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Abstract
The video assessment of simulated encounters-revised (VASE-R) is a video-based method,
administered in individual or group settings, for assessing motivational interviewing (MI) skills. The
18-item instrument includes three video-based vignettes, in which actors portray substance abusers,
with each vignette followed by questions that prompt examinees to write responses that are then
scored against MI standards. The VASE-R was administered to two independent samples: (1)
substance abuse practitioners participating in a study of MI training methods, and (2) MI training
facilitators with a high level of MI skill and expertise. This multi-study report describes basic VASE-
R psychometric properties – including scoring reliability, internal consistency, concurrent validity,
and sensitivity to the effects of training – and then presents proficiency standards based on
administration to a sample of MI training facilitators (MI Experts). The findings indicate excellent
inter-rater reliability using intra-class correlations for the full-scale score (.85) and acceptable levels
for subscales (.44 to .73). The instrument displayed strong concurrent validity with the Helpful
Responses Questionnaire (HRQ) and a behavioral sample of clinician behavior with a standardized
patient scored using the MI Treatment Integrity (MITI) system, as well as good sensitivity to
improvement in MI skill as a result of training. The findings provide an empirical basis for suggesting
VASE-R benchmarks for beginning proficiency and expert MI practice.
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1. Introduction
Accurate, cost-effective measures for assessing clinician skillfulness and skill uptake from
training are essential for transferring treatment research into practice (Brown, 2000; Dansereau
and Dees, 2002; Simpson, 2002). Previously, we (Rosengren et al., 2005) reported preliminary
development of one such instrument for assessing skills in motivational inter-viewing (MI),
referred to as the video assessment of simulated encounters (VASE). Those initial findings
generated revisions to scale structure and item content, culminating in a revised version of the
instrument (VASE-Revised or VASE-R) since implemented in a dissemination trial testing MI
training methods (Baer et al., 2008). This paper describes psychometric properties of the
VASE-R.

MI is a method of clinical interaction that continues to receive significant interest in the
addictions field and beyond (Carroll et al., 2006; Knight et al., 2006; Vasilaki et al., 2006).
Defined as “a client-centered, directive method for enhancing intrinsic motivation to change
by exploring and resolving ambivalence (p. 25)” (Miller and Rollnick, 2002), MI is grounded
in the four principles of expressing empathy, developing discrepancy, rolling with resistance
and supporting self-efficacy. It also relies on a collection of common communication skills,
represented by the acronym OARS (i.e., Open questions, Affirmation of client strengths,
Reflective listening, and Summarizing). MI practitioners selectively attend to elements of a
clinical interaction, eliciting and reinforcing client statements in favor of change (i.e., change
talk) while diffusing resistance or client talk that sustains the status quo. The MI approach is
infused with a collaborative, eliciting, and supportive spirit (Miller and Rollnick, 2002).

There are several assessment methods available for evaluating MI skillfulness. One example
is the Helpful Responses Questionnaire (HRQ) (Miller et al., 1991), a 6-item paper-and-pencil
questionnaire in which respondents generate written responses (e.g., ‘what you would say
next’) to written clinical scenarios. The HRQ can be scored relatively quickly; however, its
unidimensional summary score measures reflective listening primarily. Thus, other MI skills
(e.g., responding to resistance, developing discrepancy) are not captured effectively. A more
comprehensive but labor intensive approach to assessing MI skills involves reviewing and
scoring audiotaped encounters; there are a number of fidelity systems available (Lane et al.,
2005; Martino et al., 2006; Miller, 2000) for this purpose. The most commonly used system is
the Motivational Interviewing Treatment Integrity (MITI) scale, which allows multi-
dimensional evaluation of MI skills (Moyers et al., 2004). In addition to the considerable time
this scoring requires, the MITI and similar instruments present difficulties in selection and
recording of client sessions (e.g., need for recording equipment, confidentiality issues, and
selection biases) or, alternatively, the costs and challenges of hiring and training standardized
actors. Thus, we developed an assessment tool that provides the efficiency of group-based
administration, a standardized MI challenge, and the ability to assess a variety of MI skills.

