Provide Motivational Enhancement Consistent With the Client's Specific Stage of Change

Definition and description
Motivational Interviewing (MI) is a "client-centered, directive method for enhancing intrinsic motivation to change by exploring and resolving ambivalence" (Miller and Rollnick 2002, p. 25). MI has proven effective in helping clients clarify goals and make commitment to change (CSAT 1999b ; 
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Miller 1996
; Miller and Rollnick 2002; Rollnick and Miller 1995). This approach shows so much promise that it is one of the first two psychosocial treatments being sponsored in multisite trials in the National Institute on Drug Abuse (NIDA) Clinical Trials Network program.

As Miller and Rollnick have pointed out, MI is "a way of being with a client, not just a set of techniques for doing counseling" (Miller and Rollnick 1991, p. 62). This approach involves accepting a client's level of motivation, whatever it is, as the only possible starting point for change. For example, if a client says she has no interest in changing her drinking amounts or frequency, but only is interested in complying with the interview to be eligible for something else (such as the right to return to work or a housing voucher), the clinician would avoid argumentation or confrontation in favor of establishing a positive rapport with the client[image: image1.png]


even remarking on the positive aspect of the client wishing to return to work or taking care of herself by obtaining housing. The clinician would seek to probe the areas in which the client does have motivation to change. The clinician is interested in eventually having an impact on the client's drinking or drug use, but the strategy is to get to that point by working with available openings.

A variety of adaptations of MI have emerged. Examples include brief negotiation, motivational consulting, and motivational enhancement therapy (MET). MET combines the clinical style associated with MI with systematic feedback of assessment results in the hope of producing rapid, internally motivated change. For more information, see the Project MATCH Motivational Enhancement Therapy Manual (National Institute on Alcohol Abuse and Alcoholism 1994). Rollnick and other practitioners of MI find that the many variants differ widely in their reliance on the key principles and elements of MI (Miller and Rollnick 2002).


Guiding principles of motivational interviewing
The four principles outlined below guide the practice of MI. In this section, each principle is summarized. For each principle, some of the related strategies that practitioners use when applying this principle to client interactions are highlighted.

Guiding Principles of Motivational Interviewing
	


	

	1. Express empathy
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Acceptance facilitates change.
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Skillful reflective listening is fundamental.
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Ambivalence is normal.

	


	2. Develop discrepancy
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The client rather than the counselor should present the arguments for change.
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Change is motivated by a perceived discrepancy between present behavior and important personal goals or values.

	


	3. Roll with resistance
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Avoid arguing for change.
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Resistance is not opposed directly.
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New perspectives are invited but not imposed.
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The client is a primary resource in finding answers and solutions.
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Resistance is a signal to respond differently.

	


	4. Support self-efficacy
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A person's belief in the possibility of change is an important motivator.
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The client, not the counselor, is responsible for choosing and carrying out change.
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The counselor's own belief in the person's ability to change becomes a self-fulfilling prophecy.

	

Source:Miller and Rollnick 2002, pp. 36[image: image16.png]


41.




1. Expressing empathy
Miller and Rollnick state that "an empathic counseling style is one fundamental and defining characteristic of motivational interviewing" (Miller and Rollnick 2002, p. 37). The counselor refrains from judging the client; instead, through respectful, reflective listening, the counselor projects an attitude of acceptance. This acceptance of the person's perspectives does not imply agreement. It "does not prohibit the counselor from differing with the client's views and expressing that divergence" (Miller and Rollnick 2002, p. 37). It simply accepts the individual's ambivalence to change as normal and expected behavior in the human family. Practitioners find that projecting acceptance rather than censure helps free the client to change (Miller and Rollnick 2002).


