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Abstract

Background: Through evaluations of training programs, systematic reviews, and meta-analyses, 

advances in identifying best practices for disseminating motivational interviewing (MI) have 

emerged. To advance this work further, inclusion of thorough descriptions of the following is 

needed in research publications: study (design, trainee characteristics, setting characteristics), 

training and coaching methods (if applicable), trainer qualifications, and evaluation of MI skills.

Methods: The purpose of this study was to systematically evaluate the research on MI training of 

substance use treatment professionals for the inclusion of such descriptions. Twenty-five studies 

were reviewed using a scoring rubric developed by the authors.

Results: Just over two thirds of the studies (68%) were randomized controlled trials of MI 

training. The majority of studies provided information about (a) trainee characteristics 

(professional background =76%, education =60%, experience =56%); (b) setting characteristics 

training (80%); (c) training methods (format =96%, length =92%); (d) coaching (76%); and (e) 

evaluation of MI skills (92%).

Conclusion: Findings suggest advancements in MI training studies since previous reviews, 

especially in regards to the inclusion of feedback and coaching. However, this review also found 

that inconsistencies in methods and reporting of training characteristics, as well as limited follow-

up assessment of trainees’ skill, continue to limit knowledge of effective training methods.
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Introduction

There has been a growing literature focused on motivational interviewing (MI) training, with 

an emphasis on the evaluation of different methods. The description of MI as a simple 

concept comprising a complex skill set1 underscores the importance of training guidelines 

for effective treatment delivery and quality implementation. Early research evaluating MI 

training methods showed significant changes in clinician behaviors from training,2 yet those 

changes were not reflected in client outcomes. In 2009, Madson et al. systematically 

reviewed the MI training literature, finding that although MI trainings were generally 

effective, they often relied on workshop/seminar formats, which incorporated limited 

experiential activities, and there were very little coaching or feedback to build MI 

competency.3 Based on their findings, Madson and colleagues recommended that best 

practices for reporting MI training and evaluation should include standardized training 

procedures, an outline of effective ingredients, incorporation of evidence-based measures of 

competency, and a method for linking training to client outcomes.3 Subsequently, 2 

systematic reviews have supported these recommendations.4,5 Toward that end, the purpose 

of the current study was to systematically review published research on MI training with 

substance use (SU) treatment professionals.

Potential benchmarks for best practices related to the duration and frequency of MI training 

recently emerged from 2 meta-analytic studies. First, de Roten et al. identified 12–16 hours 

as an adequate dose of MI workshop training for providers to achieve gains in MI skill, 

noting that coaching and feedback further enhances skill.6 Schwalbe et al. showed that MI 

training effects were best maintained through at least 3–4 postworkshop contacts, totaling a 

minimum of 5 hours of coaching from an expert MI trainer over a 6-month period.7 

Evidence for best practices are starting to emerge, most notably concerning the value of 

extended training, including feedback and coaching. However, each review further 

emphasized the need for methodological quality and consistency in MI training studies to 

further advance best practices.

In the current review, we focus on key elements that should be included in reports of MI 

training studies to strengthen future research.8–12 The review is organized around 3 broad 

categories: study methodology, training methods, and evaluation. With regard to study 

methodology, research design provides important information about the strength of 

conclusions that can be drawn from a particular study.13 Also of import with regard to MI 

training for SU are the characteristics of trainees and training settings, as these are often 

highly variable and significantly influence the generalizability of findings.9,14,15 With regard 

to training methods, evidence-based training protocols for MI or other interventions are 

often not readily available, with a few notable exceptions such as the MIA: STEP 

(Motivational. Interviewing Assessment: Supervisory Tools for Enhancing Proficiency) 

protocol.16 As such, thorough descriptions of the training methods will better inform 

training implementation outside the research context. Descriptions should include specific 

information about the training methods (e.g., workshop, experiential activities, etc.), how 

those methods were selected, and trainer qualifications.10 Given longstanding evidence for 

the importance of coaching and feedback,6,7 information on feedback/coaching methods 