Video-based exams typically include videotaped clinical stimuli after which respondents are
prompted to write short answers. The VASE-R presents videotaped vignettes approximating
the presenting complaints, histories, and treatment expectations of real-world clinical
encounters for patients presenting with substance use concerns. For the original VASE, we
reported strong psychometrics for three sub-scales (Reflective Listening, Responding to
Resistance, and Summarizing) and a need to revise four subscales (Identification of Change
Talk, Use of Stage-Matched Questions, Stages of Change Assessment, and Development of
Discrepancy). This initial study, completed with a small sample of practitioners (N = 22), did
not provide information about the instrument’s sensitivity to change in clinician behavior and
did not develop proficiency standards for interpreting scores.
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This multi-study report examines VASE-R psychometric properties when administered to
substance abuse treatment practitioners as part of a dissemination trial comparing methods of
MI training (Baer et al., 2008) and then reports a contrast sample obtained by administering
the VASE-R to members of the Motivational Interviewing Network of Trainers (MINT), an
international organization of training facilitators. The specific aims of these two studies were:

1. To evaluate the scoring reliability, internal consistency, concurrent validity, and
sensitivity to change of the VASE-R.

2. To establish proficiency standards for the VASE-R.

2. Instrument revision
The original VASE presented three clinical vignettes, each with a brief description of the client
and clinical context. A different actor portrayed each client, and offered a series of statements
that reflected the client’s concerns to which respondents generated written responses following
a prompt (e.g., write a response that indicates you are listening; write a response that you think
would be most helpful in this situation). Each vignette consisted of 6 such items, as well as two
additional, multiple-choice items. The original VASE contained 24 items, developed by expert
opinion and distributed across seven sub-scales (e.g., Reflective Listening, Summarizing,
Rolling with Resistance, Developing Discrepancy, Identifying Change Talk, Stage-Matched
Open Questions, and Stage of Change Assessment). Items were scored on a 3-point scale (e.g.,
0–2) yielding a VASE total score that ranged from 0 to 48.

The VASE-R retains the same essential structure, with the original client scenarios and
character statements intact (i.e., “Lisa,” “Ulysses,” and “Bailey”), but also includes a number
of revisions suggested by our prior analyses. The stages of change assessment and stage-
matched open-ended questions subscales were dropped due to poor internal reliability and item
irregularity, respectively. The identifying change talk subscale also suffered from poor internal
reliability, which led to the retooling of its items into a free-response format in which a prompt
asks the respondent to generate a written response likely to ‘elicit from the client statements
that support making healthy changes.’ Accordingly, it was renamed Eliciting Change Talk.
Revision of the Developing Discrepancy subscale was intended to increase item difficulty.
Though the multiple-choice format was retained, these items now include just one (rather than
two) correct response from a total of five response options. One response option for each item
was rewritten.

There are now five subscales in the VASE-R: (1) Reflective Listening (RL—4 items), skill in
active listening and formulating simple reflections; (2) Responding to Resistance (RR—5
items), skill in producing non-confrontational questions or statements; (3) Summarizing (S—
3 items), skill in developing summary statements that incorporate client ambivalence and
change talk; and (4) Eliciting Change Talk (ECT—3 items), skill in using reflections, questions
or strategies likely to elicit client change talk. The fifth VASE-R subscale, Developing
Discrepancy (DD—3 items), represents skill in identifying clinician utterances likely to
enhance client motivation for change.

The revised instrument consists of six items per vignette and 18 items collectively. Fifteen
items retain a free-response format, while the remaining three items are multiple-choice and
contain an option for the respondent to provide a rationale for his or her choice. All items are
scored using a 3-point system. For RL, RR and ECT the item scores are: 0 = confrontational
or likely to engender resistance, 1 = neutral or inaccurately represents content of client’s speech,
and 2 = accurately reflects content of client’s speech and represents intended MI skill. For the
S scale the 1 equals a multiple idea statement or statements that include either ambivalence or
client change talk, while a 2-point score includes both ambivalence and change talk; 0 responses
are confrontational, likely to engender resistance or do not include multiple ideas. The DD
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items also have different criteria: 0 = incorrect option paired with MI-inconsistent rationale, 1
= incorrect option paired with MI-consistent rationale, and 2 = correct option. The VASE-R
yields a full-scale score ranging from 0 to 36. The scoring manual is available at:
http://adai.washington.edu/instruments/VASE-R.htm.

