount of approximately $1,300 
Cdn per month in the 2 months preceding the interview and both groups 
were gambling about 7 days per month.

For the participants who completed the study, we found that over 
the 12-month period the gamblers who had received a motivational 
intervention gambled less often and spent less money gambling than the 
control group. In the 3 months preceding the final interview the moti-
vational group gambled approximately 2.2 days per month, whereas the 
control group gambled about 5 days per month. In the final 3-month 
period preceding the 12-month interview, the motivational group also 
gambled less money on a monthly basis as compared to the attention 
control group. The motivational intervention participants spent an aver-
age of about $340 gambling per month, but the control group partici-
pants spent an average of $912 monthly.

A very interesting and unexpected result was related to the level of 
problem gambling severity. Almost all the gamblers in the study were 
experiencing significant levels of gambling problems. We had expected 
that gamblers with comparatively less severe problems would likely find 
the motivational intervention more helpful than those that were expe-
riencing more severe problems. Instead, we found that for the people 
who completed the 12-month follow-up, those with less severe prob-
lems improved in a similar fashion whether they received a motivational 
interview or were in the control condition. Those with more severe prob-
lems reduced their gambling significantly if they received a motivational 
intervention but did not do so if they were in the attention control group.

Over the course of the study gamblers in the comparatively lower 
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severity group who received a motivational interview spent about $325 
per month on gambling, while those in the control group spent about 
$265 per month (this difference was not statistically significant). It 
seems that for those whose gambling problems were comparatively less 
severe, the motivational intervention did not have a significant effect 
over and above receiving the self-help manual and participating in the 
study. Lower severity participants in both groups reduced the amount of 
money they spent over 12 months considerably.

However, gamblers in the higher severity group who received a 
motivational interview spent about $300 dollars gambling per month. 
Those in the control group spent about $1,100 dollars per month. For 
those in the comparatively more severe group, the motivational interven-
tion was helpful in reducing both dollars and days spent gambling. All of 
the participants in the study were willing to make some effort to explore 
their concerns about gambling (enough to make and keep an appoint-
ment for an interview). For those with less severe problems, this effort 
and the availability of the manual may have been enough. For those with 
more severe problems, participating in the MI made a significant dif-
ference. It is unclear at this point which elements of the interview were 
effective in helping people with severe problems maintain changes in 
their gambling behavior over the course of 12 months. To the extent that 
we were able to adhere to the spirit of MI, it may be that the opportunity 
to explore their ambivalent feelings about gambling in a nonjudgmental 
atmosphere was helpful in empowering them to decide to make signifi-
cant changes.

Problems and Suggested Solutions

Generally the MI approach appears to work well with disordered gam-
bling with many individuals. One potential complication, however, is 
the extremely high prevalence of comorbid mental health disorders (sub-
stance abuse, mood and anxiety, personality) with gambling disorders, 
which can impact the course and outcome of the gambling problem 
(Hodgins & el-Guebaly, 2010; Lorains, Cowlishaw, & Thomas, 2011). 
To date, little is known about the implications of comorbidity for gam-
bling treatment. It is not clear whether one or the other disorder should 
be tackled first or whether treatment should be concurrent (separate 
interventions) or integrated, or whether client preference should dictate 
the sequencing. In the absence of evidence-based guidelines, the solu-
tion is flexibility on the part of the therapist to move where the client 
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needs to move, which requires a broad base of training and experience. 
Being able to summon expertise in each of the comorbid disorders is the 
ideal situation. As the chapters in this book illustrate, the general MI 
approach can be tailored to the unique characteristics of a diverse range 
of mental health disorders.

Another complication with gambling disorders is the need to focus 
on financial issues as part of therapy. Individuals cannot typically pay 
down huge debt loads quickly and therefore must learn to manage them 
effectively over time. Financial pressures, if not dealt with, can erode 
motivation and be a risk for relapse (Hodgins & el-Guebaly, 2004). 
Therapists working with gambling problems must either develop finan-
cial counseling expertise or provide concurrent help in this area, even 
when just offering a brief MI intervention.

Access and convenience of treatment presents another potential 
complication. Online gambling opportunities are increasing, providing 
convenient and accessible means of gambling without ever leaving one’s 
own home. Web-based treatments represent a convenient, accessible, 
and potentially cost-effective method for reaching problem gamblers 
and can be incorporated into shared and stepped-care models of treat-
ment (Gainsbury & Blaszczynski, 2011). We are currently conducting 
a study examining the effect of a web-based, self-directed motivational 
enhancement intervention for problem gamblers (Hodgins, Fick, Mur-
ray, & Cunningham, 2013). The program is a text-based interactive 
tool developed using transcribed motivational interviews from previous 
research (Hodgins et al., 2009). While the delivery of self-help tools to 
gamblers in a web-based format has shown promise (e.g., Carlbring & 
Smit, 2008), the provision of motivational enhancement interventions 
for problem gamblers in a web-based format has not been previously 
explored. This ongoing study compares the motivational program to a 
web-based tool providing brief assessment and feedback to gamblers. 
Recruitment is under way, and participants will be followed over a 
12-month period to track their gambling involvement.

Conclusions

The research we have presented here and our clinical experience support 
the value of MI for disordered gambling. In three studies a motivation-
ally based intervention plus a self-help workbook was clearly associated 
with better outcomes than a comparison workbook-only condition. 
In two studies the intervention was via telephone, and in the other it 
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was face to face. Two studies recruited individuals who were seeking 
to address their gambling problem, albeit without using formal treat-
ment, and the other recruited individuals who were concerned but not 
necessarily ready to change. Further, a meta-analysis of five controlled 
trials examining MI interventions for disordered gambling (including 
the three we discussed) found promising short-term effects for MI and 
disordered gambling, although long-term effects of the interventions 
were unclear. Brief motivational interventions appear to be a way of 
extending the options provided by traditional treatment and encourag-
ing reluctant gamblers to initiate the change process.

Further refinement and research are required in a number of areas. 
Comorbidity rates are high, and the implications of comorbidity for 
recovery and treatment are unclear. It is possible that for more compli-
cated clinical presentations imbedding MI in a more intensive treatment 
intervention is more beneficial than offering brief interventions. Further 
development of treatment compliance methods using motivational prin-
ciples is also important, given the high dropout rates reported. Drop-
ping out may be more likely among those with comorbid disorders as 
well.

MI has the potential to play an important role in the gambling dis-
order treatment system as it continues to evolve. Treatment for patho-
logical and problem gambling, as compared to other mental health dis-
orders, is still in its infancy. As a result, the system may be more readily 
influenced by empirical effectiveness and efficacy research than in other 
areas of mental health.
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chaPter 12

Motivational interviewing 
for smoking cessation 

with adolescents

suzanne M. colby

cigarette smoking continues to be the leading cause of morbidity 
and premature mortality in the United States, accounting for the death 
of roughly 440,000 people per year (U.S. Department of Health and 
Human Services, 2010). A recent analysis of 50-year trends in smoking-
related mortality among men and women in the United States docu-
ments the strong associations between smoking and deaths from lung 
cancer, chronic obstructive pulmonary disease, ischemic heart disease, 
and stroke. However, the odds of smoking-related death are reduced 
dramatically by smoking cessation at any age (Thun et al., 2013). In par-
ticular, quitting by age 40 has recently been shown to reduce the odds 
of smoking-related death nearly to never-smoker levels, whereas those 
continuing to smoke can expect to lose a decade of life on average as a 
result of their smoking (Jha et al., 2013).

The vast majority of adult smokers initiated their smoking during 
adolescence, a phenomenon in 1995 that led David Kessler, then com-
missioner of the Food and Drug Administration, to describe nicotine 
addiction as a “pediatric disease” (Hilts, 1995). According to the most 
recent findings from the national Monitoring the Future study, nearly 
half of all high school students have tried cigarette smoking, and about 
1 in 10 adolescents (in grades 8, 10, and 12) report smoking in the past 
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month; in 2013, about 1 in 11 high school seniors reported regular daily 
smoking (Johnston, O’Malley, Bachman, & Schulenberg, 2014). Preva-
lence varies widely, however, with higher rates of smoking seen in white 
adolescents (as compared to black/African American and Latino youth) 
and in rural areas. Overall, current rates of smoking reflect substan-
tial progress since the late 1990s, when past-month smoking prevalence 
among adolescents was more than double (at 28%) and regular daily 
smoking among high school seniors was 25%. Most of that progress 
can be attributed to lower rates of smoking initiation and progression 
among adolescents owing to tobacco control efforts such as taxation of 
tobacco products, smoke-free indoor air laws, advertising restrictions, 
antitobacco media campaigns, and youth-access enforcement. Research 
has demonstrated that such strategies tend to work synergistically and 
are less effective when implemented in isolation, underscoring the need 
for comprehensive and multifaceted tobacco control policy (Lantz et al., 
2000; Levy, Chaloupka, & Gitchell, 2004). To maximize public health 
benefit, a strong case has been advanced for widely promoting effective 
cessation treatments as one component of tobacco control; that is, effec-
tive treatments are needed to increase quitting and maximally reduce 
smoking prevalence (Aveyard & Raw, 2012).

While experimentation with substance use may be considered nor-
mal adolescent behavior, the high dependence liability associated with 
nicotine results in high levels of smoking maintenance into adulthood. 
So, for example, while the use of alcohol and other drugs tends to begin 
in adolescence, peak in early adulthood, and then decline, smoking fol-
lows a different trajectory, steadily increasing over the life course. When 
adolescents begin experimenting with smoking, they expect their smok-
ing to be short-lived. In one study of high school smokers, only 5% 
expected to be smoking after high school graduation whereas, in reality, 
75% were still smoking 5 years later (Charlton, Media, & Moyer, 1990).

Compared to smoking among adults, adolescent smoking tends 
to be characterized by fewer cigarettes per day, more intermittent day-
to-day patterns, less intense inhalation, and shorter smoking histories. 
Studies of smoke exposure biomarkers (e.g., exhaled carbon monox-
ide [CO] levels and levels of cotinine, a nicotine metabolite) also indi-
cate lower levels of exposure among adolescent smokers as compared 
with adult smokers. One might reasonably assume that lighter smok-
ing patterns with less exposure to nicotine would lead to better treat-
ment outcomes in adolescents as compared with adults, but in fact the 
opposite is true. There are many treatments that are effective for treat-
ing adult smokers, including pharmacological treatments like nicotine 
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replacement therapies and other medications including Varenicline and 
Bupropion, and yet none of these treatments has received strong support 
in studies with adolescents. The reasons for these discrepancies are not 
known, but several factors have been implicated, including lower levels 
of treatment motivation, participation, and retention among adolescents 
as compared to adults.

The state of the adolescent smoking cessation research literature is 
poor. Compared to treatment research involving adult smokers, the ado-
lescent smoking cessation literature is composed of dramatically fewer 
clinical trials overall and fewer trials testing each specific intervention. 
Even those trials that have been completed tend to be smaller, have lower 
rates of retention, and much lower cessation rates achieved as compared 
to adult trials. Most reviews of the adolescent smoking treatment litera-
ture conclude that delivering treatment leads to better smoking outcomes 
than not delivering treatment, but there is no one treatment that can be 
definitively recommended at this time. Effective treatment of adolescent 
smokers remains an urgent priority because, for every three adolescents 
who take up smoking, two will continue to smoke into adulthood, and 
one will die prematurely as a direct result of smoking.

Usual Treatments

Adolescent smoking cessation interventions have been systematically 
reviewed by the Cochrane Collaboration (Grimshaw & Stanton, 2010). 
which conducts comprehensive reviews of treatments for various health 
conditions and is internationally recognized as the gold standard in evi-
dence-based treatment evaluation. A total of 24 randomized trials were 
identified, involving over 5,000 adolescent smokers as participants. The 
authors found that most of the interventions tested were multifaceted, 
combining different approaches from various theoretical backgrounds. 
The strongest evidence for treatment success was from 11 trials that 
incorporated a specific therapeutic focus on enhancing adolescents’ 
motivation to change. The content of these trials varied, but the majority 
used motivational interviewing (MI) or motivational enhancement ther-
apy (MET) with or without additional treatment components like cogni-
tive-behavioral therapy (CBT). These motivation-focused interventions 
were significantly more likely to lead to smoking abstinence at follow-up 
compared with interventions that did not specifically focus on increas-
ing adolescents’ motivation. Trials using the transtheoretical model 
(TTM; Prochaska & Velicer, 1997), in which intervention messages and 
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strategies were tailored to the adolescent’s readiness to change showed a 
comparable effect on quitting, but there were only two such trials. Four 
trials tested the American Lung Association’s Not-on-Tobacco (N-O-T) 
(see Horn, Dino, Kalsekar, & Mody, 2005), a multisession cognitive-
behavioral intervention, which received qualified support. The increased 
likelihood of quitting associated with N-O-T interventions was margin-
ally significant. Finally, there was insufficient evidence to recommend 
any type of pharmacological interventions for adolescent cessation, 
owing both to having too few trials but also because the trials that were 
undertaken failed to demonstrate support for medications’ effectiveness 
in adolescents.

The Cochrane Review highlighted some important methodological 
points to keep in mind when evaluating adolescent cessation approaches. 
First, it is important to consider the specific outcome measure used 
to evaluate each program. The most rigorous trials use a measure of 
extended abstinence (for example, 30 days of continuous abstinence) 
at follow-up. But many trials use less stringent evaluation criteria, as 
short as past 24-hour abstinence. Also, trials involving adolescents have 
convincingly shown that self-reported outcomes are not always reliable. 
Adolescents tend to claim more quitting success than biomarker analysis 
demonstrates (for example, an adolescent’s report of having quit smok-
ing may be disconfirmed by high levels of cotinine in his or her saliva), 
and the discrepancies between self-report and biomarker data can be 
quite dramatic. Thus, trials that rely exclusively on self-reported out-
comes in adolescent smokers may lead to incorrect conclusions about 
treatment success. This point will be revisited later.

What do we know about the types of treatment that are actually 
available to young smokers in their communities? A unique study by 
Dr. Susan Curry and her colleagues (Curry et al., 2007) documented 
the characteristics and availability of community-based cessation pro-
grams for youth (ages 12–24) in the United States. Drawing on a strati-
fied random sample of 408 U.S. counties, the researchers individually 
interviewed program administrators of 591 programs that had treated 
over 36,000 young smokers in the prior year. Over a third of counties 
had no cessation programs for young smokers. These counties were dis-
proportionately economically disadvantaged and/or outside metropoli-
tan areas. Among the counties that had adolescent smoking cessation 
programs, most had just one or two programs with limited reach. Most 
programs treated fewer than 50 smokers per year; roughly half treated 
just 20 or fewer youth. Program administrators said that enrolling suf-
ficient numbers of young smokers, and keeping them in the program 
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once they start, are among the most challenging aspects of running these 
programs. As the authors concluded, the number of participants served 
by the identified treatment programs “represents a miniscule proportion 
of young smokers” in the counties sampled.

For those young smokers in the United States who do have access 
to treatment, though, what is usually provided and how is it provided? 
According to the Curry study, the large majority (about 90%) of cessa-
tion programs offered to young people are school-based. The remain-
ing programs are not concentrated in one particular type of setting, but 
rather, are scattered across a variety of settings that include community 
centers, health clinics, hospitals, and (least frequently) churches or other 
religious centers. Treatment for young smokers is primarily delivered 
in multisession in-person groups, and many programs have additional 
components, including one-on-one counseling, self-help materials, 
telephone counseling, and/or web-based support. Encouragingly, most 
program administrators reported selecting their programs based on 
research evidence. Administrators typically purchased prepackaged pro-
grams such as N-O-T through the American Lung Association (Horn, 
Dino, Kalsekar, & Fernandez, 2004; Horn et al., 2005) or “Project EX” 
(Sussman, Dent, & Lichtman, 2001), both designated as model pro-
grams by the U.S. Substance Abuse and Mental Health Services Admin-
istration’s National Registry of Evidence-based Programs and Practices. 
Treatment is usually delivered by teachers, nurses, school counselors, 
or social workers, in addition to their other job responsibilities. Most 
of these treatment providers receive specific training in implementing 
the program, follow a written manual, and assess smoking outcomes at 
follow-up (typically relying on self-reported outcomes).

The content of youth smoking treatment was very similar across 
most programs. Nearly all programs discuss the short- and long-term 
consequences of smoking as well as tobacco industry tactics designed to 
get young people to smoke. Most teach a variety of cognitive-behavioral 
strategies recommended in the literature for both adult and adolescent 
cessation. Also, programs for youth smokers incorporate topics that are 
relevant to their developmental stage, such as discussing their life goals, 
and the relationship of smoking to other problem behaviors like drug 
use. Few programs for youth offer medications for smoking cessation.

The report by Curry and colleagues (2007) highlights important 
points about accessing treatment by adolescents. First, most young 
smokers do not seek treatment to support their cessation efforts. This is 
problematic since nearly all unassisted quit attempts among adolescent 



MI for Smoking Cessation with Adolescents 301

smokers end in failure (Gwaltney, Bartolomei, Colby, & Kahler, 2008). 
Second, there is a great need to increase the availability of these programs. 
Consider this illustration. My state, Rhode Island, has five counties. I 
live in Kent County. Based on the Curry study, my county is most likely 
to have one to two cessation programs, probably based in high schools. 
Who does not have access to these programs? Kent County has a total 
of 33 public and private middle and high schools; if 2 have cessation 
programs, then the students attending any of the remaining 31 schools 
would not have any access to cessation treatment. Young smokers who 
have graduated from or dropped out of high school similarly would not 
have access. Even among the students who attend the one or two schools 
that run a cessation program, those who attempt to quit smoking during 
the summer or even during the school year but at times other than when 
the program is being offered will not have access to treatment to support 
their efforts to quit. In sum, the quality of treatment programs being 
offered to young smokers is encouraging, but most young smokers either 
do not have access to treatment or do not seek it out to support their 
efforts to quit. Adolescent smoking cessation would be more effectively 
promoted if adolescents were screened proactively regarding their smok-
ing status and then linked to treatments that enhance motivation to quit 
and support efforts to quit.

Rationale for Using MI 
for Youth Smoking Cessation

Considering the landscape of adolescent smoking cessation services, MI 
provides a strong fit for a number of reasons. First, MI’s flexibility is 
an important feature. MI could serve as a useful adjunct to the typical 
multicomponent, multisession interventions offered. MI can be readily 
incorporated into existing programs since many already offer adjunc-
tive one-on-one counseling. For example, MI might serve as a prelude 
to group treatment, enhancing subsequent treatment engagement and 
completion rates. Additionally, MI could be implemented as a stand-
alone intervention where treatment programs are not otherwise offered, 
such as in rural settings where it is challenging to enroll large enough 
numbers of adolescent smokers to deliver group-based interventions. 
In our research, we have shown that MI is feasible to administer and 
acceptable to adolescent patients in hospital settings, health clinics, and 
pediatricians’ offices (Colby et al., 2012). In contrast to a multisession 
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group treatment offered once or twice per year, MI could be more read-
ily delivered as a “drop-in” treatment as needed.

Another advantage of MI for youth smoking is its orientation 
toward resolving ambivalence and increasing motivation to make 
changes related to smoking. Adolescent smoking and quitting behaviors 
are characterized by a high degree of ambivalence. Studies consistently 
show that most adolescent smokers want to quit smoking and most have 
attempted to do so in the past year (Breland, Colby, Dino, Smith, & 
Taylor, 2009). But major factors that motivate quitting in adults, such 
as health consequences, may not motivate adolescents in the same way 
(Apodaca, Abrantes, Strong, Ramsey, & Brown, 2007), perhaps because 
the most serious illnesses caused by smoking take decades to emerge. 
Also, despite their lighter and more intermittent smoking patterns, ado-
lescents experience adult-like adverse effects when they stop smoking, 
including substantial increases in craving, negative affect, and with-
drawal symptoms (Bidwell et al., 2012; Colby et al., 2010). We have 
shown that smoking a single cigarette provides immediate relief from 
these symptoms in adolescents (Colby et al., 2010), which can under-
mine adolescents’ motivation to quit during the initial days of a quit 
attempt. Because MI recognizes the ambivalence typically associated 
with making difficult behavior changes, it is well suited to addressing 
these motivational challenges.

Other characteristics of existing adolescent smoking cessation treat-
ment programs lend themselves well to MI’s collaborative approach and 
emphasis on treatment engagement. The MI process of engaging, that is, 
developing a healthy connection and working relationship between the 
adolescent and the counselor (Miller & Rollnick, 2013), can facilitate 
their working together in challenging treatment contexts. For example, 
at times adolescent participation in smoking treatment is mandated as 
a punishment for a legal infraction like possession of tobacco or under-
age smoking (Curry et al., 2007). Being mandated or coerced to attend 
treatment can result in hostility and defensiveness on the part of treat-
ment participants. Although MI has not been tested specifically for 
mandated adolescent smokers, there is good evidence from the college 
student drinking literature that MI is efficacious in reducing alcohol-
related harm among students similarly mandated to treatment (Borsari 
& Carey, 2005; Borsari et al., 2012). MI also has been recommended as 
a way of reducing defensiveness and hostility in domestic violent offend-
ers mandated to treatment (Carbajosa, Boira, & Tomás-Aragonés, 2013) 
and has shown initial promise in that regard (Kistenmacher & Weiss, 
2008). Apart from mandated treatment, there are good data to suggest 
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that more directive approaches, which are often used in smoking cessa-
tion treatment, are more likely to elicit resistance while treatments like 
MI are less likely to do so (Miller, Benefield, & Tonigan, 1993).

