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Abstract

An intensive, 9-session Motivational Interviewing (IMI) intervention was assessed using a 

randomized clinical trial of 217 methamphetamine (MA) dependent persons. Intensive 

motivational interviewing (IMI) was compared with a standard single standard session of MI 

(SMI) combined with eight nutrition education sessions. Interventions were delivered weekly over 

two months. All study participants also received standard outpatient group treatment three times 

per week. Both study conditions showed significant decreases in MA use and ASI drug scores, but 

there were no significant differences between the two conditions. However, reductions in ASI 

psychiatric severity scores and days of psychiatric problems during the past 30 days were found 

for clients in the IMI condition but not SMI. SMI may be equally beneficial to IMI in reducing 

MA use and problem severity, but IMI may help alleviate co-occurring psychiatric problems that 

are unaffected by shorter MI interventions. Additional studies are needed to assess the problems, 

populations, and contexts for which IMI is effective.
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1. Introduction

Motivational Interviewing (MI) has achieved wide support for effectiveness in the addiction 

research literature. Although meta-analyses have shown MI to be effective for alcohol as 

well as illicit drug disorders123, the findings are strongest and most consistent for the 

treatment of alcohol problems. Studies of MI for illicit drug addiction have differed from 

studies for alcohol in several respects. First, nearly all of the drug studies have examined MI 

as preparation for more intensive treatment.1 MI for alcohol problems has been shown to be 

effective as a stand-alone treatment for alcohol problems4–6 and as a preparation for more 
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intensive treatment.7,8 Second, the outcomes of MI for illicit drug problems are mixed. 

While a number of reviews and meta-analyses have concluded MI is effective as a 

preparation for more intensive drug treatment,192 a number of studies have reported non-

significant findings relative to a variety of comparison conditions.1011121314 As noted by 

Carroll and colleagues,15 most of these studies reporting non-significant findings used 

relatively large samples and rigorous, well-controlled study designs.

Although MI has been used to treat substance use disorders among a range of populations, 

relatively few attempts have been made to modify its content, process, or intensity to 

improve its impact or better address the needs of specific populations.16 For example, 

despite evidence of a dose effect for MI1,3 there has been limited effort toward developing 

more intensive models of MI. Polcin et al16 suggested that more MI sessions might be 

especially important for populations with higher severity of illicit drug dependence.

Intensive motivational interviewing (IMI)17 was developed as a 9-session intervention for 

the treatment of methamphetamine (MA) dependence. The overarching rationale for nine 

sessions is that it gives the client and therapist more time to address implementation of the 

change plan, including obstacles and barriers that emerge as the plan is enacted. It also 

enables the therapist and client time to address the variety of problems presented by clients 

with MA dependence. Although the intervention is delivered using a manual format that 

allows for consistency of the MI approach, the therapist is given considerable latitude in 

terms of problems and topics addressed in the sessions. The content of the first three 

sessions is taken largely from National Institute on Drug Abuse (NIDA) Clinical Trials 

Network (CTN) Studies of MI-based interventions.1814

The first session focuses on identification of problems and motivation to change them. 

Problem discussion is facilitated through the use of worksheets that identify problems and 

through feedback from the therapist. Results from assessments used for research purposes 

(e.g., the Addiction Severity Index) are used by the therapist to provide feedback to the 

client about problems. The second session focuses on addressing ambivalence, the “pros and 

cons” of making or not making changes regarding substance use and related problems, again 

facilitated by the use of worksheets. The goal of session three is to use the discussions in the 

first two sessions to develop a change plan that included goals, plans for achieving them and 

ways that obstacles might be addressed. Unlike the NIDA CTN studies, IMI includes six 

additional sessions that focus on implementation of the change plan over time. This allows 

time for addressing obstacles, modifying goals, formulating new plans for achieving goals, 

and developing new goals once initial goals are achieved. The final session addresses 

termination and what if any additional services are needed.