3. Study 1
Substance abuse treatment personnel completed the VASE-R as part of training outcome
assessments in a dissemination trial comparing MI training methods (Baer et al., 2008). The
trial involved six community treatment programs (CTPs) at which interested staff participated
in MI training and a series of MI skill assessments prior to, immediately after, and 3 months
post training. This study allows examination of the psychometrics of the VASE-R, including
its relationships to other instruments prior to training, as well as its sensitivity to training effects
at post-training assessment.

3.1. Study 1 methods
3.1.1. Sample—The practitioner sample (N = 144) had a mean age of 46.7 years (S.D. =
11.7) and was predominantly female (69%). Distribution of reported ethnicity was as follows:
72% Caucasian, 11% Multi-Ethnic, 7% African-American, 3% Native American, 1% Pacific
Islander, 1% Asian, 4% Other, and 1% chose not to identify. The sample reported a range from
0 to 38 years of prior clinical service, with an average of 9.4 years (S.D. = 8.5). Agency tenure
ranged from 0 to 35 years, with a mean 5.1 years (S.D. = 6.2) at one’s current agency.
Participants reported prior education as the highest degree attained: 27% had a graduate degree
(master’s degree equivalent or above), 26% a bachelor’s degree (e.g., B.A.), 33% an associate’s
degree (i.e., A.A.), and 13% a high school diploma or equivalent (e.g., G.E.D.). In addition,
45% of the sample endorsed being state-certified chemical dependency professionals (C.D.P.).
Forty-five percent (45%) of the sample self-described as in recovery from substance abuse,
40% did not, and the remaining 15% declined to respond. In terms of prior MI exposure, 46%
of the sample reported involvement in trainer-facilitated activities, and 48% indicated prior
exposure via self-study methods.

3.1.2. Procedures—The University of Washington Institutional Review Board (IRB)
approved all procedures. The investigators recruited participants sequentially from six
substance abuse treatment facilities, and offered free MI training at these facilities as well as
continuing education credits.

The MI Training compared two models that both provided approximately 15 h of training that
covered core MI concepts (i.e., readiness to change, MI principles and spirit, “OARS”
microskills, responding to resistance, and MI consistent strategies). The training models also
included practice opportunities with trainer comment and feedback. The methods differed in
the timing of training (grouped versus spaced) and in the use of standardized patients for skills
practice and feedback. These training methods and outcome comparisons are discussed
elsewhere (Baer et al., 2008), though overall findings suggest both training methods led to
comparable increases in practitioner skills.

The study compensated agencies for time and space required for training. Interested staff
provided informed consent, and agreed to complete all MI skill assessments in exchange for
financial compensation ($30 per assessment). Pre-training skill assessments took place the
week prior to training, and included: (1) self-report of demographics, (2) group administration
of the VASE-R, (3) completion of the HRQ (Miller et al., 1991) and (4) audio-recorded
interviews with a standardized patient (SP) scored using the MITI (Moyers et al., 2004).
Reviewers, blind to condition and time point, scored HRQs and MITI-coded SP interviews,
with acceptable inter- and intra-rater reliability according to published standards (Cicchetti,
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1994). Using similar procedures for blinding, reviewers scored the VASE-R protocols; scoring
reliability is detailed later in this report.

3.2. Study 1 results
3.2.1. Analytic plan—The analytic process consisted of the following sequence of
computations: (1) inter-rater reliability; (2) descriptive statistics for individual items, subscales,
vignettes, and full scale scores of the VASE-R; (3) internal consistency of VASE-R full scale
scores and its individual subscales and vignettes; (4) inter-correlations between individual
items and subscales, between individual items and the VASE-R full scale, and between
subscales and the VASE-R full scale; (5) concurrent validity of the VASE-R full scale and its
subscales with established measures of MI skillfulness (HRQ and MITI scores); (6) sensitivity
to change of the VASE-R full scale and its subscales as a function of practitioner participation
in MI training or practice. The description of each analytic step follows.

