A Critical Case Study on Motivational Interviewing
Motivational interviewing (MI) is a humanistic and person-centred approach to counselling and is used to evoke behaviour change in an individual (Motivational Interviewing Network of Trainers [MINT], 2019). MI was developed by Stephen Rollnick and William R. Miller in the 1980s, primarily to support individuals with substance misuse and addictive disorders. MI arose from clinical practice, as opposed to a particular theoretical model (Resnicow and McMaster, 2012). Partly as a response to the directive, even confrontational, substance use counselling style that was prevalent in the 1980s, MI came into being. The client-centred approach of Carkauff and Rogers is the foundation for many of MI’s concepts and methods, though MI is more goal-driven than traditional Rogerian theory (Resnicow & McMaster, 2012). 
The development of motivational interviewing over the years has enabled the approach to be used for a multitude of different fields, such as public health, medical care, parenting, criminal justice, education, and sport (Centre for Care Innovations [CCI], 2020). MI is a guiding style of counselling which incorporates active listening rather than directing and giving advice to clients (MINT, 2019). MI was designed by Rollnick and Miller to empower change in an individual by identifying and extracting the clients’ own reason for, level of importance, and ability for change. MI is particularly potent for those who are initially resistant to change. MI uses the core clinical strategy of eliciting change talk through evoking (Resnicow & McMaster, 2012). MI is used to encourage the client to work through their ambivalence towards changing their behaviour and to identify any discrepancy between their current behaviour, intrinsic motivations, and life values (Resnicow & McMaster, 2012). 
MI is designed to allow a strong collaborative relationship between the client and the clinician in order to achieve maximised benefits (Lundahl, et al., 2010). Miller and Rollnick stated MI takes patience, practice, discipline from the clinician, and requires the client to be self-aware (MINT, 2019). Both parties bring important expertise to the conversation, however the client is the expert of their own life (National Center for Biotechnology Information, 2019). MI takes thoughtfulness and skill and allows the client to develop and encourage themselves. MI is done “for” or “with” the client rather than being done “on” or “to” them (Phelps, 2024). The practitioner must have a keen interest in the understanding of the clients’ wisdom and perspective. It is imperative that the counsellor is empathetic in order to develop rapport with the client (Missouri Department of Health and Senior Services, n/d). 
MI has four key processes: engaging, focusing, evoking, and planning. MI also incorporates the core communication skill of OARS: open questions, affirmations, reflections, and summaries. Open ended questions encourage the client to “tell their story” in their own words without giving them any predetermined answers. In conversation, open-ended questions should be utilised frequently but not exclusively (Miller and Rollnick, 2002). Suppressing the urge to answer with queries or premature advice is one of the most crucial aspects of mastering MI as a counsellor. Affirmations build confidence in the client’s ability to change. Affirmations must be congruent. Reflective listening leads to clarification and exploration in conversation and is used rather than too many questions not to interrupt the client’s flow. Summaries are used at transition points during conversation. Summarising shows a clear communication link between the speaker and listener (Miller and Rollnick, 2002). Better results with substance use are predicted by counsellor empathy expressions as identified by Moyers et al. (2016). 
The underlying spirit of MI involves partnership, acceptance, compassion, and evocation. Acceptance includes four aspects: absolute worth, accurate empathy, autonomy support, and affirmation. The main principle of MI is evoking what the client already possesses, rather than installing something missing (Phelps, 2024). MI strongly relies on reflective listening statements from the clinician as it is a key component to expressing empathy. Rollnick and Miller (2013) stated reflective listening conveys acceptance and regard for the client, builds rapport and encourages clients to investigate their own thoughts, emotions, and values, promotes a cooperative, nonjudgemental relationship, and lets the clinician offer support without having to agree with every statement made by the client. The role of the counsellor is to find signs that the client has the capacity for constructive, motivating thought. Additionally, the counsellor must show sincerity and curiosity (Phelps, 2024). A fundamental tenet of MI is that people are more inclined to accept and act upon their own opinions and thoughts (Resnicow & McMaster, 2012). “On a scale from zero to ten, with ten being the highest, how important is it to you to change your behaviour towards taking heroin?” is the typical opening question for the inciting change talk technique. “How confident are you that you could change your heroin taking behaviour?” These two inquiries evaluate the significance that clients attach to change and their level of confidence in their ability to effect change, respectively (Resnicow & McMaster, 2012). The counsellor could then ask the client “what would it take for you to be an 8 or 9?” This will generate ideas for the client to find potential solutions to their problem. 
