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Abstract

Background—Teaching community program therapists to use motivational interviewing (MI)
strategies for addictions treatment with sufficient frequency (i.e., adherence) and skill (i.e.,
competence) is a priority and challenge for the field. The development of psychometrically valid
MI integrity measures that can be used for supervision and evaluation and be both sensitive and
robust across clinical situations is needed.

Objective—This article examines the performance of the Independent Tape Rating Scale (ITRS)
(1) when used to evaluate the delivery of MI within a one-session assessment intake (2).

Methods—Audiotapes of 315 sessions of therapists in MI and counseling-as-usual conditions
were rated according to the ITRS by raters blind to treatment condition.

Results—Results indicate that community therapists were successfully trained and supervised to
use MI within an assessment intake session, with M1 adherence and competence that was
discriminable from counseling-as-usual practices. Increased therapist M1 adherence and
competence was associated with increases in an index of client motivation for change, though
unrelated to treatment outcome.

Conclusions and Scientific Significance—The ITRS appears to be a valid instrument for
measuring therapist M1 adherence and competence within an assessment intake.

Keywords

motivational interviewing; substance abuse treatment; therapist adherence and competence;
therapist training and supervision

INTRODUCTION

Motivational interviewing (MI) (3) is efficacious treatment for addictions and other problem
behaviors (4) characterized by a combination of client-centered counseling techniques and
strategies to directly elicit clients' motivation for positive behavior change (5). Teaching
therapists to perform empirically supported treatments, including M, with integrity has
become a priority for the field (6). Treatment integrity refers to the degree to which
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therapists deliver interventions as intended with sufficient frequency (i.e., adherence), skill
(i.e., competence), and discrimination from other treatments (7). The development of
psychometrically valid MI integrity measures that can be used to supervise therapists' Ml
performance, discriminate it from other counseling methods, and be robust when used with
diverse samples of therapists, treatment settings, and applications of Ml is needed.

This article examines the psychometric properties of a MI adherence and competence
measure, called the Independent Tape Rating Scale (ITRS) (1), when used within a National
Institute on Drug Abuse (NIDA) Clinical Trial Network (CTN) protocol that incorporated
MI into a one-session assessment intake (2). The protocol compared the effectiveness of a
MI assessment (MIA) to a counseling-as-usual (CAU) intake. MIA, in comparison to the
CAU, resulted in significantly better 4-week client retention and reduced days of primary
substance use in clients whose primary substance was alcohol rather than drugs (2).

The ITRS has been found to be reliable and valid in two previous CTN studies of
motivational enhancement therapy (MET), one delivered in English (8) and the other in
Spanish (9). In both protocols the ITRS demonstrated excellent inter-rater reliability. In the
English MET protocol, the scale revealed two MI skills factors—fundamental skills (client-
centered counseling strategies) and advanced skills (multiple methods for evoking change
talk). It also discriminated between MET and CAU, and was related to clients' motivation
and some treatment outcomes (8). In the Spanish MET protocol, Ml integrity was assessed
among bilingual therapists who used MET with monolingual Spanish-speaking clients (9).
The ITRS showed strong support for the fundamental skills factor in this protocol, but only
weak support for an advanced skills factor. It effectively discriminated between MET and
CAU.

The ITRS served as the foundation for one of the five NIDA-Substance Abuse and Mental
Health Services Administration (SAMHSA) Blending Initiative's products (10), called
Motivational Interviewing Assessment: Supervisory Tools for Enhancing Proficiency (11).
This product contains ITRS rating items for community program supervisors to evaluate
their therapists' use of M, provide feedback to them, and coach therapists to perform Ml in
a manner discriminable from usual practice assessments. The validity of the ITRS for
assessing the adherence and competence of therapists using Ml during an intake has not
previously been established, and is paramount to such training initiatives.

In this study we examine the performance of the ITRS in measuring community therapist Ml
integrity within an assessment intake (2). We hypothesized that: 1) the MI consistent
adherence items would converge to form two factors that reflect fundamental and advanced
Ml skills, 2) the ITRS would discriminate higher integrity among therapists trained and
supervised to deliver MIA compared to those conducting CAU (i.e., greater MI-consistent
and lower Ml-inconsistent adherence; higher MI-consistent competence), and 3) Ml
adherence and competence scale scores would be positively associated with increases in
measures of client motivation within sessions and better client retention and substance use
outcomes at follow-up.