3.2.2. Scoring reliability—Three independent raters, blind to the timing of assessment and
assigned training condition of the participant, shared in scoring of 424 VASE-R protocols. We
combined participants for analyses because of a failure to find differences between training
conditions. The investigators randomly selected a subset of 85 protocols (20%) to evaluate
inter-rater reliability and compute intra-class correlations (ICCs); we interpreted the ICCs in
relation to published guidelines (Cicchetti, 1994). ICCs varied among items, and between rater
pairs, but values were acceptable (ICCs > .4) for all 18 individual VASE-R items. Scoring
reliability was best for items comprising the Developing Discrepancy subscale (ICCs = .70 to .
92), with greater variance in scoring reliability observed in items from other subscales
(Reflective Listening, ICCs = .43 to .88; Responding to Resistance, ICCs = .41 to .74;
Summarizing, ICCs = .46 to .74; and Eliciting Change talk, .43 to .83). Because all values met
standards for interpreting ICCs (Cicchetti, 1994), all 18 VASE-R items were retained for
subsequent analyses.

3.2.3. Item and scale description—Next, we computed descriptive statistics for VASE-
Rs completed prior to training. Table 1 lists means and standard deviations for individual items,
sub-scales, vignettes, and the VASE-R full scale score. (Table 1 also contains descriptive data
about Trained and Expert Samples that will be discussed in greater detail later.) Results indicate
variation in difficulty of individual items, subscales, and vignettes. For instance, raters recorded
consistently higher scores for Reflective Listening items (M = 1.17–1.24) than for items
corresponding to the summarizing subscale (M = .38 to .63). Vignette scores also differed
(M = 5.41–6.59), though it is unclear whether this variance was attributable to varying difficulty
of the three vignettes or to other factors such as respondent fatigue. The distribution of scores
for the full VASE-R and its components appear to reflect considerable variation in MI skill
among a community sample of practitioners prior to training.

3.2.4. Internal consistency and inter-correlation—Subsequently, we evaluated internal
consistency of the full VASE-R scale, subscales, and vignettes using Cronbach’s α coefficients.
Internal consistency of the 18-item scale was .85, an improvement over the estimate of .73 for
the original VASE (Rosengren et al., 2005). Internal consistency of vignettes ranged from .64
to .71, though values for subscales varied (see Table 2). As with the original VASE (Rosengren
et al., 2005), internal consistency of particular subscales (Reflective Listening, Responding to
Resistance, Summarizing) was stronger than for others (e.g., Eliciting Change Talk,
Developing Discrepancy). Table 2 also lists subscale-full scale, item-subscale, and item-full
scale correlations. All correlations were positive and showed contribution of individual items
to their respective subscales, as well as item- and subscale-level contribution to the full scale.
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3.2.5. Concurrent validity—The next step was evaluation of concurrent validity of the full
VASE-R using bivariate correlations with the HRQ and SP interviews. The HRQ produces a
single summary score, while the SP interviews, scored using the MITI, generate global indices
of empathy and MI spirit (both rated on a 7-point Likert scale), as well as behavioral measures
of the ratio of reflections to questions (R:Q), percentage of ‘open’ questions (%OQ), percentage
of ‘complex’ reflections (%CR), and percentage of MI-Adherent behaviors (%MIA).
Preliminary analyses suggested that MITI, HRQ, and VASE-R summary indices were normally
distributed; thus Pear-son product-moment correlations were appropriate measures of
association among these indices. Table 3 outlines a matrix of correlations between indices from
the VASE-R and the HRQ and MITI-scored SP interviews. Results indicate that the full scale
and subscale scores of the VASE-R correlated with the HRQ score, as well as with a number
of global and behavioral MITI measures. The Reflective Listening, Responding to Resistance,
and Eliciting Change Talk subscales yielded the strongest concurrent validity with other
measures of MI skill. The Developing Discrepancy subscale was less consistently correlated
with HRQ and MITI indices.

