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Many randomized controlled trials in which motivational interviewing (MI) is a key intervention make no pro-
vision for the assessment of treatment fidelity. This methodological shortcoming makes it impossible to distin-
guish between high- and low-quality MI interventions, and, consequently, to know whether MI provision has
contributed to any intervention effects. This articlemakes some practical recommendations for the collection, se-
lection, coding and reporting of MI fidelity data, as measured using the Motivational Interviewing Treatment In-
tegrity Code.We hope that researcherswill consider these recommendations and includeMI fidelitymeasures in
future studies.

© 2015 Elsevier Inc. All rights reserved.

1. Introduction

“Motivational interviewing (MI) is a collaborative, goal-oriented
style of communication with particular attention to the language of
change. It is designed to strengthen personal motivation for and com-
mitment to a specific goal by eliciting and exploring the person's own
reasons for change within an atmosphere of acceptance and compas-
sion” [1]. MI has been shown to be superior to no intervention, and as
efficacious as other evidence-based interventions in systematic reviews
and meta-analyses across a variety of different problem behaviors and
health care settings [2–6].

A randomized controlled trial (RCT) tests whether an intervention is
efficacious in an ideal situation bymaximizing internal validity through
controlling all variables except the intervention to be tested. A con-
trolled clinical trial tests instead whether an intervention is effective
in a real life setting, maximizing the external validity to ensure general-
izability [7]. In order for the move from an efficacy trial to an effective-
ness trial to be successful, it is important to have identified the active
mechanismof the intervention tested in the efficacy study [8]. In respect

of behavior change intervention research, the reporting of treatment fi-
delity is likely to improve the credibility of evidence that results from a
trial [9]. Treatment fidelity refers to the “methodological strategies used
to monitor and enhance the reliability and validity of behavioral inter-
ventions” [9] (p. 443).

Treatment fidelity in MI has predictive validity in respect of pa-
tient behavior following the intervention [10–12]. However, many
research trials conducted have failed to assess treatment fidelity of
the intervention that is being delivered. This makes it impossible to
ascertain whether the result can accurately be attributed to the MI
intervention, that is, whether we can in fact be sure that MI is the ac-
tual working mechanism that is “doing the job” [13]. Miller and
Rollnick (2014) suggest that treatment fidelity should be assessed
throughout a study, through a reliable assessment procedure (‘cod-
ing’), and be reported in a manner that allows for comparison across
trials [13].

The aim of this paper is to provide guidance to researchers in
respect of assessing and reporting MI treatment fidelity. The prac-
tical recommendations offered are important to consider in de-
signing, developing and conducting research, including in grant
applications.

2. The Motivational Interviewing Treatment Integrity (MITI) Code

The Motivational Interviewing Treatment Integrity (MITI) code is
the most frequently used [13] instrument for assessing MI fidelity in
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RCTs [14–16]. The MITI has been derived from the Motivational
Interviewing Skill Code (MISC) [17], and while reducing the MISC's
complexity and length [18], the MITI focuses exclusively on the ver-
bal behavior of the practitioner, and does not take client responses
into account [15]. The MITI is continuously revised and improved.
Almost ten years ago, MITI version 2.0 was being used, and at pres-
ent, the MITI 4.1 has just been published. Definitions of variables
that measure important aspects of MI practice are improved in
each new version, with the aim to carefully follow and progress de-
velopments in MI research. Every previous version of the MITI in-
strument [14] has been shown to be reliable [15,16,19,20] and
valid [14,16]. The recently published MITI 4.1 has been shown to
have face validity, but the collection of data regarding its validity
and reliability is still underway.

In the recent MITI 4.1, substantial changes have been made in
comparison to MITI 3.1.1. The authors claim that the two versions
are not comparable, and advise researchers to use the MITI 4.1
from now on. However, before MITI 4.1 may be used more widely,
the instrument has to show predictive validity at least in respect of
some problem behaviors and in some languages, and coders using
the new instrument need to be able to achieve an adequate inter-
rater reliability. In order to assist researchers both in conducting
treatment fidelity assessment in future research, and in interpreting
research conducted so far, both versions of the MITI are briefly
discussed in this paper.

The MITI comprises two separate components: global variables
and behavior counts. In both versions of the MITI, a 20-minute seg-
ment is used both for the behavior counts and for rating the global
variables. The global ratings reflect the coder's overall impression
of how well or poorly a practitioner performed in a certain aspect
of MI practice, rated on a five point Likert scale. In MITI 3.1.1, the
global scales are Empathy, Evocation, Collaboration, Autonomy/Sup-
port, and Direction. In both MITI 3.1.1 and MITI 4.1, the Empathy rat-
ing captures how well the practitioner understands the client's
perspective, experiences, and feelings. In MITI 3.1.1, the global vari-
able MI Spirit combines the ratings of Evocation, Collaboration and
Autonomy/Support (by taking an average of the ratings of all three
variables). In MITI 4.1, the MI Spirit variable is replaced by the vari-
ables Cultivating Change Talk, Softening Sustain Talk, and Partner-
ship. This modification emphasizes the importance of the
practitioner adapting her behavior in response to client utterances.
A further change in respect of the global variables in MITI 4.1 is
that the Direction variable has been removed.