Initial piloting of the intervention was conducted on a sample of 30 MA dependent 

individuals to assess acceptability, feasibility, and initial outcomes.19 IMI was used as a 

stand-alone intervention without any other services. Relative to MA use pre-treatment, 

participants during treatment reduced the number of days of MA use and provided fewer 

positive urine screens. Effect sizes for reductions in MA use and positive urine screens 

corresponded to medium effects as defined in Cohen.20 Measure of adherence and fidelity to 

IMI were those used by Ball et al18 and Winhusen et al.14 Results showed the therapist 
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consistently used MI interventions with a high level of skill. For a more complete 

description of the intervention, piloting procedures, and adherence measures see Galloway et 

al.19

This paper takes the next step in the development of IMI by reporting outcomes on a 

randomized clinical trial of 217 MA dependent persons over a six month time period. The 

goal was to assess MA outcomes of individuals assigned to IMI versus a comparison 

condition at an intensive outpatient treatment program. Participants were interviewed at 

baseline and at 2-, 4-, and 6-month follow-up to assess MA use and a variety of other areas 

of functioning.

2. Methods

2.1 Sample

Study participants were recruited onsite at an outpatient substance abuse treatment facility in 

Northern California or by advertisement in local newspapers, community bulletin boards, 

and online postings. The majority were recruited through online postings (33%) followed by 

referral from a friend or study participant (23%), and through the local newspapers (18%). 

In order to maximize generalizability, inclusion into the study was liberal and required that 

participants be 18 years or older, meet 12-month DSM IV criteria for MA dependence and 

have the ability to read and understand English. Additionally, participants needed to provide 

contact information so they could be reached for follow-up interviews.

Figure 1 shows that 620 individual were screened over a 36 month period. Of those, 563 

were found to meet the eligibility criteria. Typically, screenings were conducted before 

scheduling a baseline interview. The lag between screening and baseline interviews resulted 

in 308 individuals completing baseline interviews, 217 of whom were randomized into the 

study.

Study procedures were described by a research associate and participants who were 

interested in participating were asked to sign an informed consent before beginning the 

baseline interview. Individuals were screened by the outpatient treatment facility staff for 

serious medical or psychiatric problems that would exclude them from study participation 

and made appropriate referral to other services. Individuals with psychiatric conditions that 

could be managed on an outpatient basis were referred to mental health services while they 

participated in the study. Once assessed as meeting criteria for participation, individuals 

signed an informed consent for the study, completed a baseline interview and scheduled 

their first MI session. All study procedures were approved by the Public Health Institute 

institutional review board (IRB).

2.2 Procedures

Participants were assigned to a study condition based on stratified randomization procedures 

that ensured gender and MA severity were proportional in both conditions. MA severity was 

determined by past 30 day use at the baseline interview, operationalized as 10 or more days 

of use vs. less than 10 days of use. Participants randomized to the Intensive MI condition 

met with a therapist weekly over a 9-week period. Participants in the comparison condition 
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received a single 90-minute session of standard MI (SMI)21 along with eight nutrition 

education sessions designed to achieve time equivalence. Topics covered in nutrition 

education included issues such as weight management, exercise, cholesterol, nutritional 

content of food, and the food pyramid. All MI sessions were audiotaped and 34% were 

randomly selected and rated using the Yale Adherence and Competence Scale 

(YACS).15,18,22 All three study therapists readily met minimum standards for competence 

and adherence throughout the study. For further details about the intervention manual and 

adherence monitoring please see Galloway et al19. Individuals in both study conditions took 

part in outpatient group sessions consisting of cognitive behavioral interventions that 

emphasized craving management. Group sessions took place 3 times a week for up to 12 

weeks, eight weeks of active treatment and four weeks of aftercare.

Research interviews were conducted at baseline and 2-, 4-, and 6-month follow-up. The 

research study provided treatment at no cost to the participants and payment of $30 for the 

baseline interview, and $50 at the 2-, 4-, and 6-month interviews. Follow-up rates were 

excellent with over 90.0% completing interviews at each follow-up time point. Over 87% of 

the participants completed all follow-up interviews.

2.3 Measures

2.3.1 Baseline Assessment—Demographic information was collected at the baseline 

interview and included gender, age, marital status, highest educational attainment, and race/

ethnicity.

