Substance use disorder can be defined as the persistent use of substances despite the known harmful consequences of substances on a person’s health.  The DSM-5 criteria for substance use disorder includes ‘substance taken for a longer time or in greater amounts than intended; efforts to reduce or control use do not work; much time spent trying to obtain the substance; craving to use the substance is strong; social, hobbies or work activities given up or reduced’ (American Psychiatric Association, 2013).
In their 2019 World Drug Report, the United Nations reported that around 35 million people across the world are experiencing substance use disorders (United Nations, 2019).  In the UK, around 26% of the population are described as having ‘hazardous’ drinking habits; aside from alcohol, in the last year the prevalence of any drug use was 9.4% in England and Wales, 12% in Scotland, and 5.9% in Northern Ireland (NHS, 2021).  The most commonly used drugs have not changed over time, with cannabis is the most prevalent, followed by powder cocaine, MDMA, ketamine and amphetamine (NHS, 2021).
It is generally agreed by a range of empirical insighst that substance use disorders stem from some kind of trauma or adverse experience, including Adverse Childhood Experiences (ACEs).  That may include sustained trauma types such as intergenerational trauma, for example, parents who misused substances; collective trauma, such as racism and persecution; or single event traumas such as bereavement, relationship breakdown or job loss (Mills et al, 2006) and it usually co-exists with a mental health issue such as anxiety or depression (NHS).  Misusing substances often begins through a person’s desire to feel better, and they self-medicate using drugs or alcohol as a coping mechanism (Winship, 2018). It is interesting to note that despite 35 million people experiencing substance misuse in the world, only 1 in 7 of those are currently getting treatment (United Nations, 2019).  This appears to demonstrate just how challenging it can be for people who are experiencing substance use disorder to access support.  Studies have supported this idea, and recognise that substance use disorders can often go untreated due to the feelings of shame and denial felt by people experiencing them, as well as a lack of funding and resources in many parts of the world (Pullen et al, 2014).
Despite varying rates of engagement, there are many different treatment models for substance use disorders, one of which is Motivational Interviewing (MI).  MI is a relatively newer treatment method, compared to better known treatments such as 12 step facilitation and cognitive behavioural therapy (CBT), and can be described as ‘directive, patient-centered counseling style for eliciting behaviour change by helping patients to explore and resolve ambivalence’ (Rollnick and Miller, 1995).  Two leaders in the field of MI, Rollnick and Miller, suggested that the very nature of MI sets it apart from other treatment methods, in that it is focused more on building an interpersonal relationship and elicit change through conversation (Rollnick and Miller, 1995).  
Since the idea of MI was conceived in 1983 by Miller, it has been used in various healthcare settings to tackle unhealthy and addictive habits including substance use disorders, but also other addiction based issues such as gambling and weight management (Schumacher and Madson, 2014).  The breadth of issues that MI can help to treat is demonstratable of its flexible application, and the potential it has to support a wide range of issues.  
This essay will critically evaluate and discuss the effectiveness of Motivational Interviewing for substance use disorders using empirical evidence in order to shape a conclusion on its overall efficacy.
Firstly, much evidence exists that supports the efficacy of MI in treating substance use disorders for the general population.  In 2014, a systematic review and meta analysis of the efficacy of MI suggested that MI was an effective treatment of substance use disorders.  The participants of the study, a large primary care population, reported the largest improvements in wellbeing related to substance use, thus concluding that MI should be used in clinical settings to treat such disorders.  The success of the study was further displayed through the finding that very few MI sessions are needed to begin the process of change, with some participants reporting an enhancement in their readiness to change after just one MI session (VanBuskirk and Wetherell, 2014).  The idea that a treatment method could have such a positive effect after such a small amount of sessions is important in evaluating its efficacy.  This finding has even spurred another branch of MI, ‘single session MI’.  A study involving 35 patients in hospital due to substance use disorder found highly positive results including an increase in the self-efficacy of the patients, more positive feelings towards abstention, and participants tended to transition toward preparation/action stages of change (Berman et al, 2010).Many other talking therapy treatment methods such as CBT tend to follow a process that is carried out over weeks or months, and continuous engagement over that time is essential for achieving positive outcomes (NHS, 2019).  Substance misuse patient engagement rates can be very erratic, and due to the nature of substance use disorder in limiting social functioning, it can be really difficult for patients experiencing such issues to firstly, access help, and secondly, continue accessing that support.  This makes long term treatment programmes less engaging, and thus often ineffective. (Substance Abuse and Mental Health Services Administration, 2016).  With this in mind, it could be suggested that MI is not only effective, but also unmatched in the speed of efficacy that it has demonstrated, which could be highly motivational for patients who find it difficult to sustain engagement in treatment.  