METHODS

Participants

A full description of study participants and inclusion/exclusion criteria can be found in the
main outcome paper (2). Participants included therapists, clients, and tape raters. Thirty-
seven therapists employed in one of four outpatient nonmethadone substance abuse
treatment programs delivered MIA or CAU. Client participants included 423 outpatients,
89% (n = 377) of whom completed an assessment intake session. Fifteen independent tape
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raters were trained to evaluate the session audiotapes generated within the protocol. These
raters were the same as those used in the English MET study of the ITRS (8).

Assessment of Therapist Adherence and Competence—All recorded and audible
sessions from the protocol were rated (84% of all sessions), resulting in 315 rated sessions
(155 MIA, 160 CAU). Therapist adherence and competence was evaluated using the ITRS.
The scale has been described elsewhere (1, 8), and consists of 39 items, all of which are
rated on a 7-point Likert scale. Lower ratings indicate a general absence of behavioral
indicators and higher scores indicate more extensive occurrence. The scale has been
demonstrated to have excellent interrater reliability (8, 9). This report focuses on the 10 Ml
consistent items (those prescribed and encouraged in MI), and the 10 M1 inconsistent items
involving interventions antithetical to Ml (e.g., unsolicited advice), or typical of treatment
approaches different from Ml (e.g., skills training). With the exception of items involving
rating other treatment approaches, these items are the same as those used in the
NIDASAMHSA Blending Initiative MI supervision toolkit. Each item is rated for adherence
(extent to which the therapist delivered the intervention based on frequency counts, with 1 =
not at all to 7 = extensively) and competence (skill of delivery, with 1 = very poor to 7 =
excellent). Competence ratings were anchored with guidelines that reflected higher and
lower levels of skill for each item and were only provided if the therapists had performed
that item (i.e., item adherence rating >2).

Assessment of Client Motivation, Retention, and Substance Use Outcomes—
Change in client motivation was measured using independent 7-point global ratings of the
first and last five minutes of the session. Each scale point reflected a relative balance of
client change talk and resistant statements, such that 1 represented no motivation for
changing primary substance use (very little change talk and very strong resistance), and 7
represented extremely strong motivation for change (almost all change talk and very little
resistance). We subtracted motivation at the beginning of the session from motivation at the
end session to obtain a change in motivation score (range = —6 to 6). Client retention data
(days of program enrollment) was based on self-reports and confirmed with client records.
Substance use was assessed with the Timeline Followback method (12, 13). Self-reports
were compared to urine and breath screens for accuracy; these comparisons indicated high
correspondence (2).

Therapist Training, Certification, and Supervision Procedures

Therapists were randomized to either continue administering the intake assessment
according to their usual practice, or to be trained and supervised to use Ml as part of the
intake session. The MI assessment intake session, described elsewhere (2), involved the
formal use of MI during the first and last 20 minutes of the session, hence, “sandwiching”
the traditional intake with MI practice. Across all programs, the traditional intake was
characterized by the detailed assessment of the clients' substance use and related
psychosocial factors (14). Ml therapists and program-based supervisors received a 16-hour
intensive MI workshop training, followed by audio-taped practice cases supervised by Ml
experts until they demonstrated minimal performance certification standards (i.e., at least
half of the MI-consistent items rated at a minimum of “4” or above in terms of adherence
and competence) in three sessions. The MI experts also reviewed with the supervisors how
to use the ITRS after the workshop and continued to support their use of the scale with
monthly consultation calls, which included comparison of adherence and competence ratings
from common tapes of trial sessions. After therapists were certified in Ml, they began to
treat randomized clients in the protocol and receive biweekly supervision from program-
based supervisors who provided the therapists with MI adherence and competence rating-
based feedback and coaching after reviewing audio-taped client sessions. Therapists in both
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conditions audio-taped all protocol sessions for independent treatment integrity assessment
(2). Across conditions therapists delivered an identical number of sessions.

Independent Tape Raters and Training

Characteristics of the raters and their training have been described in detail elsewhere (8). In
brief, 67% of the raters had Master's degrees in a clinical profession, an average of 6.9 years
(sd = 9.7) of substance abuse treatment experience, 8.3 years (sd = 7.9) of general
psychotherapy experience, and 5.6 years (sd = 5.3) of clinical research experience. Sixty
percent of the raters had served as independent raters in prior clinical trial studies testing the
efficacy of behavioral treatments, and 53% had reported prior MI workshop training (on
average 9.0 hours [sd = 5.9]). Training involved the use of didactics, review of the rating
manual, practice rating exercises, performance feedback, and rating calibration tape samples
to evaluate inter-rater reliability via estimates of intraclass correlation coefficients (ICC)
(15). Raters received about 44 hours of ITRS training.