DSM-IV Checklist for Drug and Alcohol Dependence was used at baseline to determine 

inclusion criteria of past 12-month MA dependence as well as 12-month dependence of 

other drugs, including alcohol. Items are based on DSM IV diagnostic criteria.2324

2.3.2 Outcome Measures—Timeline Follow-Back (TLFB) was used to record the 

subject’s self-report use of MA (the primary outcome). During the first 9 weeks of the study 

the TLFB was administered weekly. Thereafter it was administered at 2-, 4-, and 6-month 

follow-up. The TLFB has been used extensively in a variety of drug and alcohol studies,25 

including CTN studies of MI14,15 and has shown strong test-retest reliability as well as 

construct validity using collateral reports and urine samples.

Urine Screens for MA use were used to assess concordance with self-reported MA use.

Addiction Severity Index – Lite (ASI) is a standardized, structured interview that assesses 

past 30 days problem severity in seven areas. These seven areas include medical, 

employment, drug, alcohol, legal, family/social and psychiatric status. Problem severity is 

rated on a scale of 0.0 – 1.0 with a higher score indicative of more problem severity. The 

ASI–Lite version does not include the interviewer ratings of problem severity in the 

composite score calculations.2627 Administration of the ASI was at baseline and 2, 4, and 6 

month follow-up.

Psychiatric symptoms were assessed using composite scores on the Addiction Severity Index 

Psychiatric Scale. In addition, we examined the following past 30 day individual items on 
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this scale: number of days experiencing anxiety, number of days experiencing depression 

and number of days experiencing any psychiatric problems.

Retention was assessed as the number of standard outpatient treatment sessions attended and 

as the number of MI and nutrition sessions attended.

2.4 Data Analysis

Data were analyzed using SPSS version 1828 and Stata version 13.29 ANOVA and χ2 tests 

of independence were used to test for differences in baseline demographic variables (age, 

marital status, education, and race/ethnicity), attendance at treatment groups, abstinence 

rates, and average ASI scores (alcohol, drug, psych severity) across time, separately for each 

study condition by gender.

Longitudinal analyses were carried out using random effects modeling.30 The specific model 

estimated for each gender separately was y(i,t) = αi + β1Ai + β2Oi + + β3Si + β4ASIPi + 

ΣγjTi,j + ΣθkTi,kGi + εi,t for j=1, …, 3; k=0,…,3 (0 = baseline, and 1, 2, 3 = 2, 4, and 6 

month follow-ups, respectively) where A is an indicator for the whether the respondent was 

age 30 or over, O is the number of outpatient sessions attended, S is the number of MI 

session attended during treatment, ASIP is the baseline ASI psychiatric severity, G is an 

group indicator variable for the IMI treatment condition (with SMI the reference), and the T 

are indicator variables for the time of measurement. Correlation within-individual over time 

was incorporated into the model via the random intercept term αi = α+ ui, where the ui were 

assumed to have a constant correlation within individual (ρ) across time and independent 

across individuals. The adjusted treatment effect for the SMI condition at each of the 2, 4, 

and 6-month follow-up interviews (i.e., within-individual changes in outcome for each 

follow-up compared to baseline) was estimated by γ1, γ2, and γ3, respectively; for IMI, the 

corresponding estimates were defined as θ1-θ0, θ2-θ0, and θ3-θ0, respectively. The null 

hypotheses H0: γ1=γ2=γ2 and H0: θ1=θ2=θ2 were tested using standard accumulated linear 

contrasts in Stata and neither was rejected for any of the outcomes examined, indicating 

treatment effects (i.e., average differences from baseline) within each condition were not 

different across the three follow-up interviews. Therefore, the treatment effect estimates for 

each of the two conditions were estimated separately as the averages of the 2-, 4-, and 6-

month individual treatment effects. All models were estimated using the xtmelogit (for 

dichotomous outcomes) and xtmixed (for continuous outcomes) in Stata.

