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Training sessions that offer feedback and coaching to trainees are effective in helping  
participants retain motivational interviewing skills for tobacco cessation counseling.

P
rimary care providers (PCPs) 
need effective tools for activat-
ing health behavior change 
for the 125 million Americans 

living with a chronic condition.1 
Smoking is an important and diffi-
cult behavior to change, and a moti-
vator for quitting is tobacco cessation 
advice from a PCP.2,3 However, few 
PCPs provide comprehensive tobacco 
cessation counseling as part of rou-
tine care.4,5 One perceived barrier that 
providers report is their lack of train-
ing to be effective tobacco cessation 
advocates.4,6-8

Motivational interviewing (MI) 
promotes behavior change by using 

a nonadversarial approach aimed at 
resolving patient ambivalence. Moti-
vational interviewing tools, such as 
asking open-ended questions, provid-
ing summary statements of what the 
patient expresses, reflective listening, 
and affirmations, are used to spur an 
intrinsic drive to change. These tech-
niques have been applied to a broad 
range of health behaviors with posi-
tive outcomes and demonstrated effi-
cacy.9-11 Furthermore, MI can be used 
in primary care for changing tobacco 
use, alcohol consumption, physical 
activity, and diet.12-14 

Despite its efficacy, MI can be time-
intensive to learn. Fortunately, even 

abbreviated MI can influence patient 
behavior.15,16 Rollnick and others have 
developed MI interventions that are 
deliverable in 5 to 10 minutes.17,18 
These brief interventions focus on 
performing a rapid assessment of pa-
tients’ perceived importance and self-
efficacy for change.17,18 

There is increased interest in train-
ing health care professionals (HCPs) 
in MI, yet there is no consensus 
on the most effective training ap-
proach.19,20 Practitioners with many 
competing priorities often like to 
learn new skills through self-study 
or onetime workshops. Yet evidence 
suggests that these are not effective 
methods for gaining MI proficiency. 
Instead, MI training sessions that 
offer feedback and coaching are more 
effective in helping participants retain 
MI skills over time.21,22

The authors developed and suc-
cessfully pilot-tested an MI training 
program called the Motivational In-
terviewing Smoking Treatment En-
hancement Program (MI-STEP) for 
HCPs. This program was designed to 
facilitate tobacco cessation care in the 
VHA primary care patient centered 
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medical home, which VHA calls pa-
tient aligned care teams (PACTs).23 
The main conclusions of this pilot 
study have been reported elsewhere.24 

The objective of this article is 
to describe the process evaluation 
the authors conducted during the 
MI-STEP study to gain a better un-
derstanding of how the implemen-
tation of the MI training program 
could be improved. The authors 

identified barriers and facilitators 
from the perspectives of MI cham-
pions and PACT practitioners. 

METHODS
Thirty-four PACT practitioners (phy-
sicians, nurse practitioners, registered 
nurses, licensed practical nurses, and 
pharmacists) at 2 VA medical centers 
were randomly assigned to a high- or 
moderate-intensity MI training pro-

gram during the summer of 2012. 
This training was delivered by “MI 
champions,” who were recruited from 
PACTs and who attended a 3-day 
advanced training class on MI. The 
training included MI skills practice, 
group case analysis, various role-play 
exercises, and didactics adapted from 
the Rx for Change program.25 The 
curriculum also addressed tobacco 
cessation counseling using the na-
tional tobacco cessation guideline.2 

Each site’s health behavior coordina-
tor (HBC) also was recruited to be 
an MI champion. The HBCs are typi-
cally psychologists who have received 
prior training in MI as well as facili-
tator and clinician coaching. At the 
VA, HBCs are charged with integrat-
ing preventive services into care. The 
participating sites’ institutional review 
boards approved all study procedures.

