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Abstract

Background—The NIH Strategic Plan prioritizes health disparities research for socially
disadvantaged Hispanics, to reduce the disproportionate burden of alcohol-related negative
consequences compared to other racial/ethnic groups. Cultural adaptation of evidence-based
treatments, such as mativational interviewing (MI), can improve access and response to alcohol
treatment. However, the lack of rigorous clinical trials designed to test the efficacy and theoretical
underpinnings of cultural adaptation has made proof of concept difficult.

Objective—The CAMI2 (Culturally Adapted Motivational Interviewing) study design and its
theoretical model, is described to illustrate how MI adapted to social and cultural factors (CAMI)
can be discriminated against non-adapted MI.

Methods and Design—CAMI2, a large, 12 month randomized prospective trial, examines the
efficacy of CAMI and MI among heavy drinking Hispanics recruited from the community
(n=257). Outcomes are reductions in heavy drinking days (Time Line Follow-Back) and negative
consequences of drinking among Hispanics (Drinkers Inventory of Consequences). A second aim
examines perceived acculturation stress as a moderator of treatment outcomes in the CAMI
condition.

Correspondence may be sent to Christina S. Lee at the Department of Applied Psychology, Bouvé College of Health Sciences,
Northeastern University, 360 Huntington Avenue, Boston, MA 02115, or via phone at: 617-373- 2470, or chr.lee@neu.edu.
Publisher's Disclaimer: This is a PDF file of an unedited manuscript that has been accepted for publication. As a service to our
customers we are providing this early version of the manuscript. The manuscript will undergo copyediting, typesetting, and review of
the resulting proof before it is published in its final citable form. Please note that during the production process errors may be
discovered which could affect the content, and all legal disclaimers that apply to the journal pertain.



1duosnuen Joyiny 1duosnuey Joyiny 1duosnue Joyiny

1duosnuen Joyiny

Leeetal.

Keywords

Page 2

Summary—The CAMI2 study design protocol is presented and the theory of adaptation is
presented. Findings from the trial described may yield important recommendations on the science
of cultural adaptation and improve MI dissemination to Hispanics with alcohol risk.

motivational interviewing; hazardous alcohol use; Hispanics; randomized clinical trial; cultural

Introduction

In the United States, Hispanics experience greater alcohol-related health disparities
compared to other social groups [1]. Although the total volume of drinking (e.g., number of
drinks/month) on average is not higher among Hispanics compared to other racial/ethnic
groups [2-4], there is a greater burden of negative health and social effects of drinking [5-9].
Hispanics are less likely to receive treatment for substance-use problems than non-Hispanics
[10, 11] irrespective of health insurance or level of alcohol severity [12, 13]. Once in
treatment, Hispanics demonstrate lower completion rates compared to non-Hispanic Whites
[14]. Providing linguistically and culturally tailored evidence-based treatments (EBTs) can
increase engagement in care by increasing its availability and relevance to the target
population [15, 16].

Motivational Interviewing (MI) is a collaborative counseling style designed to elicit and
reinforce participant motivation to change [17-22]. Meta-analyses have established its
efficacy [23-26], and although effect sizes vary by the primary outcome of interest [22, 27,
28], effects of MI on alcohol consumption and related harms have the strongest evidence
base [21, 29]. MI causal theory posits that therapist MI-consistent behaviors, such as the use
of open questions? and complex reflections, and high M spirit (the demonstration of
accurate empathy and high working collaboration), will increase client change talk
(statements favoring behavior change) and decrease sustain talk (statements against behavior
change) [20, 30-33], which then predicts decreased drinking or drug use.