2. Developing discrepancies
While recognizing the client's ambivalence to change as normal, the counselor is not neutral or ambivalent about the need for change. The counselor advances the cause of change not by insisting on it, but by helping the client perceive the discrepancy between the current situation and the client's personal goals (such as a supportive family, successful employment, and good health). The task of the counselor is to call attention to this discrepancy between "the present state of affairs and how one wants it to be," making it even more significant and larger in the client's eyes. The client is therefore more likely to change, because he sees that the current behavior is impeding progress to his goals[image: image18.png]


not the counselor's (Miller and Rollnick 2002, p. 39).


3. Rolling with resistance
Practitioners believe that "the least desirable situation, from the standpoint of evoking change, is for the counselor to advocate for change while the client argues against it" (Miller and Rollnick 2002, p. 39). The desired situation is for the clients themselves to make the argument for change. Therefore, when resistance is encountered, the counselor does not oppose it outright. Instead, the counselor offers new information and alternative perspectives, giving the client respectful permission to "take what you want and leave the rest" (Miller and Rollnick 2002, p. 40).

The counselor's response to resistance can defuse or inflame it. Miller and Rollnick describe a number of techniques the skillful clinician can use when resistance is encountered. For example, the counselor may use various forms of reflection, shift the focus of discussion, reframe the client's observation, or emphasize the client's personal choice or control. While description of these and other specific techniques for "rolling with resistance" is beyond the scope of this TIP, the reader is referred to chapter 8 of Miller and Rollnick 2002, "Responding to Resistance" (pp. 98[image: image20.png]


110).


4. Supporting self-efficacy
The final principle of Motivational Interviewing recognizes that an individual must believe he or she actually can make a change before attempting to do so. Therefore, the counselor offers support for the change and communicates to the client a strong sense that change is possible. Self-efficacy also can be enhanced through the use of peer role models, as well as by pointing out past and present evidence of the client's capacity for change.

One way practitioners put this principle into action is by evoking "confidence talk" in which the client is invited to share "ideas, experiences, and perceptions that are consistent with ability to change" (Miller and Rollnick 2002, p. 113). This could involve reviewing past successes, discussing specific steps for making change happen, identifying personal strengths, and acknowledging sources of support.


"Change talk"
Clients' positive remarks about change, or "change talk," are the opposite of resistance. The counselor responds to any expression of desire to change with interest and encourages the client to elaborate on the statement. For example in a person with combined alcohol dependence and PTSD, the clinician might ask, "What are some other reasons why you might want to make a change?" (Miller and Rollnick 2002, p. 87). The counselor also can use reflective listening to clarify the client's meaning and explore what is being said. It is important, however, to do this in a way that does not appear to be taking a side in the argument. This sometimes results in resistance and the client may begin to argue with the counselor instead of continuing to think about change.


"Decisional balance"
Practitioners of MI have coined the term "decisional balance" to describe a way of looking at ambivalence. Picture a seesaw, with the costs of the status quo and the benefits of change on one side, and the costs of change and the benefits of the status quo on the other (Miller and Rollnick 2002). The counselor's role is to explore the costs and benefits of substance use with the aim of tipping the balance toward change. That change will be stronger and more likely to endure if it is owned by the client's perception that the benefits of change are greater than the costs.


Matching motivational strategies to the client's stage of change
The motivational strategies selected should be consistent with the client's stage of change (summarized in Figure 5-1). Clients could be at one stage of recovery or change for the mental disorder and another for the substance use disorder; to complicate things further, a client may be at one stage of change for one substance and another stage of change for another substance. For example, a client with combined alcohol and cocaine dependence with co-occurring panic disorder may be in the contemplation stage (i.e., aware that a problem exists and considering overcoming it, but not committed to taking action) in regard to alcohol, precontemplation (i.e., unaware that a problem exists, with no intention of changing behavior) in regard to cocaine, and action (i.e., actively modifying behavior, experiences, or environment to overcome the problem) for the panic disorder.


Figure 5-1. Stages of Change
	


	

	Stage
	Characteristics

	


	

	Precontemplation 
	No intention to change in the foreseeable future; may be unaware or under-aware of problems.

	


	Contemplation 
	Aware that a problem exists and thinking seriously about overcoming it, but have no commitment to take action yet made; weighing pros and cons of the problem and its solution.