Even adolescents who voluntarily participate in smoking cessa-
tion treatment tend to be nontreatment seekers who were proactively 
recruited into treatment programs with the assurance that motivation 
to quit was not a prerequisite. That most research trials with adolescent 
smokers proactively enroll adolescents who are not necessarily moti-
vated to quit smoking may partially account for lower rates of treatment 
engagement and poorer smoking outcomes reported in adolescent versus 
adult trials. The MI processes of client-centered engaging and evoking 
adolescents’ own motivations can be particularly important in these 
types of interventions.

Clinical Applications and Relevant Research

The evidence supporting the use of MI for adolescent smoking cessation 
treatment is evolving; though the earliest studies provided initial support 
for the promise of MI (Colby et al., 1998), individual trials have tended 
to be small, underpowered, and unable to detect significant differences 
between MI and comparison treatments. However, more recently a 
meta-analysis by Hettema and Hendricks (2010) and a pooled analy-
sis by Heckman and her colleagues (Heckman, Egleston, & Hofmann, 
2010) have clarified our understanding of the effects of MI and have 
provided more compelling support for the use of MI for smoking cessa-
tion generally and with adolescent smokers specifically. Two additional 
trials of MI for adolescent smoking cessation (Audrain-McGovern et al., 
2011; Colby et al., 2012) have been published since 2010. Below I review 
the evidence from 10 trials and two reviews.

Table 12.1 summarizes the characteristics of the 10 randomized 
clinical trials of MI for adolescent smoking cessation published between 
1998 and 2012. All 10 of these trials randomly allocated participants to 
treatment conditions (nearly all of them on an individual basis, with the 
exception of Woodruff, Conway, Edwards, Elliott, & Crittenden, 2007, 
which randomized by site), and all reported sufficient data to calculate 
intent-to-treat abstinence rates. The first seven trials were included in 
the Hettema and Hendricks (2010) meta-analysis; the first eight were 
included in the Heckman and colleagues (2010) pooled analysis. Find-
ings from both analyses indicated that MI led to significantly higher 
rates of smoking cessation in adolescents than in comparison conditions 
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TABLE 12.1. Description of Randomized Clinical Trials of MI  
for Adolescent Smoking Cessation (1998–2012)

 
#

 
Study

 
Sample

 
MI condition

Comparison 
condition(s)

 1 Colby et al. 
(1998)

40 ED and 
outpatient clinic 
patients

1 30-min MI 5-min Brief 
Advice (BA)

 2 Brown et al. 
(2003)

191 patients 
with psychiatric 
disorders

2 45-min. MI + 
NRT

BA + NRT

 3 Lipkus et al. 
(2004)

402 adolescents 
recruited from 
malls/amusement 
park

3 MI calls Self-help 
materials

 4 Colby et al. 
(2005)

85 ED and 
outpatient clinic 
patients

1 35-min MI BA

 5 Hollis et al. 
(2005)

589 primary care 
patients 
(past 30-day 
smokers)

1 5-min MI + 
10-min computer 
program + 1–2 
10-min boosters

Dietary BA

 6 Horn et al. 
(2007)

75 ED patients 1 15–30 min MI 
+ 3 calls

BA

 7 Woodruff et al. 
(2007)

136 smokers 
recruited from 
high schools

7 45-min virtual 
reality Internet 
chat sessions

Assessment 
only

 8 Helstrom et al. 
(2007)

81 juvenile 
offenders

1 session MI Tobacco 
education 
session

 9 Audrain-
McGovern et 
al. (2011)

355 adolescent 
medicine patients

3 45-min MI + 2 
30-min MI

BA

10 Colby et al. 
(2012)

162 adolescents 
recruited from 
ED, clinics, 
and high school 
students

1 45-min MI + 
10-min call + 
10-min parent 
MI call

BA

Note. ED, emergency department; NRT = nicotine replacement therapy; calls, telephone calls. 
Full citations appear in the References.
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such as brief advice to quit smoking, tobacco education, or self-help 
materials. Heckman and colleagues (2010) found that at moderately 
long-term follow-ups (5.5–6 months), rates of smoking abstinence were 
significantly greater among adolescents who received MI as compared 
to those in the comparison conditions (11.5 vs. 6.0%, respectively). 
Furthermore, after analyzing data from adolescent and adult MI trials 
together, these authors found that MI effects did not differ by participant 
characteristics, including race and gender, baseline smoking rate, or—
importantly—whether participants had been seeking smoking treatment 
or not. MI effects were also comparable regardless of who delivered 
the treatment (counselors/therapists, staff/interventionists, nurses/mid-
wives, psychologists, physicians, health educators, or trainees)—also 
important, considering the range of community-based providers who 
currently provide cessation treatments to adolescents.

Hettema and colleagues (2010) took a different analytic approach 
but came to similar conclusions. First, their analyses of the adolescent 
MI trials showed that MI significantly increased smoking abstinence 
as compared to alternative conditions at both short- and longer-term 
follow-ups. Analyzing data from adolescent and adult trials together, 
these authors also found that MI effects did not differ based on the total 
duration of treatment or whether MI was combined with other treat-
ments such as pharmacotherapy or behavioral skills training.

Looking at the data from all 10 trials, the value of biochemically 
verifying self-reported smoking abstinence by analyzing breath samples 
for CO level (or saliva samples for cotinine) becomes clear. Figures 12.1 
and 12.2 contrast the rates of smoking abstinence by treatment group 
at various follow-up junctures when based on self-report alone (Figure 
12.1) or self-report with biochemical confirmation (Figure 12.2). The 
data do not align perfectly, because not all of the studies reported both 
indices. However, the available data show that abstinence rates based 
on self-report alone tend to be much higher than rates that are bio-
chemically confirmed (i.e., adolescents overreport quitting smoking). 
Further, evaluating confirmed rates of abstinence more consistently 
supports MI over comparison conditions. In other words, using more 
accurate abstinence data helps demonstrate MI’s efficacy for smoking 
intervention.

Although MI effects on smoking cessation are admittedly small, 
they are consistent across settings, providers, and participant charac-
teristics. Because the duration of the intervention tends to be quite brief 
(1.5 hours, on average), widespread application of MI is feasible and has 
the potential to create a cost-effective positive impact on public health.



306

F
IG

U
R

E
 1

2.
1.

 R
at

es
 o

f 
se

lf
-r

ep
or

te
d 

sm
ok

in
g 

ab
st

in
en

ce
 b

y 
st

ud
y,

 f
ol

lo
w

-u
p 

in
te

rv
al

, a
nd

 t
re

at
m

en
t.

 * R
at

es
 e

xc
lu

de
 b

as
el

in
e 

no
n-

sm
ok

er
s 

an
d 

ex
pe

ri
m

en
te

rs
.

05

1
0

1
5

2
0

2
5

3
0

3
5

4
0

4
5

5
0

W
oo

dr
uf

f 2
0
0
7

en
d 

of
 t

x
  
H

el
st

ro
m

 2
0
0
7

1
M

  
  
 W

oo
dr

uf
f 2

0
0
7
 

3
M

  
Li

pk
us

 2
0
0
4

4
M

H
or

n 
2
0
0
7

6
M

H
el

st
ro

m
 2

0
0
7

6
M

Li
pk

us
 2

0
0
4

8
M

W
oo

dr
uf

f 2
0
0
7

1
2
M

H
ol

lis
 2

0
0
5
*

1
2
M

H
ol

lis
 2

0
0
5
*

2
4
M

% reporting abstinence at follow-up

St
ud

y 
an

d 
fo

llo
w

-u
p 

in
te

rv
al

 (
M

 =
 n

um
be

r 
of

 m
on

th
s 

po
st

tr
ea

tm
en

t)

C
on

tr
ol

M
I



 307 

051
0

1
5

2
0

2
5

% confirmed abstinent at follow-up

St
ud

y 
an

d 
fo

llo
w

-u
p 

in
te

rv
al

 (
M

 =
 n

um
be

r 
of

 m
on

th
s 

po
st

tr
ea

tm
en

t)

C
on

tr
ol

M
I

Co
lby

 2
00

5 
1M

Br
ow

n 
20

03
 1

M

Br
ow

n 
20

03
 1

2M

Au
dr

ain
-M

cG
ov

ern
 2

01
1 

6M

Co
lby

 2
01

2 
6M

Hels
tro

m 2
00

7 
6M

Co
lby

 2
00

5 
6M

Br
ow

n 
20

03
 6

M

Au
dr

ain
-M

cG
ov

ern
 2

01
1 

3M

Co
lby

 2
00

5 
3M

Co
lby

 1
99

8 
3M

Co
lby

 2
01

2 
1M

Hels
tro

m 2
00

7 
1M

F
IG

U
R

E
 1

2.
2.

 R
at

es
 o

f 
bi

oc
he

m
ic

al
ly

 v
er

if
ie

d 
sm

ok
in

g 
ab

st
in

en
ce

 b
y 

st
ud

y,
 f

ol
lo

w
-u

p 
in

te
rv

al
, a

nd
 t

re
at

m
en

t.



308 Motivational interviewing in the treatment of Psychological Problems

Clinical Applications

The genesis of our research group’s focus on applying MI to adolescent 
smoking traces back to our early days testing MI for reducing alcohol-
related harm among adolescents who presented to the emergency depart-
ment (ED) for treatment resulting from an alcohol-related event such as 
a car crash, assault, or severe intoxication (Monti, Barnett, O’Leary, & 
Colby, 2001). During the screening and enrollment phase of that trial, 
we noted the higher-than-average prevalence of smoking among adoles-
cent ED patients and considered whether the MI for alcohol use might 
be adapted for smokers in the ED setting. In the ED, the MI process of 
focusing was approached differently for smoking than it had been for 
alcohol. The focus for the conversation about alcohol was set up well 
by the context for the ED visit—an alcohol-related event. In contrast, 
the smoking intervention was more opportunistic; adolescents came to 
the ED for treatment for any type of urgent care—usually unrelated to 
smoking. In this context, the adolescent may not share a concern about 
his or her smoking with the counselor; the process of focusing is used to 
identify mutually acceptable goals for the session.

The Protocol

Below, each section of the intervention protocol is described as deliv-
ered in our three published randomized trials. Because we incorpo-
rated providing personalized feedback as part of the session, the inter-
vention is considered to be MET. Sessions lasted approximately 30–45 
minutes, following a standardized assessment which took about 20–25 
minutes to complete. Interventions were delivered by research inter-
ventionists at various levels of education and clinical training, from 
bachelors-level counselors with 1–2 years’ clinical research experience 
to postdoctoral fellows and licensed clinical psychologists. Because of 
the great diversity in interventionists’ clinical experience, and because 
this MET was delivered as a standardized research intervention, the 
treatment protocol was manualized and semiscripted, but intervention-
ists could use their own discretion in the extent to which they diverted 
from scripted material, skipped sections that were inappropriate for 
the participant, or covered topics in a different order. This flexibility 
is consistent with MI’s emphasis on conducting sessions in the overall 
spirit of MI; rigidly following manuals can undermine effective use of 
MI (for example, trying to create a change plan with an adolescent who 
is not yet open to making changes can be countertherapeutic, running 
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the risk of moving an adolescent from ambivalence to arguing against 
change).

The MET sessions include the following processes:

1. Engaging. This involves building rapport with the adolescent 
and developing a therapeutic alliance that will facilitate collabo-
ration. Client-centered skills are used, which honor the adoles-
cent’s values and ideas and support his or her personal author-
ity and responsibility to make decisions about the youth’s own 
health behavior.

2. Focusing. The goals of the conversation and the counseling are 
clarified.

3. Evoking. This is the process used to elicit each adolescent’s feel-
ings about smoking and his or her own motivations for change. 
The counselor strategically evokes and reinforces change talk 
from the adolescent, reflecting and summarizing it.

4. Providing personalized feedback. In MET, adolescents are given 
feedback based on their results from standardized assessments. 
Feedback is delivered only with the adolescent’s permission and 
expressly in an MI style.

5. Planning. When an adolescent expresses sufficient readiness for 
making changes, the counselor and adolescent collaboratively 
generate a change plan, including goals and strategies consistent 
with the adolescent’s level of interest in making changes.

Orientation

The session begins with an orientation, which involves engaging and 
focusing. The orientation sets the tone for the session, letting the ado-
lescent know what to expect and to ask any questions or voice any con-
cerns early on. The goal is to begin to build rapport and establish the 
counselor as empathic, concerned, nonauthoritarian, and nonjudgmen-
tal. The focusing process is used to identify the goals of the conversation 
and to ensure that these are mutually acceptable. The session begins by 
introducing the interview as a chance for the adolescent to talk about his 
or her thoughts and feelings about smoking. The counselor emphasizes 
that the intention is not to tell him or her what to do; rather, it is up to 
him or her to make decisions and choices about smoking.

“What I’d like to do now is talk about your smoking. I want you 
to know, before we begin, that I’m not here to tell you what to do. 
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Only you can make those decisions. But I would like to hear what 
you think and how you feel about smoking, and how you make 
decisions to smoke or not to smoke. Then, if you like, we can talk 
about whether you are interested in cutting down or stopping, but 
that will be up to you. Is that OK? Can we try this out?”

During the process of engaging, the counselor uses client-centered 
counseling skills and a nonjudgmental style from the start to minimize 
defensiveness on the part of the adolescent, increasing openness to con-
sidering new information and working collaboratively with the coun-
selor. The emphasis is on understanding smoking from the adolescent’s 
point of view and supporting the adolescent’s autonomy in making deci-
sions about smoking.

Assessing Motivation

Early in the session, the pros and cons of smoking, from the adolescent’s 
perspective, are explored. Because none of the participants in our trials 
had been seeking smoking treatment, with most being in the precontem-
plation (i.e., not considering quitting) or very early in the Contemplation 
stage of change, we found this exercise to be a helpful way to understand 
the role of smoking in the adolescent’s life, to appreciate his or her per-
sonal concerns about smoking, and to develop discrepancy. The adoles-
cent is encouraged to generate as many responses as possible and to talk 
about the effects that matter most to him or her. Open-ended questions 
are used, such as:

“What do you like about your smoking? What else?”
“What don’t you like as much about your smoking? What else?”
“Of the things you like about smoking, [such as . . . ], which effect 

matters most to you?”
“Of the things you don’t like so much about smoking, [such as . . . ], 

which effect matters most you to?”

During this conversation, the counselor uses reflective listening 
techniques, experiencing and communicating accurate empathy. The 
goal is for the counselor to understand how the adolescent is experienc-
ing his or her smoking and to reflect that understanding back to him 
or her in a way that encourages therapeutic momentum. In summing 
up this part of the discussion, the counselor summarizes information 
about salient pros and cons, using double-sided reflections to highlight 
the adolescent’s ambivalence about smoking. The counselor strategically 
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links together information and emphasizes certain points, particularly 
highlighting change talk that has been elicited during the conversation. 
[Let us note here that in the third edition of Motivational Interviewing 
(Miller & Rollnick, 2013) such a decisional balance exercise is no longer 
used, in order to minimize sustain talk; our protocol in this study, how-
ever, preceded its publication.]

Providing Personalized Feedback

Next, the counselor offers to review personalized feedback from the 
standardized assessments the adolescent completed related to his or her 
smoking. This information is presented only after soliciting permission 
from the adolescent.

“May I share with you some information about the questionnaires 
you answered?”

Personalized feedback was provided in a number of domains, includ-
ing information about normative influence, social consequences, effects 
on health, addiction, and the financial costs of smoking. The goal is to 
provide personally relevant information based on questionnaire responses 
rather than generic educational information about the effects of smoking. 
So, information is provided in each of the various domains only when 
responses indicate that the information is relevant to the individual.

The normative influence section is designed to correct normative 
misperceptions about how many adolescents smoke. Most adolescents 
overestimate the percentage of their (same-age same-gender) peers that 
smoke; in this section, the adolescent is shown figures illustrating the 
percentage of adolescents they thought were smokers alongside the actual 
rate of smoking. As relevant, the false consensus effect is explained (peo-
ple who smoke tend to have more contact with other smokers and there-
fore may believe that smoking is more common than it actually is).

Feedback on social consequences is prompted by adolescents’ 
responses to questions about: (1) their parents’ and friends’ concerns 
about smoking; (2) feeling pressure to smoke or feeling more confident 
socially when smoking; (3) concerns about effects of their second-hand 
smoke on others; and (4) concerns about how modeling smoking behav-
ior might affect younger children.

Feedback on health consequences reflects the extent to which the 
adolescent reported health effects related to smoking, the exacerbation 
of other health conditions (like asthma) affected by smoking, or concerns 
about future effects on health. Although life-threatening conditions 
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such as lung cancer and chronic obstructive pulmonary disease (COPD) 
take decades to develop in smokers, adolescents often report immedi-
ate health effects, such as more difficulty breathing while exercising. 
Our emphasis in this section is to discuss the health effects of personal 
concern to the adolescent rather than provide general educational infor-
mation on the negative health effects of smoking. Adolescents were also 
given information about their own exhaled alveolar carbon monoxide 
(CO) level, the physiological effects of CO at various levels, and how 
their level compares to the average CO for nonsmokers.

Feedback on the addiction topic covered any items endorsed by the 
adolescent reflecting signs of nicotine dependence, such as the develop-
ment of tolerance, withdrawal, smoking more cigarettes early in the day, 
and difficulty during past quit attempts. Open-ended questions are used 
to encourage the adolescent to talk about personal experiences related to 
these indices of nicotine dependence.

Finally, feedback on the financial costs of smoking calculates how 
much the adolescent spends on cigarettes in a year, contrasting that 
amount with how much it costs tobacco manufacturers to produce them. 
The annual and monthly costs of tobacco at various levels of use (e.g., 
the adolescent’s current use vs. the current level of use reduced by half) 
are provided.

For each topic, the counselor discusses the feedback with the ado-
lescent, asks for the adolescent’s reaction, and provides clarification as 
appropriate. The adolescent’s autonomy is supported throughout (e.g., 
“This may or may not be a concern for you. What do you think about 
it?”). Information is offered in small amounts, checking in with the ado-
lescent and eliciting his or her own perceptions and reactions, following 
the “elicit–provide–elicit” sequence (Rollnick, Miller, & Butler, 2008). 
The counselor finishes the feedback section with a summary of the 
main points discussed and elicits the adolescent’s reactions with open-
ended questions such as “What information that we discussed surprised 
you the most? Which of the areas we’ve talked about concerns you the 
most?” Throughout, the counselor is alert to expressions of concern 
about smoking and its consequences, indications of intention to change, 
and statements related to self-efficacy related to quitting. Change talk 
is explored in more detail, reflected, and summarized by the counselor.

Envisioning the Future

Following the feedback discussion, the counselor elicits the adolescent’s 
thoughts about what might happen in the future if his or her smoking 
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were to stay the same and what might happen if it were to decrease or 
even stop completely. This is an evoking strategy in which the adolescent 
may consider and articulate the advantages of making changes in his 
or her smoking behavior or concerns about what might happen if he or 
she continues to smoke at the same level. Prompts in this section might 
include:

Imagine Life without Cigarettes

“Tell me what you imagine your life would be like one year from 
now if you gave up smoking.”

“What might be difficult about not smoking one year from now?”
“What would be the best thing you could imagine happening?”
(If adolescent has difficulty):
“How were things different before you started smoking?”
“What was life like then?”

Imagine Life with Cigarettes

“Tell me what you imagine your life would be like one year from 
now if you continued smoking.”

“What would be the good aspects and the not-so-good aspects?”
“May I tell you some of my own concerns?”

In this section, the counselor may refer back to earlier topic areas 
in which concerns about smoking had been raised. Areas of difficulty 
presented by not smoking can be noted by the counselor as potential 
barriers to successful behavior change and addressed in the goals section 
(below). While considering good things that might result from quitting 
smoking, if the adolescent leaves out important factors elicited earlier, 
the counselor can raise them again. As change talk is elicited, the coun-
selor reflects, reinforces, and further explores it, affirming and encour-
aging the adolescent. The counselor summarizes this part of the session, 
accurately reflecting the adolescent’s statements while strategically con-
necting points in support of change.

Planning

The final section of the intervention involves helping the adolescent 
determine what he or she would like to do differently with regard to 
smoking. This portion includes identifying goals for behavior change, 
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exploring barriers to those changes, and providing advice and a menu 
of strategies (when appropriate) from which the client can choose. This 
conversation starts with open-ended questions about the adolescent’s 
interest in change:

“Where does this leave you now?”
“Where do you go from here?”
“How would you like things to be different?”
“What might be a good first step for you?”
“What are your options? . . . How do you think that [first option] 

would work?”
“Would you be interested in learning more about how to cut down 

or resist cigarettes?”

Based on responses, the counselor works collaboratively with the 
adolescent to develop a plan for behavior change that is appropriate to 
his or her readiness to make changes. If an adolescent is ready to con-
sider reducing or quitting smoking, the counselor will help to elicit steps 
that are acceptable to the adolescent and then explore how these can be 
accomplished. The key is that the plan should come from the adolescent 
rather than the counselor. An adolescent may be interested in making 
changes but unsure how to proceed. The adolescent and counselor may 
complete a worksheet titled “Which Goals Do You Want to Try?” There 
is a list of short- and longer-term goals appropriate to various stages of 
readiness to change, from which the adolescent can choose. For each 
goal, there is a space to write in when he or she will try to achieve it and 
a check box to record when it was accomplished. There is also space to 
write in additional or alternative change goals that the adolescent cre-
ates. Potential barriers to accomplishing goals are elicited, and the coun-
selor and client work together to find ways to overcome them.

“What might get in the way of you making these changes?”
“What has it been like before when you’ve tried to quit (or cut 

down)?”
“When do you think it will be hardest not to smoke?”
“What do you think you can do to resist the urges or pressure to 

smoke?”