Although cultural adaptation of EBTSs like Ml is important to reduce disparities in health and
health care, few tests of adaptation efficacy exist. These interventions must meet the rigorous
criteria of an EBT while simultaneously integrating relevant cultural and social elements
[34]. Stated differently, successful adaptations must retain the key active ingredients of the
original treatment while judiciously adapting what is necessary [35]. Despite these
challenges, emerging results have supported cultural adaptation in addictions treatment [36,
37]. For example, Project CAMI1 (Culturally Adapted Motivational Interviewing), the
foundation for the current study, reported that those who received a culturally adapted
version of MI reported greater reductions in alcohol-related consequences than those who

lOpen questions invite longer answers (e.g., What brings you here today?). Simple reflections are statements that repeat/rephrase what
person has said “You’ve missed work because of your drinking”. Complex reflections are statements that add something to what the
client has said “You are tired of the consequences of drinking”. Change talk are statements that favor change (e.g., “I want to stop
drinking™), and sustain talk are arguments for not changing (e.g., “I just love to drink”; Miller & Rollnick, 2013).
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did not [37]. However, the question of Aow treatment adaptation works has remained largely
unaddressed.

2. Methods

The current study describes the protocol for Project CAMI2, which compares a single
session of CAMI to a single session of Ml delivered to Hispanic heavy drinkers. The
CAMI2 study protocol is approved by the Institutional Review Board at Northeastern
University, Boston, MA. All study data reported is based on the CAMI2 study.

2.1 Study Aims

The overall study goal is to report the protocol of a clinical trial and the underlying theory of
its experimental condition. Study aims of the RCT are to: 1) Examine the efficacy of the
CAMI intervention on drinking outcomes (heavy drinking and negative alcohol-related
consequences) compared to non-adapted M, at 3, 6 and 12 month follow ups, controlling
for baseline levels of drinking. A related study aim is to explore perceived acculturation
stress as a moderator of alcohol treatment outcomes for Hispanics.

3. Theoretical rationale

The central Causal Theory of Motivational Interviewing

Motivational Interviewing is a directive, person-centered communication style to strengthen
intrinsic motivation by eliciting and exploring thoughts about change in a collaborative
atmosphere [20]. M1 was originally developed for treating addictions and the most consistent
evidence for Ml efficacy has been with drug use and hazardous drinking [25, 26, 38]. The
refinement of the MI approach was driven by clinical intuition and empirical observation
[39]. There are four underlying therapeutic processes: Engaging with the client, Focusing on
a goal with the client, therapist Evoking the client’s thoughts/feelings about change, and
strengthening commitment to change during the Planning process [20]. MI causal theory
posits two key pathways to behavior change [31, 32]: 1. The relational hypothesis posits that
a non-judgmental and open therapeutic milieu (e.g., therapeutic empathy) creates a safe
atmosphere that encourages clients to verbalize complex thoughts about making a change,
and 2. The technical hypothesis posits that therapist MI-consistent behaviors (e.g., open
questions, complex reflections) strengthen client motivation to change. Increased Ml
relational and technical elements are hypothesized to increase client change talk (i.e.,
statements of perceived ability, desire, need, reason, and commitment to make change) and
decrease client sustain talk (e.g., statements of reasons to not change) [40]. Thus, client
change-talk has been viewed as a main MI causal mechanism.

3.1. Mediating processes for both Ml and CAMI

Theory-based mediators are discussed herin to explain how they relate to Ml causal theory,
based on the underlying theory of the experimental condition (See Figure 1). (Investigation
of these mediators are not conducted as part of the primary RCT).
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Client change talk—Although early process research on MI documented that increased
change talk predicted treatment outcomes [32], a more clinically nuanced picture has
evolved, documenting that the relationship between client statements about making a change
(change talk) and behavioral outcomes is variable [41, 42]. For example, in some studies
only certain types of change talk, such as commitment language (e.g., “I will make a
change” [43]), or the strength of commitment statements, predicted subsequent decreases in
drug and alcohol use [32, 44]. One study that delivered MI to non-treatment seeking, young
male heavy drinkers (7=174), found that the strength of change talk statements mediated the
relationship between MI-consistent therapist behaviors and client drinking outcomes only
when therapists had more M1 experience, suggesting that MI theory may not be operative
under all therapeutic conditions [45]. Another study compared two versions of Ml (with and
without feedback) to a control condition with college students and demonstrated that student
change talk predicted outcome (decreased heavy drinking) on/y when Ml was provided with
feedback [46]. These findings suggests that the relationship between change talk and
outcomes may be moderated by other clinical factors, such as how the intervention was
delivered [42, 44], or under-researched MI mediators, such as self-exploration.