MI-STEP Training Program
All 34 practitioners attended a half-
day on-site MI training workshop 
led by the site’s HBC. This training 
covered the basics of MI and used in-
teractive learning methods such as 
role-play (Table 1). The study prac-
titioners also received self-study ma-
terials, and throughout the study 
period had access to the MI champi-
ons. Practitioners who were random-
ized to high-intensity MI training 
also attended 6 supplemental 1-hour 
“booster sessions” to enhance spe-
cific MI skills. The MI champions led 
3 of the 1-hour booster sessions with 
a standard agenda, including patient 
cases and MI exercises. During the 
other 3 booster sessions, participants 
used patient cases to interact with a 
standardized patient over the tele-
phone, and the MI champions pro-
vided feedback and coaching. 

Process Evaluation
Six months after the program’s com-
pletion, investigators conducted an 
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Table 1. MI Training Workshop Contenta

Topic Delivery Mode

Introductions and pretraining survey Didactic; self-guided

Why MI? What is MI? General characteristics Didactic

When is MI used and for what areas of health?               Didactic

Demonstration of MI consistent and inconsistent patient 
interactions

Video demonstration 

Spirit of MI RULE principles    Didactic 

 MI tools
   Reflective listening
   Engage using OARS
   The critical transition
   Evoking change talk
   Asking permission 
   Practice of open-ended questions, reflections,  
   affirmations, and summaries        

Didactic
Didactic       
Didactic
Video demonstration; discussion 
Video demonstration; discussion 
Skills practice 

Examples of clinicians demonstrating MI with  
assessment using observer rating form 

Video demonstration; didactic                     

Creating conversational flow with role-play in triads Video demonstration; role-play

Learning MI in the context of smoking cessation 
   The 5-As model of behavior change
   Pharmacotherapy of tobacco cessation
   VA tobacco cessation resources 

Didactic
Didactic
Didactic

Posttraining survey, evaluation of training Self-guided

Abbreviations: MI, motivational interviewing; OARS, open-ended questions, affirmation, reflective 
listening, and summarizing; PACT, patient aligned care team; RULE, resist the righting reflex, 
understand the patient’s motivation, listen with empathy, and empower the patient.
aContent of half-day MI workshop for PACT teams at Minneapolis and Denver VAMCs (delivered to 
both the high- and moderate-intensity groups).
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evaluation of the MI-STEP training 
program with MI champions and 
study practitioners. One-hour focus 
group sessions (2 in Minneapolis;  
1 in Denver) were conducted 
with the MI champions by a co- 
investigator in Minneapolis and a  
facilitator in Denver. Notes were 
taken during the sessions. MI cham-
pions were asked about the quality 
of their training sessions, challenges 
to getting PACT members to partici-
pate in the site training, challenges to 
teaching MI, and how they felt MI fit 
within VA health care philosophy. 

Ten training study practitioners 
were randomly selected and stratified 
based on group intensity assignment, 
discipline, and site to participate in 
in-depth interviews. The interviews 
lasted about 30 minutes, and Minne-
apolis study investigators conducted 
in-person interviews with local par-
ticipants and telephone interviews 
with Denver participants. The inter-
views focused on experiences with 
both high- and moderate-intensity 

MI training programs, how MI was 
used in their practice, barriers to im-
plementing MI, impressions of the 
MI training program, and their inter-
actions with MI champions. 

Focus group leaders were experi-
enced interviewers who had not pre-
viously interacted with MI champions 
in the context of this study. Investi-
gators conducting study practitioner 
interviews were blinded to group as-
signment. All interviews were audio-
recorded and transcribed verbatim. 
Study investigators reviewed the focus 
group notes and interview transcripts, 
identified themes independently, and 
then discussed group themes. The 
most salient themes were selected to 
inform implementation of a larger 
scale MI training program. 

