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Abstract
This study investigated the extent to which bilingual counselors initiated informal discussions about
topics that were unrelated to the treatment of their monolingual Spanish-speaking Hispanic clients
in a National Institute on Drug Abuse Clinical Trial Network protocol examining the effectiveness
of motivational enhancement therapy (MET). Session audiotapes were independently rated to assess
counselor treatment fidelity and the incidence of informal discussions. Eighty-three percent of the
23 counselors participating in the trial initiated informal discussions at least once in one or more of
their sessions. Counselors delivering MET in the trial initiated informal discussion significantly less
often than the counselors delivering standard treatment. Counselors delivering standard treatment
were likely to talk informally the most when they were ethnically non-Latin. Additionally, informal
discussion was found to have significant inverse correlations with client motivation to reduce
substance use and client retention in treatment. These results suggest that informal discussion may
have adverse consequences on Hispanic clients’ motivation for change and substance abuse treatment
outcomes and that maintaining a more formal relationship in early treatment sessions may work best
with Hispanic clients. Careful counselor training and supervision in MET may suppress the tendency
of counselors to talk informally in sessions.
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1. Introduction
According to the 2007 Census report, Hispanics are the largest and fastest growing ethnic
minority population in the U.S., with accelerating rates of substance abuse (Warner, Valdez,
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Vega et al., 2006), a disproportionate level of substance-related adverse outcomes (Amaro,
Arevalo, Gonzalez, Szapocznik, & Iguchi, 2006; Caetano, 2003), and a propensity to
underutilize mental health and substance abuse treatment services (Wells, Klap, Koike &
Sherbourne, 2001). The implementation of high quality behavioral health services for
Hispanics that are empirically supported and linguistically and culturally competent is a major
challenge to the field (Añez, Paris, Bedregal, Davidson, & Grilo, 2005; Gloria & Peregoy,
1996; Sue, Arredondo, & McDavis, 1992; Volkow, 2006).

Motivational enhancement therapy (MET; Miller, Zweben, DiClemente, & Rychtarik, 1992)
is a manual-guided version of motivational interviewing (Miller & Rollnick, 2002) that has
received substantial empirical support. Several meta-analyses have shown that MET has small
to moderate treatment effects (.2 to .5) for substance use disorders (Burke, Arkowitz, &
Menchola, 2003; Hettema, Steele, & Miller, 2005; Lundhal, Kunz, Brownell, Tollefson, &
Burke, 2010), and it has been adapted to treat a wide variety of psychiatric issues (Arkowitz,
Westra, Miller, & Rollnick, 2008) and health-related behavior problem areas (Rollnick, Miller,
& Butler, 2008). This brief treatment involves the use of empathic counseling techniques (such
as reflective listening) and strategies for eliciting client self-motivational statements (such as
assessment feedback to produce discomfort with status quo behaviors) to enhance a client’s
intrinsic motivation for positive behavioral change.

Recently, the effectiveness of MET was tested in two separate protocols within the National
Institute on Drug Abuse Clinical Trials Network (CTN; Hanson, Leshner, & Tai, 2002), one
delivered to primary English speakers (Ball et al., 2007) and one delivered solely to
monolingual Spanish speakers (Carroll et al., 2009). Identical in most ways (other than
language and relevant cultural adaptations), both protocols examined the effectiveness of a
three-session MET intervention to counseling-as-usual (CAU) in five U.S.-based community
substance abuse treatment programs. Within the Spanish MET protocol, the MET manual and
all assessments were translated into Spanish, and counselors delivered both treatment
conditions entirely in Spanish. All clinical and research staff participating in the study were
bilingual and most were of Hispanic descent (Suarez-Morales et al., 2007). Outcomes in the
English and Spanish MET trials were similar. While both the MET and CAU interventions
resulted in reductions in substance use during the 4-week treatment phase, MET resulted in
sustained reductions during the subsequent 12 weeks of the study, whereas CAU was associated
with increases in substance use over this follow-up period. Relative to CAU, MET led to a
greater reduction in frequency of alcohol use in the subgroup of participants whose primary
substance was alcohol (see Ball et al., 2007 and Carroll et al., 2009).

Counselors who delivered MET in both protocols received extensive training and supervision
and successfully delivered MET with significantly higher adherence (frequent use of MI
consistent strategies) and competence (skillful implementation) than the CAU counselors
across the three sessions (see Martino, Ball, Nich, Frankforter, & Carroll, 2008 and Santa Ana
et al., 2009 for details). An interesting caveat to these integrity findings within the English
MET protocol was that CAU counselors talked more often with their clients about issues that
were unrelated to the clients’ treatment needs and this higher frequency of informal discussion
(i.e., ‘chat’) was significantly related to less counselor MET adherence and competence and
less in-session change in client motivation, though unrelated to client program retention and
substance use outcomes (Martino, Ball, Nich, Frankforter, & Carroll, 2009). The findings
suggested that too much informal discussion in sessions may have hindered the counselors’
proficient implementation of MET and the clients’ motivational enhancement process and that
formal training in MET may have suppressed the tendency of counselors to talk informally in
sessions (Martino et al., 2009).
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Although some researchers have found that informal discussion involving self-disclosure may
help strengthen emotional bonds and therapeutic alliance (Goldfried, Burckell, & Eubanks-
Carter, 2003; Hill & Knox, 2001) and establish an egalitarian relationship which empowers
clients to change (Simi & Mahalik, 1997), other researchers have found results similar to those
reported by Martino and colleagues (2009). This research highlights the potential negative
effects of informal discussion when counselors share personal information with their clients
that is not directly related to treatment. These discussions have been found to disrupt therapeutic
alliance (Multon, Ellis-Kalton, Heppner, & Gysbers, 2003) and clients’ further disclosure about
their health concerns (McDaniel et al., 2007). No previous studies have evaluated the role of
counselor-initiated informal discussion in the delivery of empirically supported treatments with
Spanish-speaking substance users.