Self-exploration—The MI emphasis on evocation (i.e., therapist eliciting client thoughts
and feelings about change), distinguishes M1 from other therapeutic approaches [20]. It is
hypothesized that client self-exploration is an important part of the MI evoking process, as
clients try to understand his/her beliefs, values, motives, and actions, in the presence of a
therapist who attempts to facilitate the process [47]. In MI, self-exploration is defined as the
exploration of “personally relevant material” (e.g., disclosure of material that might make
the client feel more vulnerable) [48]. Self-exploration thus reflects emotional processes
underlying attitudes towards change that may facilitate new learning, as illustrated in a
qualitative analysis of MI [49]. Preliminary data support self-exploration as a potential
mediator of MI effects. In a study delivering MI to 14-18 year olds recruited from a Level 1
Trauma Center, self-exploration was associated with an empathic counseling style [50]. A
second study that combined data from two clinical trials with college students, including a
more ethnically diverse sample (51% African-American), reported that high therapist Ml
spirit was positively associated with increased client self-exploration, which predicted
decreased alcohol use at later time points.

3.2. Theoretical development of the Social Context Theory of Cultural Adaptation

Development of the Social Context Theory in CAMI1 and its refinement in CAMI2
followed empirically-based recommendations for adaptation [51, 52]. First, adaptation
should preserve and not dilute active ingredients in the original treatment [35]. Project
CAMI1, the pilot study that initially compared CAMI to MI, documented that MI key
ingredients (e.g., collaboration with therapist) were preserved in the CAMI adaptation [37,
53]. Second, unique risk factors predicting the health behavior of concern in the population
of interest, were identified [51]. Consistent with recommendations by experts in medicine
[54, 55] and in ethnic minority psychology [53, 56], CAMI formative work assumed that
risky health behaviors like heavy drinking were equally influenced by social and cultural
processes and thus needed to be identified in the social context in which the health behavior
occurs [57]. Stressors related to immigration and acculturation, such as social isolation,
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language barriers, underemployment, and discrimination, were found to increase heavy
drinking in Hispanics [57, 58]. Our CAMI1 study findings, conducted with Hispanics in the
Northeastern United States, converged with research documenting that chronic stressors
related to ethnic minority status, discrimination, and acculturation processes predicted poor
mental health and increased risk for substance use [59-65]. A central focus of CAMI
adaptation then is to increase the salience of these stressors in the intervention.

Third, treatment adaptations are accomplished by: augmenting the original active ingredient,
by adding new content based on formative research, or by adding socially and/or culturally
specific content to increase treatment relevance [35]. We propose that cultural adaptation
augments the working collaboration and other important relational elements, considered key
MI active ingredients (see 3.3.1). Based on the earlier formative work mentioned above, a
new treatment component on culturally relevant social stressors, and ways to address them,
was added to the CAMI (see 3.3.2). Culturally-specific content was added in the CAMI
components (see 4.2 and Table 1 for more description). Finally, adaptation studies should
hypothesize mechanisms that may underlie adaptation, guided by theory (see 3.3.2).