RESULTS
Nine MI champions participated 
in the focus groups, and 8 study 
practitioners from both sites repre-
senting all clinical disciplines com-
pleted in-depth interviews. Table 2 

identifies the characteristics of each 
population. The majority of MI 
champions and practitioners were 
female (56% and 63%, respectively), 
and their mean ages were 46 and 
44 years. Most of the MI champi-
ons (78%) and study practitioners 
(75%) were white. Three of the 
MI champions (33%) and 5 of  
the study practitioners (63%) had 
no previous formal training in MI. 
Five champions (56%) and 3 prac-
titioners (38%) had no prior formal  
tobacco cessation training. 

MI Champion Focus Group Themes 
The champions were asked to dis-
cuss all aspects of the program, in-
cluding their training as champions, 
role as trainers, attitudes about using 
MI during patient encounters, and 
participation in the training program. 
Themes from the MI champion focus 
groups were placed in the following 
categories based on the authors’ ana-
lytic approach: training MI champi-
ons, training study practitioners, and 
attitudes about MI.

Training MI champions. The cham-
pions identified role-play exercises 
and receiving feedback as strengths 
of the training program. The cham-
pions also expressed the desire for 
more hands-on practice, especially in 
small groups. They wanted additional 
training on teaching MI and facilitat-
ing the booster sessions. The cham-
pions wanted an expert to train them 
on how to give feedback and how 
to best coach practitioners in their 
use of MI. Champions expressed a 
desire to have follow-up training ses-
sions with the standardized patient to 
help them hone their newly acquired 
coaching skills. 

Training study practitioners. 
The champions’ key role was to 
train local practitioners and lead 
the booster sessions for the high- 
intensi ty  MI tra ining group.  

Table 2. Characteristics of MI Champions and Practitioners 

Champions,  
No. (%) (N = 9)

Practitioners, 
 No. (%) (N = 8)

Clinical discipline
   Primary care providers 
   Nurses
   Pharmacists
   Psychologists

3 (33.3)
2 (22.2)
2 (22.2)
2 (22.2)

3 (37.5)
3 (37.5)

              2 (25)
              0

Sex
   Female
   Male

5 (55.5)
4 (44.4)

5 (62.5)
3 (37.5)

Mean age, y 46             44

Race
   White
   Black
   Asian
   Other

7 (77.7)
            0

2 (22.2)
1 (11.1)

              6 (75)
1 (12.5)

             0 (0)
1 (12.5)

Abbreviation: MI, motivational interviewing.
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Champions felt ill-prepared to fully 
cover the training materials dur-
ing the initial half-day workshop 
and 6 booster sessions. Champions 
identified difficulty coordinating 
schedules with the practitioners 
and lack of compensation for par-
ticipation as significant barriers to 
implementing the booster sessions. 
Champions felt that using a stan-
dardized patient during the booster 
sessions was a strength of the pro-
gram and that making the cases 
more realistic could have further 
enhanced the program. 

Attitudes about MI. Champions 
from both sites perceived MI to 
have a positive impact on patient 
care. However, all champions noted 
there were challenges in using MI 
in practice. Champions felt MI 
takes time, energy, and practice to 

gain proficiency. The current pri-
mary care system is not set up to 
support the use of MI. The appoint-
ment time slots are fixed, and VHA 
goals and the spirit of MI are not al-
ways compatible. VHA performance 
measures encourage providers to 
achieve performance targets with 
each patient, often requiring use of 
directives for patients on what to 
do. In contrast, MI encourages the 
patient to take the lead on goal set-
ting and prioritizing. 

Study Practitioner Interview Themes
The practitioners were asked to dis-
cuss MI skills training, using MI 
skills with patients, integrating MI 
into daily practice, getting other 
PACT members involved, booster 
sessions, interactions with cham-
pions, and suggestions for improv-

ing the MI program. Themes from 
the study practitioner interviews 
were grouped into the following cat-
egories: MI skills training, using MI 
skills, integrating MI into practice, 
and suggestions for improving MI 
training (Table 3).