In this section, the counselor aims to help the adolescent to learn 
from past experiences, to anticipate challenges (such as withdrawal), 
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and to discuss new ways to cope. If appropriate, handouts are provided 
for common challenges like managing withdrawal symptoms and for 
strategies for quitting successfully. The counselor seeks to support the 
adolescent’s self-efficacy for making changes. The adolescent’s personal 
responsibility for deciding what to do about smoking is reiterated. Past 
successes, either in abstaining from smoking or in overcoming other 
obstacles, are elicited by the counselor (“What helps you to believe in 
yourself that you can make these changes?”). Responses provide oppor-
tunities to affirm the adolescent’s strengths and support his or her self-
efficacy.

Finally, the counselor summarizes the session, tying together salient 
points and reinforcing the adolescent’s commitment to the change plan, 
reflecting the adolescent’s decisions, and affirming his or her desire and 
ability to implement the selected goals.

Problems and Suggested Solutions

A challenge we encountered while adapting our alcohol MET session to 
smoking was how to approach the behavior change target. In contrast to 
alcohol, which can be consumed safely in moderation, cigarette smoking 
at any level is unsafe (U.S. Department of Health and Human Services, 
2010). Accordingly, smoking interventions tend to be strongly absti-
nence-oriented (Lawson, 2012); outcomes other than complete smok-
ing abstinence (such as smoking reduction, for example, or switching to 
smokeless tobacco) are considered unacceptable. In developing our MI 
treatment for smoking, we sought to provide (with participant permis-
sion) objective and accurate information on the harmful consequences of 
smoking and the benefits of complete cessation. At the same time, con-
sistent with MI, we emphasized that it was the adolescent’s responsibil-
ity to make personal decisions about his or her own smoking, and coun-
selors supported behavior change goals that fell short of cessation (for 
example, cutting down the number of cigarettes per day), reasoning that 
progress toward quitting was still progress. In most of our trials of MET 
for smoking, we have contrasted MET with traditional brief advice that 
consists of strong directive advice to quit smoking completely as soon as 
possible, along with self-help materials and treatment referrals designed 
to support quitting. In this way, we have been able to empirically test 
the relative merits of each approach in samples of proactively recruited 
adolescent smokers mostly unmotivated to quit smoking.
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Conclusions

Though significant progress has been made in reducing smoking preva-
lence among adults and adolescents, rates of smoking remain unaccept-
ably high and increasingly concentrated in vulnerable individuals com-
monly characterized by economic disadvantage, low access to treatment, 
and mental health problems. Treatment for smoking and other tobacco 
use is an essential component of comprehensive tobacco control, but 
access is low for adolescents, and the evidence in support of treatment 
efficacy tends to be limited.

In the past several years, evidence has emerged in support of MI and 
MET for treating smoking in both adults and adolescents. Most evidence 
indicates that MI has small but consistent effects on smoking, and the 
consistency of effects does not appear to depend on the setting in which 
it is administered, the type of professional delivering it, whether it is 
combined with other treatments or not, or whether clients are motivated 
to quit smoking or not. The orientation toward resolving ambivalence is 
a good fit for smokers generally and adolescent smokers specifically, and 
MI’s flexibility with respect to implementation contexts makes it a good 
fit for the existing treatment delivery system for adolescents. Although 
most existing smoking interventions for youth are delivered in schools, 
there is a pressing need to increase the number of schools that deliver 
treatment. In addition, a number of studies have shown that MI or MET 
could be readily integrated into health care delivery systems, and health 
care reform changes are making it easier for providers to get reimbursed 
for treating their patients who smoke. Integrating MI for smoking into 
health care delivery in a comprehensive way could dramatically expand 
access to treatment for adolescent smokers.
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chaPter 13

Motivational interviewing 
for intimate Partner violence

erica M. woodin

intimate partner violence (IPV) has evolved from being considered a pri-
vate family matter to being recognized as a major public health concern. 
IPV can take many forms, including physical types of aggression as well 
as verbally and psychologically abusive behaviors that are perpetrated 
against a current or previous intimate partner. As our understanding of 
the importance of IPV has changed over time, so too have the attempts 
to ameliorate the impact of IPV on society. Unfortunately, many early 
interventions have met with only limited success, and thus researchers, 
clinicians, and public policy experts are actively searching for empiri-
cally informed approaches that might be better suited to improving 
behavior regulation in the context of close relationships. Motivational 
interviewing (MI) is one approach that shows considerable promise in 
preventing and treating IPV across a range of populations.

The Clinical Problem

IPV is a commonly occurring interpersonal behavior that has significant 
negative consequences for victims. In a review of 111 articles reporting 
on IPV perpetration, the pooled prevalence rates for engaging in physical 
IPV, including such behaviors as pushing, shoving, and grabbing, were 



MI for Intimate Partner Violence 321

approximately 22% for men and 28% for women (Desmarais, Reeves, 
Nicholls, Telford, & Fiebert, 2012). Nonphysical forms of IPV are even 
more common, with at least 40% of women and 32% of men reporting 
verbal or emotional IPV, such as shouting, swearing, and insulting, and 
41% of women and 43% of men reporting the use of coercive control, 
including emotional abuse, sexual coercion, and stalking (Carney & 
Barner, 2012). Exposure to psychological and physical IPV is associated 
with substantial impact on the victim, including poor physical health, 
mental health, cognitive functioning, and economic and social well-
being (Lawrence, Orengo-Aguayo, Langer, & Brock, 2012). Further, 
psychological IPV has a significant impact above and beyond exposure 
to physical IPV (Coker et al., 2002).

IPV can take many forms. One of the most well-established distinc-
tions is that between intimate terrorism, which consists of primarily 
male unilateral physical IPV combined with a pattern of controlling and 
abusive behaviors, versus situational couple violence, which consists of 
noncontrolling and primarily bidirectional forms of violence that often 
emerge as an outgrowth of conflict between partners (Johnson, 1995). 
Intimate terrorism is associated with a greater risk of severe IPV and 
greater physical and psychosocial impacts as compared to situational 
couple violence (Johnson & Leone, 2005). Intimate terrorism is most 
likely to be identified through the legal system, whereas situational cou-
ple violence is more likely to be identified in clinical and community 
samples (Graham-Kevan & Archer, 2003). Hence, approaches to treat-
ment vary considerably, based on the form and impact of IPV.

Usual Treatments

A common component of IPV perpetration is that individuals are often 
unaware that the behavior is a problem. Even in the context of marital 
therapy, men and women often believe that IPV is a transient or unim-
portant issue (Ehrensaft & Vivian, 1996). Given this lack of concern, 
treatment for IPV is often compelled by court order or by other external 
forces such as pressure from a partner (Saunders, 2000). The oldest and 
most commonly utilized treatment approach for IPV is court-mandated 
group treatment programs; however, these programs have met with only 
limited success. Alternative treatments that attempt to address some of 
the shortcomings of traditional approaches include couple therapy and 
universal prevention programs; however, these approaches have their 
limitations as well.
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Group Treatment

Criminal sanctions alone do not appear to be an effective deterrent to 
repeated IPV offenses (Maxwell & Garner, 2012). Thus, many states 
and provinces have enacted mandatory treatments for individuals, pri-
marily men, who have been criminally convicted of an IPV offense. The 
earliest group treatments for IPV drew from the feminist perspective 
that IPV is a reflection of a larger patriarchal social system that sup-
ports the male domination of women (Dobash & Dobash, 1979). Thus, 
most common treatments based on this approach, such as the Duluth 
model (Pence & Paymar, 1993), explicitly targeted patriarchal beliefs 
and value systems through directive and confrontational interventions 
designed specifically to break down resistance. Many state regulations 
now explicitly require that court-mandated IPV treatments employ a 
feminist perspective (Maiuro & Eberle, 2008).

More recently, some group treatment programs have also incorpo-
rated interventions based on cognitive-behavioral therapy (CBT), with 
a focus on interventions such as cognitive restructuring, skills build-
ing, and the development of greater emotion regulation (e.g., Wexler, 
2006). Although typically less confrontational than the Duluth model, 
the CBT approach is also primarily directive and assumes a readiness 
to change on the part of participants. Currently, many group treat-
ment programs incorporate elements of both feminist theory and CBT 
approaches, making the distinctions between the two approaches dif-
ficult to disentangle.

High-quality randomized controlled trials are rare in the IPV group 
treatment field, and thus we know very little about the effectiveness of 
traditional treatments. In the most recent review (Eckhardt et al., 2013), 
only 20 experimental or quasi-experimental studies were located that 
included measures of recidivism (criminal or partner report of IPV per-
petration). The Duluth model was evaluated in 14 of the studies, and 
the remainder were models with CBT or other skills-based elements 
included. Only about half of all studies demonstrated a significant effect 
of group treatment on IPV, compared to a no-treatment control con-
dition, and several of these studies contained significant methodologi-
cal flaws. Further, in a meta-analysis of IPV group treatment programs 
(Babcock, Green, & Robie, 2004), an examination of 22 experimental 
or quasi-experimental studies found that group treatment demonstrated 
a small but significant effect on IPV recidivism, with no significant dif-
ferences across treatment modalities (e.g., Duluth, CBT).

In addition to negligible outcomes for group treatments of IPV, 
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dropout rates are extremely high, with many individuals attending only 
one session or less (Daly & Pelowski, 2000). Further, early dropout is 
related to greater risk of future IPV (Bennett, Stoops, Call, & Flett, 
2007). For instance, in a sample of 199 men court-mandated to bat-
terers’ interventions, the dropout rate was 40%, and the risk of reof-
fense was more than twice as great for participants who dropped out of 
treatment (Eckhardt, Holtzworth-Munroe, Norlander, Sibley, & Cahill, 
2008). Thus, group treatment for IPV produces only small change for 
individuals who complete treatment and also suffers from extremely 
high treatment refusal rates.

Possible reasons for the limited efficacy of group treatments for 
IPV include a lack of intrinsic motivation to change, co-occurring con-
ditions such as mental illness or substance use disorders that hamper 
change, the multiplicity of important targets for treatment, and the risk 
of contagion effects from exposure to antisocial peers (Murphy & Meis, 
2008). Not surprisingly, court-referred individuals report particularly 
low intrinsic motivation to change. Of 199 men court-mandated to bat-
terers’ treatment, for instance, 76% reported being primarily in either 
the precontemplative or contemplative stage of change (Eckhardt et al., 
2008), based on the transtheoretical model of change (Prochaska & 
DiClemente, 1984). Similarly, in a group of 292 men attending batter-
ers’ treatment, only 13% reported being in the action stage of change 
(Levesque, Gelles, & Velicer, 2000). Thus, individuals may often attend 
group treatment for IPV with very low intrinsic motivation to change, 
suggesting that directive and confrontational intervention approaches 
might be a particularly poor fit for most attendees.

Couple Therapy

Given that IPV is often bidirectional between partners (Langhinrichsen-
Rohling, Misra, Selwyn, & Rohling, 2012) and that relationship distress 
is strongly linked to IPV perpetration (Stith, Smith, Penn, Ward, & Tritt, 
2004), couple therapy approaches have also been developed to treat IPV. 
Of the limited randomized-controlled trials that exist, couple therapy 
group treatment is generally equal or superior to gender-specific group 
treatment (O’Leary, Heyman, & Neidig, 1999) and couple therapy indi-
vidual treatment (Stith, Rosen, McCollum, & Thomsen, 2004) in reduc-
ing IPV perpetration and increasing relationship adjustment. Owing to 
concerns regarding the risk of violence escalation during treatment, cou-
ple therapy is generally recommended only for couples in intact relation-
ships who are engaging in low to moderate levels of IPV, with no history 
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of serious injury and no significant fear of the partner, and as such is not 
suitable for many individuals with a history of IPV perpetration. Couple 
therapy programs are also often grounded in feminist and CBT princi-
ples, with correspondingly confrontative or directive interventions, and 
hence issues of low motivation to change may still hamper success within 
traditional couple therapy approaches.

Universal Prevention

Given the limited effectiveness of interventions designed to treat IPV, 
increased attention has turned in recent years to the prevention of IPV 
in young adult populations. IPV prevention programs are primarily uni-
versal (e.g., delivered to all members of a group regardless of their risk 
of IPV perpetration) and psychoeducational in nature, and are targeted 
toward adolescents and young adults who are just beginning to navi-
gate close relationships. Many programs are delivered in school settings, 
and some are also delivered in other community contexts or directly to 
couples or parents (O’Leary, Woodin, & Fritz, 2006). In general, uni-
versal psychoeducational programs, particularly those administered in 
school settings, show very little effectiveness in reducing IPV perpetra-
tion (Whitaker, Murphy, Eckardt, Hodges, & Cowart, 2013). Universal 
prevention programs tend to be standardized and didactic in nature and 
thus may fail to address the heterogeneity of IPV perpetrators. Further, 
because these interventions are targeted to large groups of primarily 
nonaggressive young adults, the dose tends to be quite limited and the 
effect size is negligible. Targeted IPV prevention programs delivered to 
at-risk individuals tend to yield larger effect sizes than universal preven-
tion programs, possibly because they employ a greater degree of tai-
loring and individualization, including the use of more interactive and 
high-intensity interventions (O’Leary et al., 2006).

Rationale for Using MI to Treat IPV

Given the limited effectiveness of many treatment approaches for IPV, 
there is a pressing need for the development of empirically informed and 
flexible treatment models to address the challenges and heterogeneity 
of IPV perpetration. As stated above, low motivation to change is seen 
as a primary problem in traditional IPV treatments, and indeed motiva-
tion is an important consideration. For example, in a sample of 107 men 
court-mandated to treatment, motivational readiness to change was the 
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strongest predictor of the working alliance (Taft, Murphy, Musser, & 
Remington, 2004). Further, Alexander and Morris (2008) demonstrated 
that men entering group treatment who scored lower in readiness to 
change also reported less self-reported distress, violence, and problems 
with anger, despite their partners reporting equal levels of violence per-
petration relative to other attendees. Thus, individuals lower in readi-
ness to change may underreport their own level of impairment and have 
more difficulty in establishing a strong working alliance and therefore 
be less likely to engage successfully with the treatment process.

Behaviors indicative of resistance (e.g., anger, irritability, oppo-
sition, and suspicion) are related to poor outcomes across a range of 
disorders (e.g., Beutler, Moleiro, & Talebi, 2002); however, there is no 
empirical evidence that confrontation is the best solution to resistance. 
Rather, coercive and hostile therapist behaviors often lead to mistrust on 
the part of clients (Ackerman & Hilsenroth, 2001), and resistant indi-
viduals are least likely to benefit from directive forms of therapy (Beutler 
et al., 2002). Further, brief interventions for alcohol use that employ a 
directive-confrontational style produce high levels of client resistance 
that then actually predict increased drinking rates following treatment 
(Miller, Benefield, & Tonigan, 1993). Thus, confrontational strategies 
may be a key limitation to the effectiveness of traditional group treatment 
approaches and may even re-create the very hierarchical and controlling 
dynamics they are seeking to overcome (Murphy & Baxter, 1997). More 
recently, interventionists have argued that the structure of the treatment 
program should be used to facilitate greater intrinsic motivation as treat-
ment progresses, even for participants who begin treatment with very 
low motivation to change (McMurran, 2002).

The alcohol treatment field experienced a very similar history of 
largely unsuccessful attempts to use confrontational interventions to 
break down denial and compel change (e.g., Polich, Armor, & Braiker, 
1981). The development of the transtheoretical model of change (Pro-
chaska & DiClemente, 1984) and the therapeutic technique of motiva-
tional interviewing (Miller, 1983) were in large part responses to the 
limitations of existing treatments. The similarities between the alcohol 
and IPV treatment fields in terms of frequent treatment resistance and 
the limited efficacy of confrontational approaches have led to a call for 
the use of motivational methods to treat IPV as well (e.g., Daniels & 
Murphy, 1997; Murphy & Baxter, 1997). Further, the prevalence of IPV 
and risky alcohol use both peak in early adulthood during a time of 
considerable impulsive risk taking and identity formation (Arnett, 2000; 
O’Leary & Woodin, 2005), suggesting that both behaviors may share 
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some common underlying risk factors and therefore might be amenable 
to similar forms of treatment.

Clinical Applications

Given the aforementioned limitations with existing treatments, Stuart, 
Temple, and Moore (2007) argued that systematic empirically informed 
modifications need to be made to existing treatments. They suggested 
incorporating motivational strategies into existing treatments to facili-
tate a stronger working alliance with participants, who are often not yet 
ready to engage in concrete behavioral change strategies. To date, MI 
has been incorporated into existing treatment programs in a variety of 
ways, including as an adjunct treatment for substance use or compliance 
issues in IPV group treatment programs, as an additional component 
interwoven into existing IPV group treatment programs, and as a stand-
alone targeted prevention approach for at-risk individuals.

MI for Substance Use as an Adjunct to Traditional Treatments

Given that harmful substance use is significantly related to IPV per-
petration (Foran & O’Leary, 2008), one natural outgrowth of MI for 
substance use is as an adjunct to treatments for IPV. In an early trial, 22 
men court-mandated to anger management training received one group 
MI session on substance use (Easton, Swan, & Sinha, 2000). The MI 
session consisted of a focus on substance-related problems and possible 
solutions, using an MI-consistent framework. Results demonstrated that 
motivation to change substance use increased significantly from before 
to after the MI intervention; however, the researchers did not assess 
changes in substance use behavior in any subsequent follow-ups.

An MI-inspired brief intervention for substance use has also been 
developed as an adjunct to couples treatment for IPV (McCollum, Stith, 
Miller, & Ratcliffe, 2011). Participants with at-risk alcohol or drug use 
participated in one MI intervention during the sixth couple therapy 
session. The MI intervention, which was delivered in either a group or 
individual format and separately for men and women, consisted primar-
ily of psychoeducation related to ways of talking about substance use 
and recommended drinking guidelines, exploration of the pros and cons 
of substance use, the administration of a questionnaire to encourage 
participants to consider possible consequences of substance use, and a 
worksheet designed to enable participants to decide what changes, if 
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any, they wished to make in their substance use. Throughout the inter-
vention, the therapists responded to clients in an MI-informed fashion. 
To date, there are no published evaluations of this approach.

MI combined with individualized feedback, referred to as moti-
vational enhancement therapy (MET), has also been examined as a 
method to reduce alcohol use. The most ambitious study to date ran-
domly assigned 252 hazardous drinking men in batterer intervention 
programs to receive either 90 minutes of MET for hazardous alcohol 
use or a no-intervention control condition before attending a standard 
IPV group treatment (Stuart et al., 2013). At the 3-month follow-up, 
men in the MET condition reported significantly less alcohol consump-
tion, greater abstinence, less severe physical IPV, less severe psychologi-
cal IPV, and fewer injuries to partners; however, the effects had largely 
faded by the 6- and 12-month follow-ups. Thus, MET for substance use 
is a promising adjunct to increase the efficacy of standard IPV treatment 
protocols, but its efficacy may diminish over time.

MI as an Adjunct to Improve Compliance with IPV Group Treatment

In the first examination of MI directly targeting IPV as an adjunct to IPV 
group treatment, Kistenmacher and Weiss (2008) randomly assigned 33 
court-mandated men to receive either a two-session IPV-focused MET 
intervention or a no-intervention control condition before IPV group 
treatment. The MET sessions consisted of individualized feedback on 
participants’ self-reports of IPV perpetration and stages of change, fol-
lowed by a second session in which the therapist further discussed their 
IPV and entry into treatment, using an MI-consistent stance. Men in 
the MET condition demonstrated greater growth in stages of change 
and a greater decrease in external attributions for their IPV following 
the MET intervention; however, the researchers did not report behav-
ioral outcomes, such as compliance with group treatment or rate of IPV 
recidivism.

A larger study similarly evaluated a two-session MET-focused intake 
process as compared to a structured intake control completed prior to a 
court-mandated group CBT treatment (Musser, Semiatin, Taft, & Mur-
phy, 2008). The MET sessions consisted of the completion of the Safe-at-
Home Instrument for Assessing Readiness to Change Intimate Partner 
Violence (SIRC; Begun et al., 2003), followed by a 45-minute MI ses-
sion and the completion of a self-report questionnaire packet. The sec-
ond session consisted of MET utilizing personalized written and verbal 
feedback regarding participants’ self-reports of IPV, anger, relationship 



328 Motivational interviewing in the treatment of Psychological Problems 

functioning, and risky substance use, followed by a second motivational 
interview. In addition to the in-session procedures, therapists also sent 
a personalized motivational note to the participants between the first 
and second sessions and also contacted participants by phone and mail 
following missed appointments. Compared to the control condition, the 
MET condition was associated with more constructive in-session behav-
iors, greater homework compliance, better therapist-rated working alli-
ance, and greater outside help-seeking behaviors. No significant effects 
were found for session attendance, self-reported readiness to change, or 
client-rated working alliance. Finally, there was a marginally significant 
effect favoring the MET condition for partner reports of IPV 6 months 
after the CBT intervention. The authors noted that, because the target 
behavior was session attendance and not IPV per se, MET might not 
have been as effective at reducing IPV as it otherwise could have been.

In a follow-up examination of moderators of change, Murphy, Line-
han, Reyner, Musser, and Taft (2012) found that men with high initial 
reluctance to change were more likely to report forward movement in 
their stage of change following the MET intervention than men who 
were already motivated to change. In addition, for men who initially 
claimed to have already solved their problems, MET was actually related 
to greater backward movement in stages of change and greater home-
work compliance, suggesting that MET facilitated these men’s reconsid-
ering the effort they might still need to expend. MET was also related to 
greater working alliance for men high in contemplation to change and 
better attendance for men with high trait anger.

Scott, King, McGinn, and Hosseini (2011) developed a six-session 
group pretreatment for highly resistant court-mandated men that incor-
porated themes from motivational interviewing, including a focus on 
empathy, creating discrepancies, and building self-efficacy. The men 
then attended a Duluth model group treatment program. The authors 
found that dropout rates were lower for highly resistant men receiving 
the motivational pretreatment group as compared to highly resistant 
men completing the standard group treatment only; however, there were 
no significant differences in group leaders’ ratings of in-session treat-
ment engagement. Further, there was no follow-up to examine rates of 
IPV recidivism after the intervention.