Madson et al. Page 2

Subst Abus. Author manuscript; available in PMC 2020 April 17.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



(length, number of sessions, method of delivery) is also important. With regard to 

evaluation, it is important to note whether researchers evaluated competency/skill 

development with evidence-based assessment tools (e.g., observational, client-completed 

measures).17

Given the broad implementation of MI training world-wide and the continual evolution of 

the MI training literature, it is imperative to systematically evaluate the quality and 

limitations of the existing literature in an ongoing fashion. This ensures that future research 

continues to improve in quality and scope. The current study focuses on the quality of 

methods and descriptions in research on MI training. The current study differs from prior 

studies, which examined MI across several professional disciplines, health care settings, and 

target behaviors. There is established evidence for MI efficacy in treating SU disorders; 

therefore, SU providers are an important focal group for evaluating and refining guidelines 

for effective MI training, which can eventually be translated to other target behaviors. Thus, 

the purpose of this study was to advance the MI training research with SU providers by 

evaluating MI training through updated training quality recommendations. Specifically, the 

review examines the literature published since a review published by Madson et al.,3 with a 

focus on study methodology, training methods, and evaluation.

Review procedure

We conducted a systematic review following Preferred Reporting Items for Systematic 

reviews and Meta-Analyses (PRISMA) standards18 by searching the PsycINFO, 

PsycARTICLES, MEDLINE, Academic Search Premier, ERIC, and SocIndex databases to 

identify articles from 2008 to January 2018. Key terms used include Motivational 

Interviewing, Motivational Enhancement Therapy, Brief Motivational Intervention, Training, 

Workshop, Implementation, Dissemination, Substance Abuse, SU, Addiction, Alcohol, and 

Drug. We also reviewed the bibliography page on the MI Web site (http://motivationalinter-

view.org/library/biblio.html) to identify additional articles for the review. Our review 

resulted in 136 articles, all of which outlined use of MI training methods with providers who 

were treating patients with SU issues. Although the screening, brief intervention, and 

referral to treatment (SBIRT) protocols incorporate varying degrees and elements of MI, we 

decided to exclude such articles because MI is not the sole focus of SBIRT; rather, it is 

embedded within a broader training protocols that may vary substantially in adherence to 

practices and principles of MI. We also did not want to confuse MI for SBIRT. Additional 

articles were excluded if the methodology included survey research or if the treatment 

targets were not substance abuse. As a result, 25 articles were included in the current review. 

We chose to include articles that were secondary analyses of previous studies and methods/

protocol papers because they help contribute to the training literature. These 3 papers are 

identified in Table 1. Figure 1 outlines the study inclusion procedures following PRISMA 

guidelines.18

The first 2 authors independently evaluated the included articles using a coding form 

developed by the second author. This form was based on recommendations for evaluating 

the methodological quality of MI training10 and was approved by the first 3 authors. 

Descriptors on the coding form were categorized under study methodology, training 

Madson et al. Page 3

Subst Abus. Author manuscript; available in PMC 2020 April 17.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

http://motivationalinter-view.org/library/biblio.html
http://motivationalinter-view.org/library/biblio.html


methods, and training evaluation. Study methodology descriptors included the study design, 

setting characteristics, and trainee characteristics. The training methods included descriptors 

of MI training method and trainer qualifications. Specific MI training method descriptors 

included MI workshop type, length and duration of training, feedback and coaching of MI 

using a valid fidelity measure, and amount and duration of feedback and coaching sessions. 

Descriptors of training evaluation included trainee outcomes and client outcomes.

Decision rules were also included to determine whether authors provided a thorough 

description of MI training methods and evaluation. If authors described the type of MI 

training and specified the number or length of training sessions, we determined that they 

provided a description of training methods. Further, if authors used a fidelity measure but 

did not provide feedback, then we determined that feedback and coaching methods were not 

adequately described. Regarding training evaluation, we determined that authors used a 

fidelity measure to evaluate trainees’ MI competency and proficiency if a combination of 

summary scores, global scores, and behavioral counts was reported. We also determined that 

the assessment of continued use of MI skills was appropriately described if authors reported 

trainee scores after 1, 3, 6, or 12 months of formal MI training.