While the efficacy of MI has been evidenced in the general population, its effectiveness in certain specific groups also boasts a swathe of research.  A vast amount of empirical evidence also supports the efficacy of MI treatment in younger populations, specifically among young people experiencing substance use disorders.  A meta analysis on the effectiveness of MI on adolescents with such disorders found that MI encouraged the participants to change their behaviour and consider abstinence, across a variety of substance use behaviours, varying session lengths, different settings, and for interventions that used clinicians with different levels of education (Jensen et al, 2011).  In the same study, during a follow up session, small effect sizes were observed which suggested that the initial effects of MI retained their effect over time.  This finding supports the evidence of the single session MI concept, as well as adding to this evidence by demonstrating that rather than a quick win, short term fix, MI holds lasting effects, increasing its long term efficacy.
This finding is supported by other studies, including one that explored the effect of a brief MI intervention for young people, most of whom belonged to a marginalised community, who were at a high risk of substance use disorder.  The sample (age 12 to 18 years) was 85.7% Hispanic or Latino, 9.5% African American, and 4.8% White.  At a three month follow up, the participants reported less marijuana use, fewer friends who used marijuana, and lower intentions to use marijuana in the next 6 months (D’Amico et al, 2008).  There are a few important parts of this study to recognise – firstly, it appears to bolster the idea that brief MI interventions really work.  As with adults experiencing a substance use disorder, young people going through similar issues can be difficult to engage in treatment of any length, but particularly long term treatment.  Engagement can be even more difficult to achieve when working with young people from marginalised communities (Dunne et al, 2017).  This study may suggest that MI is an effective way of engaging young people from marginalised communities who are less likely to engage in other treatment methods.  Secondly, the study seems to show that MI can be used as a preventative treatment for substance use disorder, not just a reactive treatment.  Many of the participants were ‘at risk’ of seriously misusing substances, but after the study, they had lower intentions to use marijuana in the next 6 months.  Numerous studies have outlined the importance of preventative or early intervention on young people at risk of developing substance use disorder, and how it can lead to better wellbeing outcomes (Trudeau et al, 2003).  Therefore, this study suggests that MI should be used more in the preventative health sphere, in order to minimise the risk of substance misuse in young people.  This idea of MI’s preventative nature is further demonstrated by the idea that participants had fewer friends who used marijuana after the study.  It is well known that peer influence and pressure can be a leading determinant in substance use disorder and juvenile delinquency (Reed and Rountree, 1997), so this is a significant finding.  It suggests that MI not only influences better health choices, but has a holistic effect and can influence the choices that a person makes about other areas of their life, such as their social circle.  Thus, it reiterates the idea that MI can lead to long term and sustainable positive outcomes.