MI skills training. Overall, the MI 
high-intensity participants stated they 
learned useful skills. They reported 
asking more questions that are open-
ended and were more aware of the 
patient’s perspective. Practitioners 
reported that booster sessions pro-
vided a way to reinforce, refine, and 
practice their MI skills. Practitioners 
reported that having the champion 
located in their own PACT was criti-
cal for connecting with their cham-
pion between sessions. Nurses and 
doctors reported that not having 
time to meet with champions was a  

Table 3. Providers’ Feedback

Discipline Randomization Resource

Nurse High intensity I found the motivational interviewing sessions to be helpful. It made me more aware of focusing on the 
patients and just helped bring out what the patient is thinking rather than me asking all the questions.

Nurse High intensity It helps to understand [how] to talk to people, how to get people to open up, how to ask the questions, 
open-ended questions where they feel free to tell me what’s exactly going on, they’re not coerced or 
pressured or anything.

Pharmacist High intensity I’ve really noticed that I was able to get a lot more out of patients when I talked to them. It really seems 
to help them open up, allowing them more of a chance to get the information to me that they want.  
Before I was using the typical leading questions, and now I’m finding myself letting the patients just tell 
me, and [I] just help prod them along just to get me the information. They seem to open a lot, and I think 
it really improved my relationships with patients.

Pharmacist High intensity I find that even though the patient is talking a lot more than they have before, I’m using the time I have 
a lot better with patients, so overall the appointment is maybe just a little bit longer, maybe an increase 
to 10% to 15% longer per appointment, but the information I’m getting is so much more that I’m able to 
schedule follow-up another 2 weeks, 3 weeks down the road vs having to do every week.

Pharmacist Moderate intensity My most challenging thing with implementing it all is the time restriction of how do you actively listen, 
but yet get your job done and get things accomplished? So I still struggle with how to balance it all.

Pharmacist Moderate intensity I think it would be helpful if there is somebody with really good skills to spend a little bit of time like an 
hour with them and see 2 or 3 patients…and so for me that would be helpful to have a mentor in that 
capacity, where once every 4 months I spend an hour with them and get reminded of how other people 
interact and how they roll with objections and things like that.
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barrier, while pharmacists reported 
more flexibility. 

The moderate-intensity partici-
pants reported that the training had 
less impact. Half the respondents 
reported that they did not remem-
ber much of the MI training and  
either forgot or did not use the newly 
learned MI skills. 

Using MI skills. Both high- and 
moderate-intensity participants re-
ported using open-ended questions, 
reflections, affirmations, motivation 
scales, and active listening. 

Practitioners reported that MI 
helped them focus on patient- 
centered care, since MI is collabora-
tive. Even when a session was not suc-
cessful in leading to behavior change, 
practitioners felt more satisfied with 
the quality of the interaction.

Integrating MI into practice. The 
high- and moderate-intensity prac-
titioners had different perceptions 
of using MI in daily practice. High-
intensity participants thought MI 
required an initial time investment, 
but that would be balanced by a 
decrease in the number of follow-
up visits needed and/or delay the 
time between visits. The moderate- 
intensity participants were more 
likely to report struggling with the 
amount of time MI took.

Suggestions for improving MI train-
ing. Practitioners from both train-
ing groups offered suggestions for 
improving MI training. Supervisor 
buy-in was deemed critical to get-
ting other PACT members involved. 
Practitioners suggested providing 
compensation or making training 
mandatory to help motivate others to 
participate in MI training. Also, prac-
titioners were ready to expand the MI 
training beyond smoking cessation to 
incorporate other diseases and mul-
tiple comorbidities. 

The moderate-intensity partici-
pants suggested more training, prac-

tice, follow-up, and feedback. These 
participants also suggested booster-
like sessions.