A detailed account of the study findings is presented in Tables 1, 2, and 3. Specifically, study 

methodology findings are presented in Table 1. Details of training methods are presented in 

Table 2, and findings for training evaluation are presented in Table 3. Highlights of each 

evaluation component are described below.

Results

Study design and sample size

All studies provided sufficient information to code study design. Just over two thirds of the 

studies (n = 17, 68%) were randomized controlled trials of MI training in which participants 

were randomly assigned either to receive various forms of MI training or to receive MI 

training or a comparison condition. The remaining studies utilized opentrial designs in 

which all participants received MI training. Almost all (n = 24, 96%) were studies of 

training in MI as a stand-alone intervention. The remaining study36 provided training in 

brief behavior change counseling. Eight studies (32%) provided training in MI as part of a 

larger treatment study in which MI was one of the interventions of interest. All studies with 

the exception of Baer et al.20 provided information about the number of individuals trained 

(n = 24, 96%). Sample size varied across studies, ranging from 2 to 576 with a mean of 

86.25 (SD =120.44).25,34

Trainee professional backgrounds

Nineteen studies provided specific information about the professional backgrounds of 

training participants (76%). The most well-represented professions were nursing (n = 10, 

40%), social work (n = 8, 36%), and psychology (n = 7, 28%). Alcohol and drug counselors 

(n =7, 28%) and general medical practitioners (n =6, 24%) were also included in several 

studies. Two studies (8%) included psychiatrists, and 2 included counselors (8%). 

Pharmacists and criminal justice employees were included in 1 study each (4%). Nine 
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studies (36%) included trainees from other backgrounds, such as case managers,37 

supervisory staff at community treatment facilities,15 and other professionals in patient care 

roles (e.g., nonspecified clinicians,23 physician’s assistants24).

Trainees’ and trainers’ educational backgrounds and years of experience

In addition to assessing professional background, we identified trainees’ education levels 

and years of clinical experience. Education level was reported in 60% of studies (n = 15), 

and years of clinical experience was reported in 56% (n = 14). Fifty-two percent of studies 

(n = 13) included trainees with advanced degrees (i.e., master’s or greater). Specifically, 

40% of studies (n = 10) included trainees who had a master’s degree, 28% (n = 7) included 

trainees who had a nonmedical doctoral degree (e.g., PhD, PsyD, DSW), and 8% (n = 2) 

included trainees who had a medical doctoral degree (i.e., MD). In addition, 48% of studies 

(n = 12) included trainees with a bachelor’s degree or equivalent, and 32% (n = 8) included 

trainees with less than a bachelor’s degree (e.g., associate’s degree, certificate, high school 

diploma).1 In over a third of the studies (40%, n = 10), information regarding trainees’ 

educational background was not reported. Trainees’ years of clinical experience varied 

widely both within and across studies; whereas some trainees reported less than 1 year of 

clinical experience, others reported over 30. The majority of studies (n = 20, 80%) provided 

some information about trainer qualifications and/or years of experience, although the detail 

of information varied. Sixty percent of studies (n = 15) reported that trainers were members 

of the Motivational Interviewing Network of Trainers (i.e., MINT); in 12% of studies (n = 

3), trainers were Department of Veterans Affairs (VA)-certified MI trainers.

Setting characteristics

Twenty studies (80%) provided sufficient information to code the type of program in which 

training participants provided substance abuse interventions. Just under a quarter of studies 

(24%, n = 6) were conducted with providers in outpatient clinics (e.g., community substance 

abuse clinics), and another fifth (20%, n = 5) were conducted with providers in medical 

settings (e.g., inpatient units). Two studies (8%) were conducted with providers in residential 

settings (e.g., community settings with a residential component).2 The most commonly 

coded category for program type was other (n = 9, 36%), indicating that frequently the 

training was offered to providers in program types that did not meet our a priori decision 

rules for coding setting. Examples of these types of programs included trauma centers,24 

prison services,32 and pharmacies.35

Format and length of training

Most studies (96%, n = 24) provided information about the format of MI trainings.3 