Crane and Eckhardt (2013) evaluated a single session of MI as an 
adjunct to court-mandated group treatment. The MI session consisted 
of 45–55 minutes spent discussing the most recent IPV event, exploring 
participants’ responses to the Safe at Home Scale (Begun et al., 2003), 
and in some cases completing a standardized change plan. Therapists 
responded to participants in a manner consistent with the tenets of MI. 
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Results indicated that MI was related to better session attendance and 
treatment compliance relative to a control condition. Further, readiness 
to change moderated these findings, with participants low in readiness 
to change demonstrating significant effects in session attendance and 
treatment compliance, whereas participants high in readiness to change 
participated well regardless of the intervention condition. The authors 
found no significant differences in recidivism 6 months following the 
intervention; however, IPV-specific recidivism was very low in both con-
ditions. The authors also noted that the effects of MI seemed to dissipate 
by midtreatment as rates of compliance became more similar between 
conditions, and they suggested that a second booster session of MI 
midtreatment might be an effective addition.

MI Themes Incorporated into Group Treatment

Alexander, Morris, Tracy, and Frye (2010) responded to the limitations 
of existing approaches to group treatment by randomly assigning 528 
male batterers to a 26-week stages-of-change motivational interview-
ing (SOCMI) group intervention or a standard CBT gender reeducation 
group intervention. The first 14 sessions of the SOCMI intervention uti-
lized experiential change processes consistent with precontemplation and 
contemplation stages of change, whereas the final 12 sessions consisted 
of behavioral change process. Group leaders delivered all SOCMI ses-
sions in an MI-consistent manner. Findings indicated that members of 
the SOCMI group perpetrated less posttreatment physical IPV as com-
pared to members of the CBT condition. Consistent with theoretical 
predictions, men lower in readiness to change engaged in significantly 
less physical IPV after the SOCMI condition than the CBT condition, 
whereas men higher in readiness to change engaged in significantly less 
physical IPV in the CBT condition as compared to the SOCMI condition.

Summary

To summarize, MI and MET have most often been used as an adjunct 
to IPV group treatments, with a focus on either substance use or IPV 
behaviors. Most studies demonstrate an increase in readiness to change 
as a result of MI and MET interventions, and many studies have also 
documented improved session attendance and compliance. Few studies 
reported on changes in IPV after the MI/MET intervention; however, 
there is some evidence that these approaches lead to at least temporary 
reductions in IPV perpetration. Finally, MI/MET approaches appear to 
produce larger changes in behavior for individuals with lower motivation 
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to change, whereas more structured interventions such as CBT produce 
equal or even larger changes for individuals with high motivation to 
change.

Clinical Illustration

We developed the Dating Checkup Program as a stand-alone MET inter-
vention for at-risk college dating couples (Woodin & O’Leary, 2010). 
We were interested in creating a program that would be helpful for intact 
couples experiencing low to moderate levels of physical IPV in their rela-
tionship, with the goal of providing a brief tailored intervention that 
could serve as a targeted prevention approach for couples who might not 
generally be aware of or interested in more intensive interventions. We 
were specifically interested in intervening with couples in the “emerging 
adulthood” period of development, which tends to be characterized by 
a high degree of risk taking and identity development (Arnett, 2000) as 
well as a high-risk time for IPV (O’Leary & Woodin, 2005). Further, 
we were particularly interested in intervening with male IPV, as past 
research has shown male IPV is particularly detrimental to the victim 
(Lawrence et al., 2012). At the same time, we were cognizant that the 
majority of our couples would likely report bidirectional IPV (Magdol 
et al., 1997), and as such we specifically designed our assessment and 
intervention procedures to be flexible and equally applicable to men and 
women.

Based on these goals, we designed a study comparing a MET ses-
sion with a control condition consisting of brief nonmotivational feed-
back and psychoeducation (Woodin & O’Leary, 2010). We recruited 
couples from the campus of Stony Brook University. Our inclusion crite-
ria were that both partners were between 18 and 25 years old, they had 
shared a nonmarried and noncohabiting dating relationship for at least 
3 months, and they had experienced at least one episode of mild physical 
IPV (threw something that could hurt, twisted an arm or hair, pushed 
or shoved, grabbed, or slapped) perpetrated by the male partner during 
the past 3 months.

The Assessment Session

Couples who met the inclusion criteria were invited to a 2-hour assess-
ment session. In the first hour, partners were separated and completed 
a series of computerized questionnaires in nonadjoining rooms. We 
assessed levels of physical IPV during the preceding months (reported 
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separately for perpetration and victimization) with the Revised Con-
flict Tactics Scales (CTS2; Straus, Hamby, Boney-McCoy, & Sugar-
man, 1996). We also assessed for common risk factors for IPV, including 
psychological IPV with the CTS2, patterns of verbal conflict with the 
Communication Patterns Questionnaire (CPQ; Christensen & Sulla-
way, 1984), perceptions of stress with the Life Experiences Survey (LES; 
Sarason, Johnson, & Siegel, 1978), and hazardous alcohol use with the 
Alcohol Use Disorders Identification Test (AUDIT; Saunders, Aasland, 
Babor, de la Puente, & Grant, 1993). Finally, we also assessed for com-
mon consequences of IPV, including relationship satisfaction with the 
Dyadic Adjustment Scale (DAS; Spanier, 1976), depression symptoms 
with the Beck Depression Inventory—Revised (BDI-II; Beck, Steer, & 
Brown, 1996), and anxiety symptoms with the Beck Anxiety Inventory 
(BAI; Beck, Epstein, Brown, & Steer, 1988).

After the computerized assessments were completed, we first exam-
ined the assessment results for any history of serious IPV-related injury, 
as measured by the CTS2, or any significant fear of the partner, using the 
Fear of Partner Scale (FPS; O’Leary, Foran, & Cohen, 2013). For safety 
reasons, couples reporting injury or significant fear were excluded from 
participation in the feedback session. Our exclusion protocol entailed an 
individual and confidential debriefing with each partner regarding the 
person’s immediate and long-term safety, with a referral to the under-
graduate counseling center, a local emergency shelter, and a violence 
hotline.

In the last step of the assessment session, a master’s-level therapist 
interviewed both partners together about the history and course of their 
relationship, using the Oral History Interview (OHI; Buehlman, Gott-
man, & Katz, 1992). The OHI is a semistructured interview that includes 
questions regarding how the partners first met, what attracted them to 
each other, and how their relationship has progressed. To maintain con-
fidential reporting, we did not ask any questions specifically about IPV, 
and hardly any couples voluntarily discussed IPV during the interview. 
We chose to have couples complete the OHI, which is generally consid-
ered a pleasant and enjoyable interview, to build rapport with the study 
therapist and to provide the therapist context for the feedback session.

The MET Feedback Session

Participants assigned to the MET feedback session, which lasted up to 
45 minutes for each partner, first received written individualized feed-
back regarding the IPV perpetration (based only on each partner’s own 
self-report for confidentiality reasons) as well as written feedback on 
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risk factors for physical IPV (psychological IPV, verbal conflict, stress, 
alcohol use) and possible consequences of IPV (relationship satisfaction, 
depression, anxiety). The feedback was tailored to provide the partners 
with information on how their self-reports compared to the “average 
college student” of their gender, based on normative data collected from 
other college student populations for each questionnaire. The feedback 
was generally provided as “low,” “medium,” or “high” on each mea-
sure, and a brief description of the meaning of each partner’s score was 
provided. In addition, the IPV feedback was presented as percentile 
scores relative to other students at Stony Brook University, based on past 
research with our laboratory group. Our provision of this tailored nor-
mative feedback is consistent with evidence that changes in normative 
perceptions of alcohol use are important mechanisms of change in brief 
interventions for harmful alcohol use (Borsai & Carey, 2000), as well 
as with evidence from the IPV field that young adults who report a dis-
crepancy between their current IPV and their attitudes toward IPV (i.e., 
cognitive dissonance) are most likely to reduce IPV over time, even after 
controlling for attitude change (Schumacher & Slep, 2004).

During the feedback session, the therapist provided the individual-
ized feedback in an empathic and nonconfrontational manner, discussed 
the current impact and possible future risks to the individual and to the 
relationship as a result of the IPV, and facilitated a discussion of possible 
means of behavior change. Common precipitating events for IPV were 
discussed as appropriate (e.g., heavy alcohol use, psychological IPV, 
relationship conflict, stress). Further, the potential impact of the IPV on 
the well-being of the individual and the relationship were highlighted. 
Participants were asked to respond to this feedback, and any statements 
indicating motivation to change these behaviors were attended to and 
reinforced.

The last interview of the motivational feedback session was 15 min-
utes long and included both partners, and therefore no specific mention 
of individual feedback was made. Instead, the therapist asked the couple 
to discuss their overall impressions of the strengths and concerns in their 
relationship. As in the individual interviews, the therapist attended to 
and reinforced statements indicating motivation to change any risk fac-
tors for physical IPV (e.g., frequent conflict, alcohol use).

Outcome Results

Woodin and O’Leary (2010) reported the treatment outcome findings 
from the Dating Checkup Program as a stand-alone MET intervention 
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for at-risk college dating couples. Compared to a nonmotivational con-
trol condition, the MET condition was associated with less physical IPV, 
less harmful alcohol use, and less acceptance of psychological IPV in the 
9 months following the intervention. In a follow-up analysis, Woodin, 
Sotskova, and O’Leary (2012) found that therapist behaviors consistent 
with competency in MI predicted significantly greater reductions in 
physical IPV following the MET feedback session, suggesting that MET 
procedures exerted their effects through the hypothesized mechanism.

Description of a Typical MET Feedback Session

Carly and Adam have been dating for 8 months. Carly is a first-genera-
tion college student who is originally from Cambodia, and Adam is a sec-
ond-generation Ukrainian American. They met through mutual friends, 
and both live in on-campus student housing. They are both graduating 
at the end of the semester but are experiencing some stress because they 
are not sure where their paths will take them after graduation. They are 
also under pressure from their families, who do not approve of their 
dating outside of their cultural group and who would like to see them 
break up before their relationship gets more serious. Carly reported that 
she was initially drawn to Adam because of his good looks and friendly 
demeanor, and Adam reported that he was drawn to Carly because she 
was outgoing and personable. They describe their relationship as gener-
ally strong and loving but that they also struggle with issues of jealousy, 
particularly at social gatherings, and often experience conflict that “gets 
out of hand.”

During Carly’s motivational feedback session, she was not sur-
prised by much of the individualized feedback, particularly that she and 
Adam have a great deal of verbal conflict and psychological IPV in their 
relationship. In contrast, she was quite surprised and alarmed by the 
feedback that both she and Adam scored above the 90th percentile for 
their frequency of physical IPV as compared to the average Stony Brook 
student. Her initial response was “Is this domestic violence?” She went 
on to say that she had never thought of their pushing and shoving as 
anything very serious, as she assumed that most couples engaged in such 
behavior from time to time. The therapist reflected back her surprise and 
worked to help her further develop and explore the discrepancy she had 
unearthed. The therapist then worked to elicit self-motivational state-
ments from Carly, which particularly revolved around her goal to solve 
conflict effectively so that their relationship would not be so stressful. 
Carly was able to generate several ideas about ways she could handle 
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conflict more effectively, particularly when she felt jealous of Adam talk-
ing to other women. With the therapist’s assistance, she was able to iden-
tify areas of self-efficacy, and she felt that her strong interpersonal skills 
would help her communicate more effectively.

During Adam’s motivational feedback session, he was less surprised 
than Carly regarding the feedback on his physical IPV perpetration but 
reported feeling saddened that it was the case. He described having regu-
larly witnessed his father and mother fighting physically when he was a 
child, and he had sworn to never repeat the same pattern in his own rela-
tionships. He said that he often felt overwhelmed during fights with Carly 
and that their fights would become physical when he abruptly attempted 
to leave the room to “cool off.” Adam quickly recommitted to his goal of 
remaining violence-free in his relationship, saying, “That’s not the man I 
want to be.” The therapist then asked Adam to come up with some ideas 
for what he could do instead when feeling overwhelmed, and Adam was 
able to generate several strategies, including telling Carly that he needed 
a break from the conversation before things got too heated.

In the final conjoint feedback session, the therapist guided the cou-
ple to think about some of the overall strengths and challenges in their 
relationship and to explore how they might deal with their challenges. 
Carly and Adam both identified their strong bond and determination to 
make their relationship work as their greatest strengths, and they jointly 
focused on their problems with conflict and jealousy as important chal-
lenges. The partners expressed a desire to find a better way to resolve 
conflict, and each described some of the key strategies he or she would 
use when feeling upset. The therapist reflected these self-motivational 
statements and reiterated the couple’s areas of strengths as evidence of 
self-efficacy to make these changes happen.

The MI Process

The motivational feedback session is designed to be flexible and indi-
vidualized so that the therapist is able to move through the stages of 
MI at an appropriate pace for each participant. Throughout the session, 
therapists focus explicitly on maintaining an empathic and noncon-
frontational stance while maintaining the standards of high-quality MI 
administration. Therapists concentrate on asking primarily open-ended 
questions, on using more reflections than questions, and using complex 
reflections whenever possible. Therapists also avoid providing advice 
without permission.
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Providing Normative Feedback

The first stage in the feedback process is generally to ask permission to 
provide written normative feedback to the participant and to then ask 
for his or her reaction to this feedback. “Based on how you filled out 
the survey, you scored in the high range in your level of alcohol use. 
Typically we say that a score above 7 places people at risk for drinking 
problems, and your score of 18 is quite a bit above that.” The thera-
pist provides this feedback in a flexible manner and might skip to vari-
ous sections as needed if the participant is resonating with a particular 
theme. Conversely, if the participant scores low on certain sections (e.g., 
their alcohol use is within healthy limits), the therapist will reinforce this 
source of strength and then move on to issues that might be more salient 
to the individual.

Exploring the Participant’s Reactions

After providing feedback on each measure, the therapists then ask for a 
reaction from the participant. “What do you make of this?” “How does 
this fit with how you see yourself?” Many participants are particularly 
surprised by their scores on the physical IPV measure, and quite a few 
mention that they believe the behavior is much more common in their 
social circles. The therapists respond empathically and nonconfronta-
tionally to these assertions with statements such as “It seems to you like 
a lot of your friends fight physically from time to time.”

Eliciting Change Talk

Throughout the session, the therapists work to elicit and selectively 
attend to client change talk, including times when participants are open 
to talking about their IPV perpetration, considering problems related to 
the IPV, and directly commenting on their wish to stop engaging in IPV. 
The therapists elicited these statements through open-ended questions 
such as:

“Tell me a bit more about what it’s like when you push and shove 
your partner. What’s positive about it? And what’s the other 
side? What are your worries about the conflict and fighting for 
yourself and your relationship?”

“Tell me what you’ve noticed about times when you fight with your 
partner. What concerns you, what could be problems or might 
become a problem?”
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“What makes you think that you might need to make a change in 
your relationship?”

The therapist attempts to elicit as much change talk as possible while 
acknowledging that the sources of motivation might vary considerably 
from one person to another. Common motivations for college dating 
couples typically revolve around the impact of IPV on their relationship, 
on their own mental and physical health and well-being, or on their aca-
demic performance and ability to cope with the demands of school. The 
therapist then reflects back those change talk statements to the client, 
typically immediately after each statement is made, and then as a sum-
mary reflection at the end of this process.

“Derek, for you the biggest issue is that when you fight physically it 
doesn’t actually solve the problem but tends to make it much worse 
in the long run. You’re worried about how the stress is affecting 
your relationship, and it makes it hard for you to concentrate when 
you’re trying to study. It also makes you feel bad about yourself 
because it goes against your belief that ‘men don’t hit.’”

Eliciting Ideas about Changing

After the therapist has solicited and reflected change talk, the next step 
is generally to ask the participant about his or her ideas about changing 
the IPV behavior. Conversely, many participants will start to spontane-
ously generate their own ideas for changing, which the therapist can then 
reinforce through the use of reflections. Common therapist questions 
might include:

“Now that you’ve thought about the problems with your aggres-
sion, what do you think you’ll do the next time you’re feeling 
jealous?”

“Where does this leave you now in terms of how you want to act in 
your relationship?”

“What do you make of all this? What’s next for you? What might 
help?”

“What do you hope for in the future? How would things look if they 
were a lot better than they are now? How would you get there?”

During this process, the therapist refrains from making suggestions 
or recommendations but, rather, solicits the participant’s own ideas for 
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change and then reflects upon those ideas. The therapist also emphasizes 
that it is the participant’s decision about how and if to make any changes 
in his or her behavior. The therapist also does not make a recommenda-
tion regarding whether the participant should remain in the relationship 
or terminate the relationship, but rather responds in a neutral manner to 
any thoughts the participant has in this regard.

If the participant directly solicits advice or asks a direct question 
of the therapist, the therapist will then respond with objective advice if 
possible but will often reiterate the theme of personal responsibility and 
autonomy.

“It’s your choice to decide what works for you, but I can say that for 
many people taking a brief time out can make a big difference 
when you’re feeling really upset.”

“Since you mentioned that most of your worst fights happen when 
you’re both drinking a lot, one thing that might help is to cut 
down on your drinking when you’re out together at night.”

Providing a Menu of Options

The final stage of the motivational feedback session involves providing 
participants with a pamphlet on building healthy relationships along 
with a referral list with on-campus and off-campus resources. Partici-
pants are again reminded that these are options that may or may not 
be helpful in their particular case, but that they are resources that are 
sometimes useful for individuals who are dealing with violence in their 
relationships.

Problems and Suggested Solutions

Owing to the empathic and nonconfrontational nature of MI, this 
approach is generally more effective than standard treatment approaches 
in engaging individuals who are hesitant to label themselves as having 
a problem with IPV (Alexander et al., 2010; Crane & Eckhardt, 2013; 
Kistenmacher & Weiss, 2008; Murphy et al., 2012; Scott et al., 2011). 
That being said, there are certain issues that can arise with MI for IPV 
that require additional problem solving.

A key issue that can arise in any MI session—but that might be more 
likely in MI sessions with court-mandated or coerced individuals—is 
the high degree of “resistance” that an individual might express to the 
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process of receiving MI or MET. In this circumstance, the traditional MI 
tools are key. Therapists can simply acknowledge the hesitation directly 
(“You really don’t want to be here”) or even amplify the participant’s 
concern (“This is the last thing on earth you want to be doing right 
now!”). Double-sided reflections on the ambivalence can also be help-
ful (“There’s a part of you that thinks this process is a waste of time, 
but on the other hand some of this really surprises you”). Sometimes 
changing the topic is effective (“Let’s switch gears and talk a bit about 
the stress you’ve been under lately”). Throughout this process, the thera-
pist reminds the participant about his or her own personal autonomy 
and responsibility, always maintaining an empathic and nonjudgmental 
stance toward the participant’s experience. Above all else, the therapist 
avoids direct confrontation, arguing, or advice giving, as these behaviors 
will likely increase the participant’s mistrust and hesitancy.

Another issue that can often emerge with MI for IPV is that the 
participant might be experiencing comorbid conditions that may make 
behavior change more difficult. Indeed, substance use and mental health 
concerns significantly predict poorer response for men in batterers’ 
treatment (Tollefson & Gross, 2006). In this case, MI techniques can 
also be useful for increasing motivation to access other services such 
as substance use and/or mental health treatment. This is related to the 
menu-of-options approach and can be considered part of a participant’s 
individualized plan to stop IPV.

Finally, MI as a stand-alone treatment for IPV is likely contraindi-
cated if there is acute risk of injury to the partner. As described previ-
ously, I recommend using MI as a stand-alone treatment only for individ-
uals with no history of severe injury or extreme coercion of the partner 
and only for couples in which neither partner is fearful of engaging in 
the process. If there is elevated risk, participants should be encouraged 
to attend a longer-term treatment program with the goal of learning 
greater behavioral regulation in a context in which ongoing safety issues 
can be addressed routinely. Further, partners should receive treatment 
separately to mitigate the risk of violence escalation and injury, at least 
until such time as behavior regulation is improved considerably.

Conclusions

MI is a flexible and accessible approach to IPV that overcomes many 
of the limitations of existing treatments. Although there is still a need 
for additional randomized controlled trials to examine the efficacy and 
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utility of various uses of MI and MET for IPV, initial results appear 
promising. One caveat is that very few studies have examined change 
in actual IPV behavior following an intervention (see Alexander et al., 
2010; Crane & Eckhardt, 2013; Musser et al., 2008; Stuart et al., 2013; 
and Woodin & O’Leary, 2010, for exceptions), and even fewer have 
been able to obtain partner reports of IPV, which tend to be the most 
reliable indicator of recidivism but which are not always available (par-
ticularly in the case of men court-mandated to treatment). Another pos-
sible limitation of MI for IPV is that results seem to fade within the 
first year. As recommended by several authors, booster sessions given 6 
months after the initial MI session might prove beneficial in prolonging 
the gains achieved. Alternatively, the reduction in effectiveness seen in 
some studies might be the result of combining one or two sessions of MI 
with a confrontational and directive group treatment program. In this 
case, an essential point of intervention refinement may be to maintain an 
MI-consistent stance throughout the treatment process. Finally, as with 
other conditions, MI for IPV is likely most useful for individuals with 
low awareness of IPV as a problem and/or low motivation to change IPV 
behaviors. Thus, individuals high in readiness to change are likely to 
benefit more from change-oriented directive approaches. Despite these 
caveats and limitations, MI is clearly an exciting intervention approach 
that moves the field of IPV intervention forward to the next stage of 
empirically informed treatment programs that have the potential to sig-
nificantly improve outcomes for a wider range of individuals currently 
struggling to remain violence-free.
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eating disorders refer to a wide range of clinical features associated 
with the overvaluation of weight or shape, including dietary restriction, 
binge eating, and compensatory behaviors. Bulimia nervosa and binge-
eating disorder are both characterized by repeated episodes of binge 
eating, defined as consuming a large amount of food within a 2-hour 
period and experiencing a loss of control over eating (American Psy-
chiatric Association, 2013). They are primarily distinguished according 
to the presence or absence of compensatory behaviors intended to pre-
vent weight gain. Individuals whose self-evaluation is heavily influenced 
by their weight and shape and who regularly engage in compensatory 
behaviors including self-induced vomiting, fasting, excessive exercise, or 
the misuse of laxatives, diuretics, or enemas are diagnosed with buli-
mia nervosa, whereas individuals who experience significant distress 
regarding their binge eating but do not regularly engage in compensa-
tory behaviors are diagnosed with binge-eating disorder.