The frequency and function of informal discussion in treatments tailored for Hispanic clients
may differ from that which occurs in treatments for non-Hispanics, although the direction of
this relationship is unclear as well. Atdjian and Vega (2005) have recommended that counselors
fortify their therapeutic alliance with Hispanic clients early in treatment by attending to
Hispanic cultural values of confianza and personalismo that characterize the building of
personal relationships among many Hispanics. Confianza refers to the importance of
establishing trust and confidence early in personal relationships (Torres, 2000). Personalismo
is a style of communication that emphasizes warmth and an overall preference for relationships
with individuals rather than institutions. Añez and colleagues (2005) note that appropriate self-
disclosure, which can include “small talk” about hobbies, country of origin and favorite foods,
might function to tap both of these valued experiences. The absence of informal discussion
risks that the client might perceive the counselor as frío (cold) or antipático (unpleasant) (Añez
et al., 2005).

On the other hand, formalismo and respeto are two additional cultural values that guide the
interactions of counselors with their Hispanic clients (Añez, Silva, Paris, Bedregal, 2008,
Interian, Díaz-Martínez, 2007). Many Hispanics value formality and respect and consequently
stress the importance of hierarchical relationships in which persons should be addressed
formally (formalismo) and with deference (respeto). Formalismo is likely related to
Cherbosque’s (1987) finding that Mexicans rated non self-disclosing counselors as more
trustworthy and expert than counselors who self-disclosed. In another study, Ruiz (1995) notes
that since professionals are generally held in such high regard by Hispanics, it is advisable that
counselors dress and speak appropriately, including limiting inappropriate informal dialogue,
which might be perceived as unprofessional by their clients.

Also unexamined is the extent to which ethnic and cultural characteristics of the counselors
influence the frequency of informal discussion during sessions. Past studies have shown that
Hispanic clients may view counselors with similar ethnic backgrounds favorably (Alegría et
al., 2006; Sue, Fujino, Hu, Takeuchi, & Zane, 1991). Moreover, similarities in acculturation,
a bidimensional process whereby an individual adjusts and integrates features of both the
original (Hispanic) and dominant (American) cultures (LaFramboise, Coleman, & Gerton,
1993; Tadmor & Tetlock, 2006), between counselors and clients might heighten the
relationship-building capacity of treatment and influence the degree to which counselors talk
informally with their Hispanic clients. To the extent that informal discussion acts as a culturally
facilitative condition, Hispanic counselors or counselors acculturated to Hispanic customs
might talk more informally with their Hispanic clients and support the broader motivational
enhancement process used in MET. Alternatively, if informal interaction compromises
relationship building in early treatment sessions with Hispanic clients, too much of it may
hinder the counselors’ proficient implementation of MET treatment strategies and careful
training in MET might be needed to reduce the extent to which counselors talk informally, as
occurred in the English MET trial (Martino et al., 2009).

Bamatter et al. Page 3

J Subst Abuse Treat. Author manuscript; available in PMC 2011 December 1.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



To address these issues, we examined the extent to which community program bilingual
counselors talked informally with their Hispanic clients and how certain cultural factors
affected informal discussions within the CTN Spanish MET protocol (Carroll et al., 2009).
First, we examined the frequency and content of informal discussions. Second, we analyzed
how differences between those counselors who had been randomized to learn and be supervised
in MET throughout the trial versus those who had been randomized to deliver standard
treatment may have influenced the amount of informal discussion in sessions. As in the English
MET trial, we predicted that counselors trained in MET would have a lower level of informal
discussions than CAU counselors. Third, given the uncertain relationship informal discussion
and treatment processes and outcomes are predicted to have with Hispanic clients in the
literature, we explored the relationship between counselor-initiated informal discussion and
MET adherence and competence, client change in motivation, therapeutic alliance, and primary
treatment outcomes (client retention, substance use). We also explored the relationship between
informal discussions and a) counselor ethnicity, b) counselor-client ethnic matching, and c)
acculturation levels.