Consistent with recommendations,3,5,7 the majority of studies (84%, n = 21) used a 

workshop plus feedback/coaching training format as the primary method (i.e., experimental 

1Trainees from a variety of educational backgrounds tended to be included within a single study; as such percentages sum to over one-
hundred.
2These two studies conducted trainings in both outpatient and residential settings.
3The one study that did not include information about training31 referenced an older paper (i.e., Ager et al., 200551) where this 
information was reported. To be consistent with our a priori decision rules regarding coding, we do not provide information that was 
not reported in the reviewed paper.31

Madson et al. Page 5

Subst Abus. Author manuscript; available in PMC 2020 April 17.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



training condition) for at least 1 group of trainees (i.e., in some studies training method was 

the independent variable). The next most common training method comprised workshops 

and experiential exercises (e.g., role play, group exercises), used as the primary training 

method in 8% of studies (n = 2). In 1 study (4%), a didactic workshop was used as the 

primary training method. Although other methods (i.e., readings [n = 4, 16%], computer 

trainings [n = 1, 4%]) were used, these served as either the comparison group or steps in a 

trainee skill-based stepped process27 rather than the primary training format. Just over half 

of the reviewed studies (n = 13, 52%) compared trainings using workshops plus feedback/

coaching with another training method. Additionally, in 2 studies (8%), workshops utilizing 

a general approach to feedback/coaching sessions were compared with trainings in which 

workshops and enhanced forms of feedback/coaching (i.e., MIA: STEP; MI-LEAF 

[Motivational Interviewing Language Enhanced Attention and Focus]) were utilized.16,40

The number of training sessions and length of each session varied across studies. Similar to 

Madson et al.,3 we found that just over half of the studies provided a single training session 

(n = 14, 56%), although the use of 2 training sessions was also common (n = 5, 20%). Four 

training sessions were used in 2 studies (8%). In the remaining 2 studies that reported 

number of training sessions, trainees underwent either 2 or 5 (n = 1, 4%) training sessions 

(i.e., depending on group assignment) or 8 (n = 1, 4%) training sessions. The reporting 

metric for session length (i.e., number of days vs. hours) varied across studies, limiting our 

ability to provide summary statistics about the length of sessions. However, as presented in 

Table 2, studies included in this review tended to provide more total hours of training than 

those reviewed previously;3 for example, 100% of the studies included in the current review 

provided more than 8 total hours of training, as compared with 71% of those in the previous 

review.

Coaching, feedback, and assessment of skills

Perhaps the most promising aspect of the studies included in the current review was a shift 

toward incorporating coaching and/or feedback into MI training. Despite previous authors 

stressing the importance of ongoing feedback for the development and maintenance of MI 

skills,7 in a prior review only 6 studies (22%) described the use of supervision and only 1 

used ongoing coaching.3 In contrast, 84% of studies (n = 21) included in this review 

reported utilizing at least 1 coaching session, with the majority (n = 15, 60%) reporting the 

use of 4 or more sessions.

As an aspect of coaching, it was common for studies to utilize validated objective measures 

of performance. Such measures included the Motivational Interviewing Treatment Integrity 

(MITI; n = 10, 40%), the Independent Tape Rater Scale (ITRS; n = 5, 20%), the 

Motivational Interviewing Skill Code (MISC; n = 2, 8%), the MI Consultation and Feedback 

Form (MICAFF), and the Behavior Change Counseling Index (BECCI; n = 1 each, 4% 

each).4 In the majority of studies, such measures were used to assess trainees’ MI 

proficiency (n = 19, 76%; trainees achieved proficiency in 10 studies) and competency (n = 

19, 76%; trainees achieved competency in 9 studies).