DISCUSSION
Champions and study practitioners 
reported that learning MI skills was 
useful. The participants felt that MI 
was consistent with their personal 
philosophies regarding patient- 
centered care and that MI had a posi-
tive impact on patient care. Practi-
tioners and MI champions offered 
several insights for improving the 
delivery of MI training. First, practi-
tioners and champions highlighted 
how important practice and feed-
back were to learning MI. Booster 
sessions, standardized patients, and 
critical feedback enhanced learning. 

Second, champions reported that 
they wanted more training in how 
to teach MI. Third, practitioners and 
champions repeatedly stated that 
finding the time needed to become 
proficient in MI was difficult and that 
using the MI approach with patients 
took additional time during clinical 
sessions. However, participants in the 
high-intensity group reported more 
satisfaction with the quality of their 
patient encounters and the freedom 
to follow up with patients less often. 

There were aspects of the envi-
ronment and MI training program 
that facilitated the MI learning pro-
cess. The high-intensity group cited 
booster session feedback as being 
reinforcing; the moderate-intensity 
group expressed a desire to prac-
tice their newly acquired skill and 
felt feedback and coaching would 
have enhanced their learning. Prac-
titioners and champions reported 
that using a standardized patient 
to enhance experiential learning 
activities was an asset. Standard-
ized patients have been used 
successfully in other training  
programs.21 

Implementing an MI training pro-
gram posed a number of challenges. 
The biggest barrier was lack of time. 
PACT members found it difficult 
to attend a half-day MI workshop, 
practice MI skills, and incorporate 
MI routinely into daily practice. 
However, without the investment of 
time, even basic MI proficiency is un-
achievable.22

This study highlighted several 
ways to improve feedback and coach-
ing. First, the authors would expand 
the MI champion curriculum to in-
clude training to provide effective 
feedback/coaching. Second, the au-
thors would train the standardized 
patient on how to provide feedback 
to the MI learner. As implemented, 
the standardized patient evaluated 
the learner only on whether the pa-
tient felt “heard” by the learner. 

Perhaps most critical to the suc-
cess of an MI training program is in-
stitutional support. There needs to 
be adequate time and space for the 
training process as well as support 
for ongoing learning and feedback 
as MI skills are refined. Furthermore, 
sufficient time is needed during pa-
tients’ appointments to allow for MI-
oriented conversations. Time is an 
important, valuable, and scarce re-
source that institutions control. Ad-
ministrators should realize that the 
up-front investment is likely to pro-
vide a downstream return as provid-
ers become proficient in MI. 

There is an urgent need to find 
ways to incorporate training into 
the daily practice of busy HCPs. Al-
though this study was limited by its 
small sample, it demonstrated the 
feasibility of implementing an MI 
training program for practitioners 
working in a busy primary care en-
vironment. This study offers con-
crete suggestions for overcoming 
barriers and enhancing facilitators, 
which can guide much needed larger  
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studies as they examine MI training 
effectiveness on patient and clinician 
outcomes.

Champions and practitioners 
reported that learning MI was im-
portant, but opportunities to prac-
tice and receive critical feedback are 
needed to achieve proficiency and 
improve confidence. Both champi-
ons and study practitioners thought 
practicing with a standardized pa-
tient would enrich their learning. 
However, dedicated time for learning 
and practicing MI skills is critical and 
hard to arrange. 

CONCLUSION
Practitioners can use MI to activate 
health behavior change in their pa-
tients. Training PACT practitioners to 
use MI is feasible. The results of this 
evaluation can be used to inform the 
next iteration of an MI training pro-
gram for HCPs by highlighting the 
facilitators of and barriers to training.

Because of the interest in acti-
vating patient-centered health be-
havior change, these findings are 
important. The educational and 
practice opportunities were well 
received. Training with standard-
ized patients and incorporating MI 
champions into PACTs facilitated 
training. However, the lack of time 
was a major barrier to learning and 
practicing MI skills and will need 
to be addressed. If effectively im-
plemented, training providers by 
using an evidence-based approach, 
such as MI, can promote long-term 
health.   ●
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