3.2.6. Sensitivity to effects of training—The last step was to assess the sensitivity of the
VASE-R in measuring temporal trends in skill levels as a function of participation in structured
MI training activities. Repeated-measures multivariate analysis of variance (MANOVA)
assessed the extent to which full VASE-R scores and individual subscale scores differed when
assessed prior to training, immediately following training, and after a 3-month follow-up. A
multivariate time effect was detected for the full VASE-R score, F(2, 109) = 54.01, p < .001;
with post hoc contrasts specifying a score increase from pre- to post-training, F(1,110) = 63.21,
p < .001. The apparent score decline from post-training to follow-up was not statistically
significant. Multivariate time effects for the five subscales were: Reflective Listening, F(2,109)
= 23.34, p < .001; Responding to Resistance, F(2,109) = 21.04, p < .001; Summarizing, F
(2,109) = 34.58, p < .001; Eliciting Change Talk, F(2,109) = 12.57, p < .001; and Developing
Discrepancy, F(2,109) = 9.32, p < .001. Post hoc contrasts indicated significant score increases
from pre- to post-training for all subscales (all p-values < .001). With one exception, these post
hoc contrasts were nonsignificant from post-training to follow-up. Only the Summarizing
subscale post hoc contrast indicated a significant decrease from post-training to follow-up, F
(1, 110) = 7.73, p = .006. The overall pattern is inconsistent with temporal changes one might
expect as a function of practice effects, and is congruent with patterns observed in the larger
MI training literature (Baer et al., 2004; Miller et al., 2004). To additionally account for the
potential influence of agency affiliation on these training effects, analyses were re-run with
agency affiliation included as an independent variable. Agency affiliation was not a significant
predictor of the temporal effects for the full VASE-R scale or any of its subscales (all F-values
< 1.23, all p-values > .26), and parameter estimates for VASE-R subscales were comparable
to initial models. Table 4 outlines the sample mean for the full VASE-R scale and its subscales
at the three time points, as well as corresponding effect sizes for multivariate analyses.

4. Study 2
In an independent data collection, the VASE-R was administered at an annual meeting of the
MINT. The ‘train-the-new trainers’ (TNT) process for MINT members requires prerequisite
training and practice in MI skills, along with prior opportunity to develop skills as a training
facilitator. Completion of a MINT-sponsored TNT is required for MINT membership. Thus,
MINT members are presumed to be knowledgeable in MI concepts and skillful in their
application. Consequently, the aim of Study 2 was to gather data to inform VASE-R proficiency
standards.
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4.1. Study 2 methods
4.1.1. Sample—MINT trainers participated in a group administration of the VASE-R at the
annual MINT conference in Portland, ME, in September, 2004. A mean age of 46.4 years (S.D.
= 8.5) was reported by participants, with a racial/ethnicity composition of 91% Caucasian, 6%
Latino/Hispanic, and 3% Asian. Education level was as follows: 51% had earned a doctoral
degree (e.g., M.D., Ph.D., or equivalent), 44% had earned a master’s degree (e.g., M.A.,
M.S.W., M.P.H., or equivalent), and 5% had earned a bachelor’s degree (e.g., B.A., B.S., or
equivalent). All participants were training facilitators, with 80% identified as
“experienced” (i.e., completion of their TNT at least one year prior) and the remaining 20%
identified as “new” trainers (i.e., completed TNT in the days preceding this VASE-R
administration).

4.2. Procedures
The University of Washington Institutional Review Board (IRB) approved study procedures.
Investigators presented a brief description of the VASE-R during a plenary session at the MINT
meeting and then invited attendees to participate in a group administration of the instrument
for purposes of gathering norms to inform proficiency standards. Attendees returned their
completed VASE-R response booklet (including the demographic data, but without names) to
an investigator, if they were willing to have responses scored and included in data analyses.
Alternatively, attendees could participate in the group administration, but retain their response
booklet if they did not wish to provide data for analysis. Of the 80 MINT members registered
for the meeting, 66 (82%) completed and returned their VASE-R response booklet. Though
participants received no financial compensation for participation, all attendees were later
provided a more comprehensive description of the instrument, information about the processes
of its construction and revision, and instructions for how interested parties might receive copies
of the VASE-R and associated materials (e.g., response booklets, scoring manual).