3. Results

3.1 Sample characteristics

The total study sample comprised 217 participants (110 men; 107 women) with 106 

participants (53 men, 53 women) in the SMI group and 111 participants (57 men, 54 

women) in the IMI group. No differences in demographic variables were found between 

study groups, either overall or within gender, on baseline age, ethnicity, education, marital 

status, presence of children in the household, housing instability (homelessness) during the 

course of the study, or being in a controlled environment in the past 30 days (see Table 1). 

The average age of study participants ranged from 37.5 (Intensive MI men) to 39.3 
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(Intensive MI women). Over half of all study participants had completed at least some 

college education (57.2%). The majority (67.3%) were Caucasian, with the highest 

percentage being among women in the Intensive MI condition (74.1%).

Attendance at outpatient therapy groups during the study did not differ between the study 

conditions. However, those in the Intensive MI condition and, in particular, women attended 

significantly more MI sessions compared to nutrition sessions in the Standard MI condition. 

In addition, baseline psychiatric severity was significantly higher for both men and women 

in the Intensive MI condition compared to the Standard MI condition.

3.2 Methamphetamine use and drug severity

Table 2 shows univarite averages at each interview for primary outcomes as well as 

estimates of the overall and gender-specific adjusted longitudinal treatment effects for each 

of the Standard (SMI) and Intensive (IMI) conditions. For both the SMI and IMI conditions, 

univariate average PDA estimates increase from baseline to the 2-month follow-up with 

little additional change between subsequent 4-and 6-month follow-ups. Additionally, no 

differences in average PDA estimates were found between SMI and IMI conditions for any 

of the interviews. Estimates of the adjusted longitudinal average treatment effects indicated 

significant increases in PDA for each of the SMI and IMI conditions both overall as well as 

for men and women separately. However, no differential increases in PDA were found for 

the IMI compared to the SMI condition. Concordance between self-reported drug use and 

urine screens ranged from 86.5% to 90% across data collection time points.

Similar effects were found for the ASI drug outcome as were found for PDA. At each 

interview, no univariate average differences between SMI and IMI conditions were found 

either overall or within gender. Differences from baseline were also found to be 

homogeneous for each of the 2-, 4-, and 6-month interviews for both the SMI and IMI 

conditions overall as well as by gender. In addition, average ASI drug significantly 

decreased from baseline to each of the 2-, 4-, and 6-month follow-ups for each of the SMI 

and IMI conditions but with no differential reduction across the two treatment groups.

3.3 Psychiatric symptoms

Somewhat different results were found for ASI psychiatric status, where both men and 

women in the IMI condition were significantly more severe than corresponding study 

participants in the SMI condition at baseline. No subsequent differences between conditions 

were found at the 2-, 4-, and 6-month interviews. This observed difference prompted the 

inclusion of ASI psychiatric score as a control variable in the longitudinal analyses of PDA 

and ASI drug reported above. Longitudinal adjusted effect estimates indicated that ASI 

psychiatric score was significantly reduced from baseline to follow-ups for the IMI but not 

the SMI group, a result found to be driven primarily by the men.

Analogous results for the secondary outcomes used anxiety and depression status as well as 

the number of days the respondent experienced psychiatric problems. For anxiety status, no 

differences between SMI and IMI conditions were found at any interview. In addition, no 

adjusted longitudinal effect was found for either condition.
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Women in the IMI condition were significantly more likely to report experiencing 

depression at baseline and men more likely to report depression at the first follow-up. 

Adjusted longitudinal effect estimates combining men and women together (overall 

analysis) indicated a significant reduction in depression for those assigned to the IMI 

condition. No reduction of depression was found for among participants in the SMI 

condition. In fact, there was a directional increase in depression among women assigned to 

the SMI condition. When we compared women in the two study conditions we found the 

likelihood of depression was significantly lower in the IMI than the SMI condition. 

However, men in both conditions showed significant improvement on depression and there 

were no between condition effects.

Finally, the number of days the respondent experienced psychiatric problems was found to 

be significantly higher at baseline in the IMI than the SMI conditions (mirroring the finding 

for ASI psychiatric score). In addition, a significant reduction in the days of psychiatric 

problems was found for both men and women in the IMI (but not the SMI) condition and the 

corresponding reductions were found to be significantly larger in the IMI compared to the 

SMI condition.