There are five main ‘traps’ in which a counsellor could fall into when motivationally interviewing a client; the expert trap involves lecturing the client about their thoughts and actions because the counsellor knows better as the expert; the premature focus trap which involves the counsellor giving the client a solution before helping them identify why and how; the persuasion trap whereby the counsellor starts to persuade the client to change their behaviour rather than inviting them to seek the information within themselves; the deficit detective trap whereby the counsellor knows best and will look for faults and deficits within the client and will try to rectify them; the labelling and prescribing trap which involves labelling the client as having a problem and then prescribing them with a solution (Rollnick, 2022). MI traps disengage the client from the conversation.
Miller (2023) stated as of 2022, in excess of 1900 clinically controlled trials involving MI have been conducted against a variety of issues, with more than 200 meta-analyses and systematic reviews. When fewer sessions of MI are compared with extended interventions, comparable outcomes are often shown. MI is shown to be a baseline treatment in comparison to other psychotherapy treatments. On the contrary, when MI is used in addition to other evidence-based treatments, a longer-lasting and improved outcome is often displayed (Hettema, et al., 2005; Westra, et al., 2016).
The preliminary trials of MI for smoking addiction showed minimal change, however, more recent studies have shown significant positive results which now regard MI as an evidence-based treatment for tobacco smoking (Heckman, et al., 2010; Hettema and Hendricks, 2010). MI has been used in comparison to cognitive behavioural therapies (CBT) for improving the health of adults in ambulatory care by increasing their physical activity, anxiety disorders, depression, smoking cessation, marijuana use, medication adherence, weight-related behaviours, generalised anxiety disorder (GAD), and child behaviour issues. MI as a pretreatment to CBT showed improved results for alcohol addiction, cocaine usage, GAD, and child behaviour problems (Naar and Safren, 2017; Miller, 2023). However, MI remains the most useful strategy for those suffering with addictions (Resnicow and McMaster, 2012). Unlike CBT, MI clinicians must make no direct attempt to disconnect denial or challenge irrational or maladaptive beliefs. Rather, they must assist clients notice potential contradictions within their thoughts and actions in order to highlight any discrepancies between their current behaviours and who they envisage themselves being in the near future (Resnicow and McMaster, 2012). Even when a client decides not to change, MI encourages them to make well-informed and thoughtful decisions about their lives.
In a study by Bischof et al. (2021) when compared to standard treatment and no treatment in the control groups, meta-analyses show statistically significant mean intervention effects of MI in medical care with respect to a number of health-relevant modes of behaviour. For substance use, physical activity, dental hygiene, body weight, treatment adherence, willingness to change behaviour, and mortality, statistically significant effect sizes were reported; effects on health-promoting behaviour were not as clear-cut. Research on the elements that make MI effective indicates that statements made by patients about possible behavioural changes are selectively reinforced, which is how most of the treatment effects are felt. MI can be used to optimise medical interventions. 
A review conducted by Soderlund (2018) found that counsellors who concentrated on a limited number of type 2 diabetes self-management behaviours using MI sessions had more successful outcomes on physical activity. On the contrary, the review also showed more frequent MI sessions were more beneficial to those clients wanting to change their pattern of physical activity. Also, when duration of the session was increased, physical activity improved amongst those clients. 
A systematic review of MI on smoking cessation carried out by Lindson et al. (2019) found there to be insufficient evidence as to whether or not MI assists those to stop smoking compared to those who received no intervention. Additionally, it is unclear if less intensive MI is less effective than more intensive MI and the question of whether MI for quitting smoking enhances mental health is largely unproven.
A systematic review and meta-analysis by Calomarde-Gomez et al. (2021) which looked at MI for cannabis use disorders found MI demonstrated effectiveness in helping adults and adolescents achieve abstinence. Adults who used MI saw a reduction in both frequency and quantity of use, but not adolescents. Adult participants in the MI group consumed fewer joints daily and on fewer days per month than those in the control group.
A review and meta-analysis of MI as a pre-treatment for CBT for those with anxiety disorders was conducted by Marker & Norton (2018). As hypothesised, attaching MI to standard CBT had a reasonably significant impact on symptom reduction when compared to CBT alone. This suggests that MI before treatment is linked to a higher improvement in anxiety symptoms than using CBT alone.
A randomised clinical trial analysing the effect of MI on the initiation of mental health treatment and mental health after visiting the emergency department amongst suicidal adolescents by Stevens et al. (2019) found there is no discernible difference between the two-month mental health treatment engagement and the two and six-month mental health outcomes when a brief MI intervention is implemented.