4.3. Study 2 results
Two of the three raters employed to score the Study 1 VASE-R protocols completed scoring
of this smaller sample of Study 2 VASE-R protocols. As in Study 1, raters were blind to the
background of VASE-R respondents. Due to the smaller Study 2 sample, both raters scored
all 66 VASE-R protocols. Scoring reliability was again evaluated using ICCs, and referencing
published psychometric guidelines (Cicchetti, 1994). As with Study 1, scoring reliability varied
among items, but values were again acceptable (ICCs > .4) for all 18 VASE-R items. Scoring
reliability was greatest for items comprising the Developing Discrepancy subscale (ICCs = .
90 to .96), with strong but more variant reliability observed in items of other subscales
(Reflective Listening, ICCs = .75 to .92; Responding to Resistance, ICCs = .51 to .78;
Summarizing, ICCs = .50 to .63; and Eliciting Change talk, .55 to .82). As before, all eighteen
VASE-R items were retained for subsequent analyses of the Study 2 sample.

We computed descriptive statistics for the VASE-R full scale, subscale, vignette, and
individual item scores (see Table 1). The mean full-scale score was 30.88 (S.D. = 5.02), which
exceeded the mean performance of substance abuse treatment practitioners in Study 1 at their
baseline assessment by more than two standard deviations, and at their post-training assessment
by more than one standard deviation. The contrast between these two samples appears to be
consistent across subscales (MINT attendees scoring on average 1–2 points higher than trained
practitioners) and vignettes (MINT attendees scoring on average 2–3 points higher than trained
practitioners). There was also less variance in VASE-R scores among MINT members than
among the sample of substance abuse practitioners in Study 1.

This sample, along with the data derived from Study 1, allow us to suggest reference points
for understanding VASE-R results. We used scores from the MINT sample, along with baseline
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scores from Study 1 practitioner sample, removing the fourteen participants that identified prior
participation in a MI workshop at baseline, to develop three different benchmarks for the
VASE-R: Untrained, Beginning Proficiency, and Expert Proficiency. The MINT trainers
represent a group of individuals with considerable prior training and experience in MI, and
therefore are used as exemplars of expert performance. We used a statistical approach to
identify points between these two distributions of scores to define beginning proficiency.

Jacobson et al. (1999) and Jacobson and Truax (1991) developed methods to identify cut-points
to designate when individuals receiving psychological services move from being members of
a dysfunctional to a normal population. These methods can also be useful in identifying when
clinicians move from being untrained to being trained at levels comparable to ‘MI experts’.
Accordingly, we employed the methods published by Jacobson et al. (1999) and Jacobson and
Truax (1991), to develop cut scores for the full scale, each subscale, and each vignette, that
would more likely place the individual within the distribution of experts’ performance than an
untrained, community sample performance. Conceptually, this is the point where the
distributions of scores (mean and variability) of the two samples cross. The resulting scores
were rounded to the nearest integer (for ease of use) and are presented in Table 5. The expert
sample often scored near the top of VASE-R scales, thus producing skewed distributions. These
negative skews likely yield estimates for cut scores that are higher than those derived with
completely normal data, which suggests these cut scores are conservative. It is noteworthy that
these scores are generally about one standard deviation below the MINT samples average score,
and quite similar to average scores of the Study 1 sample post-training. Thus, these cut scores
represent a reasonable measure of beginning proficiency—within the expert distribution but
roughly one standard deviation below the mean, and consistent with scores for those completing
an initial training in MI. Table 5 summarizes these findings.

5. Discussion
As the addictions field continues to press for dissemination of research findings by training
community practitioners in empirically based practices, there remains a need for instruments
that assess skills and skill gains. There is also a need for benchmarks to assess when proficiency
has been attained. The results from this study suggest the VASE-R may serve as one such
method for the evaluation of MI skills.