2. Methods
2.1. Participants

A total of 23 bilingual counselors participated in the Spanish MET protocol. All counselors
were employed in one of five licensed outpatient substance abuse treatment programs that
provided an array of services for English-and Spanish-speaking clients. Each program had a
minimum of four Spanish-speaking counselors on staff who delivered substance abuse
treatment in Spanish to Hispanic clients. Details on counselor inclusion/exclusion criteria,
procedures to ensure counselor Spanish language fluency and comprehension, and counselor
characteristics and demographic information are presented in prior reports (Carroll et al.,
2009; Suarez-Morales et al., 2007). Counselors were ineligible to participate in the protocol if
they did not pass a Spanish fluency test or had received formal MET training 3 months prior
to protocol initiation, a timeframe in which MET skills are likely to diminish without ongoing
performance feedback and coaching (Miller, Yahne, Moyers, Martinez, & Pirritano, 2004).
Counselors provided either written permission or informed consent depending on local
Institutional Review Board requirements and were randomized to the MET or CAU condition
to balance levels of interest and commitment to the protocol and prior knowledge of MI.

2.2. Measures
2.2.1. Counselor treatment adherence and competence—The Independent Tape
Rater Scale (ITRS; Martino et al., 2008) includes 30 items that assess community program
counselors’ adherence and competence within three broad categories of therapeutic strategies;
namely, those consistent with MET, inconsistent with MET (e.g., direct confrontation), or
common to drug counseling (e.g., assessing substance use). One item captures instances in
which counselors initiate conversation with clients about topics that are not related to the
problems for which the client entered treatment or make self-disclosures unrelated to the
counselors’ personal recovery history (i.e., indicator of informal discussion). This item
excludes counselors’ disclosures about their recovery history because these disclosures often
are considered appropriate in general drug counseling (Mallow, 1998). The scale also includes
general ratings of the counselor (overall therapeutic skillfulness and ability to maintain a
consistent structure/therapeutic approach) and assessment of the client’s level of motivation at
the beginning (first 5 minutes) and end of the session (last 5 minutes).

For the 30 therapeutic strategy items, raters evaluate the counselors on two dimensions using
a 7-point Likert scale. First, they rate the extent to which the counselor delivered the
intervention (adherence; 1 = not at all, to 7 = extensively). Second, they rate the skill with
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which the counselor delivered the intervention (competence; 1 = very poor, to 7 = excellent).
The informal discussion item, general counselor, and client motivation items were rated using
7-point Likert scales (low, to high). Thus, informal discussion was measured by the frequency
of its use (adherence), not the competence in which it was rendered. Psychometric analyses of
the ITRS used in the Spanish MET trial (Santa Ana et al., 2009) and the English MET trial
(Martino et al., 2008) confirmed good to excellent levels of interrater reliability (ICCs ranging
from .60 to .96 in the Spanish MET trial and from .66 to .99 in the English MET trial) and a
two-factor model among the MET consistent items: a) fundamental skills that underpin the
empathic and collaborative stance of MET such as open-ended questions, reflective statements,
and motivational interviewing style or spirit; and b) advanced skills for evoking client
motivation for behavior change, such as heightening discrepancies and change planning
(Martino et al., 2008; Santa Ana et al., 2009).

2.2.2. Therapeutic alliance—The therapeutic alliance was measured using the counselor
and client versions of the 19-item Helping Alliance Questionnaire (HAq-II; Luborsky et al.,
1996). A total score is derived from the HAq-II by summing the 19 items (each rated on a 1 to
6 scale), after reversing the scoring of negatively worded items. The range of possible scores
is therefore 19 to 114, with high scores indicating a more positive alliance. Both counselors
and participants completed the scale after the second session. When used with individuals with
substance abuse, the scale has good reliability and construct validity (Cecero, Fenton, Nich,
Frankforter, & Carroll, 2001).

2.2.3. Change in client motivation, retention and substance use outcomes—
Client motivation was measured by the ITRS raters using a 7-point global rating scale at the
beginning and end of the session to reflect the relative balance of client change talk and resistant
statements. For instance, a score of 1 reflects no motivation to change primary substance use,
and a score of 7 reflects extremely strong motivation for change. ICC interrater reliability for
these ratings were very good (beginning = .77, end = .83). Change in client motivation was
measured by subtracting the level of motivation demonstrated by the clients at the beginning
of their protocol sessions from their level of motivation at the end of these sessions (range =
−6 to 6). Research assistants collected client retention data (days of enrollment in program)
based on self-reports and confirmed with program records. Detailed self-reports of alcohol and
other drug use by week, from baseline through 16 continuous weekly data points (a 4-week
treatment phase and 12-week follow-up period), were collected by means of the Timeline
Follow-back method (Sobell & Sobell, 1992), a reliable and valid method for assessing
substance use (Fals-Stewart, O’Farrell, Freitas, McFarlin, & Rutigliano, 2000). Self-report
accuracy was checked by comparing reports with contiguously collected urine and breath
screens; these comparisons indicated high correspondence (see Carroll et al., in 2009).

2.2.4. Counselor and client ethnicity and matching—Counselor ethnicity was
indicated on the Therapist Characteristic Form, which gathered demographic information about
the country of origin of the counselors, the clients and each of their parents, language use, and
the individual’s length of residence (years) in the United States. Country of origin was
measured by asking them to indicate their birthplace and served as the indicator of ethnicity
in this study. A dichotomous birthplace variable was created for this study, coded 1 for all non-
U.S. born Latin birthplaces (i.e., Mexico, U.S. Commonwealth of Puerto Rico, Cuba,
Dominican Republic and several Spanish-speaking Central and South American countries) to
indicate Latin-born counselors and coded 0 for a birthplace outside of Latin America
(predominantly U.S.-born). Birthplace and self-reported ethnicity substantially overlapped and
did not differ significantly (X2=.64, p = .42). Ethnic match was assigned if the client’s birthplace
matched that of the counselor.