Statistical Analyses

To test for the two hypothesized M1 consistent factors (fundamental and advanced skills),
we conducted confirmatory factor analysis using structural models with AMOS (6.0)
software (16), using maximum likelihood estimation and several indices to determine the
acceptability of model fit (17—19)1 We calculated the mean score of the MI inconsistent
items that occurred on average at least once per rated session in either condition, as was
done in the prior ITRS studies (8, 9). To test for the predicted differences in fundamental
MlI, advanced MI, and MI inconsistent strategy ratings (i.e., six comparisons), we conducted
ANOVASs using a Bonferroni-corrected o of .0084 (.05/6) with the two mean CFA-derived
MI consistent factors and the mean M1 inconsistent adherence and competence scores as the
separate dependent variables (i.e., six contrasts), treatment condition, and program site as the
fixed factors, and therapists (nested within condition) as a random factor. Multivariate
ANOVASs were used to compute estimates (Roy's theta) of the proportion of variance
accounted for by treatment condition, program site, and therapist (within condition) effects,
with the respective mean adherence and competence scores entered simultaneously in
separate analyses (21). Finally, we calculated Pearson correlations to test for the predicted
positive associations between therapist MI adherence and competence and client outcomes
(in-session change in client motivation, program retention, primary drug abstinence, and
percent drug negative urine screens).

RESULTS

ITRS Scale Validity

Overall, Ml consistent items occurred on average about 2—4 times within sessions (Table 1).
The most frequently occurring Ml consistent items were fundamental M1 skills: reflections,
open-ended questions, and Ml style. Ml inconsistent items seldom occurred. The sample
sizes for the mean competence ratings for the items varied considerably across conditions
from n = 133 for open-ended questions in MIA to n = 2 for heightening discrepancies in
CAU. Overall, mean competence ratings across items and treatment conditions suggested an
“average” therapist skill level.

1Nonsignificant (p > .05) chi-square goodness of fit index, a ledegrees of freedom ratio < 2, normed fit index (NFI), incremental fit
index (IF1), and comparative fit index (CFI) > .9, and root mean square error of approximation (RMSEA) <.05. Because in larger
models (n > 200), the chi-square test usually is significant and often detects trivial differences between sample covariance and fitted
covariance matrices (20), we relied on the preponderance of evidence from the other indices in determining the best fitting model.
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Adherence rather than competence ratings were used in the CFA because competence is
predicated on the occurrence of the items, the high variability in completed competence
items, and the insufficient number of several competence items. We predicted 5 items would
form an independent fundamental Ml skills factor and 5 items would form an independent
advanced M1 skills factor. Table 2 reports the fit indices of the two models from the
confirmatory factor analysis of our two predicted models. The fundamental M1 skills factor
had a reasonable fit, surpassing three of six thresholds for goodness-of-fit. The hypothesized
advanced M1 skills factor did not meet threshold fit criteria for any index, indicating poor fit.
Nonetheless, for hypothesis testing purposes and to compare findings with the two prior
psychometric reports about the ITRS, we derived separate factor scores of therapist Ml
adherence and competence in subsequent analyses.

Adherence and Competence Analyses between Treatment Conditions, Program Sites, and

Therapists

Multivariate ANOVAs examining adherence and competence in fundamental MI, advanced
MI, and MI inconsistent strategies displayed significant differences by treatment condition,
site, and the interaction of treatment and site (p < .001), as well as a significant difference by
therapist (Table 3). The univariate breakdown of these findings revealed that therapists in
the MIA condition employed more fundamental and advanced M1 interventions (adherence)
more skillfully (competence) than therapists in the CAU condition, with no differences
between the groups in Ml inconsistent strategy adherence or competence. The amount of
variance accounted for by treatment condition was considerably higher than the amount of
variance accounted for by site, condition by site, or therapist for adherence (thetas 48% vs.
19%, 9%, and 9%, respectively) and competence (thetas 18% vs. 9%, 6%, and 9%,
respectively).

Adherence and Competence, In-session Change in Motivation, and Client
Outcomes—Adherence and competence for fundamental and advanced Ml skill factors
were positively related to in-session increases in client motivation (r ranged from.14 t0.34, p
<.01). The use of Ml inconsistent strategies was negatively associated with in-session
increases in client motivation (r=—.15, p < .01). Significant associations between Ml
adherence and competence and client treatment outcomes were not present.