The current investigation indicates that the VASE-R can be reliably scored by different raters,
though some ICC’s were modest. The full-scale score also demonstrates excellent internal
consistency. The Reflective Listening (RL), Responding to Resistance (RR) and Summarizing
(S) subscales exhibit good levels of internal consistency as well. The new subscale (Eliciting
Change Talk or ECT) and revised subscale (Developing Discrepancy or DD) demonstrate
adequate internal consistency. The more challenging item set included in the DD scale may
have led to lower levels of internal consistency. However, all items contributed in the direction
expected, a clear improvement from the original VASE instrument.

As designed, Vignette 3 (Bailey) appeared to be the most difficult, but was also the last in a
series of three vignettes. The intent in designing a more difficult client was to mirror treatment
where more intransigent clients can challenge practitioner skills. While the response trend is
in this direction, even for the expert sample, the contemporaneous effects of respondent fatigue
cannot be ruled out as an alternative explanation. Subsequent evaluations should change the
order of vignettes to address this question.

The scoring on the Summarizing subscale was lower than other subscales and displayed less
concurrent validity with other measures, even among the MI experts. This finding may not
reflect the ability of participants to develop a basic summary, but rather indicates an artifact
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of the scoring criteria. In order for a response to receive full credit (a ‘2’) a summary had to
contain multiple client ideas, as well as both change talk and ambivalence evident in the ‘client’
statements. The manual included these last two criteria to differentiate basic summaries from
those that more effectively targeted ambivalence and change, two elements considered central
to the practice of MI. While inclusion of these elements can be justified as consistent with MI
concepts, it is not an approach taught consistently by MI trainers and thus may result in
artificially low scores. An alternative strategy may be to include either rather than both as the
criterion for a full credit score.

In general, the VASE-R demonstrates good concurrent validity with two other forms (and
formats) of MI measures. The full scale score and subscale scores demonstrate a strong positive
relationship with the unidimensional HRQ score, as well as the MITI global measure of
empathy and behavioral measure of reflection to question ratio (R:Q) from the SP interviews.
Similarly, we found strong correlations between the MITI measure of MI Spirit and the VASE-
R Full Scale, RL, RR and ECT sub-scales. Of equal interest is the finding that the percentage
of open questions (%OQ) was correlated strongly with only the ECT sub-scale. It suggests that
the more counselors used open questions, the better prepared they were to deploy a critical
component of successful MI sessions, eliciting change talk (Amrhein et al., 2003). There was
no association between percentage of complex reflections from SP interviews and the VASE-
R. This finding is likely a function of the low base rates of complex reflections evident in the
SP interviews, as well as the VASE-R’s lack of differentiation between simple and complex
reflections in scoring. The percentage of MI adherent behaviors (%MIA) showed more modest
correlations to the VASE-R Full, RL and RR sub-scale scores. Findings support use of the
VASE-R as a global index of MI skillfulness and use of its subscales to evaluate specific aspects
of MI skills.

The VASE-R also appears to be sensitive to changes in MI skill level. The instrument detects
changes at the global and subscale levels. While there are no repeated measures without
training to rule out the effects of practice, the pattern of findings across time points suggest
the results are unlikely to be a function of practice effects alone. That is, these scores would
continue to improve if only exposure to the instrument alone and practice were producing the
effect. The results are also consistent with findings reported in other studies of skill acquisition.
There is little evidence to suggest that unguided practice results in improvement to targeted
skills (Miller et al., 2004). Although additional research is required to rule out this threat to
internal validity, it appears that the VASE-R may be used as a measure to assess skill change
following MI training.