Bamatter et al. Page 5

J Subst Abuse Treat. Author manuscript; available in PMC 2011 December 1.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



2.2.5. Counselor acculturation—The level of counselor acculturation to Hispanic and
American cultures was determined using the Bicultural Involvement Questionnaire (BIQ). The
BIQ is a 24-item scale that assesses the individual’s level of involvement with either the
Hispanic or Anglo-American cultures (Szapocznik, Kurtines, & Fernandez, 1980). The BIQ
is one of the few bidimensional acculturation measures designed specifically for Hispanics
(Zane & Mak, 2003). Half of the items are Hispanic-oriented and half are American-oriented.
The items assess comfort with the English or Spanish language in specific settings (e.g., home,
work, with friends) and enjoyment of American or Hispanic cultural activities. Items are
answered using a 5-point Likert scale (1 = not at all comfortable/not at all to 5 = very
comfortable/very much). A score is computed for each cultural dimension (i.e., Americanism
and Hispanicism). Cronbach’s alpha for Americanism and Hispanicism were .98 and .76,
respectively (Suarez-Morales et al., in press). Exploratory and confirmatory factor analyses
have supported the BIQ’s cultural dimensions (Xiaohui, Suarez-Morales, Schwartz, &
Szapocznik, 2009).

2.3. Procedures
2.3.1. Counselor training and supervision—One of the principal goals of the MET
protocols was to examine whether MET is effective when delivered by “real world” counselors
(Carroll et al., 2002). As such, there were minimal training and education requirements of
counselors to be eligible for participation in the study. As described in the main study report
(Carroll et al., in 2009), recruitment of counselors only required that counselors be willing to
participate in the research protocol, receive MET training and supervision, and agree to have
their intakes taped and monitored. A simple randomization procedure was used to assign half
the counselors to MET and half to CAU in an effort to balance the counselors’ levels of interest
and commitment to the protocol and prior knowledge of MI. The counselors assigned to deliver
MET in the trial received a 16-hour intensive workshop training, followed by audiotaped
practice cases supervised by bilingual Spanish-speaking MET experts until they demonstrated
minimal proficiency standards (i.e., at least half of the MET-consistent items rated average or
above in terms of adherence and competence) in three sessions. After counselors were certified
in MET, they began to treat randomized clients in the protocol and receive biweekly supervision
from their supervisors who provided the counselors with MET adherence and competence
rating-based feedback and coaching after reviewing audiotaped client sessions.

In addition, in the MET condition, supervisors encouraged counselors to address culturally
specific issues that might inform the counselors’ understanding of the clients’ motivations to
change their substance use. Thus, counselors and clients sometimes discussed issues such as
migration (e.g., experience coming into the US), acculturation and stigma (e.g. language
barriers, feeling disrespected by others), trauma history (e.g., leaving family behind,
imprisonment), or obligations to family members residing outside of the United States to
appreciate how these factors might affect the clients’ readiness to change. To not alter CAU
practices, CAU counselors did not receive formal treatment training in the protocol. They
continued to deliver individual drug counseling as they typically provided these services and
to be clinically supervised in the manner usually conducted within each individual program/
site.

2.3.2. Counselor Adherence/Competence Rating—Nine tape raters were trained in the
methods used to evaluate the 325 session audiotapes generated within the protocol: MET
(n=160) and CAU (n=165). The majority of tapes randomly selected for rating were from those
participants who had attended all three sessions (about 70% of total sample) so that outcome
analyses could examine counselor adherence and competence attempting to control for the
possible confounding effect of the amount of treatment clients received. The remaining 30%
of tapes selected for analysis came from participants who completed 1 to 2 sessions. This
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sample included all 23 counselors and 152 of the 379 (40.1%) clients who received at least one
protocol session (see Santa Ana et al., 2009 for details about adherence and competence rating
procedures).

2.3.3. Data analyses—Pearson correlation coefficients were used to examine the
associations between informal discussion frequency and continuous measures of counselor
characteristics (overall skillfulness, preservation of therapeutic structure, acculturation),
treatment process (therapeutic alliance, in-session change in client motivation) and outcomes
(programs retention, primary drug abstinence). Analyses of variance (ANOVAs) were used to
compare the mean frequency of informal discussions between MET and CAU conditions, as
well as to test the role of counselor ethnicity and counselor-client ethnicity match on the
frequency of informal discussion. Additionally, Chi-squared tests were used to compare the
proportion of sessions in which informal discussion occurred between MET and CAU
conditions.

3. Results
3.1. Counselor characteristics

Characteristics of the 23 counselors are displayed in Table 1. They were predominantly female,
Hispanic, and on average 38 years old. The counselors had been employed at their agencies
for about 4 years. Around 44% of counselors had master’s degrees. On average, they completed
16 years of education. Twenty-seven percent of the counselors reported being in recovery.
Sixty-five percent of counselors reported having some prior exposure to MI.