4Some studies utilized multiple measures; as such, percentages sum to over 100.
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Training evaluation

With one exception, the validated measures of objective performance that were utilized to 

provide feedback-based coaching were also utilized to evaluate training outcomes. The only 

exception was Stein et al. who used the MITI for coaching41 but the Helpful Responses 

Questionnaire for outcomes.42 In addition to the studies that used validated coding measures 

based on work samples for both coaching and evaluation, an additional 5 studies (20%) used 

such measures for evaluation only. The most commonly assessed outcome was MI skills (n = 

23, 92%), followed by knowledge (n = 7, 28%) and self-confidence (n = 4, 16%). Although 

also suggestive of a positive departure from earlier training methods in which few studies 

did so, just under half of the reviewed studies (n = 12, 48%) assessed whether trainees 

maintained skills after training concluded. In 1 study (4%), trainee satisfaction was assessed. 

Outcomes classified as other (e.g., trainee readiness to change; utilization of change talk) 

were assessed in 20% of studies (n = 5). Consistent with Madson et al.,3 it was uncommon 

for studies to assess client outcomes. In the 2 studies that did so,16,35 both treatment 

retention and substance use/abstinence use were assessed, and neither study found these 

outcomes to be associated with MI training.

Discussion

The goal of this paper was to systematically review the MI training literature for SU 

treatment, with a focus on the methods and reporting in recent MI training projects. Our 

review highlights that the literature has grown and improved significantly in quality since 

prior reviews. For example, the studies reviewed included enhanced descriptions of training 

methodology, populations, and settings. Moreover, many of the reviewed studies conducted 

some form of randomized trial that allowed comparison of training conditions. Studies such 

as these will uncover the optimal conditions to help clinicians acquire MI skills and provide 

evidence-based implementation methods to incorporate MI into standard practice. Further, a 

remarkable change over previous reviews was the number of studies that incorporated 

coaching and the use of valid observational tools. Nonetheless, we also uncovered areas for 

further development to strengthen the MI training literature.

In line with recommendations for a thorough description of trainee and setting 

characteristics involved in MI training programs,5,7,10 most of the reviewed studies provided 

adequate details of trainee and setting characteristics. However, the descriptions of trainer 

characteristics varied. In order to move the science forward, it will be imperative for future 

studies to include trainer qualifications; to ensure that MI skills are being transferred 

adequately, we must know that they are being transferred from those who have sufficient 

knowledge of the technology. Therefore, it is recommended that researchers continue to 

provide a basic description about trainees and the training setting as well as describe the 

trainer characteristics and qualifications. Further, information on who is being trained, their 

training, professional and theoretical (e.g., 12-step, cognitive behavioral) background, and 

prior experience with MI is important. This information will help clarify whether failures of 

technology transfer are related to the implementation process (e.g., methodology) or 

influential determinants of implementation outcome (e.g., trainer, trainee, or organizational 

issues).43 Training programs and clinical sites will also benefit from this information in 
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determining the necessary qualifications of trainers in order to expect adequate outcomes 

from learners.

A promising change in studies of MI training has been the transition from primarily 

workshop/didactic-based trainings to trainings that incorporate coaching and feedback. In 

fact, many of the reviewed studies utilized workshop-only conditions as a comparison/

control group, to better identify specific advantages of adding feedback/coaching training 

methods. Although an undeniable step toward progress, an important consideration for 

future studies is the need for additional description about the exact methods used (i.e., such 

that a training method could be directly replicated) for control/comparison and study 

conditions. Additionally, given that feedback is known to enhance training, future progress 

can be made by examining both the process and content of feedback. Of the reviewed 

studies, 2 provide excellent examples of how these aspects can be described (e.g., the 

systematic approach of MIA: STEP; the language focus of MI-LEAF) and compared with 

“feedback as usual.”16,40

There are various resources describing different MI training exercises and strategies,44 and it 

would benefit MI training research and practice to identify effective experiential MI training 

strategies. In this regard, researchers may consider modeling their training descriptions after 

Darnell et al.,24 who provided specifics about the training methods, including the content 

(e.g., 0–10 scaling questions to identify importance of and confidence in change) covered in 

training sessions. These detailed descriptions are vital for comparing effects across studies, 

as well as standardizing training to optimize efficiency and effectiveness of MI training 

programs and components. Moving forward, quality implementation of MI will entail 

identifying training components that are necessary for successful outcomes, as well as those 

components that can be modified based on organization, clinician, or client needs.45 

Certainly, it is challenging to describe all the specifics of a MI training project given journal 

word limits. Some of the projects reviewed here24,40 or protocol papers26 provide examples 

for disseminating future MI training projects.