The availability of proficiency standards represents a significant advance in understanding MI
skillfulness on the VASE-R. Findings from Study 2 suggest empirically based standards for
full scale, subscale and vignette scores to determine expert levels in proficiency. Using a
statistical approach (Jacobson et al., 1999) to determine the crossover point between these two
samples (i.e., the point at which a score is more likely to fall in the Expert sample than the in
the Untrained sample), estimates for cut-off scores for Beginning Proficiency identify results
that exhibit improvement over untrained samples, but are still short of expert levels. Finally,
mean scores from the Study 1 baseline sample provide an initial reference point for
understanding the skill level of an untrained sample. In the previous VASE-R scoring manual
we proposed using a 75% cut-off score as an initial marker of MI proficiency. It is noteworthy
that, using this less precise cut-off, on average the MI experts from Study 2 would meet 75%
proficiency standards for the Full Score and RL, RR, and DD subscales, while falling just
below criterion (M = 4.92) for ECT. Thus, the 75% standard provides an alternative general
estimate of VASE-R skill proficiency.
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The findings indicate the VASE-R can be useful in assessing respondent skills and providing
a preliminary, but data-based method to evaluate respondent scores. The revisions made from
the original VASE appear to have improved the psychometric characteristics of the VASE-R
instrument, especially with regards to the critical concept of eliciting change talk. The findings
indicate the subscales could also allow for discrimination between areas of skill and areas in
need of further work. The opportunity to use group administration, combined with low
technology demands and standardized stimuli, allow for ease of use and comparison across
individuals, as well as changes in behavior over time. These results suggest that video-based
assessment may enhance the transfer of empirically based practices and the VASE-R, in
particular, may be useful in assessing acquisition of MI skills. Finally, the VASE-R might
prove helpful to researchers as means of establishing individual skill levels and to determine
if a priori skill targets are met before permitting a MI clinician to begin a trial.
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Table 2
Internal consistency and inter-correlation of VASE-R scale and components

Internal consistency Corrected
subscale-full
scale
correlation

Corrected item-subscale correlation Corrected
item-full
scale
correlation

Reflective listening .69 .67
 VASE-R #1 .50 .49
 VASE-R #2 .46 .45
 VASE-R #7 .46 .52
 VASE-R #9 .50 .61
Responding to resistance .67 .64
 VASE-R #3 .26 .36
 VASE-R #8 .41 .53
 VASE-R #13 .49 .43
 VASE-R #14 .56 .55
 VASE-R #15 .41 .45
Summarizing .73 .62
 VASE-R #4 .44 .51
 VASE-R #10 .61 .52
 VASE-R #16 .61 .59
Eliciting change talk .49 .54
 VASE-R #5 .31 .39
 VASE-R #11 .30 .37
 VASE-R #17 .33 .45
Developing discrepancy .44 .44
 VASE-R #6 .24 .37
 VASE-R #12 .33 .26
 VASE-R #18 .24 .36
Lisa vignette .64 .66
Ulysses vignette .65 .74
Bailey vignette .71 .65
Full VASE-R instrument .85

Notes: N = 144 substance abuse treatment practitioners prior to MI training. Internal consistency reflects Cronbach’s α coefficients. Corrected subscale-
scale metric reflects correlation (e.g., r) of the subscale with the full-scale instrument when the subscale is not included in the full-scale instrument score.
Corrected item-subscale correlation reflects correlation of the item with the subscale score when the item is not included in the subscale score. Corrected
item-scale correlation reflects correlation of the item with the full-scale instrument when the item is not included in the full-scale instrument score.
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Table 5
Untrained benchmark and proposed proficiency standards for VASE-R

Untrained benchmark Beginning proficiency Expert proficiency

Full score VASE-R (range = 0–36) 18 26 31
 Reflective listening (0–8) 5 6 7
 Responding to resistance (0–10) 6 8 9
 Summarizing (0–6) 1 3 5
 Eliciting change talk (0–6) 3 4 5
 Developing discrepancy (0–6) 3 4 5
 Lisa vignette (0–12) 6 9 11
 Ulysses vignette (0–12) 6 9 10
 Bailey vignette (0–12) 5 8 10

Notes: Untrained benchmark (N = 129) are the scores from participants at pre-training in the community sample that had not received prior MI training
via a workshop (lasting at least 1 day). Beginning Proficiency scores, are based on calculated cut scores considering means and variability of the untrained
community sample and expert sample. Expert scores are based on means of 66 members of the MINT. All scores were rounded to the nearest whole
number. As a result, sums of subscales may not match total scores.

Drug Alcohol Depend. Author manuscript; available in PMC 2009 September 1.