3.2. How often did informal discussions occur?
Informal discussions were rated as occurring in 33% of all sessions evaluated (i.e., a rating of
2 or more on the ITRS adherence scale). Eighty-three percent (n = 19) of the counselors talked
informally with clients at least once in a session. On average, these discussions occurred
roughly once or twice per session (i.e., a mean ITRS score of 1.74, and SD = 1.30), about as
often as counselors in the English MET trial (see Table 2). Similar to the English MET trial,
57% (n = 13) of the counselors had informal discussions three or more times in at least one of
their evaluated sessions. Two counselors (9%) made informal comments in 75% or more of
their sessions. Relative to therapeutic strategies used during the sessions, counselors talked
informally with their clients less often than they used MET consistent strategies or techniques
to assess substance use or related psychosocial factors. In contrast, on average informal
discussion occurred more frequently than any of the MET inconsistent strategies (e.g., direct
confrontation) or strategies involving treatment approaches from other theoretical orientations
(e.g., coping skills training) (see Santa Ana et al., 2009 for details about ITRS item frequencies
in the Spanish MET trial).

3.3. What was the content of the informal discussions?
To estimate what counselors informally discussed with their clients, we randomly selected one
tape in which informal discussions occurred from each of the 23 counselors who received a
rating of 2 or more. Sixty-two instances of informal discussion were transcribed from these
tapes and then categorized by three Spanish-fluent authors (WB, LA, and MP) until they
reached agreement on all transcriptions; results are presented in Table 3. The most commonly
discussed topics include opinions unrelated to the client’s treatment (21%) which pertained to
a variety of topics (e.g., religion, the cities in which they live), familial issues (10%),
psychological/interpersonal issues or difficulties (10%) such as past struggles with depression,
health issues (10%), and discussions related to cooking, favorites foods and eating out (10%).
Counselors initiated other informal discussions in which they self-disclosed personal
information (8%) such as current activities or plans. With somewhat less frequency, counselors
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discussed work-related issues or stressors (8%), topics relating to the job-market or the prices
of common items (6%), information about their countries of origin (5%), and the weather (5%).
Table 4 displays examples of these categories.

3.4. Did informal discussions differ between conditions?
The MET counselors ‘chatted’ in significantly fewer sessions than CAU counselors (e.g., the
proportion of sessions which received a rating of 2 or more, 20% vs. 45%, X2=22.82, p < .01).
Counselors assigned to and implementing MET also talked informally significantly less often
within sessions than counselors assigned to the CAU condition (mean scores of 1.55 vs. 2.12,
F(1,323) = 30.89, p < .01). The occurrence of informal discussions was consistently higher in
CAU than MET (see Figure 1).

Correlational analyses evaluating levels of informal discussion and counselors’ treatment
integrity across conditions suggested that informal discussions were significantly negatively
correlated with adherence and competence to fundamental (r = −.27, p < .01 for adherence and
r = −.31, p < .01 for competence) and advanced MET strategies (r = −.13, p < .05 for adherence
and r = −.35, p < .01 for competence). In addition, levels of informal discussions were
significantly positively associated with adherence to MET inconsistent strategies (r = .32, p
< .01) and negatively associated with the competence with which counselors implemented
MET-inconsistent strategies (r = −.20, p < .01, n = 236). Level of informal discussion was
negatively associated with the counselors’ overall therapeutic skillfulness (r = −.32, p < .01)
and ability to maintain therapeutic structure within the session (r = −.38, p < .01).

3.5. What is the relationship between informal discussion and therapeutic alliance, client
motivation, and treatment outcomes?

The frequency of informal discussion had a small but significant positive association with
counselor-rated therapeutic alliance (r = .12, p < .05). However, when alliance was rated by
clients, the association was not significant, and trended toward a negative relationship (r = −.
10, p = .08). Informal discussion frequency was negatively associated with in-session increases
in client motivation to reduce or stop substance use (r = −.24, p < .01).

Informal discussion had a significant negative association with the number of days clients were
in treatment at the 4-week post-treatment point (r = −.14, p < .05) and over the duration of the
16-week study (r = −.22, p < .01). Informal discussion frequency was not significantly
associated with percent days abstinent from primary drug at either assessment point (4-week
post-treatment: r = −.09, p = .11; 12-week follow-up: r = −.09, p = .14).

3.6. What is the relationship between informal discussion and counselor ethnicity,
counselor-client ethnic matching, and acculturation levels?

To examine the relationship of informal discussions with country/place of birth, we used a two-
way ANOVA with the counselor birthplace, treatment condition, and their interaction as factors
in the analysis. Counselors who were not born in Latin American countries (non Latin-born)
had significantly higher levels of informal discussion than those that were born in Latin
America (Latin-born) (2.07 vs. 1.51, F(1, 227) = 32.9, p < .01). A significant birthplace by
treatment group interaction effect (F(1,227) = 31.7, p < .01) suggested that the birthplace
difference in informal discussion frequency was primarily present in CAU rather than MET
(3.42 vs. 1.18). This same pattern occurred for ethnic match. Client-counselor dyads that were
not ethnically matched on birthplace talked informally more often than the matched dyads
(2.02 vs. 1.48, F(1,226) = 10.4, p <.01). A matching/treatment condition interaction was
present, showing that the significantly lower frequency of informal discussion for unmatched
dyads (i.e., with non-Latin born counselors) occurred mostly in CAU (2.72 vs. 1.16, F(1,226)
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= 11.3, p < .01). No significant associations between informal discussion and acculturation
levels (Hispanicism and Americanism) were found.