3.3. How cultural adaptation exerts its effects within the Ml causal model

3.3.1. SCT posits that adaptation augments the collaborative working
environment—In line with the Ml relational hypothesis, therapist recognition and
appreciation of the client’s social context, including the stressors they face and their
potential relation to heavy drinking and alcohol-related harm, is hypothesized to augment
Ml relational factors. M1 emphasizes a collaborative, egalitarian therapeutic relationship to
promote client autonomy and to recognize the client’s unique worth [66]. The MI dictum
that technical skills (e.g., ability to accurately reflect the client’s meaning, or using open
ended questions effectively), have impact only in the presence of high empathy and M1 spirit
[31, 67], may be even more crucial when the counselor and client are from different cultural
backgrounds. Stated differently, M1 emphasis on acceptance of the client [20] may be of
even greater appeal to racial/ethnic minorities who might be less accustomed to sharing their
stories [31]. The CAMI augments MI acceptance by emphasizing the client’s absolute worth
in several culturally-specific ways. For example, because Hispanic clients may be hesitant to
challenge “experts” [53, 68], the CAMI focuses on increasing the client’s sense of agency
and voice [53, 69]. “Coaching active participation” (e.g., explicitly telling clients to disagree
with their interventionist), and appreciating their desire to help their community, are among
the approaches used (see Table 1).

3.3.2. Hypothesized mechanism of change in cultural adaptation—As noted
earlier, data from the formative work with Hispanic heavy drinkers documented
vulnerability to experiences of discrimination, social disadvantage (e.g., poverty) and other
culturally-specific chronic stressors such as social isolation, disruption of social networks
and the language barrier [70]. While non-adapted M1 may address the social context of
drinking, these kinds of stressors may be addressed less explicitly [71].

CAMI therapists are trained to solicit and to discuss client thoughts and feelings around
stressful and sensitive events in the context of a therapeutic relationship characterized by
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collaboration and high empathy. The CAMI therapist demonstrates openness and a non-
judgmental tone when soliciting client thoughts and feelings about sensitive topics that have
impacted their drinking, such as experiences of discrimination or challenges related to
adjusting to a new context. Discriminatory events, or feelings of exclusion due to language
barriers, are highly personal and can heighten one’s sense of vulnerability. Yet, such difficult
to share experiences may be the very ones that most strongly impact drinking behaviors. The
CAMI seeks to empower clients by addressing these issues in a collaborative working
relationship characterized by high Ml spirit. A therapeutic milieu where a collaborative
therapist signals his/her willingness to discuss such events is hypothesized to encourage
client self-exploration and possible discussion that may lead to new understandings of the
discriminatory event and their decision to drink/not.

Description of the new CAMI adaptation component: Based on CAMI1 study findings,
(i.e., that discrimination, social isolation, language barriers, underemployment) predicted
increased risk for substance use [57-65], a component was designed to foster discussion of
the broader social stressors and how they impacted the individual. In CAMI2,
interventionists are instructed on how to elicit client thoughts and feelings about these
stressors and any reported urges or actual drinking in response, and how to discuss both in a
collaborative and non-judgmental atmosphere. Using the Ml Elicit-Provide-Elicit approach
[72] the therapist asks clients to reflect on a stressful event that led to their drinking, elicits
their thoughts about the client’s drinking expectancies when experiencing the stressful event,
and then provides information about the biphasic effects (stimulant, depressant) of alcohol
for discussion. Clients are informed that after a certain point, alcohol exerts a depressive,
sedating effect and no longer brings the euphoric effects they anticipate. If the client agrees,
alternate coping strategies are discussed.

4. The CAMI2 study

4.1 Study Design and Procedures

Individuals respond to advertisements posted in the local newspapers (English and Spanish
language) asking if they want to learn more about the health effects of their drinking [73].
Inclusion criteria: If their drinking meets (= 5/4 drinks per occasion or = 14/7 drinks per
week on average for men/women respectively over the past 30 days [74], and are first or
second generation Hispanics, they are enrolled in the study.

Potential participants who demonstrate signs of cognitive impairment, as evidenced by
inability to understand informed consent, or psychotic symptoms, as evidenced by
hallucinations or delusions, are excluded; those who are 3 generation immigrants or later
are study ineligible. To date /7/=257 participants have enrolled (target A=296). Of those who
have been enrolled and reached their due date, the follow-up rates are: 3 months, 84%; 6
month, 79%; and 12 month, 72%.