	


	Preparation 
	Combines intention and behavior[image: image26.png]


action is planned within the next month, and action has been taken unsuccessfully in the past year; some reductions have been made in problem behaviors, but a criterion for effective action has not been reached.

	


	Action 
	Behavior, experiences, or environment are modified to overcome the problem; successful alteration of the addictive behavior for anywhere between 1 day to 6 months (note that action does not equal change).

	


	Maintenance 
	Working to prevent relapse and consolidate gains attained during the Action stage; remaining free from addictive behavior and engaging consistently in a new incompatible behavior for more than 6 months.

	

Source: Adapted from Prochaska et al. 1992.


In each case, the clinician examines the internal and external leverage available to move the client toward healthy change. For example, a client may want to talk about her marriage, but not about the substance abuse problem. The clinician can use this as an opening; the marriage doubtless will be affected by the substance abuse, and the motivation to improve the marriage may lead to a focus on substance abuse. Evaluating a client's motivational state necessarily is an ongoing process. It should be recognized that court mandates, rules for clients engaged in group therapy, the treatment agency's operating restrictions, or other factors may place some barriers on how this strategy is implemented in particular situations.

Figure 5-2 illustrates approaches that a clinician might use at different stages of readiness to change to apply MI techniques when working with a substance abuse client showing evidence of COD. For a thorough discussion of MI and the stages of change, the reader is referred to Miller and Rollnick 2002 (pp. 201[image: image27.png]


216).


Figure 5-2. Motivational Enhancement Approaches
	


	

	Stage of Readiness
	Motivational Enhancement Approaches

	


	

	Precontemplation 
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Express concern about the client's substance use, or the client's mood, anxiety, or other symptoms of mental disorder.
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State nonjudgmentally that substance use (or mood, anxiety, self-destructiveness) is a problem.
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Agree to disagree about the severity of either the substance use or the psychological issues.
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Consider a trial of abstinence to clarify the issue, after which psychological evaluation can be reconsidered.
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Suggest bringing a family member to an appointment.
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Explore the client's perception of a substance use or psychiatric problem.
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Emphasize the importance of seeing the client again and that you will try to help.

	


	Contemplation 
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Elicit positive and negative aspects of substance use or psychological symptoms.
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Ask about positive and negative aspects of past periods of abstinence and substance use, as well as periods of depression, hypomania, etc.
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Summarize the client's comments on substance use, abstinence, and psychological issues.
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Make explicit discrepancies between values and actions.
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Consider a trial of abstinence and/or psychological evaluation.

	


	Preparation 
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Acknowledge the significance of the decision to seek treatment for one or more disorders.
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Support self-efficacy with regard to each of the COD.
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Affirm the client's ability to seek treatment successfully for each of the COD.
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Help the client decide on appropriate, achievable action for each of the COD.
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Caution that the road ahead is tough but very important.
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Explain that relapse should not disrupt the client-clinician relationship.

	


	Action 
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Be a source of encouragement and support; remember that the client may be in the action stage with respect to one disorder but only in contemplation with respect to another; adapt your interview approach accordingly.
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Acknowledge the uncomfortable aspects of withdrawal and/or psychological symptoms.
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Reinforce the importance of remaining in recovery from both problems.

	


	Maintenance 
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Anticipate and address difficulties as a means of relapse prevention.
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Recognize the client's struggle with either or both problems, working with separate mental health and substance abuse treatment systems, and so on.
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Support the client's resolve.
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Reiterate that relapse or psychological symptoms should not disrupt the counseling relationship.

	


	Relapse 
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Explore what can be learned from the relapse, whether substance-related or related to the mental disorder.
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Express concern and even disappointment about the relapse.
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Emphasize the positive aspect of the effort to seek care.
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Support the client's self-efficacy so that recovery seems achievable.

	

Source: Reproduced from [image: image58.png]


Samet et al. 1996 (used with permission).