4. Discussion
This study replicates and extends Martino and colleagues’ (2009) findings regarding
differences in levels of ‘chat’ between counselors delivering standard treatment and those
trained to perform MET in a randomized clinical trial. As in the English trials, when MET was
used with monolingual Spanish speaking Hispanic clients, data from the current study
suggested 1) across treatment conditions, most counselors initiated ‘chat’ in at least one of their
sessions; 2) counselors trained and assigned to implement MET talked informally significantly
less often than counselors in the CAU condition; and 3) higher rates of informal discussion
were associated with less adherence and competence to fundamental and advanced MET
strategies, more frequent use of MET inconsistent strategies, lower ratings of counselor
skillfulness, less ability to maintain session structure, and less in-session increases in clients’
motivation to stop or reduce substance use. Moreover, in the Spanish MET trial, more
counselor-initiated informal discussion was associated with significantly poorer participant
retention over the 16-week study period, though not related to the clients’ percent days of
primary drug abstinence. Examination of ethnic factors influencing informal discussion
frequency suggested that counselors not born in Latin American countries had higher levels of
informal discussion in CAU than those born in Latin America.

This study, combined with our previous examinations of informal discussion (Martino et al.,
2009), highlights how common counselor-initiated informal discussions (e.g., ‘chat’) may be
in the delivery of substance abuse treatment in the United States. Eighty-three percent of
Spanish-speaking counselors initiated informal discussions at least once in one or more of their
sessions, and informal discussions occurred in a third of all sessions in the rated sample. These
rates are comparable to those we found in the CTN English trial (Martino et al., 2009). As in
the English trials, counselors informally discussed their opinions about matters unrelated to
the clients’ treatment and personal information about their families or their psychological,
interpersonal, or health problems. Unique to informal discussions in the Spanish MET trial
were counselor-initiated conversations about their country of origin and comments about
Hispanic food and cooking. These topics may have been raised by counselors to cultivate a
culturally sensitive and familiar therapeutic environment for their Hispanic clients.

Data from both trials also suggested that formal training and supervision in MET, as well as
participation in a clinical trial may reduce how often counselors talk informally with their
clients. Counselors across conditions had similar demographic, educational, and professional
characteristics/experiences, including the amount of pre-trial MET exposure and training
(Carroll et al., in 2009). While baseline frequency of counselor informal discussion was not
measured and the structure and attention provided through MET training/supervision was not
controlled across conditions, MET counselors, in comparison to those delivering CAU, had
significantly fewer sessions and less in-session frequency involving informal discussions.
These findings give support to the notion that formal training in MET may increase the
counselors’ focus on issues directly related to the clients’ treatment (consistent with MET’s
client-centered stance), hence, reducing the amount of informal discussion. Alternatively,
rigorous training in MET or any other treatment might reduce the tendency of counselors to
stray from issues central to a client’s treatment by providing counselors with a coherent
therapeutic framework that guides what they say and do in sessions (Martino et al., 2009).
Future research is needed to determine if training in empirically supported treatments other
than MET may have similar effects.
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Exploration of ethnic factors associated with informal discussion yielded some interesting
findings. Non-Latin born counselors initiated informal discussion more often than Latin-born
counselors, unless they received formal training and supervision in MET. What these findings
suggest is unclear and may relate to differential salience of certain cultural values early in the
treatment process. For example, Hispanic cultural values that promote formality and deference
in relationships (e.g., formalismo, respeto), rather than those geared toward establishing more
personal relationships (e.g., confianza and personalismo), may be more important among
Hispanics during initial professional interactions and suppress informal discussion. Martinez
(1986) and Paniagua (2005) echo this idea, stating that counselors should adhere to
formalismo in the first session of therapy, avoiding any discussion that is unrelated to the reason
for which the client is seeking treatment, while emphasizing personalismo later on where
plática or “chat” may have relevance. Non-Latin born counselors are likely less influenced by
this value system and potentially prone to talk more informally early in treatment unless trained
to do otherwise. It is also possible that non-Latin born counselors disclosed more than Latin-
born counselors in order to strengthen rapport with their Hispanic clients who differed
ethnically from them. These possibilities are tempered by the absence of significant
associations between informal discussion and the acculturation factors of Americanism and
Hispanicism. Furthermore, this study did not directly examine or measure cultural values
endorsed by the clients or directly assess their relationship with informal discussion frequency.
Future research should be focused on the systematic evaluation of the influence of cultural
values on the treatment process with Hispanic clients.