Anorexia nervosa is characterized by persistent restriction of 
energy intake, leading to a significantly low body weight for sex, age, 
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and height. Weight loss is accomplished through dieting, fasting, and 
excessive exercise. Despite having a low body weight, individuals with 
anorexia nervosa experience an intense fear of gaining weight or engage 
in persistent behaviors that interfere with weight gain, and they display a 
disturbance in the way they experience their bodies. For example, body 
size may be overestimated or may become one of the primary deter-
minants of self-evaluation. Individuals with anorexia nervosa who do 
not engage in regular binge eating and/or compensatory behaviors are 
diagnosed with anorexia nervosa, restricting type, whereas those who 
do engage in such behaviors are diagnosed with anorexia nervosa, binge 
eating/purging type.

In contrast to DSM-5-diagnosed eating disorders, which range in 
prevalence from 0.5% for anorexia nervosa to 3% for binge eating dis-
order (American Psychiatric Association, 2013), the prevalence of “dis-
ordered eating” is much higher. The term “disordered eating” encom-
passes a much broader conceptualization of eating behaviors that cause 
significant distress or impairment. For example, an individual might 
meet all of the criteria for bulimia nervosa or binge-eating disorder 
with the exception that purging or compensatory behaviors occur at a 
lower frequency (less than once per week) or for a shorter duration (less 
than 3 months), or might meet all of the criteria for anorexia nervosa 
with the exception that body weight is within a normal range, or might 
engage in regular compensatory behaviors despite the absence of binge 
eating. In addition to these other specified feeding or eating disor-
ders (American Psychiatric Association, 2013), some additional forms 
of disordered eating include attempting to follow strict dietary rules 
regarding when, what, or how much to eat, regardless of whether these 
attempts are actually successful (i.e., high levels of dietary restraint). 
For example, an individual might attempt to abstain from eating after 
dinner, avoid all “forbidden foods,” and eat fewer than 1000 calories 
every day.

Motivational interviewing (MI) holds great appeal in the treatment 
of eating disorders for several reasons. First, there are many parallels 
between disordered eating and the addictions for which MI was origi-
nally developed. Second, disordered eating often fulfills important and 
valued functions. Third, it can be difficult to engage individuals with 
disordered eating in treatment, and therefore dropout from treatment 
and relapse following treatment are very common. The usual treatments 
for disordered eating and the rationale for using MI are discussed below, 
followed by an overview of the clinical application of MI to disordered 
eating.



346 Motivational interviewing in the treatment of Psychological Problems

Usual Treatments

The National Institute for Health and Care Excellence (NICE, 2004) 
recommends outpatient cognitive-behavioral therapy (CBT) or interper-
sonal therapy (IPT) lasting at least 6 months for the treatment of anorexia 
nervosa, or family-based interventions in the case of children and ado-
lescents with anorexia nervosa. If an individual experiences significant 
deterioration during outpatient treatment (e.g., significant weight loss or 
physical complications) or significant improvements are not noted dur-
ing a course of treatment, more intensive forms of treatment are recom-
mended. For example, intensive inpatient or day treatment focused on 
refeeding, weight restoration, and psychological rehabilitation may be 
required. Following weight restoration, individuals with anorexia ner-
vosa should continue to receive outpatient psychological treatment and 
physical monitoring for a period of at least 12 months.

In the treatment of bulimia nervosa and binge-eating disorder, 
individuals should be encouraged to follow an evidence-based self-help 
program as a first step, such as consulting one of several cognitive-
behavioral self-help workbooks available. Guided self-help using a book 
such as Overcoming Binge Eating (Fairburn, 1995) has been found to 
be effective for a subset of individuals with bulimia nervosa (Wilson, 
2005). If symptoms persist following self-help or guided self-help inter-
ventions, 16–20 sessions of CBT should be offered over a period of 
5–6 months. CBT has been shown to eliminate bingeing and purging 
in 30–50% of clients and to improve bingeing, purging, dysfunctional 
dieting, and body image in a substantial number of the remaining cli-
ents (NICE, 2004). In addition, symptom improvement is typically well 
maintained across follow-up periods spanning 1 year and beyond. How-
ever, not all clients respond well to CBT, and IPT can be considered as 
an alternative to CBT despite it typically requiring a longer period of 
8–12 months to achieve the same effects (NICE, 2004). More inten-
sive forms of treatment may be required for bulimia nervosa, such as 
inpatient hospitalization or day treatment, if symptoms persist follow-
ing outpatient treatment and the individual requires closer monitoring 
for symptom disruption.

In the treatment of “disordered eating” more broadly, including 
other specified feeding or eating disorders, it is recommended that treat-
ment be offered for the clinical problem that most closely resembles the 
individual’s eating problem (NICE, 2004). For example, CBT would be 
recommended for an individual with lower-frequency eating binges and 
compensatory behaviors.
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Rationale for Using MI

Individuals with disordered eating often describe their eating behavior 
as similar to an addiction (Cassin & von Ranson, 2007). A number of 
parallels have been noted between binge eating and the addictions for 
which MI was originally developed, including preoccupation with, crav-
ings for, and repeated urges to consume the substance (i.e., psychoactive 
substances or food), as well as a mounting sense of tension until the sub-
stance is consumed, and subsequent loss of control over the behavior—
often resulting in excessive consumption of the substance (Cassin & von 
Ranson, 2007; Gold, Frost-Pineda, & Jacobs, 2003; Wilson, 1991). In 
addition, individuals typically have great difficulty in either reducing or 
stopping the behavior, whatever their knowledge of the adverse physical 
or psychological effects might be.

Dietary restriction, binge eating, and compensatory behaviors often 
fulfill important and valued functions; therefore, individuals experi-
encing disordered eating often feel ambivalent about engaging in treat-
ment and addressing their symptoms. On the one hand, individuals 
with anorexia nervosa report that dietary restrictions and the associ-
ated weight loss allow them to feel in greater control, provide a sense of 
safety and protection, and make them feel thinner and more attractive 
(Serpell, Treasure, Teasdale, & Sullivan, 1999), while those with buli-
mia nervosa report that bingeing and then purging allow them to eat 
“forbidden foods” without gaining weight, as well as to avoid or regu-
late their emotions (Serpell & Treasure, 2002). On the other hand, they 
also acknowledge many costs associated with disordered eating, such 
as damaging their physical health, limiting their social and academic/
occupational opportunities, and paradoxically making them feel more 
emotionally dysregulated and out of control (Serpell et al., 1999; Serpell 
& Treasure, 2002). MI is ideally suited to help individuals with disor-
dered eating explore and resolve their ambivalence as well as enhance 
their intrinsic motivation for making changes in their eating behaviors 
before engaging in action-oriented treatments.

The action-oriented treatments typically used to treat disordered 
eating, such as CBT, are efficacious for many individuals who engage in 
and complete treatment (NICE, 2004; Wilson, 2005). However, these 
action-oriented treatments assume, perhaps incorrectly, that individu-
als who present for treatment are ready to make changes. Readiness for 
change fluctuates not only over time but also across symptoms (Geller, 
Cockell, & Drab, 2001). For example, individuals might seek treat-
ment to reduce eating binges but feel highly ambivalent about reducing 
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their dietary restrictions, laxative use, and exercise. Similarly, individu-
als might feel ready to change their disordered eating behaviors but not 
their cognitions (such as overvaluation of weight and shape). As a result, 
engagement in treatment may be low, and treatment dropout and relapse 
may be high. Of patients who enroll in CBT for bulimia nervosa, fewer 
than half make significant improvements in their bingeing and purg-
ing behavior and maintain the changes over time (Wilson & Fairburn, 
2007). Similarly, a 33% dropout rate was reported in a large trial of 
CBT for anorexia nervosa, and only 38% of those who enrolled in treat-
ment reached a BMI of 18.5 kg/m2 posttreatment (Fairburn et al., 2013). 
Readiness for change is an important target for treatment because it has 
been shown to prospectively predict enrollment in intensive day treat-
ment, completion of recovery-related activities, weight gain, treatment 
dropout, and relapse following treatment (Bewell & Carter, 2008; Geller 
et al., 2001; Geller, Drab-Hudson, Whisenhunt, & Srikameswaran, 
2004; Rieger et al., 2000).

Clinical Applications

MI can be used to explore and resolve ambivalence regarding a number 
of disordered eating behaviors and cognitions, including binge eating, 
compensatory behaviors (e.g., vomiting, laxative use, excessive exercise), 
dietary restriction, dietary restraint, and overvaluation of weight and 
shape. MI has been used in treatment-seeking samples as a prelude to 
action-oriented treatments (e.g., intensive inpatient or day treatment 
programs, outpatient CBT) in order to increase treatment enrollment 
and adherence (e.g., Geller, Brown, & Srikameswaran, 2011; Katzman 
et al., 2010; Treasure et al., 1999). It has even been integrated into the 
assessment process itself (e.g., Readiness and Motivation Interview; 
Geller et al., 2001). In addition, MI has been used as a single-session 
stand-alone intervention for individuals with disordered eating recruited 
from the community (Cassin, von Ranson, Heng, Brar, & Wojtowicz, 
2008; Dunn, Neighbors, & Larimer, 2006). Below we describe some of 
the key components that tend to be included in MI protocols focused on 
disordered eating, using some illustrative examples.

Engaging

The core skills of MI (OARS: open-ended questions, affirmations, reflec-
tions, summaries) are used initially to engage clients in a conversation 
about change, and they are equally important throughout the focusing, 
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evoking, and planning processes that make up MI (Miller & Rollnick, 
2013). The clinician begins by opening up a dialogue about the client’s 
eating behaviors: “I’d like to find out a little bit more about your eating 
habits. Can you tell me why you decided to come to the clinic?” The 
purpose of this dialogue is to explore the client’s eating behaviors and 
to elicit change talk (i.e., self-motivational statements of the reasons to 
change the behavior). If the client hints at the need for change, the cli-
nician can follow up by asking with interest, “What makes you think 
you need to change something about your eating?” If a client presents 
to a treatment program that routinely conducts diagnostic assessments 
prior to commencing treatment, we recommend that the spirit of MI be 
incorporated into the assessment process by using a clinical tool such as 
the Readiness and Motivation Interview (Geller et al., 2001). After all, 
relying on closed-ended questions can promote disengagement by social-
izing the client to provide short and succinct responses and by placing 
the client in a passive role relative to the “expert” clinician (Miller & 
Rollnick, 2013) rather than encouraging elaboration.

Focusing

The amount of focusing required depends to some extent on the treat-
ment context. For example, little focusing is generally required for a cli-
ent who voluntarily takes part in a research study examining the impact 
of treatment on a specific form of disordered eating (e.g., MI for binge 
eating). In contrast, more focusing would likely be required for a client 
who presents to an eating disorder treatment program with a variety of 
maladaptive eating behaviors (e.g., dietary restraint, eating binges, com-
pensatory behaviors), particularly if the client does not present for treat-
ment of his or her own volition. An even greater level of focusing might 
be required for a client who presents to a primary care physician with 
a variety of psychological and medical complaints but does not openly 
acknowledge his or her disordered eating. It is recommended that the 
client be invited to list any concerns he or she might want to discuss and 
that the clinician ask for permission to discuss an issue he or she feels is 
important to address but which is not spontaneously raised by the client 
(Miller & Rollnick, 2013).

Evoking

Clients with disordered eating rarely present for treatment ready to take 
action toward a clear and specific goal. In the event that they are ready 
to take action, the clinician is advised to proceed directly to the planning 
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process (Miller & Rollnick, 2013). More typically, clients with disor-
dered eating feel highly ambivalent about making changes because their 
eating behaviors serve important and valued functions. MI is particularly 
helpful for such clients owing to the variety of strategies used to evoke 
the client’s own motivations for change, such as discussing the life areas 
that have been affected by disordered eating, assessing and bolstering 
the importance of change and the client’s confidence in his or her ability 
to make changes, and imagining the future with and without disordered 
eating. The overall goal of the evoking process is to increase the amount 
of change talk vocalized by the client. This can be accomplished by ask-
ing strategic questions that encourage clients to talk themselves into 
change by articulating prochange arguments (Miller & Rollnick, 2013). 
For example, the clinician might pose a question such as “How might 
your health improve if you decide to stop binge eating?” A number of 
these strategies are described below; however, it is important to note that 
MI is not a “one-size-fits-all” approach intended for delivery according 
to a structured protocol. Therefore, the clinician should exercise clinical 
judgment in selecting the most appropriate MI strategies, their timing, 
and tailoring the strategies to the unique needs of each client.

Exploring Eating Behavior and Eliciting Change Talk

If the client has expressed a high level of ambivalence regarding improv-
ing eating behaviors and has voiced a lot of sustain talk, the clinician 
should explore the impact that current eating habits have had on certain 
life areas. For example, the clinician might ask, “I’d like to hear about 
the ways in which your eating habits have affected different areas of 
your life, if at all. For example, how have your eating habits affected 
your physical health?” The client might mention the physical effects of 
binge eating (e.g., nausea, bloating) and/or medical complications asso-
ciated with weight loss (e.g., poor concentration, low blood pressure). 
Some common responses include:

“I feel really uncomfortable after I’ve had a big eating binge, and 
can’t really do anything the rest of the night.”

“I’ve gained weight and I’m afraid I’ll develop health problems if I 
keep this up, like diabetes. I already have high blood pressure.”

“I often feel dizzy when my weight is low and have difficulty con-
centrating.”

“I would like to have children one day and realize I will need to gain 
weight in order to get my period back.”
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If the client provides a vague response such as “My health has deterio-
rated,” the clinician encourages the client to provide examples in order 
to elaborate on his or her responses. For example, the clinician might 
ask, “In what ways has it deteriorated?” or “Can you say a little bit 
more about that?” After summarizing the ways in which the client’s 
eating habits have impacted his or her physical health, the clinician can 
ask, “How much have your eating habits affected your physical health 
on a scale from 1 (not at all affected physical health) to 10 (severely 
affected physical health)?” The clinician then continues on to explore 
the impact of eating patterns on mental health, finances, and relation-
ships.

After exploring the impact of eating patterns on these life domains, 
the clinician can summarize by saying: “It seems that you have noticed 
the greatest effect of your eating habits in the area of . . ., and the least 
effect in the area of . . . Does this fit with the way you see things? What 
do you make of this? Have you noticed any other areas of your life that 
I haven’t asked you about already?” Each of these questions aims to 
encourage the client to vocalize reasons for change, thereby increasing 
the amount of change talk articulated during the session. If the client 
continues to vocalize a lot of sustain talk, the clinician might use ampli-
fied reflection by stating, “Your eating has never caused any real prob-
lems for you.” The intention implicit in amplified reflection is to over-
state what the client has articulated with the express aim of having the 
client vocalize the contrary side of the argument, that is, change talk 
(Miller & Rollnick, 2013).

Importance and Confidence Ruler

Before planning for change, the clinician should assess the importance 
of change from the client’s perspective, as well as the client’s level of 
confidence in his or her ability to make changes. As mentioned earlier, 
individuals who regularly engage in disordered eating often feel that it 
is important to stop but feel reluctant to start making changes because 
they are not confident in their ability to succeed, given a history of 
unsuccessful attempts to improve their eating behaviors. Fear of failure 
can lead to ambivalence about making changes. Therefore, it is impor-
tant to bolster the client’s confidence that he or she has the ability to stop 
binge eating before setting out to devise a concrete plan for change. The 
clinician can initiate this discussion in the following way: “We’ve been 
talking a lot about your eating and about the possibility of making some 
changes. If we had a ruler in front of us, and zero on the ruler was ‘not 
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at all important to change my eating’ and 10 on the ruler was ‘extremely 
important to change my eating’—where would you put yourself right 
now?”

If the client rates the importance of change as being a 6, the clini-
cian can then ask, “How did you decide on a 6? And why are you at a 6 
rather than a zero?” Some common responses include:

“I’m worried about my health, so I really need to do something 
now.”

“I’m going to keep gaining/losing weight if I don’t.”
“I feel really terrible about myself when I binge eat, and I can’t keep 

going on like this.”
“I feel isolated because I can’t meet my friends around mealtimes.”

In addition to determining the importance of change from the cli-
ent’s perspective, this question can also be very effective in eliciting 
preparatory and mobilizing change talk. Next, the clinician might ask, 
“And what would it take to move it up just a notch, to a 7 or 8?” Some 
common responses include:

“If I knew how to stop binge eating.”
“If I knew I could succeed.”
“If I didn’t feel overwhelmed at the thought of gaining weight!”

Such responses lead naturally into a discussion of the client’s con-
fidence in his or her ability to change. The clinician can open up this 
dialogue in the following way: “OK, now we’re going to do the same for 
confidence. If you decided you did want to make changes to your eat-
ing, how confident are you that you would be successful? If zero means 
that you are ‘not at all confident’ and 10 means that you are ‘extremely 
confident if you set your mind to it’—where would you put yourself 
right now?” The clinician can then follow up with the same questions 
asked previously. As mentioned, clients with disordered eating typically 
provide lower ratings for confidence than for importance owing to their 
many previous unsuccessful change attempts and the feeling that they 
have inadequate coping skills to successfully make the changes. When 
asked about what it would take to move their confidence up a notch, 
they often respond that it would be helpful to have strategies in place and 
that their confidence would be bolstered if there were some evidence that 
they were making small improvements.
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Enhancing Self-Efficacy
The importance and confidence ruler exercises can lead naturally into 
a conversation about self-efficacy. Typically clients acknowledge the 
importance of changing their eating behavior; however, they often feel 
pessimistic regarding their ability to make changes, given their extensive 
history of unsuccessful change attempts. As previously discussed, disor-
dered eating fulfills important and valued functions, and clients often 
feel as though they do not have sufficient coping resources to manage the 
anxiety they feel when attempting to change. Increasing the importance 
of change from the client’s perspective is not helpful if the client feels that 
any change attempt would be futile. Thus, enhancing self-efficacy is a 
key component of MI for disordered eating. Research by our group has 
demonstrated that self-efficacy assessed immediately following a single-
session MI intervention predicts behavioral change (i.e., reduced binge 
eating) 4 months later (Cassin et al., 2008).

One way to enhance self-efficacy is to elicit examples from the past 
in which the client successfully made a change that was important to 
him or her. The clinician might inquire: “So far, we’ve been talking a 
little bit about the idea of making some changes to your eating. Have you 
previously made changes in other areas of your life?” Some examples 
might include quitting smoking, cutting down on drinking, or increas-
ing exercise. The clinician can then ask, “What kinds of things did you 
do back then when you decided to change?” The clinician can enhance 
self-efficacy by encouraging the client to reflect on whether any of the 
strategies he or she used in the past might also be helpful in changing the 
person’s eating behaviors. For example, if a client with bulimia nervosa 
was able to quit smoking after smoking a pack a day for many years, the 
clinician could respond by saying, “That’s really impressive! Not only 
are cigarettes really difficult to give up, but you would have had to make 
the decision to not smoke 25 times each day. What did you do back then 
to ride out the urge to smoke—when you would have previously reached 
for a cigarette? What obstacles did you face, and how did you overcome 
them? I wonder if any of those same strategies might also be helpful 
when you get the urge to binge-eat?”

Another way to increase self-efficacy is to ask the client if there have 
been times when he or she has had the urge to binge-eat but decided 
against it. Most clients do not have eating binges every day, so the clini-
cian can inquire: “Have you had days when you wanted to binge-eat but 
didn’t? What did you do differently on those days?” In the event that the 
client is bingeing every day, the clinician can inquire about times that 
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the client delayed binge eating, or resisted the urge to engage in multiple 
binges in one day. In addition to enhancing self-efficacy, this conversa-
tion also provides an opportunity to think about strategies that might 
improve eating behaviors, which can ultimately be used when develop-
ing a plan for change.

Conversely, for clients who are underweight and restrict their eat-
ing, the clinician can ask if there have been times where they were able to 
eat more. Many clients can identify conditions in which eating is easier, 
such as in the presence (or absence) of certain individuals, at a particular 
time of day, or when they are feeling more relaxed and focused on their 
long-term goals.

Developing Discrepancy

The clinician may develop discrepancy between the client’s higher val-
ues and his or her current behavior by referring back to the life areas 
affected by his or her eating. For example, if the client expresses concern 
that his or her physical health is deteriorating as a result of current eat-
ing habits—leaving little energy to play with his or her children—or 
worries about setting a bad example for his or her children, the clinician 
could say: “You mentioned earlier that setting a good example for your 
children and having energy to play with them is really important to you. 
Can you say a little bit about how your eating fits in with that?” The 
clinician can also ask the client to describe his or her ideal life and then 
inquire about how the current eating habits fit in with that ideal life. 
Behaviors often conflict with broader personal values, and cognitive dis-
sonance theory (Festinger, 1957) suggests that when this discrepancy is 
great enough, it is typically the behavior that changes.