4. Discussion

Our primary hypotheses suggested IMI would reduce days of MA use, overall drug severity, 

and psychiatric severity more than SMI combined with nutritional education. However, 

there were no significant differences between the two study conditions on MA use or drug 

severity. Individuals in both study conditions significantly reduced days of MA use and had 

lower ASI drug severity scores at follow-up than at baseline.

There was significant improvement on the ASI psychiatric severity scale for individuals 

assigned to IMI but not for those assigned to SMI and nutrition education. When we 

examined psychiatric severity further we found a significant reduction in number of days 

experiencing depression over the past 30 days for individuals assigned to IMI but not those 

assigned to SMI and nutrition. Significant reduction of depression among men in IMI and 

increases in depression among women in the SMI condition accounted for these differences. 

There was also a significant reduction in number of days experiencing any psychiatric 

symptoms among participants assigned to IMI but not among those assigned to SMI plus 

nutrition education. Differences between the two study conditions were significant on this 

measure.

Although our primary hypotheses centered on reductions in MA use, ASI drug severity, and 

psychiatric severity, we also compared IMI and SMI with other ASI measures and found no 

significant differences between the two MI conditions. The lack of findings for IMI for ASI 

alcohol severity contrasts with a previous analysis that examined alcohol problems among 

women who also presented with MA dependence.31 Results from that analysis examined 

only participants with alcohol problems, defined as ASI score>0 at baseline or one positive 

symptom for alcohol dependence on the DSM-IV, and found that women receiving IMI 

showed significantly larger reductions in drinking and drinking related problems at 6-month 

follow-up compared to women in the SMI condition.
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4.1 Treatment as Usual

The improvements in days of MA use and severity of drug problems found in both study 

conditions are likely due in part to the effects of both interventions, but also in part to the 

effects of the standard outpatient treatment that all study participants received. The 

intervention used (CIM) has been previously studied and shown to be effective for the 

treatment of MA dependence. CIM was one of the treatment interventions used in a multi-

center study of treatment effectiveness for MA dependence.32 Individuals assigned to the 

CIM condition showed significant longitudinal improvements on a variety of measures, 

including MA use, that were comparable to the Matrix Model intervention being studied.

Although CIM is quite different from MI based interventions, the treatment staff who 

delivered CIM had training in MI and used MI-based techniques in the group when they 

determined it would be helpful. Thus, to some degree all study participants might have 

benefited from MI as it transpired in group sessions. To enhance attendance and engagement 

participants were contacted by phone or mail when they missed group, IMI, or nutrition 

education sessions and encouraged to attend the next session. These contacts appeared to be 

helpful in terms of increasing involvement in treatment and they were often experienced as 

supportive.

4.2 Assessment Reactivity

Assessment reactivity refers to the contention that assessment interviews for research 

purposes can have a therapeutic effect and thereby reduce differences between interventions 

being studied. This idea has received increasing attention in recent years and empirical 

investigations examining assessment reactivity have provided evidence of clinical benefits 

resulting from research interviews.33 Assessment reactivity may be particularly salient in 

our study because of the frequency, comprehensiveness and quality of the research 

interviews. Research staff interviewed participants weekly during the active phase of 

treatment (8 weeks) to assess MA use. Extensive interviews assessing a wide range of 

substance use and related areas were discussed at baseline and 2-, 4-, and 6-month follow-

up. Research interviewers were trained to interact with participants in a nonjudgmental, 

supportive manner that is consistent with an MI style of counseling. In addition to collecting 

data, research interviewers were helpful to participants in terms of coordinating times for 

them to meet with study therapists and referring them to outside services as needed.