The study has several limitations. First, the study only examined informal discussion in early
treatment sessions. Second, only CTN program-affiliated counselors participated in this study,
and they may differ from counselors who are not involved in CTN protocols or programs
(Ducharme & Roman, 2009). Third, the participating sites may have been unusual in that they
had a minimum of four bilingual therapists, a fairly large number given the shortage of bilingual
Spanish-speaking staff in the US workforce (Atdjian & Vega, 2005; Diaz, Prigerson, Desai,
& Rosenheck, 2001). Thus, it is not clear how this study’s findings generalize to other settings
or counselors. Fourth, the number of counselors in this study is small, particularly within the
analyses involving ethnicity because counselors at one site did not provide cultural data.
Finally, the correlational nature of the data prohibits conclusions about the direction of
relationships reported in this study. For example, counselor-initiated informal discussion may
be in reaction to client statements that suggest lower motivation to change (e.g., to reduce
tension in the conversation) rather than causing clients to become less motivated.

Nonetheless, together with the findings from the English version of the study (Martino et al.,
2009), these findings suggest that a meaningful proportion of counselors initiate discourse
during sessions that is unrelated to the issues for which their clients sought treatment, and that
such discourse may be experienced negatively by clients. As in the CTN English MET trials,
training and supervision of counselors in MET for use with Spanish-speaking clients may help
reduce the occurrence of informal discussions and keep conversations focused on those topics
most pertinent to retaining clients in treatment and enhancing their motivation to change their
substance use.
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Figure 1.
Informal discussion item mean adherence ratings per session for MET and CAU counselors.
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Table 1

Characteristics of Counselors Who Participated in Spanish MET Protocol

Characteristics Counselor (N = 23)

Gender, n (%) female 15 (65.2)

1Ethnicity, n (%)

 Caucasian 6 (27.3)

 Hispanic marked only 8 (36.4)

 Mexican 2 (9.1)

 Puerto Rican 4 (18.2)

 Other 2 (9.1)

2Place of birth, n (%)

 South American countries 2 (12.5)

 Other Central American countries 1 (6.3)

 Mexico 2 (12.5)

 United States 5 (31.3)

 Cuba 1 (6.3)

 Puerto Rico 2 (12.5)

 Dominican Republic 2 (12.5)

 Jamaica 1 (6.3)

3Counselor’s primary language, n (%)

 Spanish 10 (62.5)

 English 5 (31.3)

 Other 1 (6.3)

4Acculturation, M (SD)

 Hispanicism 4.1 (.7)

 Americanism 4.5 (.8)

Primary treatment orientation, n (%)

 Twelve Step 0

 CBT 2 (8.7)

 MI 2 (8.7)

 Psychodynamic 2 (8.7)

 Mixed 17 (73.9)

Highest degree completed, n (%)

 High School 3 (13)

 Associates 1 (4.3)

 Bachelors 6 (39.1)

 Masters 10 (43.5)

Self-report in recovery, n (%) 5 (26.3)

Hold counselor/license certification, n (%) 13 (56.5)

Prior MI experience, n (%) 15 (65.2)

Hours of formal MI training, M (SD) 7.9 (8.3)

Age, M (SD) 38.1 (10.7)
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Characteristics Counselor (N = 23)

Years of counseling experience, M (SD) 6.3 (5.2)

Years of supervisory experience, M (SD) 2.8 (3.1)

Years employed at agency, M (SD) 3.9 (2.8)

Years of education, M (SD) 15.6 (4.7)

Years held highest degree, M (SD) 7.0 (6.4)

One counselor elected not to report ethnicity, thus reducing sample to N = 22.

2
Counselors from one site did not complete Participant Characteristic Form, thus reducing sample to N = 16.

3
Counselors from one site did not complete Participant Characteristic Form, thus reducing sample to N = 16.

4
Acculturation measure possible range: 1 = not at all comfortable/not at all to 5 = very comfortable/very much.
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Table 2

Comparison of the Spanish and English MET Trial Informal Discussion Frequency

Category Spanish MET English MET

Sessions with informal discussion, n (%) 107 (33) 147 (35)

Counselors talking informally in ≥ 1 session, n (%) 19 (83) 32 (90)

Counselors talking informally ≥ 3 times in at least 1
session, n (%)

13 (57) 23(66)

Counselors talking informally in ≥ 75% of their sessions,
n (%)

2 (9) 7 (20)

1Frequency of informal discussion per session, M (SD) 1.7 (1.3) 1.87 (1.5)

Note: The Spanish MET trial included 23 counselors and 325 audiotaped sessions (Santa Ana et al., 2009). The English MET trial included 35
counselors and 421 audiotaped sessions (Martino et al., 2008).

1
Informal discussion rating is on a 7-point Likert scale: 1=not at all, 2=a little (once), 3=infrequently (twice), 4=somewhat (3-4 times), 5=quite a bit

(5-6 times), 6=considerably (> 6 times/more depth in interventions), 7=extensively (high frequency/characterizes entire session).
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Table 3

Categories of Informal Discussions in Sessions

Categories Overall occurrence, n (%) Counselors involved, n (%)

Opinions not related to client’s treatment 13 (21) 9 (47)

Familial issues 6 (10) 4 (21)

Psychological/Interpersonal issues 6 (10) 2 (11)

Health issues 6 (10) 3 (15)

Cooking/Food 6 (10) 4 (21)

Personal information 5 (8) 5 (26)

Work-related issues 5 (8) 4 (21)

Job market/Bargains 4 (6) 4 (21)

Country of origin 3 (5) 2 (11)

Weather 3 (5) 3 (16)

Other 5 (8) 4 (26)

Note: Categories were derived from a content assessment of the recorded counselor informal discussions transcribed from one randomly selected
session from each of the 23 counselors in which informal discussion occurred. The percentages represent the proportion of informal discussion that
falls in each category (overall occurrence) relative to the informal discussions across counselors in the sample (n = 62), as well as the proportion of
total counselors who made informal discussions consistent with each category.
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Table 4

Informal Discussion Examples

Categories Example

Personal information Client: Mi hija no duerme bien, se levanta a menudo. (My daughter doesn’t sleep
well. She gets up often.)