Looking to the Future

Another way of eliciting change talk is to have the client imagine the 
future with and without disordered eating. For example, the clinician 
might say: “We’ve been talking a lot about the idea of making some 
changes to your eating. How do you hope your future would be differ-
ent if you decided to change your eating?” This question could next be 
followed by: “Suppose you don’t make any changes, and you continue 
as you have been or your eating gets worse. How do you see your future 
if you decide not to change your eating?” After summarizing the client’s 
responses, the clinician might encourage him or her to engage in a reflec-
tive writing exercise. For example, the clinician might suggest: “These 
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are some questions that you might want to think more about after our 
meeting. Some people find it helpful to reflect on these questions by 
writing two hypothetical letters to a good friend: one describing their 
life in 5 years if eating continues as it is now and one describing their life 
in 5 years if they are successfully able to normalize their eating.” The 
client can then reflect on the contrasts between these two letters.

Planning

If change talk has increased and sustain talk has decreased throughout 
the intervention, the focus can then shift toward developing a concrete 
plan for change. The clinician is advised to seek permission to proceed 
with the planning process by asking, “Would it make sense to think 
about how you might go about making changes to your eating?” The cli-
nician can then provide a summary of what has been discussed thus far:

“We’ve talked a lot about things related to your eating today. You 
mentioned that binge eating [or restricting] used to provide you with 
a sense of pleasure, but now it’s causing you a lot of distress. You’re 
worried about the impact it’s having on your physical health, and 
it’s also making you feel more depressed and anxious. We’ve also 
discussed your confidence in your ability to change your eating, as 
well as a few things that might move it up a notch, such as having a 
concrete plan in place and successfully making some small changes. 
We’ve also discussed some of the changes you’ve successfully been 
able to make in the past (such as quitting smoking), and some of 
the strategies you used back then that might potentially help you 
change your eating. What would you like to do about your eating at 
this point in time?”

If the client engages in more change talk and reconfirms his or her 
commitment to change, the clinician might ask, “What kinds of things 
do you think you could do to change your eating?” It is best to use an 
open-ended question and elicit ideas for change from the client, because 
self-efficacy will generally be increased if the client is able to generate 
some of his or her own ideas. If the client is unable to generate any strate-
gies to change his or her eating and asks for a lot of suggestions, the cli-
nician might say: “I can give you some ideas of what some other people 
have tried, but I really don’t know what will work best for you. You are 
the expert on yourself. Would you like to hear about some strategies 
other people have found helpful?”
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The remainder of the planning phase of MI is very compatible with 
evidence-based treatments for disordered eating, such as CBT. It can be 
very helpful to complete a “Plan for Change” worksheet together in ses-
sion so that the client has a concrete plan in place when leaving the ses-
sion. The clinician can guide the client through the worksheet by asking 
the following questions:

“What are the changes you want to make?”

•	 “To reduce my binges to no more than one per week” or “to not 
skip any meals on three days of this week.”

•	 “To eat breakfast three times this week” or “to exercise no more 
than 3 hours this week.”

“What are the most important reasons why you want to make these 
changes?”

The client might then refer back to the “Costs of Staying the Same” and 
“Benefits of Changing” sections of the decisional balance to complete 
this section. Possible answers he or she might offer include:

•	 “To learn more adaptive coping skills to manage my anxiety.”
•	 “To improve my physical health (i.e., increase my energy, improve 

my concentration).”
•	 “To improve my relationships with family and friends.”

“What are the steps you plan to take in changing?”

These steps might include ideas generated by the client in previous sec-
tions of the MI intervention (i.e., strategies that were helpful in changing 
other behaviors, strategies that were helpful on days he or she was able to 
make a change, ideas generated when asked how he or she might be able 
to improve disordered eating). However, they might also include some 
ideas offered by the clinician with the client’s permission (i.e., “Would 
you like to hear about some strategies other people have found helpful? 
You are the expert on yourself, so you will have a better idea of which 
ones might work well for you.”).

•	 “Eat regular meals and snacks every 3–4 hours throughout the 
day.”

•	 “Develop a list of alternative activities I can engage in when I feel 
the urge to binge.”
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•	 “Avoid grocery shopping or take a grocery list and limited amount 
of money to the grocery store when the urge to binge is high.”

•	 “Tell a few people (e.g., mom, sister) about my plan.”
•	 “Eat tempting ‘forbidden foods’ in moderation while out in pub-

lic rather than keeping binge foods at home and eating them in 
secret.”

•	 “Eat at designated eating areas (e.g., kitchen, dining room, cafete-
ria) rather than while distracted (e.g., in front of TV or computer).”

•	 “Not weighing myself each day.”

“What are the ways other people can help you?”

Again, the clinician should first try to elicit some ideas from the client, 
but he or she can also provide a menu of options based on “what some 
other people have found helpful.”

•	 “I can tell my mom and sister about my plan so I feel more 
accountable.”

•	 “I can call my mom, sister, or friend to help distract me if I have 
the urge to binge-eat/restrict.”

•	 “I can arrange to go out for a walk with my friend or make plans 
with my sister after work, during the time I would typically 
binge.”

•	 “I can ask a friend to come over and watch a movie instead of 
exercising excessively at the gym.”

“How will you know if your plan is working?”

Given that self-efficacy typically increases in response to early successes, 
it is important to set some intermediate-term benchmarks so the client 
can begin to see that progress is being made. For instance, a client who is 
currently bingeing daily is unlikely to immediately reduce the frequency 
of binges to once per week, but he or she will feel more encouraged to 
continue with his or her commitment to make changes by noting the suc-
cesses that occur from day to day and week to week.

•	 “If I monitor my food intake, and the food records show that I am 
eating three meals and two to three snacks throughout the day, 
on more days than not.”

•	 “If I am able to eat my meals and snacks in designated eating 
areas and without distractions in the evenings.”
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•	 “If I monitor my binges, and the frequency reduces from week to 
week.”

“Do you anticipate any difficulties? What obstacles might get in the 
way, and what could you do to overcome them?”

The client might mention some practical barriers, but he or she might 
also refer back to the “Costs of Changing” section of the decisional bal-
ance.

•	 “Boredom and loneliness—I could plan activities in advance if I 
don’t have anything to do with my time in the evenings.”

•	 “High levels of anxiety—I could call my mom or sister, I could 
listen to a relaxation CD, I could get out for a walk.”

•	 “Overwhelming urge to exercise excessively—I can plan on phon-
ing a friend and meeting for coffee.”

Upon completion of the Plans for Change worksheet (if the client 
was considering change), the clinician can conclude by saying, “I just 
want to thank you for being willing to be so open in talking about your 
eating habits and how they fit in to your life.” The concluding remarks 
will vary depending on whether and to what extent the client is consider-
ing change. For example, if a client is considering change, the clinician 
might say: “I hear that you really want to do something about your eat-
ing and that you’d like to get going right away. We talked about things 
you could do differently, and you think that it would be best to . . . Is 
that correct? What steps are you willing to take this week?” If the client 
has exhibited a lot of sustain talk and is not yet considering change, the 
clinician should honor the client’s autonomy. For example, the clinician 
might say: “I recognize that you’re not too interested in changing your 
eating at the current time, and that is really your choice. You are the per-
son who knows yourself best. If you are thinking more about it at some 
point in the future, my door is always open, and I’d be happy to talk with 
you again.” The clinician can then conclude by asking: “How has it been 
to talk about your eating today? We’ve been talking about a lot of things 
today, and I hope it’s been helpful to take some time to reflect.”

Problems and Suggested Solutions

In light of the ego-syntonic nature of many symptoms of disordered eat-
ing and the valued and important functions the symptoms serve, MI is 
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generally a helpful approach in addressing ambivalence about change 
and engaging clients in treatment. The client and clinician develop a 
collaborative therapeutic relationship in which the client is viewed as the 
expert on his or her own experience and the therapist seeks to foster the 
client’s autonomy in making changes. In the case of more severe eating 
disorders such as anorexia, maintaining a collaborative stance can pres-
ent additional challenges. For instance, a client may have to abide by 
certain rules in order to remain in a day hospital program and therefore 
may not have the same ability to exercise his or her autonomy. In the 
most extreme case, a critically ill client may require involuntary hospi-
talization for medical stabilization. In these instances, some aspects of 
treatment such as mandatory weight regain may be considered “treat-
ment nonnegotiables.” The use of the MI stance in implementing treat-
ment nonnegotiables is critical. Nonnegotiables need to have a clear 
rationale, be predictable and implemented consistently, and maximize 
client autonomy (Geller & Srikameswaran, 2006). Tertiary care eating 
disorder patients report a clear preference for an MI stance, considering 
it to be more acceptable and more likely to encourage them to remain 
in treatment and to follow through with treatment recommendations 
than would clinicians’ use of a directive stance (Geller, Brown, Zaitsoff, 
Goodrich, & Hastings, 2003). The clinician is thus advised to discuss 
the treatment nonnegotiables and associated rationales as early as pos-
sible in treatment and thereby provide the client with a menu of options 
in order to enhance his or her sense of autonomy. For example, a client 
in an inpatient unit who needs to regain weight for medical stabiliza-
tion may be offered a choice from a selection of meals with the option 
of drinking a meal supplement as a replacement or, alternatively, may 
receive nasogastric feeding if he or she is unable to eat or drink a meal 
replacement. Similarly, a client in a day hospital program who needs to 
consume a certain number of calories per day for weight restoration may 
be offered some choice when creating his or her meal plan.

Another issue that often arises in the treatment of disordered eating 
is working with clients who are in different stages of change with respect 
to each symptom. For example, the client may feel ready to stop bingeing 
but ambivalent or even highly precontemplative about reducing dietary 
restriction and/or compensatory behaviors. Unless contraindicated for 
medical reasons (i.e., dietary restriction and/or compensatory behaviors 
are so severe that they require immediate intervention), it can be helpful 
to meet the client where he or she is at and honor his or her autonomy to 
work toward personally meaningful treatment goals. This approach can 
foster a collaborative therapeutic alliance and enhance the client’s self-
efficacy for making changes, thereby increasing the likelihood that the 
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client will engage in treatment and consider changing other symptoms of 
disordered eating as well.

Empirical Research

Few studies have examined the impact of stand-alone MI interventions 
on disordered eating; however, the studies conducted to date suggest 
that MI can be effective in improving binge eating and psychosocial 
functioning. In one study, college students with full or subthreshold 
bulimia nervosa or binge-eating disorder who were randomly assigned 
to receive MI plus a self-help handbook reported increased readiness 
for change and higher binge abstinence rates at 4 months (24% vs. 9%) 
compared to those who received a self-help handbook only (Dunn et al., 
2006). In another study, women with binge-eating disorder recruited 
from the community who were randomly assigned to receive MI plus 
a self-help handbook reported higher binge abstinence rates (28% vs. 
11%) and greater improvements in binge eating, depression, self-esteem, 
and quality of life over a 4-month follow-up period as compared to those 
who received a self-help handbook only (Cassin et al., 2008). The find-
ings of these studies are promising; however, it should be noted that both 
of these studies compared MI to a self-help handbook alone and not to 
another active therapy.

MI has also been used as a prelude to inpatient, day patient, and 
outpatient treatment of eating disorders in clinical samples with the aim 
of increasing readiness for change and treatment engagement, as well as 
an adjunct to treatment with the aim of preventing dropout and improv-
ing remission rates.

An early pilot study reported that individuals with anorexia nervosa 
and bulimia nervosa participating in a four-session group MI interven-
tion as a prelude to a specialized eating disorder treatment experienced 
improvements in readiness for change, depression, and self-esteem over 
the course of treatment (Feld, Woodside, Kaplan, Olmsted, & Carter, 
2001). Improvements were not reported in eating pathology over the 
6-week period, perhaps because the intervention did not explicitly focus 
on behavioral changes; however, the majority (90%) of participants 
enrolled in specialized eating disorder treatment following the MI inter-
vention. Similarly, more recent studies conducted with inpatient sam-
ples have reported that MI does not improve eating pathology but does 
increase readiness for change and treatment engagement. One study con-
ducted in an inpatient population with anorexia nervosa reported that a 
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greater proportion of individuals who received a four-session MI inter-
vention as an adjunct to treatment-as-usual moved from “low” to “high” 
readiness for change over the study period relative to the treatment-as-
usual group, whereas a greater proportion of the treatment-as-usual 
group dropped out of the study (Wade, Frayne, Edwards, Robertson, & 
Gilchrist, 2009); however, among the individuals who completed treat-
ment, the MI and treatment-as-usual groups did not differ with respect 
to eating pathology. Another study reported that inpatients with eating 
disorders participating in a four-session group MI intervention as an 
adjunct to treatment-as-usual did not experience greater improvements 
in eating pathology as compared to treatment-as-usual alone; how-
ever, the MI intervention fostered greater engagement in therapy and 
promoted treatment continuation (Dean, Yonyz, Rieger, & Thornton, 
2008).

A randomized controlled trial examining the efficacy of MI in a 
tertiary care eating disorder population reported that both the MI and 
control groups reported similar improvements in eating pathology and 
depression; however, a smaller proportion of individuals in the MI group 
were rated as “highly ambivalent” at 6-week and 3-month follow-up as 
compared with those in the control condition (Geller et al., 2011). The 
improvements noted in the control group might have been at least partly 
attributable to the fact that participants in both groups completed the 
Readiness and Motivation Interview (Geller et al., 2001) to assess readi-
ness and motivation for change, and the interview has several ingredi-
ents that are similar to single-session MI interventions. Lending some 
support to this theory, an earlier study reported that adolescents with 
anorexia who participated in a motivational assessment experienced 
increased motivation following the assessment, and 80% enrolled in an 
outpatient CBT program (Gowers & Smyth, 2004). Moreover, those 
who experienced increased motivation following the assessment gained 
significantly more weight over a 6-week period.

A randomized controlled trial comparing four sessions of either MI 
or CBT in a sample of individuals with bulimia nervosa reported that MI 
was as effective as CBT in reducing the frequency of binge eating, vomit-
ing, and laxative abuse over the first 4 weeks of treatment despite a focus 
on motivation rather than symptom reduction (Treasure et al., 1999). 
A subsequent two-stage randomized control trial in which individuals 
with bulimia nervosa and eating disorder not otherwise specified were 
randomly assigned to receive four sessions of MI or CBT in Phase 1 as 
a prelude to eight sessions of either individual or group CBT in Phase 2 
reported that the groups did not differ with respect to symptom change 
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or treatment completion/dropout (Katzman et al., 2010). Specifically, all 
groups reported significant improvements in binge eating, vomiting, and 
laxative abuse.

Conclusions

MI appears to be particularly well suited for the treatment of disordered 
eating, given that the symptoms of disordered eating often serve impor-
tant and valued functions and individuals who engage in disordered eat-
ing often feel ambivalent about changing their behaviors (e.g. dietary 
restriction, binge eating, vomiting, laxative use, excessive exercise) and 
cognitions (e.g., overvaluation of shape and weight). A recent systematic 
review concluded that MI holds promise in the treatment of disordered 
eating, particularly with respect to its impact on readiness for change 
(MacDonald, Hibbs, Corfield, & Treasure, 2012). It has been noted that 
the heterogeneity in study design and methodology limits comparisons 
across studies. However, the bulk of research to date suggests that MI 
has the potential to increase readiness for change and improve eating 
pathology and psychosocial functioning (e.g., depression, anxiety, self-
esteem, quality of life), particularly in individuals who binge-eat and/
or engage in compensatory behaviors. Motivational interviewing has 
also been shown to increase readiness for change in individuals with 
anorexia nervosa; however, the studies conducted to date have reported 
relatively little impact on eating pathology. This finding could be partly 
attributable to individuals with anorexia nervosa having more severe 
symptoms (e.g., inpatient and tertiary care populations vs. nonclinical 
community samples) or to MI being largely delivered in group formats 
to individuals with anorexia nervosa, making it more difficult to tailor 
the intervention to the unique needs of each individual.

MI was not intended to be a “solution” to all clinical problems 
(Miller & Rollnick, 2013). It has proven quite effective in increasing 
readiness for change and treatment engagement; however, evidence-
based “action-oriented” treatments are likely required as an adjunct 
to MI for many individuals with moderate to severe eating disorders 
in order to improve eating pathology and psychosocial functioning. Of 
note, the MI stance and MI techniques are increasingly being incor-
porated into evidence-based treatments for disordered eating, includ-
ing CBT and dialectical behavioral therapy. The integration of MI with 
other evidence-based interventions appears to be a particularly fruitful 
area of clinical practice and empirical investigation.
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Until recently, most research and practice in motivational interview-
ing (MI) had been on problem drinking, substance use problems, and 
health-related concerns. Several reviews have supported its efficacy 
for these problems (e.g., Hettema, Steele, & Miller, 2005; Lundahl & 
Burke, 2009). A goal of the first edition of this book (Arkowitz, Westra, 
Miller, & Rollnick, 2008) was to demonstrate the potential value of MI 
for other clinical problems, including anxiety, depression, gambling, and 
eating disorders. This book examines developments that have occurred 
since then.

When the first edition appeared, publications in the area were 
somewhat sparse, and for the most part the research presented was 
preliminary, often consisting of single-group studies and case reports. 
Since then, researchers have used MI for different problems and with 
stronger research designs. The chapters in this book illustrate these 
advances.

MI can be used in a variety of ways, reflecting a flexibility absent 
in other therapies. For example, MI has been used to motivate people to 
seek psychotherapy for their mental health problems and as an adjunct 
to other therapies to address resistance when it arises. It has been used as 
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a pretreatment to other evidence-based therapies and even an integrative 
framework within which other therapies are conducted.

Most often, MI has been used as part of a treatment approach that 
includes several other therapeutic elements. In fact, most chapters in this 
book elucidate this type of approach. However, these uses make it dif-
ficult to evaluate the specific contribution of MI to outcomes. In order 
to determine this, we need studies that compare a group given the treat-
ment including MI and another given the treatment without MI.

Many refer to one use of MI as a “stand-alone” therapy. But the 
concept of “stand-alone” becomes blurred because a common part of 
MI in the planning process is to collaboratively develop and carry out an 
active treatment to address the target problems. If the client cannot come 
up with a plan, the therapist may offer a menu of options from which 
the client can choose, including cognitive-behavioral therapy (CBT). In 
some cases treatment in the action stage continues using MI as a frame-
work, while in others the therapy is delivered without MI. Thus, MI 
is commonly used in conjunction with other treatments, as illustrated 
throughout this volume. It is only “stand-alone” when used alone to 
increase motivation for change or to engage in another therapy.

The data presented by the authors in this volume suggest that MI 
and MI-related procedures can positively influence the way mental 
health treatment is provided. Nevertheless, much still remains to be dis-
covered about when and how MI can improve client engagement, reten-
tion, and outcomes.

The Diffusion of MI

Among the many things yet to be understood with regard to MI is why 
it has diffused so rapidly. Since the publication of the first book on MI 
(Miller & Rollnick, 1991), the number of studies based on it has grown 
exponentially, with over 200 randomized clinical trials in print and 
many more in progress. Adoptions spread rapidly through the addiction 
field, where MI was first applied, and then into health care and health 
promotion, corrections, social work, and most recently dentistry and 
education. This volume represents yet another set of applications of MI, 
as part of treatment in the service of mental health.

One source of MI’s appeal is that it directly addresses motiva-
tional problems that have long vexed the helping professions and yet 
have received insufficient attention in the psychotherapy literature. 
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Often clients were blamed for being “unmotivated,” “noncompliant,” 
“resistant,” and for “not following through” on what their caregiv-
ers prescribed. In the addiction treatment field, practitioners’ attitudes 
sometimes went as far as refusing to treat people with life-threatening 
conditions until they were sufficiently “ready.” The helper’s heart knows 
that there is something wrong with this picture. One contribution of 
MI has been a realization that enhancing motivation for change is an 
important part of the therapist’s job. Rather than waiting for sufficient 
suffering to render the person “ready” for treatment, or dismissing cli-
ents because they are “unmotivated” or “noncompliant,” instead it is 
possible to evoke motivation for change. That makes it possible to treat 
a broader range of people and to do so earlier than might otherwise 
occur. This is a particularly timely development in mental health, mak-
ing it possible to engage some who are not receiving treatment or who 
are reluctant to accept a particular needed treatment.

The MI approach also entails a welcome shift in therapeutic per-
spective. Rather than trying to fill a deficit and install missing motiva-
tion, the therapist evokes motivations that are already present in the 
client. It is a matter of calling them forth rather than creating them. 
When people are suffering, the problem is not usually a lack of motiva-
tion for—but rather ambivalence about—change: They want it, and they 
don’t want it. MI is about resolving that ambivalence in the direction of 
change. The practice of MI offers a pleasant relief for clinicians from the 
alternative of “wrestling” with clients about change. It is quite a burden 
and a significant source of professional frustration to perceive that it’s up 
to you as the therapist to make your clients change. In such a scenario, 
you are the champion of change, but you must overcome the dragons 
that guard your client’s status quo. This is a very difficult battle to win. 
MI reframes the helper’s work from wrestling to dancing. Working with 
client motivation becomes no longer a power struggle or contest of wills, 
but instead a collaborative endeavor.