4.3 Standard MI

Our study design did not have a “standard treatment only” condition. It is therefore not 

possible to accurately parse out the relative effects of IMI and SMI on participant 

improvement separate from standard treatment. However, one possibility is that SMI had a 

substantive beneficial impact on reduction of MA use and related problems that was not 

improved by the more intensive IMI intervention. Originally, MI was developed as a brief 

intervention designed to enhance motivation for change among problem drinkers early in the 

treatment process. Miller34 suggested that a brief dose of MI for problem drinkers, even a 

single session, can have a substantive therapeutic impact. He also posited that increasing the 

intensity of MI does little to improve drinking outcome. One explanation for our findings is 

that this might be the case for MA use as well.
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Comments from a focus group of study therapists and adherence monitors participating in 

this project supported the view that a single session of MI can be helpful.35 They indicated 

that SMI was able to condense a wealth of important material into a session that appeared to 

be well received by participants. On the other hand, they noted that many clients assigned to 

SMI were disappointed they could not receive more sessions. When we asked participants at 

6 months whether the number of individual sessions they received was about right, too 

many, or too few, 76% of those in IMI and 80% of those in SMI indicated too few.

Another way to interpret the lack of an effect of IMI on MA use is that it adds to a growing 

body of literature showing mixed findings for MI-based interventions for drug problems. 

Although meta-analyses12 have found MI-based interventions to be effective for both 

alcohol and drug problems, the findings for alcohol are stronger. Further, a number of large 

randomized trials of MI-based interventions for populations that included illicit drug 

disorders did not find an effect on drug use.1015111214 To the extent that MI does not impact 

illicit drug use it might not matter if the intensity increases.

4.4 Nutrition Education

In addition to factual information about nutrition, the nutrition education intervention 

included discussions about weight management, diet, and exercise. Although we did not 

collect data relevant to changes in diet and exercise, anecdotal observations from the group 

leader and other treatment staff suggest some participants made significant lifestyle changes 

in these areas. MA users tend to have poor dietary and oral hygiene habits36 and the 

nutrition sessions may have been helpful in addressing these issues. Staff members observed 

that some participants, particularly women, used MA to lose or maintain weight. As they 

decreased MA use they needed alternative weight management strategies and the group may 

have been helpful in that regard. Thus, the nutrition education intervention might have had 

unanticipated benefits for some participants. The nutrition education intervention might have 

been helpful for other body related issues as well. In a previous study of psychiatric 

disorders among individuals with MA dependence we found women reported high rates of 

somatoform disorders, bulimia and hypochondriasis relative to men. It is conceivable that 

these disorders play a role in driving MA use and that an intervention addressing nutrition 

and diet could reduce their influence on MA use.37 Investigating interventions designed to 

address issues related to diet and health, such as our nutrition intervention, warrants further 

study.

4.5 Limitations

One limitation of the study was attrition between screening and the baseline assessment. 

About 55% of those found to be eligible attended the baseline interview and we do not know 

the characteristics of others who did not attend or how they may have differed from those 

who were ultimately randomized.

Other limitations of the study relate to the design issues discussed above that made it 

difficult to find between condition effects. One example includes the use of a very strong 

treatment as usual intervention that all study participants in both conditions received. 
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Another is the effect of assessment reactivity, which was pronounced because research 

interviews were conducted on a weekly basis.

There are other limitations as well. First, outcomes represent MA dependent individuals in 

the greater San Francisco Bay Area and might not generalize generalization to other 

geographic areas. Second, although outpatient treatment was provided free of charge by the 

study, participants had to be willing and able to travel to attend treatment and research 

interviews at least three times per week. Third, assessment of MA use was restricted to self-

report and the length of follow-up assessment was limited to 6-months. Follow up 

interviews at later time points might result in different findings. Finally, psychiatric severity 

was higher at baseline for individuals assigned to the IMI condition, which left more room 

for improvement on psychiatric measures.