Counselor: Yo también de chiquillo, no quería dormir, quería saber lo que estaba
pasando. (I also when I was young didn’t want to sleep, I always wanted to
know what was going on.)

Familial issues Client: Yo tengo un hijo. (I have one kid.)

Counselor: ¿Uno? Yo tengo dos hijas pero son adultas. (One? I have two girls, but
they’re grown-up.)

Psychological/
Interpersonal issues

Counselor: Tiene que resolver el sentido de vergüenza que has adquirido a través de
esos años para que no impacte en ti. (You have to work through the feelings
of shame that you have acquired through the years so that they don’t
continue to impact you.)

Client: ¿Sí? (Yeah?)

Counselor: Cuando tú tienes dudas, échate pa tras. Yo cogí una libreta de 60 centavos,
y empezaba a escribir, hoy me siento enfogonada, no sé por qué, déjame
averiguar qué es lo que me detiene con tanta rabia. Mañana escribía que me
sentí con ganas de darle un puño a la persona que venga a tropezar. Cuando
yo fui a revisarlo, yo dije, ok, ya yo sé, eso es un punto que tengo que
bregar. (Whenever you have doubts, take a step back. I got myself a 60 cent
notebook, and I started writing, today I feel angry, I don’t know why, let
me try to find out what’s keeping me so angry. The next day I was writing
that I felt like punching the first person that got in my way. When I went to
revise it, I said, ok, now I know, this is something I need to address.)

Health issues Client: Me canso. (I get tired.)

Counselor: Si no duermo bien en la noche, yo como un ratito, y me meto en mi carro, y
tomo una dormidita de diez a quince minutos, y me refresco, ¿no? Porque
yo no puedo dormirme muy temprano. (If I don’t sleep well at night, I eat
for a little while, then I get in my car, and I take a little nap for ten to fifteen
minutes, and I’m refreshed, no? Because I can’t fall asleep very early.)

Work-related issues Client: Voy al grupo por ahí mañana. (I’m going to that group over there
tomorrow.)

Counselor: O, yo trabajo los domingos por ahí. Pero no voy a estar este domingo. Voy
a tomar una mini-vacación del trabajo. (Oh, I work there on Sundays. But I
won’t be there this Sunday. I’m taking a mini-vacation from work.)

Opinions not related
to client’s treatment

Client: Estoy batallando con las trockas. (I’m having a hard time working on the
trucks.)

Counselor: Sí se quiebran, se tiene que conseguir uno que sepa algo de la mecánica, o
tú. Yo creo que la mayoría de los que manejan trockas ya saben algo. (Yeah
they break-down, we need to find someone who knows something about
mechanics, or you. I think the majority of people who drive trucks know
something.)

Cooking/Food Client: Me acostumbré a tomar cerveza mientras cenando, me relaja. (I got used to
drinking beer while having dinner, it relaxes me.)

Counselor: Eso me hace recordar que mientras cenando, este señor me dijo que
platicara de lo que yo quisiera, entonces le dije ah bueno, vamos a platicar
entonces de chile relleno. (That reminds me, while eating, the man told me
that we could chat about whatever I wanted, so I said to him, OK, let’s talk
about “stuffed chile”.)

Job Market/Bargains Counselor: ¿Entonces trabajas afuera? (So you work outdoors?)

Client: Sí, a veces afuera. (Yes, sometimes outdoors.)

Counselor: Ah, pues escucho que hay muchas personas ahorita preocupándose porque
van a perder sus trabajos. (Ah, I hear there are many people now who are
worried about losing their jobs.)

Client: O, ¿por el frió verdad? (Oh, because of the cold right?)

Counselor: Sí. (Yes)
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Categories Example

Country of origin Counselor: ¿Qué es una de las cosas más difíciles que te ha pasado en tu vida?
(What is one of the most difficult things that has ever happened to you in
your life?)

Client: Cuando tenía diez años, tuve problemas del estomago. (When I was ten, I
had problems with my stomach.)

Counselor: Yo como te dije soy Italiano, así en Italia, yo no sé, he pasado por varios
problemas difíciles después de la guerra. (Like I told you, I am Italian, so in
Italy, what do I know, I lived through many difficult problems after the
war.)

Weather Client: Yo tengo familia en Montreal. (I have family in Montreal.)

Counselor: O, ¡Canada es tan frío! (laughs) (Oh, Canada is so cold!)

Note: These examples are not verbatim transcriptions. The information in them has been altered to broadly represent the informal discussion category
and to protect the anonymity of the counselors and clients. Translations of the Spanish transcriptions were provided by three Spanish-fluent authors
(WB, LA, and MP).
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