The behavior counts are intended to capture specific practitioner
verbal behaviors that are relevant to good practice of MI. The MITI 4.1
retains the behavior count categories Giving Information, Simple Reflec-
tions, and Complex Reflections. However, some other behavior count
categories have been changed in the MITI 4.1. First, the two categories
Open and Closed Questions have been combined into one single Ques-
tions category. Second, the category forMI Adherent practitioner behav-
ior has been divided into several categories for subtypes of such
behavior, each of which is given a separate code: Seeking Collaboration,
Emphasizing Autonomy, and Affirm. Third, the category for MI Non-
Adherent practitioner behavior in MITI 3.1.1 has been split up into Con-
front, and Persuade (with and without permission) in MITI 4.1. For a
more detailed discussion of the different variables in the two different
versions of the MITI we refer to the MITI 3.1.1 manual [14] and the
MITI 4.1 manual [21].

3. Assessing Treatment Fidelity in MI Sessions

Prior to the start of anRCTwhereMI is oneof the interventions being
tested, it is important to consider the following three things: 1) which
samples ofMI practice (sessions)will be collected and selected for fidel-
ity assessment; 2) who will do the assessment (coding) of these

sessions; and 3) how will the results be reported. These three essential
questions will be discussed in detail below.

3.1. Collection of Audio-recorded Sessions

Since audio-recorded sessions are used to assess treatment fideli-
ty — that is, what really happened in the interaction between practi-
tioner and client — it is important to audio record all, or as much as
possible, of the conducted conversations. Recording all sessions allows
the researcher to minimize selection bias, which is easily introduced if
practitioners are permitted to select the sessions submitted for treat-
ment integrity assessment themselves [22]. Approval by the relevant
ethics review board, and the consent of clients and practitioners,
have to be obtained prior to the audio recording. Informing clients
and practitioners that the data will be anonymized might make
them less reluctant to consent. In addition, providing practitioners
with digital audio recording devices (and checking compliance
throughout the study) could assist in obtaining the full spectrum of
conversations.

3.2. Selection of Samples for Assessment

A random representative sample of the collected audio-recorded
sessions should be selected. It will often not be possible to assess the
treatment fidelity of all sessions, but coding multiple work samples
from each practitioner provides a more accurate assessment of his or
her proficiency [23]. So the question is, how large should this represen-
tative sample be, keeping in mind that studies have different design in
respect of the number of participating practitioners, the number of ses-
sions per client, and so forth.

In previously conducted RCTswhere attempts have beenmade to as-
sess treatment fidelity, between 11–32% of the total number of sessions
were assessed (e.g. [24] (25%); [25] (16%); [26] (11%); [27] (28%); [28]
(25%); [29] (23%); [30] (32%)). However, the study of Smith et al.
(2012) is an exception to this since 100% of recorded sessions were
assessed, although the total number of sessions in this study only com-
prised 38 [31]. In studies where the interventionwas delivered bymore
than one practitioner, 10–17 sessions per practitioner were selected for
assessment ([32], (n= 17); [26] (n= 10)) to represent a reliable over-
view of the quality of the individual practitioner throughout the study
period. El-Mallakh et al. (2012) assessed 18 sessions (25% of total ses-
sions) [28], and McCarthy et al. (2014) assessed 4 sessions (20% of
total sessions) [33] throughout the study period (both with only one
practitioner delivering the intervention), providing an indication of
the MI skill fluctuation in the practitioner delivering the intervention
over time.

Some studies require a comparison of overall group results (average
of multiple practitioners), for example, when usual care conditions con-
taining an attention control interventionwithout anMI component and
an MI intervention condition are compared (e.g. [31]), or when practi-
tioners with different backgrounds/experience are compared (e.g. [29]
(n= 19)). In the study of Smith et al. (2012), one practitioner delivered
both the intervention and the control arm of the study [31]. Here, it was
examined if MI wasmore pronounced in the intervention group than in
the control group by assessing 20 intervention sessions and 18 control
sessions.

Audio-recorded session may vary in length between 10 min and
over an hour. The MITI is used to assess a 20-minute segment of
each session. It may be the case that sessions shorter in length than
20 min could not be reliably coded using the MITI [20]. For longer
sessions, it may be hard to decide how to choose the segment sub-
mitted for assessment, in particular since the quality of a
practitioner's MI practice might fluctuate throughout a session.
This was, for example, found in the psycholinguistic study of
Amrhein et al. (2003), in which there was an explicit requirement
for practitioners to agree a change plan with the client at the end of
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