4.6 Differential Effects of IMI

One of the most concerning aspects of MA dependence is the severity of psychiatric 

problems that accompany it. Our findings suggest that these problems can be substantively 

improved by providing IMI to MA dependent clients. A limitation of SMI is that it did not 

result in improvement of psychiatric problems. This finding is consistent with other studies 

of MI for substance misuse and serious psychiatric comorbidity.38–40 The importance of 

addressing psychiatric disorders among MA dependent persons is evident in the high rates of 

psychiatric problems among persons seeking help for MA dependence and the finding that 

severity of these problems is associated with outcome.41

Our results showing that a more intensive dose of MI improved psychiatric problems more 

than a lower dose is consistent with studies from the general psychotherapy literature 

showing dose effects for psychotherapy and psychiatric disorders.42–44 However, IMI 

appears to have inconsistent effects across various problems. Contrary to our expectations, 

there was no effect of IMI on MA use, ASI drug severity, or other ASI scales (medical, 

legal, employment, and family). Nevertheless, previous analyses of these data showed 

women with coexisting alcohol problems and MA dependence reduced alcohol problems 

more if they were assigned to IMI than the comparison condition.31 Taken together, the 

findings suggest additional research needs to be conducted to decipher when IMI does and 

does not add benefit over SMI and for whom.
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Figure 1. 
Recruitment and retention
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Table 3

Secondary Outcomes by treatment group and gender and estimates of the adjusted longitudinal effect

Time of Assessment
Unadjusted Means

Secondary Outcome Measure
Baseline

Mean (SE)
2 Months

Mean (SE)
4 Months

Mean (SE)
6 Months

Mean (SE)
Adjusted

Effect& (SE)

Anxiety Status

Standard MI (MI1)

Overall .55 (.05) .63 (.05) .57 (.05) .48 (.05) .06 (.28)

Men .51 (.07) .60 (.07) .51 (.07) .44 (.07) −.01 (.39)

Women .58 (.07) .65 (.07) .62 (.07) .53 (.07) .12 (.41)

Intensive MI (MI9)

Overall .58 (.05) .67 (.05) .59 (.05) .55 (.05) .13 (.27)

Men .54 (.07) .59 (.07) .56 (.07) .54 (.07) .08 (.37)

Women .61 (.07) .75 (.07) .62 (.07) .57 (.07) .20 (.40)

Depression Status

Standard MI (MI1)

Overall .55 (.05) .37* (.05) .35 (.05) .36 (.05) −.16 (.30)

Men .38 (.07) .27* (.07) .30 (.07) .23 (.06) −.95† (.46)

Women .38** (.07) .47 (.07) .40 (.07) .49 (.07) .45 (.40)a

Intensive MI (MI9)

Overall .58 (.05) .51 (.05) .43 (.05) .43 (.05) −.67††(.28)

Men .51 (.07) .50 (.07) .36 (.07) .33 (.07) −.72# (.39)

Women .63 (.07) .53 (.07) .50 (.07) .53 (.07) −.64 (.40)

# Days Had Psych Problems

Standard MI (MI1)

Overall 11.40** (1.11) 11.76 (1.17) 11.36 (1.14) 11.88 (1.27) .26 (1.30)b

Men 8.55* (1.48) 9.71 (1.54) 10.02 (1.67) 10.98 (1.87) 1.63 (1.80)b

Women 14.25* (1.57) 13.81 (1.73) 12.62 (1.56) 12.76 (1.74) −1.13 (1.88)

Intensive MI (MI9)

Overall 15.70 (1.08) 12.50 (1.18) 12.72 (1.22) 10.80 (1.08) −3.67†† (1.27)

Men 12.93 (1.47) 10.46 (1.63) 9.60 (1.51) 7.98 (1.29) −3.59† (1.73)

Women 18.63 (1.50) 14.67 (1.67) 16.04 (1.84) 13.74 (1.67) −3.77† (1.87)

&
Adjusted treatment effect was estimated as the average outcome difference between the separate 2, 4, and 6 month follow-ups and baseline 

controlling for gender (in overall models), age, number of outpatient sessions attended, number of MI sessions, and time-varying ASI psychiatric 
severity (except for analyses of ASI psych as the outcome).

*, **, ***
Indicates a significant difference, either overall or within gender, between treatment conditions for a specific interview at the .10, .05, .

01, .001 level

#, †, ††, †††
Indicates a significant adjusted within-treatment effect averaged over time at the .10, .05, .01, .001 level

a, b
Indicates a significant difference between adjusted treatment effects across treatment at the .10, .05 level
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