DISCUSSION

Training therapists in the delivery of empirically supported treatments is a priority for the
field and relies on the development of high quality training initiatives. Such training
procedures depend on the ability of supervisors and programs to evaluate therapist
performance. The current study examined the psychometric properties of the ITRS when
used in an assessment intake. The results of this study replicated the majority of the previous
findings (8, 9) about the use of the ITRS as an M1 integrity measure. The findings indicate
that the scale is a valid instrument for measuring therapist M1 adherence and competence
within a single intake session. The study also indicates that community therapists can be
successfully trained and supervised to use MI within an assessment intake session, with Ml
adherence and competence that is discriminable from CAU practice. Finally, increased
therapist MI adherence and competence was associated with increases in client motivation
for changing their substance abuse during the intake, though unrelated to treatment outcome.

Consistent with the two previous studies (8, 9), a subset of the MI consistent items
converged to form a fundamental M1 skills factor that captured the client-centered
component of the approach. Contrary to the English MET trial, but consistent with the
Spanish MET trial, there was less support for an advanced factor tapping strategic aspects of
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MI. This may be due to limited opportunities to use these skills within intake sessions that
require substantial assessment of the clients' substance use and related factors. Therapists
had a relatively limited amount of time to work with clients motivationally in one session,
and needed to balance these efforts with gathering extensive factual information within the
intake. In addition, unlike in the MET protocols where specific client-centered feedback and
decisional balance activities were prescribed (22), these interventions were not required in
MIA.

The ITRS also displayed sufficient sensitivity to detect differences in MI performance
across treatment conditions, therapists and sites. Consistent with our hypotheses, MIA
therapists displayed greater M1 adherence and competence than CAU therapists for
fundamental and advanced M1 skills, lending support for the ability of the ITRS to
discriminate among key M1 skill sets. Discriminability is especially important in settings
that integrate MI into an assessment procedure, which has many components potentially
antithetical to Ml (e.g., closed questions, education/advice). This finding also suggests that
community program therapists can learn to deliver MI with integrity within an intake session
when provided with sufficient training and supervision and a clear model about how to
integrate MI with other treatments, a challenging task for many therapists as they learn Ml
(23). Treatment condition accounted for a substantially larger amount of variance in
adherence and competence than non-specific effects of therapists within conditions or the
sites in which they worked. This finding suggests that the model of training and supervision
used in the original protocol holds promise as a means to prepare community program
clinicians in MI and supports the use of NIDA-SAMHSA Blending Initiative MI supervision
toolkit that is based on this model for developing adherent and competent M1 practice in the
United States (10).

Therapists with greater fundamental and advanced MI adherence and competence were
significantly more likely to have clients who expressed in-session increases in their
motivation to reduce or stop substance use. This finding was more pronounced in the MIA
condition, and is consistent with previous findings that therapists who received feedback and
coaching after MI workshop training had significantly better client responses in their
sessions (24), as well as with recent research that has shown how therapists' use of strategies
consistent with MI predicted more client motivation for change (25). It is also possible that
therapists were able to use M1 with greater adherence and competence as their clients
expressed more motivation for change rather than arguing against it, a likely easier
circumstance in which to demonstrate skill (26, 27). Disentangling the sequential nature of
therapists' MI integrity and their clients' in-session responses and treatment outcomes is an
important area of future research (22).

Contrary to the English MET trial (8), there were no significant relationships between Ml
adherence/competence and treatment outcome as measured by patient retention in treatment
or days abstinent from substance use at any of the follow-up points, despite the levels of
discrimination achieved between therapists trained in M1 and those in CAU. This lack of
association might be due to the generally good treatment outcomes achieved by clients in
both conditions (2), limiting the range in which associations might be established. These
findings, nonetheless, raise the question of what levels of MI adherence and competence are
needed to significantly influence clients' treatment outcomes. Possibly, therapists did not use
strategies that elicit and support the clients' motivations for change (i.e., advanced Ml skills
factor) sufficiently in the assessment intake, a presumed mediator in Ml (5), and that more
use of these strategies might have resulted in the expected relationships between Ml
integrity and treatment outcomes. More research is needed to isolate the active ingredients
of MI and to establish empirically derived training criteria or benchmarks linked to client
outcomes.
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One limitation of the study is the potential nonrepresentativeness of CTN-affiliated
programs and therapists (e.g., may be more open to using empirically supported treatments)
(28). In addition, the extent to which community program supervisors can use the ITRS with
levels of reliability and validity similar to highly trained independent raters is unknown,
though an initial evaluation of rating correspondence between these two groups suggests
promise in this area (29). Nonetheless, this study replicated most of the previously reported
psychometric properties of the ITRS and implies that the measure is robust across diverse
samples of programs, therapists, and applications of MI. The ability of the ITRS to
differentiate the practice of community therapists trained in MI from those who did not
receive this training in three CTN trials (2, 22, 30) lends support for the use of the scale to
supervise therapists in MI.
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