Despite much positive empirical evidence for the effectiveness of MI on people experiencing substance use disorder, there is some data to suggest that MI does not work for everybody.  Rather peculiarly, and very dissimilar to other treatments, it appears that MI is less effective for people who already have a high motivation to make positive changes to their lives.  A study on the effects of MI on people dependent on cocaine found that while MI seemed to have been effective, with participants reporting an increased use of behavioural coping strategies and fewer cocaine-positive urine samples in the follow up, patients with lower initial motivation were more likely to complete detoxification (Stotts et al, 2001).  It is unclear why this was the case – usually with any kind of mental health treatment, particularly substance use treatments, there needs to be a desire to change.  For example, arguably the most well known substance use disorder treatment organisation, Alcoholics Anonymous, you must demonstrate a desire to stop drinking – this is their only requirement for joining (Alcoholics Anonymous).  Therefore, one might assume that the more motivation one has, the more chance of detoxification and abstinence they have.  However, when reviewing the wider literature around MI, particularly in studies previously mentioned such as Berman et al and D’Amico et al, we know that MI can work quickly and garner drastic results.  So, one could suggest that it would have more of an effect on those who perhaps have not thought much about changing, as suddenly they have had a drastic change of heart.  But for people who have already thought about changing, they will not have this same epiphany.  It would be unfair, though, to use this against MI in terms of its efficacy.  As mentioned previously, we know that it can be very difficult for people experiencing substance use disorders to engage in treatment, and by the very nature of such disorders, motivation is low.  Therefore, it could be argued that the vast majority of people will begin treatment with low motivation, so for the most part, MI is highly effective for most people.
Another issue with MI is that the facilitative style of the treatment could be off-putting to some patients who are used to more therapeutic approaches.  Miller and Rollnick, the founders of MI, are open about the fact that the treatment is purposely different to other talking therapies such as CBT and it can be seen as more of a companionship (Miller and Rollnick, 2009).  While both types of treatment are technically based on conversations where you work with a facilitator  to incite change, there seems to be more onus on the patient to incite change for themselves in MI interventions.  Given the brief nature of MI interventions, Miller and Rollnick say, patients are very much left to their own devices once the treatment has finished.  This is very different to other talking treatments, which typically go on for much longer, and patients are given a toolkit of skills and techniques for them to use both during the process and afterwards (NHS, 2019).  For people who prefer ongoing support, MI may not be so useful.  MI could also raise some boundary issues with its ‘companion’ approach, as generally a relationship between a facilitator and patient should adhere to professional boundaries, such as those laid out in guidance from regulatory bodies such as the BACP (BACP, 2018).  Not maintaining these boundaries could lead to safeguarding issues, and an unhealthy dependency on the facilitator, particularly if the intervention is not brief (BACP, 2018).  On the contrary, a more casual relationship that puts the patient in charge of their own recovery certainly has some benefits.  The idea of person-led interventions is not new, but has been gaining recognition recently for the successful outcomes it can help achieve (de Graaft et al, 2021).  Taking a more hands off approach and letting the patient use their own strengths to recover, as MI encourages, is not a bad thing, and can bring about long lasting results (Harris et al, 2012).
In conclusion, by reviewing the literature, MI appears to be adaptable to a variety of settings, ages, and communities and achieves consistently good outcomes across all.  What sets MI apart from other psychological therapies is that it seems that it is very quick to work, and many patients only need very brief interventions, often one or two sessions (VanBuskirk and Wetherell, 2014).  This has many advantages for many stakeholders.  Patients benefit, as they feel better sooner, but also, there are benefits for health boards as MI is a more cost effective approach to substance use disorder treatment (Olmstead et al, 2011).  It could be argued that there is also a long term cost effectiveness of MI, considering it can also be used as a preventative treatment as well as a reactive one (D’Amico et al, 2008).
It is important to recognise that MI is not for every patient, as with any other psychological treatment.  However, when weighed against the positive outcomes that have been achieved in the field of MI so far, it is clear that it should be used in healthcare settings as a treatment for substance abuse disorders.  It can certainly be argued that there is a lack of research regarding some elements of MI.  For example, there is a severe lack of research on gender differences of those who have accessed MI treatment.  It would be useful to explore if it suits some genders more than others, and considering this when prescribing it.  Moreover, while there is a wealth of evidence to support the use of MI among young people experiencing substance use disorders, there is not enough research on MI among the elderly.  It would be interesting to investigate its effects on our older population, and whether it is as effective as it is among our younger population.
In summary, it is clear that Motivational Interviewing can be an incredibly effective treatment for a range of substance use disorders.  
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