After completing informed consent forms, participants are randomized (CAMI or Ml),
complete baseline assessments and then CAMI or M1 delivered in English or Spanish.
Outcome measures include percent days heavy drinking in the past 90 days, total number of
drinks per week, and number of alcohol-related negative consequences at 3, 6, and 12

Contemp Clin Trials. Author manuscript; available in PMC 2017 September 01.



1duosnuen Joyiny 1duosnuey Joyiny 1duosnue Joyiny

1duosnuen Joyiny

Leeetal.

Page 7

months. Participants are followed up at 3, 6, and 12-months post baseline. Follow up
sessions are conducted in person or by phone if necessary (i.e. if they have moved). Prior to
their follow up due date, participants are contacted by phone or by mail to schedule their
follow-up session. All data reported are based on the CAMI2 study. See Figure 2.

4.2 Description of Interventions

Both CAMI and Ml are delivered in a single face-to-face session that lasts 1.25 hours on
average. Components in each treatment are parallel, but in CAMI are augmented with social
and culturally-relevant material. Both are manualized treatments that include Ml structured
strategies tailored to the participant’s readiness to change [75] such as: the use of personal
feedback reports (e.g., normative feedback about their drinking), and completion of a change
plan. Both follow M1 principles, the MI process model [20], and include strategies to focus
on a goal and elicit participant statements about change. Both end with creating an alcohol-
related change plan if the participant agreed to any changes. Component delivery and
intervention length is monitored in both conditions. Interventionists in both conditions keep
the M1 spirit (collaboration, acceptance, empathy, evocation [20]) paramount while
following treatment protocol. All interventionists deliver both Ml and CAMI to avoid a
therapist by treatment confound.

The MI condition—MI begins by building rapport through asking participants what they
enjoy about drinking in a non-judgmental and genuine manner (pros and cons), and the
Typical Day exercise, a Ml structured strategy designed to build rapport by asking
participants how their drinking fits into their daily lives [75]. Support for patient autonomy
is explored by using the self-efficacy exercise, in which the interventionist reflects unique
participant strengths. Other strategies include giving personalized feedback about the effects
of their alcohol use: 1. Blood alcohol concentration at the time of heaviest drinking episode
and the effects of alcohol at different blood alcohol concentration levels, and 2. Comparison
of their weekly drinking amounts to age and gender-matched national norms.

The CAMI condition—As stated earlier, adaptation was achieved by: augmenting critical
MI elements, infusing the Ml intervention with cultural content, or by introducing new
treatment modules consistent with MI principles that are based on formative research on
culturally specific risk factors for heavy drinking [51]. For example, to build discrepancy
(where one wants to be vs. where one currently is), a hypothesized Ml active ingredient, and
intrinsic motivation, CAMI interventionists focus on participant’s identifying differences
between their cultural values (e.g., desire to emulate one’s “traditional mother” in country of
origin), and their current behavior in the U.S., including heavy alcohol consumption. CAMI
participants are also given feedback of their weekly drinking to age and gender-matched
national Hispanic norms. Table 1 lists adaptations.

4.3. Outcome and moderator variables

Timeline Follow Back (TLFB)—The TLFB [76, 77] is a calendar-assisted daily drinking
estimation that provides a comprehensive assessment of a person’s drinking over a
designated period. A cross-cultural study using the TLFB in Mexico demonstrated good
psychometric properties for use in clinical and research trials [78]. This measure has been
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shown to have excellent reliability [79-81] and high content, construct, and criterion validity
in clinical and non-clinical populations [81-85]. The TLFB is used at each assessment
(baseline, 3, 6, 12 months). From this, percent heavy drinking days and average number of
drinks consumed per week are calculated.