Another reason for the rapid and continuing dissemination of MI 
and its expansion to new areas of practice is that it often achieves at 
least modest success in relatively few sessions (Burke, Arkowitz, & 
Menchola, 2003; Hettema et al., 2005). Burke and colleagues (2003) 
found that the average number of MI sessions that clients received in the 
studies they reviewed was two, and the maximum was four. These brief 
treatments yielded substantial therapeutic effects. In Project MATCH 
(Project MATCH Group, 1997, 1998), clients receiving 4 sessions of an 
MI-based treatment (MET; motivational enhancement therapy) did as 
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well as with 12 sessions of other well-established therapies (CBT and 
12-step approaches), though a comparison of MI with four sessions 
of these other approaches would be needed to determine if indeed MI 
works faster. Similarly, in the United Kingdom Alcohol Treatment Trial 
(UKATT Research Team, 2005) comparable outcomes were found with 
three sessions of MET versus eight sessions of family-involved behavior 
therapy. The majority of MI interventions discussed in this book are also 
rather brief, ranging from one to four sessions. The question of whether 
there is a “dose effect” for MI such that longer treatments will yield 
even larger effects is an intriguing one. There is evidence, at least, that a 
single session of MI is less effective than two or more sessions (Rubak, 
Sandbaek, Lauritzen, & Christensen, 2005).

Another, more speculative, reason for MI’s rapid dissemination 
is that it helps bring the humanistic spirit back to the field of psycho-
therapy. MI is strongly based in client-centered therapy (Rogers, 1959) 
and retains its humanistic spirit and style, with a strong emphasis on 
the healing power of the therapeutic relationship. By contrast, manual-
ized CBT emphasizes technique over relationship (Miller & Moyers, in 
press). In this book and in the field in general, MI is often used in com-
bination with CBT, suggesting that the two approaches are compatible. 
Several studies (Burns & Nolen-Hoeksema, 1992; Carlin, 2014) have 
shown empathy and some components of MI to be causal factors in the 
outcomes of CBT. Thus, in addition to bringing humanism back to the 
field of therapy, there is evidence to suggest that, in doing so, we may 
enhance the effectiveness of CBT and possibly other therapies.

Over the past 10 years, Arkowitz has taught an MI clinical-research 
practicum to students in a graduate program that emphasizes CBT. The 
practicum is very popular, and the humanistic spirit of MI excites most 
students who take it. The course evaluations have reflected their excite-
ment about MI’s emphasis on the uniqueness of people, getting to know 
and understand them in depth, and building a therapeutic relationship 
based on caring and compassion.

The rapid dissemination of a complex treatment method also brings 
problems. Diffusion can result in a diffuse product. Clinicians invari-
ably adapt the method to their own style, practices, and model of human 
nature. Adaptation is a natural part of the diffusion process (Rogers, 
2003). Questions then arise as to what adaptations are feasible without 
losing the essence or efficacy of the core method. Poor fidelity in MI 
delivery can undermine efficacy (Miller & Rollnick, 2014).

Furthermore, practitioners often learn a new practice informally on 
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their own, perhaps through reading or learning about it from colleagues, 
and misunderstandings can abound. We have witnessed clinicians prac-
ticing and trainers teaching “motivational interviewing” that was far 
from the spirit and methods of MI as we understand it. Variations in the 
key elements of MI such as accurate empathy may alter outcomes (Moy-
ers & Miller, 2013). If what the clinicians do is respectful of people in 
distress and is effective, in one sense it doesn’t matter whether it’s MI. 
Calling an intervention something that it’s not, however, can create con-
fusion for people who want to learn it and for interpreting research on 
the treatment (Miller & Rollnick, 2009).

There is substantial variability in the effectiveness of MI across cli-
nicians and settings. Even within a highly controlled clinical trial, cli-
ents’ outcomes vary widely, depending on the clinician who delivers the 
MI (Project MATCH Research Group, 1998). In addressing a particular 
problem, MI seems to work in some trials and not others, and its effi-
cacy can even vary by site within a multisite trial (Carroll et al., 2006). 
This variability is not unique to, but is certainly characteristic of, MI in 
studies to date. This raises the question of what accounts for these dif-
ferences in effectiveness among clinicians and sites (Miller & Rollnick, 
2014). Answers to this question may help us to better understand the 
true nature of the effective ingredients of MI and of psychotherapy in 
general.

One might expect that a brief intervention like MI would be dif-
ferentially effective for clients who have less severe problems. Research 
published to date, however, has yielded little evidence that this is so, 
and some studies suggest the opposite—namely, that the response to MI 
is greater with increased problem severity (e.g., Handmaker, Miller, & 
Manicke, 1999; McCambridge & Strang, 2004; Westra, Arkowitz, & 
Dozois, 2009). Larger between-group effect sizes have been observed for 
MI in studies with clients having more severe symptoms (Bien, Miller, & 
Boroughs, 1993; Brown & Miller, 1993) than with those whose symp-
toms are less severe (Miller, Benefield, & Tonigan, 1993). The applica-
bility and flexibility of MI across a wide spectrum of severity and prob-
lem areas appears to be a further appeal of this approach.

What Is Essential to the Efficacy of MI?

Every psychotherapy contains superstitious elements, components that 
are believed to be important but that are, in fact, optional, inert, or 
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perhaps even detrimental. The challenge is to separate the beliefs of pro-
genitors and practitioners from the realities of clinical outcomes. This 
is best done not by armchair debate or individual case experience but, 
rather, through scientific methods that are designed specifically to test 
hypotheses and control for human biases. What components or pro-
cesses of a psychotherapy are truly the “active ingredients” in facilitat-
ing change?

In this regard, clinical science is at a relatively young stage in under-
standing how and why psychotherapies work. Beyond studies to support 
the efficacy of specific methods for particular problems, attention has 
been given to hypothesized general factors that may promote change 
across a wide range of therapies (e.g. Arkowitz, 1997, 2002). Of pro-
posed general factors, the therapeutic relationship (Lambert & Bar-
ley, 2002) and empathy (Bohart, Elliott, Greenberg, & Watson, 2002; 
Miller & Moyers, in press; Moyers & Miller, 2013) have received the 
most attention and have been shown to have substantial effects on the 
outcomes of treatment, regardless of the type of therapy employed.

MI is an interesting hybrid in that some of its hypothesized “active 
ingredients” overlap with what are often regarded as general factors. 
Accurate empathy, for example, has from the beginning been regarded as 
a foundational skill in MI (Miller, 1983). Empathy is also often regarded 
as a “common” or “nonspecific” factor, both of which are misnomers 
(Miller & Moyers, in press). It is unclear how “common” empathy is 
in practice in that therapists vary widely in this skill, and to dismiss 
such factors as “non-specific” merely implies that we have not done our 
homework to specify, study, and teach them as important determinants 
of treatment outcomes. Research to date indicates that both relational 
and specific factors affect the efficacy of MI (Miller & Rose, 2009).

Is It MI Yet?

Some years ago in a television commercial, a child watched the parent 
stirring a cooking pot and asked eagerly, “Is it soup yet?” We have faced 
a similar challenge in training clinicians through successive approxima-
tions of the clinical method of MI. The same issue arises whenever we 
are asked to provide fidelity checks for MI interventions being offered in 
clinical trials. Practitioners do their best to practice what we preach, and 
the question then becomes “Is it MI yet?”

It is perhaps easier to recognize what is not MI (Miller & Rollnick, 
2009). Painful early experience taught us that clinicians could adopt 
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specific techniques from MI but entirely miss the essence of the method, 
from our perspective. They had the words but not the music. They were 
emitting MI-consistent responses, and yet it was not MI. In a study of 
training, Miller and Mount (2001) found that after a workshop clini-
cians had incorporated a few MI-consistent behaviors (such as reflective 
listening) into their existing stew of practice habits, but the change was 
too small to make any real difference to their clients. Nevertheless, they 
believed that they had learned and were practicing MI.

This state of affairs led to a description of the underlying spirit of 
MI as consisting of partnership, acceptance, compassion, and evocation 
(Miller & Rollnick, 2013). These four characteristics of the MI spirit in 
turn clarify what MI is not. It is not about an expert telling people what 
they should or must do. It is not about “getting in the face” of clients 
to “make them see” a reality that is different from their own. MI is 
not about installing things that the person lacks or tricking people into 
doing what they don’t want to do. It is not “confrontational” in the usual 
sense of that term, although MI is all about helping people to explore 
possibly difficult and painful realities and come face to face with their 
choices. This “spirit” of MI is not amorphous. Observers listening to 
counseling tapes can reliably rate its presence (Moyers, Martin, Catley, 
Harris, & Ahluwalia, 2003), and better client outcomes are predicted 
by these global ratings, above and beyond the practice of MI-specific 
behaviors (Moyers, Miller, & Hendrickson, 2005).

Miller and Rollnick (2014) specified three conditions that should be 
present for an intervention to be regarded as MI:

1. The treatment should clearly contain the components that are 
theoretically or empirically related to the efficacy of MI. In the 
four-process formulation of MI (Miller & Rollnick, 2013), the 
processes of engaging (client-centered relational skills), focus-
ing (a clearly defined change goal), and evoking (eliciting and 
strengthening client change talk) should all be present for an 
intervention to be considered MI.

2. Providers should be trained to an adequate and specified crite-
rion of proficiency in MI before treating trial patients.

3. The fidelity of treatment should be documented by reliable cod-
ing of practice throughout the study and reported in a manner 
that permits comparison with skill levels in other trials.

Of the more than 200 published clinical trials of “MI,” only a small 
fraction would meet these three criteria.
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Why Does MI Work?: Three Hypotheses

Studying what components of MI are crucial to its efficacy points to a 
more fundamental question of why this approach works at all. As MI 
has evolved, various hypotheses have emerged to explain its impact. 
Interestingly, they lead to somewhat different prescriptions about how 
MI should be practiced. All assume the presence of the MI spirit.

The first of these posits that people literally talk themselves into 
change. To the extent that people voice change talk, they tend to move 
in the direction of actual behavior change. Conversely, to the extent that 
clients argue against change, they are likely to continue on as before. 
From this dichotomy it follows that the counselor should seek differen-
tially to evoke and reinforce change talk but also counsel in a way that 
minimizes resistance and client arguments against change. This formu-
lation was the original premise of MI (Miller, 1983), also reflected in 
Miller and Rollnick’s books on the subject (1991, 2002, 2013). This 
might be termed a technical hypothesis of MI, emphasizing the impor-
tance of differentially eliciting change talk (Miller & Rose, 2009).

A second account of how MI works might be called a relational 
hypothesis (Miller & Rose, 2009; Norcross & Lambert, 2011). In this 
perspective, MI works primarily because of the underlying humanistic 
spirit in which the counselor provides the accepting and affirming client-
centered atmosphere described by Carl Rogers (Rogers, 1980; Truax & 
Carkhuff, 1967). It is this quality of the counseling relationship that 
is therapeutic, and clients naturally move in the direction of positive 
change when counselors provide this facilitative atmosphere. This is 
essentially the underlying theory of nondirective client-centered counsel-
ing (Rogers, 1959). Research on the efficacy of client-centered therapy 
is consistent with this view (e.g., Elliott, Greenberg, & Lietaer, 2004).

A third explanation of MI could be called a conflict resolution 
hypothesis. In this view, it is important for the counselor to thoroughly 
explore both sides of the client’s ambivalence: reasons to change and 
reasons to stay the same (Engle & Arkowitz; 2006; Greenberg, Rice, 
& Elliott, 1993). This differs from the first (technical) hypothesis in 
asserting that it is essential for the client to voice and explore counter-
change motivations: the good things about the status quo as well as the 
downsides of change. In this perspective, counseling would be incom-
plete (and ineffective) if it failed to evoke from the client these counter-
change as well as prochange arguments. The assumption is that when 
clients equally explore both sides of their dilemma in an empathic and 
accepting atmosphere, they naturally tend to resolve their ambivalence. 
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In this sense, a conflict resolution hypothesis overlaps with the relational 
hypothesis but departs from a purely client-centered perspective in the 
intentional and strategic evocation of both sides of the ambivalence.

These three causal hypotheses do lead to potentially conflicting and 
testable predictions about the relationship between MI process and out-
comes. There is research evidence that relational components such as 
empathy do promote behavior change (Bohart et al., 2002; Burns & 
Nolen-Hoeksema, 1992; Miller & Baca, 1983; Miller, Taylor, & West, 
1980; Moyers & Miller, 2013; Valle, 1981). There is also clear evidence 
that in-session change talk does predict subsequent behavior change 
and that the amount of counterchange or sustain talk voiced during an 
MI session is inversely related to change (e.g., Amrhein, Miller, Yahne, 
Palmer, & Fulcher, 2003; Miller et al., 1993; Moyers et al., 2007). Both 
experimental and correlational research have shown that the balance 
of client change talk and counterchange (sustain) talk is clearly influ-
enced by MI-consistent practice (Glynn & Moyers, 2010; Keeley et al., 
2014; Moyers & Martin, 2006; Moyers, Miller, et al., 2005; Romano 
& Peters, in press; Vader, Walters, Prabhu, Houck, & Field, 2010). 
There is also evidence that this technical component of MI adds efficacy 
beyond that accounted for by its client-centered relational components 
(Lincourt, Kuettel, & Bombardier, 2002). In a randomized clinical trial 
(Sellman, Sullivan, Dore, Adamson, & MacEwan, 2001), MI signifi-
cantly reduced heavy drinking relative to a control condition whereas 
nondirective reflective listening did not.

The conflict resolution hypothesis differs in the importance given 
to eliciting and thoroughly exploring clients’ counterchange motiva-
tions. A decisional balance (DB) intervention thoroughly and equally 
explores the pros and cons, whereas MI differentially evokes prochange 
statements. DB was originally developed to help people make difficult 
decisions without any attempt to influence the direction of choice (Janis 
& Mann, 1977). However, DB also has been used sometimes with the 
intention of promoting change in a particular direction, based in part on 
the finding in transtheoretical research that people report considering the 
pros and cons of change while in the contemplation (ambivalent) stage 
(Prochaska, 1994; Prochaska, Norcross, & DiClemente, 1994). The fact 
that ambivalent people mull over the pros and cons is not surprising, but 
this is not evidence that doing so helps them move out of ambivalence. 
From the perspective of MI research reviewed above, intentionally evok-
ing and exploring both pros and cons would be expected to exacerbate 
rather than resolve ambivalence.

A comprehensive review of research on clinical outcomes (Miller & 
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Rose, in press) found that commitment to change decreases when ambiv-
alent people are given a DB intervention. For those who had already 
decided to change, DB appeared to enhance commitment by evoking 
change talk that justified their decision. Thus, we do not recommend 
a DB intervention that strategically evokes and explores counterchange 
motivations when people are ambivalent and the goal is change. DB 
remains an appropriate clinical tool with the purpose for which it was 
developed—to help with decision making when clinicians want to avoid 
influencing the direction of choice (Miller & Rollnick, 2013).

Combining MI and CBT

Given the prominence and effectiveness of CBT for a wide range of clini-
cal problems, it is worthwhile to consider how MI might be integrated or 
combined with CBT. Such a combination or integration has much to rec-
ommend it. Most work in CBT assumes that the person is motivated to 
change and thus usually starts with work in the action stage. With very 
few exceptions (e.g. Leahy, 2002), CBT does not specifically address 
issues of motivation, resistance, or ambivalence. Perhaps, through the 
addition of MI to CBT, more clients will remain in CBT and cooperate 
with the tasks of therapy, leading to potentially better outcomes.

One of the clearest ways that MI and CBT may be combined is 
to use MI as a pretreatment to CBT. The work of Westra and Aviram 
(Chapter 4, this volume) points to the potential of an MI pretreatment 
to enhance client engagement and treatment efficacy of subsequent CBT 
for anxiety disorders. Connors, Walitzer, and Dermen (2002) similarly 
found positive effects for an MI pretreatment for alcoholism followed 
by a multifaceted therapy that included many aspects of CBT. They also 
found that the MI pretreatment was more effective than another pre-
treatment (a role induction interview) that had been shown to be effective 
in earlier studies. The amount of MI pretreatment can be tailored to the 
client’s degree of readiness to engage in CBT. For example, Amrhein et 
al. (2003) found that two-thirds of clients responded well to one session 
of MI, but the remaining third showed reversal of gains when pressed to 
complete the process in a single session.

MI can be used not only as a pretreatment to CBT but also as an 
adjunct that can be employed when ambivalence occurs throughout the 
course of CBT as well. Problems related to low motivation and resis-
tance can arise at any point during therapy. When such problems do 
arise, the therapist may switch to MI for part of a session or for one 



Conclusions and Future Directions 375

or more sessions as necessary to resolve the resistance and increase the 
motivation to change (see Boswell, Bentley, & Barlow, Chapter 2, this 
volume). Finally, MI can be used as an integrative framework within 
which CBT can be conducted. Such an integrated psychotherapy was 
developed for the COMBINE study, a multisite trial of treatments for 
alcohol dependence. The Combined Behavioral Intervention began with 
motivational enhancement therapy and then proceeded to a menu of 
CBT modules delivered within the overall clinical style of MI (Miller, 
2004)). Trial results showed that patients receiving this psychotherapy 
or a medication (naltrexone) or both had significantly better outcomes 
than those receiving placebo medication without psychotherapy (Anton 
et al., 2006).

Much of what is written about CBT speaks to the content of specific 
techniques. However, there is little written and much to learn about the 
style of conducting CBT. That is, much of the focus in the CBT literature 
is on what to do rather than how to do it. There is surprisingly little in 
the CBT literature on how to cultivate and maintain a positive and col-
laborative working relationship throughout therapy. It may be that the 
MI spirit can form a relational context for CBT that may enhance the 
outcome of treatment. However, it should be emphasized that the MI 
spirit is not unique to MI and, in itself, is not MI. Thus, using the MI 
spirit to conduct CBT is not really an integration of the two approaches. 
That would occur when the spirit as well as the processes and methods 
of MI were employed. These different uses of MI with CBT may hold 
promise for increasing engagement and outcomes in CBT, and perhaps 
in other therapies as well.

It may be that such a style is particularly important with angry, 
reluctant, and ambivalent clients (Karno & Longabaugh, 2005). Here, 
preserving autonomy, evoking the client’s ideas about what might help 
or how you can help, and eliciting feedback may prove to be particularly 
critical to engaging such clients in treatment. As just one illustration, 
clients are often highly ambivalent about doing exposure therapy (see 
Zuckoff, Balán, & Simpson, Chapter 3, this volume). With such clients, 
high doses of empathy and validation, developing discrepancy, and roll-
ing with resistance may be crucial to navigating these impasses.

Much more remains to be discovered about the manner of conduct-
ing CBT that contributes to good (and poor) outcomes. Process research 
in CBT would be particularly important in explicating the relationship 
principles that facilitate engagement with CBT. One study found that 
the therapist quality of empathy strongly predicted drinking outcomes in 
CBT for alcohol problems (Miller et al., 1980). Marcus, Westra, Angus, 
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and Stala (2007) studied experiences of clients who were in CBT for 
generalized anxiety disorder (GAD). They found that good-outcome 
clients consistently described the therapist as a “guide” in the service 
of achieving their goals and explicitly contrasted this with an expected 
more directive style. One client remarked, “She [the therapist] was a 
teacher, but not a director.” Another noted that “I thought it [therapy] 
would be more opinion-based, but it was more about me than her.” Roll-
nick, Miller, and Butler (2008) have described this guiding style of MI 
as intermediate between a directing-authoritarian style and a following-
passive style. Combining or integrating the MI spirit and methods into 
CBT may hold promise for contributing to more positive engagement 
and outcomes.

Measurement and Mechanisms in MI

An important problem in MI research to date has been the frequent lack 
of clear specification of the treatment being delivered and tested (Burke 
et al., 2003). It is not sufficient to defer to a manual or describe the 
intended intervention. Even with careful training and supervision, the 
implementation of MI can be highly variable. Documentation of what 
was actually delivered is thus essential. The gold standard for doing so 
is routine recording of MI sessions and systematic coding of sessions. 
Several coding systems have been developed for this purpose (Lane et al., 
2005; Madson & Campbell, 2006; Madson, Campbell, Barrett, Bron-
dino, & Melchert, 2005; Miller & Mount, 2001; Moyers et al., 2003; 
Moyers, Martin, Manuel, Hendrickson, & Miller, 2005). Such coding 
also permits informative analyses of the relationships between treatment 
processes and outcomes (Moyers, Miller, et al., 2005).

Despite the existence of good coding systems for MI sessions, the 
mechanisms of MI’s efficacy are still insufficiently understood (Romano 
& Peters, in press). Motivation for change is a complex latent construct, 
with many different dimensions that can be measured. Change talk (and 
its opposite, sustain talk) is one such variable that mediates the rela-
tionship between MI and behavior change but still accounts for a rela-
tively small proportion of variance. Problem or risk perception (Miller 
& Tonigan, 1996) and hope (Snyder, 1994; Yahne & Miller, 1999) are 
other often cited components. Another promising lead is a self-report 
measure of motivation for therapy, including intrinsic motivation, devel-
oped by Pelletier, Tuson, and Haddad (1997) based on Deci and Ryan’s 
(1985) self-determination theory.
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Ambivalence is another motivational construct and a key concept 
in MI. A measure of the “decisional balance” of the pros and cons of 
change is one operational definition of ambivalence (Ma et al., 2002; 
Miller & Rose, in press; Velicer, DiClemente, Prochaska, & Branden-
burg, 1985). McConnaughy, Prochaska, and Velicer (1983) developed 
a measure of stages of change derived from the transtheoretical model 
called the University of Rhode Island Change Assessment. While it 
doesn’t measure ambivalence directly, some of the early stages of change 
are likely associated with it. Further research is needed to understand 
and measure the construct of ambivalence.

Remaining Questions

There are many other questions and issues relating to MI that need to 
be addressed. Below, we have listed some of the main ones that have 
occurred to us. The list is by no means exhaustive. In fact, it is typically 
the case in research that answering one question raises many more, so 
this list is just a beginning to stimulate the thinking of researchers and 
practitioners about MI.