The outcomes of a randomised controlled trial identifying the effect of MI and telepsychiatry follow-up on medication adherence of patients with bipolar disorder, showed that the telepsychiatric follow-up and MI methods were effective in helping bipolar patients take their medications more consistently (Gülcü & Kelleci., 2022) 
The current literature shows mixed reviews on the effectiveness of MI when used to treat different disorders or mental health related issues. There are limitations for MI which include being used to treat trauma and depression. MI does not work well if the client is already motivated to change, nor does it have an effect if the client is absolutely sure they do not have a presenting issue. In order for MI to work, the patient needs to be ambivalent towards change. A systematic review and meta-analysis by Rubak et al. (2005) found sixty-four percent of the studies demonstrated an impact of 15 minutes or less when MI was used. MI is guaranteed to be effective if the patient is seen more than once. There is evidence from a study by Vanderwaal (2015) that MI and adherence to medication are directly related. The majority of studies refuted this relationship. MI has been linked in some studies to positive outcomes like reduced re-hospitalisation rates and improved psychotic symptoms. While some patients with schizophrenia may benefit from MI, it should not be seen as a first line of treatment. Additionally, it is not advisable for clinicians to use MI with patients who have schizophrenia if they are not already doing so.
MI incorporates collaboration, evocation and autonomy and relies on the client being self-aware. The counsellor is required to briefly summarise the problems faced by the client that brings them onto this treatment method. The presenting issues could include substance misuse or an eating disorder. Through conversation with the client, the counsellor would need to listen for any predisposing factors including biopsychosocial factors that increase the likelihood of the client developing social, emotional, or behavioural difficulties. During conversation it is important to explore potential precipitating factors which could have caused the issue to exacerbate resulting in them seeking treatment. Additionally, there may be perpetuating factors such as beliefs, psychological, and physical behaviours which are maintaining the presenting issues or behaviour cycles. Finally, any protective factors such as strengths and resources that offer the client hope and promote resilience (Medley and Powell, 2010).
Matrix Cymru is a guidance document for delivering evidence-based psychological therapies in Wales. The Matrix sets out the parameters for psychological therapies in Wales. On the levels of psychological care, MI would sit at a level 3 due do it requiring the practitioner to be trained and accredited in MI due to its approach to counselling. The assessment for this level of care involves assessing distress and devising basic formulation and intervention. When formulating an intervention to improve psychological resilience and wellbeing in a child or young person, it is important to consider where in the system the intervention can work best. In accordance with the Matrix Cymru, recipients of the psychological interventions do not always have to have a formal diagnosis. There is growing evidence that psychological interventions with children, adolescents, their families, and systems can be beneficial economically and clinically (National Health Service [NHS], 2017). Psychological therapists must be trained to recognised standards and possess the competencies required to deliver psychological interventions successfully within the service context in which they work, according to the Matrix. Practitioners must be providing a therapy that is well-supported by research in relation to the issues the service user is currently experiencing, functioning within a well-regulated framework that provides consistent, excellent supervision, support, and pertinent continuing professional development (CPD) for psychological therapies tailored to specific models, keeping an eye on the therapeutic alliance, understanding that it is critical to attain a positive therapeutic result, and supporting creative and introspective practice. (NHS, 2017). MI is not solely identified within the Matrix. 
MI is a useful and easy-to-use method that makes it simple to interact with clients, increasing their openness to receiving treatment. MI can assist high-risk patients in becoming more motivated to receive treatment. According to a 2009 review of studies by Lundahl and Burke, MI was 10%–20% more successful than no treatment at all at decreasing risky behaviours and raising engagement. MI allows people to build self-confidence, particularly for clients with weight related issues. In the long-term, MI empowers people to take charge of their lives and rely on their own abilities to adjust. Additionally, MI is advantageous to the practitioner applying the technique as well as to the recipient. Health care providers felt more confident instructing and educating patients when they used MI in their interactions with them. Nurses who teach patients about diabetes demonstrated a noteworthy increase in confidence following their training in MI techniques (Stoffers & Hatler, 2017). This improvement also leads to an increase in job satisfaction.
In order to connect with clients and establish rapport, MI needs a significant time commitment. A certain level of motivation and cognitive clarity is required for MI. Some clients lack the mental capacity or cognitive clarity to concentrate on the benefits and drawbacks of mental illnesses in order to create a plan. They might not benefit from MI; in which case a different strategy might be required. Individuals with a diagnosis of depression frequently lack motivation. This is a crucial prerequisite for MI. They might not benefit from this method, particularly if they are very sedated and suffer from clinical depression. Every individual has a different set of challenges, drive, and way of life therefore not every situation can benefit from an MI approach (Hogden, et al., 2012). 

In conclusion, MI is a guiding style of communication used to evoke change within the client. MI uses a multitude of skills in order to achieved maximised outcomes and long-lasting results for the client. MI has been used to treat a broad range of disorders and mental health issues and has an array of evidence-based effectiveness throughout different studies across the years. However, MI has both advantages and disadvantages allowing it to be open to criticism from practitioners. 
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