Drinker Inventory of Consequences [86]—The DrInC is a 45-item self-report
questionnaire that measures adverse consequences of alcohol abuse (i.e. interpersonal,
physical, social responsibility, and impulse control). The DrInC has well-established
psychometric properties [86]. The DrInC is administered at each study time-point (baseline,
3, 6, 12 months).

Perceived acculturation stress scale (PAS)—This 23 item measure was developed in
the context of the pilot RCT [87]. Each item measures culturally-specific stressors related to
being a racial/ethnic minority in a majority culture (e.g. “Some people dislike me because |
am Hispanic”) and acculturative changes (e.g., “You come to this country full of hopes to get
ahead and realize that what you do is fall behind”), followed by a 5-point Likert scale (1=
not at all stressful, 5= extremely stressful). A summary score of perceived acculturation
stress will be created by summing all responses with higher score indicative of greater
perceived acculturation stress. (Baseline, 6 months, 12 months).

Everyday Discrimination Scale (EDS)—This 8-item scale [88] asks how often
participants have experienced various forms of mistreatment in the past 12 months. Sample
items include, “You are treated with less respect than other people”. Each of the 8 items are
assessed with a 4-point scale (1 = never, 2 = rarely, 3 = sometimes, and 4 = often). A higher
score indicates greater experienced discrimination. (Baseline, 12 months).

4.6. Interventionist Training

Interventionists all had clinical backgrounds, ranging from masters of social work to
doctoral psychology students. They completed a 16 hour training on MI which included
sessions on MI spirit, recognizing and eliciting change talk, and addressing sustain talk. The
CAMI protocol training took up to an additional 16 hours and included an overview of the
Social Context Theory, how MI components were adapted, and clinical issues in delivering
the CAMI. In both conditions, interventionists conducted role plays and practicing Ml and
CAMI in both English and Spanish, and viewed MI training tapes.

4.7. Monitoring treatment fidelity

Strategies to monitor treatment fidelity are necessary to ensure that behavioral treatments are
delivered as intended [89, 90] and to enhance the reliability and validity of the intervention
[91]. Interventionists are trained to an adequate and specified criterion of Ml proficiency
[89]. The CAMI threshold for competency was completing two practice sessions using Ml
and CAMI in Spanish and then in English, with acceptable competency ratings as described
below. All interventionists participate in weekly supervision and feedback from the principal
investigator, reviewing their audio recordings of intervention sessions. A random sample of
at least 20% of audio recordings are coded by the Motivational Interviewing Treatment
Integrity system (MITI), a well-validated tool used to monitor quality assurance in
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behavioral clinical trials using M1 [89]. The MITI can be reliably used to code Spanish-
language M1 tapes [92], thus, findings permit comparison with skill levels in other trials. The
first author trained bilingual research team members in the MITI coding system. They
learned to parse tapes and then to code them for the presence of Ml consistent skills, such as
open questions and level of empathy. After practicing their coding, and achieving inter-
reliability of coding ratings (=.70), training ended and the raters were given study transcripts
to code on their own. Regular meetings are convened to discuss codes and any discrepancies.

5. Data analysis methods

CAMI2 Study Aim 1

Efficacy of experimental condition. We will analyze the direct effect of treatment (MI vs.
CAMI) on percent heavy drinking days and alcohol related negative consequences (DrInC
score) at 3, 6 and 12 months follow up, using generalized linear mixed modeling (GLMM),
controlling for baseline levels of alcohol related negative consequences and number of heavy
drinking days. After testing the main effects of the intervention on alcohol outcomes, we
will test interactions between intervention and time, to assess whether differences in alcohol
use and alcohol-related negative consequences associated with the intervention are more or
less pronounced over the course of follow up (from 3 to 6 to 12 months).