	• How effective is MI for problems other than substance abuse and 
health-related problems? Research conducted and reviewed by contribu-
tors to this book suggests that MI may be effective for a wide variety of 
clinical problems. It remains for randomized trials and other rigorous 
research to answer this question in areas where MI has not been ade-
quately tested. It is gratifying to note how many of the chapters already 
use strong research designs. Nevertheless, the question posed here is not 
as simple as it seems. As discussed above, MI is often used in combina-
tion with other treatment components. This may occur as part of a man-
ualized treatment (Boswell, Bentley, & Barlow, Chapter 2, this volume) 
or in the course of the planning and execution stage of MI. Because of 
this, it is often difficult to examine the contribution of MI to outcomes.

	• How effective are different ways of using MI? The chapters in 
this book illustrate the flexibility of the MI approach. It has been used 
as a pretreatment or complete treatment. It has also been used in combi-
nation with other treatment methods and could be used in a “shifting” 
manner in which the therapist conducting a different type of therapy 
shifts into MI when problems relating to resistance arise. Further, it may 
be that MI can serve as an integrative framework into which other ther-
apy methods could be incorporated. MI can be used in groups (Wagner 
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& Ingersoll, 2013) as well as individual consultations. These different 
uses of MI need to be further developed and evaluated in well-designed 
research with various populations and clinical problems.

	• When is MI enough? Head-to-head comparisons of MI with 
more intensive bona fide treatments such as CBT have often found little 
or no difference in outcomes (e.g., Babor & Del Boca, 2003; UKATT 
Research Team, 2005). In this sense, MI may serve as a “minimum 
treatment” comparison, much as a placebo is used in pharmacotherapy 
research. Such comparative studies may clarify when a briefer MI inter-
vention is sufficient and may help to identify characteristics of clients for 
whom more intensive treatment is needed. Of course, failure to respond 
to a less intensive treatment does not guarantee that a more intensive 
treatment will be effective. Those who do not respond to a less intensive 
intervention such as MI can then be randomized to various levels of 
further treatment.

	• Is MI better than a waiting list? Waiting lists are common in 
overburdened treatment systems; yet, placing patients on a waiting list 
implies that they are not expected to change, and thus the practice may 
be pernicious. Harris and Miller (1990) found in a randomized trial that 
problem drinkers immediately given a single session and self-help mate-
rials showed change comparable to that for clients assigned to outpatient 
treatment, whereas those placed on a waiting list showed no change. It 
is worth evaluating whether an immediate brief intervention such as MI 
will yield change for a significant proportion of clients, thus decreasing 
the waiting list and again further specifying the characteristics of those 
who need additional treatment.

	• Does MI impact other outcomes? Beyond evaluating the impact 
of MI on target symptoms, research can determine whether it improves 
other factors such as treatment retention, adherence, working alliance, 
change in associated problems, and maintenance of change over time. 
These questions can be asked in comparative as well as additive research 
designs.

	• Is MI more effective for some people than for others? Some 
results from Project MATCH suggested that anger predicted positive 
outcomes for MI. This finding needs to be replicated. In addition, other 
individual differences (e.g. reactance, expectations for change) need to 
be examined as well to determine how personal characteristics might 
interact with treatment to influence outcomes. Also, as we discussed 
earlier, some studies suggest that those whose problems are more severe 
do better than those with less severe difficulties (e.g., Handmaker et al., 
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1999; McCambridge & Strang, 2004; Westra et al., 2009). Clients who 
are already in the “action” stage and ready for change may be slowed 
down by spending too much time on evoking rather than moving on 
immediately to the planning process. This observation suggests a need 
for studies that better match clients to appropriate processes within MI.

	• What characteristics of the therapist are associated with high 
effectiveness in the use of MI? Clearly, therapists vary widely in their 
effectiveness when using MI. What accounts for these differences? 
Empathy appears to be one key skill, not only in MI but in clinical out-
comes more generally (Moyers & Miller, 2013). Efforts to date have 
identified no trait-related, educational, or sociodemographic variables 
that predict therapists’ ability to learn MI (Miller, Yahne, Moyers, Mar-
tinez, & Pirritano, 2004).

	• How effective is MI for different populations? Is MI differentially 
effective for different age groups? It is unclear what age or developmental 
level may be necessary for MI to be effective. Efficacy with adolescents 
is well established; the picture is less clear with younger children, where 
intervention with parents and caregivers may be more important. Simi-
larly, what cognitive capacities are required for responding to MI among 
elderly or neuropsychologically impaired people? Preliminary research 
with MI for brain-injured populations has been encouraging (Bombar-
dier & Rimmele, 1999; Rimmele & Bombardier, 1998). A meta-analysis 
(Hettema et al., 2005) found that ethnicity predicted the efficacy of MI 
in outcome studies, such that the effect size with minority samples was 
double that for white “majority” samples.

	• How effective is MI in couple, family, and group therapy for-
mats? What impact does MI have on outcomes when treatment is deliv-
ered not to just one but to multiple clients (Wagner & Ingersoll, 2012)?

	• Would longer MI treatment lead to better treatment outcomes? 
Most studies of MI have involved relatively brief contact of one to four 
sessions. As discussed earlier there is evidence that one session of MI is 
less effective on average than two or more, but it is unclear what length 
or intensity of MI is optimal, and for whom.

	• What is the role of problem-related normative feedback in MI? 
The defining difference between MI and motivational enhancement 
therapy (MET) is the addition of individual assessment feedback rela-
tive to norms. This “check-up” format has been used to address alcohol 
(Hester, Squires, & Delaney, 2005; Miller, Sovereign, & Krege, 1988), 
cannabis (Martin, Copeland, & Swift, 2005), and family issues (Mor-
rill et al., 2011; O’Leary, 2001; Slavert et al., 2005; Uebelacker, Hecht, 
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& Miller, 2006; Van Ryzin, Stormshak, & Dishion, 2012). Assessment 
feedback is not an integral part of MI but may add motivational impact. 
It is worth exploring how such feedback interacts with the relational 
and technical components of MI to influence change. Is there a role 
for such feedback in other problems such as anxiety, mood, or eating 
disorders?

	• What is the best way to train people in MI? Early studies (e.g., 
Miller & Mount, 2001; Miller et al., 2004) found that the widely used 
format of introductory workshops to teach MI has only a minimal 
impact on participants’ subsequent practice. There is a large and rapidly 
growing literature on how to help clinicians develop proficiency in MI. 
Coaching and feedback based on observed practice appear to be impor-
tant in the acquisition and maintenance of MI skills.

	• Can it be beneficial to train clients in MI for certain problems? 
Clinically, Arkowitz has trained clients in MI as a way of dealing with 
problems involving spouses or problem children. In this use of MI, the 
focus is not on increasing change talk and motivation to change but 
rather training people in MI as a way of relating to others. In many cases 
of marital distress and child behavior problems, spouses and parents 
try to get the other person to change what they consider to be wrong by 
using confrontation, persuasion, or coercion. That is, they focus on the 
“righting reflex.” Often this approach results in a demand–withdraw 
pattern in which the other person becomes even more defensive or with-
draws entirely from the interaction (Christensen, Eldridge, Catta-Preta, 
Lim, & Santagata, 2006; Eldridge, Sevier, Jones, Atkins, & Christensen, 
2007). Teaching partners or parents to use MI methods in these contexts 
may help avoid such difficulties and enable the people to interact in a 
more constructive manner (e.g., Smeerdijk et al., 2014).

Conclusions

We hope this second edition of our book will continue to stimulate inno-
vations and extensions in the use of MI. The chapters in this book rep-
resent creative and flexible uses of MI and its application to a variety of 
clinical problems.. The amount of controlled research on the effective-
ness of MI with different problems, populations, and in different for-
mats (e.g., as a pretreatment or in an integrative framework) is small but 
growing rapidly. We hope that this trend will continue, and it appears 
that it will. If this book serves as a catalyst for such research and prac-
tice, then we will have accomplished our goals.
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224–226

study findings, 241–242
Lewin, Kurt, 2  
Listening, reflective; see Reflection; 

Reflective listening
Living talk, identifying, 205
Looking forward practice; see also 

Imagination exercise, future-focused 
in obsessive–compulsive disorder 
(OCD), 71

M

Major depressive disorder (MDD); see also 
Depressed women; Depression

medication nonadherence in, 220–222, 
231

treatment effectiveness and, 170
Medications, ambivalence about, 219–220
Motivational interviewing (MI) stuck 

intervention, 64–66, 68–72
Microskills, 6–7; see also Open-ended 

questions, reflections, summaries 
(OARS), 

Minneapolis Veterans Affairs Medical 
Center, research study of, 118–119

Minority populations; see also Cultural 
context

clinical effectiveness with, 20
Modular approach, potential difficulties 

with, 49
Mood disorders, comorbid, 34

clinical illustration of, 42–46
Motivation

addiction and, 249–250, 255
in adolescent smokers, 302, 310–311
in clinical practice and research, 1–4
counterchange, 372
lack of, in intimate partner violence, 

323, 324–325
neglect by traditional treatments, 

366–367
in Unified Protocol for Transdiagnostic 

Treatment of Emotional Disorders 
(UP), 41–42

Motivation Enhancement for Treatment 
Engagement module of Unified 
Protocol for Transdiagnostic 
Treatment of Emotional Disorders 
(UP), 36–39

in clinical illustration, 43–46
goals of, 38–39
versus motivational interviewing, 37–38

Motivation Enhancement Group, for 
posttraumatic stress disorder (PTSD), 
121

Motivation facilitation; see also Unified 
Protocol for Transdiagnostic 
Treatment of Emotional Disorders 
(UP)

in clinical illustration, 44–46
integration of, 50
research on, 47
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Motivational enhancement
for disordered gamblers, 275–279
for gambling problems, online access 

to, 292
strategies for, future research on, 50–51

Motivational enhancement therapy (MET), 
5

for addictions, 253
for alcohol use and intimate partner 

violence (IPV), 327–328
for at-risk college couples, 330–334
for depressed clients with HIV, 172
feedback sessions in, 331–335
for improving compliance in intimate 

partner violence (IPV) treatment, 
327–329

for intimate partner violence (IPV), 329
versus motivational interviewing (MI), 

172
for posttraumatic stress disorder 

(PTSD), 118–119
for posttraumatic stress disorder 

(PTSD) with comorbid substance use 
disorders (SUD), 123–124

for smoking cessation with adolescents, 
308–315, 316

Motivational enhancement therapy for 
antidepressants (META), 241–244

Motivational interviewing
blending with other therapies, 5, 23
brief applications of, 367–369
capturing/missing essence of, 370–371
as client-centered approach, 368
coding systems for, 25, 97, 371, 376
cognitive-behavioral therapy (CBT) 

and, 374–376 (see also Cognitive-
behavioral therapy (CBT))

and competing aspects of self, 92
defined, 85
differential effectiveness of

by client characteristics, 378–379
by population, 379

diffusion of, 366–369
effectiveness of, 18–22, 369
efficacy of, 18–19

components of, 372–374
essential factors in, 369–370

engaging skills of, 6–7
evoking in, 8–14 (see also Evoking)
flexibility of, 365–366, 377–378
focusing in, 7–8 (see also Focusing)

as free-standing treatment, 5
impacts of, 25–26
measurement and mechanisms in, 

376–377
as “minimum treatment” comparison, 

378
versus motivation enhancement, 37–38
versus motivational enhancement 

therapy, 172
in obsessive–compulsive disorder (OCD) 

treatment (see Obsessive–compulsive 
disorder (OCD))

other psychotherapies and, 16–18
phases of, 201–202 (see also Engaging; 

Evoking; Focusing; Planning)
planning in, 14–15
present focus of, 17
pretreatment effectiveness of, 374
problem-related normative feedback in, 

379–380
problems with dissemination of, 

368–369
processes of, 4
qualifying conditions of, 371
remaining questions about, 377–380
resistance and, 15–16
spirit of, 4–5, 86–87, 368, 371, 372

suicidality and, 196, 198–199
“stand-alone” concept and, 366
style in, 37–38
as style versus technique, 265
therapist characteristics and, 379
training for, 22–25

continuing, 24–25
initial, 23–24
skills in, 22–23

underlying hypotheses of, 372–374
versus waiting list, 378

Motivational interviewing for obsessive–
compulsive disorder (OCD); see 
Obsessive–compulsive disorder 
(OCD)

Motivational pharmacotherapy, 219–248
clinical applications of, 223–241
clinical illustration of, 227–231
clinical problem/research, 220–222
collaborative approach in, 229–230
development of, 223–226
format of, 226–227, 227t
Latinos and, 224–226, 241–242 
potential problems in, 242–243
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rationale for, 222–223
research findings, 241–242
side effects of, clinical illustration of, 

230–231

N

National Institute for Health and Care 
Excellence (NICE), anorexia nervosa 
recommendations of, 346

Need statements, 9
Nonadherence, medication; see Medication 

adherence/nonadherence
Not-On-Tobacco program, of American 

Lung Association, 299, 300

O

Open-ended questions, reflections, 
summaries (OARS), 6–7, 123, 252; 
see also Affirming; Open-ended 
questions; Reflection; Summarizing

Observation, motivational interviewing 
(MI) skills and, 94–95

Obsessive–compulsive disorder (OCD)
age of onset and, 73
content of, 59
exposure and response prevention in, 

58–82
hallmarks of, 58
motivational interviewing (MI) stuck 

intervention and, 64–66
prevalence of, 58
usual treatments of, 59–60

Obsessive–compulsive disorder (OCD) 
treatment

additive treatment model of, 73–75
adherence measurement in, 77
clinical observations of, 78–79
format options in, 73–77
future research considerations, 77– 

78
integrative model of, 75–77
unanswered questions about, 72–77

Open-ended questions, 6
in addiction treatment, 256–257
for adolescent smokers, 310, 314
for eliciting change talk, 11
suicidal patient and, 199–201

Opposition; see also Resistance
motivational interviewing (MI)-

inconsistent approach to, 99–100
rolling with, 71, 99

P

Partnership, clinician–client, 5, 17, 198; 
see also Expert role, avoidance of

Passive–aggressive behavior, client 
perceptions of, 89–90

Perinatal depression, 174–175
Personal strengths, 6, 183
Pharmacotherapy; see Motivational 

pharmacotherapy
Philadelphia Veterans Affairs Medical 

Center, research study of, 118–119
Physical health conditions, depression 

associated with, 172–175
Planning, 4

in addiction treatment, 258–259
in anxiety disorder treatment, 102–103
in disordered eating treatment, 355– 

358
helping client formulate, 23
in motivational enhancement therapy 

(MET) session with adolescent 
smokers, 309

with suicidal patient, 208–212
in Unified Protocol for Transdiagnostic 

Treatment of Emotional Disorders 
(UP) approach, 40–41

Postpartum period, depression during, 
140, 171

Posttraumatic stress disorder (PTSD); see 
PTSD; PTSD and comorbid substance 
use disorders (SUD)

Power relationship; see also Expert role, 
avoidance of

asymmetrical, 6
Prelude model of motivational interviewing 

(MI), 74
Problem solving therapy, suicide attempts 

and, 194
Prolonged exposure therapy (PE)

for posttraumatic stress disorder 
(PTSD), 113–114

for posttraumatic stress disorder 
(PTSD) with comorbid substance use 
disorders (SUD), 122–124

Psychoanalytic therapies, motivational 
interviewing (MI) and, 17

Psychoeducation
clinical illustration of, 144–150
medication adherence and, 222
obsessive–compulsive disorder (OCD) 

and, 63–64
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Psycholinguistic processes, evidence from, 
3

Psychological context, as barrier to 
treatment, 156–157

Psychotherapy
versus engagement, 165
motivational interviewing (MI) 

integration with, for depression, 
175–182

Psychotic client, 165
Posttraumatic stress disorder (PTSD), 

110–135
clinical population, 111–113
evidence-based treatments for, 116– 

117
motivational interviewing (MI) in 

treatment of
clinical illustration of, 122–127
problems and suggested solutions, 

127–130
research on, 118–122
therapist training and, 128–130

treatment of, dropout rates and, 
116–117

Posttraumatic stress disorder (PTSD) and 
comorbid substance use disorders 
(SUD); see also Suicidal ideation, 
clinical illustration of

evidence-based treatments for, 113– 
116
cognitive processing therapy, 

114–115
eye movement desensitization and 

reprocessing, 115–116
prolonged exposure therapy (PE), 

113–114
motivational interviewing (MI) in 

treatment of
applications for, 118–120
Iraqi Freedom veteran, 122–127 

prolonged exposure therapy (PE) and, 
122–124

Q

Questions; see Open-ended questions

R

Racial issues, therapist understanding of, 
145–146; see also Cultural context

Reason statements, 9
Reflect statements, 13

Reflection, 6–7
selective use of, 93
simple versus complex, 6
suicidal patient and, 199

Reflective listening, 6–7
client responses to, 25

Reinforcement, social, addictions and, 250
Relapse concept, in addiction treatment, 

258–259
Relapse prevention, motivational 

interviewing (MI) and, 182–184
Relational hypothesis, 372
Resistance; see also Discord statements

in intimate partner violence (IPV) 
treatment, 325, 328, 337–338

in obsessive–compulsive disorder (OCD) 
treatment, 67

perceptions of, 1–2
therapist style and, 16

Righting reflex, 2, 256, 262, 380
Ritual, in obsessive–compulsive disorder 

(OCD) treatment, 68–72
Rogers, Carl, 4, 17, 66, 254, 372  

S

Scaling questions, 12
Schizophrenia, medication nonadherence 

in, 221
Seeking Safety program, 117
Self-affirmation, by client, 6
Self-assessments, of depression, 145
Self-efficacy

disordered eating and, 353–354, 357
of disordered gamblers, 286–287
increasing, 183–184

Self-help approaches, for binge-eating 
disorder, 346

Self-perception theory, Bem’s, 3
Self-views, negative, 49–50
Simulations, for clinician learning, 25
Situational couple violence, 321
Skills training, in cognitive-behavioral 

therapy (CBT), 177–179
Smoking cessation with adult smokers, 

297–298
Smoking cessation with adolescents, 

296–319; see also Cigarette smoking
motivational interviewing (MI) for, 

301–316
clinical applications of, 303, 304t, 

305, 306f, 307f, 308–315
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problems and suggested solutions, 
315

rationale for, 301–303
research on, 303, 304t, 305, 306f, 

307f
research on, 298–300
tobacco industry tactics and, 300
treatment access and, 299–301
usual treatments, 298–301

Social reinforcement, addictions and, 250
Story, reframing, 141
Strengths, personal, 6, 183
Substance use, influences on, 250
Substance use disorders (SUDs); see also 

Addiction; specific addictions
comorbidity with posttraumatic stress 

disorder (PTSD) (see PTSD and 
comorbid substance use disorders 
(SUD))

in DSM-V, 249
evidence-based treatments for, 251
intimate partner violence (IPV) and, 

326–329
Suggestions, examples of, 15
Suicidal client, 165

autonomy of, 214
opening questions and, 199–201

Suicidal ideation, 193–218
case illustration of, 202–212
clinical problem of, 194–195
motivational interviewing (MI) in 

treatment of
clinical illustration of, 201–212
current research/findings, 212–213
potential problems in, 213–214
precautions for, 214
rationale for, 195–196
research and findings, 212–213
technical component of, 199–201

motivational interviewing (MI) phases 
and, 201–212
engaging, 202–203
evoking, 205–208
focusing, 203–204
planning, 208–212

motivational interviewing (MI) spirit 
and, 198–199

usual treatments of, 193–194
Suicidality

and living versus suicide talk, 199–200
as motivational issue, 195–196

Suicide
individuals at risk of, 197
reducing risk of, 193–194
versus suicide attempts, 195
U.S. prevalence of, 193

Suicide attempts
gambling-related, 272
interventions for, 193–194

problems with, 194–195
versus suicide, 195

Suicide prevention, motivational 
interviewing (MI) theory and, 196

Suicide talk, clinician responses to, 201, 
214

Summarizing, 7
guidelines for, 13–14

Sustain talk, 3
as ambivalence versus opposition, 97–98
client beliefs about emotions and, 37
listening to, 8
predictive value of, 21
resistance and, 16
treatment referrals and, 7

T

Taking steps statements, 10
Terrorism, intimate, 321
Therapist

and avoidance of expert role, 6, 48, 178, 
225–226, 258

characteristics of, 379
client-centered skills of, change and, 252
reframing role of, 367
training of, 380

Thought mapping, 63
Tobacco industry, adolescent smoking and, 

300
Training, therapist, 380
Transdiagnostic treatment, 33–57; see also 

Unified Protocol for Transdiagnostic 
Treatment of Emotional Disorders 
(UP)

problems and suggested solutions, 
48–50

research on, 50–51
Transference, 17
Transtheoretical model of change, 

addiction treatment and, 251–252
Trauma, common reactions to, 124–125
Traumatic brain injury (TBI), depression 

associated with, 173–174
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Treatment goals
multiple, 15
value-driven, 45–46

Twelve-step programs, 251, 273

U

Unified Protocol for Transdiagnostic 
Treatment of Emotional Disorders 
(UP), 35

applications of, 35
clinical illustration of, 42–46
entry-level module of, 36–39 (see 

also Motivation Enhancement for 
Treatment Engagement)

functional assessment in, 39–40
motivation facilitation in early stages, 

39–41
and motivation throughout treatment, 

41–42
planning stage in, 40–41

problems and suggested solutions, 
48–50

research on, 46–48
treatment modules of, 35

University of Arizona, motivational 
interviewing (MI) training at, 23–24

University of Pennsylvania, research study 
of, 119–120

V

Values, discrepancy with behavior, 354
Veterans, posttraumatic stress disorder 

(PTSD) treatment and, 122–127
Violence, intimate couple, 321

W

Weight loss, disordered eating and, 
344–345

White Anglo-American populations, 
clinical effectiveness with, 20