A major finding of the current review was that most studies included some form of coaching 

and feedback. Research by Forsberg et al. demonstrates one effort to meet these standards.31 

Clinicians were provided with an initial MI training (workshop with experiential exercises) 

of 12 hours, followed by 84 hours of additional MI supervision across 11 assessment periods 

covering 2.5 years. During this time span, a total of 33 coded recordings per clinician were 

reviewed with a valid integrity measure (i.e., MITI 3.0). Moving forward, additional 

information about coaching methods can inform an effective, standardized approach to MI 

training.

We found great variability in the description of coaching methods. More consistent reporting 

of the processes and procedures would enhance conclusions on how to establish coaching 

best practices. Specifically, future studies should report the number of coaching sessions 

intended for each trainee, the number of sessions completed, and the average length of 

sessions. Some of the studies reviewed used individual coaching, whereas others used group 

coaching or a combination of approaches. However, we know little about the differential 

effectiveness of these coaching formats. Similarly, it appears that using valid observational 
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measures enhance coaching, and it would be important to identify best practices for using 

these measures. For example, one could investigate the value of focusing on MITI global 

scores or behavioral counts or both when providing feedback. Similarly, there could be 

investigations for how this feedback is provided based on using a MI-consistent46 or 

inconsistent coaching style. The coaching and feedback literature may also benefit from 

incorporating other means of feedback on MI use. Recent developments in assessing client 

feedback using the Client Evaluation of MI (CEMI)47,48 may assist the coaching and 

feedback process and is worthy of investigation as an additional training element. 

Empirically identifying these best practices for coaching and feedback will further 

technology transfer and potentially lower costs associated with implementation, which is 

particularly important given the resource-intensive training process.

Despite the advancements in MI training, there continues to be a paucity of literature that 

links training outcomes with client outcomes. We found 2 studies that examined this 

relationship: Jaffray et al. and Martino et al. linked MI training to client substance use and 

treatment retention.16,35 Moving forward, it will be important to identify not only whether 

training processes develop clinician competency but ultimately also whether these processes 

facilitated MI consistent behaviors and positive behavior change in clients. Future MI 

training research should strive to link training outcomes, including global MI competency 

and behaviors, to client outcomes, including use behavior and treatment retention, as well as 

to therapeutic factors such as working alliance and treatment engagement.

This review provides an updated examination of the MI training literature, with a focus on 

the methods and quality in recent research. Although the findings are encouraging, they need 

to be considered within study limitations and necessary next steps. First, we limited the 

review to focus on SU professionals, and it may be valuable to replicate these results with 

other behaviors and nonprofessionals such as peer specialists/advocates.49 Our a priori 

criteria may have limited some of our findings, and future studies may want to consider 

broader evaluation criteria to reduce the large number of studies coded as “other.” We also 

decided to exclude SBIRT training studies from this review. Given the rapid developments in 

SBIRT,19 it may be valuable to systematically review those training studies to assess 

similarities and differences with these findings. Further, we chose to include 1 methods38 

and 2 secondary analysis papers21,25 that have the potential to inflate MI training 

components or minimize outcomes. However, these papers were included in this review, as 

we believe they provide value not better captured elsewhere. Finally, this review addresses 

just one aspect of MI dissemination and implementation: training. Future investigations of 

MI training should include diverse methodologies such as qualitative designs and action 

research as well as mixed methods to better evaluate process and outcomes. Key questions 

about other factors (e.g., feasibility) that influence the integration of MI into practice settings 

must be addressed in future research.45,50
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Figure 1. 
Flow chart of study inclusion.
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