CAMI2 Study Aim 2

Explore chronic social stressors, such as acculturation stress and everyday discrimination, as
moderators of alcohol treatment outcomes for Hispanics. We hypothesize that among
participants with high acculturation stress, those in the CAMI condition will improve more
than those in the MI condition. An interaction between intervention condition and level of
perceived acculturation stress will be used to test whether acculturation stress moderates
treatment outcomes. Linear regressions will be conducted separately on each dependent
variable (heavy drinking days and negative consequences related to drinking), with pre-
treatment value of each dependent variable on the first step, treatment group and pre-
treatment perceived acculturation stress on the second step, and the interaction term
(treatment x perceived acculturation stress) on the third step. Moderation occurs if the
interaction step significantly increases the R2. If the interaction is significant, simple effect
tests of the relation of the treatment group to the outcome variable at each level of the
variable will be conducted.

6. Summary

Cross-cultural research in MI can make contributions to MI causal theory development by
making it more precise (e.g., identifying groups under which the theory does not apply), or
by extending the range of the theory [93]. The CAMI2 study compares two active treatments
and uses a theory-guided approach [94]. Social Context Theory can help inform whether
adaptation provides incremental benefit to heavy drinking Hispanics in the US. A future
process study should test the MI causal theory (that therapist MI-consistent behavior leads to
decreased drinking through changes in client change talk) among Hispanics to confirm that
MI ingredients and mechanisms are preserved, and assess hypothesized mechanisms of
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action to understand key questions: do active ingredients and mechanisms of change work as
hypothesized [95]? If treatment adaptation leads to enhanced alcohol treatment outcomes
(when compared to the outcomes of un-adapted treatment), are those treatment gains
accounted for by the added active ingredients specified by the adaptation process? If so,
what is the mechanism by which these active ingredients exert have their effect?

Such studies should include investigation of under-researched MI mediators, such as self-
exploration. A formal test of the underlying mechanism unique to cultural adaptation, would
focus on the relationship between self-exploration in the CAMI condition and decreases in
heavy drinking. The process of self-exploration, which includes a discussion of chronic
stressors, how drinking might be used as a coping strategy and consideration of alternative
coping strategies, may lead to decreases in stress (e.g., perceived acculturation stress), which
will predict decreased heavy drinking. The Social Context Theory [37, 53, 57] may exert its
effects in the context of the MI causal model by increasing client awareness of culturally-
specific sources of stress and discussing them in a collaborative MI context, to increase
client self-exploration about desired changes, leading to decreases in drinking. Because the
hypothesized paths align with stress-coping theory, findings can further understanding of the
stress-health behavior link among population groups that experience disparities in outcomes
of alcohol use, and how M1 can be used to “disrupt” or combat the association.

Conclusions

Project CAMI2, a RCT, fills a research and clinical gap by testing cultural adaptation in the
context of an existing Ml theory [36, 96]. Study findings have the potential to inform the
field broadly on recommendations for culturally adapting evidence-based interventions with
socially disadvantaged minority populations. Project CAMI2 uses a rigorous (standard vs.
adapted M) study design to determine whether there is incremental efficacy in adapting M,
a theory-driven approach to motivational interviewing, and specification of procedures to
monitor treatment fidelity and quality across languages and across Hispanic and non-
Hispanic therapists. Taking the multi-level approach of viewing health as influenced by
chronic social stressors, as well as individual shifts in preferences and values, as people
adapt to a new social context—facilitates the identification of underlying mechanisms
between acculturation and health, thereby enhancing knowledge on the causes of alcohol use
among Hispanics and ways to minimize alcohol-related health disparities [97]. The study
fills a gap in the research on evidence-based alcohol treatment among heavy drinking
Hispanics by incorporating and addressing culturally and socially specific chronic stressors
shown to influence drinking behavior, and ways to help participants cope with these chronic
stressors. Clinically, our findings may inform the development of more parsimonious and
effective treatments targeted to specific populations. The future study of active ingredients is
key to successful dissemination because it helps to clarify what treatment elements in
motivational interviewing should be emphasized in training, implementation, and quality
assurance procedures [89].

The process of treatment adaptation that we have completed in this overall program of
research could be applied to pursue treatment adaptations for other social groups and target
behaviors [36]. Because Project CAMI2 was manualized, it has the potential for
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dissemination. The CAMI was designed to be effectively conducted by non-Hispanic, as
well as Hispanic, therapists, in either Spanish or English. This is an important point, because
although the US population is expected to be significantly more diverse by 2050, it is typical
for many places in the United States to lack adequate numbers of Spanish-fluent clinicians
trained in motivational interviewing. The manualized approach used in the CAMI studies
lends itself to training therapists of all ethnicities, to increase their cultural awareness when
delivering M, in a way that is easily accessible to the therapist, theoretically based, and
easily monitored for high treatment quality. If properly monitored, the Social Context
Theory and CAMI can be easily replicable, thus lending itself to scientific tests of its
validity in different populations with different health issues.
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Therapist MICO behavior and MI
spirit to develop rapport
(Motivational Interviewing Skill
Code, MISC 2.5)

Change Talk
(Motivational
Interviewing Skills
Code, 2.5)

MI structured strategies tailored to
readiness and to develop
discrepancy (e.g., personalized
feedback (Visual aids)

Elicit and strengthen commitment to
change (Change Plan Worksheet)

Self-Exploration
(Motivational
Interviewing Skills
Code, 2.5)

Outcomes

Days Heavy
Drinking (7LFB)

Negative
consequences
related to
drinking (TLFB)

CAMI: Increase rapport and
patient autonomy through focus
on client’s social context and
coaching active participation
(CAMI manual)

CAMI: Solicit discussion of
culturally specific stressors, e.g.,
perceived acculturation stress
(CAMI manual)

CAMI: Discuss drinking
expectancies and provide
information on alcohol effects. If
patient agrees, discuss alternative
coping strategies (Feedback
sheets)

Figure 1.

Model for M1 casual theory and theory of adaptation: Constructs and Assessments*
* Note. Constructs appear in bold. Assessments and materials are italicized and in

parentheses.
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Fecmit from English (Spanish-speaking
newsletters, flvers, health fairs, and community
health center events. Eligibility criteria: =45
drinks/one occasion or »7/14 drinks (week (past
30 day), 1# or 2+ generation Hizpanic

k Failed inclusion criteria /[Excluded
Assessed for Eligibility _ (n=173) 4
(n= 548) |  Not interested, Mo showLost
contact (n=102)
Pending randomization (n=16)
hd
Fandomized
(n=25T)
MI (n=130) CAMI (n=127)
Enghsh (n=83), Spamsh (n=47) Enghsh (p=82), Spamish (n=43)
h W
Obtamned Informed Consent

Completed Baseline Assessments

|

3 month follow up

3 month follow up

b b
& month follow up & month follow up
hd Jf

12 month follow up

12 month follow up

Figure 2.

Flow diagram depicting anticipated participant flow through the Ml and CAMI arms of the

trial
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MI and adaptations

Table 1

Active Ingredient

Motivational Interviewing

How Adapted

MI Spirit

Build rapport and
collaboration

AUGMENT rapport by focus
on social context of drinking,
comparison U.S. vs. countries
of origin, challenges with
acculturation to U.S.

Promote patient autonomy

AUGMENT by coaching
active participation, inviting
patient to disagree with
therapist

Develop discrepancy

Contrast Goals and Values

ADD culturally-specific
content. Goals and values are
culturally-based and cultural
content elicited and explored

Personalized feedback on
how your drinking compares
to others of same gender and
age

ADD culturally-specific
content. Personalized
feedback on ethnic specific,
age, and gender norms

Increase salience of culturally
specific stressors and how
they relate to drinking

n/a

NEW TREATMENT
COMPONENT based on
formative research.
Therapist solicit culturally-
specific stressors shown to
impact drinking behavior for
patient self-exploration and
therapeutic discussion.

Discuss alternative coping
strategies other than drinking
after discussing culturally-
specific stressors

n/a

With permission provide
information on the effects of
drinking and explore
alternative strategies
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